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Department of the Treasury
Intemal Revenue Service

Return of Organization Exempt From Income Tax

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

B Do not enter social security numbers on this form as it may be made public

I Information about Form 990 and its Iinstructions I1s at www

.IRS.gov/form990

OMB No 1545-0047

2014

Open to Public

Inspection

A For the 2014 calendar year, or tax year beginning 07-01-2014

B Check If applicable
I_ Address change

, and ending_j 06-30-2015

C Name of organization
MUNSTER MEDICAL RESEARCH FOUNDATION INC

% MARY ANN SHACKLETT

|_ Name change

I_ Initial return

Doing business as
COMMUNITY HOSPITAL

D Employer identification number

35-1107009

Final
I_ return/terminated

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

Room/suite

E Telephone number

(219)836-1600

|_ Amended return

I_ Application pending

F Name and address of principal officer
MARY ANN SHACKLETT

10010 DONALD S POWERS DR 201
MUNSTER,IN 46321

City or town, state or province, country, and ZIP or foreign postal code
MUNSTER, IN 46321

I Tax-exempt status

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

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

J Waebsite: = www comhs org

G Gross recelpts $ 495,882,268

H(a)

H(b)
included?

Are all subordinates

Is this a group return for
subordinates?

[T Yes ¥ No
[~ Yes[ No

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

H(c) Group exemption number &

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

L Year of formation 1964

M State of legal domicile IN

Summary

1 Briefly describe the organization’s mission or most significant activities
COMMUNITY HOSPITAL IS COMMITTED TO PROVIDING THE HIGHEST QUALITY CARE IN THE MOST COST-EFFICIENT
MANNER, RESPECTING THE DIGNITY OF THE INDIVIDUAL

ACInmies & Govelnance

2 Check this box M If the organization discontinued its operations or disposed of more than 25% of its net assets

3 Number of voting members of the governing body (Part VI, line 1a) 3 20
4 Number of Independent voting members of the governing body (Part VI, line 1b) 4 8
5 Total number of Individuals employed in calendar year 2014 (Part V, line 2a) 5 3,418
6 Total number of volunteers (estimate If necessary) 6 182
7aTotal unrelated business revenue from Part VIII, column (C), line 12 7a 2,494,327
b Net unrelated business taxable income from Form 990-T, line 34 7b -37,683
Prior Year Current Year
8 Contributions and grants (Part VIII, line 1h) 480,129 2,780,112
% 9 Program service revenue (Part VIII, line 2g) 451,261,577 478,449,224
% 10 Investment income (Part VIII, column (A), ines 3,4, and 7d ) 491,312 1,064,039
= 11 Other revenue (Part VIII, column (A), ines 5,6d, 8¢, 9c, 10c,and 11e) 13,180,674 12,937,625
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line
12) 465,413,692 495,231,000
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 106,688 214,295
14 Benefits paid to or for members (Part IX, column (A), line 4) 0 0
$ 15 ?flla(;l;as,othercompensatlon,employee benefits (Part IX, column (A), lines 192,868,265 197,443,318
% 16a Professional fundraising fees (Part IX, column (A), line 11e) 0 0
E b Total fundraising expenses (Part IX, column (D), line 25) (Y
17 Other expenses (PartIX, column (A), lines 11a-11d,11f-24e) 236,094,124 239,218,433
18 Total expenses Add lines 13-17 (must equal PartIX, column (A), line 25) 429,069,077 436,876,046
19 Revenue less expenses Subtractline 18 from line 12 36,344,615 58,354,954
wd Beginning of Current End of Year
E§ Year
33 20 Total assets (Part X, line 16) 289,849,570 293,559,844
EE 21 Total habilities (Part X, line 26) 112,495,553 98,077,112
=3 22 Net assets or fund balances Subtractline 21 from line 20 177,354,017 195,482,732

Signature Block

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

’ | 2016-05-12
Sign Signature of officer Date
Here MARY ANN SHACKLETT SR VP FINANCE & CFO
Type or prnint name and title
Pnnt/Type preparer's name Preparer's signature Date Check |_ I PTIN
P d BEN PITCHKITES BEN PITCHKITES self-employed P00362066
ai Fim's name M ERNST & YOUNG US LLP Firm's EIN b=
Preparer
Fim's address 111 MONUMENT CIRCLE SUITE 4000 Phone no (317) 681-7000
Use Only
INDIANAPOLIS, IN 46204

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

[TYes[ No

For Paperwork Reduction Act Notice, see the separate instructions.

Cat No 11282Y

Form 990 (2014)



Form 990 (2014) Page 2
m Statement of Program Service Accomplishments

Check If Schedule O contains a response ornote to any lineinthis PartIII . . . . . &+ +v « +v o « « .

1

Briefly describe the organization’s mission

MUNSTER MEDICAL RESEARCH FOUNDATION,INC IS COMMITTED TO PROVIDING THE HIGHEST QUALITY CARE IN THE MOST
COST-EFFICIENT MANNER, RESPECTING THE DIGNITY OF THE INDIVIDUAL, PROVIDING FOR THE WELL-BEING OF THE
COMMUNITY AND SERVING THE NEEDS OF ALL PEOPLE,INCLUDING THE POOR AND DISADVANTAGED

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 990 0r 990-EZ? . . + v & o« o« wwe e e e e e [T Yes ¥ No
If "Yes," describe these new services on Schedule O
3 Did the organization cease conducting, or make significant changes in how it conducts, any program
SEIVICES? v v v e e e e e e e e e e [~ Yes [ No
If "Yes," describe these changes on Schedule O
4 Describe the organization’s program service accomplishments for each of its three largest program services, as measured by
expenses Section 501(c)(3)and 501(c)(4) organizations are required to report the amount of grants and allocations to others,
the total expenses, and revenue, If any, for each program service reported
4a (Code ) (Expenses $ 404,385,335 Including grants of $ 214,295 ) (Revenue $ 486,963,262 )
MUNSTER MEDICAL RESEARCH FOUNDATION, INC , D/B/A/ COMMUNITY HOSPITAL IS A 458 BED ACUTE CARE HOSPITAL THAT OFFERS A BROAD RANGE OF
SERVICES TO CARE FOR ITS PATIENTS WITHOUT REGARD TO THEIR ABILITY TO PAY MUNSTER MEDICAL RESEARCH FOUNDATION, INC PROVIDES LEADING-EDGE
CARE TO PATIENTS IN NORTHWEST INDIANA THROUGH ITS DEDICATION TO QUALITY AND INNOVATION, MUNSTER MEDICAL RESEARCH FOUNDATION, INC HAS
EARNED A MULTITUDE OF ACCREDITATIONS, AWARDS, AND CERTIFICATIONS IN ITS PURSUIT OF IMPROVING THE HEALTH OF ITS PATIENTS AND COMMUNITY
4b (Code ) (Expenses $ including grants of $ ) (Revenue $ )
4c (Code ) (Expenses $ including grants of $ ) (Revenue $ )
4d Other program services (Describe in Schedule O )
(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses & 404,385,335

Form 990 (2014 )



Form 990 (2014)

10

11

12a

13

14a

15

16

17

18

19

20a

Part III

Page 3
Checklist of Required Schedules

Yes No
Is the organization described in section 501(c)(3)or4947(a)(1) (otherthan a private foundation)? If "Yes,” Yes
complete Schedule A 1
Is the organization required to complete Schedule B, Schedule of Contributors (see Instructions)? ¥ 2 Yes
Did the organization engage in direct or Iindirect political campaign activities on behalf of or in opposition to No
candidates for public office? If "Yes,” complete Schedule C, Part I 3
Section 501(c)(3) organizations. Did the organization engage In lobbying activities, or have a section 501 (h) No
election In effect during the tax year? If "Yes,” complete Schedule C, Part I1 4
Is the organization a section 501(c)(4), 501 (c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If "Yes,"” complete Schedule C, 5
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the
right to provide advice on the distribution or investment of amounts 1n such funds or accounts? If "Yes,"” complete
Schedule D, Part I 6 No
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes,” complete Schedule D, Part II 7 No
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,”
complete Schedule D, Part 111 & . 8 No
Did the organization report an amount in Part X, line 21 for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X, or provide credit counseling, debt management, credit repair, or debt
negotiation services? If "Yes,"”" complete Schedule D, Part 1V 9 No
Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments,| 10 Yes
permanent endowments, or quasi-endowments? If "Yes,” complete Schedule D, Part
If the organization’s answer to any of the following questions Is "Yes," then complete Schedule D, Parts VI, VII,
VIII,IX, or X as applicable
Did the organization report an amount for land, buildings, and equipment in Part X, line 10?
If "Yes," complete Schedule D, Part VI.%&) 11a | YeS
Did the organization report an amount for investments—other securities in Part X, line 12 that 1s 5% or more of
Its total assets reported In Part X, line 16? If "Yes,” complete Schedule D, Part VI 11b No
Did the organization report an amount for investments—program related in Part X, line 13 that 1s 5% or more of
Its total assets reported In Part X, line 16? If "Yes,” complete Schedule D, Part VIIIE . 11c No
Did the organization report an amount for other assets in Part X, line 15 that 1s 5% or more of its total assets
reported in Part X, line 16? If "Yes,” complete Schedule D, Part X P e e 11d No
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes,” complete Schedule D, PartXE 11e | Yes
Did the organization’s separate or consolidated financial statements for the tax year include a footnote that 11f No
addresses the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes,” complete
Schedule D, Part
Did the organization obtain separate, Independent audited financial statements for the tax year?
If "Yes,"” complete Schedule D, Parts XI and XII 12a No
Was the organization included in consolidated, independent audited financial statements for the tax year? If 12b | Yes
"Yes,"” and if the organization answered "No" to /ine 12a, then completing Schedule D, Parts XI and XII is optional
Is the organization a school described in section 170(b)(1)(A)(11)? If "Yes,” complete Schedule E 13 No
Did the organization maintain an office, employees, or agents outside of the United States? 14a No
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
business, iInvestment, and program service activities outside the United States, or aggregate foreign investments
valued at $100,000 or more? If "Yes,” complete Schedule F, Parts I and IV . 14b No
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes,” complete Schedule F, Parts II and IV 15 No
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes,” complete Schedule F, Parts III and IV . 16 No
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part 17 No
IX, column (A), lines 6 and 11e? If "Yes,” complete Schedule G, Part I (see Instructions)
Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part
VIII, ines 1c and 8a? If "Yes," complete Schedule G, Part I 18 No
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? If 19 No
"Yes," complete Schedule G, Part I1]
Did the organization operate one or more hospital facilities? If "Yes,” complete ScheduleH . . . . E 20a | Yes
If"Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? %& 20b | Ves

Form 990 (2014 )



Form 990 (2014)

21

22

23

24a

25a

26

27

28

29

30

31

32

33

34

35a

36

37

38

Part I

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

Did the organization report more than $5,000 of grants or other assistance to any domestic organization or 21 Yes
domestic government on PartIX, column (A), ine 1? If "Yes,” complete Schedule I, Parts I and II
Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on Part 22 N
IX, column (A), line 2? If “Yes,” complete Schedule I, Parts I and III °
Did the organization answer "Yes" to Part VII, Section A, line 3,4, or 5 about compensation of the organization’s v
current and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes,” 23 s
complete Schedule ] .
Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $100,000
as of the last day of the year, that was I1ssued after December 31, 20027? If "Yes,” answer lines 24b through 24d N
and complete Schedule K. If "No,” go to line 25a . e .. . 24a 0
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? 2ab
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? 24c
Did the organization act as an "on behalf of" 1Issuer for bonds outstanding at any time during the year? 24d
Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage In an excess benefit
transaction with a disqualified person during the year? If "Yes,” complete Schedule L, Part I 25a No
Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ? If | 25b No
"Yes," complete Schedule L, Part I
Did the organization report any amount on Part X, ine 5, 6, or 22 for receivables from or payables to any current
or former officers, directors, trustees, key employees, highest compensated employees, or disqualified persons? 26 No
If "Yes," complete Schedule L, Part I1
Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor or employee thereof, a grant selection committee member, or to a 35% controlled entity or family 27 No
member of any of these persons? If "Yes,” complete Schedule L, Part III
Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part IV
instructions for applicable filing thresholds, conditions, and exceptions)
A current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L, Part
e - »8a No
A family member of a current or former officer, director, trustee, or key employee? If "Yes,” v
complete Schedule L, Part IV .« v & v v e e e e e ) 28b es
An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was v
an officer, director, trustee, or direct or indirect owner? If "Yes,” complete Schedule L, Part IV . 28c €s
Did the organization receive more than $25,000 in non-cash contributions? If "Yes,” complete Schedule M 29 No
Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified N
conservation contributions? If "Yes,” complete Schedule M 30 0
Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complete Schedule N, No

