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OMB No _1545-0047

2014

Open to Public
Inspection

Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)
P Do not enter social security numbers on this form as it may be made public,
P> Information about Form 990 and its instructions Is at www.irs.gov/form990.

A_ For the 2014 calendar year, or tax year beginning ,and ending
B Checkifapplicable JC Name of organization

Address change
D Name change

[:l Initral retun

Final return/
terminated

[:l Amended return F
I—__] Application pending

rom 990

Department of the Treasury
Intemal Revenue Service

D Employer identification number

COMMUNITY HOSPITAL OF ANACONDA

Doing business as
Number and street (or P O box if mail is not delivered to street address)
401 W PENNSYLVANIA

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

ANACONDA MT 59711

Name and address of pnncipal officer

JOHN S. MCNEECE, CEO

401 W PENNSYLVANIA

ANACONDA MT 59711

| Ta status I—ﬂ 501(c)(3) [—I 501(c) ( ) dgnsertno) m 4847(a)(1) or [_l 527
J_ website: > WWW . COMMUNITYHOSPITALOFANACONDA .ORG

K Form of organization m Corporation |_] Trust l_] Association |—| Other P>

81-0303913

E Telephone number

406-563-8521

Room/suite

G Grossreceiptss 39,893,777

H(a) Is this a group retum for subordlnalesD Yes @ No

H(b) Are all subordinates included? D Yes D No
If "No," attach a list (see instructions)

P

H(c) Group exemption number >
| L Yearof formaton 1969 I M State of legal domicle MT

Part | Summary
1 Bnefly describe the organization's mission or most significant activities
8 TO PROVIPE A CARING ENVIRONMENT, RESPONDING WITH EXCELLENCE TO THE HEALTH
§ CARE NEEDS OF THOSE WE SERVE. RESPECTING THE DIGNITY AND RECOGNIZING THE
§ WORTH OF EACH PERSON IS THE FOUNDATION OF OUR COMMITMENT TO CARE.
8 2 Check this box )D if the organization dlscontlnued its operations or disposed of more than 25% of its net assets
o3 | 3 Number of voting members of the governing body (Part VI, line 1a) 3 11
_3 4 Number of independent voting members of the governing body (Part VI, line 1b) 4 7
E § Total number of individuals employed in calendar year 2014 (Part V, line 2a) 5 | 408
&| 6 Total number of volunteers (estimate if necessary) _ 6 | 65
7aTotal unrelated business revenue from Part VIIL, column (C), line 12 7a 65,527
b Net unrelated business taxable income from Form 990-T, line 34 7b -7,920
Prior Year Current Year
g| 8 Contributions and grants (Part VIII, line 1h) 597,744 1,561,313
S| © Program service revenue (Part Vill, line 2g) 35,584 ,623| 38,242,246
& | 10 investment income (Part Vill, column (A), lines 3, 4, and 7d) 34,563 20,557
&1 14 Other revenue (Part Vill, column (A), Iines 5, 6d, 8c, 9c, 10c, and 11e) 80,884 69,661
12 Total revenue — add lines 8 through 11 (must equal Part Vill, column (A), line 12) 36,297,814 39,893,777
13 Grants and similar amounts paid (Part IX, column (A), ines 1-3) 27,973 29,686
14 Benefits paid to or for members (Part IX, column (A), line 4) 0
@ 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 19,244,098] 22,072,356
2 1eaProfessional fundraising fees (Part IX, column (A), ine 11e) 0
& b Total fundraising expenses (Part IX, column (D), line 25) P 0
o 17 Other expenses (Part IX, column (A), lines 11a—j4d=14f-24e) — 16,443,960{ 17,493,076
18 Total expenses. Add lines 13—17 (must equal Part IX, cgmﬁr:ni?ﬁf): il}]é!ZS")) 35,716,031 39,595,118
19 Revenue less expenses. Subtract line 18 from line 127 A 581,783 298,659
- 75 B O Beginning of Current Year End of Year
85 20 Total assets (Part X, line 16) @l NOV 2.8 2015 |1l 28,916,203 37,881,071
22 21 Total liabiliies (Part X, line 26) o Y | 14,051,117] 22,465,241
23 22 Net assets or fund balances Subtract line 21 froln Ine 20 7~ rorept L LET 14,865,086| 15,415,830
Partll___ Signature Block AT

Under penalties of penury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it1s

true, correct, and cop'lplete Declaratlorbof pjgparer (other than officer) is based on all information of which preparer has any knowledge

1 ll=l-15

:Aou)\a.%\ DYV IS

@giature of officer

LAURA AUSTIN

Sign
Here

Date

V.P. OF FINANCE

Type or pnnt name and tile / y
Pnnt/Type preparer's name Prepare smnM Date Check D | PTIN
Paid THOMAS DINGUS 11/16/15 selftemployed | P00951009
Preparer | o sname b DINGUS, ZARECOR & SPCIATES . PLLC rrisend  20-0079326
Use Only 12015 E MAIN AVE
Fimsaadress »  SPOKANE VALLEY, WA 99206-6130 proneno  509-242-0874

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

~ [X] ves [ [No

ﬁ 602 T ¢ 230 d3NNVOS

For Paperwork Reduction Act Notice, see the separate instructions.
DAA
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ANACONDA

Form 990 (2014) COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 2
Partill  Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line in this Part 11l [ ]
1 Briefly describe the organization's mission
TO PROVIDE A CARING ENVIRONMENT, RESPONDING WITH EXCELLENCE TO THE HEALTH
CARE NEEDS OF THOSE WE SERVE. RESPECTING THE DIGNITY AND RECOGNIZING THE
WORTH OF EACH PERSON IS THE FOUNDATION OF OUR COMMITMENT TO CARE.

2 Dud the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ? D Yes @ No
If "Yes," describe these new services on Schedule O

3 D the organization cease conducting, or make significant changes in how It conducts, any program
services? D Yes @ No
If "Yes," describe these changes on Schedule O

4 Describe the organization's program service accomphshments 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$ 35,419,933 including grants of$ ) Reverue$ 38,176,719)
COMMUNITY HOSPITAL OF ANACONDA IS COMPRISED OF A 25-BED CRITICAL ACCESS
HOSPITAL AND A 62-BED NURSING HOME FACILITY WHICH PROVIDES HEALTH CARE
SERVICES. THE HOSPITAL PROVIDED 4,861 DAYS OF INPATIENT ACUTE CARE
SERVICES, 89,230 OUTPATIENT VISITS, 8,092 EMERGENCY ROOM/CONVENIENT CARE
VISITS, AND 1,288 SURGERIES. THE NURSING HOME PROVIDED 20,585 DAYS OF
RESIDENT SERVICES FOR THE YEAR ENDED DECEMBER 31, 2014.

THE HOSPITAL PROVIDES CARE TO PERSONS COVERED BY GOVERNMENTAIL PROGRAMS AT
OR BELOW COST AND TO INDIVIDUALS WHO ARE UNABLE TO PAY. THE UNREIMBURSED
CHARGES OF PROVIDING CARE TO THESE PATIENTS WAS $512,641 FOR CHARITY CARE,
$13,690,482 FOR MEDICARE, $3,128,235 FOR MEDICAID, AND $7,695,742 FOR
OTHER THIRD PARTY PAYORS FOR THE YEAR ENDED DECEMBER 31, 2014.

4b (Code ) (Expenses $ 29,686 including grants of$ 29,686 ) (Revenue $ )
COMMUNITY HOSPITAL OF ANACONDA ALSO SPONSORS NUMEROUS YOUTH GROUPS AND
ACTIVITIES WITHIN ITS COMMUNITY.

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 P 35,449,619

DAA Form 990 (2014




ANACONDA

Form 990 (2014) COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 3
Part IV Checklist of Required Schedules
Yes| No
1 s the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If “Yes,”
complete Schedule A 11X
2 |s the organization required to complete Schedule B, Schedule of Contributors (see Instructions)? 2 | X
3 D the organization engage In direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If “Yes,” complete Schedule C, Part | 3 X
4 Section 501(c)(3) organizations. Did the organization engage In lobbying activities, or have a section 501(h)
election In effect during the tax year? If "Yes," complete Schedule C, Part Ii 4 | X
5 s the organization a section 501(c)(4), 501(c)5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yes," complete Schedule C,
Part Il 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,” complete Schedule D, Part | 6 X
7 Dd the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Part Il 7
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part Il 8 X
9 D 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 negotiation services? If “Yes,” complete Schedule D, Part IV 9 X
10 D the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If “Yes,” complete Schedule D, Part V 10
11  If the organization's answer to any of the following questions 1s “Yes,” then complete Schedule D, Parts VI,
VII, VI, IX, or X as applicable
a Did the organization report an amount for land, buildings, and equipment in Part X, line 107 If "Yes,"
complete Schedule D, Part VI 11a| X
b Did the organization report an amount for investments—other secunties in Part X, line 12 that 1s 5% or more
of its total assets reported in Part X, line 167 if "Yes," complete Schedule D, Part VI 11b
¢ Dud the organization report an amount for investments—program related in Part X, ine 13 that 1s 5% or more
of its total assets reported in Part X, line 162 If "Yes," complete Schedule D, Part VI 11¢c
d Dud the organization report an amount for other assets in Part X, line 15 that 1s 5% or more of its total assets
reported in Part X, line 1672 If "Yes," complete Schedule D, Part IX 11d
e D the organization report an amount for other habilities in Part X, ine 257 If "Yes," complete Schedule D, Part X 11e
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's hability for uncertain tax positions under FIN 48 (ASC 740)7 If "Yes," complete Schedule D, Part X 11f
12a Did the organization obtain separate, iIndependent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts XI and Xi 12a| X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If "Yes," and if
the organization answered "No" to line 12a, then completing Schedule D, Parts XI| and Xl 1s optional 12b X
13 Is the organization a school described in section 170(b)(1)(A)(n)? If “Yes,” complete Schedule E 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts | and IV 14b X
15 Did the organization report on Part IX, column (A), ine 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If “Yes,” complete Schedule F, Parts Il and IV 15 X
16 Did the organization report on Part IX, column (A), ine 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If “Yes,” complete Schedule F, Parts lll and IV 16 X
17 Dud the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part I1X, column (A), hnes 6 and 11e? If “Yes,” complete Schedule G, Part | (see instructions) 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Part Il 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part Vill, line 9a?
If "Yes," complete Schedule G, Part Il 19 X
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H 20a| X
b If“Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return? 200 X
Form 990 (2014)
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ANACONDA

Form 990 (2014) COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 4
Part IV Checklist of Required Schedules (continued)
Yes | No
21 Dud the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 17 If “Yes,” complete Schedule I, Parts | and Il 21 X
22 D the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), fine 2? If “Yes,” complete Schedule |, Parts | and !lI 22 X
23 Dud the organization answer “Yes” to Part VII, Section A, Iine 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete Schedule J 231 X
24a Dud the organization have a tax-exempt bond 1ssue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If “Yes,” answer lines 24b
through 24d and complete Schedule K If “No,” go to line 25a 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? 24b
¢ Dud the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? 24c
d Dud the organization act as an “on behalf of" issuer for bonds outstanding at any time during the year? 24d
25a 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 | 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
If "Yes," complete Schedule L, Part | 25b X
26 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? If "Yes," complete Schedule L, Part Il 26 X
27 Dud 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 member of any of these persons? If “Yes,” complete Schedule L, Part lll 27 X
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions)
a A current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, Part IV 28a
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L, Part IV 28b
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If “Yes,” complete Schedule L, Part IV 28c
29 D the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Schedule M 29 X
30 D the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complete Schedule M 30 X
31 Dud the organization hquidate, terminate, or dissolve and cease operations? If “Yes,” complete Schedule N,
Part | 31 X
32 Dd the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part Il 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301 7701-2 and 301 7701-3? If “Yes,” complete Schedule R, Part | 33 X
34 Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Parts I, Ill,
or IV, and Part V, line 1 #| X
35a Dud the organization have a controlled entity within the meaning of section 512(b)(13)? 35a| X
b If"Yes" to ine 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, line 2 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Part V, line 2 36 X
37 Dud the organization conduct more than 5% of its activities through an entity that 1s not a related organization
and that i1s treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R,
Part VI 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, ines 11b and
197 Note. All Form 990 filers are required to complete Schedule O 38| X

DAA

Form 990 (2014)




ANACONDA

Form 990 (2014) COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 5
PartV  Statements Regarding Other IRS Filings and Tax Compliance
Check If Schedule O contains a response or note to any line in this Part V []
Yes| No
1a Enter the number reported in Box 3 of Form 1096 Enter -0- if not applicable 1a 43
b Enter the number of Forms W-2G included in line 1a Enter -0- if not applicable ib| O
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners? 1c | X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return 2a | 408
b If at least one I1s reported on line 2a, did the organization file all required federal employment tax returns? 2b
Note. If the sum of lines 1a and 2a 1s greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a | X
b If“Yes,” has it filed a Form 990-T for this year? If “No” to ine 3b, provide an explanation in Schedule O 3b | X
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)? 4a X
b If “Yes,” enter the name of the foreign country P
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 X
Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b X
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
organization solicit any contributions that were not tax deductible as chantable contributions? 6a X
b If“Yes,” did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment In excess of $75 made partly as a contribution and partly for goods
and services provided to the payor? 7a X
b If“Yes,” did the organization notify the donor of the value of the goods or services provided? 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file Form 82827 7c
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 premwums on a personal benefit contract? 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? 7
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time during the year? 8
9 Sponsoring organizations maintaining donor advised funds.
a 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
a Imtation fees and capital contributions included on Part Vi, line 12 10a
b Gross receipts, included on Form 990, Part VI, ne 12, for public use of club facilities 10b
11  Section 501(c)(12) organizations. Enter
a Gross iIncome from members or shareholders 11a
b Gross Income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them ) 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization fiing Form 990 in lieu of Form 104172 12a
b If “Yes,” enter the amount of tax-exempt interest received or accrued during the year l 12b|
13  Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more than one state? 13a
Note. See the instructions for additional information the organization must report on Schedule O
b Enter the amount of reserves the organization 1s required to maintain by the states in which
the organization is licensed to i1ssue qualified health plans 13b
¢ Enter the amount of reserves on hand 13c
14a Did the organization receive any payments for indoor tanning services durnng the tax year? 14a X
b If"Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O 14b

DAA

Form 990 (2014)




ANACONDA

Form 990 (2014) COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 6
Part Vi Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No"
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O See instructions.
Check if Schedule O contains a response or note to any line in this Part VI X
Section A. Governing Body and Management

