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o990

Department of the Treasury
Intemal Revenue Service

foundations)

Return of Organization Exempt From Income Tax

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

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

OMB No 1545-0047

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

B Check If applicable
I_ Address change

|_ Name change
I_ Initial return

Final
I_ return/terminated

|_ Amended return

I_ Application pending

C Name of organization
St Joseph Health System Inc

, and ending_j 06-30-2015

2014

Open to Public

Inspection

38-1443395

Doing business as

D Employer identification number

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

200 Hemlock Street

Room/suite

E Telephone number

(989)362-0181

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

Tawas City, MI 48763

F Name and address of principal officer

Ann Balfour
200 Hemlock Street
Tawas City, MI 48763

G Gross recelpts $ 51,552,613

H(a) Is this a group return fo
subordinates?

H(b) Are all subordinates
included?

I Tax-exempt status

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

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

If "No," attach a list (s

J Waebsite: = www sjhsys org

r

[T Yes ¥ No
[~ Yes[ No

ee Instructions)

H(c) Group exemption number & 0928

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

L Year of formation 1955

M State of legal domicile MI

Summary

1 Briefly describe the organization’s mission or most significant activities
Provide holistic care which sustains and improves the health of iIndividuals and communities
g
=
§ 2 Check this box M If the organization discontinued its operations or disposed of more than 25% of its net assets
3
w5 3 Number of voting members of the governing body (Part VI, line 1a) 3 12
E 4 Number of Independent voting members of the governing body (Part VI, linelb) . . . . . 4 8
E 5 Total number of Individuals employed in calendar year 2014 (Part V, line 2a) 5 468
E 6 Total number of volunteers (estimate If necessary) 6 141
7aTotal unrelated business revenue from Part VIII, column (C), line 12 7a 69,101
b Net unrelated business taxable income from Form 990-T, line 34 7b -1,563
Prior Year Current Year
8 Contributions and grants (Part VIII, line 1h) 88,498 412,192
% 9 Program service revenue (Part VIII, line 2g) 45,577,934 48,488,296
% 10 Investment income (Part VIII, column (A), ines 3,4, and 7d ) 964,159 609,775
= 11 Other revenue (Part VIII, column (A), ines 5,6d, 8¢, 9c, 10c,and 11e) 2,168,371 1,996,633
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line
12) 48,798,962 51,506,896
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 1,000 0
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 25,469,423 22,239,094
% 16a Professional fundraising fees (Part IX, column (A), line 11e) 59,820 0
E b Total fundraising expenses (Part IX, column (D), line 25) p42,693
17 Other expenses (PartIX, column (A), lines 11a-11d,11f-24e) 25,670,591 26,288,788
18 Total expenses Add lines 13-17 (must equal PartIX, column (A), line 25) 51,200,834 48,527,882
19 Revenue less expenses Subtractline 18 from line 12 -2,401,872 2,979,014
wd Beginning of Current End of Year
E§ Year
33 20 Total assets (Part X, line 16) 55,511,394 55,087,671
EE 21 Total habilities (Part X, line 26) 25,710,880 24,566,985
=3 22 Net assets or fund balances Subtractline 21 from line 20 29,800,514 30,520,686

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

’ | 2016-05-16
Sign Signature of officer Date
Here Nancy Haywood CFO
Type or prnint name and title

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

P d MEGHANN ACKELY MEGHANN ACKELY self-employed P01399136
ai Fim's name B Deloitte Tax LLP Firm's EIN = 86-1065772

Preparer

Firm's address B 250 East Fifth Street Suite 1900 Phone no (513) 784-7100
Use Only

Cincinnati, OH 45202

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

[“Yes[ No

For Paperwork Reduction Act Notice, see the separate instructions.

Cat No 11282Y

Form 990 (2014)



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

Check If Schedule O contains a response or note to any lineinthis PartIII . . . . . + .+ « + .« .+« . . I

1

Briefly describe the organization’s mission

As a Catholic health ministry, St Joseph Health System's Mission is to "Provide spiritually centered, holistic care which sustains and

improves the health of individuals and communities

This includes acting as advocates for a compassionate and just society through our

actions and words A universal tenet of Catholic health organizations' mission statements 1s care for all persons, especially the poor and
vulnerable The call to bring God's healing to persons in need I1s what compelled the founders of various organizations to venture out into
parts of this nation that until their arrival had been sorely underserved For more than 250 years, (60 for St, Joseph Health System) Catholic
health care Iin the United States has been driven by that same call and has grown In ways that could not have been imagined

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 $ 33,761,842 including grants of $ ) (Revenue $ 48,488,296 )
ST JOSEPH HEALTH SYSTEM (SJHS) PROVIDES A SUBSTANTIAL PORTION OF ITS SERVICES TO THE ELDERLY AND POOR DURING THE FISCAL YEAR ENDING JUNE
30, 2015, APPROXIMATELY 46% OF THE VALUE OF SERVICES RENDERED WERE TO ELDERLY PATIENTS UNDER THE MEDICARE PROGRAM, AND APPROXIMATELY
17% OF THE SERVICES WERE PROVIDED TO PATIENTS WHO WERE DEEMED ELIGIBLE UNDER STATE, COUNTY, OR HEALTH SYSTEM FINANCIAL ASSISTANCE
GUIDELINES ST JOSEPH HEALTH SYSTEM ACTIVELY PROVIDES FUNDING AND RESOURCES TO PROMOTE HEALTH SCREENINGS, WELLNESS ACTIVITIES, AND
VARIOUS OTHER HEALTH EDUCATION PROGRAMS IN COMMUNITIES WE SERVE, TARGETING SCHOOLS, WOMEN'S HEALTH SEMINARS, HEALTH & WELLNESS
SCREENS, AS WELL AS THE GENERAL PUBLIC COMMUNITY BENEFITS ARE PROGRAMS OR ACTIVITIES THAT PROVIDE TREATMENTS AND/OR PROMOTE HEALTH AND
HEALING AS A RESPONSE TO IDENTIFIED COMMUNITY NEEDS IN EFFORTS TO PROMOTE HEALTHY LIVING, ST JOSEPH HEALTH SYSTEM HAS MADE AVAILABLE MANY
PROGRAMS TO THE COMMUNITY SEE SCHEDULE H FOR DETAILS DURING THE FISCAL YEAR ENDING JUNE 30, 2015, OUR HOSPITAL TREATED 1,675 INPATIENT
ADULTS AND CHILDREN IN THE COMMUNITY FOR THE TOTAL OF 4,140 PATIENT DAYS OF SERVICE THE HOSPITAL ALSO PROVIDED SERVICES TO 188,087
OUTPATIENTS, INCLUDING 3,030 OUTPATIENT SURGERY PATIENTS AND 17,486 EMERGENCY ROOM VISITS
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 & 33,761,842

Form 990 (2014 )



Form 990 (2014)

10

11

12a

13

14a

15

16

17

18

19

20a

Part III

Page 3
E1a @A Checklist of Required Schedules

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

Form 990 (2014)
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24a

25a
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31

32

33

34

35a

36

37

38

v

Part I

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

Did the organization report more than $5,000 of grants or other assistance to any domestic organization or 21 No
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 | 55 N
IX, column (A), line 2? If “Yes,” complete Schedule I, Parts I and III 0
Did the organization answer "Yes" to Part VII, Section A, line 3,4, or 5 about compensation of the organization’s v
current and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes,” 23 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 .. . 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

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

31
Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"” complete N
Schedule N, Part 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 0
Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Part II, III, or IV, v
and Part V, line 1 34 €s
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, /ine 2 €3
Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related N
organization? If "Yes,"” complete Schedule R, Part V, line 2 36 0
Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization N
and that is treated as a partnership for federal iIncome tax purposes? If "Yes,” complete Schedule R, Part VI 37 0
Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 197 v
Note. All Form 990 filers are required to complete Schedule O 38 s

Form 990 (2014 )



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

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

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

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

2a Enter the number of employees reported on Form W-3, Transmittal of Wage and
Tax Statements, filed for the calendar year ending with or within the year covered
by thisreturn . . . .+ .+« .+ v e e e e e e e e e 2a 468

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 Yes
services provided to the payor?
b If"Yes," did the organization notify the donor of the value of the goods or services provided? . . . . . 7b Yes
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which 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 12
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
rsetoconflicts? . . . . . . . . . . . « « o« 4 4 i e e e e uww . |12b | Yes
Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,” describe
in Schedule O how this was done . . . . « « & « & « 4 4 w4 e e e . J|12c] Yes
Did the organization have a written whistleblower policy? . . . .. . . .+ . .+ «+ .« .+« .+ . . 13 Yes
Did the organization have a written document retention and destruction policy? . . . . . . . . . 14 Yes
Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
The organization’s CEO, Executive Director, or top management offictal . . . . . . . . . . . 15a No
Other officers or key employees of the organization . . . . . .+ .+ .+ + « « « &« 4« . 15b No
If"Yes" to line 15a or 15b, describe the process in Schedule O (see Instructions)
Did the organization invest in, contribute assets to, or participate In a joint venture or similar arrangement with a
taxable entity during the year? . . . . . . . . . . e e e e e e e e 16a | Yes
If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization’s exempt status with respect to such arrangements? . . . . . . . . . . . . 16b | Yes

Section C. Disclosure

17
18

19

20

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

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

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

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

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

200 Hemlock Street
Tawas City, MI 487630659 (989)362-0181

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 line in this Part VII

I

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

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

tax year

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

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

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

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

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

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

List persons In the following order individual trustees or directors, institutional trustees, officers, key employees, highest

compensated employees, and former such persons
[T Check this box If neither the organization nor any related organization compensated any current officer, director, or trustee

(A) (B) (©) (D) (E) (F)