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

Yes

and Part V, line 1 34
Did the organization have a controlled entity within the meaning of section 512(b)(13)? 35a | Yes
If 'Yes'to line 35a, did the organization receive any payment from or engage in any transaction with a controlled 35b | v
entity within the meaning of section 512(b)(13)? If "Yes,” complete Schedule R, Part V, line 2 €s
Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related v
organization? If "Yes,"” complete Schedule R, Part V, line 2 36 es
Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization N
and that is treated as a partnership for federal iIncome tax purposes? If "Yes,” complete Schedule R, Part VI 37 °
Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 197 v
Note. All Form 990 filers are required to complete Schedule O 38 es

Form 990 (2014 )



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

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

Yes No
la Enter the number reported in Box 3 of Form 1096 Enter -0- if not applicable . .| 1la 180
b Enter the number of Forms W-2G included in line 1a Enter-0- if not applicable ib 0

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

2a Enter the number of employees reported on Form W-3, Transmittal of Wage and
Tax Statements, filed for the calendar year ending with or within the year covered
by thisreturn . . . . . . & e e e e e 2a 3,418

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

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

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

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

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

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

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

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

facilities

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

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

year 12b

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

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

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

Form 990 (2014 )



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

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

Section A. Governing Body and Management

la

7a

9

Yes No
Enter the number of voting members of the governing body at the end of the tax 1a 20
year
If there are matenial differences In voting rights among members of the governing
body, or If the governing body delegated broad authority to an executive committee
or similar committee, explain in Schedule O
Enter the number of voting members included in line 1a, above, who are
independent . . . . .+ v v 4 4 e e e e e e e e W | 1 8
Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any
other officer, director, trustee, or key employee? . . . .+ .+ .+ « « &+ 4 w44 a4 2 Yes
Did the organization delegate control over management duties customarily performed by or under the direct 3 No
supervision of officers, directors or trustees, or key employees to a management company or other person?
Did the organization make any significant changes to its governing documents since the prior Form 990 was
1= 4 No
Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 No
Did the organization have members or stockholders? . . . . . .. . .+ .+ .+ .« .+ .« .« . . 6 Yes
Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or
more members of the governingbody? . . . . . . . . . . . . . .0 ... 7a Yes

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

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

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

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

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

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

10a
b

11a

12a

13

14
15

16a

Yes No
Did the organization have local chapters, branches, or affihates? . . . . . . . . . .+ . . 10a No
If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? 10b
Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing
the form? . . . . . . . . . . . . . . e e . e e e e . e w o . |11a ) Yes
Describe in Schedule O the process, iIf any, used by the organization to review this Form 990
Did the organization have a written conflict of interest policy? If “No,"gotoline13 . . . . . . . 12a | Yes
Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
rseto conflicts? . . . . . . . ..o e e e e e e e e e e e 12b | Yes
Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,” describe
in Schedule O how this was done . . . . « « & « & « 4 4 w4 e e e . J|12c] Yes
Did the organization have a written whistleblower policy? . . . .. . . .+ . .+ «+ .« .+« .+ . . 13 Yes
Did the organization have a written document retention and destruction policy? . . . . . . . . . 14 Yes
Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
The organization’s CEO, Executive Director, or top management offictal . . . . . . . . . . . 15a No
Other officers or key employees of the organization . . . . . .+ .+ .+ + « « « &« 4« . 15b | Yes
If"Yes" to line 15a or 15b, describe the process in Schedule O (see Instructions)
Did the organization invest in, contribute assets to, or participate In a joint venture or similar arrangement with a
taxable entity during the year? . . . . . . . . . . e e e e e e e e 16a No

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
18

19

20

List the States with which a copy of this Form 990 Is required to be filedIN

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

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

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

State the name, address, and telephone number of the person who possesses the organization's books and records
E=MARY ANN SHACKLETT

10010 DONALD S POWERS DR 201

Munster,IN 46321 (219)934-8250

Form 990 (2014 )



Form 990 (2014) Page 7

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

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

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

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

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

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

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

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

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

(A) (B) (©) (D) (E) (F)

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

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

g | = i =

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

Form 990 (2014)



Form 990 (2014)

Page 8

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

(A) (B) (©) (D) (E) (F)

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

organizations a a S |2 T 25 |2 related
below = = 2|2 o %ﬁ 3 organizations
g [m = == == i)
dotted line) (= = o |T
oa 2 ERE
- = L} [m]
=E1El & | 2
2 [Z] || E
I % =
B
- >
[}
i1b  Sub-Total >
c Total from continuation sheets to Part VII, Section A *
Total (add lines 1b and 1c) * 3,564,008 2,954,423 461,093
2 Total number of individuals (including but not limited to those listed above) who received more than
$100,000 of reportable compensation from the organization®204
Yes No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated employee
on line 1a? If "Yes,”" complete Schedule J for such individual . .+« .« « « &« « &« o &« 2 &« &« & 3 No
4 For any individual listed on line 1a, Is the sum of reportable compensation and other compensation from the
organization and related organizations greaterthan $150,000°? If "Yes,"” complete Schedule J for such
individual =« & 4 4w 4 4 e e s e e e w s s s ww o a e ox e w4 ] Yes
5 Did any person listed on line 1a recelve or accrue compensation from any unrelated organization or individual for
services rendered to the organization? If "Yes,” complete Schedule J for suchperson .+« .« « « &« &« & 5 No
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization Report compensation for the calendar year ending with or within the organization’s tax year
(R) (B) (©)
Name and business address Description of services Compensation
WALSH CONSTRUCTION COMPANY LLC, CONSTRUCTION 10,503,318
929 WEST ADAMS STREET
CHICAGO, IL 60607
REHABGROUP INC, REHAB CARE SERVICES 3,897,356
PO BOX 502096
ST LOUIS, MO 63150
THE PANGERE CORPORATION, CONSTRUCTION 2,489,417
4050 WEST 4TH AVENUE
GARY, IN 46406
ALLTANCE HEALTHCARE SERVICES INC, MRI IMAGING 1,603,439
PO BOX 6600
NEWPORT BEACH, CA 92658
HASSE CONSTRUCTION, CONSTRUCTION 1,394,716
10 LINCOLN AVENUE
CALUMET CITY, IL 60409
2 Total number of Independent contractors (including but not limited to those listed above) who received more than
$100,000 of compensation from the organization m52

Form 990 (2014 )



Form 990 (2014) Page 9
m Statement of Revenue
Check If Schedule O contains a response or note to any line in this Part VIII .. .. . L
(A) (B) (©) (D)
Total revenue Related or Unrelated Revenue
exempt business excluded from
function revenue tax under
revenue sections
512-514
@ la Federated campaigns . . 1a
2
= § b Membershipdues . . . . ib
=]
(e = |
2 £ ¢ Fundraisingevents . . . . 1c
el
E 5 d Related organizations . . . 1d 290,045
o=
r = e Government grants (contributions) 1e 2,339,242
W=
=
E - f Al other contnibutions, gifts, grants, and  1f 150,825
E T} similar amounts not included above
—
.'E 5 g Noncash contributions included in lines
= la-1f $
==
= = h Total. Add lines 1a-1f 2,780,112
oom -
@ Business Code
£ 2a NET PATIENT SERVICE REVENUE 622110 477,184,901 477,184,901
@
=
SE b MEDICAL LABORATORY 621511 289,957 289,957
3 c INTERCOMPANY RENT REVENUE 531120 974,366 974,366
E d
— e
&
= f All other program service revenue
=
& g Total. Add lines 2a-2f - 478,449,224
3 Investment income (including dividends, interest, 2762 263 2762 263
and other similar amounts) * ! !
Income from investment of tax-exempt bond proceeds , , * 0
5 Royalties * 0
(1) Real (n) Personal
6a Gross rents 1,146,426
b Less rental 651,268
expenses
¢ Rental income 495,158 0
or (loss)
d Net rental iIncome or (loss) [ 495,158 495,158
(1) Securities (n) Other
7a Gross amount
from sales of 301,776
assets other
than inventory
b Less costor
other basis and
sales expenses
Gain or (loss) 301,776
Net gain or (loss) - 301,776 301,776
8a Gross income from fundraising
@ events (not including
2 $
5 of contributions reported on line 1c¢)
P See Part IV, line 18
o a
)
E b Less direct expenses . . . b
E c Netincome or (loss) from fundraising events . . 0
9a Gross income from gaming activities
See Part1IV, line 19
a
b Less direct expenses . . . b
c Netincome or (loss) from gaming activities . . .m 0
10a Gross sales of inventory, less
returns and allowances
a
b Less costofgoods sold . . b
c Netincome or (loss) from sales of iInventory . . @ 0
Miscellaneous Revenue Business Code
11a pPHARMACY 446110 6,129,449 4,397,049 1,732,400
b FITNESS/SPA POINTE 713940 3,812,125 3,340,155 471,970
REVENUE
€ CAFETERIA 722514 2,215,596 2,215,596
All other revenue 285,297 281,676 3,621
e Total.Addlines 11a-11d -
12,442,467
12  Total revenue. See Instructions -
495,231,000 486,673,305 2,494,327 3,283,256

Form 990 (2014)



Form 990 (2014) Page 10
m Statement of Functional Expenses
Section 501(c)(3)and 501(c)(4) organizations must complete all columns All other organizations must complete column (A)
Check if Schedule O contains a response or note to any line in this Part IX . .. L
Do not include amounts reported on lines 6b, (A) PrOgraS‘nB)SerVICG Manage(r(1:1)ent and Funég)lsmg
7b, 8b, 9b, and 10b of Part VIII. Total expenses expenses general expenses expenses
1 Grants and other assistance to domestic organizations and
domestic governments See Part1V, line 21 214,295 214,295
2  Grants and other assistance to domestic
individuals See Part IV, line 22 0
3 Grants and other assistance to foreign organizations, foreign
governments, and foreign individuals See PartIV, lines 15
and 16 0
Benefits paid to or for members 0
5 Compensation of current officers, directors, trustees, and
key employees 1,153,081 1,153,081
6 Compensation not included above, to disqualified persons
(as defined under section 4958(f)(1)) and persons
described in section 4958 (c)(3)(B) 220,491 220,491
7 Other salaries and wages 155,251,046 145,535,733 9,715,313
8 Pension plan accruals and contributions (include section 401 (k)
and 403(b) employer contributions) 10,229,804 9,564,519 665,285
9 Other employee benefits 18,448,555 15,530,645 2,917,910
10 Payroll taxes 12,140,341 11,350,806 789,535
11 Fees for services (non-employees)
a Management 1,449,805 1,449,805
b Legal 738,488 738,488
¢ Accounting 245,613 245,613
d Lobbying 0
e Professional fundraising services See PartIV, line 17 0
f Investment management fees 0
g Other(Ifline 11g amount exceeds 10% ofline 25, column (A)
amount, list ine 11g expenses on Schedule 0) 23,194,973 18,991,740 4,203,233
12 Advertising and promotion 1,275,495 1,083,862 191,633
13 Office expenses 5,513,875 4,101,188 1,412,687
14 Information technology 536,928 503,884 33,044
15 Rovyalties 0
16 Occupancy 5,603,599 4,934,569 669,030
17  Travel 136,507 121,200 15,307
18 Payments of travel or entertainment expenses for any federal,
state, or local public officials 0
19 Conferences, conventions, and meetings 125,890 117,118 8,772
20 Interest 13,707 13,707
21 Payments to affiliates 375,843 281,667 94,176
22 Depreciation, depletion, and amortization 21,275,120 19,891,513 1,383,607
23 Insurance 2,530,336 2,365,778 164,558
24 Other expenses Itemize expenses not covered above (List
miscellaneous expenses In line 24e Ifline 24e amount exceeds 10%
of ine 25, column (A) amount, list line 24e expenses on Schedule O )
a MEDICAL SUPPLIES 85,044,715 85,044,715
b CORPORATE ALLOCATION 48,077,699 44,951,013 3,126,686
c¢ MEDICAID ASSESSMENT FEE 19,535,823 19,535,823
d PHYSICIAN ALLOCATION 11,571,178 10,818,658 752,520
e All other expenses 11,972,839 9,226,118 2,746,721
25 Total functional expenses. Add lines 1 through 24e 436,876,046 404,385,335 32,490,711 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 ® [ if following SOP 98-2 (ASC 958-720)