Yes| No
1a Enter the number of voting members of the governing body at the end of the tax year 12| 11
If there are maternial differences in voting nghts 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
b Enter the number of voting members included n line 1a, above, who are independent b | 7
2 Dd any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? 2 | X
3 Dud the organization delegate control over management duties customanly performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? 3 X
4 D the organization make any significant changes to its governing documents since the prior Form 990 was filed? 4 X
6§ Did the organization become aware during the year of a significant diversion of the organization's assets? 5 X
6 D the organization have members or stockholders? 6 X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? 7a
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by the following
a The governing body? ga| X
b Each committee with authonty to act on behalf of the governing body? sb | X
9 s there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization’s mailing address? If “Yes," provide the names and addresses in Schedule O 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code )
Yes| No
10a Did the organization have local chapters, branches, or affiliates? 10a X
b If“Yes,” did the organization have written policies and procedures governing the activities of such chapters,
affillates, and branches to ensure their operations are consistent with the organization's exempt purposes? 10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? 11a| X
b Describe in Schedule O the process, If any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If “No,” go to line 13 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give nise to conflicts? | 12b| X
¢ Dud the organization regularly and consistently monitor and enforce comphance with the policy? If “Yes,”
describe in Schedule O how this was done 12¢| X
13 Did the organization have a written whistleblower policy? 13| X
14 Did the organization have a written document retention and destruction policy? 141 X
15 Dud the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEO, Executive Director, or top management official 15a| X
b Other officers or key employees of the organization 15b| X
If “Yes” to line 15a or 15b, describe the process in Schedule O (see instructions)
16a Dud the organization invest In, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year? 16a X
b If “Yes,” did the organization follow a written policy or procedure requiring the organization to evaluate its
participation In joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements? 16b

Section C. Disclosure
17  List the states with which a copy of this Form 990 1s required to be filed > NONE
18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection Indicate how you made these available Check all that apply
D Own website D Another's website @ Upon request D Other (explain in Schedule O)
19 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
20 State the name, address, and telephone number of the person who possesses the organization's books and records P
LAURA AUSTIN, V.P. OF FINANCE 401 W PENNSYLVANIA
ANACONDA MT 59711 406-563-8521

DAA Form 990 (2014)




ANACONDA

Form 990 (2014) COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 7
Part VI Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any line in this Part Vi []
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

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

e List ali of the organization's current officers, directors, trustees (whether individuals or organizations), regardless of amount of
compensation Enter -0- in columns (D), (E), and (F) if no compensation was paid
o List all of the organization's current key employees, If any See instructions for definition of "key employee "

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

o List all of the organization's former officers, key employees, and highest compensated employees who received more than

$100,000 of reportable compensation from the organization and any related organizations

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

| List persons In the following order individual trustees or directors, institutional trustees, officers, key employees, highest
compensated employees, and former such persons

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

(A) (B) (c) (D) (E} (F)
Name and Title Average Position Reportable Reportable Estimated
hours per {do not check more than one compensation compensation from amount of
week box, unless person is both an from related other
(list any officer and a director/trustee) the organizations compensation
\ hours for ssTsTo =1 organization (W-2/1099-MISC) from the
i related ;.‘ % 2 F:f K3 _g_cg_ % {W-2/1099-MISC}) organization
organizations ?; a| & o ‘30 28| @ and related
below dotted g9 S © |8 ] organizations
line) 5| 2 ‘r% 3
(1)PETER SORINI, MD
: 40.00
| SURGEON/TRUSTEE 0.00 {X 993,115 0 0
(2 JOHN S. MCNEECE
40.00
CEO/TRUSTEE 0.00 IX X 397,894 0 17,717
(3) SHAWNA BAKER, MD
40.00
PHYSICIAN/TRUSTEE 0.00 [X 264,500 0 28,688
(49)BOB FRANCISCO
1.00
CHAIR 0.00 {X X 0 0 0
(5)LEE ANN BARTOLETTI
1.00
VICE CHAIR 0.00 (X X 0 0 0
(6)BILL FINNEGAN
1.00
SECRETARY-TREASURER 0.00 |X X 0 0 0
(7'GENE VUCKOVICH
1.00
TRUSTEE 0.00 |X 0 0 0
(8) JACK HAFFEY
1.00
TRUSTEE 0.00 |X 0 0 0
(9)STAN BLAZ
1.00
TRUSTEE 0.00 |X 0 0 0
(100 JODI MCCARTHY
1.00
TRUSTEE 0.00 |X 0 0 0
(1)JESSE LASLOVICH
1.00
TRUSTEE 0.00 iX 0 0 0

DAA Form 990 (2014)
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Form 990 (2014) COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 8
Part Vil Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) (€} (D) (E) (F)
Name and title Average Position Reportable Reportable Estimated
hours per {do not check more than one compensation compensation from amount of
week box, unless person is both an from related other
(hst any officer and a director/trustee} the organizations compensation
hours for o= = o< = organization (W-2/1099-MISC) from the
related 28| 2 g 2 Er (W-2/1099-MISC) organization
organizatons  |35| £E| 8 | o |33 E| and related
below dotted | 25| § 3 [gg]| ° organizations
line) B -% é
al 2 © ®
3 g 2
2
(12 LAURA AUSTIN
40.00
V.P. OF FINANCE 0.00 X 229,860 16,497
(13)PETER WENDT
40.00
PHYSICIAN 0.00 X 650,000 8,036
(14 FREDRICK BARTOLETTI, MD
40.00
ER PHYSICIAN 0.00 X 356,385 23,002
(15)DOUGLAS DUNHAM,| MD
39.00
ER PHYSICIAN 0.00 X 342,709 17,717
(16)REBECCA BONTADELLI
39.00
PHYSICIAN 0.00 X 341,225 12,206
(1/GREGORZ CIEZLEWICZ
39.00
PHYSICIAN 0.00 X 328,416 9,681
(18)
(19)
1b Sub-total > 3,904,104 133,544
¢ Total from continuation sheets to Part VIl, Section A | 4
d_Total (add lines 1b and 1c) > 3,904,104 133,544
2 Total number of individuals (including but not Imited to those listed above) who received more than $100,000 of
reportable compensation from the organization P2 8
Yes| No
3 D the organization hist any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual 3 X
4  For any individual listed on line 1a, i1s the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
individual 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person 5 X

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of

compensation from the organization Report compensation for the calendar year ending with or within the organization's tax year

Name and ts\es)mess address Descnphgﬁ)of services Comggr!sallon

DR PETER SORINI 22 BITTERSWEET

BUTTE MT 59701 SURGEON SRVCS 993,115
DR JONATHAN PINE 305 W|PENN AVE

ANACONDA MT 59711 SURGEON SRVCS 674,202
DR THOMAS MCMAHON 401 W|PENN AVE

ANACONDA MT 59711 SURGEON SRVCS 376,326
MARK VANDOLAH 401 W|PENN AVE

ANACONDA MT 59711 CRNA SRVCS 345,593
BRIAN BRADLEY 401 W|PENN AVE

ANACONDA MT 59711 PAIN MGMT SRVCS 345,254
2 Total number of Independent contractors (including but not imited to those listed above) who

received more than $100.000 of compensation from the organization P 8

DAA

Form 990 (2014)
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Form 990 (2014) COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 9
Part VIl Statement of Revenue
Check if Schedule O contains a response or note to any line in this Part VIII []
(A (8) ©) (D)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections

ﬂ:: revenue 512-514
Eg 1a Federated campaigns 1a
qg b Membership dues ib
'.:__.”f ¢ Fundraising events 1c
©S| d Related organizations 1d 137,864
guE_) e Government grants (contributions) 1e 1 ’ 398 ‘ 144
-2 5 f Allother contributions, gifts, grants,
55 and similar amounts not included above | 4§ 25,305
‘g% g Noncash contributions included i lines 1a-1f ~ $
Owol  h Total. Add lines 1a—1f » 1,561,313
‘é Busn Code
% 2a PATIENT SERVICE REVENUE, NET | 624100 38,171,144 38,171,144
f b PHARMACY SALES 446110 65,527 65,527
2| ¢ rentan 1ncomE 621110 5,575 5,575
bl d
El e
b33 f All other program service revenue
& | g Total. Add lines 2a-2f » | 38,242,246
3 Investment income (including dividends, interest,
and other similar amounts) | 2 20,557 20,557
4 Income from investment of tax-exempt bond proceed»
5 Royalties | 2
(1) Real (n) Personal
6a Gross rents
b Less rental exps
€ Rental inc or {loss|
d Net rental Income or (loss) >
7a Gross amount fronf (1) Securities (n) Other
sales of assets
other than inventory
b Less costor other
basis & sales exps
¢ Gain or (loss
d Netgain or (loss) >
g 8a Gross income from fundraising events
S {notincluding $
é of contributions reported on line 1c)
5 See Part IV, line 18 a
£ | b Less direct expenses b
© ¢ Net income or (loss) from fundraising events >
9a Gross income from gaming actvities
See Part IV, line 19 a
b Less direct expenses b
¢ Net income or (loss) from gaming activities >
10a Gross sales of inventory, less
returns and allowances a
b Less cost of goods sold b
¢_Net income or (loss) from sales of inventory 4
Miscellaneous Revenue Busn. Code
11a CAFETERIA REVENUE 722514 44,858 44,858
b  OTHER 900099 14,946 14,946
¢ MEDICAL RECORDS & TRANSCRIPTI 900094 9,857 9,857
d All other revenue
e Total. Add lines 11a-11d > 69,661
12 Total revenue. See instructions » 39,893,777 38,176,719 65,527 90,218

DAA

Form 990 (2014)
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Page 10

Part IX

Statement of Functional Expenses

Section 501(c)(3) and 501(c)(4) organizations must complete all columns All other organizations must complete column (A)

Check If Schedule O contains a response or note to any line in this Part IX

x|

Do not include amounts reported on lines 6b, Total o (B) {€) (D)
otal expenses Program service Management and Fundraising
7b, 8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1  Grants and other assistance to domestic organizations
and domestic governments See Part IV, line 21 29 ) 686 29 7 686
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 Part 1V, lines 15 and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees 661,968 661,968
6 Compensation not included above, to disqualified
persons (as defined under section 4358(f)(1)) and
persons descnibed in section 4958(c)(3)(B)
7 Other salaries and wages 18,139,770 16,342,906 1,796,864
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 441,727 398,071 43,656
9 Other employee benefits 1,267,657 1,120,267 147,390
10 Payroll taxes 1,561,234 1,359,535 201,699
11 Fees for services (non-employees)
a Management 30,490 30,490
b Legal 163,995 163,995
¢ Accounting 57,640 57,640
d Lobbying
e Professional fundraising services See Part IV, Iine {7
f Investment management fees
g Other (If ine 119 amount exceeds 10% of line 25, column
{A) amount, list ine 11g expenses on Schedule O) 5,112 ,485 4 ’ 786, 925 325, 560
12 Advertising and promotion 225,206 1,329 223,877
13 Office expenses 2,523,364 2,308,476 214,888
14 Information technology 371,851 371,851
15 Royalties
16 Occupancy 1,293,736 679,866 613,870
17 Travel 24,850 17,983 6,867
18 Payments of travel or entertainment expensgs
for any federal, state, or local public officials
19 Conferences, conventions, and meetings 254,527 216,887 37,640
20 Interest 194,772 164,518 30,254
21 Payments to affillates
22 Depreciation, depletion, and amortization 1,255,165 811,973 443,192
23 Insurance 858,183 854,146 4,037
24 Other expenses ltemize expenses not covered
above (List miscellaneous expenses in line 24e [f
line 24e amount exceeds 10% of line 25, column
(A) amount, list ine 24e expenses on Schedule O )
a MEDICAL SUPPLIES & DRUGS 4,427,268 4,427,268
b HOSPITAL BED TAX 325,481 325,481
¢ DUES & SUBSCRIPTIONS 254,882 126,497 128,385
d OTHER EXPENSES 59,611 7,379 52,232
e All other expenses 59,570 1,098,575[ -1,039,005
25 Total functional expenses. Add lines 1 through 24e 39 P 595 7 118 35 7 449 7 619 4 , 145 / 499 0
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 PD if
following SOP 98-2 (ASC 958-720)
DAA

Form 990 (2014)
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Form 990 (2014) COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 11
Part X Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X rL
(A) (B)
Beginning of year End of year
1 Cash—non-interest bearing 1,054,724| 1 2,492,658
2 Savings and temporary cash investments 4,237,981} 2 3,601,766
3 Pledges and grants receivable, net 134,998| 3
4 Accounts recevable, net 6,764,171| 4 6,812,684
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees
Complete Part Il of Schedule L 5
6 Loans and other receivables from other disqualified persons (as defined under sectio
4958(f)(1)), persons described in section 4958(c)(3)(B). and contributing employers apd
sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
g organizations (see Iinstructions) Complete Part Il of Schedule L 6
@ | 7 Notes and loans recewvable, net 22,000} 7 13,276
< | 8 Inventories for sale or use 641,019| 8 699,163
9 Prepaid expenses and deferred charges 303,805 ¢ 404,779
10a Land, buildings, and equipment cost or
other basis Complete Part VI of Schedule D 10a 33,001,735
b Less accumulated depreciation 10b] 12,923,085 11,594,073|10¢c] 20,078,650
11  Investments—publicly traded securities 1,984,372| 11 1,400,388
12 Investments—other securities See Part IV, line 11 399,213| 12 484,394
13 Investments—program-related See Part IV, line 11 13
14 Intangible assets 14
15 Other assets See Part iV, line 11 1,779,847 15 1,893,313
16 Total assets. Add lines 1 through 15 (must equal line 34) 28,916,203| 16 37,881,071
17 Accounts payable and accrued expenses 3,759,104/ 17 3,717,533
18 Grants payable 18
19 Deferred revenue 287 ,325| 19 263,142
20 Tax-exempt bond habilities 20
21 Escrow or custodial account liability Complete Part IV of Schedule D 21
% |22 Loans and other payables to current and former officers, directors,
‘_E' trustees, key employees, highest compensated employees, and
}3 disqualified persons Complete Part Il of Schedule L 22
1123 Secured mortgages and notes payable to unrelated third parties 9,668,695 23 17,207,641
24 Unsecured notes and loans payable to unrelated third parties 67,372] 24 52,010
25 Other habilities (including federal iIncome tax, payables to related third
parties, and other habilities not included on lines 17-24) Complete Part X
of Schedule D 268,621| 25 1,224,915
26 Total liabilities. Add lines 17 through 25 14,051,117] 26 22,465,241
™ Organizations that follow SFAS 117 (ASC 958), check here P@ and
§ complete lines 27 through 29, and lines 33 and 34.
3127 Unrestricted net assets 14,865,086 27 15,415,830
% 28 Temporarily restricted net assets 28
£ 129 Permanently restricted net assets 29
L Organizations that do not follow SFAS 117 (ASC 958), check here )D and
g complete lines 30 through 34.
@[30 Capttal stock or trust principal, or current funds 30
2 31 Paid-in or capita! surplus, or land, building, or equipment fund 31
g 32 Retained earnings, endowment, accumulated income, or other funds 32
33  Total net assets or fund balances 14,865,086| 33 15,415,830
34 Total habilities and net assets/fund balances 28,916,203 34 37,881,071