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

organizations ag_ 5 |0 |dg|o MISC) related
below =z 2|8 | %6 E organizations
= - L)
dotted line) = = = e
oe = L
- E E ]
= = o =
2 |2 |°| %
O 7
1 E
- o
[u
(1) GINA BUTCHER 200
....................... X X 244,303 19,922
CFO-HEALTH SYSTEMS (END 1/15) 50 00
(2) NANCY HAYWOOD 200
....................... X X 354,171 41,343
CFO - HEALTH SYSTEMS (START 1/15) 59 20
(3) JOHN GRAHAM 200
....................... X X 1,126,712 28,383
PRESIDENT/CEO-HEALTH SYSTEM (END 12/14) 51 00
(4) ELIZABETH ADERHOLDT 200
....................... X X 1,186,624 59,463
CEO - HEALTH SYSTEMS (START 12/14) 5510
(5) EARL ELOWSKY 60 00
....................... X X 240,008 0 18,614
CHIEF OF STAFF 200
(6) ANN BALFOUR 60 00
....................... X X 219,386 0 24,564
PRESIDENT 200
(7) MICHAEL WAGNER 60 00
....................... X X 0 0
FORMER CHIEF OF STAFF 0
(8) MICHAEL BUSCH 200
....................... X 0 0
CHAIRMAN 200
(9) RYAN PARKINSON 200
....................... X 0 0
VICE CHAIRMAN 200
(10) JERRY SCHMIDT 200
....................... X 0 0
SECRETARY 200
(11) LISA ERNST 200
....................... X 0 0
TREASURER/TRUSTEE 200
(12) JOHN FREEL 200
....................... X 0 0
TRUSTEE 0
(13) RICHARD HEINRICH 200
....................... X 0 0
TRUSTEE 200
(14) MARIE HOGAN CJS 200
....................... X 0 0
SPONSOR-TRUSTEE 200

Form 990 (2014 )



Form 990 (2014)
m Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

Page 8

(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 from the
for related o= — 2 = o T |n 2/1099-MISC) (W-2/1099- organization and

organizations a a S |=2|e |2 (2 MISC) related
below = = 2|2 | %6 3 organizations
g [m = =1z == i
dotted line) (= = o |
o2 =] Ry
- = L} [m}
=12l 8] 2
2 [Z] || =
T 5 et
£ 5
C
(15) MARK GALLAGHER DO 60 00
....................... X 404,222 31,982
SURGEON 0
(16) DIANA ENNES MD 60 00
....................... X 452,723 9,851
PHYSICIAN 0
(17) MARK LYNN DAVIS DO 60 00
....................... X 415,349 13,424
PHYSICIAN 0
(18) STEVEN DOWDY 60 00
....................... X 287,038 20,826
PHYSICIAN 0
(19) JO STUDLEY MAY 60 00
....................... X 263,152 10,328
PHYSICIAN 0
1b Sub-Total . . . . . . .+ .+ .+ e e e e >
Total from continuation sheets to Part VII, SectionA . . . . *
Total (add linesiband1c) . . . . . . . . . . . . * 2,281,879 2,911,810 278,699
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®19
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 &« &« & 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 0 . a a e e www e w e e e e e e 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 .+« .« « « &« &« & 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

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 »0

Form 990 (2014)



Form 990 (2014)

m Statement of Revenue

Page 9

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 364,188
o=
o = e Government grants (contributions) 1e 48,004
in
e f Al other contnibutions, gifts, grants, and  1f
E T} similar amounts not included above
—
.'E 5 g Noncash contributions included in lines
= la-1f $
==
= = h Total. Add lines 1a-1f 412,192
oom -
@ Business Code
E 2a Net Patient Revenue 621990 48,488,296 48,488,296
=
& b
-
x c
E d
— e
&
= f All other program service revenue 0 0 0 0
=
& g Total. Add lines 2a-2f - 48,488,296
3 Investment income (including dividends, interest, 610 627 610 627
and other similar amounts) * ! !
Income from investment of tax-exempt bond proceeds , , *
5 Royalties *
(1) Real (1) Personal
6a Gross rents 0
b Less rental 41,165
expenses
¢ Rental income -41,165 0
or (loss)
d Net rental iIncome or (loss) [ -41,165 -41,165
(1) Securities (n) Other
7a Gross amount
from sales of 3,700
assets other
than inventory
b Less costor
other basis and 4,552
sales expenses
Gain or (loss) 0 -852
Net gain or (loss) . -852 -852
8a Gross income from fundraising
L& events (not including
=5
T $
- of contributions reported on line 1c¢)
& See Part1IV, line 18
o
E a
= b Less direct expenses . . . b
=1
o) c Netincome or (loss) from fundraising events . .
9a Gross income from gaming activities
See Part1IV, line 19
a
b Less direct expenses . . . b
c Netincome or (loss) from gaming activities . . .m
10a Gross sales of inventory, less
returns and allowances
a
b Less costofgoods sold . . b
c Netincome or (loss) from sales of iInventory . . @
Miscellaneous Revenue Business Code
11a Conven OfPatients 621990 1,968,697 1,968,697
b Lab Support Svcs 621500 69,101 69,101
c
d All other revenue 0 0 0 0
e Total.Addlines 11a-11d -
2,037,798
12  Total revenue. See Instructions -
51,506,896 48,488,296 69,101 2,537,307

Form 990 (2014 )



Form 990 (2014) Page 10
m Statement of Functional Expenses

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

Check if Schedule O contains a response or note to any line in this Part IX .. .. ..
Do not include amounts reported on lines 6b, (A) PrOgraS‘nB)SerVICG Manage(r(1:1)ent and Funég)lsmg
7b, 8b, 9b, and 10b of Part VIII. Total expenses expenses general expenses expenses
1 Grants and other assistance to domestic organizations and
domestic governments See Part IV, line 21
2 Grants and other assistance to domestic
individuals See Part IV, line 22
3 Grants and other assistance to foreign organizations, foreign
governments, and foreign individuals See PartIV, lines 15
and 16
Benefits paid to or for members
5 Compensation of current officers, directors, trustees, and
key employees . . . . 458,504 239,118 219,386
6 Compensation not included above, to disqualified persons
(as defined under section 4958(f)(1)) and persons
described in section 4958 (c)(3)(B) . . . . 890 890
7 Othersalaries andwages . . . . 17,966,485 15,063,793 2,876,076 26,616
8 Pension plan accruals and contributions (include section 401 (k)
and 403(b) employer contributions) . . . . -310,132 -158,482 -150,538 -1,112
9 Other employee benefits . . . . . . . 2,823,596 2,354,411 464,888 4,297
10 Payrolltaxes . .+« .+ + « v o« 4 W 4 . 1,299,751 1,058,560 239,437 1,754
11 Fees for services (non-employees)
a Management . . . . . . 691,185 691,185
b Legal . . . . . . . . . 9,438 9,438
¢ Accounting . . . . . . 4 4 4 .. 29,006 29,006
d Lobbying . . . . . . . . . . . 12,745 12,745
e Professional fundraising services See PartIV, line 17
f Investment management fees
g Other(Ifline 11g amount exceeds 10% ofline 25, column (A)
amount, list ine 11g expenses on Schedule0) . . . . 7,489,507 4,390,297 3,099,210 0
12 Advertising and promotion . . . . 80,547 9,245 71,302
13 Office expenses . . . . . . . 831,762 381,974 449,009 779
14 Information technology . . . . . . 3,918,161 21,488 3,896,673
15 Rovyalties
16 Occupancy . .« & + & o« W e e e 1,843,142 1,220,208 618,978 3,956
17 Travel . . . . . . . . . . . . 125,978 48,293 77,325 360
18 Payments of travel or entertainment expenses for any federal,
state, or local public officials
19 Conferences, conventions, and meetings . . . . 69,574 55,962 13,189 423
20 Interest . .+ + v 4 4w e e e 559,320 469,651 89,669
21 Payments to affiliates
22 Depreciation, depletion, and amortization . . . . . 3,275,555 1,578,907 1,691,268 5,380
23 Insurance . . . . .+ . 4 4 44w e 281,473 281,473
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 6,938,458 6,944,307 -5,849
b
c
d
e All other expenses 132,937 83,220 49,477 240
25 Total functional expenses. Add lines 1 through 24e 48,527,882 33,761,842 14,723,347 42,693
26 Joint costs. Complete this line only If the organization
reported in column (B) joint costs from a combined
educational campaign and fundraising solicitation Check
here ® [ if following SOP 98-2 (ASC 958-720)

Form 990 (2014 )



Form 990 (2014)

IEEIEEd Balance Sheet

Page 11

Check iIf Schedule O contains a response or note to any line in this Part X .. '
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing 538,440 1 705,936
2 Savings and temporary cash investments 2
3 Pledges and grants receivable, net 3
4 Accounts recelvable, net 5,275,352 4 4,220,971
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 Il of Schedule L
E ol 6
ﬂ 7 Notes and loans receivable, net 29,026 7 21,528
< 8 Inventories for sale or use 1,208,075 8 1,151,460
9 Prepaid expenses and deferred charges 5,228,106 9 4,976,176
10a Land, buildings, and equipment cost or other basis Complete
Part VI of Schedule D 10a 54,611,052
b Less accumulated depreciation 10b 39,395,452 20,833,575| 10c 15,215,600
11 Investments—publicly traded securities 11
12 Investments—other securities See PartIV, line 11 12
13 Investments—program-related See PartIV, line 11 13
14 Intangible assets 14 4,249,860
15 Other assets See PartIV,line 11 22,398,820| 15 24,546,140
16 Total assets. Add lines 1 through 15 (must equal line 34) 55,511,394 16 55,087,671
17 Accounts payable and accrued expenses 7,435,026| 17 6,293,167
18 Grants payable 18
19 Deferred revenue 19
20 Tax-exempt bond habilities 20
w 21 Escrow or custodial account hability Complete Part IV of Schedule D 21
:E 22 Loans and other payables to current and former officers, directors, trustees,
= key employees, highest compensated employees, and disqualified
ﬁ persons Complete Part II of Schedule L 0] 22
= 23 Secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities (including federal Income tax, payables to related third parties,
and other habilities not included on lines 17-24) Complete Part X of Schedule
D e e e e sy o 18,275,854 25 18,273,818
26 Total liabilities. Add lines 17 through 25 25,710,880| 26 24,566,985
" 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 29,554,874 27 30,289,339
E 28 Temporarily restricted net assets 245640 28 231,347
E 29 Permanently restricted net assets 29
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-in 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 29,800,514 33 30,520,686
= 34 Total lhabilities and net assets/fund balances 55,511,394| 34 55,087,671

