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Department of the Treasury
Intemal Revenue Service

foundations)

Return of Organization Exempt From Income Tax

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

B Do not enter social security numbers on this form as it may be made public
I Information about Form 990 and its instructions 1s at www.IRS.gov/form990

OMB No 1545-0047

A For the 2014 calendar year, or tax year beginning 01-01-2014

B Check If applicable
I_ Address change

|_ Name change
I_ Initial return

Final
I_ return/terminated

|_ Amended return

I_ Application pending

C Name of organization

, and ending_j 12-31-2014

2014

Open to Public

Inspection

SSM Health Care of Wisconsin Inc

43-0688874

Doing business as
See Schedule O

D Employer identification number

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

10101 Woodfield Lane

Room/suite

E Telephone number

(314)994-7800

City or town, state or province, country, and ZIP or foreign postal code

St Louis, MO 63132

F Name and address of principal officer

Willilam Thompson

10101 Woodfield Lane
St Louis,MO 63132

G Gross recelpts $ 613,995,172

subordinates?

H(b) Are all subordinates
included?

I Tax-exempt status

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

)y d(nsertno) [ 4947(a)(1) or [ 527

If "No," attach a list (s

J Waebsite: = www ssmhealth com

H(a) Is this a group return for

[T Yes ¥ No
[~ Yes[ No

ee Instructions)

H(c) Group exemption number & 0928

K Form of organization |7 Corporation |_ Trust |_ Association |_ Other =

L Year of formation 1912

M State of legal domicile WI

Summary

1 Briefly describe the organization’s mission or most significant activities
OPERATES THREE HEALTH CENTERS AND TWO SKILLED NURSING FACILITIES IN WISCONSIN
g
=
§ 2 Check this box M If the organization discontinued its operations or disposed of more than 25% of its net assets
3
w5 3 Number of voting members of the governing body (Part VI, line 1a) 3 11
E 4 Number of Independent voting members of the governing body (Part VI, linelb) . . . . . 4 4
E 5 Total number of Individuals employed in calendar year 2014 (Part V, line 2a) 5 4,367
E 6 Total number of volunteers (estimate If necessary) 6 937
7aTotal unrelated business revenue from Part VIII, column (C), line 12 7a 12,459,374
b Net unrelated business taxable income from Form 990-T, line 34 7b -337,836
Prior Year Current Year
8 Contributions and grants (Part VIII, line 1h) 1,315,931 1,205,281
% 9 Program service revenue (Part VIII, line 2g) 552,618,171 571,654,796
% 10 Investment income (Part VIII, column (A), ines 3,4, and 7d ) 17,512,826 19,749,584
= 11 Other revenue (Part VIII, column (A), ines 5,6d, 8¢, 9c, 10c,and 11e) 16,831,060 20,437,688
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line
12) 588,277,988 613,047,349
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 420,854 84,357
14 Benefits paid to or for members (Part IX, column (A), line 4) 0
$ 15 ?flla(;l;as,othercompensatlon,employee benefits (Part IX, column (A), lines 272,070,753 248,391,750
% 16a Professional fundraising fees (Part IX, column (A), line 11e) 0
E b Total fundraising expenses (Part IX, column (D), line 25) 688,382
17 Other expenses (PartIX, column (A), lines 11a-11d,11f-24e) 260,466,543 265,091,100
18 Total expenses Add lines 13-17 (must equal PartIX, column (A), line 25) 532,958,150 513,567,207
19 Revenue less expenses Subtractline 18 from line 12 55,319,838 99,480,142
wd Beginning of Current End of Year
E§ Year
33 20 Total assets (Part X, line 16) 886,013,239 985,996,942
EE 21 Total habilities (Part X, line 26) 330,740,971 538,313,112
=3 22 Net assets or fund balances Subtractline 21 from line 20 555,272,268 447,683,830

Signature Block

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

’ | 2015-11-16
Sign Signature of officer Date
Here June L Pickett Secretary
Type or prnint name and title

Pnnt/Type preparer's name Preparer's signature Date Check |_ I PTIN

P d Brooke Kitchen McNell Brooke Kitchen McNell self-employed P00849302
ai Fim's name B Deloitte Tax LLP Firm's EIN = 86-1065772

Preparer

Firm's address B 1111 Bagby Street Suite 4500 Phone no (713) 982-2000
Use Only

Houston, TX 770022591

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

[“Yes[ No

For Paperwork Reduction Act Notice, see the separate instructions.

Cat No 11282Y

Form 990 (2014)



Form 990 (2014) Page 2

m Statement of Program Service Accomplishments
Check If Schedule O contains a response or note to any lineinthis PartIII . . . . . + .+ « + .« .+« . . I

1 Briefly describe the organization’s mission
THROUGH OUR EXCEPTIONAL HEALTH CARE SERVICES, WE REVEAL THE HEALING PRESENCE OF GOD

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

If "Yes," describe these new services on Schedule O

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
SEIVICES? v v v e e e e e e e e e e [~ Yes [ No

If "Yes," describe these changes on Schedule O

4 Describe the organization’s program service accomplishments for each of its three largest program services, as measured by
expenses Section 501(c)(3)and 501(c)(4) organizations 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 $ 448,756,690 including grants of $ 84,357 ) (Revenue $ 578,958,031)
PLEASE SEE SCHEDULE O FOR A COMPLETE DESCRIPTION OF PROGRAM SERVICE ACCOMPLISHMENTS

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

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

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

4e Total program service expenses & 448,756,690

Form 990 (2014 )



Form 990 (2014)

10

11

12a

13

14a

15

16

17

18

19

20a

Part III

Page 3
E1a @A Checklist of Required Schedules

Yes No
Is the organization described in section 501(c)(3)or4947(a)(1) (otherthan a private foundation)? If "Yes,” Yes
complete Schedule A 1
Is the organization required to complete Schedule B, Schedule of Contributors (see Instructions)? ¥ 2 Yes
Did the organization engage in direct or Iindirect political campaign activities on behalf of or in opposition to No
candidates for public office? If "Yes,” complete Schedule C, Part I 3
Section 501(c)(3) organizations. Did the organization engage In lobbying activities, or have a section 501 (h) Yes
election In effect during the tax year? If "Yes,” complete Schedule C, Part II 4
Is the organization a section 501(c)(4), 501 (c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If "Yes,"” complete Schedule C, 5
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the
right to provide advice on the distribution or investment of amounts 1n such funds or accounts? If "Yes,"” complete N
Schedule D, Part I 6 0
Did the organization receive or hold a conservation easement, including easements to preserve open space, N
the environment, historic land areas, or historic structures? If "Yes,” complete Schedule D, Part II 7 0
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,” N
complete Schedule D, Part II1 8 0
Did the organization report an amount in Part X, line 21 for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X, or provide credit counseling, debt management, credit repair, or debt N
negotiation services? If "Yes,"”" complete Schedule D, Part IV . 9 0
Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments,| 10 Yes
permanent endowments, or quasi-endowments? If "Yes,” complete Schedule D, Part
If the organization’s answer to any of the following questions Is "Yes," then complete Schedule D, Parts VI, VII,
VIII,IX, or X as applicable
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? v
If "Yes," complete Schedule D, Part VI.%& . 1la es
Did the organization report an amount for investments—other securities in Part X, line 12 that 1s 5% or more of v
Its total assets reported In Part X, line 16? If "Yes,” complete Schedule D, Part virvel . 11b €s
Did the organization report an amount for investments—program related in Part X, line 13 that 1s 5% or more of N
Its total assets reported in Part X, line 16? If "Yes,” complete Schedule D, Part VIII 11c 0
Did the organization report an amount for other assets in Part X, line 15 that 1s 5% or more of its total assets N
reported in Part X, line 16? If "Yes,"” complete Schedule D, Part IX . P e e e e e e 11d 0
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes,” complete Schedule D, PartXE 11e | Yes
Did the organization’s separate or consolidated financial statements for the tax year include a footnote that 11f | ves
addresses the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes,” complete
Schedule D, PartXE
Did the organization obtain separate, Independent audited financial statements for the tax year?
If "Yes," complete Schedule D, Parts XI and XII 12a No
Was the organization included in consolidated, independent audited financial statements for the tax year? If 12b | Yes
"Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XII is optional
Is the organization a school described in section 170(b)(1)(A)(1n)? If "Yes,” complete Schedule E 13 No
Did the organization maintain an office, employees, or agents outside of the United States? 14a No
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
business, iInvestment, and program service activities outside the United States, or aggregate foreign investments
valued at $100,000 or more? If "Yes,” complete Schedule F, Parts I and IV . 14b No
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or N
for any foreign organization? If "Yes,” complete Schedule F, Parts II and IV 15 0
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other N
assistance to or for foreign individuals? If "Yes,” complete Schedule F, Parts III and IV . 16 0
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part 17 No
IX, column (A), lines 6 and 11e? If "Yes,” complete Schedule G, Part I (see Instructions)
Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part N
VIII, ines 1c and 8a? If "Yes," complete Schedule G, Part IT 18 0
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? If 19 No
"Yes," complete Schedule G, Part I1]
Did the organization operate one or more hospital facilities? If "Yes,” complete ScheduleH . . . . ¥ 20a | Yes
If"Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? %& 20b | Yes

Form 990 (2014)



Form 990 (2014)

21

22

23

24a

25a

26

27

28

29

30

31

32

33

34

35a

36

37

38

v

Part I

Page 4
13 @A Checklist of Required Schedules (continued)

Did the organization report more than $5,000 of grants or other assistance to any domestic organization or 21 Yes
domestic government on PartIX, column (A), ine 1? If "Yes,” complete Schedule I, Parts I and II
Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on Part 22 N
IX, column (A), line 2? If “Yes,” complete Schedule I, Parts I and III 0
Did the organization answer "Yes" to Part VII, Section A, line 3,4, or 5 about compensation of the organization’s v
current and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes,” 23 es
complete Schedule ] .
Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $100,000
as of the last day of the year, that was I1ssued after December 31, 20027 If “Yes,” answer lines 24b through 24d N
and complete Schedule K. If "No,” go to line 25a . . 24a 0
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? b

24
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? 24c
Did the organization act as an "on behalf of" 1Issuer for bonds outstanding at any time during the year? 24d
Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage In an excess benefit
transaction with a disqualified person during the year? If "Yes," complete Schedule L, Part I . 25a No
Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ? If | 25b No
"Yes," complete Schedule L, Part I
Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any current
or former officers, directors, trustees, key employees, highest compensated employees, or disqualified persons? 26 No
If "Yes,"” complete Schedule L, Part II
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% controlled entity or family 27 No
member of any of these persons? If "Yes,” complete Schedule L, Part III
Was the organization a party to a business transaction with one of the following parties (see Schedule L, PartIV
instructions for applicable filing thresholds, conditions, and exceptions)
A current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L, Part

28a No
A family member of a current or former officer, director, trustee, or key employee? If "Yes,” N
complete Schedule L, Part IV . 28b 0
An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was N
an officer, director, trustee, or direct or indirect owner? If "Yes,” complete Schedule L, Part IV . 28c 0
Did the organization receive more than $25,000 in non-cash contributions? If "Yes,” complete Schedule M 29 No
Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified N
conservation contributions? If "Yes,” complete Schedule M 30 0
Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complete Schedule N, No

31
Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"” complete N
Schedule N, Part I 32 0
Did the organization own 100% of an entity disregarded as separate from the organization under Regulations N
sections 301 7701-2 and 301 7701-3? If "Yes," complete Schedule R, Part I 33 0
Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Part II, III, or IV, v
and Part V, line 1 34 es
Did the organization have a controlled entity within the meaning of section 512(b)(13)? 35a | Yes
If 'Yes'to line 35a, did the organization receive any payment from or engage in any transaction with a controlled 35b | v
entity within the meaning of section 512(b)(13)? If "Yes,” complete Schedule R, Part V, line 2 €s
Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related N
organization? If "Yes,"” complete Schedule R, Part V, line 2 36 0
Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization N
and that is treated as a partnership for federal iIncome tax purposes? If "Yes,” complete Schedule R, Part VI 37 0
Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 197 v
Note. All Form 990 filers are required to complete Schedule O 38 es

Form 990 (2014)



Form 990 (2014) Page 5
Statements Regarding Other IRS Filings and Tax Compliance

Check If Schedule O contains a response ornote to any lineinthisPartV... . . . + v W v w « .« .« . .

Yes No
la Enter the number reported in Box 3 of Form 1096 Enter -0- if not applicable . .| 1la
b Enter the number of Forms W-2G included in line 1a Enter-0- if not applicable ib

c Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) winnings to prize winners? . . . .+ +  « o« 4 4 a4 w e a e 1c

2a Enter the number of employees reported on Form W-3, Transmittal of Wage and
Tax Statements, filed for the calendar year ending with or within the year covered
by thisreturn . . . . . . & e e e e e 2a 4,367

b Ifatleastone s reported on line 2a, did the organization file all required federal employment tax returns?

Note. If the sum of lines 1a and 2a I1s greater than 250, you may be required to e-file (see Instructions) 2b ves
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . . . 3a Yes
b If"Yes,” has it filed a Form 990-T for this year? If "No” to /ine 3b, provide an explanation i1n ScheduleO . . . 3b | Yes
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
account)? . . . . . w e e e e e e e e e e e e e e e e da No
b If"Yes," enter the name of the foreign country &
See Instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts
(FBAR)
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? . . 5a No
b Did any taxable party notify the organization that it was or s a party to a prohibited tax shelter transaction? 5b No
c If"Yes," to line 5a or 5b, did the organization file Form 8886-T?
5c¢
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the 6a No
organization solicit any contributions that were not tax deductible as charitable contributions?
b If"Yes," did the organization include with every solicitation an express statement that such contributions or gifts
were not tax deductible? . . . . . . . L L oo 00 0w e e e e e e 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization recelve a payment in excess of $75 made partly as a contribution and partly for goods and 7a No
services provided to the payor?
b If"Yes," did the organization notify the donor of the value of the goods or services provided? . . . . . 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which i1t was required to
fille Form 82822 . . . . . . . 4 4 a e e e e e e e e e e e e e e e e 72 No
d If"Yes," indicate the number of Forms 8282 filed during the year . . . . | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit
CONtract? . . + & & h h h h e e e e e e e e e e | 76 No
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . . 7f No
g Ifthe organization received a contribution of qualified intellectual property, did the organization file Form 8899 as
required? . . . 4 v e e e e e e e e e e e e e e e e e e e s ey T

h Ifthe organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a
Form 1098-C? . . . « « v e e e e a e e e e e e e e e 7h

8 Sponsoring organizations maintaining donor advised funds.
Did a donor advised fund maintained by the sponsoring organization have excess business holdings at any time

duringthe year? . . . . + . & 4 44w e e e e e e e e e e e 8
9a Did the sponsoring organization make any taxable distributions under section 49662 . . . 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? . . . 9b

10 Section 501(c)(7) organizations. Enter

Initiation fees and capital contributions included on Part VIII,ine12 . . . 10a

Gross recelpts, included on Form 990, Part VIII, line 12, for public use of club 10b

facilities

11 Section 501(c)(12) organizations. Enter
a Gross income from members or shareholders . . . . . . . . . 11a
Gross Income from other sources (Do not net amounts due or paid to other sources
against amounts due orreceived fromthem) . . . . . . . . . . 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 12a

b If"Yes," enter the amount of tax-exempt interest received or accrued during the

year 12b

13 Section 501(c)(29) qualified nonprofit health insurance issuers.

a Is the organization licensed to iIssue qualified health plans in more than one state?

Note. See the instructions for additional information the organization must report on Schedule O 13a
b Enter the amount of reserves the organization 1s required to maintain by the states
in which the organization is licensed to Issue qualified healthplans . . . . 13b
c Enter the amount of reservesonhand . . . . . . . . . . . . 13c
14a Did the organization recelve any payments for indoor tanning services during the tax year> . . . . . 14a No
b If"Yes," has it filed a Form 720 to report these payments? If "No,” provide an explanation in Schedule O . . 14b

Form 990 (2014 )



Form 990 (2014) Page 6
m Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a

"No" response to lines 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O.
See instructions.
Check If Schedule O contains a response ornote to any lineinthisPartVI . . . . . .+ +« + +v & +« . . ¥

Section A. Governing Body and Management

la

7a

9

Yes No
Enter the number of voting members of the governing body at the end of the tax 1a 11
year
If there are matenial differences In voting rights among members of the governing
body, or If the governing body delegated broad authority to an executive committee
or similar committee, explain in Schedule O
Enter the number of voting members included in line 1a, above, who are
independent . . . . .+ v v 4 4 e e e e e e e e W | 1 4
Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any
other officer, director, trustee, or key employee? . . . .+ .+ .+ « « &+ 4 w44 a4 2 No
Did the organization delegate control over management duties customarily performed by or under the direct 3 No
supervision of officers, directors or trustees, or key employees to a management company or other person?
Did the organization make any significant changes to its governing documents since the prior Form 990 was
1= 4 No
Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 No
Did the organization have members or stockholders? . . . . . .. . .+ .+ .+ .« .+ .« .« . . 6 Yes
Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or
more members of the governingbody? . . . . . . . . . . . . . .0 ... 7a Yes

Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders,| 7b Yes
or persons other than the governing body?

Did the organization contemporaneously document the meetings held or written actions undertaken during the
year by the following

The governing body? . . . .+ .+ & & & + « &« 4« 4 4 4 e e e a a4 4. | Ba ] Yes

Each committee with authority to act on behalf of the governingbody? . . . . . . . . . . . .| 8b Yes

Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization’s mailing address? If "Yes " provide the names and addresses n Schedu/e o . . . 9 No

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

10a
b

11a

12a

13

14
15

16a

Yes No

Did the organization have local chapters, branches, or affihates? . . . . . . . . . .+ . . 10a No

If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? 10b

Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing
the form? . . . . . . . . . . . . e e e e . e e e e e . e 11a No

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

Did the organization have a written conflict of interest policy? If “No,"gotoline13 . . . . . . . 12a | Yes
Were officers, directors, or trustees, and key employees required to disclose annually interests that could give

rseto conflicts? . . . . . . . ..o e e e e e e e e e e e 12b | Yes
Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,” describe

in Schedule O how this was done . . . . « « & « & « 4 4 w4 e e e . J|12c] Yes
Did the organization have a written whistleblower policy? . . . .. . . .+ . .+ «+ .« .+« .+ . . 13 Yes
Did the organization have a written document retention and destruction policy? . . . . . . . . . 14 Yes

Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?

The organization’s CEO, Executive Director, or top management offictal . . . . . . . . . . . 15a No

Other officers or key employees of the organization . . . . . .+ .+ .+ + « « « &« 4« . 15b No

If"Yes" to line 15a or 15b, describe the process in Schedule O (see Instructions)

Did the organization invest in, contribute assets to, or participate In a joint venture or similar arrangement with a
taxable entity duringthe year? . . . . .+ . .+ . 0 4 4w e w e e e e 16a | Yes

If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the

organization’s exempt status with respect to such arrangements? . . . . . . . . . . . . 16b | Yes

Section C. Disclosure

17
18

19

20

List the States with which a copy of this Form 990 I1s required to be filedm

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

[T own website [ Another's website [¥ Uponrequest [ Other (explainin Schedule 0)

Describe in Schedule O whether (and If so, how) the organization made its governing documents, conflict of
Interest policy, and financial statements available to the public during the tax year

State the name, address, and telephone number of the person who possesses the organization's books and records
EMary Gigot

2901 Landmark Place Suite 300
Madison, WI 53713 (608)259-3478

Form 990 (2014 )



Form 990 (2014) Page 7

m Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors
Check If Schedule O contains a response or note to any lineinthis PartVII . . . . . . . « « .« . . . I

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

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

tax year
# List all of the organization’s current officers, directors, trustees (whether individuals or organizations), regardless of amount

of compensation Enter-0-1n columns (D), (E), and (F) if no compensation was paid

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

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

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

# List all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations
List persons In the following order individual trustees or directors, institutional trustees, officers, key employees, highest
compensated employees, and former such persons
[T Check this box If neither the organization nor any related organization compensated any current officer, director, or trustee

(A) (B) (©) (D) (E) (F)

Name and Title Average Position (do not check Reportable Reportable Estimated
hours per more than one box, unless compensation compensation amount of other
week (list person i1s both an officer from the from related compensation
any hours and a director/trustee) organization (W- | organizations (W- from the
for related o5 _ 2 = o T 2/1099-MISC) 2/1099-MISC) organization and

organizations ag_ 5 |2 @ (25 |0 related
below E=|2 |8 |e %6 3 organizations

g | = i =

dotted line) c| = P
oele o |5
= | = E g
| = o =
12| || %
I | 5 et
: i
[u
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Form 990 (2014)

Page 8

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

(A) (B) (©) (D) (E) (F)
Name and Title Average Position (do not check Reportable Reportable Estimated
hours per more than one box, unless compensation compensation amount of other
week (list person i1s both an officer from the from related compensation
any hours and a director/trustee) organization (W- | organizations (W- from the
for related o= — 2 = o T | | 2/1099-MISC) 2/1099-MISC) | organization and
organizations a a S |2 T 25 |2 related
below = = 2|2 o %ﬁ 3 organizations
g [m = == == i)
dotted line) c = o |T
o2 =) = | o
- = E g
c = I =
g |2 I
T 5 =
€ o
=l
i1b  Sub-Total >
c Total from continuation sheets to Part VII, Section A >
Total (add lines 1b and 1c) * 2,577,254 14,074,790 7,085,747
2 Total number of individuals (including but not limited to those listed above) who received more than
$100,000 of reportable compensation from the organizationk144
Yes No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated employee
on line 1a? If "Yes,”" complete Schedule J for such individual . .+« .« « « &« « &« o &« 2 &« &« & 3 Yes
4 For any individual listed on line 1a, Is the sum of reportable compensation and other compensation from the
organization and related organizations greaterthan $150,000°? If "Yes,"” complete Schedule J for such
individual =« & 4 4w 4 4 e e s e e e w s s s ww o a e ox e w4 ] Yes
5 Did any person listed on line 1a recelve or accrue compensation from any unrelated organization or individual for
services rendered to the organization? If "Yes,” complete Schedule J for suchperson .+« .« « « &« &« & 5 No

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization Report compensation for the calendar year ending with or within the organization’s tax year
(R) (B) (©)
Name and business address Description of services Compensation
DEAN HEALTH SYSTEMS INC PHYSICIAN SERVICES 6,825,535
1808 W BELTLINE HWY
MADISON, WI 53713
BOARD OF REGENTS OF THE UNIV OF WI PHYSICIAN SERVICES 5,964,548
1100 DELAPLAINE CT
MADISON, WI 53715
WISCONSIN INTEGRATED INFORMATION TECHNOLOGY & TELEMEDICINE SYSTEMS LLC INFORMATION TECHNOLOGY 4,286,051
1808 W BELTLINE HWY
MADISON, WI 53713
UW HOSPITAL AND CLINICS PHYSICIAN SERVICES 2,515,057
600 HIGHLAND AVE
MADISON, WI 53792
MADISON EMERGENCY PHYSICIANS PHYSICIAN SERVICES 2,410,652
1221 JOHN Q HAMMONS DRIVE
MADISON, WI 53717
2 Total number of Independent contractors (including but not limited to those listed above) who received more than
$100,000 of compensation from the organization 78

Form 990 (2014 )