Form 990 (2014 )
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Page 11

Balance Sheet

Check iIf Schedule O contains a response or note to any line in this Part X .. v
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing of 1 0
2 Savings and temporary cash investments 12,655,029 2 16,176,082
3 Pledges and grants receivable, net of 3 0
4 Accounts recelvable, net 57,830,114 4 57,667,554
5 Loans and other receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees Complete Part II of
Schedule L
0ol 5 0
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
" organizations (see Instructions) Complete Part II of Schedule L
g o 6 0
ﬂ 7 Notes and loans recelvable, net of 7 0
< 8 Inventories for sale or use 9,873,456 8 9,504,766
9 Prepald expenses and deferred charges 1,538,550 9 1,181,547
10a Land, buildings, and equipment cost or other basis
Complete Part VI of Schedule D 10a 539,503,534
b Less accumulated depreciation 10b 339,119,013 196,482,140 10c 200,384,521
11 Investments—publicly traded securities 0o 11 0
12 Investments—other securities See Part IV, line 11 0] 12 0
13 Investments—program-related See Part IV, line 11 0| 13 0
14 Intangible assets 1,360,000 14 1,360,000
15 Other assets See PartIV,line 11 10,110,281 15 7,285,374
16 Total assets. Add lines 1 through 15 (must equal line 34) 289,849,570| 16 293,559,844
17 Accounts payable and accrued expenses 40,508,787 17 35,817,447
18 Grants payable 0] 18 0
19 Deferred revenue 572,103 19 516,717
20 Tax-exempt bond liabilities 0] 20 0
w 21 Escrow or custodial account hability Complete Part IV of Schedule D of 21 0
:E 22 Loans and other payables to current and former officers, directors, trustees,
= key employees, highest compensated employees, and disqualified
ﬁ persons Complete Part II of Schedule L 22
= 23 Secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 0] 24 0
25 Other liabilities (including federal Income tax, payables to related third parties,
and other habilities not included on lines 17-24) Complete Part X of Schedule
D e e e e sy o 71,414,663| 25 61,742,948
26 Total liabilities. Add lines 17 through 25 112,495,553| 26 98,077,112
" Organizations that follow SFAS 117 (ASC 958), check here & [ and complete
E lines 27 through 29, and lines 33 and 34.
% 27 Unrestricted net assets 177,084,300 27 195,197,466
E 28 Temporarily restricted net assets 167,371 28 182,920
E 29 Permanently restricted net assets 102,346 29 102,346
u:. Organizations that do not follow SFAS 117 (ASC 958), check here » [ and
E complete lines 30 through 34.
- 30 Capital stock or trust principal, or current funds 30
E 31 Paid-1n or capital surplus, or land, building or equipment fund 31
.»;':|:"1I 32 Retained earnings, endowment, accumulated income, or other funds 32
0 33 Total net assets or fund balances 177,354,017 33 195,482,732
= 34 Total lhabilities and net assets/fund balances 289,849,570 34 293,559,844

Form 990 (2014)



Form 990 (2014) Page 12
lm Reconcilliation of Net Assets
Check If Schedule O contains a response or note to any line in this Part XI v
1 Total revenue (must equal Part VIII, column (A), line 12)
1 495,231,000
2 Total expenses (must equal Part IX, column (A), line 25)
2 436,876,046
3 Revenue less expenses Subtractline 2 from line 1
3 58,354,954
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A))
4 177,354,017
5 Net unrealized gains (losses) on investments
5
6 Donated services and use of facilities
6
7 Investment expenses
7
8 Prior period adjustments
8
9 Otherchanges in net assets or fund balances (explain in Schedule 0)
9 -40,226,239
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33,
column (B)) 10 195,482,732
Financial Statements and Reporting
Check If Schedule O contains a response or note to any line in this Part XI1I .-
Yes No
1 Accounting method used to prepare the Form 990 [T Cash [ Accrual [ Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a No
If 'Yes,' check a box below to indicate whether the financial statements for the year were compiled or reviewed on
a separate basis, consolidated basis, or both
[ Separate basis [ Consolidated basis [~ Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? 2b Yes
If‘Yes,' check a box below to indicate whether the financial statements for the year were audited on a separate
basis, consolidated basis, or both
[ Separate basis [ Consolidated basis [~ Both consolidated and separate basis
c If"Yes," to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the
audit, review, or compilation of its financial statements and selection of an independent accountant? 2c Yes
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-1337 3a No
b If"Yes," did the organization undergo the required audit or audits? If the organization did not undergo the 3b
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits

Form 990 (2014 )



Additional Data

Software ID:
Software Version:
EIN:

Name:

35-1107009

MUNSTER MEDICAL RESEARCH FOUNDATION INC

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

Compensated Employees, and Inde

pendent Contractors

(A) (B) (©) (D) (E) (F)

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

organizations ag_ 5 |=% T 25 |2 related
below =z 2|8 |o %ﬁ E organizations
= - [
dotted line) = = 3 [Z 5%
o =] 2 B
- g E ]
- = T =
e |2 |®| %
T g a
by B
- T
=l
(1) THOMAS BRUBAKER MD 10
............................................................................................... X 819 14,688 0
DIRECTOR 30
(1) STEVE CHOVANEC 10
............................................................................................... X 0 0 0
DIRECTOR 00
(2) ERIC COMPTON DDS 10
............................................................................................... X 0 0 0
DIRECTOR 00
(3) FRANKIE FESKO 10
............................................................................................... X 18,000 80,645 0
DIRECTOR 16 0
(4) WILLIAM HASSE III 10
............................................................................................... X 0 34,000 0
DIRECTOR 10
(5) R LITCHFIELD DO 10
............................................................................................... X 0 0 0
DIRECTOR 00
(6) S N MAKAM MD 110
............................................................................................... X 115,345 28,380 0
DIRECTOR 30
(7) DONNA PANICH 10
............................................................................................... X 0 0 0
DIRECTOR 00
(8) STEVE PESTIKAS 10
............................................................................................... X 0 0 0
DIRECTOR 00
(9) DONALD S POWERS 10
............................................................................................... X 0 1,160,376 55,130
DIRECTOR 420
(10) HON JAMES RICHARDS 10
............................................................................................... X 24,000 55,645 0
DIRECTOR 300
(11) NITIN SARDESAI MD 10
............................................................................................... X 0 0 0
DIRECTOR 00
(12) M NABIL SHABEEB MD FACS 10
............................................................................................... X 0 24,000 0
DIRECTOR 20
(13) DONALD TORRENGA 10
............................................................................................... X 0 24,400 0
DIRECTOR 20
(14) JAY ZANDSTRA 10
............................................................................................... X 0 23,000 0
DIRECTOR 10
(15) DAVID WICKLAND 10
............................................................................................... X X 18,000 55,645 0
PRESIDENT 16 0
(16) JOSEPH MORROW 10
............................................................................................... X X 0 8,200 0
VICE PRESIDENT 10
(17) RICHARD MCCLAUGHRY 10
............................................................................................... X X 0 64,645 0
SECRETARY 20
(18) DAVID BOCHNOWSKI 10
............................................................................................... X X 0 22,200 0
TREASURER 10
(19) DONALD P FESKO 400
............................................................................................... X X 0 651,290 43,074
ADMINISTRATOR 20
(20) MARY ANN SHACKLETT 10
............................................................................................... X 0 707,309 59,253
SR VP FINANCE & SYSTEM CFO 47 0
(21) LUIS MOLINA 400
............................................................................................... X 625,511 0 72,858
VP OF FINANCE/CFO 10
(22) RONDA MCKAY 400
............................................................................................... X 296,537 0 12,508
VP & CNO 00
(23) RICHARD BERKOWITZ MD 400
............................................................................................... X 618,469 0 68,480
PHYSICIAN & MEDICAL DIRECTOR 00
(24) MICHAEL A BRODY MD 400
............................................................................................... X 456,105 0 63,304
PHYSICIAN 00




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

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

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

organizations a g S |ZF (o 2|2 related
below = 3 % E o E‘ﬁ E organizations
dotted line) = = = b =
a2 =) E— 0 o
= (2| (8] 2
T = I =
T = m
il % @
=3
& T
[l
(26) ROBERT JOSEPH GRONEMEYER MD 400
............................................................................................... X 461,852 0 37,984
PHYSICIAN 00
(1) PANTHIRUVELIL MAHAN-THOMAS MD 400
............................................................................................... X 460,988 0 32,479
PHYSICIAN 00
(2) DANA BOSKOVICH MD 400
............................................................................................... X 468,382 0 16,023
PHYSICIAN 00
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OMB No 1545-0047

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

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

MUNSTER MEDICAL RESEARCH FOUNDATION INC

35-1107009

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

section (see

instructions))

Yes No
Total

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



Schedule A (Form 990 or 990-EZ) 2014 Page 2
IERTESN Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

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

Section A. Public Support

Calendar year (or fiscal year beginning

1

6

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

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

grants ")

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

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

Total. Add lines 1 through 3

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

(f)

Public support. Subtract line 5 from
line 4

Section B. Total Support

Calendar year (or fiscal year beginning

7
8

10

11

12
13

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

Amounts from line 4

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

sources

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

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

Total support Add lines 7 through
10

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

First five years. If the Form 990 1s for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here . . . e

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

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

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

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

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

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

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

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

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

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

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

Instructions L2

Schedule A (Form 990 or 990-EZ) 2014
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.m Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only If you checked the box on line 9 of Part I or If the organization failed to qualfy under

Page 3

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

Section A. Public Support

Calendar year (or fiscal year beginning

1

7a

[
8

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

(e) 2014

(f) Total

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

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

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

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

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

Total. Add lines 1 through 5

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

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

Add lines 7a and 7b

Public support (Subtract line 7¢
from line 6 )

Section B. Total Support

Calendar year (or fiscal year beginning

9
10a

11

12

13

14

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

(e) 2014

(f) Total

Amounts from line 6

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

sources

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

Add lines 10a and 10b

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

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

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

First five years. If the Form 990 1s for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3) organization,

check this box and stop here

Section C. Computation of Public Support Percentage

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

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

Page 4

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

Section A. All Supporting Organizations

1

3a

5a

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

9a

10a

11

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

C

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

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

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

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

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

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

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

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

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

the organization's organizing document?

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

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

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

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

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

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

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

Yes

No

3a

3b

3c

4b

5a

5b

5¢c

9a

9b

9c

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

10a

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

10b

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

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

11a

11b

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

11ic

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

Yes No

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

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

Section C. Type II Supporting Organizations

Yes No

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

Section D. All Type III Supporting Organizations

Yes No

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

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

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

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

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

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

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

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

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

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

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

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

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

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

v b W N R

Section A - Adjusted Net Income

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

Depreciation and depletion

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

Other expenses (see Instructions)

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

(A) Prior Year

(B) Current Year
(optional)

N|lh|WIN|=

-]

H

0 N & u

a 0N T o

Section B - Minimum Asset Amount

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

Average monthly cash balances

Fair market value of other non-exempt-use assets

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

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

Acquisition indebtedness applicable to non-exempt use assets

Subtract line 2 from line 1d

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

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

Minimum Asset Amount (add line 7 to line 6)

(A) Prior Year

(B) Current Year
(optional)

la

ib

1c

id

N

W

R IN|a|O|H

A b WN R

Section C - Distributable Amount

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

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

Income tax imposed In prior year

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

reduction (see Instructions)

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

Type I1I supporting organization (see Instructions)

Current Year

N|lh|WIN|=

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

Current Year

1 Amounts pald to supported organizations to accomplish exempt purposes

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

3 Administrative expenses paid to accomplish exempt purposes of supported organizations

4 Amounts pald to acquire exempt-use assets

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

Other distributions (describe in Part VI) See instructions

Total annual distributions. Add lines 1 through 6

0 [N |&

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

9 Distributable amount for 2014 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see O (i)

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

(iii)
Distributable
Amount for 2014

1 Distributable amount for 2014 from Section C, line
6

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

Excess distributions carryover, ifany, to 2014

From 20009.

From 2010.

From 2011.

From 2013.

Total of lines 3a through e

Applied to underdistributions of prior years

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

Applied to 2014 distributable amount

i Carryover from 2009 not applied (see
instructions)

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

4 Distributions for 2014 from Section D, line 7
$

a Applied to underdistributions of prior years

b Appliedto 2014 distributable amount

c Remainder Subtract lines 4a and 4b from 4

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

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

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

8 Breakdown ofline 7

From 2010.

From 2011.

From 2012.

From 2013.

ojla|n |o|o

From 2014.

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

Facts And Circumstances Test

Return Reference

Explanation

Schedule A (Form 990 or 990-EZ) 2014
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SCHEDULE D
(Form 990)

OMB No 1545-0047

Supplemental Financial Statements

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

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

Name of the organization Employer identification number

MUNSTER MEDICAL RESEARCH FOUNDATION INC

35-1107009

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

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

1
2
3
4
5

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

Total number at end of year

Aggregate value of contributions to (during year)

Aggregate value of grants from (during year)

Aggregate value at end of year

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

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

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

1

a 0N T o

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

[~ Preservation of open space

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

Held at the End of the Year

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

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

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

the tax year &

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

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

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

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

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

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

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

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

la

b

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

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

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

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

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

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

Assets Included in Form 990, Part X 3

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 52283D Schedule D (Form 990) 2014
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Manizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply)
a [~ Public exhibition d [T Loan or exchange programs
b [ Scholarly research e [ Other
c l_ Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose In
Part XIII
5 During the year, did the organization solicit or receive donations of art, historical treasures or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection? [ Yes ™ No
i-14®A"A Escrow and Custodial Arrangements. Complete If the organization answered "Yes" to Form 990,
Part IV, line 9, or reported an amount on Form 990, Part X, line 21.
la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? [ Yes [ No
b If"Yes," explain the arrangement in Part XIII and complete the following table
Amount
€ Beginning balance 1c
d  Additions during the year id
€ Distributions during the year le
f  Ending balance 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account hiability? [~ Yes [~ No
b If "Yes," explain the arrangement in Part XIII Check here If the explanation has been provided in Part XIII . I_
Endowment Funds. Complete If the organization answered "Yes" to Form 990, Part IV, lne 10.
(a)Current year (b)Prior year b (c)Two years back| (d)Three years back | (e)Four years back
1a Beginning of year balance 104,976 97,154 95,317 96,330 86,723
b Contributions
c Netinvestment earnings, gains, and losses
-6,236 7,972 1,987 -1,163 9,757
d Grants or scholarships
e Other expenditures for facilities
and programs
f Administrative expenses 153 150 150 -150 150
g End of year balance 98,587 104,976 97,154 95,317 96,330
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as
a Board designated or quasi-endowment
b Permanent endowment = 100000 %
€ Temporarily restricted endowment &
The percentages In lines 2a, 2b, and 2¢c should equal 100%
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by Yes | No
(i) unrelated organizations 3a(i) No
(ii) related organizations e e e e e e e e e 3a(ii) No
b If"Yes" to 3a(n), are the related organizations listed as required on Schedule R? 3b
4 Describe in Part XIII the intended uses of the organization's endowment funds

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

11a. See Form 990, Part X, line 10.