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 51,506,896
2 Total expenses (must equal Part IX, column (A), line 25)
2 48,527,882
3 Revenue less expenses Subtractline 2 from line 1
3 2,979,014
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A))
4 29,800,514
5 Net unrealized gains (losses) on investments
5 -737,182
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 -1,521,660
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33,
column (B)) 10 30,520,686
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 )
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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

St Joseph Health System Inc

38-1443395

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

section (see

instructions))

Yes No
Total

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



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

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

Section A. Public Support

Calendar year (or fiscal year beginning

1

6

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

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

grants ")

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

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

Total. Add lines 1 through 3

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

(f)

Public support. Subtract line 5 from
line 4

Section B. Total Support

Calendar year (or fiscal year beginning

7
8

10

11

12
13

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

Amounts from line 4

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

sources

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

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

Total support Add lines 7 through
10

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

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

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

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

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

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

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

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

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

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

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

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

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

Instructions L2

Schedule A (Form 990 or 990-EZ) 2014



Schedule A (Form 990 or 990-EZ) 2014

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

Page 3

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

Section A. Public Support

Calendar year (or fiscal year beginning

1

7a

[
8

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

(e) 2014

(f) Total

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

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

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

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

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

Total. Add lines 1 through 5

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

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

Add lines 7a and 7b

Public support (Subtract line 7¢
from line 6 )

Section B. Total Support

Calendar year (or fiscal year beginning

9
10a

11

12

13

14

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

(e) 2014

(f) Total

Amounts from line 6

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

sources

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

Add lines 10a and 10b

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

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

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

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

check this box and stop here

Section C. Computation of Public Support Percentage

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

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

Page 4

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

Section A. All Supporting Organizations

1

3a

5a

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

9a

10a

11

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

C

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

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

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

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

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

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

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

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

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

the organization's organizing document?

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

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

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

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

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

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

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

Yes

No

3a

3b

3c

4b

5a

5b

5¢c

9a

9b

9c

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

10a

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

10b

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

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

11a

11b

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

11ic

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

Yes No

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

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

Section C. Type II Supporting Organizations

Yes No

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

Section D. All Type III Supporting Organizations

Yes No

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

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

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

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

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

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

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

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

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

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

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

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

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

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

v b W N R

Section A - Adjusted Net Income

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

Depreciation and depletion

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

Other expenses (see Instructions)

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

(A) Prior Year

(B) Current Year
(optional)

N|lh|WIN|=

-]

H

0 N & u

a 0N T o

Section B - Minimum Asset Amount

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

Average monthly cash balances

Fair market value of other non-exempt-use assets

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

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

Acquisition indebtedness applicable to non-exempt use assets

Subtract line 2 from line 1d

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

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

Minimum Asset Amount (add line 7 to line 6)

(A) Prior Year

(B) Current Year
(optional)

la

ib

1c

id

N

W

R IN|a|O|H

A b WN R

Section C - Distributable Amount

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

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

Income tax imposed In prior year

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

reduction (see Instructions)

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

Type I1I supporting organization (see Instructions)

Current Year

N|lh|WIN|=

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

Current Year

1 Amounts pald to supported organizations to accomplish exempt purposes

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

3 Administrative expenses paid to accomplish exempt purposes of supported organizations

4 Amounts pald to acquire exempt-use assets

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

Other distributions (describe in Part VI) See instructions

Total annual distributions. Add lines 1 through 6

0 [N |&

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

9 Distributable amount for 2014 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see O (i)

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

(iii)
Distributable
Amount for 2014

1 Distributable amount for 2014 from Section C, line
6

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

Excess distributions carryover, ifany, to 2014

From 20009.

From 2010.

From 2011.

From 2013.

Total of lines 3a through e

Applied to underdistributions of prior years

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

Applied to 2014 distributable amount

i Carryover from 2009 not applied (see
instructions)

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

4 Distributions for 2014 from Section D, line 7
$

a Applied to underdistributions of prior years

b Appliedto 2014 distributable amount

c Remainder Subtract lines 4a and 4b from 4

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

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

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

8 Breakdown ofline 7

From 2010.

From 2011.

From 2012.

From 2013.

ojla|n |o|o

From 2014.

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

Facts And Circumstances Test

Return Reference

Explanation

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

www.irs.gov /form990.

Department of the Treasury
Intemal Revenue Service

OMB No 1545-0047

Open to Public
Inspection

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

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

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

# Section 527 organizations Complete Part I-A only

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

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

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

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

Name of the organization
St Joseph Health System Inc

38-1443395

Employer identification number

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

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

2 Political expenditures L3

3  Volunteer hours

-ladd:] Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955 L3
2 Enter the amount of any excise tax incurred by organization managers under section 4955 L3
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? [~ Yes [~ No
4a Was a correction made? [T Yes [ No
b If"Yes," describe inPartIV
Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function activities
2 Enter the amount of the filing organization's funds contributed to other organizations for section 527
exempt function activities L3
3 Total exempt function expenditures Addlines 1 and 2 Enter here and on Form 1120-POL, ine 17b L3
Did the filing organization file Form 1120-POL for this year? [~ Yes ™ No

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

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

funds If none, enter-0-

(a) Name

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

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

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

under section 501(h)).

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

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

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

4-Year Averaging Period Under section 50

1(h)

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

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

beginning in) (a) 2011 (b) 2012

(c) 2013

(d) 2014

(e) Total

2a Lobbying nontaxable amount

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

c Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2014
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Complete if the organization is exempt under section 501(c)(3) and has NOT
filed Form 5768 (election under section 501(h)).
For each "Yes" response to lines 1a through 11 below, provide in Part IV a detailed description of the lobbying (a) (b)
activity. Yes No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or referendum,
through the use of
a Volunteers? No
b Paid staff or management (include compensation in expenses reported on lines 1c through 11)? No
¢ Media advertisements? No
d Mailings to members, legislators, or the public? No
e Publications, or published or broadcast statements? No
f Grants to other organizations for lobbying purposes? No
g Direct contact with legislators, their staffs, government officials, or a legislative body? Yes 7,632
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? No
i Otheractivities? Yes 5,113
j Total Add lines 1c¢ through 11 12,745
2a Did the activities in line 1 cause the organization to be not described Iin section 501(c)(3)? | No

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

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

501(c)(6).

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

Yes | No

1

2

3

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

line 3, is answered “Yes."”

1 Dues, assessments and similar amounts from members

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

a Current year
Carryover from last year
Total

3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues

4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the excess

does the organization agree to carryover to the reasonable estimate of nondeductible lobbying and
political expenditure next year?

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

1

2a

2b

2c

Part IV Supplemental Information

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

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

Return Reference Explanation

SCHEDULE C, PART II-B, LINE 11 Other Activities Lobbying expenses represent the portion of dues paid to national and state hospital

behalf of (or In opposition to) any candidate for public office

assoclations that 1s specifically allocated to lobbying St Joseph Health System does not participate
in or intervene in (including the publishing or distributing of statements) any political campaign on

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

Return Reference

Explanation

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

OMB No 1545-0047

Supplemental Financial Statements

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

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

Name of the organization Employer identification number

St Joseph Health System Inc

38-1443395

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 Beg|nn|ng of year balance 670,550 696,971 585,466 230,120 138,169
b Contributions 857 3,967 32,875 338,824 65,979
c Netinvestment earnings, gains, and losses
18,270 -30,388 78,630 16,522 25,972
d Grants or scholarships
e Other expenditures for facilities
and programs
f Administrative expenses
g End of year balance 689,677 670,550 696,971 585,466 230,120
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as
a Board designated or quasi-endowment 167 %
b Permanent endowment & 98 33 %
€ Temporarily restricted endowment & 0 %
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) | Yes
b If"Yes" to 3a(n), are the related organizations listed as required on Schedule R? 3b Yes
4 Describe in Part XIII the intended uses of the organization's endowment funds

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

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

Description of property (a) Cost or other | (b)Cost or other | (c) Accumulated (d) Book value
basis (investment) basis (other) depreciation
1a Land 1,510,493 1,510,493
b Buildings 34,585,694 23,438,075 11,147,619
c Leasehold improvements 1,755,713 1,469,517 286,196
d Equipment 16,008,996 14,487,860 1,521,136
e Other e e e e e e e e e e e e 750,156 750,156
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), line 10(c).) L3 15,215,600

Schedule D (Form 990) 2014



Schedule D (Form 990) 2014

Page 3

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

(1) Interest in Investments Held by Ascension Health Alliance 19,354,743
(2) Deferred Compensation Assets 1,326,476
(3) Other Recelvables 2,616,378
(4) Estimated 3rd Party Recelvable 792,588
(5) Intercompany Receivables 243,215
(6) Investment Unconsolidated Entities 208,295
(7) Miscellaneous Assets 4,445
Total. (Column (b) must equal Form 990, Part X, col.(B) line 15.) ] 24,546,140

