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Department of the Treasury
Intemal Revenue Service

foundations)

Return of Organization Exempt From Income Tax

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

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

OMB No 1545-0047

A For the 2014 calendar year, or tax year beginning 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

, and ending_j 06-30-2015

2014

Open to Public

Inspection

INTEGRIS Ambulatory Care Corporation

% BARBARA DEAN

Doing business as
SEE SCHEDULE O

73-1192765

D Employer identification number

Number and street (or P O box if mail i1s not delivered to street address)
5300 N INDEPENDENCE AVE STE 130

Room/suite

E Telephone number

(405)949-6026

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

OKLAHOMA CITY, OK 73112

F Name and address of principal officer

C BRUCE LAWRENCE

5300 NINDEPENDENCE AVE
OKLAHOMA CITY,OK 73112

I Tax-exempt status

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

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

J Website:» WWWINTEGRISOKCOM

G Gross recelpts $ 208,434,631

H(a)

H(b)
included?

Are all subordinates

Is this a group return for
subordinates?

[T Yes ¥ No
[~ Yes[ No

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

H(c) Group exemption number &

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

L Year of formation 1983

M State of legal domicile OK

Summary

1 Briefly describe the organization’s mission or most significant activities
TO IMPROVE THE HEALTH OF THE PEOPLE AND COMMUNITIES WE SERVE

ACInmies & Govelnance

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

3 Number of voting members of the governing body (Part VI, line 1a) 3 3
4 Number of Independent voting members of the governing body (Part VI, line 1b) 4 0
5 Total number of Individuals employed in calendar year 2014 (Part V, line 2a) 5 1,131
6 Total number of volunteers (estimate If necessary) 6 532
7aTotal unrelated business revenue from Part VIII, column (C), line 12 7a 750
b Net unrelated business taxable income from Form 990-T, line 34 7b
Prior Year Current Year
8 Contributions and grants (Part VIII, line 1h) 37,059,204 38,039,985
% 9 Program service revenue (Part VIII, line 2g) 88,043,716 168,619,732
% 10 Investment income (Part VIII, column (A), ines 3,4, and 7d ) 474,293 -115,805
= 11 Other revenue (Part VIII, column (A), ines 5,6d, 8¢, 9c, 10c,and 11e) 27,043,566 188,786
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line
12) 152,620,779 206,732,698
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 12,581 2,901,770
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 97,151,854 143,954,074
% 16a Professional fundraising fees (Part IX, column (A), line 11e) 0 0
E b Total fundraising expenses (Part IX, column (D), line 25) (Y
17 Other expenses (PartIX, column (A), lines 11a-11d,11f-24e) 41,533,199 53,577,159
18 Total expenses Add lines 13-17 (must equal PartIX, column (A), line 25) 138,697,634 200,433,003
19 Revenue less expenses Subtractline 18 from line 12 13,923,145 6,299,695
E E Beginnir?e(;fr Current End of Year
%ﬁ 20 Total assets (Part X, line 16) 51,159,118 179,748,546
EE 21 Total habilities (Part X, line 26) 12,518,687 134,526,264
=3 22 Net assets or fund balances Subtractline 21 from line 20 38,640,431 45,222,282

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

| 2016-03-01

’ ok KK K
Sign Signature of officer Date
Here BETH A PAUCHNIK ASST SECRETARY
Type or prnint name and title

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

Paid DEBRA C COOK DEBRA C COOK self-employed | P00031689
ai Fim's name M KPMG LLP Firm's EIN b=

Preparer

Firm's address 210 Park Ave Suite 2850 Phone no (405) 239-6411
Use Only

Oklahoma City, OK 73102

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 ornote to any lineinthis PartIII . . . . . &+ +v « +v o « « .

1 Briefly describe the organization’s mission
TO IMPROVE THE HEALTH OF THE PEOPLE AND COMMUNITIES WE SERVE

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 $ 183,031,249  including grants of $ 2,901,770 ) (Revenue $ 168,619,732)
SEE SCHEDULE O STATEMENTS 2 THROUGH 6

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 & 183,031,249

Form 990 (2014 )



Form 990 (2014)

10

11

12a

13

14a

15

16

17

18

19

20a

Part III

Page 3
Checklist of Required Schedules

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

Form 990 (2014 )



Form 990 (2014)

21

22

23

24a

25a

26

27

28

29

30

31

32

33

34

35a

36

37

38

Part I

Page 4

Checklist of Required Schedules (continued)

Did the organization report more than $5,000 of grants or other assistance to any domestic organization or 21 Yes

domestic government on PartIX, column (A), ine 1? If "Yes,” complete Schedule I, Parts I and II

Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on Part 22 No

IX, column (A), line 2? If “Yes,” complete Schedule I, Parts I and III

Did the organization answer "Yes" to Part VII, Section A, line 3,4, or 5 about compensation of the organization’s

current and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes,” 23 Yes

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

and complete Schedule K. If "No,” go to line 25a . . 24a No

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, line 5, 6, or 22 for receivables from or payables to any current

or former officers, directors, trustees, key employees, highest compensated employees, or disqualified persons? 26 No

If "Yes," complete Schedule L, Part I1

Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial

contributor or employee thereof, a grant selection committee member, or to a 35% controlled entity or family 27 No

member of any of these persons? If "Yes,” complete Schedule L, Part III

Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part IV

instructions for applicable filing thresholds, conditions, and exceptions)

A current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L, Part

e - »8a No

A family member of a current or former officer, director, trustee, or key employee? If "Yes,”

complete Schedule L, Part IV .« v & v v e e e e e ) 28b No

An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was

an officer, director, trustee, or direct or indirect owner? If "Yes,” complete Schedule L, Part IV . 28c | 'es

Did the organization receive more than $25,000 in non-cash contributions? If "Yes,” complete Schedule M . E 29 Yes

Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified

conservation contributions? If "Yes,” complete Schedule M 30 No

Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complete Schedule N, 31 No

Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,” comp/ete

Schedule N, Part IT 32 | Yes

Did the organization own 100% of an entity disregarded as separate from the organization under Regulations

sections 301 7701-2 and 301 7701-3? If "Yes,” complete Schedule R, Part I 33 No

Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Part II, III, or IV,

and Part V, line 1 34 | Yes

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 | Yes

entity within the meaning of section 512(b)(13)? If "Yes,” complete Schedule R, Part V, line 2

Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related

organization? If "Yes,"” complete Schedule R, Part V, line 2 36 No

Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization

and that is treated as a partnership for federal iIncome tax purposes? If "Yes,” complete Schedule R, Part VI 37 No

Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 197

Note. All Form 990 filers are required to complete Schedule O 38 Yes

Form 990 (2014 )



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

Check If Schedule O contains a response ornote toany lineinthisPartV... . . . v v W v w v o W« .

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

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

2a Enter the number of employees reported on Form W-3, Transmittal of Wage and
Tax Statements, filed for the calendar year ending with or within the year covered
by thisreturn . . . . . . & e e e e e 2a 1,131

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 No
b If“Yes,” has it filed a Form 990-T for this year? If "No” to /ine 3b, provide an explanation in ScheduleO . . . 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority

over, a financial account in a foreign country (such as a bank account, securities account, or other financial

account)? . . . . . w e e e e e e e e e e e e e e e e da No
b If"Yes," enter the name of the foreign country &

See Instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts

(FBAR)
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? . . 5a No
b Did any taxable party notify the organization that it was or s a party to a prohibited tax shelter transaction? 5b No
c If"Yes," to line 5a or 5b, did the organization file Form 8886-T?