Description of property (a) Cost or other | (b)Cost or other | (c) Accumulated (d) Book value
basis (Investment) basis (other) depreciation
i1a Land 3,945,791 3,945,791
b Buildings 383,514,950 227,665,320 155,849,630
c Leasehold improvements 1,286,471 992,642 293,829
d Equipment 134,990,564 102,632,571 32,357,993
e Other e e e e e e e e e e e 15,765,759 7,828,481 7,937,278
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), line 10(c).) L3 200,384,521

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

See Form 990, Part X, ne 12.

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

(b)Book value

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

(1)Financial derivatives

(2)Closely-held equity Interests

Other

Total. (Column (b) must equal Form 990, Part X, col (B) lne 12 )

-

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

See Form 990, Part X, line 13,

(a) Description of Investment

(b) Book value

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

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

-

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

(a) Description

(b) Book value

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

.k

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

Form 990, Part X, line 25.

1 (a) Description of liability (b) Book value

Federal iIncome taxes 0
NON-CURRENT PENSION LIABILITY 55,398,929
LT LEGAL CLAIM LIABILITY 3,457,060
LEASE OBLIGATIONS 635,692
3RD PARTY LIABILITY 621,839
MISCELLANEOUS LIABILITIES 571,841
ASSET RETIREMENT OBLIGATION 413,659
MEDICAID ASSESSMENT FEE 382,449
CONSTRUCTION RETAINAGE 259,157
DUE TO AFFILIATES 2,322
Total. (Column (b) must equal Form 990, Part X, col (B) Ine 25) m 61,742,948

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

XIII [~

Schedule D (Form 990) 2014
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m Reconciliation of Revenue per Audited Financial Statements With Revenue per Return Complete If
the organization answered 'Yes' to Form 990, Part 1V, line 12a.

Page 4

D o n o o

[
5

Total revenue, gains, and other support per audited financial statements
Amounts included on line 1 but not on Form 990, Part VIII, line 12
Net unrealized gains (losses) on investments

Donated services and use of facilities

Recoveries of prior year grants

Other (Describe in Part XIII )

Add lines 2a through 2d

Subtract line 2e from line 1

Amounts included on Form 990, Part VIII, ine 12, but noton line 1
Investment expenses not included on Form 990, Part VIII, line 7b
Other (Describe in Part XIII )

Addlines 4aand 4b .

1
2a
2b
2c
2d
2e
3
4a
4b
4c
5

Total revenue Add lines 3 and 4c. (This must equal Form 990, PartI, line 12 )

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

D o n o o

Total expenses and losses per audited financial statements
Amounts included on line 1 but not on Form 990, Part IX, line 25
Donated services and use of facilities

Prior year adjustments

Other losses

Other (Describe in Part XIII )

Add lines 2a through 2d

Subtract line 2e from line 1

Amounts included on Form 990, PartIX, line 25, but not on line 1:
Investment expenses not included on Form 990, Part VIII, line 7b
Other (Describe in Part XIII )

Add lines 4a and 4b

1
2a
2b
2c
2d
2e
3
4a
4b
4c
5

Total expenses Add lines 3 and 4c. (This must equal Form 990, Part I, line 18 )

m Supplemental Information

Provide the descriptions required for Part II, ines 3,5, and 9, Part III, lines 1a and 4, Part IV, lines 1b and 2b,

PartV, line 4, Part X, line 2, Part XI, lines 2d and 4b, and Part XII, ines 2d and 4b Also complete this part to provide any additional
information

Return Reference Explanation

SUPPLEMENTAL INFORMATION

PT V LINE 4 -INTENDED USE OF ENDOWMENT FUNDS ENDOWMENT FUNDS ARE TO BE USED
TO SUPPORT THE NEEDS OF MUNSTER MEDICAL RESEARCH FOUNDATION, INC

Schedule D (Form 990) 2014
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m Supplemental Information (continued)

Return Reference

Explanation
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Additional Data

Software ID:
Software Version:
EIN: 35-1107009
Name: MUNSTER MEDICAL RESEARCH FOUNDATION INC

Form 990, Schedule D, Part X, - Other Liabilities

1 (a) Description of Liability (b) Book Value

NON-CURRENT PENSION LIABILITY 55,398,929
LT LEGAL CLAIM LIABILITY 3,457,060
LEASE OBLIGATIONS 635,692
3RD PARTY LIABILITY 621,839
MISCELLANEOUS LIABILITIES 571,841
ASSET RETIREMENT OBLIGATION 413,659
MEDICAID ASSESSMENT FEE 382,449
CONSTRUCTION RETAINAGE 259,157
DUE TO AFFILIATES 2,322
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DLN: 93493133039176|

SCHEDULE H
(Form 990)

Department of the Treasury
Intemal Revenue Service

OMB No 1545-0047

Hospitals

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

Name of the organization
MUNSTER MEDICAL RESEARCH FOUNDATION INC

35-1107009

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

Employer identification number

m Financial Assistance and Certain Other Community Benefits at Cost

Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a 1a | Yes
b If"Yes," was it a written policy? 1b | Yes
2 Ifthe organization had multiple hospital facilities, indicate which of the following best describes application of the
financial assistance policy to its various hospital facilities during the tax year
I7 Applied uniformly to all hospital facilities I_ Applied uniformly to most hospital facilities
I_ Generally taillored to individual hospital facilities
3 Answerthe following based on the financial assistance eligibility criteria that applied to the largest number of the
organization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free care?
If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care 3a | Yes
™ 100% I 150% I 200%™ Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate
which of the following was the family income limit for eligibility for discounted care 3b | ves
I~ 200% I 250% ¥ 300%™ 350% [ 400% [ Other %
c Ifthe organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used for
determining eligibility for free or discounted care Include in the description whether the organization used an asset
test or other threshold, regardless of income, as a factor in determining eligibility for free or discounted care
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the tax year]
provide for free or discounted care to the "medically indigent"? P e e e e e e e e 4 | Yes
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during
the tax year? 5a | Yes
b If"Yes," did the organization's financial assistance expenses exceed the budgeted amount? 5b No
If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligibile for free or discounted care? 5c
6a Did the organization prepare a community benefit report during the tax year? 6a | Yes
b If"Yes," did the organization make it available to the public? 6b | Yes
Complete the following table using the worksheets provided in the Schedule H instructions Do not submit these
worksheets with the Schedule H
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and | (@) Numberof | () persons (c¢) Total community (d) Direct offsetting (e) Net community benefit | (f) Percent of
Means-Tested activities or served benefit expense revenue expense total expense
programs
Government Programs (optional) (optional)
a Financial Assistance at cost
(from Worksheet 1) . 1,780 2,265,968 82,070 2,183,898 0 500 %
b Medicad (from Worksheet 3,
column a) P 36,480 61,534,618 33,856,907 27,677,714 6 340 %
¢ Costs of other means-teste
government programs (from
Worksheet 3, column b)
d Total Financial Assistance
and Means-Tested
Government Programs 38,260 63,800,586 33,938,977 29,861,612 6 840 %
Other Benefits
e Community health
|mprovement services and
community benefit operations
(from Worksheet 4) 111 6,282 1,031,717 108,508 923,209 0 210 %
f Health professions education
(from Worksheet 5) 11 912 1,619,594 1,619,594 0 370 %
g Subsidized health services
(from Worksheet 6) .. 1 35 274,913 268,450 6,463
h Research (from Worksheet 7) 53 2,721 810,618 252,512 558,106 0 130 %
1 Cash and in-kind
contributions for community
benefit (from Worksheet 8) 73 214,295 214,295 0 050 %
] Total. Other Benefits 249 9,950 3,951,137 629,470 3,321,667 0 760 %
k Total. Add lines 7d and 7) 249 48,210 67,751,723 34,568,447 33,183,279 7 600 %

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

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

(a) Number of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or  [|served (optional) building expense revenue building expense total expense
programs
(optional)
1  Physical mprovements and housing
2 Economic development
3 Community support 1 119,932 23,355 96,577 0 020 %
4 Environmental improvements
Leadership development and training
for community members
6 Coalition building
Community health iImprovement
advocacy
8  Workforce development
9 Other
10  Total 1 119,932 23,355 96,577 0 020 %
m Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Heathcare Financial Management Associlation
Statement No 15°? e e e e e e e e e 1 [Yes
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 4,478,870
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy Explainin Part VI
the methodology used by the organization to estimate this amount and the rationale, If
any, for including this portion of bad debt as community benefit 3 44,789
4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt expense
or the page number on which this footnote Is contained in the attached financial statements
Section B. Medicare
5 Enter total revenue received from Medicare (including DSH and IME) 5 183,707,377
6 Enter Medicare allowable costs of care relating to payments on line 5 6 221,113,739
7 Subtract line 6 from line 5 This i1s the surplus (or shortfall) . e 7 -37,406,362
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6
Check the box that describes the method used
I7 Cost accounting system I_ Cost to charge ratio I_ Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? 9a | Yes
b If"Yes," did the organization’s collection policy that applied to the largest number of its patients during the tax year
contain provisions on the collection practices to be followed for patients who are known to qualify for financial
assistance? Describe in Part VI 9b | Yes

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

instructions)

(a) Name of entity

(b) Description of primary
activity of entity

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

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

(e) Physicians'
profit % or stock

ownership %

10

11

12

13
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Facility Information

Section A. Hospital Facilities

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

1
Name, address, primary website address,
and state license number (and If a group
return, the name and EIN of the subordinate
hospital organization that operates the
hospital facility)

|epdsoL pasie o]

o115 g EIpawl ElaUes)

fpdsoy 8 uspiys

[pdsoy Gunama |

Eudsoy 882208 B30

Ajpae) oy

8n0Y +7-H3

13yi0-43

Other (describe) | Facility reporting group

See Additional Data Table
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Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
MUNSTER MEDICAL RESEARCH FOUNDATION
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 1
reporting group (from Part V, Section A):
Yes| No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital faC|I|ty In the current
tax year or the iImmediately preceding tax year? . . 1 No
2 Was the hospital facility acquired or pIaced Into service as a tax exempt hosp|ta| n the current tax year orthe
immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C . 2 No
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a communlty
health needs assessment (CHNA)? If "No," skip to line 12 3 |Yes
If "Yes," indicate what the CHNA report describes (check all that apply)
a |7 A definition of the community served by the hospital facility
|7 Demographics of the community
c |7 Existing health care facilities and resources within the community that are available to respond to the health needs of
the community
|7 How data was obtained
e |7 The significant health needs of the community
f |7 Primary and chronic disease needs and other health iIssues of uninsured persons, low-income persons, and minority
groups
g |7 The process for identifying and prioritizing community health needs and services to meet the community health needs
h |7 The process for consulting with persons representing the community’s interests
i |7 Information gaps that limit the hospital facility’s ability to assess the community’s health needs
j |_ Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA 2013
5 Inconducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent the broad
Interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the
community, and identify the persons the hospital facility consulted . 5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital faC|I|t|es? If "Yes " I|st the other hosp|ta|
facilities In Section C e e e 6a |Yes
b Was the hospital facility’s CHNA conducted W|th one or more organlzatlons otherthan hosp|ta| faC|I|t|es?” If“Yes "’ I|st the
other organizations in Section C . 6b No
7 Did the hospital facility make its CHNA report W|der avallable to the publlc? 7 |Yes
If "Yes," indicate howthe CHNA report was made widely available (check all that apply)
a [v¥ Hospital facility’s website (list url) HTTP //WWW COMHS ORG/COMMUNITY
b |7 Other website (isturl) HTTP //CHSCOMMUNITY HEALTHFORECAST NET
c |7 Made a paper copy available for public inspection without charge at the hospital facility
d |_ Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs Yes
identified through its most recently conducted CHNA? If "No," skip to line 11 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 13
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . 10 [Yes
a If"Yes" (isturl) HTTP //WWW COMHS ORG/COMMUNITY
b If"No," Is the hospital facility’s most recently adopted implementation strategy attached to this return? . . 10b No
11 Describe in Section C how the hospital facility 1s addressing the significant needs identified in its most recently conducted
CHNA and any such needs that are not being addressed together with the reasons why such needs are not being addressed
12a Did the organization incur an excise tax under section 4959 for the hospital faC|I|ty's failure to conduct a CHNA as
required by section 501(r)(3)?. e e e e e e e e e e e e e e . 12a No
b If"Yes" toline 12a, did the organization file Form 4720 to report the section 4959 excise tax? . . 12b
c If"Yes" to line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of
Its hospital facilities? $
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Facility Information (continued)