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

Intercompany Debt with Ascension Health Alliance 17,680,745
General Reserves 378,670
Self Insurance Liability 214,403
Total. (Column (b) must equal Form 990, Part X, col (B) Ine 25) m 18,273,818

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

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

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 )

Add lines 4a and 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

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

Inc

Endowments funds are held at St, Joseph Health System Foundation and the use of all endowed funds
supports capital equipment purchases and new service line expansion at St Joseph Health System,

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

From the consolidated audited financial statements of Ascension Health Alliance and its member
organizations ("The System") which include the a ctivity of St Joseph Health System, Inc The
System accounts for uncertainty in income tax positions by applying a recognition threshold and
measurement attribute for financial statement recognition and measurement of a tax position taken or
expected to be taken in a tax return The System has determined that no material unrecognized tax
benefits or habilities exist as of June 30, 2015

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

Return Reference

Explanation
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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
St Joseph Health System Inc

38-1443395

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

Employer identification number

m Financial Assistance and Certain Other Community Benefits at Cost

Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a 1a | Yes
b If"Yes," was it a written policy? 1b | Yes
2 Ifthe organization had multiple hospital facilities, indicate which of the following best describes application of the
financial assistance policy to its various hospital facilities during the tax year
I7 Applied uniformly to all hospital facilities I_ Applied uniformly to most hospital facilities
I_ Generally taillored to individual hospital facilities
3 Answerthe following based on the financial assistance eligibility criteria that applied to the largest number of the
organization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free care?
If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care 3a | Yes
™ 100% I 150% I 200%™ Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate
which of the following was the family income limit for eligibility for discounted care 3b | ves
I~ 200% I 250% ¥ 300%™ 350% [ 400% [ Other %
c Ifthe organization used factors otherthan FPG in determining eligibility, describe in Part VI the criteria used for
determining eligibility for free or discounted care Include in the description whether the organization used an asset
test or other threshold, regardless of income, as a factor in determining eligibility for free or discounted care
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the tax year]
provide for free or discounted care to the "medically indigent"? P e e e e e e e e 4 | Yes
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during
the tax year? 5a | Yes
b If"Yes," did the organization's financial assistance expenses exceed the budgeted amount? 5b No
If"Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligibile for free or discounted care? 5c
6a Did the organization prepare a community benefit report during the tax year? 6a | Yes
b If"Yes," did the organization make it available to the public? 6b | 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) . 593,089 593,089 122 %
b Medicad (from Worksheet 3,
column a) P 7,382,920 7,019,175 363,745 075 %
¢ Costs of other means-teste
government programs (from
Worksheet 3, column b) 0 0 %
d Total Financial Assistance
and Means-Tested
Government Programs . 0 0 7,976,009 7,019,175 956,834 197 %
Other Benefits
e Community health
|mprovement services and
community benefit operations
(from Worksheet 4) 200,027 200,027 041 %
f Health professions education
(from Worksheet 5) 44,500 44,500 009 %
g Subsidized health services
(from Worksheet 6) 0 0 %
h Research (from Worksheet 7) 0 0 %
1 Cash and in-kind
contributions for community
benefit (from Worksheet 8) 32,651 32,651 007 %
] Total. Other Benefits 0 0 277,178 0 277,178 057 %
k Total. Add lines 7d and 7) 0 0 8,253,187 7,019,175 1,234,012 254 %

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 0 0 %
2 Economic development 0 0 %
3 Community support 0 0 %
4 Environmental improvements 0 0 %
Leadership development and training
for community members 0 0 %
6  Coalition building 9,032 9,032 002 %
Community health iImprovement
advocacy 0 0 %
8 Workforce development 0 0 %
9 Other 0 0 %
10  Total 0 0 9,032 0 9,032 002 %
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°? 1 No
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 1,496,154
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 . . . . . . 3 317,623
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 andIME) . . . . . 5 17,268,396
6 Enter Medicare allowable costs of care relating to paymentsonline5 . . . . .| 6 15,708,891
7 Subtract line 6 from line 5 This i1s the surplus (or shortfall) . e 7 1,559,505
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
I_ Cost accounting system I7 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)
St Joseph Health System Inc
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 |_ Information gaps that limit the hospital facility’s ability to assess the community’s health needs
j |_ Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA 2012
5 Inconducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent the broad
Interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the
community, and identify the persons the hospital facility consulted . 5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital faC|I|t|es? If "Yes " I|st the other hosp|ta|
facilities In Section C e e e 6a No
b Was the hospital facility’s CHNA conducted W|th one or more organlzatlons otherthan hosp|ta| faC|I|t|es?” If“Yes "’ I|st the
other organizations in Section C . 6b 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 |7 Hospital facility’s website (list url) HTTP //WWW SJHSYS ORG/DOCUMENTS/SJHS_TAWAS_CHNA PDF
b |_ Other website (list url)
c |7 Made a paper copy available for public inspection without charge at the hospital facility
d |_ Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs Yes
identified through its most recently conducted CHNA? If "No," skip to line 11 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 12
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . 10 [Yes
a If"Yes" (listurl) http //www sjhsys com/documents/2497 implementation_strategies_fy_2013 pdf
b If"No," Is the hospital facility’s most recently adopted implementation strategy attached to this return? . . 10b No
11 Describe in Section C how the hospital facility 1s addressing the significant needs identified in its most recently conducted
CHNA and any such needs that are not being addressed together with the reasons why such needs are not being addressed
12a Did the organization incur an excise tax under section 4959 for the hospital faC|I|ty's failure to conduct a CHNA as
required by section 501(r)(3)?. e e e e e e e e e e e e e e . 12a No
b If"Yes" toline 12a, did the organization file Form 4720 to report the section 4959 excise tax? . . 12b
c If"Yes" to line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of
Its hospital facilities? $
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Facility Information (continued)

St Joseph Health System Inc
Name of hospital facility or letter of facility reporting group

Yes | No

Financial Assistance Policy (FAP)

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

a |7 Federal poverty guidelines (FPG), with FPG family income himit for ehigibility for free care of 2 0%
and FPG family income limit for eligibility for discounted care of 3 0%

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

c |7Assetlevel

d I_ 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)
|7 The FAP was widely available on a website (list url)
http //www sjhsys org/patients _and_guests/financial assistance php
I_ The FAP application form was widely available on a website (list url)

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

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

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

f |_ 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 |_ Notifled members of the community who are most likely to require financial assistance about availability of the FAP

i |7 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 v v v v e e 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

I_ Reporting to credit agency(ies)

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

St Joseph Health System Inc
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 |7 The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged
|_ Other (describe in Section C)

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

If "Yes," explain in Section C

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

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

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

Form and Line Reference

Explanation

See Additional Data Table
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Facility Information (continued)

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

How many non-hospital health care facilities did the organization operate during the tax year? 14
Name and address Type of Facility (describe)
1 See Additional Data Table

2

3

4

5

6

7

8

9

10

Schedule H (Form 990) 2014



Schedule H (Form 990) 2014 Page 9 2
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

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

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

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

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

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

Form and Line Reference Explanation
Schedule H. Part II losco Human Services Coordinating Council The mission of the HSCC I1s to provide leadership,

coordinate policy, leverage resources, build assets, and foster partnerships, which promote healthy
growth, learning and development for everyone in our community Collaborative partners include
losco County DHS, St Joseph Health System, AuSable Community Mental Health, Iosco Transit
Corporation, Iosco County Family Court, Alcona Health Center, Catholic Human Services, Sunrise
Side Lifelong Learning, Tawas and Hale Area Schools, Hospice Angelic Care, Michigan Works and
many other community agencies Iosco County Poverty Coalition The mission ofthe ICPC 1s to
provide enrichment and relationship-based opportunities for neighbors living in poverty Collaborative
and coordinated efforts are led by Iosco County DHS, Alcona Health Center, St Joseph Health
System, Hospice Angelic Care, Oscoda FISH, Carol's Baby Pantry, Michigan Works and many other
community agencies whose goal I1s to provide support and resources to those interested in education,
employment healthcare, family dynamics and various resources throughout Iosco County Neighbors
helping neighbors!




Form and Line Reference

Explanation

Schedule H, Part I, Line 3¢ OTHER
TESTING METHODS FOR FREE OR
DISCOUNTED CARE

THE ORGANIZATION PROVIDES MEDICALLY NECESSARY CARE TO ALL PATIENTS,
REGARDLESS OF RACE,COLOR, CREED, ETHNIC ORIGIN, GENDER, DISABILITY OR
ECONOMIC STATUS THE ORGANIZATION USES A PERCENTAGE OF FEDERAL POVERTY
LEVEL (FPL) TO DETERMINE FREE AND DISCOUNTED CARE AT A MINIMUM, PATIENTS WITH
INCOME LESS THAN OREQUALTO 200% OF THE FPL, WHICH MAY BE ADJUSTED FOR COST
OF LIVING UTILIZING THE LOCAL WAGE INDEX COMPARED TO NATIONAL WAGE INDEX,
WILL BE ELIGIBLE FOR 100% CHARITY CARE WRITE OFF OF CHARGES FOR SERVICES THAT
HAVE BEEN PROVIDED TO THEM ALSO,AT A MINIMUM, PATIENTS WITH INCOME WITH
IABOVE 200% OF THE FPLBUT NOT EXCEEDING 300% OF THE FPL, SUBJECT TO
IADJUSTMENTS FOR COST OF LIVING UTILIZING THE LOCAL WAGE INDEX COMPARED TO
NATIONAL WAGE INDEX, WILL RECEIVE A DISCOUNT ON THE SERVICES PROVIDED TO

THEM




Form and Line Reference Explanation

Schedule H, Part III, Line 8 IAscension Health and related health ministries follow the Catholic Health Association ("CHA")
guidelines for determining community benefit CHA community benefit reporting guidelines suggest
that Medicare shortfall Is not treated as community benefit