5c¢

6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the 6a No

organization solicit any contributions that were not tax deductible as charitable contributions?
b If"Yes," did the organization include with every solicitation an express statement that such contributions or gifts

were not tax deductible? . . . . . . . L L oo 00 0w e e e e e e 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization recelve a payment in excess of $75 made partly as a contribution and partly for goods and 7a No

services provided to the payor?
b If"Yes," did the organization notify the donor of the value of the goods or services provided? . . . . . 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which i1t was required to

fille Form 82822 . . . . . . . 4 4 a e e e e e e e e e e e e e e e e 72 No
d If"Yes," indicate the number of Forms 8282 filed during the year . . . . | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit

CONtract? . . + & & h h h h e e e e e e e e e e | 76 No
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . . 7f No
g Ifthe organization received a contribution of qualified intellectual property, did the organization file Form 8899 as

required? . . . 4 v e e e e e e e e e e e e e e e e e e e s ey T

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

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

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

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

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

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

facilities

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

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

year 12b

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

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

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

Form 990 (2014 )



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

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

Section A. Governing Body and Management

la

7a

9

Yes No
Enter the number of voting members of the governing body at the end of the tax 1a 3
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 0
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 affilhates? . . . . . . . .. .. . . . 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,"goto/ine13 . . . . . . . 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 | Yes
If"Yes" to line 15a or 15b, describe the process in Schedule O (see Instructions)
Did the organization invest in, contribute assets to, or participate In a joint venture or similar arrangement with a
taxable entity during the year? . . . . . . . . . . e e e e e e e e 16a | 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 Is required to be filedOK

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
=BARBARA DEAN

5300 NINDEPENDENCE AVE STE 130

OKLAHOMA CITY,OK 73112 (405)951-2747

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
week (list person i1s both an officer from the from related other
any hours and a director/trustee) organization organizations compensation
for related oS | _ 2 = o T |n (W-2/1099- (W-2/1099- from the

organizations |[= & | = | & [¢ |24G |2 MISC) MISC) organization
oz % |9 o> | =
below = s |3 o e o |2 and related
g [ = il = i
dotted line) cC |z ~ | = organizations
£ o |T
= L olmo
- = L} [m]
—+ =) Mt =
c | = I =
c|=| |®| %
O I a
1 B
- T
=l
(1) C BRUCE LAWRENCE 10
............................................................................................... X 0 1,467,535 333,014
DIRECTOR 390
(2) BETH PAUCHNIK 10
............................................................................................... X X 0 624,618 103,061
DIRECTOR/SECRETARY 390
(3) DAVID HADLEY 10
............................................................................................... X X 0 790,238 71,768
ASST TREASURER/VP/DIRECTOR 390
(4) JOHN S CHAFFIN 400
............................................................................................... X 1,213,157 0 49,419
PHYSICIAN 00
(5) C CRAIG ELKINS 400
............................................................................................... X 1,199,325 0 34,379
PHYSICIAN 00
(6) MUZAFFAR HUSSAIN 400
............................................................................................... X 1,077,606 0 33,600
PHYSICIAN 00
(7) STEWART SMITH 400
............................................................................................... X 1,085,785 0 30,321
PHYSICIAN, MEDICAL DIRECTOR 00
(8) DAVID VANHOOSER 400
............................................................................................... X 1,171,541 0 35,112
PHYSICIAN 00
(9) STANLEY F HUPFELD 00
............................................................................................... X 0 13,260 17,612
FORMER OFFICER & DIRECTOR 210
(10) WENTZ MILLER 00
............................................................................................... X 0 1,698,289 39,523
FORMER OFFICER & DIRECTOR 400
(11) JEFFREY CRUZAN 00
............................................................................................... X 692 491,153 32,243
FORMER KEY EMPLOYEE 400

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 (W- from the
for related o= — 2 = o T | | 2/1099-MISC) 2/1099-MISC) | organization and
organizations a a S |2 T 25 |2 related
below = = 2|2 o %ﬁ 3 organizations
g [m = == == i)
dotted line) c = o |T
o2 =) = | o
- = E g
c = I =
2 |2 B2
T 5 =
€ o
=l
i1b  Sub-Total >
c Total from continuation sheets to Part VII, Section A *
Total (add lines 1b and 1c) * 5,748,106 5,085,093 780,052
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®281
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 3 Yes
4 For any individual listed on line 1a, Is the sum of reportable compensation and other compensation from the
organization and related organizations greaterthan $150,000°? If "Yes,"” complete Schedule J for such
individual a4 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 such person 5 No

Section B. Independent Contractors

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

1
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
1,319,274

SEE SCHEDULE O GENERAL STATEMENT 1,

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 &7

Form 990 (2014 )



Form 990 (2014) Page 9
m Statement of Revenue
Check If Schedule O contains a response or note to any line in this Part VIII .. .. . L
(A) (B) (©) (D)
Total revenue Related or Unrelated Revenue
exempt business excluded from
function revenue tax under
revenue sections
512-514
@ la Federated campaigns . . 1a
2
= § b Membership dues ib
=]
(e = |
2 £ ¢ Fundraisingevents . . . . 1c
el
E 5 d Related organizations . . . 1d 38,039,985
o=
r = e Government grants (contributions) 1e
W=
=
e f Al other contnibutions, gifts, grants, and  1f
E T} similar amounts not included above
—
= N h contribut luded i |
— g oncash contributions Incluaed In lines 37,214
=0 la-1f $ .
==
= = h Total. Add lines 1a-1f 38,039,985
oom -
@ Business Code
E 2a NET PATIENT REVENUE 621990 111,589,518 111,589,518
=
SE b  QUALITY INCENTIVES 900099 1,810,191 1,810,191
3 c INCOME FROM JOINT VENTURES 621990 5,333,688 5,332,938 750
=
E d SYSTEM SERVICE REVENUE 900099 43,553,411 43,553,411
— e ELECTRONIC HEALTH RECORDS 900099 3,899,917 3,899,917
=
m
= f All other program service revenue 2,433,007 954,951 1,478,056
=
& g Total. Add lines 2a-2f - 168,619,732
3 Investment income (including dividends, interest, 0
and other similar amounts) *
Income from investment of tax-exempt bond proceeds , , * 0
5 Royalties * 0
(1) Real (n) Personal
6a Gross rents
b Less rental
expenses
¢ Rental income 0 0
or (loss)
d Net rental income or (loss) . 0
(1) Securities (n) Other
7a Gross amount
from sales of 1,501,640 84,488
assets other
than inventory
b Less costor
other basis and 1,560,419 141,514
sales expenses
Gain or (loss) -58,779 -57,026
Net gain or (loss) - -115,805 -115,805
8a Gross income from fundraising
L& events (not including
=5
T $
- of contributions reported on line 1c¢)
é See Part1IV, line 18
:. a
&
= b Less direct expenses . . . b
=1
o) c Netincome or (loss) from fundraising events . . 0
9a Gross income from gaming activities
See Part1IV, line 19
a
b Less direct expenses . . . b
c Netincome or (loss) from gaming activities . . .m 0
10a Gross sales of inventory, less
returns and allowances
a
b Less costofgoods sold . . b
c Netincome or (loss) from sales of iInventory . . @ 0
Miscellaneous Revenue Business Code
11a MISCELLANEOUS INCOME 200099 188,786 188,786
b
c
d All other revenue
e Total.Addlines 11a-11d -
188,786
12  Total revenue. See Instructions -
206,732,698 167,329,712 750 1,362,251

Form 990 (2014 )