Form 990 (2014) Page 9
m Statement of Revenue
Check If Schedule O contains a response or note to any line in this Part VIII .. .. . .V
(A) (B) (©) (D)
Total revenue Related or Unrelated Revenue
exempt business excluded from
function revenue tax under
revenue sections
512-514
@ la Federated campaigns 1a
2
= § b Membership dues ib
=]
(e = |
2 £ c Fundraising events 1c 9,151
el
E 5 d Related organizations id 1,140,751
o=
r = e Government grants (contributions) 1e 55,379
W=
=
e f Al other contnibutions, gifts, grants, and  1f
E T} similar amounts not included above
—
= N h contribut luded i |
— g oncasn contributions included In lines 11.114
=0 la-1f $ .
==
= = h Total. Add lines 1a-1f 1,205,281
oom -
@ Business Code
E 2a NET PATIENT REVENUE 621110 567,368,930 567,368,930
=
& b OTHER OPERATING REVENUE 621110 4,285,866 4,285,866
-
x c
E d
— e
&
= f All other program service revenue 0 0 0 0
=
& g Total. Add lines 2a-2f - 571,654,796
3 Investment income (including dividends, interest, 7 627 232 7 627 232
and other similar amounts) * el el
Income from investment of tax-exempt bond proceeds , , *
5 Royalties *
(1) Real (n) Personal
6a Gross rents 1,447,875
b Less rental 783,534
expenses
¢ Rental income 664,341 0
or (loss)
d Net rental iIncome or (loss) [ 664,341 664,341
(1) Securities (n) Other
7a Gross amount
from sales of 12,268,536
assets other
than inventory
b Less costor
other basis and 146,184
sales expenses
Gain or (loss) 12,268,536 -146,184
Net gain or (loss) - 12,122,352 12,122,352
8a Gross income from fundraising
L& events (not including
g $ 9,151
- of contributions reported on line 1c¢)
& See Part1IV, line 18
o
[ a 0
&
_'_1:_ b Less direct expenses b 0
o) c Netincome or (loss) from fundraising events . . 0 0
9a Gross income from gaming activities
See Part1IV, line 19
a
b Less direct expenses b
c Netincome or (loss) from gaming activities . . .m
10a Gross sales of inventory, less
returns and allowances
a 36,690
b Less costofgoods sold b 18,105
¢ Netincome or (loss) from sales of Inventory . . 18,585 18,585
Miscellaneous Revenue Business Code
b LARORATORY 621500 7,046,857 7,046,857
€ JOINT VENTURE REVENUE 200099 511,704 511,704
d All other revenue 8,896,608 6,783,684 2,112,924 0
e Total.Addlines 11a-11d -
19,754,762
12  Total revenue. See Instructions -
613,047,349 578,950,184 12,459,374 20,432,510

Form 990 (2014 )



Form 990 (2014) Page 10
m Statement of Functional Expenses
Section 501(c)(3)and 501(c)(4) organizations must complete all columns All other organizations must complete column (A)
Check if Schedule O contains a response or note to any line in this Part IX . .. ..
Do not include amounts reported on lines 6b, (A) PrOgraS‘nB)SerVICG Manage(r(1:1)ent and Funég)lsmg
7b, 8b, 9b, and 10b of Part VIII. Total expenses expenses general expenses expenses
1 Grants and other assistance to domestic organizations and
domestic governments See Part1V, line 21 84,357 84,357
2  Grants and other assistance to domestic
individuals See Part IV, line 22
3 Grants and other assistance to foreign organizations, foreign
governments, and foreign individuals See PartIV, lines 15
and 16
Benefits paid to or for members
5 Compensation of current officers, directors, trustees, and
key employees 2,747,265 825,146 1,922,119
6 Compensation not included above, to disqualified persons
(as defined under section 4958(f)(1)) and persons
described in section 4958(c)(3)(B)
7 Other salaries and wages 183,856,871 166,230,029 17,247,445 379,397
8 Pension plan accruals and contributions (include section 401 (k)
and 403(b) employer contributions) 16,185,844 14,862,579 1,318,940 4,325
9 Other employee benefits 32,199,458 28,804,090 3,272,284 123,084
10 Payroll taxes 13,402,312 12,076,326 1,302,387 23,599
11 Fees for services (non-employees)
a Management 5,421,749 21,729 5,400,020
b Legal 437,270 437,270
¢ Accounting 249,682 249,682
d Lobbying
e Professional fundraising services See PartIV, line 17
f Investment management fees 36,160 36,160
g Other(Ifline 11g amount exceeds 10% ofline 25, column (A)
amount, list ine 11g expenses on Schedule 0) 64,367,764 36,228,252 28,054,981 84,531
12 Advertising and promotion 132,006 101,564 30,442
13 Office expenses 24,899,192 22,910,322 1,960,901 27,969
14 Information technology 22,533,000 22,271,185 261,540 275
15 Rovyalties
16 Occupancy 11,643,532 11,362,265 273,680 7,587
17  Travel 747,874 335,041 410,737 2,096
18 Payments of travel or entertainment expenses for any federal,
state, or local public officials
19 Conferences, conventions, and meetings 526,479 378,468 145,726 2,285
20 Interest 9,918,855 9,918,855
21 Payments to affiliates 317,015 317,015
22 Depreciation, depletion, and amortization 31,419,146 31,034,642 384,395 109
23 Insurance 1,042,232 26,165 1,016,067
24 Other expenses Itemize expenses not covered above (List
miscellaneous expenses In line 24e Ifline 24e amount exceeds 10%
of ine 25, column (A) amount, list line 24e expenses on Schedule O )
a MEDICAL SUPPLIES 74,682,109 74,682,109
b MEDICAID PROVIDER TAX 15,337,652 15,337,652
c BOND RELATED FEES 1,084,370 1,084,370
d LICENSES 177,029 165,311 9,035 2,683
e All other expenses 117,984 117,797 187 0
25 Total functional expenses. Add lines 1 through 24e 513,567,207 448,756,690 64,122,135 688,382
26 Joint costs. Complete this line only If the organization

reported in column (B) joint costs from a combined
educational campaign and fundraising solicitation Check
here ® [ if following SOP 98-2 (ASC 958-720)

Form 990 (2014 )



Form 990 (2014)

Page 11

Balance Sheet

Check iIf Schedule O contains a response or note to any line in this Part X .. '
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing 1
2 Savings and temporary cash investments 94,865,471 2 44,879,451
3 Pledges and grants receivable, net 3
4 Accounts recelvable, net 53,020,637 4 49,360,329
5 Loans and other receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees Complete Part II of
Schedule L
5
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
" organizations (see Instructions) Complete Part II of Schedule L
o 6
ﬂ 7 Notes and loans receivable, net 7
< 8 Inventories for sale or use 6,479,282 8 8,021,320
9 Prepaid expenses and deferred charges 21111211 9 1,765,480
10a Land, buildings, and equipment cost or other basis
Complete Part VI of Schedule D 10a 621,767,049
b Less accumulated depreciation 10b 324,809,174 314,317,812| 10c 296,957,875
11 Investments—publicly traded securities 11
12 Investments—other securities See PartIV,line 11 398,128,289 12 569,569,658
13 Investments—program-related See Part IV, line 11 0| 13
14 Intangible assets 14
15 Other assets See PartIV,line 11 17,090,627 15 15,442,829
16 Total assets. Add lines 1 through 15 (must equal line 34) 886,013,239| 16 985,996,942
17 Accounts payable and accrued expenses 50,619,479| 17 54,372,813
18 Grants payable 18
19 Deferred revenue 19
20 Tax-exempt bond habilities 20
w 21 Escrow or custodial account hability Complete Part IV of Schedule D 21
:E 22 Loans and other payables to current and former officers, directors, trustees,
= key employees, highest compensated employees, and disqualified
ﬁ persons Complete Part II of Schedule L 22
= 23 Secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities (including federal Income tax, payables to related third parties,
and other habilities not included on lines 17-24) Complete Part X of Schedule
D e e e e sy o 280,121,492| 25 483,940,299
26 Total liabilities. Add lines 17 through 25 330,740,971 26 538,313,112
" Organizations that follow SFAS 117 (ASC 958), check here & [ and complete
E lines 27 through 29, and lines 33 and 34.
% 27 Unrestricted net assets 547,470,127 27 438,967,459
E 28 Temporarily restricted net assets 3,235,312 28 3,322,714
E 29 Permanently restricted net assets 4,566,829| 29 5,393,657
u:. Organizations that do not follow SFAS 117 (ASC 958), check here » [ and
E complete lines 30 through 34.
- 30 Capital stock or trust principal, or current funds 30
E 31 Paid-1n or capital surplus, or land, building or equipment fund 31
.»;':|:"1I 32 Retained earnings, endowment, accumulated income, or other funds 32
0 33 Total net assets or fund balances 555,272,268| 33 447,683,830
= 34 Total lhabilities and net assets/fund balances 886,013,239 34 985,996,942

Form 990 (2014)



Form 990 (2014) Page 12
lm Reconcilliation of Net Assets
Check If Schedule O contains a response or note to any line in this Part XI v
1 Total revenue (must equal Part VIII, column (A), line 12)
1 613,047,349
2 Total expenses (must equal Part IX, column (A), line 25)
2 513,567,207
3 Revenue less expenses Subtractline 2 from line 1
3 99,480,142
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A))
4 555,272,268
5 Net unrealized gains (losses) on investments
5 -6,313,946
6 Donated services and use of facilities
6
7 Investment expenses
7
8 Prior period adjustments
8
9 Otherchanges in net assets or fund balances (explain in Schedule 0)
9 -200,754,634
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33,
column (B)) 10 447,683,830
Financial Statements and Reporting
Check If Schedule O contains a response or note to any line in this Part XII .
Yes No
1 Accounting method used to prepare the Form 990 [T Cash [ Accrual [ Other
If the organization changed its method of accounting from a prior year or checked "Other," explainin
Schedule O
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a No
If 'Yes,' check a box below to indicate whether the financial statements for the year were compiled or reviewed on
a separate basis, consolidated basis, or both
[ Separate basis [ Consolidated basis [~ Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? 2b Yes
If‘Yes,' check a box below to indicate whether the financial statements for the year were audited on a separate
basis, consolidated basis, or both
[ Separate basis [v" Consolidated basis [~ Both consolidated and separate basis
c If"Yes," to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the
audit, review, or compilation of its financial statements and selection of an independent accountant? 2c Yes
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-1337 3a No
b If"Yes," did the organization undergo the required audit or audits? If the organization did not undergo the 3b
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits

Form 990 (2014 )



Additional Data

Software ID: 14000329
Software Version: 2014v1.0

EIN: 43-0688874

Name: SSM Health Care of Wisconsin Inc

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

Compensated Employees, and Inde

pendent Contractors

(A) (B) (©) (D) (E) (F)

Name and Title Average Position (do not check Reportable Reportable Estimated amount
hours per more than one box, unless compensation compensation of other
week (list person i1s both an officer from the from related compensation
any hours and a director/trustee) organization (W- organizations (W- from the
for related o= — 2 = |0 T | 2/1099-MISC) 2/1099-MISC) organization and

organizations ag_ 5 |=% T 25 |2 related
below =z 2|8 |o %ﬁ E organizations
= - [
dotted line) = = 3 [Z 5%
oe 2 o 5o
- g E o
= = o =
2 |2 °|®
L2 g =
by B
- 13
[ul
(1) Wilham Thompson 100
....................... X X 0 3,248,929 2,256,052
Director & Vice Chairperson 55 00
(1) Sr Mary Jean Ryan FSM 100
....................... X X 0 0 0
Director & Chairperson 900
(2) Gaurov Dayal MD 30 00
....................... X X 0 945,865 290,662
Director & Pt Yr Interim Pres 14 00
(3) Chnistopher Howard 100
....................... X 0 1,013,182 504,975
Director 52 00
(4) Shane Peng MD 100
....................... X 0 775,782 283,844
Director 44 00
(5) Michelle Behnke 100
....................... X 0 0 0
Director 0
(6) Mark Covaleski 100
....................... X 0 0 0
Director 0
(7) Ralph Kauten 100
....................... X 0 0 0
Director 0
(8) John Rose MD 100
....................... X 0 528,272 26,694
Director 40 00
(9) John Phelan MD 100
....................... X 0 689,365 32,936
Director 40 00
(10) Jane Pearson MD 100
....................... X 0 779,482 34,496
Director 40 00
(11) June Pickett 010
....................... X 0 253,530 146,963
Secretary 42 70
(12) Kns Zimmer 100
....................... X 0 956,951 412,836
Treasurer 56 00
(13) Paula Fnedman 100
....................... X 0 729,173 396,619
Vice President 53 00
(14) Damond Boatwnght 40 00
....................... X 0 538,630 148,346
President 0
(15) Laura Bowers 40 00
....................... X 78,764 0 73,347
Assistant Secretary 0
(16) Steven Caldwell 20 00
....................... X 0 881,669 27,126
System Vice President - Finance 20 00
(17) Sandra Anderson 40 00
....................... X 0 394,649 199,386
Hospital President 150
(18) Kerry Swanson 40 00
....................... X 0 323,609 113,768
Hospital President 0 50
(19) Frank Byrne MD 40 00
....................... X 0 621,010 250,147
Hospital President 0 50
(20) Todd Burchill 40 00
....................... X 0 294,837 61,689
System VP, Strategy 0
(21) Linda Statz 40 00
....................... X 0 321,704 104,339
Regional VP - Human Resources 0
(22) Knstin McManmon 40 00
....................... X 324,780 0 127,258
Executive VP/COO St Mary's 0
(23) Virginia Malone 40 00
....................... X 279,777 0 45,414
VP Patient Services-St Mary's 0
(24) Ginger Selle 40 00
....................... X 150,625 0 34,277
VP Patient Care - St Clare 0




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

Compensated Employees, and Independent Contractors
(A) (B) (©) (D) (E) (F)

Name and Title Average Position (do not check Reportable Reportable Estimated amount
hours per more than one box, unless compensation compensation of other
week (list person i1s both an officer from the from related compensation
any hours and a director/trustee) organization (W- organizations (W- from the
for related z = — 2 = |© T | 2/1099-MISC) 2/1099-MISC) organization and

organizations ag_ S |ZF (o 2|2 related
below == Z 2 o E‘ﬁ = organizations
g [ul = el = i
dotted line) [ = P
oo ) 2 8o
= = T =
T = I =
T = m
T 5 @
1- B
& T
o
(26) Jonathan Lewis 40 00
....................... X 186,029 0 40,291
VP Operations 0
(1) Greg Burnett 40 00
....................... X 208,274 0 25,049
Reg VP Medical Affairs-St Mary's 0
(2) Timothy Crummy MD 40 00
....................... X 291,002 0 9,620
Medical Director 0 50
(3) Kansas Dubray 40 00
....................... X 253,905 0 39,214
Physician 0
(4) Arlene Tobin 40 00
....................... X 221,530 0 112,105
CRNA 0
(5) David Jarvis 40 00
....................... X 231,761 0 40,512
Physician 0
(6) John Stapelman 40 00
....................... X 229,594 0 66,726
CRNA Chnical Supervisor 0
(7) Joan Beglinger 0 00
....................... X 121,213 0 9,057
Former Key Employee 0 00
(8) Willam Schoenhard 0 00
....................... X 0 209,134 1,030,672
Former Officer 0 00
(9) Charles Johnson
....................... X 0 569,017 141,327
Former Officer 40 00
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OMB No 1545-0047

SCHEDULE A Public Charity Status and Public Support
(Form 990 or 990EZ) Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) 20 1 4

nonexempt charitable trust.
Department of the P Attach to Form 990 or Form 990-EZ. Open to Public
Treasury P Information about Schedule A (Form 990 or 990-EZ) and its instructions is at 1 .
Internal Revenue Service www.irs.gov /form990.
Name of the organization Employer identification number

SSM Health Care of Wisconsin Inc

43-0688874

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

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

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

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

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

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

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

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

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

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

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

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

a [T Typel.A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving the
supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting
organization You must complete Part IV, Sections A and B.

b [T TypeIL A supporting organization supervised or controlled In connection with its supported organization(s), by having control or
management of the supporting organization vested in the same persons that control or manage the supported organization(s) You
must complete Part IV, Sections A and C.

c [T Type III functionally integrated. A supporting organization operated In connection with, and functionally integrated with, its
supported organization(s) (see instructions) You must complete Part IV, Sections A, D, and E.

d [T Type III non-functionally integrated. A supporting organization operated In connection with its supported organization(s) that Is
not functionally integrated The organization generally must satisfy a distribution requirement and an attentiveness requirement
(see Instructions) You must complete Part IV, Sections A and D, and Part V.

e [T Check this box If the organization received a written determination from the IRS that it 1s a Type I, Type II, Type III functionally
integrated, or Type I1I non-functionally integrated supporting organization
Enter the number of supported organizations e e e e e e

g Provide the following information about the supported organization(s)

(i)Name of supported (ii) EIN (iii) Type of (iv) Is the organization (v) Amount of (vi) Amount of
organization organization listed In your governing monetary support other support (see

(described on lines document? (see Instructions) Instructions)
1- 9 above orIRC

section (see

instructions))

Yes No
Total

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990EZ. Cat No 11285F Schedule A (Form 990 or 990-EZ) 2014



Schedule A (Form 990 or 990-EZ) 2014 Page 2
IERTESN 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 I or If the organization failed to qualify under
Part II1. If the organization fails to qualify under the tests listed below, please complete Part III.)

Section A. Public Support

Calendar year (or fiscal year beginning

1

6

n) B (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) 2014 (f) Total

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

grants ")

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

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

Total. Add lines 1 through 3

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

(f)

Public support. Subtract line 5 from
line 4

Section B. Total Support

Calendar year (or fiscal year beginning

7
8

10

11

12
13

iy (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) 2014 (f) Total

Amounts from line 4

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

sources

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

Otherincome Do notinclude gain
or loss from the sale of capital
assets (Explainin Part VI )

Total support Add lines 7 through
10

Gross receipts from related activities, etc (see Iinstructions) | 12 |

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 . . . e

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

Public support percentage for 2014 (line 6, column (f) divided by line 11, column (f)) 14

Public support percentage for 2013 Schedule A, PartII, line 14 15

33 1/3% support test—2014. If the organization did not check the box on line 13, and line 14 1s 33 1/3% or more, check this box

and stop here. The organization qualifies as a publicly supported organization >
33 1/3%0 support test—2013. If the organization did not check a box on line 13 or 16a, and line 15 1s 33 1/3% or more, check this

box and stop here. The organization qualifies as a publicly supported organization >
10%-facts-and-circumstances test—2014. If the organization did not check a box on line 13, 16a, or 16b, and line 14

I1Is 10% or more, and If the organization meets the "facts-and-circumstances"” test, check this box and stop here. Explain

in Part VI how the organization meets the "facts-and-circumstances” test The organization qualifies as a publicly supported
organization [ 2
10%-facts-and-circumstances test—2013. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line

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

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

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

Instructions L2

Schedule A (Form 990 or 990-EZ) 2014



Schedule A (Form 990 or 990-EZ) 2014

.m Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only If you checked the box on line 9 of Part I or If the organization failed to qualfy under

Page 3

Part II. If the organization fails to qualify under the tests listed below, please complete Part II.)

Section A. Public Support

Calendar year (or fiscal year beginning

1

7a

[
8

in) & (a) 2010 (b) 2011 (c) 2012 (d) 2013

(e) 2014

(f) Total

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

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

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

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

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

Total. Add lines 1 through 5

Amounts included on lines 1, 2,
and 3 recelved from disqualified
persons

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

Add lines 7a and 7b

Public support (Subtract line 7¢
from line 6 )

Section B. Total Support

Calendar year (or fiscal year beginning

9
10a

11

12

13

14

in) & (a) 2010 (b) 2011 (c) 2012 (d) 2013

(e) 2014

(f) Total

Amounts from line 6

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

sources

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

Add lines 10a and 10b

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

Otherincome Do notinclude
gain or loss from the sale of
capital assets (Explainin Part
VI)

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

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

Section C. Computation of Public Support Percentage

15 Public support percentage for 2014 (line 8, column (f) divided by line 13, column (f)) 15
16 Public support percentage from 2013 Schedule A, Part I1I, line 15 16
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2014 (line 10c¢c, column (f) divided by line 13, column (f)) 17
18 Investment income percentage from 2013 Schedule A, PartIII, ine 17 18
19a 33 1/3% support tests—2014. If the organization did not check the box on line 14, and line 15 1s more than 33 1/3%, and line 17 1s not
more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization L2
b 33 1/3% support tests—2013. If the organization did not check a box on line 14 or line 19a, and line 16 1s more than 33 1/3% and line
18 1s not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization [
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see Instructions [

Schedule A (Form 990 or 990-EZ) 2014
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1A Supporting Organizations
(Complete only If you checked a box online 11 of Part I Ifyou checked 11a of PartI, complete Sections A and B If you checked
11bof Partl, complete Sections A and C Ifyou checked 11c of Part I, complete Sections A, D,and E If youchecked 11d of Part

Page 4

I, complete Sections A and D, and complete PartV )

Section A. All Supporting Organizations

1

3a

5a

b Type I or Type II only. Was any added or substituted supported organization part of a class already designated In

9a

10a

11

b A family member of a person described in (a) above?

C

Are all of the organization’s supported organizations listed by name in the organization’s governing documents?
If "No," describe in Part VI how the supported organizations are designated. If designated by class or purpose,
describe the designation. If historic and continuing relationship, explain.

Did the organization have any supported organization that does not have an IRS determination of status under
section 509(a)(1) or (2)? If "Yes," explain in Part VI how the organization determined that the supported
organization was described in section 509(a)(1) or (2).

Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
(b) and (c) below.

Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? If "Yes,” describe in Part VI when and how the
organization made the determination.

Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B)
purposes? If "Yes,"” explain in Part VI what controls the organization put in place to ensure such use.

Was any supported organization not organized in the United States ("foreign supported organization”)? If "Yes”
and if you checked 11aor 11b in Part I, answer (b) and (c) below.

Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? If "Yes,” describe in Part VI how the organization had such control and discretion despite
being controlled or supervised by or in connection with its supported organizations.

Did the organization support any foreign supported organization that does not have an IRS determination under
sections 501(c)(3)and 509(a)(1) or (2)? If “Yes,” explain in Part VI what controls the organization used to ensure
that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B) purposes.

Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,” answer
(b) and (c) below (if applicable). Also, provide detail in Part VI, including (1) the names and EIN numbers of the
supported organizations added, substituted, or removed, (11) the reasons for each such action, (i11) the authority under
the organization’'s organizing document authorizing such action, and (iv) how the action was accomplished (such as by
amendment to the organizing document).

the organization's organizing document?

Substitutions only. Was the substitution the result of an event beyond the organization's control?

Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (a) its supported organizations, (b) individuals that are part of the charitable class benefited by
one or more of Iits supported organizations, or (c) other supporting organizations that also support or benefit one
or more of the filing organization’s supported organizations? If "Yes,” provide detail in Part VI.

Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor
(defined In IRC 4958(c)(3)(C)), a family member of a substantial contributor, or a 35-percent controlled entity
with regard to a substantial contributor? If “Yes,” complete Part I of Schedule L (Form 990) .

Did the organization make a loan to a disqualified person (as defined in section 4958 ) not described in line 7? If
"Yes,” complete Part II of Schedule L (Form 990).

Was the organization controlled directly or indirectly at any time during the tax year by one or more disqualified
persons as defined in section 4946 (other than foundation managers and organizations described in section 509
(@a)(1)or (2))? If "Yes,” provide detail in Part VI.

Did one or more disqualified persons (as defined in line 9(a)) hold a controlling interest in any entity in which the
supporting organization had an interest? If "Yes,” provide detail in Part VI.

Did a disqualified person (as defined in line 9(a)) have an ownership interest in, or derive any personal benefit
from, assets In which the supporting organization also had an interest? If "Yes,” provide detail in Part VI.

Yes

No

3a

3b

3c

4b

5a

5b

5¢c

9a

9b

9c

Was the organization subject to the excess business holdings rules of IRC 4943 because of IRC 494 3(f)
(regarding certain Type II supporting organizations, and all Type III non-functionally integrated supporting
organizations)? If "Yes,” answer b below.

10a

Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to determine
whether the organization had excess business holdings ).

10b

Has the organization accepted a gift or contribution from any of the following persons?

A person who directly or indirectly controls, either alone or together with persons described in (b) and (c) below,
the governing body of a supported organization?

11a

11b

A 359% controlled entity of a person described in (a) or (b) above? If "Yes”toa, b, or ¢, provide detail in Part VI.

11ic

Schedule A (Form 990 or 990-EZ) 2014
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14 @A Supporting Organizations (continued)
Section B. Type I Supporting Organizations

Yes No

1 Did the directors, trustees, or membership of one or more supported organizations have the power to regularly
appoint or elect at least a majority of the organization’s directors or trustees at all times during the tax year? If
"No,” describe in Part VI how the supported organization(s) effectively operated, supervised, or controlled the
organization’s activities. If the organization had more than one supported organization, describe how the powers to
appoint and/or remove directors or trustees were allocated among the supported organizations and what conditions or
restrictions, if any, applied to such powers during the tax year. 1

2 Didthe organization operate for the benefit of any supported organization other than the supported organization(s)
that operated, supervised, or controlled the supporting organization? If "Yes,” explain in Part VI how providing
such benefit carried out the purposes of the supported organization(s) that operated, supervised or controlled the
supporting organization.