MUNSTER MEDICAL RESEARCH FOUNDATION
Name of hospital facility or letter of facility reporting group

Yes | No

Financial Assistance Policy (FAP)

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

a |7 Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200 %
and FPG family income limit for eligibility for discounted care of 300 %

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

c |7Assetlevel

d |7 Medical indigency

e |7 Insurance status

f |7 Underinsurance discount

g I_Re5|dency

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

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

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

a

b |7 The FAP application form was widely available on a website (list url) comhs org/community/charity-care

c |7 A plain language summary of the FAP was widely available on a website (list url)
comhs org/community/charity-care

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

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

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

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

h |7 Notifled members of the community who are most likely to require financial assistance about availability of the FAP
i I_ Other (describe in Section C)

Billing and Collections

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

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

|_ Reporting to credit agency(ies)

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

o & n T O

|7 None of these actions or other similar actions were permitted

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

MUNSTER MEDICAL RESEARCH FOUNDATION
Name of hospital facility or letter of facility reporting group

Yes| No

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

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

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

a n T o

I_ Other similar actions (describe in Section C)

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

|7 Notified individuals of the financial assistance policy on admission

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

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

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

Policy Relating to Emergency Medical Care

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

If "No," indicate why

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

n o o

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

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care
a |_ The hospital facility used 1ts lowest negotiated commercial insurance rate when calculating the maximum amounts that
can be charged

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

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

If "Yes," explain in Section C

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

If "Yes," explain in Section C
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Facility Information (continued)

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

Form and Line Reference

Explanation

See Additional Data Table
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Facility Information (continued)

Page 8 2

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

(hst in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 7

Name and address

Type of Facility (describe)

1 COMMUNITY SURGERY CENTER OUTPATIENT SURGERY
801 MACARTHUR BOULEVARD
MUNSTER,IN 46321

2 COMMUNITY DIAGNOSTIC CENTER DIAGNOSTIC CENTER
10020 DONALD S POWERS DRIVE
MUNSTER,IN 46321

3 STIJOHN OUTPATIENT CENTER OUTPATIENT CENTER
9660 WICKER AVENUE
ST JOHN,IN 46373

4 COMMUNITY CARDIOLOGY CENTER OUTPATIENT CENTER
801 MACARTHUR BOULEVARD
MUNSTER,IN 46321

5 FITNESS POINTE REHABILITATION
9550 COLUMBIA AVENUE
MUNSTER,IN 46321

6 COMMUNITY HOME HEALTH SERVICES HOME HEALTH
9104 COLUMBIA AVENUE
MUNSTER,IN 46321

7 SCHERERVILLE OUTPATIENT CENTER OUTPATIENT CENTER
7651 HARVEST DRIVE
SCHERERVILLE,IN 46375

8

9

10
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m Supplemental Information

Provide the following information

1

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

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

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

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

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

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

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

Form and Line Reference Explanation

PartI, Line 3¢ - Factors other than
FPG used to determine FAP eligibility

N/A - FPG I1s the only factor used




Form and Line Reference

Explanation

PART I, LINE 6A - Was a Community
Benefit report prepared

THE STATE OF INDIANA ACCEPTS FORM 990 SCHEDULE HIN LIEU OF A COMMUNITY

BENEFIT REPORT Community Hospital makes its 990 available to the public




Form and Line Reference

Explanation

PART I, LINE 7 - Financial
assistance & other community
benefits at cost

COST ACCOUNTING SYSTEM WAS USED FOR COMPUTATIONS BAD DEBT IS EXCLUDED
FROM THE CALCULATION MEDICAID DIRECT OFFSETTING REVENUE INCLUDES THE
INCREASED HAF REIMBURSEMENT THE EXPENSE INCLUDES THE HAF FEE




Form and Line Reference Explanation

PART II - COMMUNITY BUILDING [Community Support (line 3) - This category can include "disaster readiness and public health
ACTIVITIES emergency activities, such as readiness training beyond what 1s required by accrediting bodies or
government entities " Expenses and revenues relating to the Bio-terrorism department of the
hospital have been included in this category




Form and Line Reference

Explanation

PART III,LINE 2 - METHODOLOGY
USED TO ESTIMATE BAD DEBT AT

COST

ITHE COST TO CHARGE RATIO PER THE S-10 WORKSHEET OF THE MEDICARE COST REPORT
IS USED TO ESTIMATE BAD DEBT AT COST




Form and Line Reference Explanation

PART III, LINE 3 - BAD DEBT WE ESTIMATE 1% OF THE BAD DEBT EXPENSE TO BE ATTRIBUTABLE TO PATIENTS ELIGIBLE

EXPENSE ATTRIBUTABLE TO FAP [FORFINANCIAL ASSISTANCE
ELIGIBLE PATIENTS




Form and Line Reference

Explanation

PART III,LINE 4 - BAD DEBT

EXPEN
AUDIT

SE FOOTNOTE FROM

P atient service revenue, net of contractual allowances and discounts, 1s reduced by the provision for
bad debts, and net accounts receivable are reduced by an allowance for uncollectible accounts The
provision for bad debts 1s based upon management's assessment of historical and expected net
collections, taking Iinto consideration the trends 1n health care coverage, economic trends, and other
collection indicators Management regularly assesses the adequacy of the allowances based upon
historical write-off experience by major payor category and aging bucket The results of the review
are then utilized to make modifications, as necessary, to the provision for bad debts to provide for an
appropriate allowance for bad debts A significant portion of the hospitals' uninsured patients will be
unable or unwilling to pay for services provided, and a significant portion of the hospitals' insured
patients will be unable or unwilling to pay for co-payments and deductibles Thus, the hospitals
record a significant provision for bad debts related to uninsured patients in the period the services
are provided After all reasonable collection efforts have been exhausted in accordance with CFNI's

policy, accounts recelvable are written off and charged against the allowance for bad debts




Form and Line Reference

Explanation

PART III, LINE 8 - Why Medicare

shortfa
benefit

Il should be community

WE PROVIDE NECESSARY SERVICES REGARDLESS OF THE PATIENT'S ABILITY TO PAY FOR
[THE SERVICE PROVIDED OR THE REIMBUSEMENT RECEIVED FROM MEDICARE, QUALIFYING
THE SHORTFALLAS A COMMUNITY BENEFIT THE Medicare allowable costs of care were
CALCULATED BY USING INFORMATION FROM THE COST ACCOUNTING SYSTEM




Form and Line Reference Explanation

PART III, LINE 9B - COLLECTION [COLLECTION POLICIES ARE THE SAME FOR ALL PATIENTS PATIENTS ARE SCREENED FOR
PRACTICES FOR QUALIFYING FA |[ELIGIBILITY FOR FINANCIAL ASSISTANCE BEFORE COLLECTION PROCEDURES BEGIN IF AT
PATIENTS ANY POINT IN THE COLLECTION PROCESS, DOCUMENTATION IS RECEIVED THAT
INDICATES THE PATIENT IS POTENTIALLY ELIGIBLE FOR FINANCIAL ASSISTANCE BUT HAS
NOT APPLIED FOR IT, THE ACCOUNT IS REFERRED BACK FOR A FINANCIAL ASSISTANCE
REVIEW




Form and Line Reference Explanation

> NEEDS ASSESSMENT IN COLLABORATION WITH COMMUNITY HEALTHCARE SYSTEM, FRANCISCAN ALLIANCE, AND
THE METHODIST HOSPITALS,Inc,COMMUNITY HOSPITALCONTRACTED WITH A THIRD
PARTY TO PERFORM OUR COMMUNITY HEALTH NEEDS ASSESSMENT AS PER REGULATION
501(R) The most recent CHNA was conducted in 2013 and 1s available ON the following websites
HTTP // WWW COMHS ORG/COMMUNITY

HTTP //WWW CHSCOMMUNITY HEALTHFORECAST NET




Form and Line Reference

Explanation

3 PATIENT EDUCATION OF
ELIGIBILITY FOR ASSISTANCE

PATIENTS WHO ARE ADMITTED WITHOUT INSURANCE ARE DIRECTED TO THE HOSPITAL'S
FINANCIAL COUNSELORS THE FINANCIAL COUNSELORS PERFORM AN INTERVIEW WITH
[THE PATIENTS TO EXPLAIN TO THEM THE PROCESS NECESSARY TO RECEIVE FINANCIAL
IASSISTANCE THIS PROCESS INCLUDES APPLYING FOR MEDICAID OROTHER GOVERNMENT
IAID THE APPLICANT THEN MUST FILLOUT A FINANCIAL INFORMATION WORKSHEET AND
SUBMIT VARIOUS INFORMATION TO DETERMINE IF THEY QUALIFY FOR FINANCIAL
IASSISTANCE IN ACCORDANCE WITH THE FINANCIAL ASSISTANCE POLICY THE POLICY IS
POSTED IN THE EMERGENCY ROOM AREA AS WELL AS AT EACH INPATIENT WAITING DESK

THE INFORMATION IS ALSO AVAILABLE ON OUR WEBSITE




Form and Line Reference

Explanation

4 COMMUNITY INFORMATION

LOCATED IN MUNSTER, INDIANA, THE COMMUNITY SERVED INCLUDES NORTHWEST
INDIANA LATESTUS CENSUS BUREAU DEMOGRAPHIC INFORMATION COMPARING
MUNSTER TO THE STATE OF INDIANA Munster Indiana Persons under 18 years, percent, 2010
23 4% 24 8% Persons 65 years and over, percent, 2010 18 7% 13 0% White alone, percent, 2010
(a) 85 6% 84 3% Black or African American alone, percent, 2010 (a) 3 5% 9 1% Hispanic or
Latino, percent, 2010 (b) 10 2% 6 0% White alone, not Hispanic or Latino, percent, 2010 79 2%
81 5% High school graduate or higher, age 25+, 2010-2014 94 8% 87 6% Bachelor's degree or
higher, age 25+, 2010-2014 40 5% 23 6% Median household income, 2010-2014 $72,532
$48,737 Persons In poverty, percent, 2010-2014 8 5% 15 2% (a) Includes persons reporting only

one race (b)Hispanics may be of any race, so also are included in applicable race categories