Form 990 (2014) Page 10
m Statement of Functional Expenses
Section 501(c)(3)and 501(c)(4) organizations must complete all columns All other organizations must complete column (A)
Check if Schedule O contains a response or note to any line in this Part IX . .. L
Do not include amounts reported on lines 6b, (A) PrOgraS‘nB)SerVICG Manage(r(1:1)ent and Funég)lsmg
7b, 8b, 9b, and 10b of Part VIII. Total expenses expenses general expenses expenses
1 Grants and other assistance to domestic organizations and
domestic governments See Part1V, line 21 2,901,770 2,901,770
2  Grants and other assistance to domestic
individuals See Part IV, line 22 0
3 Grants and other assistance to foreign organizations, foreign
governments, and foreign individuals See PartIV, lines 15
and 16 0
Benefits paid to or for members 0
5 Compensation of current officers, directors, trustees, and
key employees 0
6 Compensation not included above, to disqualified persons
(as defined under section 4958(f)(1)) and persons
described in section 4958(c)(3)(B) . 0
7 Other salaries and wages 124,296,927 124,296,927
8 Pension plan accruals and contributions (include section 401 (k)
and 403(b) employer contributions) 4,511,936 4,511,936
9 Other employee benefits 9,043,925 9,043,925
10 Payroll taxes 6,101,286 6,101,286
11 Fees for services (non-employees)
a Management 17,401,754 17,401,754
b Legal 0
¢ Accounting 0
d Lobbying 0
e Professional fundraising services See PartIV, line 17 0
f Investment management fees 0
g Other(Ifline 11g amount exceeds 10% ofline 25, column (A)
amount, list ine 11g expenses on Schedule 0) 225,961 225,961
12 Advertising and promotion 228,796 228,796
13 Office expenses 10,628,527 10,628,527
14 Information technology 0
15 Rovyalties 0
16 Occupancy 7,647,408 7,647,408
17  Travel 700,847 700,847
18 Payments of travel or entertainment expenses for any federal,
state, or local public officials 0
19 Conferences, conventions, and meetings 324,719 324,719
20 Interest 0
21 Payments to affiliates 0
22 Depreciation, depletion, and amortization 1,866,737 1,866,737
23 Insurance 2,679,143 2,679,143
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 PURCHASED SERVICES 8,950,434 8,950,434
b RIF & RECRUITMENT 1,665,141 1,665,141
c¢ DUES & MEMBERSHIPS 301,726 301,726
d LICENSES/PERMITS ETC 191,678 191,678
e All other expenses 764,288 764,288
25 Total functional expenses. Add lines 1 through 24e 200,433,003 183,031,249 17,401,754 0
26 Joint costs. Complete this line only If the organization

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

Form 990 (2014 )



Form 990 (2014) Page 11

IEEIEEd Balance Sheet

Check iIf Schedule O contains a response or note to any line in this Part X e
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing . . . . . . . . . . . . . 23,172 1 17,705
2 Savings and temporary cash investments . . . . . . . . . 61,380 2 128,614,149
3 Pledges and grants receivable,net . . . . . . . . . . . of 3 0
4 Accounts recelvable,net . . . . . . . . . . . . . 12,655,742 4 11,292,856
5 Loans and other receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees Complete Part II of
Schedule L
0ol 5 0
6 Loans and other receivables from other disqualified persons (as defined under
section 4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing
employers and sponsoring organizations of section 501(c)(9) voluntary employees’
" beneficiary organizations (see instructions) Complete Part II of Schedule L
g o 6 0
ﬂ 7 Notes and loans recelvable,net . . . . . . . . . . . . . of 7 0
< 8 Inventories forsaleoruse . . . . . . . . . . . . . . 178,349] 8 55,565
9 Prepald expenses and deferred charges . . . . . . . . . . 166,866 9 35,200
10a Land, buildings, and equipment cost or other basis
Complete Part VI of Schedule D 10a 27,226,168
b Less accumulated depreciation . . . . . 10b 16,210,687 9,419,649| 10c 11,015,481
11 Investments—publicly traded secunities . . . . . . . . . . 0o 11 0
12 Investments—other securities See PartIV,line1l . . . . . 3,451,874 12 3,734,031
13 Investments—program-related See PartIV,line1l . . . . . 24,285,509| 13 24,956,909
14 Intangibleassets . . . . . . . .+ . . . . . . . 0] 14 0
15 Other assets See PartIV,linel1l . . . . . . . . . . . 916,577 15 26,650
16 Total assets. Add lines 1 through 15 (mustequalline34) . . . . . . 51,159,118 16 179,748,546
17 Accounts payable and accrued expenses . . . . . . . . . 12,504,929 17 134,512,256
18 Grants payable . . . . . . . . . . . . . ... 0] 18 0
19 Deferred revenue . 0| 19 0
20 Tax-exempt bond liabihities . . . . . .. . .. . . . . . 0] 20 0
w 21 Escrow or custodial account hability Complete Part IV of Schedule D of 21 0
:E 22 Loans and other payables to current and former officers, directors, trustees,
= key employees, highest compensated employees, and disqualified
ﬁ persons Complete PartII of ScheduleL . . . . . . . . . . 0] 22
= 23 Secured mortgages and notes payable to unrelated third parties . . o 23
24 Unsecured notes and loans payable to unrelated third parties . . . . 0] 24 0
25 Other liabilities (including federal Income tax, payables to related third parties,
and other habilities not included on lines 17-24) Complete Part X of Schedule
5 13,758| 25 14,008
26 Total liabilities. Add lines 17 through25 . . . . . . . . . 12,518,687| 26 134,526,264
" Organizations that follow SFAS 117 (ASC 958), check here & [ and complete
E lines 27 through 29, and lines 33 and 34.
% 27 Unrestricted netassets . . . . . . .+ . .+ .+ .« . . . 38,640,431 27 45,222 282
E 28 Temporarily restricted netassets . . . . . . . . . . . 0| 28 0
E 29 Permanently restricted netassets . . . . . . . . . . . 0] 29 0
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 currentfunds . . . . . . . . 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
E 33 Total net assets or fund balances . . . . . . . . . . . 38,640,431 33 45,222 282
= 34 Total lhabilities and net assets/fund balances . . . . . . . . 51,159,118| 34 179,748,546

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)
1 206,732,698
2 Total expenses (must equal Part IX, column (A), line 25)
2 200,433,003
3 Revenue less expenses Subtractline 2 from line 1
3 6,299,695
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A))
4 38,640,431
5 Net unrealized gains (losses) on investments
5
6 Donated services and use of facilities
6
7 Investment expenses
7
8 Prior period adjustments
8
9 Otherchanges in net assets or fund balances (explain in Schedule 0)
9 282,156
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33,
column (B)) 10 45,222,282
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 [ cash [ Accrual [ Other
If the organization changed its method of accounting from a prior year or checked "Other," explainin
Schedule O
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a No
If 'Yes,' check a box below to indicate whether the financial statements for the year were compiled or reviewed on
a separate basis, consolidated basis, or both
[ Separate basis [ Consolidated basis [~ Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? 2b Yes
If‘Yes,' check a box below to indicate whether the financial statements for the year were audited on a separate
basis, consolidated basis, or both
[ Separate basis [ 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

INTEGRIS Ambulatory Care Corporation

73-1192765

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



Schedule A (Form 990 or 990-EZ) 2014

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

Page 4

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

Section A. All Supporting Organizations

1

3a

5a

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

9a

10a

11

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

C

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

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

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

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

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

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

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

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

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

the organization's organizing document?

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

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

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

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

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

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

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

Yes

No

3a

3b

3c

4b

5a

5b

5¢c

9a

9b

9c

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

10a

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

10b

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

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

11a

11b

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

11ic

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

Yes No

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

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

Section C. Type II Supporting Organizations

Yes No

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

Section D. All Type III Supporting Organizations

Yes No

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

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

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

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

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

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

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

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

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

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

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

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

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

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

v b W N R

Section A - Adjusted Net Income

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

Depreciation and depletion

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

Other expenses (see Instructions)

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

(A) Prior Year

(B) Current Year
(optional)

N|lh|WIN|=

-]

H

0 N & u

a 0N T o

Section B - Minimum Asset Amount

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

Average monthly cash balances

Fair market value of other non-exempt-use assets

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

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

Acquisition indebtedness applicable to non-exempt use assets

Subtract line 2 from line 1d

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

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

Minimum Asset Amount (add line 7 to line 6)

(A) Prior Year

(B) Current Year
(optional)

la

ib

1c

id

N

W

R IN|a|O|H

A b WN R

Section C - Distributable Amount

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

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

Income tax imposed In prior year

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

reduction (see Instructions)

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

Type I1I supporting organization (see Instructions)

Current Year

N|lh|WIN|=

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

Current Year

1 Amounts pald to supported organizations to accomplish exempt purposes

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

3 Administrative expenses paid to accomplish exempt purposes of supported organizations

4 Amounts pald to acquire exempt-use assets

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

Other distributions (describe in Part VI) See instructions

Total annual distributions. Add lines 1 through 6

0 [N |&

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

9 Distributable amount for 2014 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see O (i)

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

(iii)
Distributable
Amount for 2014

1 Distributable amount for 2014 from Section C, line
6

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

Excess distributions carryover, ifany, to 2014

From 20009.