Section C. Type II Supporting Organizations

Yes No

1 Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors or
trustees of each of the organization’s supported organization(s)? If "No,” describe in Part VI how control or
management of the supporting organization was vested in the same persons that controlled or managed the supported
organization(s ). 1

Section D. All Type III Supporting Organizations

Yes No

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (1) a written notice describing the type and amount of support provided during the prior
tax year, (2) a copy of the Form 990 that was most recently filed as of the date of notification, and (3) copies of
the organization’s governing documents in effect on the date of notification, to the extent not previously provided?| 1

2 Were any of the organization’s officers, directors, or trustees either (1) appointed or elected by the supported
organization(s) or (11) serving on the governing body of a supported organization? If "No,” explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s ). 2

3 By reason of the relationship described in (2), did the organization’s supported organizations have a significant
voice In the organization’s investment policies and in directing the use of the organization’s income or assets at
all times during the tax year? If "Yes,” describe in Part VI the role the organization’s supported organizations played
in this regard. 3

Section E. Type III Functionally-Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions)
a [T The organization satisfied the Activities Test Complete line 2 below

b [T The organization Is the parent of each of its supported organizations Complete line 3 below

c [T The organization supported a governmental entity Describe in Part VI how you supported a government entity (see
instructions)

2 Activities Test Answer (a) and (b) below. Yes No

a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of the
supported organization(s) to which the organization was responsive? If "Yes,” then in Part VI identify those
supported organizations and explain how these activities directly furthered their exempt purposes, how the
organization was responsive to those supported organizations, and how the organization determined that these
activities constituted substantially all of its activities. 2a

b Did the activities described In (a) constitute activities that, but for the organization’s involvement, one or more of
the organization’s supported organization(s) would have been engaged in? If "Yes,” explain in Part VI the reasons
for the organization’s position that its supported organization(s) would have engaged in these activities but for the
organization’s involvement. 2b

3 Parent of Supported Organizations Answer (a) and (b) below.

a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or trustees off
each of the supported organizations? Provide details in Part VI. 3a

b Did the organization exercise a substantial degree of direction over the policies, programs and activities of each
of its supported organizations? If "Yes,” describe in Part VI the role played by the organization in this regard. 3b

Schedule A (Form 990 or 990-EZ) 2014
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Part V - Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations

1 [T Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov 20, 1970 See instructions. All other
Type III non-functionally integrated supporting organizations must complete Sections A through E

v b W N R

Section A - Adjusted Net Income

Net short-term capital gain
Recoveries of prior-year distributions
Other gross income (see Instructions)
Add lines 1 through 3

Depreciation and depletion

Portion of operating expenses paid or incurred for production or collection of
gross Income or for management, conservation, or maintenance of property
held for production of iIncome (see Instructions)

Other expenses (see Instructions)

Adjusted Net Income (subtractlines 5,6 and 7 from line 4)

(A) Prior Year

(B) Current Year
(optional)

N|lh|WIN|=

-]

H

0 N & u

a 0N T o

Section B - Minimum Asset Amount

Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year)
Average monthly value of securities

Average monthly cash balances

Fair market value of other non-exempt-use assets

Total (add lines 1a, 1b, and 1c)

Discount claimed for blockage or other factors (explain in detail in Part
VI)

Acquisition indebtedness applicable to non-exempt use assets

Subtract line 2 from line 1d

Cash deemed held for exempt use Enter 1-1/2% of line 3 (for greater
amount, see Instructions)

Net value of non-exempt-use assets (subtract line 4 from line 3)
Multiply ine 5 by 035
Recoveries of prior-year distributions

Minimum Asset Amount (add line 7 to line 6)

(A) Prior Year

(B) Current Year
(optional)

la

ib

1c

id

N

W

R IN|a|O|H

A b WN R

Section C - Distributable Amount

Adjusted net income for prior year (from Section A, line 8, Column A)
Enter 85% of line 1

Minimum asset amount for prior year (from Section B, line 8, Column A)
Enter greater of line 2 orline 3

Income tax imposed In prior year

Distributable Amount. Subtract line 5 from line 4, unless subject to emergency temporary

reduction (see Instructions)

[~ Check here if the current year 1s the organization's first as a non-functionally-integrated

Type I1I supporting organization (see Instructions)

Current Year

N|lh|WIN|=

Schedule A (Form 990 or 990-EZ) 2014
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Section D - Distributions

Current Year

1 Amounts pald to supported organizations to accomplish exempt purposes

2 Amounts paid to perform activity that directly furthers exempt purposes of supported organizations, In
excess of Income from activity

3 Administrative expenses paid to accomplish exempt purposes of supported organizations

4 Amounts pald to acquire exempt-use assets

5 Qualified set-aside amounts (prior IRS approval required)

Other distributions (describe in Part VI) See instructions

Total annual distributions. Add lines 1 through 6

0 [N |&

Distributions to attentive supported organizations to which the organization 1s responsive (provide
detalls in Part VI) See instructions

9 Distributable amount for 2014 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see O (i)

instructions) Excess Distributions Unde;(:les_tzrtl)t;-l:‘t tons

(iii)
Distributable
Amount for 2014

1 Distributable amount for 2014 from Section C, line
6

2 Underdistributions, if any, for years priorto 2014
(reasonable cause required--see Instructions)

Excess distributions carryover, ifany, to 2014

From 20009.

From 2010.

From 2011.

From 2013.

Total of lines 3a through e

Applied to underdistributions of prior years

3
a
b
c
d From 2012.
e
f
g
h

Applied to 2014 distributable amount

i Carryover from 2009 not applied (see
instructions)

j Remainder Subtract lines 3g, 3h, and 31 from 3f

4 Distributions for 2014 from Section D, line 7
$

a Applied to underdistributions of prior years

b Appliedto 2014 distributable amount

c Remainder Subtract lines 4a and 4b from 4

5 Remaining underdistributions for years prior to
2014, fany Subtractlines 3g and 4a from line 2
(if amount greater than zero, see Instructions)

6 Remaining underdistributions for 2014 Subtract
lines 3h and 4b from line 1 (iIf amount greater than
zero, see Instructions)

7 Excess distributions carryover to 2015. Add lines
3jand 4c

8 Breakdown ofline 7

From 2010.

From 2011.

From 2012.

From 2013.

ojla|n |o|o

From 2014.

Schedule A (Form 990 or 990-EZ) (2014)
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m Supplemental Information. Provide the explanations required by Part II, ine 10; Part II, ine 17a or 17b;
Part III, hine 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9c, 11a, 11b, and 11c; Part1v,
Section B, lines 1 and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines
1c, 2a, 2b, 3a and 3b; Part V, line 1; Part V, Section B, line 1e; Part V Section D, lines 5, 6, and 8; and Part
V, Section E, lines 2, 5, and 6. Also complete this part for any additional information. (See instructions).

Facts And Circumstances Test

Return Reference

Explanation

Schedule A (Form 990 or 990-EZ) 2014
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SCHEDULE C Political Campaign and Lobbying Activities
(Form 990 or 990-EZ) For Organizations Exempt From Income Tax Under section 501(c) and section 527
= Complete if the organization is described below. I Attach to Form 990 or Form 990-EZ.
k- Information about Schedule C (Form 990 or 990-EZ) and its instructions is at

www.irs.gov /form990.

Department of the Treasury
Intemal Revenue Service

OMB No 1545-0047

Open to Public
Inspection

If the organization answered "Yes" to Form 990, Part IV, Line 3, or Form 990-EZ, Part V, line 46 (Political Cam paign Activities), then

# Section 501(c)(3) organizations Complete Parts FA and B Do not complete Part I-C

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

# Section 527 organizations Complete Part I-A only

If the organization answered "Yes" to Form 990, Part IV, Line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then

# Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)) Complete Part IFA Do not complete Part II-B

# Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)) Complete Part IFB Do not complete Part IIF-A
If the organization answered "Yes" to Form 990, Part IV, Line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V,

line 35c (Proxy Tax) (see separate instructions), then
# Section 501(c)(4), (5), or (6) organizations Complete Part Il

Name of the organization
SSM Health Care of Wisconsin Inc

43-0688874

Employer identification number

m Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Provide a description of the organization’s direct and indirect political campaign activities in Part IV

2 Political expenditures L3

3  Volunteer hours

-ladd:] 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 L3
2 Enter the amount of any excise tax incurred by organization managers under section 4955 L3
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? [~ Yes [~ No
4a Was a correction made? [T Yes [ No
b If"Yes," describe inPartIV
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
2 Enter the amount of the filing organization's funds contributed to other organizations for section 527
exempt function activities L3
3 Total exempt function expenditures Addlines 1 and 2 Enter here and on Form 1120-POL, ine 17b L3
Did the filing organization file Form 1120-POL for this year? [~ Yes ™ No

5 Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations to which the filing
organization made payments For each organization listed, enter the amount paid from the filing organization’s funds Also enter the
amount of political contributions received that were promptly and directly delivered to a separate political organization, such as a
separate segregated fund or a political action committee (PAC) If additional space I1s needed, provide information in Part IV

(b) Address (c) EIN (d) Amount paid from
filing organization's

funds If none, enter-0-

(a) Name

(e) Amount of political
contributions received
and promptly and
directly delivered to a
separate political
organization If none,
enter -0-

For Paperwork Reduction Act Notice, see the instructions for Form 990 or 990-EZ.

Cat No 50084S Schedule C (Form 990 or 990-EZ) 2014
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m Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election

under section 501(h)).

A Check m[ Ifthe filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's name, address, EIN,

expenses, and share of excess lobbying expenditures)
B Check M| ifthe filing organization checked box A and "limited control" provisions apply

Limits on Lobbying Expendit_ure; or(_;(aazé;ltlrogn's (b) :rfg'llj'stEd
(The term "expenditures” means amounts paid or incurred.) totals totals
la Total lobbying expenditures to influence public opinion (grass roots lobbying)
b Total lobbying expenditures to influence a legislative body (direct lobbying)
c Total lobbying expenditures (add lines 1a and 1b)
d Other exempt purpose expenditures
e Total exempt purpose expenditures (add lines 1c and 1d)
f Lobbying nontaxable amount Enter the amount from the following table in both
columns
If the amount on line le, column (a) or (b) is: The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 1le
Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000
Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000
Over $17,000,000 $1,000,000
Grassroots nontaxable amount (enter 25% of line 1f)
h Subtractline 1g from line 1a If zero orless, enter-0-
i Subtractline 1ffrom line 1¢c If zero or less, enter -0-
j Ifthere 1s an amount other than zero on either line 1h or line 11, did the organization file Form 4720 reporting
section 4911 tax for this year? [~ Yes [~ No

4-Year Averaging Period Under section 50

1(h)

(Some organizations that made a section 501(h) election do not have to complete all of the five
columns below. See the separate instructions for lines 2a through 2f.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

beginning in) (a) 2011 (b) 2012

(c) 2013

(d) 2014

(e) Total

2a Lobbying nontaxable amount

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

c Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2014
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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 11 below, provide in Part IV a detailed description of the lobbying (a) (b)
activity. Yes No Amount
1 During 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
a Volunteers? No
b Paid staff or management (include compensation in expenses reported on lines 1c through 11)? No
¢ Media advertisements? No
d Mailings to members, legislators, or the public? No
e Publications, or published or broadcast statements? No
f Grants to other organizations for lobbying purposes? Yes 15,791
g Direct contact with legislators, their staffs, government officials, or a legislative body? No
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? No
i Otheractivities? No
j Total Add lines 1c¢ through 11 15,791
2a Did the activities in line 1 cause the organization to be not described Iin section 501(c)(3)? | No

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

m Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c)(6).

1 Were substantially all (90% or more) dues received nondeductible by members?
2 Did the organization make only In-house lobbying expenditures of $2,000 or less?
3 Did the organization agree to carry over lobbying and political expenditures from the prior year?

Yes | No

1

2

3

-1adeegd:] Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part III-A, lines 1 and 2, are answered "No" OR (b) Part III-A,

line 3, is answered “Yes."”

1 Dues, assessments and similar amounts from members 1
2 Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of political
expenses for which the section 527(f) tax was paid).
a Current year 2a
Carryover from last year 2b
Total 2c
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues 3
4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the excess

does the organization agree to carryover to the reasonable estimate of nondeductible lobbying and

political expenditure next year? 4
5 Taxable amount of lobbying and political expenditures (see Iinstructions) 5

Part IV Supplemental Information

Provide the descriptions required for Part I-A, line 1, Part I-B, ine 4, Part|I-C, line 5, Part II-A (affiliated group list), Part II-A, lines 1 and

2 (see Instructions), and Part|l-B, line 1 Also, complete this part for any additional information

Return Reference Explanation

Schedule C, PartII-B, Line 1 THE ORGANIZATION PAID DUESTO VARIOUS NATIONAL HOSPITAL ASSOCIATIONS AND A
DETAILED DESCRIPTION OF THE PORTION OF THESE DUES WERE ALLOCATED TO LOBBYING ACTIVITIES

LOBBYING ACTIVITY

Schedule C (Form 990 or 990EZ) 2014
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Part IV Supplemental Information (continued)

Return Reference

Explanation

Schedule C (Form 990 or 990EZ) 2014
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SCHEDULE D
(Form 990)

OMB No 1545-0047

Supplemental Financial Statements

k= Complete if the organization answered "Yes," to Form 990, 20 1 4
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury - Attach to Form 990. Open to Public
Intemal Revenue Service Information about Schedule D (Form 990) and its instructions is at www.irs.gov /form990. Inspection

Name of the organization Employer identification number

SSM Health Care of Wisconsin Inc

43-0688874

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

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

1
2
3
4
5

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

Total number at end of year

Aggregate value of contributions to (during year)

Aggregate value of grants from (during year)

Aggregate value at end of year

Did the organization inform all donors and donor advisors In writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legal control? [~ Yes ™ No

Did the organization inform all grantees, donors, and donor advisors 1n writing that grant funds can be
used only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring iImpermissible private benefit? [~ Yes ™ No

m Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.

1

a 0N T o

Purpose(s) of conservation easements held by the organization (check all that apply)
[T Preservation of land for public use (e g, recreation or education) [ Preservation of an historically important land area
[T Protection of natural habitat [T Preservation of a certified historic structure

[~ Preservation of open space

Complete lines 2a through 2d iIf the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year

Held at the End of the Year

Total number of conservation easements 2a
Total acreage restricted by conservation easements 2b
Number of conservation easements on a certified historic structure included in (a) 2c

Number of conservation easements included in (¢) acquired after 8/17/06, and noton a
historic structure listed in the National Register 2d

Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during

the tax year &

Number of states where property subject to conservation easement 1s located &

Does the organization have a written policy regarding the periodic monitoring, inspection, handling of violations, and
enforcement of the conservation easements 1t holds? [~ Yes [~ No

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

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

Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4 )(B)(1)
and section 170(h)(4 )(B)(11)? [ Yes [ No

In Part XIII, describe how the organization reports conservation easements In its revenue and expense statement, and
balance sheet, and include, If applicable, the text of the footnote to the organization’s financial statements that describes
the organization’s accounting for conservation easements

m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.

Complete If the organization answered "Yes" to Form 990, Part 1V, line 8.

la

b

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 XIII, the text of the footnote to its financial statements that describes these items

If the organization elected, as permitted under SFAS 116 (ASC 958), to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public
service, provide the following amounts relating to these items

() Revenue included in Form 990, Part VIII, ine 1 3

(ii) Assets included in Form 990, Part X L]

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

Revenue included in Form 990, Part VIII, ine 1 3

Assets Included in Form 990, Part X 3

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 52283D Schedule D (Form 990) 2014
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Manizations 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 [~ Public exhibition d [T Loan or exchange programs
b [ Scholarly research e [ Other
c l_ Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose In
Part XIII
5 During the year, did the organization solicit or receive donations of art, historical treasures or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection? [ Yes ™ No
i-14®A"A Escrow and Custodial Arrangements. Complete If the organization answered "Yes" to Form 990,
Part IV, line 9, or reported an amount on Form 990, Part X, line 21.
la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? [ Yes [ No
b If"Yes," explain the arrangement in Part XIII and complete the following table
Amount
€ Beginning balance 1c
d  Additions during the year id
€ Distributions during the year le
f  Ending balance 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account hiability? [~ Yes [~ No
b If "Yes," explain the arrangement in Part XIII Check here If the explanation has been provided in Part XIII . I_
13 A'M Endowment Funds. Complete If the organization answered "Yes" to Form 990, Part IV, line 10.
(a)Current year (b)Prior year b (c)Two years back | (d)Three years back | (e)Four years back
1a Beginning of year balance 6,383,639 11,841,917 10,885,114 9,892,874 8,884,693
b Contributions 826,828 269,826 797,238 302,799 315,650
c Netinvestment earnings, gains, and losses
648,223 440,966 320,680 782,010 763,245
d Grants or scholarships 28,500 9,250
e Other expenditures for facilities 296 629 6.159 820 161115 92 569 20 714
and programs ! 1 ! ! !
f Administrative expenses
g End of year balance 7,033,561 6,383,639 11,841,917 10,885,114 9,892,874
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as
a Board designated or quasi-endowment 75%
b Permanent endowment & 158 %
€ Temporarily restricted endowment & 76 7 %
The percentages In lines 2a, 2b, and 2¢c 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
(i) unrelated organizations 3a(i) | Yes
(ii) related organizations e e e e e e e 3a(ii) | Yes
b If"Yes" to 3a(n), are the related organizations listed as required on Schedule R? 3b Yes
4 Describe in Part XIII the intended uses of the organization's endowment funds

m Land, Buildings, and Equipment. Complete If the organization answered 'Yes' to Form 990, Part IV, line
11a. See Form 990, Part X, line 10.

Description of property (a) Cost or other | (b)Cost or other | (c) Accumulated (d) Book value
basis (Investment) basis (other) depreciation
i1a Land 11,956,801 11,956,801
b Buildings 393,318,254 188,415,970 204,902,284
c Leasehold improvements 56,897,118 21,857,034 35,040,084
d Equipment 153,881,382 111,866,763 42,014,619
e Other e e e e e e e e e e e 5,713,494 2,669,407 3,044,087
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), line 10(c).) L3 296,957,875

Schedule D (Form 990) 2014
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m Investments—Other Securities. Complete If the organization answered 'Yes' to Form 990, Part IV, line 11b.

See Form 990, Part X, ne 12.

(a) Description of security or category
(including name of security)

(b)Book value

(c) Method of valuation

Cost or end-of-year market value

(1)Financial derivatives

(2)Closely-held equity Interests

(3)Other

(A)SSM COMPREHENSIVE INVESTMENT PROGRAM 474,000,447 F
(B) BENEFICIAL INTEREST IN FOUNDATION 95,569,211 F
Total. (Column (b) must equal Form 990, Part X, col (B) lne 12 ) * 569,569,658

Investments—Program Related. Complete If the organization answered 'Yes' to Form 990, Part IV, line 11c.

See Form 990, Part X, line 13,

(a) Description of Investment

(b) Book value

(c) Method of valuation

Cost or end-of-year market value

Total. (Column (b) must equal Form 990, Part X, col (B) line 13) *

Other Assets. Complete If the organization answered 'Yes' to Form 990, Part IV, line 11d See Form 990, Part X, line 15

(a) Description

(b) Book value

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

.k

Other Liabilities. Complete If the organization answered 'Yes' to Form 990, Part IV, line 11e or 11f. See

Form 990, Part X, line 25.

1 (a) Description of liability (b) Book value
Federal iIncome taxes

PENSION FUNDING LIABILITY 34,693,302
DUE TO RELATED PARTY 5,106,170
ASSET RETIREMENT LIABILITY 777,054
THIRD PARTY PAYOR 6,312,114
RABBI TRUST LIABILITY 300,074
ALLOCATED TAX-EXEMPT DEBT - SSM HEALTH CARE 436,063,054
DEFERRED REVENUE 688,531
Total. (Column (b) must equal Form 990, Part X, col (B) Ine 25) m 483,940,299

2. Liability for uncertain tax positions In Part XIII, provide the text of the footnote to the organization's financial statements that reports the
organization's hiability for uncertain tax positions under FIN 48 (ASC 740) Check here If the text of the footnote has been provided in Part

X1 [&
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m Reconciliation of Revenue per Audited Financial Statements With Revenue per Return Complete If
the organization answered 'Yes' to Form 990, Part 1V, line 12a.

Total revenue, gains, and other support per audited financial statements . . . . . . . 1
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12
a Net unrealized gains (losses) on investments . . . . 2a
b Donated services and use of facilities . . . . . . . . . 2b
c Recoveries of prior year grants 2c
d Other (Describe in Part XIII ) 2d
e Add lines 2a through 2d 2e
3 Subtract line 2e from line 1 3
4 Amounts included on Form 990, Part VIII, ine 12, but noton line 1
Investment expenses not included on Form 990, Part VIII, ine 7b . 4a
Other (Describe in Part XIII ) 4b
c Add lines 4a and 4b 4c
5 Total revenue Add lines 3 and 4c. (This must equal Form 990, PartI,linel12) . . . . 5

m Reconciliation of Expenses per Audited Financial Statements With Expenses per Return. Complete
if the organization answered 'Yes' to Form 990, Part IV, line 12a.

Total expenses and losses per audited financial statements . . . . . . . . . . . 1
2 Amounts included on line 1 but not on Form 990, Part IX, line 25
a Donated services and use of facilities . . . . . . . . . . 2a
b Prior year adjustments 2b
c Other losses 2c
d Other (Describe in Part XIII ) 2d
e Add lines 2a through 2d 2e
3 Subtract line 2e from line 1 3
4 Amounts included on Form 990, PartIX, line 25, but not on line 1:
Investment expenses not included on Form 990, Part VIII, ine7b . . 4a
Other (Describe in Part XIII ) 4b
c Add lines 4a and 4b 4c
Total expenses Add lines 3 and 4c. (This must equal Form 990, PartI,line18) . . . . . . 5

m Supplemental Information

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

information

Return Reference

Explanation

Schedule D, Part V, Line 4 Intended
uses of endowment funds

ENDOWMENT FUNDS WILL BE USED for the specific purpose identified when the endowment was
established Activities supported by the endowment funds include scholarships, continuing education,
specific department patients, greatest needs of the care center, and greatest needs of the hospital

Schedule D, Part X, Line 2 FIN 48
(ASC 740) footnote

SSM HEALTH CARE OF WISCONSIN'S FINANCIAL INFORMATION ISINCLUDED IN THE
CONSOLIDATED AUDITED FINANCIAL STATEMENTS OF A RELATED ORGANIZATION, SSM
HEALTH (SSMH) SSMH EVALUATES ITS UNCERTAIN TAX POSITIONS ON AN ANNUAL BASIS
A TAX BENEFIT FROM AN UNCERTAIN TAX POSITION IS RECOGNIZED WHEN IT IS MORE
LIKELY THAN NOT THAT THE POSITION WILL BE SUSTAINED UPON EXAMINATION,
INCLUDING RESOLUTION OF ANY RELATED APPEALS ORLITIGATION PROCESSES, BASED
UPON THE TECHNICAL MERITS THERE HAVE BEEN NO UNCERTAIN TAX POSITIONS
RECORDED IN 2014 OR 2013
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m Supplemental Information (continued)

Return Reference

Explanation
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Department of the Treasury
Intemal Revenue Service

OMB No 1545-0047

Hospitals

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

Name of the organization
SSM Health Care of Wisconsin Inc

43-0688874

k- Information about Schedule H (Form 990) and its instructions is at www.irs.gov /form990. Open to Public
Inspection

Employer identification number

m 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 | Yes
b If"Yes," was it a written policy? 1b | Yes
2 Ifthe organization had multiple hospital facilities, indicate which of the following best describes application of the
financial assistance policy to its various hospital facilities during the tax year
I7 Applied uniformly to all hospital facilities I_ Applied uniformly to most hospital facilities
I_ Generally taillored to individual hospital facilities
3 Answerthe following based on the financial assistance eligibility criteria that applied to the largest number of the
organization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free care?
If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care 3a | Yes
™ 100% I 150% I 200%™ Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate
which of the following was the family income limit for eligibility for discounted care 3b | ves
I~ 200% I 250%™ 300%™ 350% ¥ 400% [ Other %
c Ifthe organization used factors otherthan FPG in determining eligibility, describe in Part VI the criteria used for
determining eligibility for free or discounted care Include in the description whether the organization used an asset
test or other threshold, regardless of income, as a factor in determining eligibility for free or discounted care
4 Did the organization's 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"? P e e e e e e e e 4 | Yes
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during
the tax year? 5a | Yes
b If"Yes," did the organization's financial assistance expenses exceed the budgeted amount? 5b No
If"Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligibile for free or discounted care? 5c
6a Did the organization prepare a community benefit report during the tax year? 6a | Yes
b If"Yes," did the organization make it available to the public? 6b No
Complete the following table using the worksheets provided in the Schedule H instructions Do not submit these
worksheets with the Schedule H
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and | (@) Numberof | () persons (c¢) Total community (d) Direct offsetting (e) Net community benefit | (f) Percent of
Means-Tested activities or served benefit expense revenue expense total expense
programs
Government Programs (optional) (optional)
a Financial Assistance at cost
(from Worksheet 1) . 9,421,139 9,421,139 183 %
b Medicad (from Worksheet 3,
column a) . 89,095,171 58,523,701 30,571,470 595 %
¢ Costs of other means-teste
government programs (from
Worksheet 3, column b) 0 0 %
d Total Financial Assistance
and Means-Tested
Government Programs . 0 0 98,516,310 58,523,701 39,992,609 779 %
Other Benefits
e Community health
|mprovement services and
community benefit operations
(from Worksheet 4) 1,323,032 1,543 1,321,489 026 %
f Health professions education
(from Worksheet 5) 10,804,251 2,284,893 8,519,358 166 %
g Subsidized health services
(from Worksheet 6) 3,484,416 862,328 2,622,088 051 %
h Research (from Worksheet 7) 41,568 41,568 001 %
1 Cash and in-kind
contributions for community
benefit (from Worksheet 8) 729,673 729,673 014 %
] Total. Other Benefits 0 0 16,382,940 3,148,764 13,234,176 258 %
k Total. Add lines 7d and 7) 0 0 114,899,250 61,672,465 53,226,785 10 37 %

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

Cat No 501927
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Im Community Building Activities Complete this table If the organmization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the health
of the communities It serves.