Form and Line Reference Explanation

Schedule H, Part I1I, Line 9b [The organization has a written debt collection policy that also include a provision on the collection
practices to be followed for patients who are known to qualify for charity care or financial assistance
certain practices do not apply




Form and Line Reference

Explanation

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

For the information in the table a cost-to-charge ratio was calculated and applied




Form and Line Reference

Explanation

Schedule H, Part III, Line 4 Bad debt
expense - financial statement
footnote

From the consolidated audited financial statements of Ascension Health Alliance (which include the
activity of St Joseph Health System) The provision for doubtful accounts 1s based upon
management's assessment of expected net collections considering economic conditions, historical
experience, trends In healthcare coverage, and other collection indicators Periodically throughout
the year, management assess the adequacy of the allowance for doubtful accounts based upon
historical write-off experience by payer category, including those amounts not covered by insurance
[T he results of this review are then used to make any modifications to the provision for doubtful
@accounts to establish an appropriate allowance for doubtful accounts After satisfaction of amounts
due from insurance and reasonable efforts to collect from the patient have been exhausted, the
System follows established guidelines for placing certain past-due patient balances with collection
@agencies, subject to the terms of certain restrictions on collection efforts have been as determined
by the System Accounts receivable are written off after collection efforts have been followed In

accordance with the System's policies




Form and Line Reference Explanation

Schedule H, Part V, Section B, Line [ St Joseph Health System,Inc Line 16a URL
16a FAP website http //www sjhsys org/patients_and_guests/financial_assistance php,




Form and Line Reference

Explanation

Schedule H, Part VI, Line 2 Needs
assessment

St Joseph Health System relies on information from St Joseph Health System Emergency
Department patients, Michigan Statistics - www aecf org/kidscount, www michigan gov/mdch,

http //www census gov, www michigan gov/mdch, www aecf org/kidscount, http //www diabeters org,
www michigan gov/mdch, Community Health Assessment (Alcona, Iosco, O gemaw, and Oscoda
Counties) February 1996 - Demographics pp,11 - 22 Key Findings, Population, Educational
IAttainment, Employment and Income, Poverty, Housing, and Public Assistance, Conclusion, market

share data-theidsonline com, Community Health Needs Assessment Alcona, 2009




Form and Line Reference

Explanation

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

Upon admission to St Joseph Health System, all self-pay patients speak with an assoclate regarding
financial assistance that 1s available to them Associates help the patient(s) determine eligibility for
various government benefits as well as St Joseph Health System's internal financial assistance
program, Should the patient(s) not be consulted upon admission, a letter i1s sent with their first

itemized billing detailing the available financial assistance programs




Form and Line Reference

Explanation

Schedule H, Part VI, Line 4
Community information

St Joseph Health System serves five rural counties in Northeast Michigan The counties of Alcona,
IArenac, losco, Ogemaw and Oscoda have a total population of approximately 81,100 residents
(Source 2013 U S Census Bureau Population Estimates), losco County I1s In the northeast quarter
of the lower peninsula of Michigan in the heart of Lake Huron's "sunrise Side," The county I1s bordered
on the north by Alcona County, on the west by Ogemaw County, on the south by Arenac County and
on the east by Lake Huron losco County covers an area of 361,837 acres or about 565 square
miles Three zip codes (East Tawas, Tawas City and Oscoda) comprise our primary service area with
approximately 17,900 residents which also include seasonal residents (Source Michigan Inpatient
Data Base) St Joseph Health System is located in Tawas City, Michigan and remains one of the
largest employers within Iosco County Several automotive parts suppliers, aircraft maintenance and
refurbishing facilities are prominent employers within Iosco County Iosco County's natural
resources make seasonal tourism a flourishing industry as well Based on Michigan Inpatient Data
Base sources within the primary service area 99 0% of residents are Caucasian and 1 0% are
IAfrican American and other Ofthe approximately 17,900 residents in the primary service area
approximately 56% are 45 years of age or older Payer Mix - Medicare - 53 7% - Blue Cross -

14 1% - Medicald- 15 0% - Commercial - 6 6% - Self Pay - 3 7% - Other- 6 9% St Joseph
Health System owns ten provider-based clinics and seven of those clinics are designated rural health
clinics located throughout the full service market area The scope of service includes primary care
obstetrics gynecology, pediatrics, general surgery, internal medicine, after hours and specialty care,
A dditionally, there are two federally qualified health centers located in losco and Arenac counties
respectively, There are two hospitals located approximately one hour travel time north and west of St
Joseph Health System In an effort to frame our community demographic related to important factors
such as unemployment and uninsured data affecting overall health we reflect back on our 2013
CHNA The CHNA revealed the following statistics for Iosco County Michigan Department of
ITechnology, Management and Budget - Labor Market Information indicates significantly higher
unemployment rates affecting Iosco County residents, Review of historical losco County data
reveals consistently higher than Michigan average, trends as high as 20,9% in January 2010 to
lower rates of 8,4% in October 2012, These figures shed light on a community's overall economic
situation and provide information about the percentage of the population that may be at risk for
various health concerns associated with unemployment, Unemployment has been linked with declines
in health status and may lead to physical health responses ranging from self-reported physical
iIliness to mortality, especially suicide, It has also been shown to lead to an increase In unhealthy
behaviors related to alcohol and tobacco consumption, diet and exercise which in turn can lead to
increased risk for disease or mortality, Uninsured rates in Iosco County are In the 15% range as

compared to Michigan as a whole at 14%




Form and Line Reference

Explanation

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

[Alcoholics Anonymous - Heavy alcohol consumption and substance abuse issues continue to be a
problem in the communities we serve, Understanding that a large gap exists between the need for
treatment and the availability of services in our rural area St, Joseph Health System maintains its
commitment to provide a supportive role and to work collaboratively with community stakeholders
whose primary responsibility 1s to provide prevention and education programs as well as treatment to
those affected by alcohol or substance abuse 1 e, AuSable Valley Community Mental Health,
Catholic Human Services, Michigan Rehabilitation Services, and Northern Michigan Regional Entity
\With access a barrier to education and treatment St Joseph Health System lends support by
providing in-kind space to local Alcoholics Anonymous groups, The groups meet Monday, Wednesday
and Thursday evenings each week of the year for approximately 1 hour Alcoholics Anonymous is a
fellowship of men and women who help each other maintain sobriety and who offer to share their
recovery experience freely with other Support Groups - St, Joseph Health System offers several
Support Groups with the purpose of addressing physical, social, psychological or emotional iIssues
related to specific diagnoses or life events Diabetic Club - This 1s a program that I1s open to the
community at no charge and includes a short lecture about general health issues and how those
Issues affect diabetes Topics related to lifestyle modifications and tools for diabetes management
are taught by a certified Dietician or other health care provider from the Health System, The group
also offers peer to peer support Grief Support Group - This group Is designed to provide a safe
environment to talk about feelings as they relate to loss learn to help oneself discover new ways to

cope with these feelings and changes in one's life and 1dentify new sources of strength and hope