From 2010.

From 2011.

From 2013.

Total of lines 3a through e

Applied to underdistributions of prior years

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

Applied to 2014 distributable amount

i Carryover from 2009 not applied (see
instructions)

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

4 Distributions for 2014 from Section D, line 7
$

a Applied to underdistributions of prior years

b Appliedto 2014 distributable amount

c Remainder Subtract lines 4a and 4b from 4

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

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

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

8 Breakdown ofline 7

From 2010.

From 2011.

From 2012.

From 2013.

ojla|n |o|o

From 2014.

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

Facts And Circumstances Test

Return Reference

Explanation

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

OMB No 1545-0047

Supplemental Financial Statements

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

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

Name of the organization Employer identification number

INTEGRIS Ambulatory Care Corporation

73-1192765

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 r

If "Yes," explain the arrangement in Part XIII Check here If the explanation has been provided in Part XIII

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
1la Beginning of year balance
b Contributions
c Netinvestment earnings, gains, and losses
d Grants or scholarships
e Other expenditures for facilities
and programs
f Administrative expenses
g End ofyearbalance
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as
a Board designated or quasi-endowment
b Permanent endowment &
€ Temporarily restricted endowment &
The percentages In lines 2a, 2b, and 2¢c should equal 100%
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by Yes | No
(i) unrelated organizations 3a(i)
(ii) related organizations e e e e e e e 3a(ii)
b If"Yes" to 3a(n), are the related organizations listed as required on Schedule R? 3b
4 Describe in Part XIII the intended uses of the organization's endowment funds

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

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

Description of property (a) Cost or other | (b)Cost or other | (c) Accumulated (d) Book value
basis (investment) basis (other) depreciation

1a Land 274,769 274,769
b Buildings 5,734,025 2,548,055 3,185,970

c Leasehold improvements 1,916,988 1,352,689 564,299
d Equipment 17,308,575 12,194,042 5,114,533
e Other e e e e e e e e e e e e 1,991,811 115,901 1,875,910
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), /ine 10(c).) - 11,015,481
Schedule D (Form 990) 2014
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m Investments—Other Securities. Complete If the organization answered 'Yes' to Form 990, Part IV, line 11b.

See Form 990, Part X, ne 12.

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

(b)Book value

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

(1)Financial derivatives

(2)Closely-held equity Interests

Other

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

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

See Form 990, Part X, line 13,

(a) Description of Investment

(b) Book value

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

(1) INVESTMENT IN LAKESIDE

18,012,269 F
(2) INVESTMENT IN ADVANCED 180,323 F
(3)INVESTMENT IN SWORTHO 6,165,315 F
(4) INVESTMENT IN MEDICAL PLAZA 599,002 F
Total. (Column (b) must equal Form 990, Part X, col (B) line 13 ) * 24,956,909

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

(a) Description

(b) Book value

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

.k

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

Form 990, Part X, line 25.

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

Federal income taxes 0
OTHER LONG-TERM LIABILITIES 14,008
Total. (Column (b) must equal Form 990, Part X, col (B) Ine 25) m 14,008

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

XIII [~

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

Page 4

D o n o o

[
5

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

Donated services and use of facilities

Recoveries of prior year grants

Other (Describe in Part XIII )

Add lines 2a through 2d

Subtract line 2e from line 1

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

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 )

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

m Reconciliation of Expenses per Audited Financial Statements With Expenses per Return. Complete

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 (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
INTEGRIS Ambulatory Care Corporation

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

Employer identification number

73-1192765
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% ¥ 150% T 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 | Yes
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 No
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) . 834,869 834,869 0420 %
b Medicad (from Worksheet 3,
column a) P 1,439,540 1,439,540 0720 %
¢ Costs of other means-teste
government programs (from
Worksheet 3, column b)
d Total Financial Assistance
and Means-Tested
Government Programs 2,274,409 2,274,409 1140 %
Other Benefits
e Community health
|mprovement services and
community benefit operations
(from Worksheet 4) 2,467,241 2,467,241 1230 %
f Health professions education
(from Worksheet 5) 1,586 1,586
g Subsidized health services
(from Worksheet 6)
h Research (from Worksheet 7)
1 Cash and in-kind
contributions for community
benefit (from Worksheet 8) 24,992 24,992 0 010 %
] Total. Other Benefits 2,493,819 2,493,819 1240 %
k Total. Add lines 7d and 7) 4,768,228 4,768,228 2 380 %

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

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

(a) Number of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or  [|served (optional) building expense revenue building expense total expense
programs
(optional)
1  Physical mprovements and housing
2 Economic development 199 199
3 Community support 286,458 286,458 0 140 %
4 Environmental improvements
Leadership development and training
for community members
6 Coalition building
Community health iImprovement
advocacy
8  Workforce development
9 Other
10  Total 286,657 286,657 0 140 %
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 4,564,329
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 3 228,216
4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt expense
or the page number on which this footnote Is contained in the attached financial statements
Section B. Medicare
5 Enter total revenue received from Medicare (including DSH and IME) 5 2,298,573
6 Enter Medicare allowable costs of care relating to payments on line 5 6 2,436,912
7 Subtract line 6 from line 5 This i1s the surplus (or shortfall) . e 7 -138,339
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 I_ Cost to charge ratio I7 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 %

1 LAKESIDE WOMEN'S

WOMEN'S HEALTH

74 989 %

25011 %

2 ADVANCED IMAGING LLC

RADIOLOGY IMAGING CENTER

50 000 %

50 000 %

3 MED PLAZA IMAGING

RADIOLOGY IMAGING CENTER

50 000 %

50 000 %

4 SW AMB SURGERY CTR

AMBULATORY SURGERY CENTER

19 000 %

58 000 %

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?

2
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)
OKLAHOMA CENTER FOR ORTHOPAEDIC &
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 1
reporting group (from Part V, Section A):
Yes| No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital faC|I|ty In the current
tax year or the iImmediately preceding tax year? . . 1 No
2 Was the hospital facility acquired or pIaced Into service as a tax exempt hosp|ta| n the current tax year orthe
immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C . 2 No
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a communlty
health needs assessment (CHNA)? If "No," skip to line 12 3 |Yes
If "Yes," indicate what the CHNA report describes (check all that apply)
a |7 A definition of the community served by the hospital facility
|7 Demographics of the community
c |7 Existing health care facilities and resources within the community that are available to respond to the health needs of
the community
|7 How data was obtained
e |7 The significant health needs of the community
f |7 Primary and chronic disease needs and other health iIssues of uninsured persons, low-income persons, and minority
groups
g |7 The process for identifying and prioritizing community health needs and services to meet the community health needs
h |7 The process for consulting with persons representing the community’s interests
i |7 Information gaps that limit the hospital facility’s ability to assess the community’s health needs
j |_ Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA 2012
5 Inconducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent the broad
Interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the
community, and identify the persons the hospital facility consulted . 5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital faC|I|t|es? If "Yes " I|st the other hosp|ta|
facilities In Section C e e e 6a |Yes
b Was the hospital facility’s CHNA conducted W|th one or more organlzatlons otherthan hosp|ta| faC|I|t|es?” If“Yes "’ I|st the
other organizations in Section C . 6b No
7 Did the hospital facility make its CHNA report W|der avallable to the publlc? 7 |Yes
If "Yes," indicate howthe CHNA report was made widely available (check all that apply)
a [v Hospital facility’s website (list url) SEE PART V, SECTION C
b |_ Other website (list url)
c |7 Made a paper copy available for public inspection without charge at the hospital facility
d |7 Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs Yes
identified through its most recently conducted CHNA? If "No," skip to line 11 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 13
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . 10 [Yes
a If"Yes" (isturl) SEEPART V,SECTION C
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)