Form and Line Reference

Explanation

5 PROMOTION OF COMMUNITY
HEALTH

Community Hospital iIn Munster, Indiana, I1s a not-for-profit, non-sectarnan, acute care fac ility
recognized for meeting this nation's highest health care standards The Joint Commis sion on
Accreditation of Health Care Organizations has awarded Community Hospital Accredit ation with
Commendation, its highest honor, recognizing the hospital's exemplary performan ce Community
Hospital 1s the area's first choice in health care, with more admissions tha n any single hospital in
Lake County, Indiana Community Hospital has been selected as the area's most preferred
hospital for quality care in each of the last three annual national consumer surveys by Nebraska-
based National Research Corporation This unmatched record o f quality health care 1s backed by
some of the area's most respected medical professionals and some of the most advanced medical
technology availlable The 458-bed hospital has a me dical staff of more than 575 physicians
Community Hospital operates among its services a 24-hour Emergency Department, Intensive
Care, Intermediate Care, Pediatrics, Obstetrics an d Neonatal units, Community Oncology Center,
Women's Diagnostic Center, Pain Clinic, Rehab ilitation Center, O rthopedics Unit and O utpatient
Surgery In November 1998, the hospital opened Fitness Pointe, a health club facility that
encompasses general fithess, cardiac re habilitation, physical therapy and sports medicine This
unique, medically-based fitness f acility furthers the hospital's mission to improve the health and
well-being of our commun ity The first patient was admitted to Community Hospital on Sept 11,
1973, at which time 1t was a 104-bed medical surgical facility Today, the not-for-profit hospital I1s
the are a's busiest, operating the largest heart and cancer programs as well as delivering 2,000 b
abies a year Community Hospital has invested since 1ts opening more than $250 million to
assemble an impressive network of health care services that span the illness-to-wellness s
pectrum Community Hospital is a non-profit hospital operating as a part of the Community
Healthcare System, which includes St Catherine Hospital, Inc 1n East Chicago, Indiana an d St
Mary Medical Center, Inc 1n Hobart, Indiana The hospitals are committed to providi ng the
highest quality healthcare in the most cost-efficient manner, respecting the dignit y of the
individual, providing for the well-being of the community and serving the needs o f all people,
including the poor and disadvantaged Community Hospital takes pride in bein g responsive to the
needs of our community Below, we have listed current programs designe d to meet those needs
THE DESIGNATED POPULATION THAT COMMUNITY HOSPITALIS FOCUSING ON IN
CLUDES THOSE INDIVIDUALS WHOSE LIFE-STYLE BEHAVIORS PUT THEM AT RISK FOR
DISEASE AND ILLNE SS OUR PRIMARY FOCUS THIS YEAR IS ON DISEASES THAT HAVE
BEEN IDENTIFIED AS HEALTH DISCREP ANCIES IN LAKE COUNTY,INDIANA - DIABETES,
HEART DISEASE & STROKE, AND MATERNAL INFANT & C HILD HEALTH THE INCIDENCE
OF THESE DISEASES IN OUR REGION SURPASSED STATE AND NATIONAL AV ERAGES,
AND THEREFORE DEMANDED OUR PRIMARY FOCUS ALLOFTHESE AREAS HAVE A
COMMON LINKTO MODIFIABLE LIFESTYLE RISK FACTORS, EDUCATION, PREVENTION
AND ACCESS TO MEDICAL SERVICES COMMUNITY HOSPITAL HAS INVESTED GREATLY
IN RECENT YEARS IN TREATMENT AND EDUCATION PROGRAM S AND IN OFFERING
PATIENTS ACCESSTO TREATMENTS NOT AVAILABLE ELSEWHERE IN THE COUNTY WE
ARE EXPANDING BEST PRACTICE EFFORTS THROUGH THE PRIMARY CARE SETTING, IN
PARTICULAR OUREM PLOYED PHYSICIANS GROUP THE FOCUS OF OUR COMMUNITY
BENEFIT ISTO USE RESOURCES TO REACH BEYOND THE TREATMENT OF THESE
DISEASES TO HELP EDUCATE, SUPPORT AND EMPOWER INDIVIDUALS TO LOWER THEIR
RISKS 2014-2015 ANNUAL PROGRESS REPORT A THE COMMUNITY HOSPITAL FITNESS
POINTE - THE GOALOF FITNESS POINTE ISTO PROVIDE OPPORTUNITIES FOR PERSONS
OF NORTHWEST INDIA NA TO IMPROVE AND MAINTAIN THEIR HEALTHY LIFE-STYLE
HABITS, LOWERING THEIR RISKS FOR HEART DISEASE, STROKES, AND DIABETES THE
FACILITY WAS DEVELOPED TO ADDRESS FINDINGS OF OUR 199 5 HEALTH NEEDS
ASSESSMENT THAT IDENTIFIED OPPORTUNITIES TO IMPROVE THE HEALTH STATUS OF
OURCOMMUNITY COMMUNITY HOSPITAL OPENED FITNESS POINTE ON NOVEMBER 1,
1998 THE APPROXIMATE 73,000 SQUARE FOOT FACILITY HOUSES THE HOSPITAL'S
OUTPATIENT PHYSICAL THERAPY,DIZZINESS AND SPINAL THERAPY, OUTPATIENT
DIETARY COUNSELING, NEWHEALTHY ME AND THE FITNESS POINTE D EPARTMENTS
FITNESS POINTE PROGRAMS ADDRESS HEALTH EDUCATION/WELLNESS, AND FITNESS-
RELATED CONTENT AREAS THE COMMUNITY EDUCATION OFFERINGS AND THE
CONTRIBUTIONS OF THE HOSPITAL EM PLOYEES AND MEDICAL STAFF ARE VITAL
PIECES IN ADDRESSING THE HEALTH DISPARITIES IN LAKE CO UNTY, SUPPORTING A
VARIETY OF DISEASE PREVENTION GOALS MANY OF THE COMMUNITY EDUCATION CL
ASSES ORIGINALLY DEVELOPED AT FITNESS POINTE ARE NOWALSO OFFERED AT
COMMUNITY HOSPITAL OU TPATIENT CENTRE IN ST JOHN, VALPARAISO HEALTH
CENTER AND PORTAGE YMCA, FURTHER EXPANDING THE SCOPE OF SERVICES HEALTH
EDUCATION/WELLNESS S




Form and Line Reference

Explanation

5 PROMOTION OF COMMUNITY
HEALTH

ERVICES - THE COMMUNITY HEALTH NEEDS ASSESSMENT INDICATED LAKE COUNTY
RESIDENTS HAVE INCRE ASED RISK FOR HEART DISEASE AND CANCER COMPARED TO
STATE AND NATIONAL STATISTICS A VARIETY OF HEALTH EDUCATION AND WELLNESS
PROGRAMS ARE OFFERED TO THE COMMUNITY AT LITTLE ORNO C HARGE TO IMPROVE
KNOWLEDGE AND AWARENESS OF LIFE-STYLE RELATED RISKS FOR THESE DISEASES F
ITNESS POINTE PROVIDES A SUPPORTIVE ENVIRONMENT FOR AREA RESIDENTS TO
MAINTAIN HEALTHY HABITS RESEARCH INDICATES CERTAIN INDIVIDUALS ARE AT
GREATER RISK FOR LIFE-STYLE RELATED DIS EASES SUCH AS HEART DISEASE AND
DIABETES BASED ON PHYSICAL MEASURES FITNESS POINTE SCREEN INGS FOR THESE
RISKS DURING MANDATORY FITNESS PROFILES ARE PERFORMED ON ALL NEWPROGRAM
PA RTICIPANTS IN A STUDY IN CONJUNCTION WITH VALPARAISO UNIVERSITY AND THE
HEART CENTER AT C OMMUNITY HOSPITAL, FITNESS POINTE IDENTIFIED 1,321
INDIVIDUALS AT A SIGNIFICANTLY INCREASE D RISK FOR DIABETES AND HEART
DISEASE OF THESE INDIVIDUALS,700 OF THEM AT THE HIGHEST RI SK LEVELS FOR
HEART DISEASE AND DIABETES WERE INVITED TO UNDERGO ADDITIONAL SCREENING
FORBLOOD CHOLESTEROL,BODY MASS INDEX AND BLOOD PRESSURE SOME OTHERS AT
MODERATE TO HIGH RIS K WERE TARGETED, THROUGH ADDITIONAL SCREENING AND
LIFE-STYLE MODIFICATION, FORINTERVENTIO N TO REDUCE THEIR RISK OF DISEASE
WITH 25% OF WHITE CHILDREN AND 33% OF AFRICAN AMERICAN AND HISPANIC
CHILDREN BEING OVERWEIGHT ACCORDING TO 2001 STATISTICS, FITNESS POINTE HAS
DE VELOPED PROGRAMS TO HELP ADDRESS THIS ISSUE "FIT TRIP"IS A PROGRAM THAT
BRINGS 1ST-3RD G RADE STUDENTS TO FITNESS POINTE FOR A 90 MINUTE
INTRODUCTION AND EXPERIENCE WITH DIFFERENT TYPES OF EXERCISE COMBINED
WITH BASIC NUTRITION TIPS "TAKE 5 FOR LIFE" IS A PROGRAM DEVE LOPED FOR 5TH
GRADERS TO TEACH GOOD HEALTH, NUTRITION AND FITNESS HABITS WITHIN THE
SCHOOL SETTING, AS WELLASTO ENCOURAGE ACTIVITY BASED ON THE HEALTH
NEEDS AND INTERESTS OF THO SE PROGRAM ATTENDEES, PROGRAMS WERE DEVELOPED
IN THE AREAS OF WOMEN'S HEALTH, NUTRITION A ND HEALTHY COOKING,
RELAXATION, WEIGHT MANAGEMENT, SENIOR HEALTH, BACK AND OTHER ORTHOPEDI C
HEALTH ISSUES, DIABETES MANAGEMENT, CANCER AWARENESS AND PREVENTION,
HEART DISEASE RISK FACTOR AWARENESS AND SCREENING, MENTAL HEALTH, AND
SMOKING CESSATION THROUGH THE COLLABOR ATIVE EFFORTS OF THE COMMUNITY
HOSPITAL'S WELLNESS SERVICES, PUBLIC RELATIONS, DIETARY SER VICES THERAPY,
REHABILITATION,EDUCATION DEPARTMENT, NURSING SERVICES AND OTHERS, A
QUARTE RLY COMMUNITY EDUCATION CALENDAR CALLED "TAKE CAREI" IS CREATED
THE CALENDAR IS DISTRIBUT ED TO MORE THAN 75,000 HOUSEHOLDS IN THE
HOSPITAL'S SERVICE AREA, AND TO COMMUNITY CENTERS ,PHYSICIAN OFFICES,
LIBRARIES AND OTHER PUBLIC LOCATIONS IT FEATURES EDUCATIONAL AND SUP PORT
PROGRAMS DESIGNED TO IMPROVE THE PHYSICAL, MENTAL, SAFETY, NUTRITIONAL AND
SOCIAL WEL L-BEING OF THE COMMUNITY WELLNESS EDUCATION PROGRAM AREAS 1
HEART DISEASE-RELATED PROGRA MMING INCLUDES ONGOING DAILY BLOOD PRESSURE
SCREENING BY THE EXERCISE STAFF, BLOOD PRESSUR E SCREENING OFFERED DURING
PERIODIC EVENTS, A COMPREHENSIVE SERIES ABOUT CHOLESTEROL THAT INCLUDES A
SCREENING AND EDUCATION ON CHOLESTEROL MANAGEMENT, SMOKING CESSATION
CLASS, A STROKE AWARENESS LECTURE, A PRESENTATION ON NEWADVANCED
GENETIC TESTING FOR HEART DISEASE, PERIPHERAL ARTERIAL DISEASE SCREENINGS,
AND A CLASS THAT HELPS INDIVIDUALS MAINTAIN THEIR HEALTH WHILE ON HEART
MEDICATIONS HEART DISEASE-RELATED SUPPORT GROUPS INCLUDE A HEART F AILURE
SUPPORT GROUP, A GROUP FOR WOMEN WITH HEART DISEASE, AND MENDED HEARTS - A
NATIONAL ORGANIZATION WHERE SEASONED HEART DISEASE PATIENTS VISIT NEWLY
DIAGNOSED PATIENTS IN THE HOSPITAL AFTER SURGERY OR A PROCEDURE OTHER
COMMUNITY PROGRAMS RELATED TO THE HEART INCLU DED HOWTO RAISE A HEART-
SMART CHILD, PROPER NUTRITION FOR LOWERING CHOLESTEROL,INFANT-CHILD CPR,
DIABETES ASIT RELATES TO THE HEART, AND A SERIES OF PROGRAMS FOR WOMEN AND
HEART DISEASE 2 CANCER AWARENESS AND PREVENTION PROGRAMS INCLUDE A DAY
OF CANCER AWARENESS WITH SKIN CANCER SCREENINGS AND A VAST PU
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6 AFFILIATED HEALTH CARE
SYSTEM

COMMUNITY HOSPITAL IS PART OF AN AFFILIATED SYSTEM EACH HOSPITALIN THE
SYSTEM PROVIDES MEDICAL SERVICES TO THEIR COMMUNITIES AND ADJOINING
COMMUNITIES EACH ENTITY'S PURPOSE ISTO PROVIDE HEALTH CARETO THOSE WHO

NEED IT, INCLUDING THE UNINSURED OR UNDERINSURED
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7 STATE FILING OF COMMUNITY
BENEFIT REPORT

INDIANA
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Additional Data

Software ID:
Software Version:
EIN: 35-1107009
Name: MUNSTER MEDICAL RESEARCH FOUNDATION INC

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

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

Form and Line Reference

Explanation

Part VV, Section B, Line 5 -
Community stakeholders

Focus groups held as part of this CHNA incorporated input from 44 key informants (or community
stakeholders) in the area with special emphasis on persons who work with or have special knowledge
about vulnerable populations In the four counties, including low income individuals, minority
populations, those with chronic conditions, and other medically underserved residents The five groups
consisted of Doctors, Other Health Providers, Social Service Providers, Business Leaders, and Other

Community Leaders The complete list can be found on pages 103 and 104 of our CHNA