(a) Number of
activities or
programs
(optional)

(b) Persons
served (optional)

(c) Total community
building expense

(d) Direct offsetting
revenue

(e) Net community
building expense

(f) Percent of
total expense

1  Physical mprovements and housing

2 Economic development

3 Community support

4 Environmental improvements

Leadership development and training

for community members

6 Coalition building

Community health iImprovement
advocacy

8  Workforce development

9 Other

10 Total

m Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense

1 Did the organization report bad debt expense in accordance with Heathcare Financial Management Associlation

Statement No 157

2 Enter the amount of the organization's bad debt expense Explain in Part VI the
methodology used by the organization to estimate this amount

3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy Explainin Part VI
the methodology used by the organization to estimate this amount and the rationale, If

any, for including this portion of bad debt as community benefit

4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt expense

or the page number on which this footnote Is contained in the attached financial statements

Section B. Medicare

5 Enter total revenue received from Medicare (including DSH and IME)

0 N O

Subtract line 6 from line 5 This i1s the surplus (or shortfall)

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

Check the box that describes the method used

I_ Cost accounting system

Section C. Collection Practices

9a

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

I7 Cost to charge ratio

assistance? Describe in Part VI

Enter Medicare allowable costs of care relating to payments on line 5

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

I_ Other

Yes | No
1 Yes
2 4,030,361
3
5 177,548,739
6 205,914,461
7 -28,365,722
9a | Yes
9b | Yes

-149¥A"4 Management Companies and Joint Ventures(owned 10% or more by officers, directors, trustees, key employees, and physicians—see

instructions)

(a) Name of entity

(b) Description of primary
activity of entity

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

(d) Officers, directors,
trustees, or key
employees' profit %
or stock ownership %

(e) Physicians'
profit % or stock

ownership %

10

11

12

13

Schedule H (Form 990) 2014
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Facility Information

Section A. Hospital Facilities

(hst in order of size from largest to
smallest—see Instructions)
How many hospital facilities did the
organization operate during the tax year?

3
Name, address, primary website address,
and state license number (and If a group
return, the name and EIN of the subordinate
hospital organization that operates the
hospital facility)

|epdsoL pasie o]

o115 g EIpawl ElaUes)

fpdsoy 8 uspiys

[pdsoy Gunama |

Eudsoy 882208 B30

Ajpae) oy

8n0Y +7-H3

13yi0-43

Other (describe) | Facility reporting group

See Additional Data Table
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Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
ST MARY'S HOSPITAL
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 1
reporting group (from Part V, Section A):
Yes| No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital faC|I|ty In the current
tax year or the iImmediately preceding tax year? . . 1 No
2 Was the hospital facility acquired or pIaced Into service as a tax exempt hosp|ta| n the current tax year orthe
immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C . 2 No
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a communlty
health needs assessment (CHNA)? If "No," skip to line 12 3 |Yes
If "Yes," indicate what the CHNA report describes (check all that apply)
a |7 A definition of the community served by the hospital facility
|7 Demographics of the community
c |7 Existing health care facilities and resources within the community that are available to respond to the health needs of
the community
|7 How data was obtained
e |7 The significant health needs of the community
f |7 Primary and chronic disease needs and other health iIssues of uninsured persons, low-income persons, and minority
groups
g |7 The process for identifying and prioritizing community health needs and services to meet the community health needs
h |7 The process for consulting with persons representing the community’s interests
i |7 Information gaps that limit the hospital facility’s ability to assess the community’s health needs
j |_ Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA 2012
5 Inconducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent the broad
Interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the
community, and identify the persons the hospital facility consulted . 5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital faC|I|t|es? If "Yes " I|st the other hosp|ta|
facilities In Section C e e e 6a |Yes
b Was the hospital facility’s CHNA conducted W|th one or more organlzatlons otherthan hosp|ta| faC|I|t|es?” If“Yes "’ I|st the
other organizations in Section C . 6b [Yes
7 Did the hospital facility make its CHNA report W|der avallable to the publlc? 7 |Yes
If "Yes," indicate howthe CHNA report was made widely available (check all that apply)
a |7 Hospital facility’s website (list url) www stmarysmadison com/communityconnection/Pages/Community aspx
b |7 Other website (list url) www ssmhealth com/system/exceptional-care/what-we-mean/chna/
c |7 Made a paper copy available for public inspection without charge at the hospital facility
d |_ Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs Yes
identified through its most recently conducted CHNA? If "No," skip to line 11 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 12
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . 10 [Yes
a If"Yes" (listurl) http //www ssmhealth com/system/exceptional-care/what-we-mean/chna/
b If"No," Is the hospital facility’s most recently adopted implementation strategy attached to this return? . . 10b No
11 Describe in Section C how the hospital facility 1s addressing the significant needs identified in its most recently conducted
CHNA and any such needs that are not being addressed together with the reasons why such needs are not being addressed
12a Did the organization incur an excise tax under section 4959 for the hospital faC|I|ty's failure to conduct a CHNA as
required by section 501(r)(3)?. e e e e e e e e e e e e e e . 12a No
b If"Yes" toline 12a, did the organization file Form 4720 to report the section 4959 excise tax? . . 12b
c If"Yes" to line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of
Its hospital facilities? $
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Facility Information (continued)

ST MARY'S HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No

Financial Assistance Policy (FAP)

Did the hospital facility have in place during the tax year a written financial assistance policy that
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? 13 |Yes
If“Yes,” iIndicate the eligibility criteria explained in the FAP

a |7 Federal poverty guidelines (FPG), with FPG family income himit for ehigibility for free care of 2 0%
and FPG family income limit for eligibility for discounted care of 4 0%

b I_ Income level other than FPG (describe in Section C)

c |7Assetlevel

d |7 Medical indigency

e |7 Insurance status

f |7 Underinsurance discount

g |7Re5|dency

h I_ Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . . . .+ .« +« .« .« . . 14 |Yes
15 Explained the method for applying for financial assistance? . . . .+ + + & & & & & & & «w « W 4 o u . 15 |Yes

If*Yes,” Indicate how the hospital facility’s FAP or FAP application form (including accompanying instructions)
explained the method for applying for financial assistance (check all that apply)

a |7 Described the information the hospital facility may require an individual to provide as part of his or her application
b |7 Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application
c |7 Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
d |_ Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications
e |_ Other (describe in Section C)
16 Included measures to publicize the policy within the community served by the hospital facility? . . . . . . . 16 |Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)
|7 The FAP was widely available on a website (list url)

a

b |7 The FAP application form was widely available on a website (list url)

c |7 A plain language summary of the FAP was widely available on a website (list url)

d |7 The FAP was available upon request and without charge (in public locations in the hospital facility and by mail)

e |7 The FAP application form was avallable upon request and without charge (in public locations in the hospital facility
and by mail)

f |7 A plain language summary of the FAP was available upon request and without charge (in public locations In the

hospital facility and by mail)
g |7 Notice of availability of the FAP was conspicuously displayed throughout the hospital facility

=

I_ Notified members of the community who are most likely to require financial assistance about availability of the FAP
i I_ Other (describe in Section C)

Billing and Collections

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party may take upon
non-payment? . . . . . . v h e e e e e e e e e e e e e e e e e e e e e e 17 |Yes

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

|_ Reporting to credit agency(ies)

|_ Selling an individual’s debt to another party
|_ Actions that require a legal orjudicial process
|_ Other similar actions (describe in Section C)

o & n T O

|7 None of these actions or other similar actions were permitted
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Facility Information (continued)

ST MARY'S HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes| No

19 Did the hospital facility or other authorized third party perform any of the following actions during the tax year before making
reasonable efforts to determine the individual’s eligibility under the facility’s FAP? . . . . . . . . . 19 No

If "Yes," check all actions in which the hospital facility or a third party engaged
I_ Reporting to credit agency(ies)

I_ Selling an individual’s debt to another party
I_ Actions that require a legal orjudicial process

a n T o

I_ Other similar actions (describe in Section C)

20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether
or not checked) in line 18 (check all that apply)

|7 Notified individuals of the financial assistance policy on admission

|_ Notified individuals of the financial assistance policy prior to discharge
c |7 Notified individuals of the financial assistance policy iIn communications with the individuals regarding the individuals’
bills

d |7 Documented its determination of whether individuals were eligible for financial assistance under the hospital facility’s
financial assistance policy

e I_ Other (describe in Section C)
f I_ None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that required
the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals regardless of
their eligibility under the hospital facility’s financial assistance policy? . . . . . . . .« .« « « « « « « 21 |Yes

If "No," indicate why

|_ The hospital facility did not provide care for any emergency medical conditions
|_ The hospital facility’s policy was not in writing

n o o

|_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Section C)
d |_ Other (describe in Section C)

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 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 1ts lowest negotiated commercial insurance rate when calculating the maximum amounts that
can be charged

b |7 The hospital facility used the average of its three lowest negotiated commercial insurance rates when calculating the
maximum amounts that can be charged
c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged
|_ Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had insurance
coveringsuchcare?. . . . . . . . u h h e e e e e e e e e e e e e e e e e 23 No

If "Yes," explain in Section C

24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross charge for any
service provided to that individual? . . . . . . .+ & . . 4 4 h o h e e e e e e e e e 24 No

If "Yes," explain in Section C
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Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
ST CLARE HOSPITAL
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 2
reporting group (from Part V, Section A):
Yes| No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital faC|I|ty In the current
tax year or the iImmediately preceding tax year? . . 1 No
2 Was the hospital facility acquired or pIaced Into service as a tax exempt hosp|ta| n the current tax year orthe
immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C . 2 No
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a communlty
health needs assessment (CHNA)? If "No," skip to line 12 3 |Yes
If "Yes," indicate what the CHNA report describes (check all that apply)
a |7 A definition of the community served by the hospital facility
|7 Demographics of the community
c |7 Existing health care facilities and resources within the community that are available to respond to the health needs of
the community
|7 How data was obtained
e |7 The significant health needs of the community
f |7 Primary and chronic disease needs and other health iIssues of uninsured persons, low-income persons, and minority
groups
g |7 The process for identifying and prioritizing community health needs and services to meet the community health needs
h |7 The process for consulting with persons representing the community’s interests
i |7 Information gaps that limit the hospital facility’s ability to assess the community’s health needs
j |_ Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA 2012
5 Inconducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent the broad
Interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the
community, and identify the persons the hospital facility consulted . 5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital faC|I|t|es? If "Yes " I|st the other hosp|ta|
facilities In Section C e e e 6a No
b Was the hospital facility’s CHNA conducted W|th one or more organlzatlons otherthan hosp|ta| faC|I|t|es?” If“Yes "’ I|st the
other organizations in Section C . 6b [Yes
7 Did the hospital facility make its CHNA report W|der avallable to the publlc? 7 |Yes
If "Yes," indicate howthe CHNA report was made widely available (check all that apply)
a |7 Hospital facility’s website (list url) www stclare com
b |7 Other website (list url) www ssmhealth com/system/exceptional-care/what-we-mean/chna/
c |7 Made a paper copy available for public inspection without charge at the hospital facility
d |_ Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs Yes
identified through its most recently conducted CHNA? If "No," skip to line 11 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 12
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . 10 [Yes
a If"Yes" (listurl) http //www ssmhealth com/system/exceptional-care/what-we-mean/chna/
b If"No," Is the hospital facility’s most recently adopted implementation strategy attached to this return? . . 10b No
11 Describe in Section C how the hospital facility 1s addressing the significant needs identified in its most recently conducted
CHNA and any such needs that are not being addressed together with the reasons why such needs are not being addressed
12a Did the organization incur an excise tax under section 4959 for the hospital faC|I|ty's failure to conduct a CHNA as
required by section 501(r)(3)?. e e e e e e e e e e e e e e . 12a No
b If"Yes" toline 12a, did the organization file Form 4720 to report the section 4959 excise tax? . . 12b
c If"Yes" to line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of
Its hospital facilities? $
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Facility Information (continued)

ST CLARE HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No

Financial Assistance Policy (FAP)

Did the hospital facility have in place during the tax year a written financial assistance policy that
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? 13 |Yes
If“Yes,” iIndicate the eligibility criteria explained in the FAP

a |7 Federal poverty guidelines (FPG), with FPG family income himit for ehigibility for free care of 2 0%
and FPG family income limit for eligibility for discounted care of 4 0%

b I_ Income level other than FPG (describe in Section C)

c |7Assetlevel

d |7 Medical indigency

e |7 Insurance status

f |7 Underinsurance discount

g |7Re5|dency

h I_ Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . . . .+ .« +« .« .« . . 14 |Yes
15 Explained the method for applying for financial assistance? . . . .+ + + & & & & & & & «w « W 4 o u . 15 |Yes

If*Yes,” Indicate how the hospital facility’s FAP or FAP application form (including accompanying instructions)
explained the method for applying for financial assistance (check all that apply)

a |7 Described the information the hospital facility may require an individual to provide as part of his or her application
b |7 Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application
c |7 Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
d |_ Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications
e |_ Other (describe in Section C)
16 Included measures to publicize the policy within the community served by the hospital facility? . . . . . . . 16 |Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)
|7 The FAP was widely available on a website (list url)

a

b |7 The FAP application form was widely available on a website (list url)

c |7 A plain language summary of the FAP was widely available on a website (list url)

d |7 The FAP was available upon request and without charge (in public locations in the hospital facility and by mail)

e |7 The FAP application form was avallable upon request and without charge (in public locations in the hospital facility
and by mail)

f |7 A plain language summary of the FAP was available upon request and without charge (in public locations In the

hospital facility and by mail)
g |7 Notice of availability of the FAP was conspicuously displayed throughout the hospital facility

=

I_ Notified members of the community who are most likely to require financial assistance about availability of the FAP
i I_ Other (describe in Section C)

Billing and Collections

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party may take upon
non-payment? . . . . . . v h e e e e e e e e e e e e e e e e e e e e e e 17 |Yes

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

|_ Reporting to credit agency(ies)

|_ Selling an individual’s debt to another party
|_ Actions that require a legal orjudicial process
|_ Other similar actions (describe in Section C)

o & n T O

|7 None of these actions or other similar actions were permitted
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Facility Information (continued)

ST CLARE HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes| No

19 Did the hospital facility or other authorized third party perform any of the following actions during the tax year before making
reasonable efforts to determine the individual’s eligibility under the facility’s FAP? . . . . . . . . . 19 No

If "Yes," check all actions in which the hospital facility or a third party engaged
I_ Reporting to credit agency(ies)

I_ Selling an individual’s debt to another party
I_ Actions that require a legal orjudicial process

a n T o

I_ Other similar actions (describe in Section C)

20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether
or not checked) in line 18 (check all that apply)

|7 Notified individuals of the financial assistance policy on admission

|_ Notified individuals of the financial assistance policy prior to discharge
c |7 Notified individuals of the financial assistance policy iIn communications with the individuals regarding the individuals’
bills

d |7 Documented its determination of whether individuals were eligible for financial assistance under the hospital facility’s
financial assistance policy

e I_ Other (describe in Section C)
f I_ None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that required
the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals regardless of
their eligibility under the hospital facility’s financial assistance policy? . . . . . . . .« .« « « « « « « 21 |Yes

If "No," indicate why

|_ The hospital facility did not provide care for any emergency medical conditions
|_ The hospital facility’s policy was not in writing

n o o

|_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Section C)
d |_ Other (describe in Section C)

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 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 1ts lowest negotiated commercial insurance rate when calculating the maximum amounts that
can be charged

b |7 The hospital facility used the average of its three lowest negotiated commercial insurance rates when calculating the
maximum amounts that can be charged
c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged
|_ Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had insurance
coveringsuchcare?. . . . . . . . u h h e e e e e e e e e e e e e e e e e 23 No

If "Yes," explain in Section C

24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross charge for any
service provided to that individual? . . . . . . .+ & . . 4 4 h o h e e e e e e e e e 24 No

If "Yes," explain in Section C
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Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
ST MARY'S JANESVILLE HOSPITAL
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 3
reporting group (from Part V, Section A):
Yes| No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital faC|I|ty In the current
tax year or the iImmediately preceding tax year? . . 1 No
2 Was the hospital facility acquired or pIaced Into service as a tax exempt hosp|ta| n the current tax year orthe
immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C . 2 No
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a communlty
health needs assessment (CHNA)? If "No," skip to line 12 3 |Yes
If "Yes," indicate what the CHNA report describes (check all that apply)
a |7 A definition of the community served by the hospital facility
|7 Demographics of the community
c |7 Existing health care facilities and resources within the community that are available to respond to the health needs of
the community
|7 How data was obtained
e |7 The significant health needs of the community
f |7 Primary and chronic disease needs and other health iIssues of uninsured persons, low-income persons, and minority
groups
g |7 The process for identifying and prioritizing community health needs and services to meet the community health needs
h |7 The process for consulting with persons representing the community’s interests
i |7 Information gaps that limit the hospital facility’s ability to assess the community’s health needs
j |_ Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA 2012
5 Inconducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent the broad
Interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the
community, and identify the persons the hospital facility consulted . 5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital faC|I|t|es? If "Yes " I|st the other hosp|ta|
facilities In Section C e e e 6a |Yes
b Was the hospital facility’s CHNA conducted W|th one or more organlzatlons otherthan hosp|ta| faC|I|t|es?” If“Yes "’ I|st the
other organizations in Section C . 6b [Yes
7 Did the hospital facility make its CHNA report W|der avallable to the publlc? 7 |Yes
If "Yes," indicate howthe CHNA report was made widely available (check all that apply)
a [v Hospital facility’s website (list url) www stmarysjanesville com
b |7 Other website (list url) www ssmhealth com/system/exceptional-care/what-we-mean/chna/
c |7 Made a paper copy available for public inspection without charge at the hospital facility
d |_ Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs Yes
identified through its most recently conducted CHNA? If "No," skip to line 11 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 12
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . 10 [Yes
a If"Yes" (listurl) http //www ssmhealth com/system/exceptional-care/what-we-mean/chna/
b If"No," Is the hospital facility’s most recently adopted implementation strategy attached to this return? . . 10b No
11 Describe in Section C how the hospital facility 1s addressing the significant needs identified in its most recently conducted
CHNA and any such needs that are not being addressed together with the reasons why such needs are not being addressed
12a Did the organization incur an excise tax under section 4959 for the hospital faC|I|ty's failure to conduct a CHNA as
required by section 501(r)(3)?. e e e e e e e e e e e e e e . 12a No
b If"Yes" toline 12a, did the organization file Form 4720 to report the section 4959 excise tax? . . 12b
c If"Yes" to line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of
Its hospital facilities? $
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Facility Information (continued)

ST MARY'S JANESVILLE HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No

Financial Assistance Policy (FAP)

Did the hospital facility have in place during the tax year a written financial assistance policy that
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? 13 |Yes
If“Yes,” iIndicate the eligibility criteria explained in the FAP

a |7 Federal poverty guidelines (FPG), with FPG family income himit for ehigibility for free care of 2 0%
and FPG family income limit for eligibility for discounted care of 4 0%

b I_ Income level other than FPG (describe in Section C)

c |7Assetlevel

d |7 Medical indigency

e |7 Insurance status

f |7 Underinsurance discount

g |7Re5|dency

h I_ Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . . . .+ .« +« .« .« . . 14 |Yes
15 Explained the method for applying for financial assistance? . . . .+ + + & & & & & & & «w « W 4 o u . 15 |Yes

If*Yes,” Indicate how the hospital facility’s FAP or FAP application form (including accompanying instructions)
explained the method for applying for financial assistance (check all that apply)

a |7 Described the information the hospital facility may require an individual to provide as part of his or her application
b |7 Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application
c |7 Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
d |_ Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications
e |_ Other (describe in Section C)
16 Included measures to publicize the policy within the community served by the hospital facility? . . . . . . . 16 |Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)
|7 The FAP was widely available on a website (list url)

a

b |7 The FAP application form was widely available on a website (list url)

c |7 A plain language summary of the FAP was widely available on a website (list url)

d |7 The FAP was available upon request and without charge (in public locations in the hospital facility and by mail)

e |7 The FAP application form was avallable upon request and without charge (in public locations in the hospital facility
and by mail)

f |7 A plain language summary of the FAP was available upon request and without charge (in public locations In the

hospital facility and by mail)
g |7 Notice of availability of the FAP was conspicuously displayed throughout the hospital facility

=

I_ Notified members of the community who are most likely to require financial assistance about availability of the FAP
i I_ Other (describe in Section C)

Billing and Collections

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party may take upon
non-payment? . . . . . . v h e e e e e e e e e e e e e e e e e e e e e e 17 |Yes

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

|_ Reporting to credit agency(ies)

|_ Selling an individual’s debt to another party
|_ Actions that require a legal orjudicial process
|_ Other similar actions (describe in Section C)

o & n T O

|7 None of these actions or other similar actions were permitted
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Facility Information (continued)

ST MARY'S JANESVILLE HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes| No

19 Did the hospital facility or other authorized third party perform any of the following actions during the tax year before making
reasonable efforts to determine the individual’s eligibility under the facility’s FAP? . . . . . . . . . 19 No

If "Yes," check all actions in which the hospital facility or a third party engaged
I_ Reporting to credit agency(ies)

I_ Selling an individual’s debt to another party
I_ Actions that require a legal orjudicial process

a n T o

I_ Other similar actions (describe in Section C)

20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether
or not checked) in line 18 (check all that apply)

|7 Notified individuals of the financial assistance policy on admission

|_ Notified individuals of the financial assistance policy prior to discharge
c |7 Notified individuals of the financial assistance policy iIn communications with the individuals regarding the individuals’
bills

d |7 Documented its determination of whether individuals were eligible for financial assistance under the hospital facility’s
financial assistance policy

e I_ Other (describe in Section C)
f I_ None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that required
the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals regardless of
their eligibility under the hospital facility’s financial assistance policy? . . . . . . . .« .« « « « « « « 21 |Yes

If "No," indicate why

|_ The hospital facility did not provide care for any emergency medical conditions
|_ The hospital facility’s policy was not in writing

n o o

|_ The hospital facility imited who was eligible to receive care for emergency medical conditions (describe in Section C)
d |_ Other (describe in Section C)

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 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 1ts lowest negotiated commercial insurance rate when calculating the maximum amounts that
can be charged

b |7 The hospital facility used the average of its three lowest negotiated commercial insurance rates when calculating the
maximum amounts that can be charged
c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged
|_ Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had insurance
coveringsuchcare?. . . . . . . . u h h e e e e e e e e e e e e e e e e e 23 No

If "Yes," explain in Section C

24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross charge for any
service provided to that individual? . . . . . . .+ & . . 4 4 h o h e e e e e e e e e 24 No

If "Yes," explain in Section C
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Page6 2

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 31,5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 161, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and hospital
facility ine number from Part V, Section A (*A, 1,” “A, 4,” "B, 2,” "B, 3,” etc.) and name of hospital facility.