Form and Line Reference

Explanation

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

St Joseph Health System IS PART OF THE ASCENSION HEALTH ALLIANCE ("THE SYSTEM")
ASCENSIO N HEALTH ALLIANCE, D/B/A ASCENSION (ASCENSION), IS A MISSOURI
NONPROFIT CORPORATION FORMED ON SEPTEMBER 13,2011 ASCENSION IS THE SOLE
CORPORATE MEMBER AND PARENT ORGANIZATION OF ASCENSION HEALTH, A
CATHOLIC NATIONAL HEALTH SYSTEM CONSISTING PRIMARILY OF NONPROFIT CORP
ORATIONS THAT OWN AND OPERATE LOCAL HEALTHCARE FACILITIES, OR HEALTH
MINISTRIES, LOCATEDIN 23 STATES AND THE DISTRICT OF COLUMBIA ASCENSION
AND ITS MEMBER ORGANIZATIONS ARE HEREA FTER REFERRED TO COLLECTIVELY AS
THE SYSTEM ASCENSION IS SPONSORED BY ASCENSION SPONSOR, A PUBLIC JURIDIC
PERSON THE PARTICIPATING ENTITIES OF ASCENSION SPONSOR ARE THE DAUGHTERS
OF CHARITY OF ST VINCENT DE PAUL,ST LOUISE PROVINCE, THE CONGREGATION OF
ST JOSEPH, T HE CONGREGATION OF THE SISTERS OF ST JOSEPH OF CARONDELET, THE
CONGREGATION OF ALEXIAN BR OTHERS OF THE IMMACULATE CONCEPTION PROVINCE,
INC - AMERICAN PROVINCE, AND THE SISTERS OF THE SORROWFUL MOTHER OF THE
THIRD ORDER OF ST FRANCIS OF ASSISI - US/CARIBBEAN PROVINCE THE 49-BED
HOSPITAL, STAFFED BY MORE THAN 460 EMPLOYEES,IS LOCATED IN TAWAS CITY,
MICHIG AN AND IS A NONPROFIT ACUTE-CARE HOSPITAL THE HOSPITAL MAINTAINS
TWO WHOLLY OWNED SUBSIDI ARIES ST JOSEPH HEALTH ENTERPRISES, A HOME
MEDICAL EQUIPMENT BUSINESS, AND ST JOSEPH HE ALTH SYSTEM FOUNDATION, A
CHARITABLE FOUNDATION CREATED TO RECEIVE AND ADMINISTER FUNDS FO R THE
HOSPITALFORTHE PURPOSE OF ACQUIRING ORIMPROVING HOSPITAL FACILITIES AND
TECHNOLOGIES,AND THE ESTABLISHMENT SUPPORT, AND MAINTENANCE OF
COMMUNITY HEALTH EDUCATION PROGRAMS THE HOSPITAL PROVIDES INPATIENT,
OUTPATIENT, AND EMERGENCY CARE SERVICES FOR THE RESIDEN TS OFIOSCO
COUNTY AND THE SURROUNDING AREA ADMITTING PHYSICIANS ARE PRIMARILY
PRACTITION ERSIN THE LOCAL AREA ST JOSEPH HEALTH SYSTEM OFFERS ACCESSTO
A LARGE BOARD- ERTIFIED M EDICAL STAFF WITH MORE THAN 17 PRIMARY CARE AND
SPECIALTY PHYSICIANS THROUGH COMMUNITY HE ALTH SERVICES PROFESSIONAL
EDUCATION SUBSIDIZED HEALTH CARE FINANCIAL CONTRIBUTIONS COMMUN ITY -
BUILDING ACTIVITIES AND OTHER COMMUNITY BENEFIT ACTIVITIES ST JOSEPH
HEALTH SYSTEM CO NTRIBUTED OVER $967,000 TO THE COMMUNITY INCLUDED IN
THIS FIGURE ARE PROGRAMS SUCH AS - CHARITY CARE AND UNREIMBURSED MEDICAID
- COMMUNITY HEALTH- EDUCATION LECTURES - SCHOOL HEA LTH-EDUCATION
PROGRAMS PROMOTING HEALTH CARE CAREERS & WORKFORCE ENHANCEMENT - FREE
HEALTH SCREENINGS - SART (SEXUAL ASSAULT RESPONSE TEAM)- COMMUNITY-BASED
CHAPLAINCY AND SPIRITU AL CARE - SPONSORSHIPS AND CONTRIBUTIONS TO
VARIOUS COMMUNITY EVENTS THE SYSTEM DIRECTSI TS GOVERNANCE AND
MANAGEMENT ACTIVITIES TOWARD STRONG, VIBRANT, CATHOLIC HEALTH MINISTRIES
UNITED IN SERVICE AND HEALING, AND DEDICATES ITS RESOURCES TO SPIRITUALLY
CENTERED CARE WHICH SUSTAINS AND IMPROVES THE HEALTH OF THE INDIVIDUALS
AND COMMUNITIES IT SERVES IN ACC ORDANCE WITH THE SYSTEM'S MISSION OF
SERVICE TO THOSE PERSONS LIVINGIN POVERTY AND OTHER VULNERABLE PERSONS,
EACH HEALTH MINISTRY ACCEPTS PATIENTS REGARDLESS OF THEIR ABILITY TO P AY
THE SYSTEM USES FOUR CATEGORIES TO IDENTIFY THE RESOURCES UTILIZED FOR THE
CARE OF PER SONS LIVINGIN POVERTY AND COMMUNITY BENEFIT PROGRAMS -
TRADITIONAL CHARITY CARE INCLUDES THE COST OF SERVICES PROVIDED TO
PERSONS WHO CANNOT AFFORD HEALTHCARE BECAUSE OF INADEQUA TE RESOURCES
AND/OR WHO ARE UNINSURED OR UNDERINSURED - UNPAID COST OF PUBLIC
PROGRAMS,E XCLUDING MEDICARE, REPRESENTS THE UNPAID COST OF SERVICES
PROVIDED TO PERSONS COVERED BY P UBLIC PROGRAMS FOR PERSONS LIVING IN
POVERTY AND OTHER VULNERABLE PERSONS - COST OF OTHER PROGRAMS FOR
PERSONS LIVINGIN POVERTY AND OTHER VULNERABLE PERSONS INCLUDES
UNREIMBURSED COSTS OF PROGRAMS INTENTIONALLY DESIGNED TO SERVE THE
PERSONS LIVING IN POVERTY AND OTHER VULNERABLE PERSONS OF THE COMMUNITY,
INCLUDING SUBSTANCE ABUSERS, THE HOMELESS, VICTIMS O F CHILD ABUSE, AND
PERSONS WITH ACQUIRED IMMUNE DEFICIENCY SYNDROME - COMMUNITY BENEFIT C
ONSISTS OF THE UNREIMBURSED COSTS OF COMMUNITY BENEFIT PROGRAMS AND
SERVICES FORTHE GENER AL COMMUNITY, NOT SOLELY FOR THE PERSONS LIVING IN
POVERTY,INCLUDING HEALTH PROMOTION AND EDUCATION, HEALTH CLINICS AND
SCREENINGS, AND MEDICAL RESEARCH DISCOUNTS ARE PROVIDED TO ALL UNINSURED
PATIENTS,INCLUDING THOSE WITH THE MEANS TO PAY DISCOUNTS PROVIDED TO
THOS E PATIENTS WHO DID NOT QUALIFY FOR ASSISTANCE UNDER CHARITY CARE
GUIDELINES ARE NOT INCLUD EDIN THE COST OF PROVIDING CARE OF PERSONS
LIVING IN POVERTY AND OTHER COMMUNITY BENEFIT PROGRAMS THE COST OF
PROVIDING CARE TO PERSONS LIVINGIN POVERTY AND OTHER COMMUNITY BENE FIT
PROGRAMS IS ESTIMATED BY REDUCING CHARGES FORGONE BY A FACTOR DERIVED
FROM THE RATIO O F EACH ENTITY'S TOTAL OPERATING EXPENSES TO THE ENTITY'S
BILLED CHARGES FOR PATIENT CARE CERTAIN COSTS SUCH AS GRADUATE MEDICAL
EDUCATION AND CERTAIN OTHER ACTIVITIES ARE EXCLUDED FROM TOTAL OPERATING
EXPENSES FORPURPOSES OF THIS COMPUTATION THE AMOUNT OF TRADITIONAL
CHARITY CARE PROVIDED, DETERMINED ON THE BASIS OF




Form and Line Reference Explanation

Schedule H, Part VI, Line 6 Affilated |COST,WAS $527,386 THOUSAND AND $580,606 THOUSAND FORTHE YEARS ENDED JUNE
health care system 30,2015 AND 2014, RESPECTIVELY




Form and Line Reference

Explanation

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

Software ID: 14000329
Software Version: 2014v1.0
EIN: 38-1443395
Name: St Joseph Health System 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

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

Facility , 1 - St Joseph Health System An important aspect of CHNA completion has included
engaging key community collaborators Collaborators have brought additional expertise to the St
Joseph Health System CHNA process through representation of their individual agencies and
participation in community coalitions and councils District Health Department #2 District Health
Department ("DHD") #2 has served as an essential collaborator in the CHNA process The
department covers Alcona, losco, Ogemaw, and Oscoda counties DHD #2 has offices in West Branch,
[Tawas City, Mio and Harrisville In cooperation with community resources the department s
responsible for assisting the community and citizens to assume responsibility for their health and the
health of the community The vision statement of DHD #2 focuses on being the primary resource for
individual community and environmental health The St Joseph Health System CHNA process has
utilized the public health expertise of DHD #2 Acting Health Officer Debra Baumann Department of
Human Services The Department of Human Services ("DHS") has also served as a cnitical
collaborator DHS covers Iosco County with an office in East Tawas The agency I1s Michigan's public
assistance, child, and family welfare agency The local agency administers the federal Temporary
IAssistance for Needy Families grant (Family Independence Program) and Food Assistance program
DHS also takes applications for Medicaid which 1s administered by the Department of Community
Health A wide range of protective and preventative services are available for families and children who
are neglected, abused or exploited including foster care placement AuSable Valley Community Mental
Health AuSable Valley Community Mental Health ("AVCMH") serves the residents of Iosco,

O gemaw, and O scoda counties AVCMH provides mental health, developmental disability, and
prevention services, Offices are located in West Branch, Tawas City, Oscoda and Mio Group homes
for the care of the developmentally disabled are located within the service area AVCMH Is an affiliate
of Northern Affiliation which 1s a partnership of three Mental Health Boards which include AVCMH,
Northeast Michigan Community Mental Health and North Country Community Mental Health The
affiliation also includes Northern Michigan Substance Abuse Services which is the regional substance
abuse coordinating agency Other Community Collaborators Other community groups that have been
important to the CHNA process have included agencies that focus on those who are poor and
vulnerable The Human Services Collaborating Council and the Poverty Reduction Coalition in Iosco
County has supported St, Joseph Health System initiatives focusing on social and economic Issues In
our service area Persons Consulted Debra Baumann Acting Health Officer, District Health
Department #2, Karin Hobbs Director Iosco County Department of Human Services, D1 ane Pelts ,
Director of Quality & Managed Care, AuSable Valley Community Mental Health, Debra Miller, Medical