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

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

Form and Line Reference Explanation

PartV, Section B, Line 6A - Hospital Community Healthcare System St Catherine Hospital, Inc St Mary Medical Center, Inc Franciscan
IAlllance St Anthony Health St Margaret Health - Hammond St Margaret Health - Dyer The
Methodist Hospitals, Inc Northlake campus Southlake campus

facilities CHNA was conducted with




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

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

Form and Line Reference

Explanation

Part V, Section B, Line 11 - CHNA
significant needs 1dentified

O ur hospitals chose four priority areas Diabetes, Heart Disease & Stroke, Nutritional & Weight Status
and Maternal, Infant & Child Health All of these areas have a common link to modifiable lifestyle risk
factors, education and access to medical services Key issues of concerns among our community
informant included access to healthcare services, health education and prevention, obesity and
substance abuse, and as such align with the focus areas chosen Intargeting these four areas for
health improvement, the hospitals will seek to " Align and re-align resources to focus on these health
Issues " Develop partnerships and collaborations for outreach screening and education initiatives as
well as to target at-risk populations " Expand best practice efforts through the primary care setting, In
particular, our employed physicians group " Seek additional opportunities to achieve our goals "
Leverage our resources to provide services by partnering with other community groups and seeking
grant funding The Community Health Needs assessment conducted by the hospitals of the Community
Healthcare System identified areas of concern not identified in the hospital's implementation plan
[These areas Include " Access to Health Services " Cancer " Chronic Kidney Disease " Family
Planning " Injury & Violence Prevention " Oral Health Many of these areas are being addressed by the
hospitals of the Community Healthcare System as well as by other community organizations For
example, Community Healthcare System supports a large cancer program with a separate research
foundation focused on improving access to clinical trials for area residents as well as providing free
support and mind-body services through its Cancer Resource Centre All hospitals provide routine
low-cost and free screening programs for a variety of cancers As the hospital focuses on lifestyle,
education, prevention and access to care Issues surrounding i1ts four focused areas, positive outcomes
will hkely have positive effects on the health needs not addressed To have the greatest impact,
however, the hospital has chosen to focus on three of the most serious diseases and the related
lifestyle Issues facing our community as well as investing in the health of the most vulnerable

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

Form and Line Reference

Explanation

PartV, Section B, Line 22d - FAP
Eligibility

DISCOUNT FORPROMPT PAYMENT

OCUR MAXIMUM AMOUNTS THAT CAN BE CHARGED TO FAP-ELIGIBLE INDIVIDUALS FOR
EMERGENCY OR OTHER MEDICALLY NECESSARY CARE ARE BASED ON A SLIDING SCALE UP
[TO 200% OF FEDERAL POVERTY GUIDELINES (FPG)IS 100% FREE CARE 201%-300% IS
CHARGED BASED ON MEDICARE RATES OVER 300% IS CHARGED BASED ON AVERAGE OF
MEDICARE AND LOWEST MANAGED CARE RATES COMBINED PATIENTS MAY ALSO BE
ELIGIBLE FOR SELF-PAY/PROMPT PAY DISCOUNTS REGARDLESS OF FEDERAL POVERTY
LEVEL WE OFFER 30% DISCOUNT TO TRUE SELF-PAY ACCOUNTS AND AN ADDITIONAL 10%
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Schedule I . . . OMB No 1545-0047
(Form 990) Grants and Other Assistance to Organizations,
Governments and Individuals in the United States 201 4
Complete if the organization answered "Yes," to Form 990, Part 1V, line 21 or 22.
Internal Revenue Service P Information about Schedule I (Form 990) and its instructions is at www.irs.gov /form990. Inspection
Name of the organization Employer identification number

MUNSTER MEDICAL RESEARCH FOUNDATION INC
35-1107009

m General Information on Grants and Assistance

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

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

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

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash (e) Amount of non- (f) Method of (g) Description of (h) Purpose of grant
organization If applicable grant cash valuation non-cash assistance | or assistance
or government assistance (book, FMV, appraisal,
other)
(1) PURDUE UNIVERSITY 35-6002041 501(C)3 132,055 SPONSORSHIP
CALUMET

2200 169TH STREET
HAMMOND,IN 46323

(2) MUNSTER HIGH 35-6002675 501(C)3 10,200 SPONSORSHIP
SCHOOL

8808 COLUMBIA AVENUE
MUNSTER,IN 46321

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

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

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



Schedule I (Form 990) 2014

Page 2

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

Part III can be duplicated If additional space Is needed.

Part IV, line 22.

(a)Type of grant or assistance

(b)Number of
recipients

(c)Amount of
cash grant

(d)Amount of
non-cash assistance

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

(f)Description of non-cash assistance

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

Return Reference

Explanation

PART IV SUPPLEMENTAL REQUESTS FORDONATIONS FROM QUALIFIED 501(C)(3) CHARITIES, UNIVERSITIES, AND OTHER EXEMPT ORGANIZATIONS ARE
INFORMATION EVALUATED ASTO WHETHER THE POTENTIAL DONEE ORGANIZATION WILL USE THE FUNDS IN A MANNER CONSISTENT WITH OUR

CHARITABLE MISSION AND THE INTENTION OF THE CONTRIBUTION OUR DONATIONS/CONTRIBUTIONS ARE PRIMARILY MADE TO
LOCAL ORGANIZATIONS SINCE THESE ARE NOT GRANTS, THERE IS NO NEED TO MONITOR

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

(Form 990)

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

2014

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

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

MUNSTER MEDICAL RESEARCH FOUNDATION INC

35-1107009

Inspection

Employer identification number

m Questions Regarding Compensation

la

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

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

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

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

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

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

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

I Compensation survey or study

I_ Compensation committee
[T Independent compensation consultant

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

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

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

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

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

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

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

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

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 500537 Schedule J (Form 990) 2014
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Im Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies If additional space 1s needed.

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

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

Page 2

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

P compensation compensation Form 990

See Additional Data Table

Schedule J (Form 990) 2014
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m Supplemental Information

Provide the information, explanation, or descriptions required for PartI, lines 1a, 1b, 3,4a,4b, 4c,5a,5b,6a,6b,7,and 8, and forPart II
Also complete this part for any additional information

Return Reference

Explanation

PART I, LINE 1A - PROVIDED
TO/FOR A PERSON IN 990, PART
VII,SEC A,LN 1A

THE ORGANIZATION PAYS HEALTH/SOCIAL CLUB DUES ON BEHALF OF CERTAIN OFFICERS, KEY EMPLOYEES AND FIVE HIGHEST PAID
EMPLOYEES, WHICH IS THEN TAXED AS A FRINGE BENEFIT TO THE INDIVIDUAL

PART I,LINE 3 -USEDTO
ESTABLISH COMPENSATION OF
ORG CEO/EXEC DIR

MUNSTER MEDICAL RESEARCH FOUNDATION,INC FOLLOWSITS PARENT, (CFNI), COMPENSATION POLICIES THE CFNI BOARD HAS
ADOPTED EXECUTIVE AND BOARD OF DIRECTORS COMPENSATION PHILOSOPHY AND REASONABLENESS STANDARDS THISISTO
ASCERTAIN THAT THESE STANDARDS ARE ADHERED TO THEIR PROCESS FORCOLLECTING AND ASSEMBLING MARKET DATA IS
CONSISTENT WITH THE REBUTTABLE PRESUMPTION CHECKLIST AND GUIDELINES ALONG WITH FAIR MARKET VALUE USED BY THE IRS IN
CONDUCTING EXECUTIVE COMPENSATION REVIEWS AS WELL AS CONTEMPORARY COMPENSATION PRACTICES ALL MARKET DATA IS
ASSEMBLED FROM REPUTABLE COMMERCIALLY AVAILABLE SURVEYS

PART I,LINE 7 - NON-FIXED
PAYMENTS NOT DESCRIBED IN
LINES 5 AND 6

DESCRETIONARY BONUS IS PAID BASED ON FINANCIAL PERFORMANCE AND QUALITY INDICATORS TO CERTAIN EXECUTIVES

Schedule J (Form 990) 2014
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Software ID:
Software Version:
EIN: 35-1107009
Name: MUNSTER MEDICAL RESEARCH FOUNDATION INC

Form 990, Schedule J, Part II - Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

(A) Name and Title (B) Breakdown of W-2 and/or 1099-MISC compensation (C) Retirement and (D) Nontaxable (E) Total of columns (F) COflnpensébtlon n
(i) Base (iii) Bonus & (iii) Other other deferred benefits (B)Y(1)-(D) reportgzl;rsr;éfe)rred n
Compensation Incentive reportable compensation prior Form 990
compensation compensation
DONALD S POWERS, ) 0 0 0 0 0 0 0
DIRECTOR

() 867,373 290,187 2,816 39,520 15,610 1,215,506 0
DONALD P FESKO, ) 0 0 0 0 0 0 0

ADMINISTRATOR
() 450,964 174,389 25,937 11,700 31,374 694,364 0
SR VP FINANCE & SYSTEM (" 0 0 0 0 0 0 0
oFO () 397,935 287,098 22,276 39,520 19,733 766,562 0
FILI\E’EC""E‘;'E“F\‘(’;' VP OF 0] 378,535 240,640 6,336 49,153 23,705 698,369 0
() 0 0 0 0 0 0 0
RONDA MCKAY, VP & CNO 0] 199,523 95,628 1,386 7,800 4,708 309,045 0
() 0 0 0 0 0 0 0
E;ﬁg?g&NBgRﬁgggfLMD' 0] 616,147 0 2,322 39,520 28,960 686,949 0
DIRECTOR () 0 0 0 0 0 0 0
P;"JSIHC’;EKABRODY MD, m 455,391 0 714 39,520 23,784 519,409 0
() 0 0 0 0 0 0 0
Gggﬁi&ggﬁ;g m 444,806 0 17,046 11,700 26,284 499,836 0
PHYSICIAN ' (i 0 0 0 0 0 0 0
Tﬁgm%IE%VE%I}-II\Y/IQIF(EAIANIII 0] 457,848 0 3,140 11,700 20,779 493,467 0
’ () 0 0 0 0 0 0 0
PE@'S\‘I’ES&SKOVICH MD, () 450,407 0 17,975 3,900 12,123 484,405 0
() 0 0 0 0 0 0 0
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Schedule L Transactions with Interested Persons
(Form 990 or 990-EZ) & Complete if the organization answered
"Yes" on Form 990, Part 1V, lines 25a, 25b, 26, 27, 28a, 28b, or 28c,
or Form 990-EZ, Part V, line 38a or 40b.
k- Attach to Form 990 or Form 990-EZ.
kInformation about Schedule L (Form 990 or 990-EZ) and its instructions is at
www.irs.gov /form990.

DLN:

Department of the Treasury
Intemal Revenue Service

Inspection

Name of the organization Employer identification number

MUNSTER MEDICAL RESEARCH FOUNDATION INC

35-1107009
m 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, PartIV, line 25a or 25b, or Form 990-EZ, Part V, line 40b

1 (a) Name of disqualified person (b) Relationship between disqualified (c) Description of transaction (d) Corrected?
person and organization Yes No

2 Enter the amount of tax incurred by organization managers or disqualified persons during the year under section
4958 . > 3

3 Enter the amount of tax, iIf any, on line 2, above, reimbursed by the organization . » 3

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 IV, line 26, or if the organization
reported an amount on Form 990, Part X, line 5,6, 0r22

(a) Name of (b) Relationship (c) (d) Loan to (e)Oniginal| (f)Balance (g) In (h) (i)Written
Interested with organization |Purpose of| or from the principal due default? Approved agreement?
person loan organization? amount by board or
committee?
To From Yes No | Yes No Yes No
Total > 3 I

Grants or Assistance Benefiting Interested Persons.
Complete If the organization answered "Yes" on Form 990, Part 1V, line 27.

(a) Name of interested
person

(b) Relationship between
Interested person and the
organization

(c) Amount of assistance

(d) Type of assistance

(e) Purpose of assistance

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

Cat No 50056A

Schedule L (Form 990 or 990-EZ) 2014



Schedule L (Form 990 or 990-EZ) 2014 Page 2
i-149¥4" 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 (c) Amount of (d) Description of transaction |(e) Sharing
between interested transaction of
person and the organization's
organization revenues?
Yes No

See Additional Data Table

Supplemental Information

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

Return Reference

Explanation

Schedule L (Form 990 or 990-EZ) 2014



Additional Data

Software ID:
Software Version:
EIN: 35-1107009
Name: MUNSTER MEDICAL RESEARCH FOUNDATION INC

Form 990, Schedule L, Part IV - Business Transactions Involving Interested Persons

(a) Name of interested person (b) Relationship (c) Amount of (d) Description of transaction | (e) Sharing of
between Interested transaction organization's
person and the revenues?
organization
Yes No
(1)HASSE CONSTRUCTION OWNED BY WILLIAM 1,676,651 [INDEPENDENT No
HASSE CONTRACTOR
(2) SARN II DR SHABEEB PART 214,039 | RENTALOF OFFICE SPACE No
OWNER
(3)CARDIOLOGY ASSOC OF NWIN SN MAKAM, MD 115,345 | INDEPENDENT No
OFFICER CONTRACTOR
(4) GARY MCKAY FAM MEM OF RONDA 74,162 |[EMPLOYMENT No
MCKAY
(5)KAY TORRENGA FAM MEM OF D 73,634 | EMPLOYMENT No
TORRENGA
(6)STEVEN PAUL CHOVANEC FAM MEM STEVEN G 59,857 | EMPLOYMENT No
CHOVANEC
(7)RYAN TORRENGA FAM MEM OF D 12,838 | EMPLOYMENT No
TORRENGA
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OMB No 1545-0047
(SFS: Eglo):: :,‘QE_E% Supplemental Information to Form 990 or 990-EZ 201 4

Department of the Treasury Complete to provide information fo_r responses t_o spe_cif ic que§tions on .
Intemal Revente Sewice Form 990 or 990-EZ or to provide any additional information. Open to Public
k- Attach to Form 990 or 990-EZ. Inspection