Form and Line Reference

Explanation

See Additional Data Table
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Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a
Hospital Facility
(hst in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 12
Name and address Type of Facility (describe)
1 See Additional Data Table

2

3

4

5

6

7

8

9

10
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m Supplemental Information

Provide the following information

1

Required descriptions. Provide the descriptions required for Part I, lines 3¢, 6a,and 7, PartII and PartIII, ines 2, 3,4, 8 and 9b

Needs assessment. Describe how the organization assesses the health care needs of the communities 1t serves, in addition to any
CHNASs reported Iin 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 the
organization’s financilal assistance policy

Community information. Describe 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 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 )

Affiliated health care system. If the organization 1s part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served

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

Form and Line Reference Explanation

Schedule H, Part I, Line 3b Eligibility Services eligible under the financial assistance policy will be made available to the patient on a
for Discounted Care

sliding fee scale, in accordance with financial need, as determined in reference to Federal Poverty
Levels (FPL) in effect at the time of the determination The basis for the amounts the hospital will
charge patients qualifying for financial assistance Is as follows Patients whose family income I1s
above 200% but not more than 400% of the FPL are eligible to receive discounted services at
amounts no greater than the amounts generally billed to the hospital's commercially insured or
Medicare patients




Form and Line Reference

Explanation

Schedule H, Part I, Line 3¢
Discounted Care Exceptions

P atients whose family income exceeds 400% of the FPL may be eligible to receive discounted rates
on a case-by-case basis based on their specific circumstances, such as catastrophic iliness or
medical indigence, at the discretion of the hospital, however the discounted rates shall not be greater
than the amounts generally billed to commercially insured [or Medicare] patients In such cases,
other factors may be considered in determining their eligibility for discounted or free services,
including * Bank accounts, investments and other assets * Employment status and earning
capacity * Amount and frequency of bills for health care services * Other financial obligations and
expenses * Generally, financial responsibility will be no more than 25% of gross family income The
hospital may utilize predictive analytical software or other criteria to assist in making a determination
of financial assistance eligibility in situations where the patient qualifies for financial assistance but
has not provided the necessary documentation to make a determination This process Is called

"presumptive eligibility "




Form and Line Reference Explanation

Schedule H, Part I, Line 6a SSM Health Care of Wisconsin, Inc I1s part of the Integrated health system known as SSM Health In
Community Benefit Annual Report an effort to strengthen its community benefit program, SSM Health plans for, measures, and
communicates community benefits provided to persons who are low Income, the unpaid costs of
public programs and other activities that respond to community need, improve community health, or
reach out to lowincome and vulnerable persons




Form and Line Reference

Explanation

Schedule H, Part I, Line 7 Bad Debt
Expense excluded from financial
assistance calculation

146517




Form and Line Reference

Explanation

Schedule H, Part I, Line 7 Costing
Methodology used to calculate
financial assistance

Financial Assistance Methodology The cost of financial assistance 1s calculated in compliance with
catholic health association (CHA) guidelines A cost to charge ratio calculated using the IRS
worksheet 2, ratio of patient care cost to charges, was used to compute financial assistance at cost
[T his 1s the ratio of total adjusted operating expense to total gross patient revenue The gross
revenue amount Is a gross amount - prior to contractual adjustments and bad debts Both gross
revenue and costs are based on charges at date/time of service Unreimbursed Medicaid Costing
Methodology The cost of unreimbursed Medicaid 1s calculated in compliance with Catholic Health
IAssoclation (CHA ) guidelines A cost to charge ratio calculated utilizing IRS Worksheet 2, Ratio of
patient care cost to charges, was used to compute unreimbursed Medicaid costs This Is the ratio of
total adjusted operating expenses to total gross patient revenue The gross revenue amount Is gross
amount - prior to contractual adjustments and bad debts Both gross revenue and costs are based on
charges at date/time of service Community health improvement services and community benefit
operations costing methodology The costs for these programs were derived from the actual costs
incurred In these areas Subsidized health services costing methodology The expenditures are
determined based on actual invoices or dollar amounts spent and charged to these departments,
reduced by any grant revenues restricted for these services, If any Research costing methodology
Research expenses were taken from the income and expense statements for the research
departments, derived from the accounting system Cash and In-Kind contributions to community
groups costing methodology Contribution expenditures are based on actual invoices that were

captured and reported for this program, derived from the accounting system




Form and Line Reference

Explanation

Schedule H, Part I Community
Building Activities

SSM Health Care of Wisconsin participates in a wide array of community and civic organizations In
the promotion of health care and community building activities Specific activities reported in Part II
of Schedule H include the following Community Building - Economic Development The St Mary's
Hospital President serves on the Board of the Madison Chamber of Commerce and the Wisconsin
Manufacturer's and Commerce Board, Hospital employees participated in the Edgewood High School
adopt a neighborhood clean-up project, Participated in the Adopt-A-Highway program, The St Clare
Hospital president serves as a Board member of the Baraboo Economic Development Commission,
Community Building - Community Support Hospital staff helped build "Tiny Houses" for homeless,
hospital staff spent numerous hours participating in EBO LA preparedness, outreach and community
support, Provided 184 Thanksgiving Baskets for Lincoln School Families, sponsored events for
Lincoln School students including a fun run, participated in community disaster preparedness events
and training Community Building - Environmental improvements Participated in recycle program for
general waste and electronics Community Building - Leadership Development hospital employees
participated in a nine month leadership development academy which included a project related to
Urban forestry Community Building - Coalition Building Provided cash, in-kind and budgeted
expenditures for the development of community health programs and partnerships to community
organizations including Salvation Army, Project Home Sauk County Alzheimer Walk, Baraboo
IAmbulance Monthly Commission, Baraboo National Bank Board, Boys/Girls Club, cancer research
events, Kiwanis, Susan G Komen, American Red Cross, Edgewood Day in the Community, MLK
Coalition events, Family Fun Night at South Madison Library, and summer camp sponsorship for low
income families, Hosted a reception for community caregivers to provide senior resource guides for
those they serve Community Building - Community Health Improvement Advocacy Participated in
numerous community events to promote basic public health including Partners in Health Aging, Our
House Senior Living fair, Apostolate to the Handicap, Council of Collaborative initiatives, Latino
Health Council, Health Council, Dane County Child Abuse Collaborative, Wisconsin Forward Award
Examiner Partners in Healthy Aging, Baraboo Lions Club, participated in a initiative by Dane County
Public Health to review incidence of infant mortality to improve birth outcomes Supported Opiods
and Healthy Pregnancy (a newly formed county collaborative), participated in a newly formed Hunger
Coalition in Dane County, participated in health care reform meetings to coordinate marketplace
enrollment Community Building - Workforce Development Hospital staff participated in the Care
Corporation shadowing program contributing 1,600 hours of mentoring Hospital staff participated in
various job fairs Hospital staff provided job shadowing opportunities to students to Iincrease

awareness of all health care careers




Form and Line Reference Explanation

Schedule H, Part I1I, Line 2 Bad debt Bad debt expense reported in the accounting system, adjusted for bad debt recoveries, was used,

expense - methodology used to multiplied by the cost to charge ratio using IRS Worksheet 2, Ratio of patient costs to charges

estimate amount




Form and Line Reference

Explanation

Schedule H, Part III, Line 3 Bad Debt
Expense Methodology

SSM Health Care of Wisconsin, Inc did not make an estimate of the organization's bad debt

attributable to patients eligible under the organization's financial assistance policy




Form and Line Reference Explanation

Schedule H, Part I1I, Line 4 Bad debt SSM Health Care of Wisconsin, Inc 1s part of the SSM Health consolidated audit The footnote that
references bad debt expense In the December 31, 2014 consolidated audit I1s contained on page 16

expense - financial statement
and 17 of the attached financial statements

footnote




Form and Line Reference Explanation

Schedule H. Part III. Line 8 [The cost of providing care to Medicare eligible patients I1s greater than the reimbursement that
Communltylbeneflt &' methodology for Medicare allows on the Medicare cost report SSM Health Care of Wisconsin, Inc considers this
determining medicare costs shortfall as a component of community benefit because the reimbursement I1s not negotiated and

services are provided regardless of the patients' ability to pay The Medicare costs reported on Line
6 were obtained from the 2014 Medicare cost report




Form and Line Reference

Explanation

Schedule H, Part III, Line 9b
Collection practices for patients
eligible for financial assistance

SSM Health Care of Wisconsin, Inc has established a written credit and collection policy and
procedures The billing and collection policies and practices reflect the mission and values of SSM
Health, including our special concern for people who are poor and vulnerable SSM Health Care of
Wisconsin embraces its responsibility to serve the communities in which it participates by
establishing sound business practices SSM Health Care of Wisconsin's billing and collection
practices will be fairly and consistently applied All staff and vendors are expected to treat all
patients consistently and fairly regardless of their ability to pay They respond to patients in a prompt
and courteous manner regarding any questions about their bills and provide notification of the
availability of financial assistance All uninsured patients will be provided a standard discount for
medically necessary inpatient and outpatient services, including services provided at off-campus
outpatient sites The hospital determined the amount of the discount based on the local managed
care market, applicable statutory requirements and other relevant local circumstances The rate
must be no less than the lowest effective discount rate and no greater than the highest effective
discount rate for the current managed care contracts of the hospital Uninsured patients may also
qualify for an additional discount based upon financial need under the system financial assistance
policy All accounts due from the patient will receive a statement after discharge or after final
adjudication from patient's insurance Generally the patient will receive 4 months (120 days) of in-
house collection efforts (including early out vendors) and 12 months of bad debt collection efforts
IThe hospital will make Reasonable Efforts to determine FAP eligibility including 1 The financial
assistance summary will be included with each billing statement 2 Extraordinary Collection Activity
(ECAs) may not occur until bad debt placement and only after the expiration of the notification period
3 ECAs must be suspended If a guarantor submits a FAP application during the application period 4
Reasonable measures must be taken to reverse ECAs If the application is approved which may
include refunding any payments made Iin excess of amounts owed as an FAP-eligible individual 5
Bad Debt vendors will gain written approval from SSM prior to engaging iIn ECAs SSM will review the
accounts and vernify satisfactory completion of reasonable efforts during the notification and
application period A walveris not considered reasonable efforts O btaining a signed waiver that an
individual does not wish to apply for FAP assistance orreceive FAP application information will not
meet the requirement to make "reasonable efforts” to determine whether the individual 1s FAP-
eligible before engaging iIn ECAs All outside collection agencies must comply with state and federal
laws, comply with the association of credit and collection professional’'s code of ethics and
professional responsibility and comply with SSM Health Care of Wisconsin's collection and financial

assistance policles




Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line
16a FAP website

- ST MARY'S HOSPITAL Line 16a URL www ssmhealth com/system/exceptional-care/financial-
assistance, - ST CLARE HOSPITAL Line 16a URL www ssmhealth com/system/exceptional-
care/financial-assistance, - ST MARY'S JANESVILLE HOSPITAL Line 16a URL

www ssmhealth com/system/exceptional-care/financial-assistance,




Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line
16b FAP Application website

- ST MARY'S HOSPITAL Line 16b URL www ssmhealth com/system/exceptional-care/financial-
assistance, - ST CLARE HOSPITAL Line 16b URL www ssmhealth com/system/exceptional-
care/financial-assistance, - ST MARY'S JANESVILLE HOSPITAL Line 16b URL

www ssmhealth com/system/exceptional-care/financial-assistance,




Form and Line Reference Explanation

Schedule H, Part V, Section B, Line [ ST MARY'S HOSPITAL Line 16¢c URL www ssmhealth com/system/exceptional-care/financial-
assistance, - ST CLARE HOSPITAL Line 16c URL www ssmhealth com/system/exceptional-
care/financial-assistance, - ST MARY'S JANESVILLE HOSPITAL Line 16c URL

www ssmhealth com/system/exceptional-care/financial-assistance,

16c FAP plain language summary
website




Form and Line Reference

Explanation

Schedule H, Part VI, Line 2 Needs
assessment

SSM Health (SSM) participates in Community Benefit according to our vision, Through our
participation in the healing ministry of Jesus Christ, communities, especially those that are
economically, physically, and socially marginalized, will experience improved health in mind, body,
spirit and environment In the tradition of our founders, the Franciscan Sisters of Mary, caring for
those In greatest need remains our organizational priority Today our System Board monitors
Community Benefit efforts, and views achievement of our vision as a primary responsibility The
purpose of SSM's Community Benefit program is to assess and address community health needs
Making our communities healthier in measurable ways 1s always our goal To fulfill this commitment,
SSM's Community Benefit is divided into two parts 1) Community Health Needs Assessment
(CHNA), and 2) Community Benefit Inventory for Social Accountability (CBISA) The CHNA Is an
assessment and prioritization of community health needs and the adoption and implementation of
strategies to address those needs A CHNA Is conduced every three years by each hospital
according to the following steps * Assess and prioritize community health needs Gather CHNA data
from secondary sources, obtain input from stakeholders representing the broad interests of the
community through interviews and focus groups, use data to select top health priorities, and
complete written CHNA * Develop, adopt, and implement strategies to address top-health priorities
Establish strategies to address priorities, complete Strategic Implementation Plan, obtain
Regional/Divisional Board approval, and integrate strategies into operational plan * Make CHNA
widely available to the public Publish CHNA and summary document on hospital's website *
Monitor, track, and report progress on top health priorities Collect data and evaluate progress,
report to Regional/Divisional Board every six months and System Board every year, share findings
with community stakeholders, and send results to finance for submission to the Internal Revenue
Service (IRS) CBISA Is the gathering, collecting, and reporting of all data relating to community
benefit activities and programs across the System A CBISA Is conducted every year by each
hospital according to the following steps * Collect and enter data Send out emails reminding staff to
submit activities, enter data into Lyon, and run reports to share with leaders * Finalize and report on
prior year Enter all prior year data into Lyon by January 31, and communicate final prior year figures
to IRS, System Board, and the community System O ffice staff and leaders oversee and monitor
SSM's Community Benefit Program, and ensure reporting I1s in compliance with IRS regulations In
collaboration with community stakeholders and partner organizations, all hospital CHNAs were
completed, approved, and integrated into the organization's strategic plan We continue to monitor
and assess the progress of our local efforts 1n the spirit of caring for others and improving community
health




Form and Line Reference

Explanation

Schedule H, Part VI, Line 3 Patient
education of eligibility for assistance

IAll SSMH facilities will strive to provide exceptional health care services to all persons In need
regardless of their ability to pay All billing and collection policies reflect the mission and values of
SSMH, including our special concern for people who are poor and vulnerable SSMH facilities offer
discounts for hospital services to all uninsured persons Self-pay discounts apply to everyone who
does not have health insurance, no matter their ability to pay SSMH applies its charity care policies
fairly and consistently Each person is treated as an individual with specific needs for assistance
without regard to payment SSMH embraces its responsibility to serve the communities in which we
participate by establishing sound business practices Charity care Is provided to patients based on a
sliding scale for household incomes up to four times the federal poverty level Patients whose
household iIncome 1s no more than two times the federal poverty level are eligible for free hospital
services In addition, an exception to the sliding scale 1s provided for a patient's balance due If the
@amount Is too large to be reasonably paid through an installment plan over four years given the family
income and expenses Each entity providing medical service shall provide information to the public
regarding its charity care policies and the qualification requirements for each of its facilities When
standard system notices and communication regarding charity care are available, these must be
used Modifications to the standard may be made to comply with state and local laws, as well as
reflect culturally sensitive terminology for the policy All notices are easy to understand by the
general public, culturally appropriate and available in those languages that are prevalent in the
community They provide information about * The patient's responsibility for payment, * The
availability of financial assistance from public programs and entity charity care and payment
arrangements, * The entity's charity policy and application process, and * Who to contact to get
additional information or financial counseling The following types of notices to the public are
provided * Signs in the emergency department, outpatient and inpatient registration and public
waiting areas * Brochures or fliers provided at time of registration and available in the financial
counseling areas * Notices sent with or on patient bills or communications sent to patients and
guarantors related to medical services * Applications provided to uninsured patients at the time of
registration The application for charity care, together with any instructions, must clearly state the
policies regarding charity care, including excluded services, eligibility criteria and documentation

requirements Information about the entity's charity policies I1s also provided to public agencies




Form and Line Reference

Explanation

Schedule H, Part VI, Line 4
Community information

St Mary's Hospital St Mary's Hospital serves Dane County which Is located in south- central
Wisconsin, 1Is home to Wisconsin's state capitol, Madison, and Wisconsin's flagship public university,
the University of Wisconsin-Madison Dane County Is the second most densely populated county In
Wisconsin and Madison Is the second largest city in the state The population of Dane County grew
14 4% between 2000 and 2010 bringing the population to 488,073 Dane County has more ethnic
diversity, a larger percentage of foreign-born residents (7 4% ), and a larger percentage that speaks a
language other than English in the home (11% 1n Dane County, 14 8% In Madison) Minorities are
more concentrated in the City of Madison, with over half of all students I1n Madison public schools
from racial/ethnic minority groups The percent of the population that has at least a bachelor's degree
Is much higher in Dane County than in Wisconsin and the US However, Dane County's current 86%
high school graduation rate 1s one of the lowest among Wisconsin counties The median household
income for Dane County I1s $60,519 and Madison's median household income 1s $52,550 Despite
the high median household iIncome and relatively low unemployment rate (5 4%), Dane County Is
faced with an increasing number of people living 1n poverty, 11 6% Additional detailed information on
the St Mary's Hospital service area can be found on pages 5 through 41 of the CHNA St Clare
Hospital St Clare Hospital serves the Columbia and Sauk counties in Wisconsin There are 38 zip
codes In these counties, some of which straddle multiple counties The hospital 1s located in Baraboo,
Wisconsin with urgent care clinics in Lake Delton and Wisconsin Dells In 2010, the St Clare
community had an estimated population of 118,809 persons, a 10 3 percent increase between 2000
and 2010 Ofthe hospital's discharges, 81% originated from the community, the majornity from Sauk
County The community has a slightly higher proportion of residents aged 65 and older than
Wisconsin as a whole The distribution of race/ethnicity in our community 1s white/Caucasian 95%,
black/African-American 1%, Hispanic 3%, other 1% Sauk and Columbia counties experienced a
poverty rate of 8 5% and 9 5%, respectively Both are lower than the national and Wisconsin
averages The median household iIncome was $55,910 for Columbia County and $50,390 for Sauk
County Additional detailed information on the St Clare Hospital service area can be found on pages
IA-4 through A-22 ofthe CHNA St Mary's Janesville Hospital St Mary's Janesville's community Is
defined as Rock County, Wisconsin There are 22 zip codes that are contained within or overlay the
county The hospital Is located in Janesville, Wisconsin In 2010, the St Mary's Janesville
community had an estimated population of 160,221 persons a Increase of 5 3 percent between 2000
and 2010 Rock County has a slightly higher proportion of people under 18 (25 1% ) than Wisconsin
as a whole The distribution of race/ethnicity in the community 1s white/Caucasian 88%,
black/African-American 5%, Hispanic 8%, other 1% More than 13 percent of the residents
reported having a disability which, I1s slightly higher than the Wisconsin and national averages Nearly
139% of Rock County residents aged 25 years or older did not graduate high school As of 2010, the
percent of people living In poverty was 12 8% The median household income for the county Is
$49,716 Additional detailed information on the St Mary's Janesville Hospital service area can be
found on pages A-4 through A-23 ofthe CHNA The St Mary's campus includes an outpatient
surgery center and an employee child care center St Mary's also operates an off-site Adult Day
Health Center, Is part-owner of a home health care organization, and 1s affiliated with the St Mary's
Care Center (skilled nursing facility) on Madison's southwest side St Mary's Hospital in partnership
with Dean Clinic has chosen to participate in a Medicare Accountable Care Organization Program St
Mary's Hospital offers a full range of inpatient and outpatient treatment and diagnostic services In
primary care and nearly all specialties St Clare Hospital offers acute care services as well as a wide
range of other services including chemical dependency treatment and hemodialysis St Mary's
Janesville also offers acute care services Medical/surgical areas of special focus include Dean & St
Mary's Cardiac Center, Family Birth Center, Pediatrics, Neuroscience Center, Geriatrics,

O rthopedics, and Emergency Services




Form and Line Reference

Explanation

Schedule H, Part VI, Line 5
P romotion of community health

SSM Health Care of Wisconsin participates in a wide array of community programs throughout the
area to further its exempt purpose of promoting the health of the community The community
initiatives build on the strengths of our communities and systems to improve the quality of life and to
create a sense of hope Community Benefit initiatives build community capacity and individual
empowerment through community organizing, leadership development, partnerships, and coalition
building Our Community Health programs provide compassionate and competent care while they
promote health improvement by reaching directly into the community to ensure that low-income and
under-served persons can access health care services Focusing on a broad definition of health, SSM
Health Care of Wisconsin's hospitals, clinics and programs provide medical and mental health
services, health education, health management, prevention, referrals, insurance enroliment and in-
home primary care services and support, while fostering collaboration and incorporating Community
Benefit strategies SSM Health Care of Wisconsin promotes grassroots advocacy and engages
persons of Influence to affect social and public policy change in order to promote both community
health and healthy communities SSM Health Care of Wisconsin also furthers its exempt purpose with
the following activities * Operates an emergency room that i1s open to all persons regardless of
ability to pay, * Has an open medical staff with privileges available to all qualified physicians in the
area, * Engages In the training and education of health care professionals, * Participates in Medicald,
Medicare, Champus, Tricare, and/or other government-sponsored health care programs * All surplus

funds generated by SSMH entities are reinvested in improving our patient care delivery system




Form and Line Reference

Explanation

Schedule H, Part VI, Line 6 Affiliated
health care system

SSM HEALTH CARE OF WISCONSIN (SSMHC/WI)IS A COMPREHENSIVE NOT-FOR- PROFIT
CATHOLIC HEALTH CARE SYSTEM PROVIDING HEALTH CARE SERVICES TO RESIDENTS OF
IAND VISITORS TO AN 18-COUNTY AREA IN SOUTH-CENTRAL WISCONSIN SSMHC/WI, WITH
HEADQUARTERS IN MADISON, WI, IS SPONSORED BY SSM HEALTH MINISTRIES AND IS
OWNED AND OPERATED BY SSM HEALTH (SSMH)BASED IN ST LOUIS, MISSOURI SSMHC/WI
PROVIDES HEALTH CARE SERVICES AT THREE WHOLLY-OWNED ACUTE CARE HOSPITALS,
ST MARY'S HOSPITALIN MADISON,ST CLARE HOSPITAL IN BARABOO AND ST MARY'S
JANESVILLE HOSPITALIN JANESVILLE, AS WELL AS AT TWO NURSING HOMES - ST MARY'S
CARE CENTERIN MADISON AND ST CLARE MEADOWS IN BARABOO




Form and Line Reference

Explanation

Schedule H, Part VI, Line 7 State
filing of community benefit report

1L, MO, OK, WI
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Software ID: 14000329
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EIN: 43-0688874
Name: SSM Health Care of Wisconsin Inc

Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference Explanation

Facility , 1 - St Mary's Hospital The Healthy Dane collaborative engaged other organizations in the
CHNA through the Dane County Health Council, a group that meets regularly to consider issues
affecting health iIn Dane County and ways to collectively address issues A list of council organizations
can be found on page 47 ofthe CHNA The collaborative also hosted focus groups which provided
input from several individual community leaders representing diverse constituencies Those leaders
are listed with their affiliation in Appendices B & C of the CHNA In addition, the collaborative's
vendor, Healthy Community Institute, utihzing a multi-disciplinary team, maintains a high-quality data
and decision-support information system to aid in indicator tracking, best-practice sharing and
community development

Schedule H, Part V, Section B, Line 5
Facility , 1




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference Explanation

Schedule H. Part V. Section B, Line Facility , 1 - St Mary's Hospital Three other hospital organizations participated in the Healthy Dane
6a Facility ! 1 ! ! collaborative Meriter Health Services, Stoughton Hospital and University of Wisconsin Hospital and
! Clinics




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line
6b Facility , 1

Facility , 1 - St Mary's Hospital Other participants in the CHNA process included Wisconsin Public
Health Department and the Dane County Health Council Members of the Dane County Health Council
include Access Community Health Centers, Dane County Human Services, Dean Health System,
Group Health Cooperative, Madison Metropolitan School District, United Way of Dane County and