OKLAHOMA CENTER FOR ORTHOPAEDIC &
Name of hospital facility or letter of facility reporting group

Yes | No

Financial Assistance Policy (FAP)

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

a |7 Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 150 %
and FPG family income limit for eligibility for discounted care of 300 %

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

c |7Assetlevel

d |7 Medical indigency

e |7 Insurance status

f I_ 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 |_ 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)
[V The FAP was widely available on a website (list url) SEE PART V, SECTION C

a

b [¥ The FAP application form was widely available on a website (list url) SEE PART V,SECTION C

c |7 A plain language summary of the FAP was widely available on a website (list url)
SEE PART V,SECTION C

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

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

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

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

=

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

Billing and Collections

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

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

|_ Reporting to credit agency(ies)

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

o & n T O

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

OKLAHOMA CENTER FOR ORTHOPAEDIC &
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 |7 The hospital facility used 1ts lowest negotiated commercial insurance rate when calculating the maximum amounts that
can be charged

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

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

If "Yes," explain in Section C

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

If "Yes," explain in Section C
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Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
LAKESIDE WOMEN'S HOSPITAL LLC
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 2
reporting group (from Part V, Section A):
Yes| No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital faC|I|ty In the current
tax year or the iImmediately preceding tax year? . . 1 No
2 Was the hospital facility acquired or pIaced Into service as a tax exempt hosp|ta| n the current tax year orthe
immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C . 2 No
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a communlty
health needs assessment (CHNA)? If "No," skip to line 12 3 |Yes
If "Yes," indicate what the CHNA report describes (check all that apply)
a |7 A definition of the community served by the hospital facility
|7 Demographics of the community
c |7 Existing health care facilities and resources within the community that are available to respond to the health needs of
the community
|7 How data was obtained
e |7 The significant health needs of the community
f |7 Primary and chronic disease needs and other health iIssues of uninsured persons, low-income persons, and minority
groups
g |7 The process for identifying and prioritizing community health needs and services to meet the community health needs
h |7 The process for consulting with persons representing the community’s interests
i |7 Information gaps that limit the hospital facility’s ability to assess the community’s health needs
j |_ Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA 2012
5 Inconducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent the broad
Interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the
community, and identify the persons the hospital facility consulted . 5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital faC|I|t|es? If "Yes " I|st the other hosp|ta|
facilities In Section C e e e 6a |Yes
b Was the hospital facility’s CHNA conducted W|th one or more organlzatlons otherthan hosp|ta| faC|I|t|es?” If“Yes "’ I|st the
other organizations in Section C . 6b No
7 Did the hospital facility make its CHNA report W|der avallable to the publlc? 7 |Yes
If "Yes," indicate howthe CHNA report was made widely available (check all that apply)
a [v Hospital facility’s website (list url) SEE PART V, SECTION C
b |_ Other website (list url)
c |7 Made a paper copy available for public inspection without charge at the hospital facility
d |7 Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs Yes
identified through its most recently conducted CHNA? If "No," skip to line 11 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 13
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . 10 [Yes
a If"Yes" (isturl) SEEPART V,SECTION C
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)

LAKESIDE WOMEN'S HOSPITAL LLC
Name of hospital facility or letter of facility reporting group

Yes | No

Financial Assistance Policy (FAP)

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

a |7 Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 150 %
and FPG family income limit for eligibility for discounted care of 300 %

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

c |7Assetlevel

d |7 Medical indigency

e |7 Insurance status

f I_ 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 |_ 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)
[V The FAP was widely available on a website (list url) SEE PART V, SECTION C

a

b [¥ The FAP application form was widely available on a website (list url) SEE PART V,SECTION C

c |7 A plain language summary of the FAP was widely available on a website (list url)
SEE PART V,SECTION C

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

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

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

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

=

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

Billing and Collections

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

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

|_ Reporting to credit agency(ies)

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

o & n T O

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

LAKESIDE WOMEN'S HOSPITAL LLC
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 |7 The hospital facility used 1ts lowest negotiated commercial insurance rate when calculating the maximum amounts that
can be charged

b |_ The hospital facility used the average of its three lowest negotiated commercial insurance rates when calculating the
maximum amounts that can be charged
c |_ The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged
|_ 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? 4
Name and address Type of Facility (describe)
1 SOUTHWEST AMBULATORY SURGERY CENTER LLC AMBULATORY SURGERY CENTER

8125 SOUTH WALKER
OKLAHOMA CITY,OK 73139
2 FRESENIUS INTEGRIS LLC DIALYSIS CENTER
920 WINTER STREET
WALTHAM,MA 02451
3 MEDICAL PLAZA IMAGING CENTER RADIOLOGY IMAGING CENTER
3330 NW56TH
OKLAHOMA CITY,OK 73112
4 ADVANCED IMAGING LLC RADIOLOGY IMAGING CENTER
3330 NW56TH SUITE 206
OKLAHOMA CITY,OK 73112

O|®|N|[O|W®n
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m Supplemental Information

Provide the following information

1

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

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

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

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

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

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

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

Form and Line Reference Explanation

SUPPLEMENTAL INFORMATION 1 [SCHEDULE H, PART VI INTEGRIS AMBULATORY CARE CORPORATION (IACC)IS A MEMBER

OF AN INTEGRATED HEALTHCARE DELIVERY SYSTEM (INTEGRIS HEALTH SYSTEM OR
SYSTEM) CONTROLLED BY INTEGRIS HEALTH,INC AS SUCHIACC FOLLOWS CERTAIN
POLICIES AND PROCEDURES ESTABLISHED AT THE SYSTEM LEVEL, MANY OF WHICH ARE
DESCRIBED BELOW IACC DOES NOT HAVE A DIRECTLY OWNED HOSPITAL FACILITY,BUT
OWNS A MINORITY INTEREST IN TWO HOSPITAL FACILITIES, OKLAHOMA CENTER FOR
ORTHOPAEDIC & MULTI-SPECIALTY SURGERY (OCOM), THROUGH ITS INVESTMENT IN
SOUTHWEST AMBULATORY SURGERY CENTER,LLC AND LAKESIDE WOMEN'S HOSPITAL, LLC
(LWH) THE ACTIVITY REPORTED ON SCHEDULE H, PARTS I-III INCLUDES THE ACTIVITY OF
OCOM & LWH AS WELL AS THE THE DIRECT ACTIVITY OFIACC AND IACC'S
PROPORTIONATE SHARE OF THE ACTIVITY OF THE NON-HOSPITAL JOINT VENTURES
LISTED ON SCHEDULE H, PART V,SECTION D




Form and Line Reference

Explanation

SUPPLEMENTAL INFORMATION 2

PART I, LINE 3C N/A




Form and Line Reference

Explanation

SUPPLEMENTAL INFORMATION 3

PART I, LINE 6A INTEGRIS HEALTH INC ,(EIN 73-1192764), THE PARENT ORGANIZATION
OF INTEGRIS AMBULATORY CARE CORPORATION,PRODUCES A CONSOLIDATED
COMMUNITY BENEFIT REPORT THAT IS MADE AVAILABLE TO THE PUBLIC




Form and Line Reference

Explanation

SUPPLEMENTAL INFORMATION 4

PART I, LINE 7,COLUMN F THERE WAS NO BAD DEBT INCLUDED IN TOTAL EXPENSES FROM
PART IX LINE 25(A)$200,433,003 ASSUCH NO ADJUSTMENT WAS REQUIRED FOR
PURPOSES OF CALCULATING THE PERCENTAGES ON PART I, LINE 7