DAA

rorm 990 (2014
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Form 990 (2014) COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 12
Part XI  Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in this Part XI f_l_
1 Total revenue (must equal Part VIII, column (A), line 12) 1 39,893,771
2 Total expenses (must equal Part X, column (A), ine 25) 2 39,595,118
3 Revenue less expenses Subtract line 2 from line 1 3 298,659
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) 4 14,865,086
5 Net unrealized gains (losses) on investments 5 252,085
6 Donated services and use of facilities 6
7 Investment expenses 7
8 Prior period adjustments 8
9 Other changes in net assets or fund balances (explain in Schedule O) 9
10 Net assets or fund balances at end of year Combine iines 3 through 9 (must equal Part X, line
33, column (B)) 10 15,415,830
Part Xll Financial Statements and Reporting
Check if Schedule O contains a response or note to any line in this Part XII D
Yes | No
1 Accounting method used to prepare the Form 990 I:I Cash @ Accrual D Other
If the organization changed its method of accounting from a prior year or checked “Other,” explain in
Schedule O
2a Were the organization's financial statements compiled or reviewed by an independent accountant? 2a X
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
D Separate basis |:] Consolidated basis D Both consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant? 2b | X
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 D Consolidated basis D Both consolidated and separate basis
¢ 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| X
if the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337? 3a| X
b If “Yes,” did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits 3b| X

DAA

Form 990 (2014
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SCHEDULE A Public Charity Status and Public Support OMB No. 15450047
{Form 990 or 990-EZ) Complete if the organization is a section 501(c)(3) organization or a section 20 1 4
4947(a)(1) nonexempt charitable trust.
Department of the Treasury P Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service P Information about Schedule A (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
COMMUNITY HOSPITAL OF ANACONDA 81-0303913
Part | Reason for Public Charity Status (All organizations must complete this part ) See instructions.
The organization 1s not a private foundation because it 1s (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 | | Aschool described in section 170(b)(1)}(A)ii). (Attach Schedule E )
3 E A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).
4 | | 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 D An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Part Il )
6 : A federal, state, or local government or governmental unit descnbed in section 170(b)(1)}(A){(v).
7 | | An organization that normally receives a substantial part of its support from a governmental unit or from the general public
- described in section 170(b)(1)(A)}{vi). (Complete Part Il )
8 | | A community trust described in section 170(b)(1){A)(vi). (Complete Part Il )
9 : An organization that normally receives (1) more than 33 1/3% 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 33 1/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975 See section 509(a)(2). (Complete Part Il )
10 H An organization organized and operated exclusively to test for public safety See section 509(a)(4).
1 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 ines 11a through 11d that describes the type of supporting organization and complete lines 11e, 11f, and 11g
a D Type l. 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 D Type Il. 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 D Type lll 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 |:| Type lll non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that 1s not functionally integrated The organization generally must satisfy a distnibution requirement and an attentiveness
requirement (see instructions) You must complete Part IV, Sections A and D, and Part V.
e D Check this box If the organization received a written determination from the IRS that it 1s a Type |, Type Il, Type HI
functionally integrated, or Type Ill non-functionally integrated supporting organization
f Enter the number of supported organizations [:
g Provide the following information about the supported organization(s)
(1) Name of supported (1i) EIN (vii) Type of organization (iv) Is the organization (v} Amount of monetary {v1) Amount of
organization (described on lines 1-9 listed n your goveming support (see other support (see
above or IRC section document? nstructions) nstructions)
{see instructions))
Yes No
(A)
(8)
(C)
(D)
(E)
Total

For Paperwork Reduction Act Notice, see the Instructions for

Form 990 or 990-EZ.
DAA
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Schedule A (Form 990 or 990-E2) 2014 COMMUNITY HOSPITAL OF ANACONDA

81-0303913

Page 2

Part i

Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)}{(vi)

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under

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

Section A. Public Support

Calendar year (or fiscal year beginning in} » (a) 2010 (b) 2011 {(c) 2012 (d) 2013 (e) 2014 (f) Total
1 Gifts, grants, contributions, and
membership fees received (Do not
include any "unusual grants ")
2 Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge
4 Total. Add lines 1 through 3
5 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)
6 Public support. Subtract Iine 5 from line 4
Section B. Total Support
Calendar year (or fiscal year beginning in) »> (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) 2014 (f) Total
7 Amounts from line 4
8  Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
sources
9  Netincome from unrelated business
activities, whether or not the business
1s regularly carried on
10 Other income Do not include gain or
loss from the sale of capital assets
(Explain in Part VI )
11 Total support. Add lines 7 through 10
12  Gross receipts from related activities, etc (see instructions) [ 12
13  First five years. If the Form 990 is 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

14

15

16a
b

17a

18

Public support percentage for 2014 (line 6, column (f) divided by line 11, column (f))
Public support percentage from 2013 Schedule A, Part ll, line 14

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% support test—2013. If the organization did not check a box on line 13 or 163, and line 15 1s 33 1/3% or more,
check this box and stop here. The organization qualiffies 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 1s
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

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.
Explain in Part VI how the organization meets the “facts-and-circumstances” test The organization qualifies as a publicly
supported organization

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

> []
> []

> []

> []
> []

DAA
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Part lil Support Schedule for Organizations Described in Section 509(a)(2)

(Complete only If you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il
If the organization fails to qualify under the tests listed below, please complete Part Il )

Section A. Public Support

Calendar year (or fiscal year beginning in) » (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) 2014 (f) Total

1

7a

c
8

Gifts, grants, contnbutions, and membershi
fees received (Do not include any "unusua
grants ")

Gross receipts from admissions, merchandise
sold or services performed, or facilities
furmished 1n any activity that is related to the
organization’s tax-exempt purpose

Gross receipts 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 hnes 1 through 5

Amounts included on lines 1, 2, and 3
received 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 Iine 13 for the year
Add lines 7a and 7b

Public support (Subtract ine 7¢ from
line 6 )

Section B. Total Support

Calendar year (or fiscal year beginning in) » (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) 2014 (f) Total

9
10a

Amounts from line 6

Gross iIncome from interest, dividends,
payments received on secunities loans, rents,
royalties and income from similar sources
Unrelated business taxable income (lesg
section 511 taxes) from businesses
acquired after June 30, 1975

¢ Add lines 10a and 10b
11 Netincome from unrelated business
activities not included in line 10b, whether
or not the business Is regularly carried on
12  Other income Do not include gain or
loss from the sale of capital assets
(Explain in Part VI)
13 Total support. (Add lines 9, 10c, 11,
i and 12)
‘ 14  First five years. If the Form 990 1s for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here > D
Section C. Computation of Public Support Percentage
15  Public support percentage for 2014 (ine 8, column (f) divided by line 13, column (f)) 15 %
16  Public support percentage from 2013 Schedule A, Part I, line 15 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2014 (line 10c, column (f) divided by line 13, column (f)) 17 %
18 Investment income percentage from 2013 Schedule A, Part lli, line 17 18 %
j 19a 33 1/3% support tests—2014. If the organization did not check the box on line 14, and line 15 i1s 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 | 4 D
| 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 qualffies as a publicly supported organization > D
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions » [_|

DAA
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PartlV  Supporting Organizations
(Complete only if you checked a box on line 11 of Part | If you checked 11a of Part |, complete Sections A
and B If you checked 11b of Part |, complete Sections A and C. If you checked 11c of Part |, complete
Sections A, D, and E. If you checked 11d of Part |, complete Sections A and D, and complete Part V)
Section A. All Supporting Organizations
1 Are all of the organization’s supported organizations listed by name in the organization's governing Yes No
documents? If "No,"” describe in Part VI how the supported organizations are designated If designated by
class or purpose, descnbe the designation If historic and continuing relationship, explamn 1
2 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) 2
3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
(b) and (c) below 3a

b 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 3b
¢ D 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 3c
4a Was any supported organization not organized in the United States ("foreign supported organization")? If
"Yes" and if you checked 11a or 11bin Part |, answer (b) and (c) below 4a

b 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 4b

¢ 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 4c

Sa D 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, (1) the reasons for each such action,
() the authornity under the organization's organizing document authornzing such action, and (iv) how the action

was accomplished (such as by amendment to the organizing document) 5a
b Type |l or Type Il only. Was any added or substituted supported organization part of a class already

designated in the organization's organizing document? 5b
¢ Substitutions only. Was the substitution the result of an event beyond the organization's control? 5¢

6 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 its 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. 6

7 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 contrnibutor, or a 35-percent

controlled entity with regard to a substantial contributor? If "Yes," complete Part | of Schedule L (Form 990) 7
8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 7?
If "Yes," complete Part | of Schedule L (Form 990) 8

9a 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 descnbed

In section 509(a)(1) or (2))? If "Yes," provide detail in Part VI. 9a
b Did one or more disqualified persons (as defined in ine 9(a)) hold a controlling interest in any entity in which

the supporting organization had an interest? If "Yes," provide detail in Part VI. 9b
¢ Dud 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. 9¢

10a Was the organization subject to the excess business holdings rules of IRC 4943 because of IRC 4943(f)
(regarding certain Type Il supporting organizations, and all Type Ill non-functionally integrated supporting

organizations)? If "Yes," answer (b) below 10a
b Dud 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

Schedule A (Form 990 or 990-EZ) 2014
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Schedule A (Form 990 or 890-EZ) 2014 COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 5
PartIV__ Supporting Organizations (continued)
Yes No
11 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons descrnibed in (b) and (c)
below, the governing body of a supported organization? 11a
b A family member of a person described in (a) above? 11b
¢ A 35% controlled entity of a person described in (a) or (b) above? If “Yes" to a, b, or ¢, provide detail in Part VI. 11¢c
Section B. Type | Supporting Organizations
1 Did the directors, trustees, or membership of one or more supported organizations have the power to Yes No
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 organtzation(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 Did the 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 2
Section C. Type Il Supporting Organizations
Yes No
1 Were a majonty 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," descnibe 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 lll 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 wrnitten 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 (i1} 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 tmes duning the tax year? If "Yes," describe in Part VI the role the organization’s
supported organizations played in this regard. 3
Section E. Type lll 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 The organization satisfied the Activities Test Complete line 2 below
b The organization i1s the parent of each of its supported organizations Complete line 3 below
c The organization supported a governmental entity Describe in Part VI how you supported a government entity (see instructions)
2 Achvities 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 Dd the organization have the power to regutarly appoint or elect a majority of the officers, directors, or

trustees of each of the supported organizations? Provide detalls in Part VI. 3a
b Dud 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 reqard 3b

Schedule A (Form 990 or 990-EZ) 2014
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81-0303913 Page 6

PartV Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations

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

Section A - Adjusted Net income (A) Prior Year (B) Current Year
(optional)
1 Net short-term capital gain 1
2 Recoveries of prior-year distnibutions 2
3 Other gross income (see instructions) 3
4 Add lines 1 through 3 4
5 Depreciation and depletion 5
6 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 income (see instructions) 6
7 Other expenses (see nstructions) 7
8 Adjusted Net Income (subtract ines 5, 6 and 7 from line 4) 8
Section B - Minimum Asset Amount (A) Prior Year (B) Current Year
(optional)
1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year)
a Average monthly value of secunties 1a
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 13, 1b, and 1c) 1d
e Discount claimed for blockage or other
factors (explain in detail in Part VI)
2 Acquisition indebtedness applicable to non-exempt-use assets 2
3 Subtract line 2 from line 1d 3
4 Cash deemed held for exempt use Enter 1-1/2% of line 3 (for greater amount,
see Instructions) 4
5 Net value of non-exempt-use assets (subtract ine 4 from line 3) 5
6 Multiply line 5 by 035 6
7 Recoveres of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, Column A) 1
2 Enter 85% of line 1 2
3 Minmum asset amount for prior year (from Section B, line 8, Column A) 3
4 Enter greater of hne 2 or line 3 4
5 Income tax 1mposed in prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency temporary reduction (see instructions) 6

7 D Check here if the current year is the organization's first as a non-functionally-integrated Type lll supporting organization (see

instructions)

DAA
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PartV

Type |l Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Section D - Distributions

Current Year

1

Amounts paid 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

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions (describe in Part Vi) See instructions

Total annual distributions. Add lines 1 through 6

D IN | ||

Distributions to attentive supported organizations to which the organization 1s responsive
_{provide details in Part VI) See instructions

©

Distributable amount for 2014 from Section C, line 6

Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations {see instructions)

®

Excess Distributions

(ii)
Underdistributions
Pre-2014

(iii)
Distributable
Amount for 2014

Distnibutable amount for 2014 from Section C, line 6

Underdistributions, if any, for years prior to 2014
(reasonable cause required-see instructions)

Excess distributions carryover, If any, to 2014

From 2013

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2014 distributable amount

Carryover from 2009 not applied (see Instructions)

== |r|=® a0 |oc|v

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

Distributions for 2014 from Section
D, line 7 $

Applied to underdistributions of prior years

Applied to 2014 distributable amount

Remainder Subtract lines 4a and 4b from 4

Remaining underdistributions for years prior to 2014, if
any Subtract lines 3g and 4a from line 2 (if amount
greater than zero, see instructions)

Remaining underdistributions for 2014 Subtract lines 3h
and 4b from hne 1 (if amount greater than zero, see
instructions)

Excess distributions carryover to 2015. Add lines 3j
and 4c

Breakdown of ine 7

Excess from 2013

olajo ||

Excess from 2014

DAA
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Schedule A (Form 990 or 990-E7) 2014 COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 8
Part VI  Supplemental Information. Provide the explanations required by Part Il, line 10, Part il, ine 17a or 17b, and
Part lll, line 12 Also complete this part for any additional information. (See Instructions.)

Schedule A (Form 990 or 990-EZ) 2014
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SCHEDULE C Political Campaign and Lobbying Activities OMB No 1545.0047
(Form 990 or 390-E2) For Organizations Exempt From Income Tax Under section 501(c) and section 527 20 1 4

P> Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ | Open to Public
Department of the Treasury ; .
Internal Revenue Service P Information about Schedule C (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspect|on

If the organization answered “Yes,” to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
» Section 501(c)(3) organizations Complete Parts I-A 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 I-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 (electton under section 501(h)) Complete Part Il-A Do not complete Part II-B
» Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)) Complete Part II-B Do not complete Part 1I-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 35¢ (Proxy
Tax) (see separate instructions), then
» Section 501(c)(4), (5), or (6) organizations Complete Part lll
Name of organization Employer identification number
COMMUNITY HOSPITAL OF ANACONDA 81-0303913
Part I-A  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 expendrtures >3
3 Volunteer hours

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

1 Enter the amount of any excise tax incurred by the organization under section 4955 >3
2 Enter the amount of any excise tax incurred by organization managers under section 4955 | 2]
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? D Yes D No
4a Was a correction made? D Yes D No

b If “Yes,” descrnibe in Part IV
Part [-C  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 >3
2 Enter the amount of the filing organization’s funds contributed to other organizations for section
527 exempt function activities | &
3 Total exempt function expenditures Add hnes 1 and 2 Enter here and on Form 1120-POL,
line 17b |
4 Dd the filing organization file Form 1120-POL for this year? [:| Yes I:] 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 1s needed, provide information in Part IV

(a) Name (b) Address {c)EIN {d) Amount paid from (e) Amount of political
fiing organization’s contnbutions received and
funds If none, enter -O- promplly and directly
delvered to a separate
political organization If
none, enter -0-
(1)
(2)
(3)
(4)
(5)
(6)
For Paperwork Reduction Act Notice, see the instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2014
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Page 2

Part lI-A Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

section 501(h)).