University of Wisconsin Medical Foundation




Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Explanation

Line
Reference
Schedule Facility , 1 - St Mary's Hospital SSM Health's mission statement i1s "Through our exceptio nal health care services, we reveal
H, PartV, |the healing presence of God " The strategic priorities of the community benefit plan as i1dentified in the most recent community
Section B, | health needs ass essment (CHNA) are Asthma/COPD, poor birth outcomes, and diabetes Our needs assessment w as
Linel1l completed October 19, 2012 and adopted as part of our strategic plan on December 5, 201 2 Goals and objectives were
Facility , 1 | established to change behavior, provide metrics to measure ch ange, and to impact the overall health of those we serve All of

the community benefit act ivities are designed to meet the needs identified iIn the CHNA The St Mary's Hospital 2012 - 2015
CHNA indicated Asthma continues to negatively affect the quality of life for those who are unable to afford ongoing optimal
medical care or medications In 2011 there were 19,584 ED visits for asthma in WI costing over 24 5 million Children had the
highest ED v 1sit rates (74 2 visits per10,000) In 2009-2011 rates of asthma ED visits and hospitaliz ations in the Madison
population were three times greater than rates in the WI general pop ulation Nearly 56 percent of children and 39 percent of
adults with asthma reported missi ng school/work days due to asthma The following goals were achieved in 2014 to address
as thma * Goal annual increase of at least 5% In new patients in the Dean & St Mary's Neigh borhood Asthma clinic, clinic
had 50 new patients * Goal Establish baseline data for the number of patients with COPD duel diagnosis, established baseline
of 15 patients with dual diagnosis * Goal Decrease the number of asthma related emergency room visits to St Mary's
Hospital by 5%, 514 asthma related visits to the emergency room * Goal Reduce the numbe r of emergency room-direct
referrals from the St Mary's Asthma clinic, 3 emergency room-di rect referrals from St Mary's Hospital Asthma Clinic The St
Mary's Hospital 2012 - 2015 CH NA indicated infant mortality, specifically the disparities in birth outcomes between whit e
and African-American infants as one of the most critical problems facing Wisconsin As recently as 2010 Wisconsin's infant
mortality rate among African-Americans was documented a s fifth worst in the nation In2011-2012, there were over 12,000
births In Dane County F ifty-eight infants died before their first birthday and another sixty-four pregnancies res ulted in
stillbirth (1 e , fetal death at equal to or greater than 20 weeks gestation or a birth weight of 350 grams) In Dane County, there
Is on average an Infant death or stillb irth event every six days St Mary's Hospital will partner with area agencies to more eff
ectively support and enhance early prevention and education programs focused on high risk women from preconception through
post-partum term The following goals were achieved in 20 14 to address poor birth outcomes * Goal Increase of 10% In
number of women attending Ca ring for Your Newborn, Breastfeeding and Post-Partum classes, 1,563 participants in identi fied
programs * Goal Develop an action plan to guide efforts in the areas Influencing poo r birth outcomes, action plan completed
and included i1n 2015 strategic plan * Goal Decrea se the number of babies born at St Mary's with drug addiction by 5%, 25
bables born at St Mary's with drug addictions * Goal Decrease the number of babies born at low birth weight in Dane County
by 5%, 404 births occurred with low birth weights The St Mary's Hospital 2 012 - 2015 CHNA indicated Chronic diseases
such as heart disease, stroke, cancer, diabetes , obesity and arthritis are among the most common, costly & preventable of all
health prob lems Over 475,000 adults and 4,500 children in WI have a diabetes diagnosis In 2010 there were 6,908
hospital discharges where diabetes was listed as the principal diagnosis and 92,780 where diabetes was listed as any
diagnosis, resulting in $2 55 billion in diabetes hospitalization charges Itis estimated that in Dane County between 7-9% of
the populatio n have a diabetes diagnosis St Mary's Hospital will enhance strategies to Increase awaren ess, education,
prevention and early intervention focusing on high-risk children and adult s The following goals were achieved in 2014 to
address diabetes * Goal Increase in numb er of participants in the "Double Dollar" fithess program, program has an
enrollment of 60 5 participants with 129 new participants * Goal Develop an action plan to increase family fitness/education
programs In the county, action plan completed and included in 2015 stra tegic plan * Goal Increase the number of parish
nurse chronic diagnosis educational progr ams to high-risk adults, 23,309 parish nurse encounters with patients * Goal,
Reduce the n umber of diabetes-related emergency room visits among children less than 18 years of age, measured 29
qualifying emergency room visits Prior to the review of the data collected by the CHNA process, a list of criteria was developed




Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line
Reference

Explanation

Schedule H,
Part V, Section
B,Line 11
Facility , 1

to aid in the selection of priority areas During the data-review process, attention was directed to health iIssues that met
any of these criteria After review and consideration o f data, the collaborative identified six health iIssues that showed
evidence of need in the community Additional information concerning this process can be found on pages 9 and 10 of the
CHNA With the top six community- specific health iIssues identified, the collaborat ive evaluated each i1ssue utilizing a
prioritization process which included input from comm unity members to determine the top community health needs The
CHNA-Identified health need s process can be found on pages 45, 46 and Appendix F of the CHNA




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference Explanation

Facility , 1 - St Clare Hospital After evaluating readily available public information, 21 key
stakeholders participated in an interview process The 21 stakeholders were comprised of public
health experts, individuals from health or other departments and agencies, leaders or representatives
of medically underserved, low- Income, and minority populations, and other community members A list
of individuals Iinterviewed can be found in Exhibit 20 (pages A-42 and A-43) of the CHNA

A dditionally, 32 stakeholders participated in a series of focus groups and interviews A list of focus
group participants can be found in Exhibit 21 (pages A-44 and A-45) of the CHNA

Schedule H, Part V, Section B, Line 5
Facility , 1




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line
6b Facility , 1

A ction Council, Inc

Facility , 1 - St Clare Hospital St Clare Hospital collaborated with the Central Wisconsin Community




Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and
Line
Reference

Explanation

Schedule
H,PartV,
Section B,
Linel1l

Facility , 1

Facility , 1 - St Clare Hospital SSM Health's mission statement is "Through our exception al health care services, we reveal
the healing presence of God " The strategic priorities of the community benefit plan as i1dentified in the most recent community
health needs asse ssment (CHNA) are obesity, dental health, and access to care Our needs assessment was co mpleted
November 1, 2012 and adopted as part of our strategic plan on December 15,2012 G oals and objectives were established to
change behavior, provide metrics to measure change , and to impact the overall health of those we serve All of the community
benefit activit ies are designed to meet the needs 1dentified in the CHNA The St Clare Hospital 2012 - 20 15 CHNA indicated
the impact of eating a healthful diet and being physically active cannot be understated High rates of obesity, poor diets and
insufficient exercise are experienc ed throughout the community among all age groups, and especially in low-income and
minorit y populations These Issues are exacerbated by environment influences, such as readily ava ilable fast-food and a lack
of affordable athletic facilities, especially ones that can be used in winter St Clare Hospital will support community programs
providing weight loss s upport and nutritional education, implement wellness initiatives and area-wide healthy eat ing
Initiatives with local providers, implement a childhood fithess program in collaborati on with local school districts, craft and
implement area-wide nutrition programs linked to local providers, provide healthy produce options at local food pantries, and
implement em ployee wellness Initiatives The following goals were achieved in 2014 to address obesity * Goal Design and
implement a childhood fithess program, Fun n' Fit, in collaboration wi th local school districts gaining 100% participation from
all 3rd grade classes in both th e Baraboo and Wisconsin Dells districts, Designed and implemented the Fun n' Fit program r
eaching 155 students in all 3rd grade classes * Goal Work with local grocer, Pierce's Mar kets, to iImplement NuV al
nutritional value program in supermarket, plus supporting educati on seminar, NuVal system, sponsored by St Clare Hospital,
has been implemented in Pierce's Markets with the hospital nutritionist providing tips and insights on healthy eating in-s tore *
Goal Design and implement healthy lifestyle educational programming direct to loca | businesses to support weight loss,
healthy eating and wellness outcomes, St Clare Health y Living Center created programming used In local businesses to
educate/inform on healthy lifestyles and created Super Heroes Walk, Mad Hatters Walk and mental health "Day at the B each"
for staff members The St Clare Hospital 2012 - 2015 CHNA indicated oral diseases ran ging from dental cavities to oral
cancers cause pain and disability for millions of Americ ans In Sauk and Columbia Counties, affordable and accessible dental
health services are n eeded, particularly for Medicaid patients and the underinsured St Clare Hospital will sup port dental
access and dental hygiene initiatives for school-age children and underserved households through programs including Seal-A-
Smile to elementary grades 1n Baraboo/Dells s chool districts, provide dental care packs to 4,000 students in Baraboo/Dells
school districts, and administer dental care packages to food pantries in Dells and Baraboo communitie s The following goals
were achieved in 2014 to address dental health * Goal Provide fun ding to assist with the implementation of baseline dental
health care for students at Dell s/Denton elementary, North Freedom elementary and Al Behrman Elementary schools, 43
studen ts sealed, 133 sealants applied and 160 students treated with fluoride * Goal Package and distribute toothbrush,
toothpaste, dental floss and brushing instructions to all 4,000 st udents in the Dells/Baraboo school districts, just over 1,500
dental packages were distrib uted with instructions from teachers, providers * Goal Purchase, pack and distribute 2,50 0
dental health care packages including toothbrush, toothpaste, floss and proper care inst ructions to Dells/Denton food
pantries, Distributed 2,500 packages which were off pantry s helves within two weeks * Goal Reduce the percentage of dental
visits to St Clare Hospita | emergency or urgent care, established a baseline of 1/8% of dental health Issued-related visits to
the emergency room or urgent care The St Clare Hospital 2012 - 2015 CHNA indica ted Economic factors play a determining
role in the health status of a community Increase d financial hardship and unemployment in the service area has resulted in
uninsurance/unde rinsurance, as well as food, housing and utilities insecurities, particularly for low-inco me and minority
populations Cost and fear of taking off work to visit a physician have le d to delays in care and either inappropriate or no
adherence to medications St Clare Hosp ital will work to create access to care in collabo




Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Explanation
Line

Reference
Schedule H, | ration with Native American Ho-Chunk Nation, provide parish nursing support for health scr eenings, education, and
PartV, preventative care, and provide assistance to underserved minority populations to decrease health disparities The following
Section B, goals were achieved in 2014 to a ddress access to care * Goal Collaborate with House of Wellness on pre-natal care and
Linel1l he Ip manage and provide staffing to conduct regional cardiac rehab games for maturing adults , collaborated with Ho-Chunk
Facility , 1 House of Wellness physicians in managing care of pre-natal po pulation, plus coordinated and conducted regional rehab

games as well as extreme "mud run" event * Goal Design and implement a community-wide educational and hands-on event
provid ing health screenings, heart care, preventative care and access options for all ages, Majo r sponsor of and participant
In St Joe's Parish Health Fair with health, wellness and acce ss options across all ages and wellness spectrum serving
upwards of 750 people * Goal Con tinue to support underserved and minority needs via financial and in-kind support based
on need and available funds, increased charity care, Medicare and Medicaild assistance includ ing monetary support for
medication purchase upon discharge (needs based) Based on an anal ysis of the primary data collected, the CHNA 1dentified
the priority community health need s of the hospital's service area A complete list of iIdentified needs listed by category 1 n
alphabetical order can be found on pages 5 and 6 of the CHNA St Clare Hospital then app lied a ranking methodology to help
prioritize the community health needs identified by the assessment Additional information on the prioritization process and
criteria can be foun d on pages A-2 and A-3 ofthe CHNA




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line 5
Facility , 1

Facility , 1 - St Mary's Janesville Hospital Information was obtained from interviews with stakeholders
who represent the broad interests of the community, including public health officials and experts, and
St Mary's Janesville affiliated clinicians, administrators and staff A list of individuals interviewed can

be found in Exhibit 20 (page A-42) of the CHNA




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference Explanation

Schedule H. Part V. Section B, Line Facility , 1 - St Mary's Janesville Hospital St Mary's Janesville Hospital collaborated with the
6a Facility ! 1 ! ! following hospital facilities Beloit Memorial Hospital, Edgerton Hospital, and Mercy Health System




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line
6b Facility , 1

Facility , 1 - St Mary's Janesville Hospital St Mary's Janesville Hospital collaborated with the
following organizations Beloit Area Community health center, HealthNet of Rock County, Rock County
Department of Health, Rock County Human Services, and the University of Wisconsin Extension

O ffice




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line
11 Facility , 1

Facility , 1 - St Mary's Janesville Hospital SSM Health's mission statement is "Through our
exceptional health care services, we reveal the healing presence of God " The strategic priorities of
the community benefit plan as identified in the most recent community health needs assessment
(CHNA) are obesity, tobacco use, and access to care Our needs assessment was completed
November 1, 2012 and adopted as part of our strategic plan on December 15,2012 Goals and
objectives were established to change behavior, provide metrics to measure change, and to impact the
overall health of those we serve All of the community benefit activities are designed to meet the
needs identified iIn the CHNA The St Mary's Janesville Hospital 2012 - 2015 CHNA revealed
reducing obesity rates as a top priority St Mary's Janesville will partner with local organizations to
educate and promote physical activity and nutrition including an 11-week family-based weight loss
program, "Fit Families Rock," taking place twice each year, hosting "Produce Power" an annual event
highlighting community-supported agriculture and healthier eating, and offering "Strong Women," an
evidence-based strength training program for women conducted three times a year The following goals
were achieved in 2014 to address obesity * Goal Increase the number of community members
educated on healthy eating from 250 1n 2013 to 1,200 i1n 2014, participated in four Farmer's Markets
reaching 1,200 participants and held a Produce Power event with 400 participants for a total of 1,600
community members * Goal Maintain 3 classes of 11 participants per year and train one participant
to become a leader, Three 11 week classes were completed with 11 participants and one participant
trained as a leader * Goal Design and implement a childhood obesity program (Fit Families Rock),
piloted an eleven week (meeting two times per week) program with 10 families (39 participants)
completing the program St Mary's Janesville Hospital's 2012 CHNA revealed reducing adult cigarette
smoking and tobacco use as a top priority St Mary's Janesville partnered with internal and external
groups to create opportunities and resources for inpatients, outpatients, and community members to
quit smoking and using tobacco products, and in addition, increased inpatient referrals to a respiratory
therapist for smoking cessation counseling, encouraged attendance at chronic lung disease support
groups, and promoted the evidence-based program, "First Breath," to help pregnant women to quit
smoking The following goals were achieved in 2014 to address tobacco use * Goal Decrease the
percentage of Rock County adults who smoke cigarettes, established a baseline percentage of 23 3%
of Rock County adults smoke cigarettes * Goal Decrease the percentage of births to mothers in Rock
County who smoked or used tobacco during pregnancy, Established a baseline percentage of 17 6% of
births were to mothers who smoked or used tobacco during pregnancy St Mary's Janesville Hospital's
2012 CHNA revealed access to health care and health education as top priorities St Mary's
Janesville will participate in health literacy initiatives, community health education and screenings

[T he following goals were achieved in 2014 to address access to care/health education * Goal
Increase the number of health education programs sponsored by the hospital from 5in 2013 to 10 In
2014, held 15 education and outreach activities * Goal Educate staff on the importance of health
literacy through continuing medical education and leadership meetings, held two educational sessions
Based on an analysis of the primary data collected, the CHNA identified the priority community health
needs of the hospital's service area A complete list of identified needs listed by category In
alphabetical order can be found on pages 5 and 6 of the CHNA St Mary's Janesville Hospital then
applied a ranking methodology to help prioritize the community health needs identified by the
assessment Additional information on the prioritization process and criteria can be found on pages A-
2 and A-3 of the CHNA




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

Recognized as a Hospital Facility

Hospital Facility
(hst In order of size, from largest to smallest)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a

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

Name and address

Type of Facility (describe)

ST MARY'S RENAL SERVICES CENTER
2840 INDEX ROAD

FITCHBURG,WI 53713

ST MARY'S CARE CENTER

3401 MAPLE GROVE DRIVE
MADISON,WI 53719

ST MARY'S SUN PRAIRIE EMERGENCY CENTER
2840 OKEEFE AVENUE

SUN PRAIRIE,WI 53590

ST CLARE MEADOWS CARE CENTER

1414 JEFFERSON

BARABOO,WI 53913

ST CLARE DIALYSIS
1600 JEFFERSON STREET
SUITE 200

BARABOO,WI 53913

ST MARY'S SLEEP CENTER
2844 INDEX ROAD
FITCHBURG,WI 53713

ST CLARE CENTER

1510 JEFFERSON STREET
BARABOO,WI 53913

ST CLARE URGENT CARE

530 WISCONSIN DELLS PARKWAY
LAKE DELTON,WI 53965

ST MARY'S CHILD CARE CENTER
723 S ORCHARD STREET
MADISON,WI 53715

ADULT DAY HEALTH CENTER
2440 ATWOOD AVENUE
MADISON,WI 53704

WI DELLS URGENT CARE

1306 BROADWAY ROAD
WISCONSIN DELLS,WI 53965
ST CLARE CHILD CARE CENTER
1605 JEFFERSON STREET
BARABOO,WI 53913

RENAL DIALYSIS CENTER

RENAL DIALYSIS CENTER

RENAL DIALYSIS CENTER

RENAL DIALYSIS CENTER

RENAL DIALYSIS CENTER

RENAL DIALYSIS CENTER

RENAL DIALYSIS CENTER

RENAL DIALYSIS CENTER

RENAL DIALYSIS CENTER

RENAL DIALYSIS CENTER

RENAL DIALYSIS CENTER

RENAL DIALYSIS CENTER
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Schedule I . . . OMB No 1545-0047
(Form 990) Grants and Other Assistance to Organizations,
Governments and Individuals in the United States 201 4
Complete if the organization answered "Yes," to Form 990, Part 1V, line 21 or 22.
Internal Revenue Service P Information about Schedule I (Form 990) and its instructions is at www.irs.gov /form990. Inspection
Name of the organization Employer identification number

SSM Health Care of Wisconsin Inc
43-0688874

m General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and
the selection criteria used to award the grants orassistance?. . . . . . . . . - s e e e e e e e e e e e e e ¥ Yes ™ No

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

m Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete If the organization answered "Yes" to
Form 990, Part 1V, line 21, for any recipient that received more than $5,000. Part II can be duplicated if additional space 1s needed.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash (e) Amount of non- (f) Method of (g) Description of (h) Purpose of grant
organization If applicable grant cash valuation non-cash assistance | or assistance
or government assistance (book, FMV, appraisal,
other)
(1) BETHLEHEM LUTHERAN 39-1045809 501(C)(3) 6,000 0 PARISH NURSE
CHURCH GRANT

W8267 HWY 33
PORTAGE,WI 53901

(2) ST JOSEPH CATHOLIC 39-0810558 501(C)(3) 8,000 0 PARISH NURSE
PARISH GRANT

300 2ND STREET
BARABOO,WI 53916

2 Enter total number of section 501(c)(3) and government organizations listed intheline 1 table. . . . . . .+ . .+ .+ .« .+« .+ .+« . . [ 2

3 Enter total number of other organizations listed inthelinel table. . . . . .+ .+ + .+ +« « o & & & 4 4w e e a e e .. 0

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50055P Schedule I (Form 990) 2014



Schedule I (Form 990) 2014

Page 2

m Grants and Other Assistance to Domestic Individuals. Complete If the organization answered "Yes" to Form 990,

Part III can be duplicated If additional space Is needed.

Part IV, line 22.

(a)Type of grant or assistance (b)Number of

recipients

(c)Amount of
cash grant

(d)Amount of
non-cash assistance

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

(f)Description of non-cash assistance

Part IV Supplemental Information. Provide the information required in Part I, line 2, Part I1I, column (b), and any other additional information.

Return Reference

Explanation

Schedule I, PartI, Line 2
Description Of Procedure For
Monitoring Use Of Grant Funds

THE PROCEDURES USED TO MONITOR THE USE OF GRANT FUNDS VARIES BASED ON THE GRANT RECIPIENT GRANTS TO RELATED
ENTITIES ARE MONITORED DIRECTLY BY THE ORGANIZATION WHEREBY THE RECIPIENT REPORTS ON THE SPECIFIC USE OF THE
FUNDING FOR GRANTS TO UNRELATED ENTITIES, THE ORGANIZATION UTILIZES THE COMMUNITY BENEFIT INVENTORY FOR SOCIAL
ACCOUNTABILITY (CBISA)TO TRACK, STORE, AND REPORT A WIDE RANGE OF INFORMATION RELATED TO GRANTS AND OVERALL

COMMUNITY IMPACT

Schedule I, PartI, Line 2
Procedures for monitoring use of
grant funds

THE PROCEDURES USED TO MONITOR THE USE OF GRANT FUNDS VARIES BASED ON THE GRANT RECIPIENT GRANTS TO RELATED
ENTITIES ARE MONITORED DIRECTLY BY THE ORGANIZATION WHEREBY THE RECIPIENT REPORTS ON THE SPECIFIC USE OF THE
FUNDING FOR GRANTS TO UNRELATED ENTITIES, THE ORGANIZATION UTILIZES THE COMMUNITY BENEFIT INVENTORY FOR SOCIAL
ACCOUNTABILITY (CBISA)TO TRACK, STORE, AND REPORT A WIDE RANGE OF INFORMATION RELATED TO GRANTS AND OVERALL

COMMUNITY IMPACT

Schedule I (Form 990) 2014
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Schedule J Compensation Information OMB No 1545-0047

(Form 990)

For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees
k- Complete if the organization answered "Yes" to Form 990, Part 1V, line 23.

2014

Department of the Treasury k- Attach to Form 990. Open to Public

Intemal Revenue Service » Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990.
Name of the organization

SSM Health Care of Wisconsin Inc

43-0688874

Inspection

Employer identification number

m Questions Regarding Compensation

la

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

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

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

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

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

Indicate which, If any, of the following the filing organization used to establish the compensation of the
organization's CEO /Executive Director Check all that apply Do not check any boxes for methods

used by a related organization to establish compensation of the CEO /Executive Director, but explain in Part III
I_ Written employment contract

I Compensation survey or study

I_ Compensation committee
[T Independent compensation consultant

[T Form 990 of other organizations [T Approval by the board or compensation committee

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

Recelve a severance payment or change-of-control payment?
Participate In, or receive payment from, a supplemental nonqualified retirement plan?

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

Only 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.