Program Director AuSable Valley Community Mental Health




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

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

Form and Line Reference

Explanation

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

Facility , 1 - Tawas St Joseph Health System Four primary needs were 1dentified via the CHNA
process and St Joseph Health System 1s committed to providing support and human capital in order to
make an impact in these areas ACCESS TO HEALTH CARE Goal - Ensure all community members
including the uninsured and underserved have access to health care services Strategies 1 Develop
and implement Health Improvement Council (HIC) 2 Increase number of physicians in Family
Practice, Internal Medicine and General Surgery 3 Implement a hospitalist model of care to return
primary care physicians to their respective clinics therefore increasing access to primary care
services 4 Explore opportunity of rural rotation within CMU Medical School curriculum 5 Increasing
the number of Patient Centered Medical Homes (PCMH) 6 Enhance collaboration with Federally
Qualified Health Center (FQHC) physicians to support access to care 7 Increase the coverage of
eligible persons in Medicald and county wide plan 8 Collaborate with Iosco County Department of
Human Services In enrollment efforts for Medicaid expansion NUTRITION, WEIGHT STATUS &
PHYSICAL ACTIVITY Goal - To promote health education and awareness on the healthy lifestyle
modifications needed to improve nutrition, weight status and physical activity Strategies 1 Develop
and implement Health Improvement Council (HIC) 2 Implement a community-wide wellness program
3 Participate with local farm market activities for nutrition outreach 4 Assess the current status of
safe walking environments within Iosco County 5 Collaborate with community partners to establish
safe walking environments MATERNAL AND INFANT HEALTH Goal - Reduce infant mortality through
early access to prenatal care Strategies 1 Develop and implement Health Improvement Council
(HIC) 2 Take alead role in pregnancy collaborative and provide expertise and human capital 3
Provide expertise and human capital in participation of the 21-county Perinatal Collaborative 4
Continue relationship with Federally Q ualified Health Center (FQHC) to support provider coverage
which includes 24 hour obstetrics access 5 Implement smoking cessation program targeted at
pregnant mothers 6 Increase the enrollment numbers of those participating in childbirth education
classes 7 Increase number of women that breastfeed 8 Implement sleep sac program to educate new
parents encouraging healthy sleep positioning PREVENTION AND EDUCATION - CHRONIC
DISEASE AND CANCER Goal - Improve health and quality of life through education, prevention and
early detection of risk factors for respiratory health, cardiovascular health and cancer Strategies 1
Develop and implement Health Improvement Council (HIC) 2 Enhance education and awareness to
reduce avoldable re-hospitalizations through MI-State Action on Avoidable Rehospitalizations (MI-
STAAR) 3 Implement Community Health Worker (CHW) model 4 Create and implement a smoking
cessation program 5 Explore feasibility of SJHS providing support for anti-smoking aids (patches,
Chantix, etc ) Other needs identified in which St Joseph Health System will provide a supportive role
include Substance Abuse While supporting data identifies substance abuse as a critical community
need, St Joseph Health System does not have the resources available to directly affect this category
IAuSable Valley Community Mental Health and Catholic Human Services who provide prevention,
treatment, and education programs aimed at alcohol, tobacco, prescription medication and illegal drug
use Abusive, Controlling and Violent Behavior While supporting data identifies abusive, controlling
and violent behavior as a critical community need, St Joseph Health System does not intend to fully
meet this identified need Building on our past partnership with the dual domestic violence/sexual
assault shelter, Shelter, Inc , SJHS will continue to provide assistance In order to promote a
comprehensive community response to sexual assault through education, system change, crisis and

primary and secondary victim services




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

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

Form and Line Reference Explanation
Schedule H, Part VV, Section B, Line Facility ,1 - ST JOSPEH HEALTH SYSTEM IN ACCORDANCE WITH OUR MISSION AND VALUES,
16 Facility , 1 ST JOSEPH HEALTH SYSTEM IS COMMITTED TO CARING FOR ALL PEOPLE REGARDLESS OF

THEIR ABILITY TO PAY, WITH SPECIAL ATTENTIONTO THOSE WHO ARE POOR AND
VULNERABLE ST JOSEPH HEALTH SYSTEM OFFERS FINANCIAL COUNSELING AND
IASISSTANCE TO HELP ADDRESS ANY FINANCIAL CONCERNS PATIENTS OR FAMILIES MAY
HAVE REGARDING THEIR CARE OUR FINANCIAL AID POLICIES, WHICH CAN BE FOUND ON
ST JOSEPH HEALTH SYSTEM'S WEBSITE REFLECT ST JOSEPH HEALTH SYSTEM'S
DEDICATION TO WORKING TOGETHER WITH OUR PATIENTS IN A COMPASSIONATE AND
CARING MANNER TO IDENTIFY OPTIONS FOR RESOLVING THEIR FINACIAL OBLIGATIONS
Help1s AVAILABLE BY CONTACTING (989)984-3796 ORIN PERSON AT ANY OF OUR
FACILITIES




Form 990 Schedule H, Part V Section D. Other Facilities That Are Not Licensed, Registered, or Similarly
Recognized as a Hospital Facility

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?

Name and address

Type of Facility (describe)

Harbor Health Center
110 Beech Street Ste B
Tawas City,MI 48763

Huron Professional Building
716 German Street
Tawas City,MI 48763

Oscoda Health Park
5939 N Huron Road
Tawas City,MI 48763

Huron Family Medicine
700 German Street
Tawas City,MI 48763

Medical Arts Building
295 Maple Street
Tawas City,MI 48763

St Joseph Women's Clinic
25 M-55
Tawas City,MI 48763

St Joseph Pediatric Clinic
325 M-55
Tawas City,MI 48763

Hale St Joseph Medical Center
116 S Church Street
Hale,MI 48739

Women's Clinic - West Branch
621 Court Street STE 105
West Branch,MI 48661

St Joseph Urology Clinic
110 E State Street
East Tawas,MI 48730

Huron Shores Walk-In Clinic
110 Beech Street Ste A
Tawas City,MI 48763

Great Lakes Family Medicine
106 Division
Oscoda,MI 48750

AuGres Family Medicine
3210 E Huron Road
AuGres,MI 48703

AuSable Valley Health Center
1392 Maple Drive
Fairview,MI 48621

Rehab Services, Physician Offices

Rehab Services, Physician Offices

Rehab Services, Physician Offices

Rehab Services, Physician Offices

Rehab Services, Physician Offices

Rehab Services, Physician Offices

Rehab Services, Physician Offices

Rehab Services, Physician Offices

Rehab Services, Physician Offices

Rehab Services, Physician Offices

Rehab Services, Physician Offices

Rehab Services, Physician Offices

Rehab Services, Physician Offices

Rehab Services, Physician Offices
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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

St Joseph Health System Inc

38-1443395

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 [T Health or social club dues or initiation fees

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

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

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

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

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

I Compensation survey or study

I_ Compensation committee
[T Independent compensation consultant

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

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

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

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

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

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

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

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

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 500537 Schedule J (Form 990) 2014
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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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Page 3

m Supplemental Information

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

Also complete this part for any additional information

Return Reference Explanation

Schedule ], Part I, Line 3 ASCENSION HEALTH, A RELATED ORGANIZATION OF ST JOSEPH HEALTH SYSTEM, USES THE FOLLOWING TO ESTABLISH THE

Arrangement used to establish the COMPENSATION OF THE ORGANIZATION'S CEO - COMPENSATION COMMITTEE, - INDEPENDENT COMPENSATION CONSULTANT, -

top management official's COMPENSATION SURVEY ORSTUDY,AND - APPROVAL BY THE BOARD OR COMPENSATION COMMITTEE

compensation

Schedule J, Part I, Line 4a Severance |The following individual received a severance payment in the amount shown during calendar year 2014 John Graham - $545,653

or change-of-control payment

Schedule ], Part I, Line 4b ELIGIBLE EXECUTIVES PARTICIPATEIN A PROGRAM THAT PROVIDES FOR SUPPLEMENTAL RETIREMENT BENEFITS THE PAYMENT OF

Supplemental nonqualified retirement |BENEFITS UNDER THE PROGRAM, IF ANY,IS ENTIRELY DEPENDENT UPON THE FACTS AND CIRCUMSTANCES UNDER WHICH THE EXECUTIVE

plan TERMINATES EMPLOYMENT WITH THE ORGANIZATION BENEFITS UNDER THE PROGRAM ARE UNFUNDED AND NON-VESTED DUE TO THE
SUBSTANTIAL RISK OF FORFEITURE PROVISION, THERE IS NO GUARANTEE THAT THESE EXECUTIVES WILL EVER RECEIVE ANY BENEFIT
UNDER THE PROGRAM ANY AMOUNT ULTIMATELY PAID UNDER THE PROGRAM TO THE EXECUTIVE IS REPORTED AS COMPENSATION ON
FORM 990, SCHEDULE J, PART II, COLUMN BIN THE YEAR PAID NO DISTRIBUTIONS FROM THE SUPPLEMENTAL NONQUALIFIED
RETIREMENT PLAN WERE MADE IN THE CURRENT YEAR

Schedule J (Form 990) 2014



Additional Data

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

(A) Name and Title

Software ID:
Software Version:
EIN:

Name:

14000329
2014v1.0
38-1443395

St Joseph Health System Inc

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation in

(i) Bonus & (i) O ther other deferred benefits (B)(1)-(D) reportgzll;rsr;éf?rred n
Compensation Incentive reportable compensation prior Form 990
compensation compensation
GINA BUTCHER 0 0 0 0 0 0 0 0
CFO-HEALTH SYSTEMS
(END 1/15) () 217,232 837 26,234 6,468 13,454 264,225 0
NANCY HAYWOOD : 0
CFO - HEALTH SYSTEMS (EI; 324294 0 0 0 0 ° 0
(START 1/15) ' 0 29,877 22,105 19,238 395,514 0
JOHN GRAHAM 0 0 0 0 0 0 0 0
PRESIDENT/CEO-HEALTH
SYSTEM (END/12/14) (m 468,630 67,138 590,944 7,800 20,583 1,155,095 0
ELIZABETH ADERHOLDT () 0 0 0 0 0 0 0
CEO - HEALTH SYSTEMS an 511625
(START 12/14) ' 601,134 73,865 47,385 12,078 1,246,087 0
EARL ELOWSKY (1) 239,059 100 849 4,608 14,006 258,622 0
CHIEF OF STAFF ! ' '
()] 0 0 0 0 0 0 0
AI:gEBSAIIISI;(')\IL_:_R ) 168,947 150 50,289 4,992 19,572 243,950 0
()] 0 0 0 0 0 0 0
MQSRKG%/(\)LNLAGHER DO 0) 377,476 22,643 4,103 7,950 24,032 436,204 0
()] 0 0 0 0 0 0 0
Dg::\:{ASIECNIZES MD ) 449,540 0 3,183 7,950 1,901 462,575 0
()] 0 0 0 0 0 0 0
MSE\FSILE'I\‘AT\:DAVIS DO m 354,823 50,000 10,526 0 13,424 428,773 0
()] 0 0 0 0 0 0 0
S‘LIIE*\CESI\;CI?;)'XVDY ) 193,249 93,656 133 4,571 16,255 307,864 0
()] 0 0 0 0 0 0 0
J(?):ngl?:liiL MAY ) 262,968 0 185 7,389 2,939 273,480 0
()] 0 0 0 0 0 0 0
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SCHEDULE O