A Check » [ ] if the fiing 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 » [ ] if the fillng organization checked box A and “limited control” provisions apply.

Limits on Lobbying Expenditures

(The term “expenditures” means amounts paid or incurred.)

(a) Fiing
organization's totals

(b) Affihated
group totals

1a Total lobbying expenditures to influence public opinion (grass roots lobbying)

b Total lobbying expenditures to influence a legislative body (direct lobbying)

¢ 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 1e, column (a) or (b) is]} The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 1e
Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000
Qver $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

g Grassroots nontaxable amount (enter 25% of line 1f)

h Subtract ine 1g from line 1a If zero or less, enter -0-

i Subtract ine 1f from line 1c If zero or less, enter -0-

j If there 1s an amount other than zero on either ine 1h or line 11, did the organization file Form 4720

reporting section 4911 tax for this year?

l_] Yes r] No

4-Year Averaging Period Under section 501(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 Iin)

(a) 2011

(b) 2012

(c) 2013

(d) 2014

(e) Total

2a Lobbying nontaxable amount

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

c Total lobbying expenditures

d Grassroots nontaxable amount

e Grassroots celling amount
(150% of line 2d, column (e))

f Grassroots lobbying expenditures

DAA
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Schedule C (Form 990 or 990-E7) 2014 COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 3
Partll-B  Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
{election under section 501(h)).

(a) (b)

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

1 Dunng the year, did the filing organization attempt to influence foreign, national, state or local

legislation, including any attempt to influence public opinion on a legislative matter or

referendum, through the use of

Volunteers?

Paid staff or management (include compensation in expenses reported on lines 1c through 11)?

Media advertisements?

Mailings to members, legistators, or the public?

Publications, or published or broadcast statements?

Grants to other organizations for lobbying purposes?

Drrect contact with legislators, their staffs, government officials, or a legislative body?

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

Other actwities? X 200

Total Add lines 1c through 11 200

Dud the activities In line 1 cause the organization to be not described in section 501(c)(3)?

If “Yes,” enter the amount of any tax incurred under section 4912

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

Part lll-A Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

C BTt Bt b b

—_— . T Q -0 QO T

)
Y
>

o

(2}

501(c)(6).
Yes | No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2 D the organization make only in-house lobbying expenditures of $2,000 or less? 2
3 Dud the organization agree to carry over lobbying and political expenditures from the prior year? 3

Partlll-B  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 llI-A, lines 1 and 2, are answered “No,” OR (b) Part lll-A, line 3, is
answered “Yes.”
1 Dues, assessments and similar amounts from members 1
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
b Carryover from last year 2b
¢ Total 2¢
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 2¢c exceeds the amount on hne 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 instructions) 5
Part IV Supplemental Information
Provide the descniptions required for Part |-A, line 1, Part I-B, line 4, Part I-C, line 5, Part II-A (affihated group list), Part lI-A, lines 1 and
2 (see instructions), and Part |I-B, line 1 Also, complete this part for any additional information

SCHEDULE C, PART II-B, LINE 1
THE HOSPITAL DOES NOT DIRECTLY PERFORM ANY LOBBYING ACTIVITIES. THE
HOSPITAL PAYS MEMBERSHIP DUES TO A STATE HOSPITAL ASSOCIATION. THE

ASSOCIATION USES A PORTION OF SUCH DUES TO CARRY OUT LOBBYING ACTIVITIES.

DAA Schedule C (Form 990 or 990-EZ) 2014
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Part IV Suppiemental Information (continued)

DAA

Schedule C (Form 990 or 990-EZ) 2014




ANACONDA

SCHEDULE D Supplemental Financial Statements OMB No_1545.0047
(Form 990) P Complete if the organization answered “Yes” to Form 990, 201 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
Internal Revenue Service P Information about Schedule D (Form 990) and its instructions is at www.irs.qov/form990. Inspection
Name of the organization Employer identification number

COMMUNITY HOSPITAL OF ANACONDA 81-0303913

Part| Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.

Complete If the organization answered “Yes” to Form 990, Part IV, line 6.
{a) Donor advised funds (b) Funds and other accounts

1 Total number at end of year

2 Aggregate value of contributions to (during year)

3 Aggregate value of grants from (durning year)

4 Aggregate value at end of year

5 Dud 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? l:] Yes [] No
6 Dud the organization inform all grantees, donors, and donor advisors In writing that grant funds can be used
only for chantable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? D Yes D No
Part Il Conservation Easements.
Complete if the organization answered “Yes” to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply)
Preservation of land for public use (e g, recreation or education) Preservation of a historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

2 Complete lines 2a through 2d If the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year Held at the End of the Tax Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure included In (a) 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a
historic structure listed in the National Register 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year P>

4 Number of states where property subject to conservation easement is located P>
§ Does the organization have a wnitten policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easements it holds? D Yes D No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year

>
7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year

>3
8 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)(n)? [] Yes [ ] No

9 In Part XIll, 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

Part lll Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered “Yes” to Form 990, Part IV, line 8.

1a If the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XIIi, the text of the footnote to its financial statements that describes these items

b If the organization elected, as permitted under SFAS 116 (ASC 958), 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
(i) Revenues included in Form 990, Part Vill, line 1 | 3
(ii) Assets included in Form 990, Part X > S

2 Ifthe 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 rtems

a Revenue included in Form 990, Part VIil, ine 1 > %
b _Assets included in Form 990, Part X |
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2014
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Schedule D (Form 990) 2014 COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 2
Part lll___ Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)
3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its

collection items (check all that apply)
a D Public exhibition d D Loan or exchange programs
b D Scholarly research e D Other
c D 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
Xin
5 Dunng 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? D Yes D No

PartlV  Escrow and Custodial Arrangements.

Complete If the organization answered "Yes" to Form 990, Part IV, line 9, or reported an amount on Form
990, Part X, line 21

1a

- 0o Q 0

2a
b

Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? [ ] Yes [ ] No
If “Yes,” explain the arrangement in Part X1l and complete the following table

Amount

Beginning balance 1c
Additions during the year 1d
Distributions during the year 1e
Ending balance 1f
Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? D Yes ; No
If “Yes,” explain the arrangement in Part XIIl Check here if the explanation has been provided in Part XIll

PartV Endowment Funds.

Complete If the organization answered “Yes” to Form 990, Part IV, ine 10.

1a

b
4

(a) Current year {b) Prior year {c) Two years back {d) Three years back {e) Four years back

Beginning of year balance

Contnibutions

Net investment earnings, gains, and
losses

Grants or scholarships

Other expenditures for facilities and
programs

Administrative expenses

End of year balance

Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as

Board designated or quasi-endowment » %

Permanent endowment > %

Temporarily restricted endowment » %

The percentages in lines 2a, 2b, and 2c¢ should equal 100%

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)

(i) related organizations 3afii)

If “Yes” to 3a(n), are the related organizations listed as required on Schedule R? 3b

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

Part VI 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 basis (b) Cost or other basis (¢) Accumulated {d) Book value
(investment) (other) depreciation

1a Land 809,274 809,274

b Buildings 6,450,729 4,013,506 2,437,223

¢ Leasehold improvements

d Equipment 12,928,809 8,496,356 4,432,453

e Other 12,812,923 413,223| 12,399,700
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), line 10c) > 20,078,650

DAA
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Schedule D (Form 990) 2014 COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 3
Part VIl Investments—Other Securities.
Complete if the organization answered “Yes” to Form 990, Part IV, ine 11b _See Form 990, Part X, line 12

{a) Description of security or category {b) Book value {c) Method of valuation

(including name of secunty) Cost or end-of-year market value

(1) Financial denvatives
(2) Closely-held equity interests
(3) Other
A)
(B)
)
(D)
(E)
(F)
G)
(H)
Total. (Column (b) must equal Form 990, Part X, col (B) line 12) »
Part Vill Investments—Program Related.
Complete if the organization answered “Yes” to Form 990, Part IV, line 11¢c. 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

(1
(2)
(3
4)
(5)
(6)
()
(8)
(&)
Total. (Column (b) must equal Form 990, Part X, col (B) line 13)
Part IX 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

()]
2)
3)
4
%)
6)
@)
@
©)
Total. (Column (b) must equal Form 990, Part X, col (B) line 15) »
Part X 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 hability (b) Book value

(1) Federal ncome taxes

(2) ESTIMATED THIRD PARTY SETTLEMENT 1,224,915

3

4)

(5)

6)

(1)

8

(9
Total. (Column (b) must equal Form 990, Part X, col (B) line 25) » 1,224,915
2. Liability for uncertain tax positions In Part XIll, provide the text of the footnote to the organization’s financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740) Check here if the text of the footnote has been provided in Part Xl li\_

DAA Schedule D (Form 990) 2014




ANACONDA

Schedule D (Form 990) 2014 COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 4
Part XI  Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered “Yes” to Form 990, Part IV, line 12a

1 Total revenue, gains, and other support per audited financial statements 1 40,145,862
2 Amounts included on line 1 but not on Form 990, Part VINl, hne 12

a Net unrealized gains (losses) on investments 2a 252,085

b Donated services and use of facilities 2b

¢ Recoveries of prior year grants 2¢

d Other (Describe in Part XIII ) 2d

e Add lines 2a through 2d 2e 252,085
3 Subtract line 2e from ine 1 3 39,893,777
4 Amounts included on Form 990, Part Vill, ine 12, but not on line 1

a Investment expenses not included on Form 990, Part VIII, hne 7b 4a

b Other (Describe tin Part Xl ) 4b

¢ Add lines 4a and 4b 4c

5 Total revenue Add lines 3 and 4c. (This must equal Form 990, Part I, line 12) 5 39,893,777
Part Xl Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.

Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

1 Total expenses and losses per audited financial statements 1 39,595,118
2 Amounts included on line 1 but not on Form 990, Part IX, hne 25

a Donated services and use of facilities 2a

b Prior year adjustments 2b

¢ Other losses 2c

d Other (Describe in Part XIIl ) 2d

e Add Iines 2a through 2d 2e

3 Subtract line 2e from line 1 3 39,595,118
4 Amounts included on Form 990, Part IX, ine 25, but not on line 1

a Investment expenses not included on Form 990, Part VIIl, ne 7b 4a

b Other (Describe in Part X1l ) 4b

¢ Add lines 4a and 4b 4c

5§ Total expenses Add lines 3 and 4c. (This must equal Form 990, Part |, ine 18 ) 5 39,595,118

Part Xilll Supplemental Information.
Provide the descriptions required for Part Il, ines 3, 5, and 9, Part lll, lines 1a and 4, Part IV, lines 1b and 2b, Part V, line 4, Part X, line

2; Part XI, lines 2d and 4b, and Part XII, lines 2d and 4b Also complete this part to provide any additional information
PART X - FIN 48 FOOTNOTE

THE HOSPITAL IS A NOT-FOR-PROFIT CORPORATION AND IS EXEMPT FROM FEDERAL
INCOME TAXES UNDER SECTION 501 (C) (3) OF THE INTERNAL REVENUE CODE.
ACCORDINGLY, NO PROVISION FOR INCOME TAX IS NECESSARY. THE HOSPITAL
EVALUATES UNCERTAIN TAX POSITIONS WHEREBY THE EFFECT OF THE UNCERTAINTY
WOULD BE RECORDED IF THE OUTCOME WERE CONSIDERED PROBABLE AND REASONABLY
ESTIMABLE. AS OF DECEMBER 31, 2014 AND 2013, THE HOSPITAL HAS NO UNCERTAIN
TAX POSITIONS REQUIRING ACCRUAL.

DAA Schedule D (Form 990) 2014
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Part Xlll Supplemental Information (continued)
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SCHEDULE H
(Form 990)

Department of the Treasury

Hospitals

P Complete if the organization answered “Yes” to Form 990, Part IV, question 20.

P Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990.

» Attach to Form 990.

OMB No 1545-0047

2014

Open to Public

Internal Revenue Service Inspection
Name of the organization Employer identification number
COMMUNITY HOSPITAL OF ANACONDA 81-0303913
Part | Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If “No,” skip to question 6a 1a | X
b If“Yes,” was it a written policy? b [ X
2 If the 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
D Applied uniformly to all hospital facilities D Applied uniformly to most hospital faciliies
D Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility critena 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 ehgibility for providing
free care? If “Yes," indicate which of the following was the FPG family income limit for eligibility for free care 3a | X
[ ] 100% [] 150% [ ] 200% X| other_130%
b Dud 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 imit for eligibility for discounted care 3b | X
[] 200% [ ] 250% [ ] 300% [ ] 350% [] 400% X| other_220%
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the critena 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 Dd the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the “medically indigent™? 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax yeafa | X
b If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? 5b X
¢ 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 eligible for free or discounted care? 5¢c
6a Dud the organization prepare a community benefit report during the tax year? 6a | X
b If “Yes,” did the organization make it available to the public? 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions Do not submit
these worksheets with the Schedule H
7__Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b) Persons {c) Total community {d) Drrect offsetting (e) Net community {f) Percent
Means-Tested Government prog?:r:;"(?ng nal) ( j:trlsc/;t; ) benefit expense revenue benefit expense e())(fp t;)rt:le
Programs
a Financial Assistance at cost (from
Worksheet 1) 266,573 266,573 0.67
b Medicad (from Worksheet 3,
column a) 3,227,972 3,227,972
€  Costs of other means-tested
government programs (from
Worksheet 3, column b)
d  Total Financial Assistance and
Programs. - oot 3,494,545 3,227,972 266,573  0.67
Other Benefits
€  Community health improvement
services and community benefit
operations {from Worksheet 4) 300,470 300,470 0.76
f Health professions education
(from Worksheet 5) 1 ’ 833 1 ’ 833
g Subsidized health services (from
Worksheet 6) 16,047,073 12,227,758 3,819,315 9.65
h  Research (from Worksheet 7)
i Cashandn-kind contrbutions
for community benefit (from
Worksheet 8) 10,068 10,068 0.03
j  Total. Other Benefits 16,359,444 12,227,758 4,131,686 10.43
k__ Total Add lines 7dand 7] 19,853,989 15,455,730 4,398,259 11.11

I;g{ Paperwork Reduction Act Notice, see the Instructions for Form 990.
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Page 2

Part i

Community Building Activities Complete this table If the organization 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 (b) Persons (c) Total community (d) Direct offsetting (e) Net community {f) Percent of
activities or served building expense revenue building expense total expense
programs {optional)
(optional)}
1 Physical improvements and housing
2 Economic development
3 Community support
4 Environmental improvements
5 Leadership development and tramning
for community members
6 Coalition building
7 Community health improvement
advocacy
8 Workforce development
9  Other
10 Total
Part I Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Dud the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No 1$?1 X
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 2 962,463
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization’s financial assistance policy Explain in 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 3
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 1s contained in the attached financial statements
Section B. Medicare
5 Enter total revenue received from Medicare (including DSH and IME) 5 11,250,739
6 Enter Medicare allowable costs of care relating to payments on line 5 6 11,328,764
7 Subtract line 6 from ine 5 This 1s the surplus (or shortfall) 7 -78,025
8 Describe in Part Vi the extent to which any shortfall reported in line 7 should be treated as community
benefit Also descrnbe 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
D Cost accounting system |:| Cost to charge ratio @ Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? 9a | X
b If “Yes,” did the organization’s collection policy that applied to the largest number of its patients during the tax year contain provisipns
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI gb | X
Part IV 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 (c) Organization’s [d) Officers, directors] (e) Physicians’
activity of entity profit % or stock trustees, orkey | profit % or stock
ownership % employees’ profit% | ownership %
Jor stock ownership %|
1 N/A
2
3
4
5
6
7
8
9
10
1
12
13
Schedute H (Form 990) 2014
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PartV Facility Information