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

The organization?
Any related organization?
If"Yes," to line 5a or 5b, describe iIn Part II1

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

The organization?
Any related organization?
If"Yes," to line 6a or 6b, describe iIn Part II1

For persons listed in Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 6? If "Yes," describe in Part I1I

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 500537 Schedule J (Form 990) 2014



Schedule J (Form 990) 2014

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

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

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

Page 2

(A) Name and Title (B) Breakdown of W-2 and/or 1099-MISC compensation (C) Retirement and (D) Nontaxable (E) Total of (F) Compensation in
(i) Base (i) Bonus & (iiii) Other other deferred benefits columns column(B) reported
compensation Incentive reportable compensation (B)(1)-(D) as deferred in prior

P compensation compensation Form 990

See Additional Data Table

Schedule J (Form 990) 2014



Schedule J (Form 990) 2014

Page 3
m Supplemental Information
Provide the information, explanation, or descriptions required for PartI, lines 1a, 1b, 3,4a,4b, 4c,5a,5b,6a,6b,7,and 8, and forPart II
Also complete this part for any additional information
Return Reference Explanation
Schedule J, PartI, Line 1a Tax The following individuals listed on Part VII Section A received a tax indemnification/gross up payment in 2014 These payments were included in their
indemnification and gross-up taxable compensation Kristin McManmon
payments
Schedule J, PartI, Line 3 The organization's top management official, president, 1Is compensated by a related organization that utilized the following to determine compensation (1)
Arrangement used to establish the independent compensation consultant, (2) compensation survey or study, (3) approval by the SSM Health president

top management official's
compensation

Schedule J, Part I, Line 4a Severance |SSMH has adopted a severance policy to provide a financial transition in the event of involuntary termination without cause for executive level positions

or change-of-control payment The amount of the compensation Is based on the position held and length of service with SSMH The following individuals received payments under this
plan Willlam Schoenhard $218,667

Schedule J, Part I, Line 4b Pension Restoration Plan SSM Health (SSMH) provides this supplemental defined benefit nonqualified retirement plan to any employee who I1s a

Supplemental nonqualified retirement |participant in the SSMH qualified defined benefit plan who earns over the Internal Revenue Service compensation limit The plan "restores” the benefits to

plan these employees that would have been provided under SSMH's qualified plan if the regulations did not impose compensation limits An individual can take

a distribution from the plan at (1) age 65 orolder if the individual 1s still employed by SSMH or (2) age 55 or older if the individual 1s no longer employed
by SSMH No reportable individuals listed on Part VII of Form 990 received distributions from this plan during 2014 Capital Accumulation Plan SSMH
provides this supplemental nonqualified retirement plan to executive level employees The organization contributed a percentage of the employee's base
salary into their choice of a select list of iInvestments The deposits and earnings of the plan are owned by SSMH and are tax-deferred until a distribution
Is made to the employee In addition, the plan has special safeguards in place to protect the funds from contingencies, other than insolvency For
contributions made to the plan in 2008 or after, the distribution will occur after the completion of two plan years for all executives that are still actively
employed on the distribution date Any active participant 65 years or older will receive the contribution in the current year The following individuals listed
on Part VII of the Form 990 received distributions from this plan in 2014 All distributions received from the plan in the current year were included in the
individuals' taxable compensation Sandra Anderson $ 23,482 Joan Beglinger $121,213 Frank Byrne $ 49,206 Gaurov Dayal $ 45,560 Paula Friedman $
39,621 Christopher Howard $ 75,167 Charles Johnson $ 17,456 June Pickett $ 11,398 Linda Statz$ 10,414 Kerry Swanson $ 19,837 William
Thompson $ 90,701 Kris Zimmer $ 50,811

Schedule J (Form 990) 2014



Additional Data

Form 990, Schedule J, Part II - Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
(B) Breakdown of W-2 and/or 1099-MISC compensation

(A) Name and Title

Software ID:
Software Version:
EIN:

Name:

14000329
2014v1.0
43-0688874

SSM Health Care of Wisconsin Inc

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation in

| B
(i) Base (ii) Bonus & (ifi) O ther other deferred benefits (B)(1)-(D) reported as deferred i
Compensation Incentive reportable compensation prior Form 990
compensation compensation
1 William Thompson ) 0 0 0 0 0 0 0
Director & Vice
Chairperson () 1,807,984 0 1,440,945 2,228,684 27,368 5,504,981 90,580
1 Gaurov Dayal MD ) 0 0 0 0 0 0 0
Director & Pt Yr Int
Pres|recor r Interim () 876,340 0 69,525 261,335 29,327 1,236,527 45,500
2 Chnistopher Howard ) 0 0 0 0 0 0 0
Direct
Irector () 891,236 0 121,946 474,548 30,427 1,518,157 51,660
3 Shane Peng MD ) 0 0 0 0 0 0 0
Direct
rector (1) 743,560 0 32,222 244,453 39,391 1,059,626 0
4 John Rose MD ) 0 0 0 0 0 0 0
Direct
irector (i) 459,089 0 69,183 11,700 14,994 554,966 0
5 John Phelan MD () 0 0 0 0 0 0 0
Direct
Irector () 626,667 0 62,698 11,700 21,236 722,301 0
6 Jane Pearson MD ) 0 0 0 0 0 0 0
Direct
Irector () 224,854 0 554,628 11,700 22,796 813,978 0
7 Willam Schoenhard ) 0 0 0 0 0 0 0
F Off|
omer Officer () 0 0 209,134 1,020,632 10,040 1,239,806 0
8 Charles Johnson ) 0 0 0 0 0 0 0
F Off|
ormer Officer (1) 515,211 0 53,806 131,737 9,590 710,344 15,880
9 June Pickett m 0 0 0 0 0 0 0
St t
ecretary (n) 230,695 0 22,835 130,612 16,351 400,493 8,960
10 Kns Zmmer ) 0 0 0 0 0 0 0
T
reasurer () 853,676 0 103,275 382,451 30,385 1,369,787 50,610
11 Paula Friedman ) 0 0 0 0 0 0 0
Vice President
ice Presiden () 640,295 0 88,878 377,167 19,452 1,125,792 33,950
12 Damond Boatwnght ) 0 0 0 0 0 0 0
President
residen (i) 481,838 0 56,792 130,894 17,452 686,976 0
13A5Lglsjtr:n?osvéirr2tary ((|; 76,533 0 2,231 64,313 9,034 152,111 0
I 0 0 0 0 0 0 0
14 Steven Caldwell ) 0 0 0 0 0 0 0
F.ni,yéem Vice President - (m 446,321 277,323 158,025 11,700 15,426 908,795 0
15 Joan Beglinger () 0 0 121,213 0 9,057 130,270 9,452
Former Key Employee (1) 0 0 0 0 0 0 0
16 Sandra Anderson () 0 ) 0 0 0 0 0
H tal President
ospital Presiden () 333,340 0 61,309 182,557 16,829 594,035 23,450
17 Kerry Swanson () 0 ) 0 0 0 0 0
H tal President
ospital Presiden (i) 289,741 0 33,868 82,272 31,496 437,377 19,810
18 Frank Byme MD ) 0 0 0 0 0 0 0
H tal President
ospital Presiden () 522,676 0 98,334 221,848 28,299 871,157 36,260
19 Todd Burchill ) 0 0 0 0 0 0 0
System VP, Strategy n) 289,062 0 5,775 35,743 25,946 356,526 0




Form 990, Schedule J, Part II - Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
(B) Breakdown of W-2 and/or 1099-MISC compensation

(A) Name and Title

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation in

. _ column (B)
(ii) Bonus & other deferred benefits (B)(1)-(D) reported as deferred in
Compensation compensation prior Form 990
compensation compensation
21 Linda Statz ) 0 0 0 0 0 0 0
R IVvP - H
Resodona uman (n 302,218 0 19,486 77,910 26,429 426,043 10,400
1 Knstin McManmon | 316,362
Executive VP/COO St ((”; 2 0 8,418 101,815 25,443 452,038 0
Mary's 0 0 0 0 0 0
2 Virginia Malone ) 247,975 0 31,802 20,005 25,409 325,191 0
VP Patient Services-St m) 0 ! ! ! !
Mary's 0 0 0 0 0 0
3 Ginger Selle | 146,772
VP Patient Care - St Clare ((”; 0 8 3:853 9:503 24,77g 184,903 8
4 Jonathan Lewis ) 184,595 0 1,434 15,200 25,091 226,320 0
VP Operations (n 0 0 0 0 0 0 0
5 Greg Bumett | 177,720
Reg VP Medical Affairs-St ((”; 0 0 30,554 16,177 8,872 233,323 0
Mary's 0 0 0 0 0 0
6 LmzjothlyDCmmmv MD ()] 291,002 0 0 6,911 2,709 300,622 0
edlca Irector ! ! !
() 0 0 0 0 0 0 0
7 EﬁmsasDubray 0 234,985 0 18,920 28,169 11,045 293,119 0
ysician () 0 0 0 0 0 0 0
8 érFLeNn:Tobln 0 219,272 0 2,258 106,436 5,669 333,635 0
() 0 0 0 0 0 0 0
9 Eﬁwd Jarvis 0 230,735 0 1,026 13,319 27,193 272,273 0
ysician () 0 0 0 0 0 0 0
10 John Stapelman m 207,096 0 22,498 40,742 25,984 296,320 0
CRNA Chnical Supervisor (1) 0 0 ! 0 ! 0 ! 0 ! 0 0
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 990 or 990-EZ) 20 1 4
Department of the Treasury Complete to provide information fo_r responses t_o spe_cific que§tions on o e
Intermal Revente Service Form 990 or 990-EZ or to provide any additional information. pen to P_u ic
k- Attach to Form 990 or 990-EZ. Inspection

k- Information about Schedule O (Form 990 or 990-EZ) and its instructions is at
www.irs.gov/form990.

Name of the organization

Employer identification number
SSM Health Care of Wisconsin Inc

43-0688874




Return Explanation

Reference
Form 990, Briefly describe the corporation's mission Since it was founded in 1872 by catholic siste rs, SSM Health (SSM)
Part Ill, Line has existed to meet the health needs of the communities it serves SS Mis a Catholic, not-for-profit health system
4a serving the comprehensive health needs of co mmunities across the Midw est through one of the largest
Description integrated delivery systems in the nation With care delivery sites In llinois, Missouri, Oklahoma, and Wisconsin,
of Program SSMincl udes 18 acute care hospitals, one children's hospital, more than 60 outpatient care sites, a pharmacy
Service benefit company, an insurance company, tw o long-term care facilties, comprehe nsive home care and hospice

services, a technology company, and tw o Accountable Care Organ izations The health system employs
approximately 30,000 people and Is affiliated w ith mor e than 8,000 physicians making it one of the largest
employers In every communtty it serve s SSMis sponsored by SSM Health Ministries, an independent 6-member
body comprised of th ree Franciscan Sisters of Mary and three lay people w ho collectively hold certain reserved
pow ers over SSM In the tradition of its founding sisters, SSMstrives to fulfill ts mis sion by providing exceptional
health care to everyone who comes to its hospitals, regardle ss of their ability to pay About SSM Health Care of
Wisconsin SSM Health Care of Wiscons In provides health care services at three w holly-ow ned acute care
hospitals, St Mary's Ho spital In Madison, St Clare Hospital in Baraboo and St Mary's Janesville Hospital in Jan
esville, as well as at two nursing homes - St Mary's Care Center in Madison and St Clare Meadows in Baraboo
SSM Health Care of Wisconsin, including its three w holly ow ned hospit als and tw o nursing homes, earned
Wisconsin's highest recognition of quality business prac tices in 2013 the Excellence Level of the Wisconsin
Forward Award The honor remains in e ffect for five years St Mary’s 1s a 440-bed tertiary referral hospital
offering inpatien t and outpatient treatment and diagnostic services In primary care and nearly all specialt ies The
campus Includes an outpatient surgery center and an employee child care center St Mary's also operates an
off-site Adult Day Health Center, 1s part-ow ner of a home healt h care organization, and Is affilated w ith the St
Mary's Care Center (skilled nursing fa cility) on Madison’s southw est side St Mary’s Hospital in partnership with
Dean Clinic h as chosen to participate In a Medicare Accountable Care Organization Program St Mary's H ospital
offers a full range of inpatient and outpatient treatment and diagnostic services in primary care and nearly all
specialties St Mary's also attained an elte status in 20 11 when they w ere designated as a Magnet hospital for
the third time iIn arow Less than 1 % of the nation’s 6,000 hospitals have done the same Magnet hospitals are
considered "the gold standard" of nursing Their emphasis on qualty, innovation and collaboration tends to lead to
better outcomes, high patient satisfaction and a more stable workforce St Cla re Hospital offers acute care
services as well as a wide range of other services including chemical dependency treatment and hemodialysis
St Clare also offers cardiac rehabilitat 1on, orthopedics, women's services, and older adult services and senior
Iiving St Clare Meadows Care Center, an affiliate of St Clare Hospital, provides a variety of healthcare and living
options for the elderly of the greater Baraboo and Sauk County area The 102-be d Medicare and Medicaid skilled
nursing facility providing 24 hour nursing care for tempor ary rehabiltation care or permanent care basis in an
atmosphere that celebrates the needs of the individual St Mary's Janesville Hospital operates a 50-bed hospital
and an adjac ent physicians' office complex The hospital serves its community through emergency servic es,
Inpatient and outpatient services, a sleep lab, radiology, cardiology rehabiltation, and pallative care consulting
Built In 2012, the medical campus provides all private roo ms, electronic health records, and a state-of-the-art
emergency department Describe the o rganization's approach to providing community beneft SSM Health (SSM)
participates in Co mmunity Benefit according to our vision, Through our participation in the healing ministry of
Jesus Christ, communities, especially those that are economically, physically, and soc ially marginalized, will
experience improved health in mind, body, spirit and environment In the tradition of our founders, the Franciscan
Sisters of Mary, caring for those In gre atest need remains our organizational priority Today our System Board
monitors Community Benefit efforts, and views achievement of our vision as a primary responsibility The purp
ose of SSMs Community Benefit programis to assess and address community health needs Ma king our
communities healthier in measurable ways Is always our goal To fulfill this comm itment, SSM's Community Benefit
Is divided Into tw




Return
Reference

Explanation

Form 990, Part
ll, Line 4a
Description of
Program
Service

o parts 1) Community Health Needs Assessment (CHNA), and 2) Community Benefit Inventory f or Social
Accountabilty (CBISA) The CHNA Is an assessment and prioritization of communit y health needs and the
adoption and implementation of strategies to address those needs A CHNA is conducted every three years by
each hospttal according to the follow Ing steps * Assess and prioritize community health needs Gather CHNA
data fromsecondary sources, obt ain input from stakeholders representing the broad interests of the community
through inte rviews and focus groups, use data to select top health priortties, and complete written CHNA *
Develop, adopt, and implement strategies to address top-health priorties Establish strategies to address
priorties, complete Strategic Implementation Plan, obtain Regional /Divisional Board approval, and integrate
strategies into operational plan * Make CHNA w1 dely available to the public Publish CHNA and summary
document on hospital's website * M onttor, track, and report progress on top health priorities Collect data and
evaluate pro gress, report to Regional/Divisional Board every six months and System Board every year, s hare
findings with community stakeholders, and send results to finance for submission to t he Internal Revenue
Service (IRS) CBISA is the gathering, collecting, and reporting of al | data relating to community benefit activities
and programs across the System A CBISA 1s conducted every year by each hospital according to the follow Ing
steps * Collect and ent er data Send out emails reminding staff to submit activities, enter data into Lyon, and r un
reports to share with leaders * Finalize and report on prior year Enter all prior yea r data into Lyon by January
31, and communicate final prior year figures to IRS, System Bo ard, and the community System Office staff and
leaders oversee and monitor SSM's Communit y Benefit Program, and ensure reporting I1s In compliance w ith IRS
regulations In collabor ation with community stakeholders and partner organizations, all hospital CHNAs were
compl eted, approved, and integrated into the organization's strategic plan We continue to moni tor and assess
the progress of our local efforts In the spirit of caring for others and im proving community health Description of
CHNA community benefit programs For more informa tion on the CHNA community benefit programs provided by
SSM Health Care of Wisconsin, plea se see Schedule H, Part V




Return Explanation

Reference
Form 990, Organizational description for tax exemption SSM Health Care of Wisconsin participates in a wide array of community
Part lll, Line 4b | programs throughout the area to further its exempt purpose of promoting the health of the community The community initiatives
Description of | build on the strengths of our communities and systems to improve the quality of Iife and to create a sense of hope Community
Program Benefit intiatives bulld community capacity and individual empow erment through community organizing, leadership
Service development, partnerships, and coalition bullding Our Community Health programs provide compassionate and competent care
(Continued) w hile they promote health improvement by reaching directly into the community to ensure that low -income and under-served

persons can access health care services Focusing on a broad definition of health, SSM Health Care of Wisconsin's hospitals,
clinics and programs provide medical and mental health services, health education, health management, prevention, referrals,
insurance enrollment and in-home primary care services and support, w hile fostering collaboration and incorporating
Community Benefit strategies SSM Health Care of Wisconsin promotes grassroots advocacy and engages persons of
Influence to affect social and public policy change in order to promote both community health and healthy communities SSM
Health Care of Wisconsin also furthers its exempt purpose w ith the follow ing activities * Operates an emergency roomthat is
open to all persons regardless of abillity to pay, * Has an open medical staff with privileges available to all qualified physicians
In the area, * Engages In the training and education of health care professionals, * Participates in Medicaid, Medicare, Champus,
Tricare, and/or other government-sponsored health care programs * All surplus funds generated by SSMH entities are
reinvested in iImproving our patient care delivery system Describe the corporation's financial assistance policies or programs
(e g chartty case, discounting) for low -income persons and how they are communicated to the public For information on the
financial assistance policies provided by SSM Health Care of Wisconsin, please see Schedule H Quantifiable Community
Benefit The following is a list of the types of programs and services that could be included as community benefit activities
Tradttional Charity Care $ 9,421,139 Unpaid Cost of Medicaid $ 30,571,470 Unpaid Cost of Medicare $ 28,365,722 Cost of Bad
Debts $ 4,030,361 Community Benefit Programs $ 13,234,176 Total Quantifiable Community Benefit $ 85,622,868




Return Reference Explanation

Form 990, Part V|, Line 6 THE SOLE MEMBER OF THE CORPORATION IS SSM HEALTH CARE CORPORATION SSMHEALTH CARE
Classes of members or CORPORATION IS A NONPROFIT 501(C)(3) ORGANIZATION BOTH SSMHEALTH CARE OF WISCONSIN, INC AND

stockholders SSM HEALTH CARE CORPORATION ARE PART OF THE INTEGRATED HEALTH CARE SY STEM KNOWN AS SSM
HEALTH




Return Reference Explanation

Form 990, Part VI, Line 7a Members or THE MEMBER HAS THE POWER TO APPOINT ADDITIONAL, SUCCESSOR OR REPLACEMENT
stockholders electing members of governing | MEMBERS AND TO APPOINT AND REMOV E THE APPOINTED DIRECTORS AND THE EX OFFICIO
body DIRECTORS




Return
Reference

Explanation

Form 990, Part
VI, Line 7b
Decisions
requiring
approval by
members or
stockholders

THE MEMBER HAS THE FOLLOWING POWERS A TO ESTABLISH AND CHANGE THE MISSION, PHILOSOPHY AND VALUES OF
THE CORPORATION B TO APPOINT ADDITIONAL, SUCCESSOR OR REPLACEMENT MEMBERS C TO APPOINT AND REMOVE
THE APPOINTED DIRECTORS AND THE EX OFFICIO DIRECTORS D TO APPOINT AND REMOVE THE PRESIDENT OF THE
CORPORATION AND THE CHIEF EXECUTIVE OFFICER OF ANY OPERATING DIVISION OF THE CORPORATION E TO APPROVE
THE AMENDMENTS TO THE ARTICLES OF INCORPORATION OF THE CORPORATION AS PROVIDED THEREIN F TO APPROVE
AMENDMENTS TO THE BY LAWS OF THE CORPORATION G TO APPROVE THE MERGER, CONSOLIDATION OR DISSOLUTION
OF THE CORPORATION H TO APPROVE THE FORMATION OF A CONTROLLED SUBSIDIARY OR A REMOTELY CONTROLLED
SUBSIDIARY | TO APPROVE THE SALE OF ALL OR SUBSTANTIALLY ALL OF THE ASSETS OF THE CORPORATIONJ TO
APPROVE THE ACQUISITION OR DISPOSITION BY THE CORPORATION OF ANOTHER LEGAL ENTITY OR AN INTEREST IN
ANOTHER LEGAL ENTITY K TO AUTHORIZE OR APPROVE THE ACQUISITION OR DISPOSITION BY THE CORPORATION OF
REAL PROPERTY OR ANY INTEREST IN REAL PROPERTY L TO ESTABLISH CENTRALIZED EMPLOY EE BENEFIT, INSURANCE,
INVESTMENT, FINANCING, CORPORATE RESPONSIBILITY, PERFORMANCE ASSESSMENT AND IMPROVEMENT AND OTHER
OPERATIONAL AND SUPPORT PROGRAMS, TO REQUIRE THE PARTICIPATION OF THE CORPORATION IN SUCH PROGRAMS,
AND TO AUTHORIZE THE OPENING AND CLOSING OF BANK ACCOUNTS AND INVESTMENT ACCOUNTS IN THE NAME OF THE
CORPORATION IN CONNECTION WITH SUCH PROGRAMS M TO APPROVE THE STRATEGIC, FINANCIAL AND HUMAN
RESOURCES PLAN OF THE CORPORATION N TO APPOINT THE AUDITOR AND CORPORATE COUNSEL FOR THE
CORPORATION O TO AUTHORIZE AND APPROVE BORROWING MONEY AND ENTERING INTO FINANCIAL GUARANTIES BY
THE CORPORATION, INCLUDING ACTIONS RELATING TO THE FORMATION, JOINING, OPERATION, WITHDRAWAL FROM AND
TERMINATION OF A CREDIT GROUP OR AN OBLIGATED GROUP AND THE GRANTING OF SECURITY INTEREST IN THE
PROPERTY OF THE CORPORATION P TO REQUIRE THE CORPORATION TO TRANSFER ASSETS, INCLUDING BUT NOT LIMITED
TO CASH, TO THE MEMBER OR TO ANY ENTITY EXEMPT FROM FEDERAL INCOME TAX AS AN ORGANIZATION DESCRIBED IN
SECTION 501(C)(3) OF THE INTERNAL REVENUE CODE OF 1986, AS AMENDED, OR THE CORRESPONDING PROV ISION OF
ANY FUTURE UNITED STATES INTERNAL REVENUE LAW, WHICH IS CONTROLLED BY THE MEMBER, TO THE EXTENT
NECESSARY TO ACCOMPLISH THE MISSION, GOALS, AND OBJECTIVES OF THE MEMBER AS DETERMINED BY THE MEMBER
Q TO APPROVE THE TRANSFER OF ASSETS BY THE CORPORATION TO ANY ENTITY OTHER THAN THE MEMBER, OTHER
THAN TRANSFERS MADE IN THE ORDINARY COURSE OF OPERATIONS OF THE CORPORATION WHICH WILL NOT REQUIRE
MEMBER APPROVAL, AND R TO DETERMINE THE EXTENT TO WHICH AND THE MANNER IN WHICH THE POWERS DESCRIBED
IN THIS SECTION WHICH ARE RESERVED TO THE MEMBER WITH RESPECT TO THE CORPORATION ARE TO BE INCLUDED IN
THE GOVERNING DOCUMENTS OF ANY CONTROLLED SUBSIDIARY, REMOTELY CONTROLLED SUBSIDIARY OR NON-
CONTROLLED SUBSIDIARY AND EXERCISED WITH RESPECT TO ANY CONTROLLED SUBSIDIARY, ANY REMOTELY
CONTROLLED SUBSIDIARY OR ANY NON-CONTROLLED SUBSIDIARY




Return
Reference

Explanation

Form 990, Part VI,
Line 11b Review
of form 990 by
governing body

ACCOUNTING/FINANCE PERSONNEL AT EACH SSMH (SSM HEALTH SY STEM) ENTITY, IN CONJUNCTION WITH SY STEM
FINANCE PERSONNEL, PREPARE INFORMATION AND SUPPORTING SCHEDULES THAT ARE USED TO PREPARE THE FORM
990 THIS INFORMATION IS THEN REVIEWED BY A SUPERVISOR/MANAGER AND SENT TO THE SY STEM OFFICE TO
PREPARE THE FORM 990 SY STEM FINANCE SUBMITS THE FORM 990 TO AN OUTSIDE TAX CONSULTING FIRM WHO
REVIEWS THE FORM 990 AND SIGNS AS PAID PREPARER THE SY STEM DIRECTOR - TAX AND COMPLIANCE REVIEWS
THE COMPLETED FORM 990 PRIOR TO FILING THE RETURN THE COMPLETE FORM 990 IS PROVIDED ELECTRONICALLY
TO ALL BOARD MEMBERS AT THE NEXT REGULARLY SCHEDULED BOARD MEETING




Return Explanation
Reference

Form 990, Part | BOARD MEMBERS ARE REQUIRED TO COMPLETE A CONFLICT OF INTEREST DISCLOSURE STATEMENT ANNUALLY THE
VI, Line 12¢ PRESIDENT AND SECRETARY TO THE BOARD OVERSEE COMPLIANCE WITH THIS REQUIREMENT ALL BOARD MEMBERS
Conflict of WITH AN IDENTIFIED CONFLICT OF INTEREST ABSTAIN FROM BOARD DISCUSSIONS AND VOTES WHEN APPLICABLE
interest policy | EMPLOY EES WITH PURCHASING AUTHORITY AND/OR ABILITY TO INFLUENCE PURCHASING DECISIONS ARE ASSIGNED THE
CONFLICT OF INTEREST DISCLOSURE COURSE (COl) WHICH MUST BE COMPLETED ONLINE PERIODICALLY THROUGH THE
YEAR, THEENTITY'S CORPORATE RESPONSIBILITY CONTACT PERSON (WITH THE HELP OF THE ENTITY'S LEARNING
MANAGEMENT SY STEM COORDINATOR) SENDS DEPARTMENT MANAGERS A LIST OF EMPLOY EES WHO HAVE NOT YET
COMPLETED THER COI SO THEY CAN REMIND THE EMPLOY EES AND ENSURE THE EMPLOY EES HAVE TIME IN THER
SCHEDULE TO COMPLETE THE REQUIRED COURSE. RESOLUTION OF ANY CONFLICTS THAT ARE DISCLOSED MUST BE
DOCUMENTED AND KEPT ON FILE AT THE ENTITY SUPERVISORS VERIFY REQUIRED COURSE COMPLETION PRIOR TO
YEAR-END




Return Reference Explanation

Form 990, Part V|, Line | THEYEAR-END AUDITED CONSOLIDATED FINANCE STATEMENTS AND UNAUDITED QUARTERLY CONSOLIDATED
19 Required documents | FINANCIAL STATEMENTS FOR THE SSM HEALTH SY STEM ARE MADE AVAILABLE TO THE PUBLIC ON SSM
avallable to the public | HEALTHS WEBSITE THE ORGANIZATION'S ARTICLES OF INCORPORATION ARE AVAILABLE ON THE MISSOURI

SECRETARY OF STATES WEBSITE COPIES OF THE FORM 990 AND THE ORGANIZATION'S CONFLICT OF INTEREST
POLICY ARE AVAILABLE UPON REQUEST




Return Reference Explanation

Form 990, Part VI, Line 11d Other | OTHER MISCELLANEOUS REVENUE - Total Revenue 8896608, Related or Exempt Function Revenue
Mscellaneous Revenue 6783684, Unrelated Business Revenue 2112924, Revenue Excluded from Tax Under Sections 512, 513, or
514 |




Return
Reference

Explanation

Form 990, Part
X, Line 11g
Other Fees

Medical Physician, Practitioner, Psychiatrist, Resident, and Therapist - Total Expense 16301450, Program Service Expense
10968541, Management and General Expenses 5332909, Fundraising Expenses 0, Recrutment, Consulting, Administrative,
and PBS Fees - Total Expense 33685841, Program Service Expense 10879238, Management and General Expenses
22722072, Fundraising Expenses 84531, Medical Lab, Radiology, Transportation - Total Expense 14380473, Program
Service Expense 14380473, Management and General Expenses , Fundraising Expenses




Return Reference Explanation

Form 990, Part X, Line 9 Other changes In net assets or | CHANGE IN BENEFICIAL INTEREST IN FOUNDATION - 1059941, TRANSFERS TO
fund balances AFFILIATES - -201814575,




Return
Reference

Explanation

FORM 990,
PART | DOING
BUSINESS AS

SSM HEALTH CARE OF WISCONSIN, INC CURRENTLY CONDUCTS BUSINESS UNDER THE FOLLOWING REGISTERED
NAMES GOLDEN CARE LAKE DELTON CLINIC MEADOW LANE ST CLARE CENTER - JEFFERSON STREET ST CLARE
HOSPITAL ST CLARE HOSPITAL AND HEALTH SERVICES, 39-1023846 ST CLARE MEADOWS CARE CENTER, 39-1023846
ST CLARE URGENT CARE AT LAKEDELTON ST CLARE URGENT CAREAT WISCONSIN DELLS ST MARY'S CARE CENTER
39-0806393 ST MARY'S HOSFITAL, 39-0806393 ST MARY'S HOSPITAL MEDICAL CENTER ST MARY'S JANESVILLE
HOSPITAL
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. . . OMB No 1545-0047
SCHEDULE R Related Organizations and Unrelated Partnerships :
(Form 990) = Complete if the organization answered "Yes" on Form 990, Part 1V, line 33, 34, 35b, 36, or 37. 20 1 4
k= Attach to Form 990.