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

Name of the organization Employer identification number
MUNSTER MEDICAL RESEARCH FOUNDATION INC

35-1107009

990 Schedule O, Supplemental Information

Return Reference Explanation
PART VI, LINE2 - FAMLLY OR BUSINESS RELATIONSHIPS Frankie Fesko 1s a famly member of Donald P Fesko and Donald S Pow ers
PART VI, LINE6 - Members or stockholders Community Foundation of Northw est Indiana, Inc (CFNI) Is the sole member or
stockholder
PART VI, LINE7A - WHO HAS THE POWER TO ELECT COMMUNITY FOUNDATION OF NORTHWEST INDIANA, INC (CFNI) IS THE
MEMBERS OF GOVERNING BODY PARENT COMPANY OF MUNSTER ME
DICAL RESEARCH FOUNDATION, INC (MMRF) AND HAS CONTROL TO ELECT
MEMBERS OF THE GOVERNING B
oDy
PART VI, LINE 7B - GOVERNANCE DECISIONS RESERVED COMMUNITY FOUNDATION OF NORTHWEST INDIANA, INC IS THE PARENT
OTHER THAN GOVERNING BODY COMPANY OF MUNSTER MEDICAL R
ESEARCH FOUNDATION, INC AND HAS RIGHTS TO APPROVE DECISIONS
MADE BY MMRF
PART VI, LINE 11B - GOVERNING BODY 990 REVIEW THE 990 IS SUBMITTED TO THE SENICR VP AND CFO FOR REVIEWV ONCE
PROCESS THIS REVIEW IS COMPLETE THE

RETURNS ARE THEN PRESENTED TO SENIOR LEADERSHIP FOR REVIEW THE
990 IS ALSO REVIEWED BY A

N INDEPENDENT PUBLIC ACCOUNTING FIRM BEFORE IT IS POSTED TO A
SECURE WEBSITE TO ALLOW THE

BOARD OF DIRECTORS TO REVIEW PRIOR TO FILING

PART VI, LINE 12C - PROCESS TO MONITOR CONFLICT OF AS PART OF THE ORGANIZATION'S ANNUAL MONITORING & ENFORCEMENT
INTEREST PROCEDURE RELATING TO ITS CO

NFLICT OF INTEREST POLICY, ALL CONFLICT OF INTEREST QUESTIONNAIRES
AREREVIENED BY THE VP

OF CORPORATE COMPLIANCE AND THOSE OFFICERS, DIRECTORS, OR KEY
EMPLOY EES WHO DO NOT RETURN

OR FULLY COMPLETE THE QUESTIONNAIRE ARE CONTACTED TO RECONCILE
THE OMISSION RESTRICTIONS

ON MEMBERS WITH A CONFLICT - MEMBERS WITH A CONFLICT ARE
REQUIRED TO RECUSE THEMSELVES FRO

M ANY DELIBERATION AND MUST ABSTAIN FROMTHEVOTE

PART VI, LINE 15 - PROCESS TO DETERMINE OFFICER & KEY | THE CFNI BOARD ADOPTED EXECUTIVE AND BOARD OF DIRECTORS
PERSON COMPENSATION COMPENSATION PHILOSOPHY AND REASON

ABLENESS STANDARDS THIS IS TO ASCERTAIN THAT THESE STANDARDS
ARE ADHERED TO THEIR PROCES

S FOR COLLECTING AND ASSEMBLING MARKET DATA IS CONSISTENT WITH
THE REBUTTABLE PRESUMPTION

CHECKLIST AND GUIDELINES ALONG WITH FAIR MARKET VALUE USED BY
THE IRS IN CONDUCTING EXECUT

IVE COMPENSATION REVIEWS AS WELL AS CONTEMPORARY
COMPENSATION PRACTICES ALL MARKET DATA |

S ASSEMBLED FROM REPUTABLE COMMERCIALLY AVAILABLE SURVEYS

PART VI, LINE 19 - PUBLIC AVAILABILITY OF FS, COIPOLICY, | MUNSTER MEDICAL RESEARCH FOUNDATION, INC DOES NOT MAKE ITS

& GOVERNING DOCS GOVERNING DOCUMENTS OR CONFLIC

T OF INTEREST POLICY AVAILABLE TO THE PUBLIC IN ACCORDANCE WITH
BOND COVENANTS, MUNSTER M

EDICAL RESEARCH FOUNDATION, INC THROUGH COMMUNITY FOUNDATION
OF NORTHWEST INDIANA, INC M

AKES ITS FINANCIAL STATEMENTS AND DISCLOSURES AVAILABLE TO THE
PUBLIC THROUGH THE EMMA DAT

ABASE
PART VI, SECTION A - OFFICERS, DIRECTORS, KEY CERTAIN SALARIES AND MEDICAL DIRECTORSHIPS ARE PAID BY A
EMPLOY EES AND HIGHEST COMPE RELATED ORGANIZATION, USUALLY THE
PARENT (CFNI), WHILE THE HOURS ARE APPLICABLE TO THE REPORTING
ORGANIZATION
PART Xl, LINE 9 - OTHER CHANGES IN NET ASSETS TRANSFER FROM RELATED ORGANIZATIONS 7,722,070 INCOME ON

RESTRICTED FUNDS (6,389) PENSION L

IABILITY ADJUSTMENT (19,548,350) TRANSFER TO RELATED
ORGANIZATIONS (28,393,571) TOTAL CHAN

GES INNET ASSETS (40,226,240)
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. . . OMB No 1545-0047
SCHEDULE R Related Organizations and Unrelated Partnerships :
(Form 990) = Complete if the organization answered "Yes" on Form 990, Part 1V, line 33, 34, 35b, 36, or 37. 20 1 4
k= Attach to Form 990.

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

Name of the organization Employer identification number
MUNSTER MEDICAL RESEARCH FOUNDATION INC

35-1107009 .
IEEREHEl 1dentification of Disregarded Entities Complete If the organization answered "Yes" on Form 990, Part IV, line 33.
(a) (b) (c) (d) (e) N
Name, address, and EIN (if applicable) of disregarded entity Pnmary activity Legal domicile (state Total iIncome End-of-year assets Direct controlling
or foreign country) entity

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

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

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



Schedule R (Form 990) 2014

Page 2

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

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

(b)

Primary activity

(c)
Legal
domicile
(state or
foreign
country)

(d) (e) 0]
Direct Predominant Share of
controlling income(related,
entity unrelated,
excluded from
tax under
sections 512-
514)

(9)
Share of

total iIncome |end-of-year

assets

(k)
Percentage
ownership

(h) (i) (6))
Disproprtionate| Code V-UBI | General or
allocations? |amount in box| managing
20 of partner?
Schedule K-1
(Form 1065)
Yes No Yes | No

-14¥A"A Identification of Related Organizations Taxable as a Corporation or Trust Complete If the organization answered "Yes" on Form 990, Part 1V,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.

(a) (b) (c) (d) (e) g (h) 0]
Name, address, and EIN of Primary activity Legal Direct controlling | Type of entity Share of total |Share of end-of- Percentage Section 512
related organization domicile entity (C corp, S corp, income year ownership (b)(13)
(state or foreign or trust) assets controlled
country) entity?
Yes No
(1) COMMUNITY RESOURCES MGMT SERVICES IN CFNI C CORP 0 0 Yes
INC
907 RIDGE ROAD
MUNSTER, IN 46321
35-1727711
(2) COMMUNITY MEDICAL & CONDO ASSOC IN CFNI C CORP 0 0 Yes
PROFESSIONAL CENTER
800 MACARTHUR BOULEVARD
MUNSTER, IN 46321
23-7437942

Schedule R (Form 990) 2014



Schedule R (Form 990) 2014 Page 3

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

Note. Complete line 1 if any entity 1s listed in Parts II, III, or IV of this schedule Yes | No
1 During the tax year, did the orgranization engage I1n any of the following transactions with one or more related organizations listed in Parts II-IV?

a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity 1a No
b Gift, grant, or capital contribution to related organization(s) 1b | Yes
c Gift, grant, or capital contribution from related organization(s) 1c | Yes
d Loans orloan guarantees to or for related organization(s) id No
e Loans orloan guarantees by related organization(s) 1le No
f Dividends from related organization(s) 1f No
g Sale of assets to related organization(s) 1g No
h Purchase of assets from related organization(s) 1h | Yes
i Exchange of assets with related organization(s) 1i | Yes
j Lease offacilities, equipment, or other assets to related organization(s) 1j | Yes
k Lease of facilities, equipment, or other assets from related organization(s) 1k | Yes
I Performance of services or membership or fundraising solicitations for related organization(s) 1l No
m Performance of services or membership or fundraising solicitations by related organization(s) im No
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) in No
o Sharing of paid employees with related organization(s) 1lo | Yes
p Remmbursement paid to related organization(s) for expenses 1p | Yes
q Reimbursement paid by related organization(s) for expenses 1q | Yes
r Othertransfer of cash or property to related organization(s) 1r No
s Othertransfer of cash or property from related organization(s) 1s No

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

(a) (b) (c) (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)

See Addritional Data Table

Schedule R (Form 990) 2014



Schedule R (Form 990) 2014

Page 4

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

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

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

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

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

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

foreign unrelated, organizations? of Schedule

country) |excluded from K-1

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

Schedule R (Form 990) 2014
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.m Supplemental Information

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

Return Reference Explanation

Schedule R (Form 990) 2014



Additional Data

Software ID:

Software Version:

Name:

EIN: 35-1107009
MUNSTER MEDICAL RESEARCH FOUNDATION INC

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

(a) (b) (c) (d) (e) (f)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charty Direct controlling Section 512
(state section status entity (b)(13)
or foreign country) (if section 501(c) controlled
(3)) entity?
Yes No
(1) COMMUNITY FOUNDATION OF NWINDIANA INC SUPPORTNG ORG IN 501(c)(3) 11(c) NA No
10010 DONALD S POWERS DR 201
MUNSTER, IN 46321
31-1128781
(1)ST CATHERINE HOSPITAL INC HOSPITAL IN 501(c)(3) 3 CFNI Yes
4321 FIR STREET
EAST CHICAGO, IN 46312
35-1738708
(2) ST MARY MEDICAL CENTERINC HOSPITAL IN 501(c)(3) 3 CFNI Yes
1500 South LAKE PARK AVEnue
HOBART, IN 46342
35-2007327
(3)COMMUNITY CANCER RESEARCH FNDN INC CANCER FUNDRA IN 501(c)(3) 7 MMRF Yes
901 MACARTHUR BOULEVARD
MUNSTER, IN 46321
35-2146374
(4) COMMUNITY VILLAGE INC RETRMT HOME IN 501(c)(3) 9 CFNI Yes
10000 COLUMBIA AVENUE
MUNSTER, IN 46321
35-1956395
(5)CVPA HOLDING CORPORATION TITLE HLDG CO IN 501(c)(2) N/A CFNI Yes
1040 RIDGE ROAD
MUNSTER, IN 46321
35-1938136
(6) THEATRE AT THE CENTER INC PLAYS & ARTS IN 501(c)(3) 9 CFNI Yes
905 RIDGE ROAD
MUNSTER, IN 46321
35-1939427
(7)COMMUNITY CARE NETWORKINC PHYS SERVICES IN 501(c)(3) 3 MMRF SCH SMM Yes
901 MACARTHUR BOULEVARD
MUNSTER, IN 46321
45-4158203




Form 990, Schedule R, Part V - Transactions With Related Organizations
(a) (b) (o)

Name of related organization Transaction Amount Involved Method ofdetfedrr)nlnlng amount
type(a-s) involved
ST MARY MEDICAL CENTER INC B 1,347,731 FMV
ST CATHERINE HOSPITAL INC B 882,502 FMV
THEATRE AT THE CENTER B 80,000 FMV
COMMUNITY CANCER RESEARCH FOUNDATION INC B 53,432 FMV
COMMUNITY CARE NETWORK INC C 7,722,070 FMV
COMMUNITY CANCER RESEARCH FOUNDATION INC C 252,000 FMV
COMMUNITY CARE NETWORK INC H 71,772 FMV
COMMUNITY CARE NETWORK INC ] 1,019,056 FMV
COMMUNITY CARE NETWORK INC K 57,347 FMV
COMMUNITY CARE NETWORK INC o] 28,194,281 FMV
ST MARY MEDICAL CENTER INC o] 932,250 FMV
ST CATHERINE HOSPITAL INC o] 870,507 FMV
COMMUNITY CANCER RESEARCH FOUNDATION INC o] 168,541 FMV
COMMUNITY CARE NETWORK INC P 15,791,553 FMV
ST CATHERINE HOSPITAL INC P 611,084 FMV
ST MARY MEDICAL CENTER INC P 166,980 FMV
COMMUNITY CANCER RESEARCH FOUNDATION INC P 62,471 FMV
ST MARY MEDICAL CENTER INC Q 1,298,000 FMV
ST CATHERINE HOSPITAL INC Q 890,857 FMV
COMMUNITY CARE NETWORK INC Q 229,345 FMV