Section A Hospital Facilities

(list In order of size, from largest to smallest—see instructions)
How many hospital facilities did the organization operate during
the tax year? 1

Name, address, primary website address, and state license number

(and If a group return, the name and EIN of the subordinate hospitg
organization that operates the hospital facility)

jendsoy pasusa]

1e2181ns ' (BOIPBW {BIBUDS)

(endsoy s,uaJpjiyn

|eydsoy Buyoes |

lendsoy sseo9e [BaNjLD

Aoy yoleesay

sinoy Z-y3

18UI0-43

Other (describe)

Facility
reporting
group

1l COMMUNITY HOSPITAL OF ANACONDA

401 W PENNSYLVANIA

ANACONDA MT 59711

WWW . COMMUNITYHOSPITALOFANACONDA . ORG

HOSPITAL

DAA
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Part V 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)

Name of hospital facility or letter of facility reporting group COMMUNITY HOSPITAL OF ANACONDA

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 1

Yes | No

Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital facility in the
current tax year or the immediately preceding tax year? 1 X
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in Section C 2 X
3 Durning the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skip to line 12 3 [ X
If “Yes,” indicate what the CHNA report describes (check all that apply)
a [X] A definition of the community served by the hospital facility
Demographics of the community
c Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
d How data was obtained
The significant health needs of the community
Primary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons,
and minonty groups
@ The process for identifying and priontizing community health needs and services to meet the
community health needs
h % The process for consulting with persons representing the community's interests

EJEIES

|

EJES|

Information gaps that imit the hospital facility's ability to assess the community's health needs
Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHN20_13
5 In conducting its most recent 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 | X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C 6a
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in Section C 6b
7 Dd the hospital facility make its CHNA report widely available to the public? 7 X
If “Yes,” indicate how the CHNA report was made widely available (check all that apply)
Hospital facility's website (st url) _ WWW . COMMUNITYHOSPITALOFANACONDA . ORG
Other website (Iist url)
Made a paper copy available for public inspection without charge at the hospital facility
Other (describe in Section C)
8 Dud the hospital faciity adopt an implementation strategy to meet the significant community health needs
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 strategﬁﬂ
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? 10
a If"Yes,” (st ur)_ WWW. COMMUNITYHOSPITALOFANACONDA .ORG
b If "No," 1s the hospital facility's most recently adopted implementation strategy attached to this return? 10b
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 orgamzation incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(r)(3)? 12a X
b If "Yes" to ine 12a, did the organization file Form 4720 to report the section 4959 excise tax? 12b
¢ If "Yes" to line 12b, what 1s the total amount of section 4959 excise tax the organization reported on Form
| 4720 for all of its hospital facilites?  $

a o T

Schedule H (Form 990) 2014
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PartV Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group COMMUNITY HOSPITAL OF ANACONDA

Yes | No

Did the hospital facility have in place during the tax year a wntten financial assistance policy that
13 Explained eligibility critena for financial assistance, and whether such assistance includes free or discounted care? 13 | X
If "Yes," indicate the eligibility critenia explained in the FAP
a [X] Federal poverty guidelines (FPG), with FPG family income timit for eligibility for free care &30 %
and FPG family income limit for eligibility for discounted care of 220 %
|| Income level other than FPG (describe in Section C)
X| Asset level
Medical indigency
Insurance status
Underinsurance status
Residency
|| Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? 14
15 Explained the method for applying for financial assistance? 15
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 |Z] Described the information the hospital facility may require an individual to provide as part of his or her
application
b @ Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c @ 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 16 | X
e D Other (describe 1n Section C)
16 Included measures to publicize the policy within the community served by the hospital facility?
If “Yes,” indicate how the hospital facility publicized the policy (check all that apply)
@ The FAP was widely available on a website (list url). WWW . COMMUNITYHOSPITALOFANACONDA . ORG
The FAP application form was widely available on a website (list url). WWW . COMMUNITYHOSPITALOFANACONDA . ORG
A plain language summary of the FAP was widely avatlable on a website (Iist urllIWWW . COMMUNITYHOSPITALOFANACONDA . ORG
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
@ The FAP application form was available upon request and without charge (in public locations in the
X]

|

JQ@ ™0 Q00U

kg

Qo T o

hospital facility and by mail)
A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
Notice of availability of the FAP was conspicuously displayed throughout the hospital facility
Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i [ ] Other (describe in Section C)
Billing and Collections
17 Dud the hospital facility have in piace during the tax year a separate billing and collections policy, or a written
financial asststance policy (FAP) that explained all of the actions the hospital facility or other authonized party
may take upon non-payment? 17 | X
18 Check all of the following actions against an individual that were permitted under the hospital facility's
policies durnng the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP
a Reporting to credit agency(ies)
b Selling an individual's debt to another party
c Actions that require a legal or judicial process
d
e

e
f
g
h

Other similar actions (describe in Section C)
m None of these actions or other similar actions were permitted

Schedule H (Form 990) 2014
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PartV Facility Information (continued)

Name of hospital facility or letter of facility reporting group COMMUNITY HOSPITAL OF ANACONDA

19

ao oo

20

a0 oo
EIESEES

e_—

f

Did the hospital facility or other authorized party perform any of the following actions during the tax year

Yes | No

before making reasonable efforts to determine the individual's eligibility under the facility's FAP? 19 X

i“Yes." check all actions in which the hospital facility or a third party engaged

Edlcate which efforts the hospital facility or other authorized party made before inittalizing any of the actions listed (whether or

Reporting to credit agency(ies)

Selling an individual's debt to another party
Actions that require a legal or judicial process
Other similar actions (describe in Section C)

not checked) in ine 19 (check all that apply)

Notified individuals of the financial assistance policy on admission

Notified individuals of the financial assistance policy prior to discharge

Notified individuals of the financial assistance policy iIn communications with the individuals regarding the individuals’ bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's
financial assistance policy

Other (describe in Section C)

None of these efforts were made

Policy Relating to Emergency Medical Care

21

a
b
c

d ﬂ Other (describe in Section C)

Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospita! 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 | X
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

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

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)

Indicate how the hospital facility determined, dunng the tax year, the maximum amounts that can be charged
to FAP-ehgible individuals for emergency or other medically necessary care

a @ The hospital facility used its lowest negotiated commercial insurance rate when calculating the

22

b D The hospital facility used the average of its three lowest negotiated commercial insurance rates when
c D The hospital facility used the Medicare rates when calculating the maximum amounts that can be
d D 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

maximum amounts that can be charged
calculating the maximum amounts that can be charged

charged

individuals who had insurance covering such care? 23 X

If “Yes,” explain in Section C
24 During the tax year, did the hospital facility charge any FAP-elgible individual an amount equat to the gross

charge for any service provided to that individual? 24 X

If “Yes,” explain in Section C

DAA
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Part V Facility Information (continued)

Section C. Supplemental information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3), 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.

FACILITY 1, COMMUNITY HOSPITAL OF ANACONDA - PART V, LINE 5

IN CONDUCTING ITS MOST RECENT CHNA, THE HOSPITAL TOOK INTO ACCOUNT

PERSONS INPUT WHO REPRESENT THE BROAD INTERESTS OF THE COMMUNITY SERVED

BY THE HOSPITAIL BY ENSURING THE ZIP CODES WITH THE LARGEST NUMBER OF

ADMISSIONS WERE INCLUDED IN THE SURVEY SAMPLE.

THE PROCESS INCLUDED A RANDOM, WRITTEN SURVEY MAILED TO 800 RESIDENTS

OF ANACONDA-DEER ILODGE COUNTY HOUSEHOLDS FOLLOWED BY THREE FOCUS GROUPS.

IN ADDITION, A STEERING COMMITTEE OF VARIOUS COMMUNITY MEMBERS WAS

FORMED TO ASSIST IN THE DEVELOPMENT OF THE SURVEY INSTRUMENT AND TO

PROVIDE A FORUM TO DISCUSS THE COMMUNITY'S ISSUES WITH RESPECT TO

HEALTHCARE .

FACILITY 1, COMMUNITY HOSPITAL OF ANACONDA - PART V, LINE 11

THE HOSPITAL WAS NOT ABLE TO ADDRESS ALL HEALTH NEEDS IDENTIFIED IN ITS

MOST RECENTLY CONDUCTED CHNA DUE TO NOT CURRENTLY HAVING THE STAFF OR

FINANCIAL RESOURCES TO DEVOTE TO THE NEED. THE NEEDS IDENTIFIED BUT NOT

ADDRESSED INCLUDE ONCOLOGY SERVICES FOR CANCER PATIENTS, ADDITIONAL

SPECIALTY SERVICES SUCH AS DERMATOLOGY, EAR/NOSE/THROAT, AND CARDIAC

REHABILITATION, AND REDUCING THE CHARGES OF HEALTH CARE SERVICES TO ITS

PATIENTS.

Schedule H (Form 990) 2014
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Page 8

PartV Facility Information (continued)

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

How many non-hospital health care facilities did the organization operate during the tax year?2

Name and address

Type of Facility (describe)

1 COMMUNITY NURSING HOME OF ANACONDA

600 MAIN

ANACONDA MT 59711 NURSING HOME
2 PINTLER HOME OPTIONS

305 W PENNSYLVANIA

ANACONDA MT 59711

HOME HEALTH AGENCY

DAA
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Part VI  Supplemental Information

Provide the following information

1

2

Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7, Part il and Part lll, hnes 2, 3, 4, 8 and

9b

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial 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

PART I, LINE 7G - SUBSIDIZED HEALTH SERVICES EXPLANATION

THE HOSPITAL HAS INCLUDED COSTS ASSOCIATED WITH PHYSICIAN CLINICS AS

SUBSIDIZED HEALTH SERVICES IN PART I, LINE 7G IN THE AMOUNT OF $7,039,154

IN COLUMN C AND $3,838,832 IN COLUMN D.

PART I, LINE 7 - COSTING METHODOLOGY EXPLANATION

THE HOSPITAL APPLIES THE RATIO OF PATIENT CARE COST-TO-CHARGES FOR

FIGURES REPORTED IN THE TABLE (TOTAL OPERATING EXPENSES LESS NON-PATIENT

CARE ACTIVITIES, MEDICAID PROVIDER TAXES, TOTAL COMMUNITY BENEFIT, AND

TOTAL COMMUNITY BUILDING EXPENSES) .

PART II - COMMUNITY BUILDING ACTIVITIES

CHA IS A LEADING SUPPORTER OF SOCIAL SERVICE PROGRAMS THAT BENEFIT LOCAL

RESIDENTS. HOSPITAL EMPLOYEES ARE ENCOURAGED TO VOLUNTEER IN THE

COMMUNITY. EMPLOYEES VOLUNTEER AT THE LOCAL FOOD BANK AND VOLUNTEER

THEIR TIME TO TEACHING BASIC LIFE SUPPORT COURSES AT LOCAL BUSINESSES.

THE HOSPITAL SUPPORTS THE LOCAL SCHOOL'S MOUTH-RINSE AND HEALTHY SNACK

PROGRAMS AND OFFERS FINANCIAL SUPPORT TO AFTER SCHOOL AND SUMMER PROGRAMS
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Part VI Supplemental Information

Provide the following information

1 Required descriptions. Provide the descriptions required for Part I, lines 3¢, 6a, and 7, Part |l and Part ll, hnes 2, 3, 4, 8 and
9b

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

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

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

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

6 Affiliated health care system. If the organization i1s part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served

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

FOR AT RISK YOUTH.

SINCE 2012, CHA HAS GIVEN AN ANNUAL $1,000 CONTRIBUTION TO THE BOYS AND

GIRLS CLUB OF ANACONDA. THE BOYS & GIRLS CLUBS OF AMERICA IS AN

ORGANIZATION THAT PROMOTES POSITIVE YOUTH DEVELOPMENT IN STUDENTS BY

PROVIDING A SAFE PLACE WITH CARING ADULTS AND FUN ACTIVITIES WHERE YOUTH

CAN SPEND THEIR FREE TIME. THE LOCAL CLUB PROVIDES TUTORING ASSISTANCE,

EDUCATIONAL ENHANCEMENT ACTIVITIES, AND SUMMER PROGRAMS TARGETED FOR AT

RISK YOUTH.

CHA IS ALSO COMMITTED TO SPONSORING LOCAL FUN RUNS AND EVENTS SUCH AS THE

ANNUAL ECHO LAKE TRAJILS ASSOCIATION RACE, ST. PATRICK'S DAY RACE, THE

ANACONDA BICYCLE FEST, AND THE BUTTE 100 BIKE RACE. THE ST. PATRICK'S

DAY RACE IS ORGANIZED BY THE LOCAL ANCIENT ORDER OF HIBERNIANS AND

INCLUDES BOTH A THREE AND SIX MILE RACE AND A WHEELCHAIR DIVISION, WITH

CLOSE TO 1,000 PARTICIPANTS. THE BUTTE 100 OFFERS 25, 50 AND 100 MILE

EVENTS WHILE THE ANACONDA BICYCLE FESTIVAL IS A TWO-DAY WEEKEND OF

BICYCLE EVENTS THAT RAISES FUNDS FOR THE UPKEEP AND RESTORATION OF
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Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part | and Part Ill, ines 2, 3, 4, 8 and
9b

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

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

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

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

6 Affiliated health care system. If the organization 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

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

ANACONDA'S WASHOE PARK. ALL EVENTS ARE DEDICATED TO RAISING AWARENESS

AND PROMOTING HEALTHY LIFESTYLES.

IN THE FALL OF 2014, COMMUNITY HOSPITAL OF ANACONDA HOSTED ITS TENTH

ANNUAL HEALTH, FITNESS AND WELLNESS FAIR. PARTICIPANTS WERE OFFERED A

SPECTRUM OF LAB WORK FOR $50, WHICH INCLUDED A TSH, LIPID PANEL, GLUCOSE

AND CBC. FOR AN ADDITIONAL $25, PARTICIPANTS COULD HAVE HEMOGLOBIN A-1C

AND/OR PSA. ALL SERVICES THAT WOULD NORMALLY COST IN EXCESS OF $300!

PARTICIPANTS RECEIVED INFORMATION ON HOW TO INTERPRET THEIR LAB RESULTS

AS WELL AS FREE BLOOD PRESSURE SCREENINGS, FREE BLOOD GLUCOSE TESTING,

OXYGEN SATURATION SCREENINGS AND COMPLIMENTARY HEALTH PROMOTION ITEMS.