Department of the Treasury k- Information about Schedule R (Form 990) and its instructions is at www.irs.gov /form990. Open to P_ublic
Intemal Revenue Service Inspection

Name of the organization Employer identification number
SSM Health Care of Wisconsin Inc

43-0688874 .
IEEREHEl 1dentification of Disregarded Entities Complete If the organization answered "Yes" on Form 990, Part IV, line 33.
(a) (b) (c) (d) (e) N
Name, address, and EIN (if applicable) of disregarded entity Pnmary activity Legal domicile (state Total iIncome End-of-year assets Direct controlling
or foreign country) entity

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

(a) (b) (c) (d) (e) 0] (9)
Name, address, and EIN of related organization Pnmary activity Legal domicile (state Exempt Code section Public chanty status Direct controlling Section 512(b)
or foreign country) (if section 501(c)(3)) entity (13) controlled
entity?
Yes No
See Additional Data Table

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50135Y Schedule R (Form 990) 2014



Schedule R (Form 990) 2014

Page 2

EETREiid Identification of Related Organizations Taxable as a Partnership Complete If the organization answered "Yes" on Form 990, Part IV, line 34

because It had one or more related organizations treated as a partnership during the tax year.

(a) (b) (c) (d) (e) 0] (9) (h) (i) (6)) (k)
Name, address, and EIN of Primary activity| Legal Direct Predominant Share of Share of |Disproprtionate| Code V-UBI | General or| Percentage
related organization domicile| controlling income(related, |total income |end-of-year| allocations? |amount in box| managing | ownership
(state or entity unrelated, assets 20 of partner?
foreign excluded from Schedule K-1
country) tax under (Form 1065)
sections 512-
514)
Yes No Yes | No
See Additional Data Table
-14¥A"A Identification of Related Organizations Taxable as a Corporation or Trust Complete If the organization answered "Yes" on Form 990, Part 1V,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.
(a) (b) (c) (d) (e) 0] (9) (h) 0]
Name, address, and EIN of Primary activity Legal Direct controlling | Type of entity | Share of total | Share of end- Percentage Section 512
related organization domicile entity (C corp, S Income of-year ownership (b)(13)
(state or foreign corp, assets controlled
country) or trust) entity?
Yes No

See Addritional Data Table

Schedule R (Form 990) 2014
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Transactions With Related Organizations Complete If the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.

Note. Complete line 1 if any entity 1s listed in Parts II, III, or IV of this schedule Yes | No
1 During the tax year, did the orgranization engage I1n any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity la | Yes
b Gift, grant, or capital contribution to related organization(s) 1b | Yes
c Gift, grant, or capital contribution from related organization(s) 1c | Yes
d Loans orloan guarantees to or for related organization(s) 1d | Yes
e Loans orloan guarantees by related organization(s) le No
f Dividends from related organization(s) 1f No
g Sale of assets to related organization(s) 1g | Yes
h Purchase of assets from related organization(s) 1h No
i Exchange of assets with related organization(s) 1i No
j Lease offacilities, equipment, or other assets to related organization(s) 1j | Yes
k Lease of facilities, equipment, or other assets from related organization(s) 1k | Yes
I Performance of services or membership or fundraising solicitations for related organization(s) 1l | Yes
m Performance of services or membership or fundraising solicitations by related organization(s) im| Yes
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) in| Yes
o Sharing of paid employees with related organization(s) lo| Yes
p Remmbursement paid to related organization(s) for expenses 1p | Yes
q Reimbursement paid by related organization(s) for expenses 1q | Yes
r Othertransfer of cash or property to related organization(s) 1r | Yes
s Other transfer of cash or property from related organization(s) 1s | Yes

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

(a) (b) (c) (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)
(1) ST MARY'S FOUNDATION INC C 876,262 CASH
(2) ST CLARE HEALTH CENTER FOUNDATION C 156,919 CASH
(3) DELLS MEDICAL BUILDING INC A 37,244 CASH
(4) DELLS MEDICAL BUILDING INC R 1,000,000 CASH
(5) ST Mary's Janesvellle Foundation Inc C 107,570 Cash

Schedule R (Form 990) 2014
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Page 4

IEEYTEZ28 Unrelated Organizations Taxable as a Partnership Complete If the organization answered "Yes" on Form 990, Part IV, line 37.
Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets or gross

revenue) that was not a related organization See instructions regarding exclusion for certain investment partnerships

(a) (b) (c) (d) (e) 0] (9) (h) (i) 6)] (k)

Name, address, and EIN of entity Pnmary activity Legal Predominant | Are all partners Share of Share of Disproprtionate Code V-UBI | General or Percentage

domicile Income section total end-of-year allocations? amount In managing ownership

(state or (related, 501(c)(3) Income assets box 20 partner?

foreign unrelated, organizations? of Schedule

country) |excluded from K-1

tax under (Form 1065)
sections 512-
514)
Yes| No Yes No Yes No

Schedule R (Form 990) 2014
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.m Supplemental Information

Provide additional information for responses to questions on Schedule R (see Instructions)

Return Reference Explanation

Schedule R (Form 990) 2014



Additional Data

Software ID: 14000329
Software Version: 2014v1.0
EIN: 43-0688874
Name: SSM Health Care of Wisconsin Inc

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

(a) (b) (o) (d) (e) (f) (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section 512
(state section status entity (b)(13)
or foreign country) (if section 501(c) controlled
(3)) entity?
Yes No
(1) SSM Health Care Corporation Health Care MO 501(c)(3 Type I SSM Health Ministries No
10101 Woodfield Lane
St Louis, MO 63132
46-6029223
(1) SSMHC Liability Trust I Insurance MO 501(c)(3 Type l SSM Health Care No

Corporation
10101 Woodfield Lane
St Louis, MO 63132
43-6331003

(2) SSM Consolidated Health Services Health Care MO 501(c)(3 Type l SSM Health Care No
Corporation
10101 Woodfield Lane
St Louis, MO 63132
43-1473657

(3) SSM Policy Institute Health Care MO 501(c)(4 SSM Health Care No
Corporation
10101 Woodfield Lane
St Louis, MO 63132
43-1788151

(4) SSM Health Care Portfolio Management Co Management MO 501(c)(3 Type l SSM Health Care No
Corporation
10101 Woodfield Lane
St Louis, MO 63132

43-1825256

(5) SSM Cardinal Glennon Children's Hospital Health Care MO 501(c)(3 3 SSM Health Care St No
Louls

10101 Woodfield Lane

St Louis, MO 63132

43-0738490

(6) Cardinal Glennon Children's Foundation Fundraising MO 501(c)(3 7 SSM Cardinal Glennon No
Hospital

10101 Woodfield Lane

St Louis, MO 63132

43-1754347

(7) SSM DePaul Health Center Foundation Fundraising MO 501(c)(3 7 SSM Health Care St No
Louls

10101 Woodfield Lane

St Louis, MO 63132

43-1776109

(8) SSM St Joseph Foundation Fundraising MO 501(c)(3 7 SSM Health Care St No
Louls

10101 Woodfield Lane

St Louis, MO 63132

43-1591556

(9) SSM St Clare Health Center Foundation Fundraising MO 501(c)(3 7 SSM Health Care St No
Louls

10101 Woodfield Lane

St Louis, MO 63132

43-1273310

(10) SSM St Mary's Health Center Foundation Fundraising MO 501(c)(3 7 SSM Health Care St No
Louls

10101 Woodfield Lane

St Louis, MO 63132

43-1552945

(11) SSM Health Care of Oklahoma Inc Health Care OK 501(c)(3 3 SSM Health Care No

Corporation
10101 Woodfield Lane
St Louis, MO 63132

73-0657693

(12) St Anthony Hospital Foundation Inc Fundraising OK 501(c)(3 7 SSM Health Care of No
Oklahoma

10101 Woodfield Lane

St Louis, MO 63132

73-6104300

(13) Dells Medical Building Inc MOB WI 501(c)(2 SSM Health Care of Yes
Wisconsin

10101 Woodfield Lane

St Louis, MO 63132

39-1613292

(14) St Mary's Foundation Inc Fundraising WI 501(c)(3 7 SSM Health Care of Yes
Wisconsin

10101 Woodfield Lane

St Louis, MO 63132

43-1940686

(15) St Clare Health Care Foundation Inc Fundraising WI 501(c)(3 7 SSM Health Care of Yes
Wisconsin

10101 Woodfield Lane

St Louis, MO 63132

43-1940683

(16) Home Health United Inc Health Care WI 501(c)(3 9 SSM Health Care of Yes
Wisconsin

2802 Walton Commons Lane

Madison, WI 53718

39-1539827

(17)Home Care United Inc Health Care WI 501(c)(3 9 SSM Health Care of Yes
Wisconsin

2802 Walton Commons Lane

Madison, WI 53718

39-1776340

(18) HHU Xtra Care Inc Health Care WI 501(c)(3 9 SSM Health Care of Yes
Wisconsin

2802 Walton Commons Lane

Madison, WI 53718

39-1705111

(19) Home Health United - VNS Foundation Inc Fundraising WI 501(c)(3 Type II NA No

2802 Walton Commons Lane
Madison, WI 53718
39-1839309




Form 990, Schedule R, Part II - Identification of Related Tax-Exempt Organizations
(a) (b) (o) (d) (e) (f) (9)

Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section 512
(state section status entity (b)(13)
or foreign country) (if section 501(c) controlled
(3)) entity?
Yes No
(21) SSM Regional Health Services Health Care MO 501(c)(3 3 SSM Health Care No
Corporation
10101 Woodfield Lane
St Louis, MO 63132
44-0579850
(1) St Francis Hospital Foundation Fundraising MO 501(c)(3 7 SSM Regional Health No
Services
10101 Woodfield Lane
St Louis, MO 63132
43-1099253
(2) St Mary's Health Center Jefferson City Missourl Foundation Fundraising MO 501(c)(3 Type II SSM Regional Health No
Services
10101 Woodfield Lane
St Louis, MO 63132
43-1575307
(3) Good Samaritan Regional Health Center Health Care IL 501(c)(3 3 SSM Regional Health No
Services
10101 Woodfield Lane
St Louis, MO 63132
43-0653587
(4) St Mary's Hospital Centralia Illinois Health Care IL 501(c)(3 3 SSM Regional Health No
Services
10101 Woodfield Lane
St Louis, MO 63132
37-0662580
(5) St Mary's - Good Samaritan Inc Health Care IL 501(c)(3 Type l SSM Regional Health No
Services
10101 Woodfield Lane
St Louis, MO 63132
36-4170833
(6) Good Samaritan Regional Health Center Foundation Fundraising IL 501(c)(3 7 St Mary's - Good No
Samaritan Inc
10101 Woodfield Lane
St Louis, MO 63132
26-2884795
(7) St Mary's Hospital Foundation Fundraising IL 501(c)(3 7 St Mary's - Good No
Samaritan Inc
10101 Woodfield Lane
St Louis, MO 63132
36-4636691
(8) St Mary's Hospital Auxiliary Fundraising IL 501(c)(3 9 St Mary's Hospital No
Foundation
400 N Pleasant
Centralia, IL 62801
23-7126345
(9) SSM Health Businesses Health Care MO 501(c)(3 9 SSM Health Care No
Corporation
10101 Woodfield Lane
St Louis, MO 63132
43-1333488
(10) SSM Health Care St Louis Health Care MO 501(c)(3 3 SSM Health Care No
Corporation
10101 Woodfield Lane
St Louis, MO 63132
43-1343281
(11) Centralia Medical Services Bldg Assoc MOB IL 501(c)(3 Type l SSM Regional Health No
Services
10101 Woodfield Lane
St Louis, MO 63132
23-7408025
(12) St Mary's Janesville Foundation Inc Fundraising WI 501(c)(3 7 SSM Health Care of Yes
Wisconsin
2901 Landmark PL Ste 300
Madison, WI 53713
27-3439133
(13) Franciscan Sisters of Mary Religious Organization MO 501(c)(1 NA No
3221 McKelvey Road Suite 107
St Louis, MO 63044
43-1012492
(14) Lee Dewey Corporation MOB OK 501(c)(3 Type l SSM Health Care of No
Oklahoma
10101 Woodfield Lane
St Louis, MO 63132
73-1279603
(15) SSM Hospice and Home Care Foundation Fundraising MO 501(c)(3 7 SSM Health No
Businesses
10101 Woodfield Lane
St Louis, MO 63132
30-0012246
(16) St Mary's Hospital Auxiliary Fundraising MO 501(c)(3 Type II NA No
100 St Marys Medical Plaza
Jefferson City, MO 65101
43-6049878
(17) Good Samaritan Hospital Auxihary Fundraising IL 501(c)(3 Type III-FI NA No
605 North 12th Street
Mt Vernon, IL 62864
23-7049599
(18) St Anthony Shawnee Hospital Inc Health Care OK 501(c)(3 3 SSM Health Care of No
Oklahoma
1000 N Lee Ave
Oklahoma City, OK 73102
45-5055149
(19) SSM Audrain Health Care Inc Health Care MO 501(c)(3 3 SSM Regional Health No
Services
10101 Woodfield Lane
St Louis, MO 63132
43-1550298




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

(a) (b) (o) (d) (e) (f) (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charty Direct controlling Section 512
(state section status entity (b)(13)
or foreign country) (if section 501(c) controlled
(3)) entity?
Yes No
(41) Audrain Medical Center Foundation Inc Fundraising MO 501(c)(3 Typel SSM Audrain Health No
CareInc

620 E Monroe Street
Mexico, MO 65265
43-1265060



Form 990, Schedule R, Part III - Identification of Related Organizations Taxable as a Partnership

(o) (e) (h) 6))

(D
Legal (d) Predominant (f) (g9) Disproprtionate ; General K
Domicile Direct Share of total prop Code V-UBI (k)

Share of end-of- ) ;5cat10ns? amount In or Percentage

(State Controlling Income year assets Box 20 of Schedul Managing ownership
or Entity ox of >chedule pariner?

Foreign

K-1
Country)

(a) (b)
Name, address, and EIN of Primary activity
related organization

Income
(related,
unrelated,
excluded from

tax under (Form 1065)

SSM St Joseph Endoscopy
Center LLC

10101 Woodfield Lane
St Louis, MO 63132
27-0046559

Surgery Services

MO NA

sections
512-514)

N/A

Yes

No

Yes No

St Clare Imaging Services

707 14th Street Suite A
Baraboo, WI 53913
20-0122365

Diag Services

WI SSM Health
Care of
Wisconsin

Related

349,641

1,408,090

50 %

Mt Vernon Radiation
Therapy Center LLC

10101 Woodfield Lane
St Louis, MO 63132
20-1382620

Radiation Therapy

IL NA

N/A

Sleep & Neurology Center of
S Illinois LLC

10101 Woodfield Lane
St Louis, MO 63132
20-8468195

Diag Services

IL NA

N/A

SMHC Surgical Co-Mgmt
Company LLC

100 St Marys Medical Plaza
Jefferson City, MO 65101
20-8929305

Management

MO NA

N/A

SMHC Cardiovascular Co-
Mgmt Company LLC

100 St Marys Medical Plaza
Jefferson City, MO 65101
20-8929381

Management

MO NA

N/A

SMHC Musculoskeletal Co-
Mgmt Company LLC

100 St Marys Medical Plaza
Jefferson City, MO 65101
20-8929237

Management

MO NA

N/A

ChowSMGSI Office Building
LLC

10101 Woodfield Lane
St Louis, MO 63132
37-1383861

MOB

IL NA

N/A

Center for Comprehensive
Cancer Care LLC

10101 Woodfield Lane
St Louis, MO 63132
20-1382727

MOB

IL NA

N/A

Shawnee Real Estate
Holdings LLC

1000 N Lee Ave
Oklahoma City, OK 73102
45-5458304

MOB

OK NA

N/A

SSM RX Express LLC

10101 Woodfield Lane
St Louis, MO 63132
26-4031708

Pharmacy

MO NA

N/A

Dean Clinic & St Marys
Hospital Accountable Care
Organization LLC

1808 West Beltline Highway
Madison, WI 53713
45-2995500

Accountable Care
Organization

WI SSM Health
Care of
Wisconsin

Related

-900,579

952,732

50 %

Wisconsin Integrated
Information Technology and
Telemedicine Systems LLC

1808 West Beltline Highway
Madison, WI 53713
39-2016715

Information
Technology
Services

WI SSM Health
Care of
Wisconsin

Related

-7,764,514

4,440,597

50 %

Dean Health Holdings LLC

1277 Deming Way
Madison, WI 53717
26-1594709

Support Services

WI SSM Health
Care of
Wisconsin

Related

3,953,799

17,138,971

47 37 %

Wingra Building Group

1808 West Beltline Highway
Madison, WI 53713
39-0237060

MOB

WI NA

N/A




Form 990, Schedule R, Part III - Identification of Related Organizations Taxable as a Partnership

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

Janesville Riverview Clinic
Building Partnership

1808 West Beltline Highway
Madison, WI 53713
39-6220698

(b)

Primary activity

MOB

(o)
Legal
Domicile
(State
or
Foreign
Country)

WI

Controlling

NA

(d)

Direct

Entity

. 6))
(e) () (9) (h) () General
Predominant Share of total  Share of end- Disproprtionate Code V-UBI amount or (k)
income(related, e ¢ allocations? n Managing Percentage
unrelated, income oryearassets Box 20 of Schedule p_ thar? ownership
excluded from K-1
tax under (Form 1065)
sections
512-514)
Yes No Yes No

N/A



Form 990, Schedule R, Part IV - Identification of Related Organizations Taxable as a Corporation or Trust
(o)

Legal Domicile
(State or
Foreign
Country)

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

Yes

SSM Managed Care Organization LLC
10101 Woodfield Lane

St Louis, MO 63132

43-1708511

(b)

Primary activity

No

Health
Promotion

MO

Direct Controlling

NA

(e)

Type of entity
(C corp, S corp,

or trust)

Corporation

Share of total

(9) (h)
Share of Percentage
end-of-year ownership
assets

(i
Section 512(b)
(13) controlled

entity?

FPP Inc

10101 Woodfield Lane
St Louis, MO 63132
43-1465174

Health Care

MO

NA

Corporation

Diversified Health Services Corp
10101 Woodfield Lane

St Louis, MO 63132
43-1369305

Medical
Equipment

MO

NA

Corporation

SSM Cardio and Thoracic Services Inc
10101 Woodfield Lane

St Louis, MO 63132

26-0286559

Health Care

MO

NA

Corporation

SSM Properties Inc
10101 Woodfield Lane
St Louis, MO 63132
43-1462486

Property
Services

MO

NA

Corporation

SSM Depaul Medical Group Inc
10101 Woodfield Lane

St Louis, MO 63132
43-1715106

Health Care

MO

NA

Corporation

SSM St Charles Clinic Med Group Inc
10101 Woodfield Lane

St Louis, MO 63132

43-0626408

Physician
Offices

MO

NA

Corporation

Health First Phys Management
10101 Woodfield Lane

St Louis, MO 63132
73-1534336

Medical
Services

oK

NA

Corporation

SSMHCS Liability Trust Il
10101 Woodfield Lane

St Louis, MO 63132
81-6128118

Insurance

MO

NA

Corporation

SSM Neurosclences Inc
10101 Woodfield Lane
St Louis, MO 63132
26-3413981

Health Care

MO

NA

Corporation

SSM Medical Group Inc
10101 Woodfield Lane
St Louis, MO 63132
43-1664107

Physician
Offices

MO

NA

Corporation

SSMHC Insurance Company
10101 Woodfield Lane

St Louis, MO 63132
03-0310431

Insurance

CA

NA

Corporation

SSM Orthopedic Inc
10101 Woodfield Lane
St Louis, MO 63132
27-1557033

Health Care

MO

NA

Corporation

SSM Cancer Care Inc
10101 Woodfield Lane
St Louis, MO 63132

27-1557324

Health Care

MO

NA

Corporation

Physicians Services Corp of Southern
Ilhnois

10101 Woodfield Lane

St Louis, MO 63132

36-4161526

Health Care

IL

NA

Corporation




Form 990, Schedule R, Part IV - Identification of Related Organizations Taxable as a Corporation or Trust

(a) (f)
Name, address, and EIN of related (b) (c) (d) (e) Share of total (9) (h) (i)
organization Primary activity Legal Domicile Direct Controlling Type of entity income Share of Percentage Section 512(b)
(State or Entity (C corp, S corp, end-of-year ownership
Foreign or trust) assets (13) controlled
entity?

Country)

Yes No

Dean Health Systems Inc Physician WI NA C Corporation No

1808 West Beltline Highway Offices

Madison, WI 53713

39-1128616

Dean Health Insurance Inc Insurance WI NA C Corporation No

PO Box 56099

Madison, WI 53705

39-1830837

Dean Health Plan Inc Insurance WI NA C Corporation No

PO Box 56099

Madison, MO 53705

39-1535024

St Marys Dean Ventures Inc Physician WI NA C Corporation No

1808 West Beltline Highway Offices

Madison, WI 53713

39-1628491

Dean Retall Services Inc Property WI NA C Corporation No

1808 West Beltline Highway Services

Madison, WI 53713

39-1717636

Navitus Holdings LLC Pharmacy WI NA C Corporation No

1808 West Beltline Highway Benefits

Madison, WI 53713

80-0968174

YagneshV Oza MD Inc Physician IL NA C Corporation No

4117 Veterans Memorial Drive Offices

Mt Vernon, IL 62804