Form and Line Reference Explanation

SUPPLEMENTAL INFORMATION 5 |PARTI,LINE7 COSTING METHODOLOGY THE RATIO OF PATIENT CARE COST TO
CHARGES IS APPLIED TO THE CHARITY ATTRIBUTABLE TO PATIENT ACCOUNTS TO
CALCULATE THE ESTIMATED COST OF CHARITY ATTRIBUTABLE TO PATIENT ACCOUNTS
THAT IS REPORTED ON PART 1, LINE 7 DISCOUNTS AND PAYMENTS ON PATIENT
ACCOUNTS ARE RECORDED AS AN ADJUSTMENT TO REVENUE, NOT BAD DEBT EXPENSE




Form and Line Reference Explanation

SUPPLEMENTAL INFORMATION 6 |PART II COMMUNITY BUILDING ACTIVITIES COMMUNITY-BUILDING ACTIVITIES IMPROVE
THE COMMUNITY'S HEALTH AND SAFETY BY ADDRESSING THE ROOT CAUSE OF HEALTH
PROBLEMS, SUCH AS POVERTY, HOMELESSNESS, AND ENVIRONMENTAL HAZARDS THESE
ACTIVITIES STRENGTHEN THE COMMUNITY'S CAPACITY TO PROMOTE THE HEALTH AND
WELL-BEING OF ITS RESIDENTS BY OFFERING THE EXPERTISE AND RESOURCES OF THE
HEALTH CARE ORGANIZATION COSTS FOR THESE ACTIVITIES INCLUDE CASH AND IN-
KIND DONATIONS AND EXPENSES FOR THE DEVELOPMENT OF A VARIETY OF COMMUNITY-
BUILDING PROGRAMS AND PARTNERSHIPS




Form and Line Reference

Explanation

SUPPLEMENTAL INFORMATION 7

PART III,LINES 2,3 AND 4 NET PATIENT SERVICE REVENUE IS RECORDED AT
ESTABLISHED RATES, NET OF CONTRACTUAL ADJUSTMENTS, CHARITY CARE
IADJUSTMENTS, ADMINISTRATIVE ADJUSTMENTS, AND NET PATIENT BAD DEBT
RETROACTIVELY CALCULATED CONTRACTUAL ADJUSTMENTS ARISING UNDER
REIMBURSEMENT AGREEMENTS WITH THIRD-PARTY PAYORS ARE ACCRUED ON AN
ESTIMATED BASIS IN THE PERIOD THE RELATED SERVICES ARE RENDERED ADJUSTMENTS
TO ESTIMATES IN FUTURE PERIODS ARE RECORDED AS FINAL SETTLEMENTS ARE
DETERMINED OR AS ADDITIONAL INFORMATION BECOMES AVAILABLE ACCOUNTS
RECEIVABLE ARE RECORDED NET OF AN ALLOWANCE FORUNCOLLECTIBLE ACCOUNTS AND
CONTRACTUAL ADJUSTMENTS OF APPROXIMATELY $551,223,000 AND $470,709,000 AT
JUNE 30,2015 AND 2014, RESPECTIVELY, WHICH IS FROM THE CONSOLIDATED AUDIT
IALTHOUGH INTEGRIS HEALTH ESTIMATES UNCOLLECTIBLE ACCOUNTS ON A REASONABLE
BASIS, THE NET PATIENT ACCOUNTS RECEIVABLE BALANCE IS SUBJECT TO AN
INCCOUNTING LOSS IF PATIENTS AND THIRD-PARTY PAYORS ARE UNABLE TO MEET THEIR
CONTRACTUAL OBLIGATIONS THE ALLOWANCE AND RESULTING PROVISION FOR BAD
DEBTS IS BASED UPON A COMBINATION OF THE AGING OF RECEIVABLES AND
MANAGEMENT'S ASSESSMENT OF HISTORICAL AND EXPECTED NET COLLECTIONS
CONSIDERING BUSINESS AND ECONOMIC CONDITIONS, TRENDS IN HEALTHCARE
COVERAGE,AND OTHER COLLECTION INDICATORS MANAGEMENT ASSESSES THE
IADEQUACY OF THE ALLOWANCE FORDOUBTFUL ACCOUNTS BASED UPON HISTORICAL
WRITE-OFF EXPERIENCE AND PAYMENT TRENDS BY PAYOR CATEGORY PATIENT
INCCOUNTS ARE ALSO MONITORED, AND, IF NECESSARY, PAST DUE ACCOUNTS ARE
PLACED WITH COLLECTION AGENCIESIN ACCORDANCE WITH GUIDELINES ESTABLISHED
BY INTEGRIS HEALTH ALL PATIENT BALANCES REGARDLESS OF PAYOR SOURCE ARE
COLLECTED IN ACCORDANCE WITH A PREDEFINED TIME LIMITED PROCESS DESIGNED TO
GIVE THE PATIENT AN OPPORTUNITY TO PAY THE BALANCE BEFORE WRITING OFF THE
BALANCE TO BAD DEBT EXPENSE AND TURNING THE ACCOUNT OVERTO A COLLECTION
INGENCY INTEGRIS AMBULATORY CARE CORPORATION AND CERTAIN OTHER OF THE
HEALTHCARE RELATED CONTROLLED ENTITIES OF INTEGRIS HEALTH,INC PROVIDE CARE
WITHOUT CHARGE TO PATIENTS WHO MEET CERTAIN CRITERIA UNDER INTEGRIS
HEALTH'S CHARITY CARE POLICY BECAUSE THESE ENTITIES DO NOT PURSUE
COLLECTION OF AMOUNTS DETERMINED TO QUALIFY AS CHARITY CARE, THESE AMOUNTS
IARE NOT REPORTED AS NET REVENUE ORINCLUDED IN NET ACCOUNTS RECEIVABLE THE
RATIO OF PATIENT CARE COST TO CHARGES IS APPLIED TO THE BAD DEBT ATTRIBUTABLE
[TO PATIENT ACCOUNTS TO CALCULATE THE ESTIMATED COST OF BAD DEBT
IATTRIBUTABLE TO PATIENT ACCOUNTS THAT IS REPORTED ON PART III, LINE 2
DISCOUNTS ON PATIENT ACCOUNTS ARE RECORDED AS AN ADJUSTMENT TO REVENUE,
NOT BAD DEBT EXPENSE IN ADDITION, PART III,LINES 2 AND 3 ALSO INCLUDE IACC'S
PROPORTIONATE SHARE OF THE BAD DEBT EXPENSE REPORTED BY THE JOINT VENTURE
HOSPITAL AND NON-HOSPITAL FACILITIES LISTED ON SCHEDULE H, PART V INTEGRIS
HEALTH CONTRIBUTES RESOURCES, ADVOCACY AND COMMUNITY SUPPORT TO PROMOTE
THE HEALTH STATUS OF THE COMMUNITIES WE SERVE INTEGRIS HEALTH BELIEVES THAT
MEDICALLY NECESSARY HEALTH CARE SERVICES SHOULD BE ACCESSIBLE TO ALL
REGARDLESS OF RACE, ANCESTRY, RELIGION, NATIONAL ORIGIN, CITIZENSHIP STATUS,
IAGE, DISABILITY OR GENDER INTEGRIS HEALTH IS COMMITTED TO PROVIDING HEALTH
SERVICES AND ACKNOWLEDGES THAT IN SOME CASES THE PATIENT WILL NOT BE ABLETO
PAY FORTHE SERVICES RECEIVED AND IN THOSE CASES ASSOCIATED BAD DEBT COULD
BE CONSIDERED AS A COMMUNITY BENEFIT INTEGRIS HEALTH HAS ADOPTED A
PRESUMPTIVE PROCESS TO ACCURATELY IDENTIFY THOSE PATIENTS WHO WOULD
QUALIFY FOR CHARITY ASSISTANCE THE PROCESS REVIEWS THE PATIENT'S ABILITY TO
PAY BASED ON AN ALGORITHM DEVELOPED BY AN EXTERNAL VENDOR AND REVIEWED BY
KPMG, THE EXTERNAL AUDITOR FORINTEGRIS ALL BAD DEBT ACCOUNTS ARE REVIEWED
USING THIS ALGORITHM AND THOSE THAT MEET THE CHARITY THRESHOLD OF 150% OF
[THE FEDERAL POVERTY LEVEL ARE RECLASSIFIED AS CHARITY CARE THE RESULTANT
EFFECT IS THAT INTEGRIS BELIEVES THAT LESS THAN 5% OF BAD DEBT EXPENSE MIGHT
BE ABLE TO BE CLASSIFIED AS CHARITY EXPENSE