OMB No 1545-0047

(Form 990 or 990-EZ) Supplemental Information to Form 990 or 990-EZ 2 01 4

Department of the Treasury
Intemal Revenue Service

Complete to provide information for responses to specific questions on

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
St Joseph Health System Inc

Employer identification number

38-1443395

990 Schedule O, Supplemental Information

Return Reference

Explanation

Form 990, Part IV, Line 20b Explanation

Form 990, Part V|, Line 2 EXPLANATION

MANY OF THE PERSONS LISTED ON PART VIIHAVE A "BUSINESS
RELATIONSHIP' WITH EACH OTHER BY V
IRTUE OF SITTING ON RELATED ST JOSEPHHEALTH SYSTEM ENTITY BOARDS

Form 990, Part V|, Line 15 EXPLANATION

IN DETERMINING THE COMPENSATION OF THE ORGANIZATION'S CEO, THE
PROCESS, PERFORMED BY ASCEN

SION HEALTH, A RELATED ORGANIZATION OF ST JOSEPH HEALTH SY STEM,
INCLUDED A REVIEW AND APP

ROVAL BY INDEPENDENT PERSONS, COMPARABILITY DATA AND
CONTEMPORANEOUS SUBSTANTIATION OF THE

DELIBERATION AND DECISION THE COMPENSATION COMMITTEE REVIEWED
AND APPROVED THE COMPENSAT

ION IN THE REVIEW OF THE COMPENSATION, THE CEO WAS COMPARED TO
INDIVIDUALS AT OTHER ORGAN

[ZATIONS IN THE AREA WHO HOLD THE SAME TITLE DURING THE REVIEW AND
APPROVAL OF THE COMPEN

SATION, DOCUMENTATION OF THE DECISION WAS RECORDED IN THE
COMMITTEE MINUTES THE INDIV IDUA

L WAS NOT PRESENT WHEN HIS COMPENSATION WAS DECIDED THE
EXECUTIVE COMMITTEE OF THE BOARD

OF DIRECTORS IN CONJUNCTION WITH THE INTERMEDIATE SANCTIONS
COMPLIANCE POLICY OF ST MARY"

S OF MICHGAN MEDICAL CENTER, A RELATED ORGANIZATION OF ST JOSEPH
HEALTH SYSTEM, IS RESPO

NSIBLE FOR DETERMINING THE COMPENSATION OF OTHER OFFICER OF THE
ORGANIZATION THE PROCESS

INCLUDES A MARKET ANALY SIS OF COMPARABLE HEALTH CARE POSITIONS
FROM OTHER ORGANIZATIONS OF

COMPARABLE SIZE, COMPLEXITY, AND BUSINESS ACTIVITY DURING THE
REVIEW AND APPROVAL OF THE

COMPENSATION , DOCUMENTATION OF THE DECISION WAS RECORDED IN THE
BOARD MINUTES

Form 990, Part VI, Line 6 Classes of members or
stockholders

St Joseph Health System has a single corporate member Ascension Health

Form 990, Part V|, Line 7a Members or stockholders electing
members of governing body

St Joseph Health System has a single corporate member, Ascension Health,
who has the abll
ity to elect members to the governing body of the St Joseph Health System

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

Ascension Health has designed a system authority matrix w hich assigns
authortty for key de

cisions that are necessary In the operation of the system Specific areas that are
identif

ied In the authority matrix are new organizations & major transactions, governing
documen

ts, appointments /removals, evaluation, debt Imits, strategic & financial plans,
assets,

systempolicies & procedures, These areas are subject to certain levels of
approval by Asc

ension per the systemauthority matrix

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

Management, including certain officers works diligently to complete the Form 990
and attac

hed schedules In a thorough manner Prior to filing the return all Board Members
are provi

ded the Form 990 and management team members are available to answ er any
Board Member ques

tions

Form 990, Part V|, Line 12¢ Conflict of interest policy

The organization regularly and consistently monitors and enforces compliance
w ith the conf

lict of interest policy In that any director principal officer, or member of a
committee w

ith governing board delegated pow ers, who has a direct or indirect financial
Interest must

disclose the existence of the financial interest and be given the opportunity to
disclose

all material facts to the directors and members of the committees w ith governing
board de

legated pow ers considering the proposed transaction or arrangement The
remaining individu

als on the governing board or committee w ill decide If conflicts of interest exist
Eachd

irector principal officer and member of a committee w ith governing board
delegated powers

annually signs a statement w hich affirms such person has received a copy of
the conflict o

f interest policy, has read and understands the policy, has agreed to comply with
the poli

cy, and understands that the organization i1s charitable and in order to maintain tts
feder

al tax exemption it must engage primarily in activities w hich accomplish its tax-
exempt pu

rpose

Form 990, Part V|, Line 19 Required documents available to
the public

The organization will provide any documents open to public inspection upon
request

Form 990, Part IX, Line 11g Other Fees

Physician Fees and Other Professional Medical Fees - Total Expense 4390297,
Program Servi

ce Expense 4390297, Management and General Expenses , Fundraising
Expenses , Purchased

Services and Other Professional Fees - Total Expense 3099210, Program
Service Expense

Management and General Expenses 3099210, Fundraising Expenses

Form 990, Part X, Line 9 Other changes In net assets or
fund balances

CA Deferred Pension Cost - -1521660,

FORM 990, PART VII, section B, LINE 1 INDEPENDENT
CONTRACTOR REPORTING

COMPENSATION OF INDEPENDENT CONTRACTORS IS PAID BY AND REPORTED
ON THE FORM 1096 ANNUAL SU

MMARY AND TRANSMITTAL OF US INFORMATION RETURNS OF ASCENSION
HEALTH EIN 31-1662309 EXPE

NSES ARE ALLOCATED TO AND REMBURSED BY THE FILING ORGANIZATION
TO ASCENSION HEALTH AS SU

CH THE ORGANIZATION HAS NOT REPORTED INDEPENDENT CONTRACTORS
PAID ON FORM 990 PART VIl AND

SECTION B
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SCHEDULE R
(Form 990)

Department of the Treasury
Intemal Revenue Service

Related Organizations and Unrelated Partnerships

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

= Attach to Form 990.

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

OMB No 1545-0047

Name of the organization
St Joseph Health System Inc

38-1443395

Open to Public
Inspection

Employer identification number

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

(a)

Name, address, and EIN (if applicable) of disregarded entity

(b)

Primary activity

(c)
Legal domicile (state
or foreign country)

(d)

Total iIncome

End-of-year assets

(e)

()]
Direct controlling
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)

Name, address, and EIN of related organization

(b)

Primary activity

(c)
Legal domicile (state
or foreign country)

(d)

Exempt Code section

(e)
Public chanty status
(if section 501(c)(3))

Direct controlling
entity

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

Yes No

(1) ASCENSION HEALTH ALLIANCE
PO BOX 45998

ST LOUIS, MO 631455998
45-3358926

NATIONAL HEALTH SYSTEM

MO

501(c)(3

Type I

NA

No

(2) ASCENSION HEALTH
PO BOX 45998

ST LOUIS, MO 63145
31-1662309

NATIONAL HEALTH SYSTEM

MO

501(c)(3

Type I

ASCENSION HEALTH
ALLIANCE

No

(3) ST JOSEPH HEALTH SYSTEM FOUNDATION
200 HEMLOCK ROAD

TAWAS CITY, MI 48763
01-0790428

FUNDRAISING

MI

501(c)(3

Type I

ST JOSEPH HEALTH
SYSTEMS

Yes

(4) St Mary's - St Joseph Health System
800 S WASHINGTON AVENUE

SAGINAW, MI 48601
46-1084363

Supporting Organization

MI

501(c)(3

Type I

Ascension Health

No

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

Cat No 50135Y

Schedule R (Form 990) 2014
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EETREiid Identification of Related Organizations Taxable as a Partnership Complete If the organization answered "Yes" on Form 990, Part IV, line 34

because It had one or more related organizations treated as a partnership during the tax year.
(a) (b) (c) (d) (e) 0] (9) (h) (i) (6)) (k)
Name, address, and EIN of Primary activity| Legal Direct Predominant Share of Share of |Disproprtionate| Code V-UBI | General or| Percentage
related organization domicile| controlling income(related, |total income |end-of-year| allocations? |amount in box| managing | ownership
(state or entity unrelated, assets 20 of partner?
foreign excluded from Schedule K-1
country) tax under (Form 1065)
sections 512-
514)
Yes No Yes | No

-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 controling | 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
MI ST JOSEPH C Corporation 201,733 1,039,441 100 % Yes

(1) ST JOSEPH HEALTH
ENTERPRISES

200 HEMLOCK ROAD
TAWAS CITY, MI 48764
38-2686747

OTHER MEDICAL

HEALTH SYSTEM
INC

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

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

a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity 1a No
b Gift, grant, or capital contribution to related organization(s) 1b No
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) ih No
i Exchange of assets with related organization(s) 1i No
j Lease offacilities, equipment, or other assets to related organization(s) 1j No
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) 1o No
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)
(1) ST JOSEPH HEALTH SYSTEM FOUNDATION C 364,188

Schedule R (Form 990) 2014
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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