CHA OFFERS THE FAIR ANNUALLY TO ENSURE THE COMMUNITY KNOWS THEIR NUMBERS

AND RISKS AND AS A RESULT, FOCUSES ON PREVENTION AND INTERVENTION.

IN 2014, CHA PROVIDED SCHOLARSHIPS TO TWO ANACONDA HIGH SCHOOL STUDENTS

PURSUING HIGHER EDUCATION IN THE HEALTHCARE ARENA. CHA ALSO PROVIDED

FUNDING FOR THE MEDSTART SUMMER CAMP WHICH IS A WEEK-LONG CAMP DESIGNED

TO_ENCOURAGE CURRENT SOPHOMORE AND JUNIOR HIGH SCHOOL STUDENTS TO PURSUE
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Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, ines 3c, 6a, and 7, Part |l and Part lll, lines 2, 3, 4, 8 and
9b

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

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

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

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

6 Affiliated health care system. If the organization 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

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

THEIR INTEREST IN A VARIETY OF HEALTHCARE CAREERS. THE CAMP FOCUSES ON

ACCEPTING STUDENTS WHO COME FROM DISADVANTAGED BACKGROUNDS, LOW-INCOME

FAMILIES, RURAL AREAS, MINORITIES, OR WILL BE FIRST IN THEIR FAMILY TO

ATTEND COLLEGE. THE AIM OF MEDSTART IS TO PROVIDE STUDENTS WHO MAY NOT

OTHERWISE HAVE THE OPPORTUNITY A CHANCE TO FURTHER EXPLORE HEALTHCARE

CAREERS, LEARN ABOUT COLLEGE LIFE, AND REALIZE IT IS POSSIBLE TO PURSUE

HIGHER EDUCATION.

IN ADDITION, CHA PROVIDED A SCHOLARSHIP FOR A PHARMACY STUDENT AT THE

UNIVERSITY OF MONTANA. CHA ALSO HOSTED SEVERAL NURSING, MID-LEVEL

STUDENTS AS WELL AS HIGH SCHOOL STUDENTS LOOKING FOR SHADOWING

OPPORTUNITIES. 1IN 2014, CHA BECAME A SITE FOR THE FAMILY MEDICINE

RESIDENCY OF WESTERN MONTANA PROGRAM.

IN 2014, CHA OFFERED TWO FIVE WEEK FREE PRE-NATAL CLASSES WHICH COVERED

A VARIETY OF TOPICS INCLUDING THE IMPORTANCE OF PRE-NATAL CARE AND FETAL

DEVELOPMENT, PREPARING FOR DELIVERY, POSTPARTUM ADJUSTMENTS AND NEWBORN

CARE. 1IN MAY OF 2014, WE PROVIDED OVER 150 FREE SPORTS PHYSICALS TO
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Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, ines 3c, 6a, and 7, Part Il and Part lll, lines 2, 3, 4, 8 and
9b

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

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

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

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

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

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

LOCAL HIGH SCHOOL AND MIDDLE SCHOOL ATHLETES. THE PHYSICALS INCLUDED A

COMPLIMENTARY ECHOCARDIOGRAM AND BAR-B-QUE! PARTNERSHIPS CONTINUED WITH

THE LOCAL METCALF SENIOR CENTER, OFFERING "SIT AND BE FIT" CLASSES AS

WELL AS A DEMENTIA SUPPORT GROUP.

CHA ALSO SUPPORTS LOCAL ARTS AND ENTERTAINMENT INCLUDING SHAKESPEARE IN

THE PARK, ALIVE AFTER FIVE AND ART IN THE PARK.

IN 2014, CHA SPONSORED THE FOLLOWING PROGRAMS:

*BOYS AND GIRLS CLUB OF ANACONDA

*AHS CLASS OF 2014 CHEMICAL FREE GRADUATION PARTY

*ANACONDA ANCIENT ORDER OF HTIBERNIANS ST. PATRICK'S DAY RUN

*SPECIAL OLYMPICS OF ANACONDA AND MONTANA

*COPPER VILLAGE MUSEUM AND ART CENTER

*UNITED VETERANS OF ANACONDA

*UNITED WAY ANACONDA

*ANACONDA RELAY FOR LIFE

*WAYNE ESTES BASKETBALL TOURNAMENT
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Part VI  Supplemental Information

Provide the following information

1

2

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part [l and Part lli, lines 2, 3, 4, 8 and

9b

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial 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 affillates 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

*ANACONDA SHAKESPEARE IN THE PARK

*COPPER VILLAGE MUSEUM AND ART CENTER

*ANACONDA A'S BASEBALL

*ANACONDA LITTLE LEAGUE

*DEMENTIA SUPPORT GROUP

*SIT & BE FIT PROGRAM

*ANACONDA FOOD BANK

*ANACONDA PUBLIC SCHOOLS

*SCHOOL. MOUTH RINSE PROGRAM

*FOOD FOR BLOOD DRIVES

*WORK SHADOWING FOR HIGH SCHOOL STUDENTS

*FREE SPORTS PHYSICALS FOR ATHLETES

*ANACONDA BICYCLE FESTIVAL

*FREE PRE-NATAL CLASSES

*MEDICAL TRAINING FOR VOLUNTEER EMS GROUPS

*JOB CORPS PICNIC

*AHS BOOSTER CLUB SPONSORSHIP

*CHA HEALTH FAIR

DAA

Schedule H (Form 990) 2014




ANACONDA

Schedule H (Form 990) 2014 COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 9

Part VI Supplemental Information

Provide the following information

1

2

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7, Part Il and Part Ill, lines 2, 3, 4, 8 and

9b

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial 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 i1s part of an affiiated health care system, describe the respective roles of the
organization and its affiliates in promoting the heaith 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

*PINTLER SUICIDE AWARENESS & PREVENTION PROGRAM

*SCHOLARSHIPS FOR_AHS GRADUATES

*NEWSPAPERS IN EDUCATION

*MARCH OF DIMES

*COMMUNITY INTERVENTION

*KIWANTIS

*UM PHARMACY SCHOLARSHIP

*MT MED START CAMP

*ANACONDA ROTARY CARING IS SHARING PROGRAM

*TRI COUNTY FAIR

PART III, LINE 2 - BAD DEBT EXPENSE METHODOLOGY

THE HOSPITAL USED THE COST TO CHARGE RATIO OF PATIENT CARE TO DETERMINE

THE COST OF BAD DEBT EXPENSE.

PART III, LINE 3 — BAD DEBT EXPENSE, PATIENTS ELIGIBLE FOR ASSISTANCE

THE HOSPITAL DID NOT TRACK THE AMOUNT OF BAD DEBT EXPENSE THAT COULD

REASONABLY BE ATTRIBUTABLE TO PATIENTS WHO LIKELY WOULD QUALIFY FOR
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Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part Il and Part lll, ines 2, 3, 4, 8 and
9b

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

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

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

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

6 Affiliated health care system. If the organization i1s part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served

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

FINANCIAL ASSISTANCE UNDER THE HOSPITAL'S CHARITY CARE POLICY BUT FOR

WHOM SUFFICIENT INFORMATION WAS NOT OBTAINED TO MAKE DETERMINATION OF

THEIR ELIGIBILITY DURING THE YEAR.

PART III, LINE 4 - BAD DEBT EXPENSE FOOTNOTE TO FINANCIAL STATEMENTS

THE PATIENT ACCOUNTS RECEIVABLE FOOTNOTE OF THE AUDITED FINANCIAL

STATEMENTS IS FOUND IN FOOTNOTE #4 ON PAGE 12 OF THE AUDITED FINANCIAL

STATEMENTS. THE PROVISION FOR BAD DEBTS IS INCLUDED IN THE FIRST

PARAGRAPH OF FOOTNOTE #4 ON PAGE 12 OF THE AUDITED FINANCIAL STATEMENTS.

PART III, LINE 8 - MEDICARE EXPLANATION

ANY MEDICARE ALLOWABLE COSTS OF PATIENT CARE SHORTFALLS ARE NOT COUNTED

AS COMMUNITY BENEFIT. THESE ALLOWABLE COSTS ARE OBTAINED FROM THE

MEDICARE COST REPORT FOR THE YEAR.

PART III, LINE 9B - COLLECTION PRACTICES EXPLANATION

IF A PATIENT CANNOT PAY THE ENTIRE BILL WITHIN THE

TIMELINE SPECIFIED IN THE BILLING/COLLECTION POLICY, AN
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Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part ll and Part lll, Iines 2, 3, 4, 8 and
9b

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

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

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

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

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

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

INTERVIEW WITH THE PATIENT IS CONDUCTED. WE SCREEN THE

PATIENT TO DETERMINE THEIR FINANCIAL STATUS. IF THEY ARE

TRUE SELF PAY WITHOUT INSURANCE, WE MAKE A REFERRAL TO THE

MASH PROGRAM TO SEE IF THEY QUALIFY FOR ANY GOVERNMENT

PROGRAMS SUCH AS MEDICAID, MEDICARE, SSI, ETC. IF THEY

HAVE BEEN SCREENED AND DO NOT QUALIFY FOR ANY PROGRAMS, WE

DETERMINE IF THEY ARE ELIGIBLE FOR OUR FINANCIAL

ASSISTANCE PROGRAM. PART OF THE FINANCIAL ASSISTANCE

PROGRAM IS A REDUCED PAYMENT PLAN THAT CAN BE APPROVED

EVEN IF THE PATIENT DOES NOT QUALIFY FOR FULL FINANCIAL

ASSISTANCE. IF THE PATIENT HAS INSURANCE, THE SAME

PROCEDURE IS COMPLETED WITHOUT THE PATIENT BEING SCREENED

BY THE MASH PROGRAM.

ANOTHER PROVISION IN THE CREDIT AND COLLECTIONS POLICY

ALLOWS THE PATIENT ACCOUNT REPRESENTATIVE TO APPROVE A

LESSER PAYMENT ARRANGEMENT IF THE ARRANGEMENT IS IN THE

BEST INTEREST OF THE HOSPITAL AND THE PATIENT. AN EXAMPLE
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Part VI  Supplemental Information

Provide the following information

1

2

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7, Part Il and Part lll, ines 2, 3, 4, 8 and

9b

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization's financial 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 is part of an affiliated health care system, describe the respective roles of the
organization and its affilates in promoting the health of the communities served

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

organization, files a community benefit report

OF THIS WOULD BE TF A PATIENT IS IN A TEMPORARY SITUATION

THAT PREVENTS MEETING A HIGHER PAYMENT, WE WILL APPROVE |

THE LOWER PAYMENT PLAN WITH A DATE TO REEVALUATE WHEN THAT

SITUATION IS RESOLVED. CHA WORKS WITH PATIENTS TO

ACCOMMODATE THEIR FINANCIAL SITUATION. THE FACT THAT THEY

CANNOT MEET THE GUIDELINES UNDER THE FINANCIAL POLICY,

DOES NOT MEAN THAT THEY ARE SENT DIRECTLY TO COLLECTIONS.

PARTIAL OR FULL PAYMENT MAY BE REQUIRED PRIOR TO SERVICE |

IN SOME SITUATIONS. ALL NON-EMERGENT PATIENTS REQUIRING A

SURGICAL PROCEDURE THAT DO NOT HAVE INSURANCE COVERAGE

MUST MEET WITH A PATIENT ACCOUNT REPRESENTATIVE PRIOR TO

HAVING THE SERVICE PROVIDED. WE INTERVIEW THE PATIENT TO

DETERMINE THEIR FINANCIAL STATUS. BASED ON THE PROCEDURE

BEING PERFORMED AND THE FINANCIAL STATUS OF THE PATIENT, A

PARTIAL OR FULL PAYMENT MAY BE REQUIRED. IF THE PATIENT

IS UNABLE TO MAKE THE PARTIAL OR FULL PAYMENT, A REFERRAL

IS MADE WITH THE MASH PROGRAM TO DETERMINE IF THE PATIENT

QUALIFIES FOR ANY GOVERNMENT PROGRAMS. ONCE SCREENED BY

DAA
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Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part Il and Part lll, ines 2, 3, 4, 8 and
9b

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

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

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

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

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

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

MASH, FOR ANY PATIENT THAT DOES NOT QUALIFY FOR ANY

GOVERNMENT PROGRAM, AN APPLICATION FOR FINANCIAL

ASSISTANCE IS OFFERED PRIOR TO THE SERVICE BEING

PERFORMED. BASED ON THE RESULTS OF THE FINANCIAL

ASSISTANCE APPLICATION, THE BALANCE OF THE ACCOUNT AND THE

PATIENT'S ABILITY TO PAY ARE EVALUATED. IF THE PATIENT

HAS THE ABILITY TO PAY, A PARTIAL OR FULL PAYMENT IS

REQUIRED. IF THE PATIENT DOES NOT HAVE THE ABILITY TO

PAY, THE ACCOUNT IS RELIEVED UNDER THE PATIENT FINANCIAL

ASSISTANCE PROGRAM.

PART VI, LINE 2 - NEEDS ASSESSMENT

IN AUGUST 2012, CHA BEGAN THE PROCESS OF CONDUCTING ANOTHER HEALTH CARE

SERVICES SURVEY AS PART OF THE COMMUNITY HEALTH SERVICES DEVELOPMENT

PROGRAM. A STEERING COMMITTEE COMPRISED OF A DIVERSE GROUP OF COMMUNITY

MEMBERS WAS FORMED TO DISCUSS THEIR PERCEPTION OF HEALTH ISSUES IN THE

COMMUNITY, PROVIDE INPUT INTO THE DEVELOPMENT OF A SURVEY INSTRUMENT AND

TO REVIEW THE RESULTS OF THE SURVEY AND FOCUS GROUPS.
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Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, ines 3c, 6a, and 7, Part Il and Part lll, lines 2, 3, 4, 8 and
gb

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

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

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

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

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

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

IN OCTOBER 2012, 800 SURVEYS WERE SENT TO A RANDOM LIST OF 800 RESIDENTS

SELECTED FROM PRIME NET DATA SOURCE. 234 SURVEYS WERE RETURNED, FOR A

32% RESPONSE RATE. THE SURVEY WAS BASED ON THE DESIGN USED EXTENSIVELY

IN ALASKA, TDAHO, WASHINGTON, WYOMING AND MONTANA. THE SURVEY WAS

DESIGNED TO PROVIDE EACH FACILITY WITH INFORMATION FROM LOCAL RESIDENTS

|
| REGARDING:
i

*DEMOGRAPHICS OF RESPONDENTS ;

*HOSPITALS, PRIMARY CARE PROVIDERS AND SPECIALISTS USED, AND REASON FOR

SELECTION;

*LOCAL HEAL.TH CARE PROVIDER USAGE;

*SERVICES PROVIDED ILOCALLY; AND

| *PERCEPTION AND SATISFACTION OF LOCAIL HEALTH CARE.