Form and Line Reference

Explanation

SUPPLEMENTAL INFORMATION 8

PART III,LINE8 THE AMOUNTS REPORTED ON PART III,LINES 5 AND 6 REPRESENT
INTEGRIS AMBULATORY CARE CORPORATION'S (IACC)PROPORTIONATE SHARE OF THE
IALLOWABLE COSTS AND MEDICARE REIMBURSMENTS THAT ARE REPORTED ON OKLAHOMA
CENTER FOR ORTHOPAEDIC & MULTI-SPECIALTY SURGERY'S (OCOM) MEDICARE COST
REPORT & LAKESIDE WOMEN'S HOSPITAL LLC (LWH) MEDICARE COST REPORT IN
IADDITION TO THE AMOUNTS REPORTED ON PART III, SECTION B, THE ORGANIZATION
HAD AN ADDITIONAL $2,403,158 OF REVENUE RECEIVED FROM MEDICARE AND $2,833,270
OF RELATED MEDICARE ALLOWABLE COSTS OF CARE, FOR AN ADDITIONAL NET SHORTFALL
OF $430,112 THISINCLUDESIACC'S PROPORTIONATE SHARE OF AMOUNTS FROM
DIRECTLY AND INDIRECTLY OWNED NON-HOSPITAL FACILITIES THAT DO NOT HAVE A
MEDICARE COST REPORT COSTING METHODOLOGY MEDICARE ALLOWABLE COSTS WERE

CALCULATED USING A COST-TO-CHARGE RATIO AND THE MEDICARE FILED COST REPORT
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Explanation

SUPPLEMENTAL INFORMATION 9

PART III,LINE 9B PATIENTS MAY, AT ANY TIME DURING THE COLLECTION CYCLE, SUBMIT
FINANCIAL INFORMATION FOR FINANCIAL ASSISTANCE OR CHARITY CONSIDERATION
PURSUANT TO INTEGRIS POLICY SYS-RCM-100 CHARITY SERVICES ALL AVAILABLE
IANVENUES OF ASSISTANCE AND AVAILABLE PAYMENTS FROM THIRD PARTY PAYORS MUST
BE EXHAUSTED BEFORE SUCH ASSISTANCE FOR CHARITY OR OTHER FINANCIAL
INSSISTANCE IS CONSIDERED TACC DOES NOT PURSUE COLLECTION OF AMOUNTS

DETERMINED TO QUALIFY AS CHARITY CARE




Form and Line Reference

Explanation

SUPPLEMENTAL INFORMATION 10

PART VI,LINE 2 NEEDS ASSESSMENT INTEGRIS HEALTH UTILIZES A VARIETY OF TOOLS
TO DETERMINE THE HEALTH CARE NEEDS OF OUR COMMUNITIES THESE INCLUDE
PARTNERSHIPS WITH LOCAL COMMUNITY AGENCIES AND ORGANIZATIONS TO DETERMINE
SPECIFIC TARGET MARKET NEEDS, PROGRAM SURVEYS AND COMMUNITY FOCUS GROUPS,
PROGRAM EVALUATIONS FROM PARTICIPANTS IN OUR COMMUNITY HEALTH SCREENINGS,
HEALTH EDUCATION AND SUPPORT GROUPS, THE COUNTY HEALTH RANKINGS REPORT AND
[THE OKLAHOMA STATE HEALTH DEPARTMENT'S "STATE OF THE STATE HEALTH REPORT "
IANFTER REVIEWING THESE MATERIALS FORISSUES CONCERNING ACCESS TO CARE, HEALTH
EDUCATION NEEDS AND GAPS IN SERVICESIN OUR COMMUNITIES, INTEGRIS HEALTH
DETERMINES HOWTO ADDRESS THESE ISSUES BY DEVELOPING PROGRAMS/SERVICES TO
IMPLEMENT, INCLUDING,BUT NOT LIMITED TO, HEALTH SCREENINGS, COMMUNITY
HEALTH EDUCATION AND WELLNESS PROGRAMS, SUPPORT GROUPS, AND ACCESSTO
HEALTH CARE FACILITIES INTEGRIS HEALTH UTILIZES OUR HEALTH SYSTEM RESOURCES,
FACILITIES AND PERSONNEL FOR MANY OF THESE PROGRAMS, BUT ALSO PARTNERS WITH
OUR COMMUNITIES AND DEVELOPS COLLABORATIONS WITH LOCAL NON-PROFIT
INGENCIES, CIVIC ORGANIZATIONS, SCHOOLS, AND CHURCHES TO IMPROVE THE ISSUES

IDENTIFIED




Form and Line Reference

Explanation

SUPPLEMENTAL INFORMATION 11

PART VI,LINE 3 PATIENT EDUCATION - ELIGIBILITY FOR ASSISTANCE INTEGRIS HEALTH
USES A MULTI-FACETED APPROACH TO EDUCATE OURPATIENTS ON THE AVAILABILITY OF
CHARITY AS WELL AS STATE AND FEDERAL FINANCIAL ASSISTANCE THIS INCLUDES
*POSTERS CLEARLY DISPLAYED IN EVERY PATIENT REGISTRATION AREA SPEAKING TO
OUR FINANCIAL ASSISTANCE PROGRAMS *A FINANCIAL RIGHTS AND RESPONSIBILITY
BROCHURE GIVEN TO EVERY PATIENT AT THE TIME OF THEIR REGISTRATION WHICH
PROVIDES FINANCIAL ASSISTANCE PROGRAM DETAILS *A CLEARLY MARKED PRESENCE
ON THE INTEGRIS HEALTH ON-LINE BUSINESS OFFICE WEBSITE WITH A SECTION DEVOTED
TO FINANCIAL ASSISTANCE PROGRAM DETAILS AS WELL AS AN ON-LINE CHARITY
IAPPLICATION *A DESCRIPTION OF THE FINANCIAL ASSISTANCE PROGRAM AS WELL AS
THE APPLICATION PROCESS ISINCLUDED ON EVERY PATIENT BILL FINANCIAL
COUNSELORS MEET WITH PATIENTS TO IDENTIFY ELIGIBILITY FOR FEDERAL AND STATE

IASSISTANCE PROGRAMS




Form and Line Reference Explanation

PART VI, LINE4 COMMUNITY INFORMATION INTEGRIS HEALTH SYSTEM IS THE STATE'S
LARGEST OKLAHOMA-OWNED HEALTH CARE SYSTEM AND ONE OF THE STATE'S LARGEST
PRIVATE EMPLOYERS, WITH HOSPITALS, REHABILITATION CENTERS, PHYSICIAN'S
CLINICS, MENTAL HEALTH FACILITIES, CANCER CENTERS, INDEPENDENT LIVING CENTERS,
IAND HOME HEALTH AGENCIES THROUGHOUT MOST OF THE STATE ALLCOUNTIESIN
WHICH INTEGRIS HEALTH OPERATES INCLUDE ONE OR MORE FEDERALLY-DESIGNATED
MEDICALLY UNDERSERVED AREAS ORPOPULATIONS INTEGRIS AMBULATORY CARE
CORPORATION (IACC)IS LOCATED IN OKLAHOMA CITY, WHICH ISIN OKLAHOMA COUNTY
IN CENTRAL OKLAHOMA