IN ADDITION, THREE FOCUS GROUPS WERE HELD TO IDENTIFY THE MOTIVES USED BY

LOCALS WHEN SELECTING HEALTH CARE PROVIDERS AND DISCOVER THE REASONS WHY

| PEOPLE MAY LEAVE THE ANACONDA AREA TO SEEK HEALTH CARE SERVICES. A KEY

INFORMANT INTERVIEW WAS ALSO HELD WITH THE ANACONDA DEER LODGE PUBLIC
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Part VI  Supplemental Information

Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, ines 3c, 6a, and 7, Part [l and Part lll, ines 2, 3, 4, 8 and
9b

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

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

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

demographic constituents it serves

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

6 Affiliated health care system. If the organization is part of an affiiated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served

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

organization, files a community benefit report

HEALTH DEPARTMENT TO IDENTIFY LOCAL HEALTH CARE ISSUES.

AN IMPLEMENTATION PLANNING TEAM WAS THEN FORMED, COMPRISED OF STAFF

LEADERS FROM COMMUNITY HOSPITAL OF ANACONDA TO SYSTEMATICALLY RESPOND TO

ALL ISSUES IDENTIFIED IN THE SURVEYS, FOCUS GROUPS AND KEY INFORMANT

INTERVIEWS, WITH CONSIDERATION GIVEN TO CHA'S PARAMETERS AND LIMITATIONS.

THE PRIORITIZED HEALTH NEEDS AS DETERMINED THROUGH THE ASSESSMENT PROCESS

AND WHICH THE FACILITY WILL BE ADDRESSING RELATES TO THE FOLLOWING:

1. ACCESS TO AFFORDABLE HEALTH CARE SERVICES AND QUALITY OF CARE

SENIOR SERVICES

ALCOHOL AND DRUG ABUSE

2
3
4. MENTAL HEALTH
5

HEALTHY BEHAVIORS AND LIFESTYLES

IN ADDRESSING THE AFOREMENTIONED ISSUES, COMMUNITY HOSPITAL OF ANACONDA

SEEKS TO:

A) IMPROVE ACCESS TO HEALTH CARE SERVICES;
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Schedule H (Form 990) 2014 COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 9
Part VI Supplemental Information

Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part Il and Part lll, lines 2, 3, 4, 8 and
9b

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

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

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

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

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

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

B) ENHANCE THE HEALTH OF THE COMMUNITY ;

C)ADVANCE MEDICAL OR HEALTH KNOWLEDGE; AND/OR

D)RELIEVE OR REDUCE THE BURDEN OF GOVERNMENT OR OTHER COMMUNITY EFFORTS

THE FOLLOWING GOALS WERE DEVELOPED TO ADDRESS THE PRIORITIZED HEALTH

NEEDS :

*GOAL 1: EXPAND COMMUNITY HOSPITAL OF ANACONDA'S ROLE IN IMPROVING ACCESS

TO LOCAL HEALTH CARE SERVICES FOR COMMUNITY MEMBERS

*GOAL 2: PROVIDE MORE SERVICES TARGETED TOWARD THE GROWING SENIOR

POPULATION

*GOAL. 3: INCREASE UTILIZATION OF RESOURCES FOR ALCOHOL/SUBSTANCE ABUSE

AND MENTAL HEALTH.

*GOAL 4: PROMOTE HEALTHY LIVING IN DEER LODGE COUNTY.

ACTIVITIES AND STRATEGIES WERE DEVELOPED FOR EACH GOAL WITH A

CORRESPONDING IMPLEMENTATION GRID.

COMMUNITY HOSPITAL OF ANACONDA (CHA) DISSEMINATED THE COMMUNITY HEALTH
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Part VI  Supplemental Information

Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part |l and Part ill, lines 2, 3, 4, 8 and
Sb

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

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

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

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

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

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

NEEDS ASSESSMENT (CHNA) AND IMPLEMENTATION PLAN BY POSTING BOTH DOCUMENTS

CONSPICUOUSLY ON CHA'S WEBSITE (WWW.COMMUNITYHOSPITALOFANACONDA.ORG) AS

WELL AS HAVING COPIES AVAILABLE AT THE FACILITY SHOULD COMMUNITY MEMBERS

REQUEST TO VIEW THE COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) OR THE

IMPLEMENTATION PLANNING DOCUMENTS.

THE STEERING COMMITTEE, WHICH WAS FORMED SPECIFICALLY AS A RESULT OF THE

CHNA PROCESS IN ORDER TO INTRODUCE THE COMMUNITY TO THE ASSESSMENT

PROCESS, WAS INFORMED OF THE IMPLEMENTATION PLAN TO SEE THE VALUE OF

THEIR INPUT AND TIME IN THE CHNA PROCESS, AS WELL AS HOW COMMUNITY

HOSPITAL OF ANACONDA IS UTILIZING THEIR INPUT. THE STEERING COMMITTEE, AS

WELL AS THE BOARD OF DIRECTORS, WILL BE ENCOURAGED TO ACT AS ADVOCATES IN

DEER LODGE COUNTY AS THE FACILITY SEEKS TO ADDRESS THE HEALTH CARE NEEDS

OF THEIR COMMUNITY.

CHA BOARD MEMBERS APPROVED AND ADOPTED THE PLAN ON NOVEMBER 27, 2013.

BOARD MEMBERS ARE ENCOURAGED TO FAMILIARIZE THEMSELVES WITH THE CHNA

REPORT AND IMPLEMENTATION PLAN SO THEY CAN PUBLICALLY PROMOTE THE
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Schedule H (Form 990) 2014 COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 9

Part VI  Supplemental Information

Provide the following information

1

2

Required descriptions. Provide the descriptions required for Part I, ines 3c, 6a, and 7, Part Il and Part lll, lines 2, 3, 4, 8 and

9b

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial 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 is part of an affiiated 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

FACILITY'S PLAN TO INFLUENCE THE COMMUNITY IN A BENEFICIAI, MANNER.

TO DATE, CHA HAS MADE THE FOLLOWING PROGRESS TOWARDS THE OUTLINED GOALS:

GOAL 1: EXPAND COMMUNITY HOSPITAL OF ANACONDA'S ROLE IN IMPROVING ACCESS

TO LOCAL HEALTH CARE SERVICES FOR COMMUNITY MEMBERS:

*PINTLER FAMILY MEDICINE EAST WAS REOPENED, WITH THREE PHYSICIANS AND A

MID-LEVEL, EXPANDING ACCESS TO PRIMARY CARE.

*IN 2014, CHA COMMENCED DISCUSSIONS WITH THE STATE OF MONTANA TO OFFER A

NEW EMPLOYEE STATE HEALTH CLINIC. THIS CLINIC REPRESENTS A NEW MODEL OF

PARTNERING WITH A LOCAL HOSPITAL IN A WAY THAT BENEFITS BOTH STATE

EMPLOYEES AND MAIN STREET MONTANA. THE BUTTE/ANACONDA AREA HAS A LARGE

NUMBER OF STATE EMPLOYEES THAT WILL TAKE ADVANTAGE OF THIS CLINIC. THE

CLINIC OPENED IN MARCH 2015.

*IN 2014, CHA LAUNCHED AN INFORMATION CAMPAIGN TO RAISE AWARENESS OF NEW

AND EXISTING SERVICES, UTILIZING NEWS PRINT, RADIO, DIRECT MAIL, THE CHA

WEBSITE AND FACEBOOK.

*AS NEW PROVIDERS ARE ADDED, CHA HAS IMPLEMENTED INTERNAL AND EXTERNAL
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Part VI  Supplemental Information

Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part |l and Part lll, lines 2, 3, 4, 8 and
9b

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

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

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

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

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

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

CAMPAIGNS TO INTRODUCE THE PROVIDER AND IMPROVE ACCESS TO CARE.

SPECIALISTS IN THE AREAS OF ENDOCRINOLOGY, UROLOGY, PULMONOLOGY/CRITICAL

CARE, AND PEDIATRICS HAVE JOINED CHA SINCE THE NEEDS ASSESSMENT WAS

COMPLETED .

*AN INSURANCE COUNSELOR/MARKET PLACE SPECIALIST IS AVAILABLE TO ASSIST

COMMUNITY MEMBERS IN NAVIGATING THE INSURANCE MARKETPLACE AND ENROLLING

FOR INSURANCE .

*SOYRING CONSULTANTS WAS ENGAGED TO EVALUATE PROCESSES IN THE CHA CLINICS.

*HCAHP SCORES ARE PART OF OUR MONTHLY QUALITY IMPROVEMENT DISCUSSION.

*CHA PRIDE AND MORALE BOOSTING STRATEGIES ARE ONGOING SUCH AS BBQS,

HOLIDAY PARTIES AND CHA APPAREL.

GOAL 2: PROVIDE MORE SERVICES TARGETED TOWARD THE GROWING SENIOR

POPULATION:

*THE DEVELOPMENT OF A MASTER FACILITY PLAN FOR THE NURSING HOME AND

EVALUATION OF STRATEGIES FOR HOME HEALTH AND HOSPICE ARE ONGOING.

*CHA CONTINUES TO ENGAGE IN THE COMMUNITY, PARTNERING WITH ANACONDA

PUBLIC SCHOOLS, AND THE METCALF SENIOR CENTER.
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Part VI  Supplemental Information

Provide the following information

1 Required descriptions. Provide the descriptions required for Part I, ines 3c, 6a, and 7, Part Il and Part lil, ines 2, 3, 4, 8 and
9b

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

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

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

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

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

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

GOAL 3: INCREASE UTILIZATION OF RESOURCES FOR ALCOHOL/SUBSTANCE ABUSE AND

MENTAT. HEALTH :

*CHA CONTINUES TO ASSESS OUR RESPONSIBILITIES REGARDING ALCOHOL AND

SUBSTANCE ABUSE IN OUR COMMUNITY AND CONTINUES TO SUPPORT ANACONDA

COMMUNITY INTERVENTION WITH PROGRAMS/ACTIVITIES TO EDUCATE YOUTH AND

DETER UNDERAGE DRINKING.

*CHA CONTINUES TO PARTNER WITH MONTANA STATE HOSPITAL FOR ADDICTIVE AND

MENTAIL, DISORDERS.

*THE CHA SPONSORED COMMUNITY DEMENTIA SUPPORT GROUP IS ONGOING.

*TRAINING OPPORTUNITIES ARE CONSTANTLY BEING ASSESSED.

GOAL 4: PROMOTE HEALTHY LIVING IN DEER LODGE COUNTY:

*CHA CONTINUES TO OFFER PRE-NATAIL CLASSES TWICE PER YEAR.

*THE ANNUAL HEALTH FAIR IS IN ITS ELEVENTH YEAR.

*THE CHA DIABETES PREVENTION PROGRAM HOLDS THREE HEALTHY LIFESTYLE

CLASSES ANNUALLY.

*GRANTS HAVE BEEN OBTAINED TO EXPAND WELLNESS PROGRAMS ON FALL PREVENTION,
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Part VI  Supplemental Information

Provide the following information

1

2

Required descriptions. Provide the descriptions required for Part |, ines 3c, 6a, and 7, Part Il and Part I, lines 2, 3, 4, 8 and

9b

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or focal government programs or

under the organization’s financial 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 i1s part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served

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

organization, files a community benefit report

STRENGTH TRAINING, ETC.

PART VI, LINE 3 - PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE

IN COMPLIANCE WITH THE COLLECTION POLICIES OF CHA, AN ANNUAL REVIEW IS

PERFORMED OF ALL CREDIT/COLLECTION AND FINANCIAL ASSISTANCE POLICIES.

ONCE REVIEWED AND REVISED, THE INFORMATION IS DISTRIBUTED TO THE

COMMUNITY IN A VARIETY OF WAYS. THE FACILITY PUBLISHED A BROCHURE THAT

IS PLACED IN PUBLIC AREAS OF ALL THE CHA FACILITIES, AS WELL AS INCLUDED

IN ALL FORMAIL, ADMISSION PACKETS TO PATIENTS. THE PATIENT ACCOUNT

REPRESENTATIVES HAND OUT THE INFORMATION DURING PATIENT CONSULTS AS WELL.

THE INFORMATION IS ALSO AVAILABLE ON THE CHA WEBSITE.

ANNUALLY, THE PATIENT ACCOUNTS LEADER DISTRIBUTES THE NEW INFORMATION TO

LOCAL AGENCIES THAT ASSIST LOW INCOME POPULATIONS. DISCUSSIONS OCCUR

WITH THE AGENCIES REGARDING THE FINANCIAL ASSISTANCE PROGRAMS AND CHA'S

ABILITY TO ASSIST PATIENTS WITH THE BURDEN OF APPLYING FOR GOVERNMENT

PROGRAMS SUCH AS DISABILITY, ETC.
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Part VI  Supplemental Information

Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part Il and Part lll, ines 2, 3, 4, 8 and
9b

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

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

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

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

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

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

} organization, files a community benefit report

PART VI, LINE 4 - COMMUNITY INFORMATION

ANACONDA-DEER L.ODGE COUNTY (ADLC) COVERS 737 SQUARE MILES OF SOUTHWESTERN

MONTANA, WITH 12.6 PERSONS PER SQUARE MILE, MAKING IT A RURAL COUNTY WITH

RURAL URBAN CONTINUUM CODE OF 7 (RUCC 1 = MOST URBAN, 10= MOST RURAL).

ANACONDA DEER LODGE COUNTY IS A DESIGNATED HEALTH PROFESSIONAL SHORTAGE

AREA (HPSA, ID#1309993042). THE 2010 POPULATION WAS 9,298 COMPARED TO A

2000 POPULATION OF 9,417, REPRESENTING A POPULATION ILOSS OF 1.3% SINCE

2000. THE MAJOR COMMUNITY IN ANACONDA-DEER LODGE COUNTY IS ANACONDA,

WITH A MEDIAN AGE OF 46 YEARS. 21.2% OF THE PEOPLE IN THE COUNTY LIVE

BELOW THE POVERTY LINE, WITH AN AVERAGE UNEMPLOYMENT RATE OF 7.8%,

COMPARED TO THE STATE RATE OF 6.8%.

COMMUNITY HOSPITAL OF ANACONDA (CHA) HAS BEEN SERVING THE HEALTHCARE

NEEDS OF ANACONDA-DEER LODGE COUNTY (ADLC) SINCE 1889. THE HOSPITAL IS A

PRIVATELY OWNED, NON-PROFIT, TWENTY-FIVE BED CRITICAL ACCESS FACILITY

BUILT IN 1981. CHA OFFERS A FULL CONTINUUM OF CARE INCLUDING INPATIENT

HOSPITAL SERVICES, OUTPATIENT SERVICES, FOUR AMBULATORY CARE CLINICS

INCLUDING INTERNAL/FAMILY MEDICINE, SURGICAL, PEDIATRICS AND CONVENIENT
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Part VI  Supplemental Information

Provide the following information

1 Required descriptions. Provide the descriptions required for Part I, hnes 3c, 6a, and 7, Part Il and Part Ill, lines 2, 3, 4, 8 and
9b

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

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

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

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

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

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

CARE, A LONG-TERM CARE FACILITY, AND HOSPICE/HOME HEALTH SERVICES. CHA

EMPLOYS CLOSE TO 400 INDIVIDUALS, WITH AN ANNUAL PAYROLL IN EXCESS OF $20

MILLION.

PART VI, LINE 5 - PROMOTION OF COMMUNITY HEALTH

COMMUNITY HOSPITAL OF ANACONDA'S BOARD OF TRUSTEES IS COMPRISED OF

COMMUNITY MEMBERS REPRESENTING MULTIPLE FACETS OF OUR COMMUNITY FROM THE

FINANCIAL SECTOR TO SMALL BUSINESS OWNERS TO RETIREES AND SCHOOL DISTRICT

EMPLOYEES. THIS VOLUNTEER BOARD HAS DEDICATED THEIR TIME TO ENSURING

THEY UNDERSTAND THE HEALTH AND WELFARE NEEDS OF OUR COMMUNITY.

MEDICAL STAFF PRIVILEGES AT CHA ARE OPEN TO ALL MEDICAL PROVIDERS WITH

ACTIVE LICENSURE. WHILE WE HAVE INSTITUTED AN ARDUOUS CREDENTIALING

PROCESS TO ENSURE PRACTITIONERS OF THE HIGHEST CALIBER ARE PRIVILEGED,

WE ENCOURAGE PRACTITIONERS FROM NUMEROUS SPECIALTIES TO MEET THE EVER

EXPANDING HEALTHCARE NEEDS OF THE COMMUNITY .

AS A NON-PROFIT CORPORATION, WE DO NOT HAVE SHAREHOLDERS. THEREFORE,
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Part VI Supplemental Information

Provide the foliowing information

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part |l and Part lll, hnes 2, 3, 4, 8 and

9b

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their ehgibility for assistance under federal, state, or local government programs or

under the organization’s financial 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

SURPLUS FUNDS ARE REINVESTED INTO OUR FACILITIES, EQUIPMENT AND EMPLOYEE

EDUCATION. THE ABSENCE OF SHAREHOLDERS ELIMINATES THE POTENTIAL FOR

CONFLICTS OF INTEREST RELATED TO ATTAINING INFLATED PROFIT MARGINS AND

ALLOWS COMMUNITY HOSPITAL OF ANACONDA TO FOCUS ON WHAT IS IMPORTANT;

MEETING THE HEALTH AND WELFARE NEEDS OF OUR COMMUNITY.

PART VI, LINE 6 - AFFILIATED HEALTH CARE SYSTEM

N/A.

PART VI, LINE 7 - STATE FILING OF COMMUNITY BENEFIT REPORT

MONTANA
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SCHEDULE J Compensation Information
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees
» Complete if the organization answered "Yes" on Form 990, Part [V, line 23.
Department of the Treasury P Attach to Form 990.

Internal Revenue Service » Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990.

OMB No 1545-0047

2014

Open to Public
Inspection

Name of the organization Employer identification number

COMMUNITY HOSPITAL OF ANACONDA 81-0303913

Part | Questions Regarding Compensation

1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, ine 1a Complete Part lll to provide any relevant information regarding these tems
First-class or charter trave! Housling allowance or residence for personal use
Travel for companions B Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account E Personal services (e g, maid, chauffeur, chef)

b If any of the boxes on 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 Il to
explain

2 D the organization require substantiation prior to rembursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked n line
1a?

3 Indicate which, If any, of the following the filing organization uses to establish the compensation of the
organization's CEOQ/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 lll

Compensation committee D Wiritten employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee

4 Dunng the year, did any person listed in Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization
a Recelve a severance payment or change-of-control payment?
b Participate in, or receive payment from, a supplemental nonqualified retirement plan?
¢ Participate in, or receive 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 n Part Hl

Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of
a The organization?
b Any related organization?
If “Yes” to line 5a or 5b, describe in Part 1l

6 For persons listed in Form 990, Part Vil, Section A, Iine 1a, did the organization pay or accrue any
compensation contingent on the net earnings of
a The organization?
b Any related organization?
if “Yes” to line 6a or 6b, describe in Part lll

7 For persons hsted 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 1l

8 Were any amounts reported in Form 990, Part VI{, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53 4958-4(a)(3)? If “Yes,” describe
in Part Il

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

Yes No

1b

4a
4b
4c

el bl b

5a
5b

>

6a
6b

>[4

9

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

SCHEDULE L Transactions With Interested Persons OMB No 1545-0047
(Form 990 or 990-EZ) P Complete if the organization answered “Yes” on Form 9_90. Part IV, line 25a, 25b, 26, 27, 28a, 2 01 4
28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
Department of the Treasury P Attach to Form 990 or Form 990-EZ. . Open To Public
Internal Revenue Service P> Information about Schedule L (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
COMMUNITY HOSPITAL OF ANACONDA 81-0303913
Parti Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and 501(c)(29) organizations only)
Complete If the organization answered “Yes” on Form 990, Part |V, line 25a or 25b, or Form 990-EZ, Part V, line 40b
{b) Relationship between disqualfied person and (d) Corrected?
1 {a) Name of disqualified person (c) Description of transaction

organization Yes No
(1)
(2)
(3)
(4)
{5)
(6)

2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year
under section 4958 >3
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization >3

Partll Loans to and/or From Interested Persons.
Complete If the organization answered “Yes” on Form 990-EZ, Part V, line 38a or Form 990, Part |V, line 26, or If the
organization reported an amount on Form 990, Part X, line 5, 6, or 22
(a) Name of interested person (b) Refationship | (c) Purpose of ]d) Loan id (e) Onginal (f) Balance due  [(g) In default®(bh) Approved| (1) Wntten

with organization loan pr from the  principal amount by board or | agreement?
org ? committee?

To From Yes | No | Yes | No | Yes | No

1)

(2)

3)

{4

5)

6)

(7)

(8)

L)

(10)
Total >3
Part HI Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered “Yes” on Form 990, Part IV, line 27

(a) Name of interested person {b) Relationship between mnterested {¢) Amount of assistancd  (d) Type of assistance (e) Purpose of assistance
person and the organization

(1)

{2)

1 (3)
{4)
(5)
(6)
{7)
{8)
{9)
(10)
gg/{ Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule L (Form 990 or 990-EZ) 2014




ANACONDA

Schedule L (Form 990 or 990-E2) 2014 COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 2

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

(a) Name of interested person {b) Relationship between (c) Amount of (d) Description of transaction (e)ofsgglng

interested person and the transaction revenues?

organization Yes | No

(1) FREDRICK BARTOLETTI, MD TRUSTEE FAMILY 356,385/ EMPLOYMENT X

(2) PETER SORINI, MD TRUSTEE 993,115| CONTRACTED SERVICES X

(3) JOHN S. MCNEECE, CEO TRUSTEE 397,894 EMPLOYMENT X

(4) SHAWNA BAKER, MD TRUSTEE 264,500/ EMPLOYMENT X
(5)
| )
| )
i (8)
(L)
(19)

PartV Supplemental Information
Provide additional information for responses to questions on Schedule L (see instructions)

Schedule L (Form 990 or 990-EZ) 2014

DAA




ANACONDA

SCHEDULE O Supplemental Information to Form 990 or 990-EZ OMB No 15450047
(Form 990 or 990-E2Z) Complete to provide information for responses to specific questions on 201 4
Form 990 or 990-EZ or to provide any additional information.
Department of the Treasury P Attach to Form 990 or 990-EZ. Open to Public
Internal Revenue Service Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form99(J. Inspection
Name of the organization Employer identification number
COMMUNITY HOSPITAL OF ANACONDA 81-0303913

FORM 990, PART VI, LINE 2 - RELATED PARTY INFORMATION AMONG OFFICERS
LEE ANN BARTOLETTI FREDRICK BARTOLETTI, MD
TRUSTEE ER PHYSICIAN

FAMILY RELATIONSHIP

FORM 990, PART VI, LINE 6 - CLASSES OF MEMBERS OR STOCKHOLDERS

WHEN THE HOSPITAL WAS FORMED IN 1969, SOME COMMUNITY MEMBERS PURCHASED
THE HOSPITAL FROM SISTERS OF CHARITY. AS THESE ORIGINAL MEMBERS DECEASE,
THEIR MEMBERSHIP IS LOST. AN ANNUAL MEETING IS SCHEDULED IN SEPTEMBER OF
EACH YEAR WITH A PUBLIC NOTICE POSTED IN THE LOCAL PAPER. THE REMAINING
ORIGINAL MEMBERS MAY ATTEND THE MEETING; HOWEVER, THEY ARE NOT ACTIVE

MEMBERS AND DO NOT HAVE VOTING RIGHTS.

FORM 990, PART VI, LINE 11B - ORGANIZATION'S PROCESS TO REVIEW FORM 990
A COPY OF THE 990 IS PROVIDED TO THE V.P. OF FINANCE, WHO REVIEWS THE
FORM, SCHEDULES, AND RELATED ATTACHMENTS. THE FINANCE COMMITTEE IS
DESIGNATED BY THE BOARD OF TRUSTEES TO ASSUME RESPONSIBILITY FOR
OVERSIGHT OF THE 990 AND IS ALSO PART OF THE REVIEW PROCESS. ANY
COMMENTS OR QUESTIONS ARE ADDRESSED WITH THE PREPARER AND A FINAL
APPROVAL IS GIVEN TO THE PREPARER BEFORE FINALIZING. ONCE MANAGEMENT IS
SATISFIED WITH THE 990, THE V.P. OF FINANCE SIGNS OFF ON THE FORM

8879-EO BEFORE THE RETURN IS E-FILED BY THE PREPARER.

FORM 990, PART VI, LINE 12C - ENFORCEMENT OF CONFLICTS POLICY

ARTICLE II OF THE BYLAWS STATES THAT, AT A MINIMUM, EACH MEMBER OF THE

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2014)
DAA




ANACONDA

Schedule O (Form 990 or 990-EZ) (2014) Page 2

Name of the organization Employer identification number

COMMUNITY HOSPITAL OF ANACONDA 81-0303913

BOARD WILL EXECUTE THE CONFLICT OF INTEREST FORM AT THE COMMENCEMENT OF
THE TERM OR IN THE EVENT OF ANY CHANGE THAT MAY DEVELOP. THE CONFLICT OF
INTEREST GUIDELINES ARE MONITORED BY THE CHA CORPORATE COMPLIANCE OFFICER.
THE COMPLIANCE OFFICER ATTENDS NEW EMPLOYEE ORIENTATION AND PRESENTS THE
POLICY AS PART OF THE OVERALL CORPORATE LEGAL COMPLIANCE PROGRAM. EACH
EMPLOYEE IS PRESENTED WITH A CONFLICT OF INTEREST STATEMENT. ALL
POTENTIAL CONFLICTS ARE DISCLOSED. IF ANY POTENTIAL CONFLICTS ARE
IDENTIFIED, THE COMPLIANCE OFFICER WILL MEET WITH THE EMPLOYEE'S
SUPERVISOR AND ADMINISTRATION TO DETERMINE IF A CONFLICT EXISTS.

ON AN ANNUAL BASIS, ALL EMPLOYEES AND THE BOARD OF DIRECTORS ARE REQUIRED
TO READ AND SIGN THE CONFLICT OF INTEREST STATEMENT. THE CORPORATE
COMPLIANCE OFFICER TRACKS THE RECEIPT AND COMPLETION OF THE CONFLICT OF
INTEREST STATEMENTS. THE PROCESS IS A PART OF THE ANNUAL EMPLOYEE

REQUIREMENTS MANDATED FOR CONTINUED EMPLOYMENT.

FORM 990, PART VI, LINE 15A - COMPENSATION PROCESS FOR TOP OFFICIAL

THE SOURCES UTILIZED BY CHA IN REGARD TO FAIR MARKET VALUE IN SALARIES ARE
AN EXECUTIVE COMPENSATION SURVEY, PUBLISHED BY CRITICAL DATA, INC., AND
THE MONTANA HOSPITAL ASSOCIATION (MHA) ANNUAL SALARY SURVEY. THESE
SURVEYS ARE UTILIZED FOR SETTING THE SALARY LEVELS OF EMPLOYEES AT CHA.
THE MHA SURVEY ITEMIZES ALL HOSPITALS AS A GROUP, CAH HOSPITALS, AND
HOSPITALS BY REGION. CHALLENGES EXIST WHEN CHA JOB DESCRIPTIONS ARE
UNIQUE AND, THEREFORE, MAY NOT BE LISTED AS A JOB CATEGORY IN THE MHA
SURVEY. 1IN REGARD TO SETTING THE SALARY LEVELS OF PHYSICIANS, CHA
UTILIZES THE MGMA PHYSICIAN COMPENSATION AND PRODUCTION SURVEY. THIS
SURVEY ITEMIZES SALARIES AND PRODUCTIVITY BY PHYSICIAN SPECIALTY, YEARS
IN PRACTICE, GEOGRAPHIC REGION, AND OTHER CATEGORIES.

PAGE 1 OF 2
Schedule O (Form 990 or 990-EZ) (2014)

DAA




ANACONDA

Schedule O (Form 990 or 990-EZ) (2014) Page 2

Name of the organization Employer identification number

COMMUNITY HOSPITAL OF ANACONDA 81-0303913

CHA STRIVES TO PAY MARKET LEVEL SALARIES TO ALL EMPLOYEES OF THE
ORGANIZATION. IT IS OUR GOAL TO RECRUIT AND RETAIN TOP TALENT IN EVERY
VENUE, WHILE CONTROLLING SALARY AND BENEFIT COSTS WITHIN ESTABLISHED
TARGETS.

IN 2010, 2012, AND 2014, CHA HIRED AN INDEPENDENT CONSULTANT TO EVALUATE
THE SALARY LEVELS OF THE SENIOR MANAGEMENT. THIS SALARY SURVEY REVIEWED
SALARIES FOR HOSPITALS IN CHA'S REVENUE RANGE IN OUR REGION, AS WELL AS
SALARY LEVELS ACROSS THE COUNTRY. ALL JOBS REVIEWED WERE WELL WITHIN

THE PUBLISHED RANGES, AS DETERMINED BY CRITICAL DATA, INC.

FORM 990, PART VI, LINE 15B - COMPENSATION PROCESS FOR OFFICERS

SEE FORM 990, PART VI, LINE 15A.

FORM 990, PART VI, LINE 19 - GOVERNING DOCUMENTS DISCLOSURE EXPLANATION
COMMUNITY HOSPITAL OF ANACONDA MAKES ITS GOVERNING DOCUMENTS, CONFLICT
OF INTEREST POLICY, AND FINANCIAL STATEMENTS AVAILABLE TO THE PUBLIC
UPON REQUEST. THE FINANCIAL STATEMENTS ARE ALSO INCLUDED IN THE

COMMUNITY BENEFIT REPORT.
FORM 990, PART IX, LINE 11G - OTHER FEES FOR SERVICES
DESCRIPTION

PROGRAM SERVICE MGT & GENERAL FUNDRAISING

$ 4,786,925 $ 325,560 S 0

PAGE 2 OF 2
Schedule O (Form 990 or 990-EZ) (2014)
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ANACONDA

Schedule R (Form 990) 2014 COMMUNITY HOSPITAL OF ANACONDA 81-0303913 Page 5
Part VIl  Supplemental Information
Provide additional information for responses to questions on Schedule R (see Instructions)

Schedule R (Form 990) 2014
DAA