SUPPLEMENTAL INFORMATION 12
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PART VI,LINE5 PROMOTION OF COMMUNITY HEALTH EVIDENCE OF THE
ORGANIZATIONS' RESPONSIVENE SSTO THE COMMUNITY,INCLUDING OPPORTUNITIES
FOR COMMUNITY INVOLVEMENT IN GOVERNANCE AND A DVISORY GROUPS IACC'S
BOARD OF DIRECTORS IS APPOINTED BY INTEGRIS HEALTH,INC INTEGRIS H EALTH,
INC IS GOVERNED BY A BOARD OF DIRECTORS SPECIFICALLY MADE UP OF MEN AND
WOMEN WHO LIVE AND WORKIN THE COMMUNITY INCLUDING LOCAL BUSINESS
OWNERS, CIVIC LEADERS, COMMUNITY VOLUNTEERS, REPRESENTATIVES WORKING IN
HIGHER EDUCATION, UTILITY COMPANIES, AND A VARIETY OF NON-PROFIT
ORGANIZATIONS PATIENT AND COMMUNITY ADVISORY GROUPS HAVE ALSO BEEN
ESTABLIS HED AT SEVERALINTEGRIS FACILITIES ACROSS THE STATE THESE GROUPS
GIVE HOSPITAL LEADERS IN PUT, SUGGESTIONS, AND FEEDBACK ON WAYS TO IMPROVE
PROGRAMS, SERVICES, COMMUNITY NEEDS, AND PROCESS IMPROVEMENT IN CLINICAL
AREAS PROGRAMS ESTABLISHED TO MEET COMMUNITY NEEDS INCLU DE A FALLS
PREVENTION PROGRAM FOR SENIOR CITIZENS, COMMUNITY HEALTH SCREENINGS AND
PHYSICI AN LECTURES REQUESTED BY LOCAL SCHOOLS, CHURCHES, CIVIC GROUPS,
AND COMMUNITY LEADERS TO A DDRESS SPECIFIC HEALTH ISSUES WHICH INCLUDE
DIABETES, CANCER DIAGNOSIS AND TREATMENT OPTI ONS, OBESITY AND PHYSICAL
FITNESS PROGRAMS, MEN'S UROLOGICAL HEALTH PROGRAMS AND PROSTATE
SCREENINGS, CANCER SCREENINGS, SPANISH DIABETES SUPPORT GROUP, AFRICAN
AMERICAN MEN AND WO MEN'S HEART HEALTH, AND STROKE LECTURES ADVOCACY
INITIATIVES FOR PROMOTING COMMUNITY-WIDE , STATE OR NATIONAL EFFORTS TO
IMPROVE HEALTH OF THE POPULATION AND INCREASE ACCESS INTEG RIS HEALTH
PARTNERS WITH THE OKLAHOMA LIONS CLUB MOBILE HEALTH UNIT, THE OKLAHOMA
STATE HE ALTH DEPARTMENT, AND THE OKLAHOMA TURNING POINT PROGRAMTO
INCREASE HEALTH SCREENING OPPOR TUNITIES AND HEALTH ACCESS FOR PEOPLE
LIVING IN RURAL, UNDERSERVED AREAS OF OKLAHOMA THE PARTNERSHIP INCLUDES
DONATION OF RESOURCES AND MONEY TO SPONSOR THE OPERATION OF THE LIONS
MOBILE HEALTH UNIT WHICH TRAVELS AROUND THE STATE OFFERING FREE HEALTH
SCREENINGS AND MED ICALINFORMATION THE OKLAHOMA STATE HEALTH
DEPARTMENT AND THE OKLAHOMA TURNING POINT PROG RAM ASSIST WITH HEALTH
SCREENINGS AND HELP WITH REFERRALS TO MEDICAL HOMES AND CLINICS FOR PEOPLE
WITHOUT A PHYSICIAN AND FORTHOSE UNINSURED OR UNDERINSURED INTEGRIS
HEALTH PARTN ERS WITH THE OKLAHOMA TURNING POINT PROGRAM, LOCAL CIVIC
GROUPS,SUCH AS OUR CHAMBERS OF C OMMERCE, ROTARY, AND KIWANIS CLUBS,
TECHNOLOGY SCHOOLS, COMMUNITY COLLEGES, CHURCHES, AND LOCAL SCHOOLSINA
VARIETY OF EVENTS AND PROGRAMS TO EDUCATE THE COMMUNITY ON HEALTH/WELLN
ESS ISSUES, CREATE OPPORTUNITIES FOR HEALTH ACCESS, PROVIDE COMMUNITY
SCREENINGS IN UNDERS ERVED AREAS OF OKLAHOMA, AND TO GIVE STUDENTS AND
COMMUNITY MEMBERS THE OPPORTUNITY TO VOLUNTEER FORTHESE EVENTS THIS
INCLUDES MEDICAL STUDENTS WHO WORK WITH INTEGRIS ACROSS THE STATE AT OUR
EVENTS TO LEARN MORE ABOUT PROVIDING HEALTH SERVICES TO THE COMMUNITY
AND TO HELP TRAIN THEM FOR FUTURE WORKIN THE HEALTHCARE ARENA THE
HOSPITAL'S ROLE IN WORKING WI TH OTHERS TO IDENTIFY COMMUNITY NEEDS AND
ADDRESS COMMUNITY PROBLEMS INTEGRIS HEALTH WORK S WITH THE OKLAHOMA
HOSPITAL ASSOCIATION, THE OKLAHOMA STATE MEDICAL ASSOCIATION, THE ALLI
ANCE FORTHE UNINSURED, THE OKLAHOMA STATE HEALTH DEPARTMENT, THE
OKLAHOMA MENTAL HEALTH A SSOCIATION, AND LOCAL NON-PROFIT ORGANIZATIONS
SUCH AS THE OKLAHOMA CHAPTERS OF AMERICAN H EART ASSOCIATION, AMERICAN
LUNG ASSOCIATION, AMERICAN DIABETES ASSOCIATION, AMERICAN CANCE R
SOCIETY,AND OTHER LOCAL HEALTH AND WELLNESS ORGANIZATIONS AND AGENCIES
TO DETERMINE HEA LTH CARE NEEDS IN THE STATE, ISSUES CONCERNING SPECIFIC
CITIES,ACCESS TO HEALTH ISSUES, N EIGHBORHOOD AND ENVIRONMENT ISSUES, AND
OTHER SOCIAL DETERMINANTS OF HEALTH THAT AFFECT TH E LIVES OF OUR
RESIDENTS A VARIETY OF COALITIONS, TASK FORCES, AND COMMITTEES HAVE BEEN S
TARTED TO ADDRESS SPECIFIC HEALTH AND WELLNESS ISSUES AND TO DETERMINE
INTERVENTIONAL STRA TEGIES FORIMPLEMENTATION THE IMPACT PROGRAMS ARE
HAVING ON COMMUNITY HEALTH, ESPECIALLY PREVENTION ACTIVITIES, EFFORTSTO
IMPROVE HEALTH AND INCREASE ACCESS TO HEALTH CARE SERVIC ES, AND REDUCING
HEALTH CARE COSTS INTEGRIS COMMUNITY HEALTH PROGRAMS ACROSS THE STATE
AR E IMPLEMENTED TO EDUCATE OUR RESIDENTS ABOUT HEALTH AND WELLNESS
ISSUES AFFECTING THEM AND THEIR COMMUNITIES WORKING WITH PARTNER
AGENCIES AND ORGANIZATIONS IN THE COMMUNITIES WE SERVE GIVES US THE
OPPORTUNITY TO CREATE PROGRAMS THAT SPECIFICALLY ADDRESS NEGATIVE HEALT
H INDICATORS AFFECTING THE COMMUNITY PREVENTION AND HEALTH EDUCATION
HAVE BEEN THE PRIORI TY FORINTEGRIS FOR MANY YEARS IN AN EFFORT TO BETTER
EDUCATE THE PUBLIC ON TAKING CARE OF THEIR HEALTH AND CREATING AWARENESS
ABOUT HOWTHEIR BEHAVIORS MAY NEGATIVELY AFFECT THEIR HEALTH AND THE
HEALTH OF THEIR FAMILIES WORKING WITH PARTNER AGENCIES, ORGANIZATIONS, PH
YSICIANS, AND LOCAL CLINICS, INTEGRIS HAS BEEN ABLE TO HELP SLOWLY IMPROVE
HEALTH IN SOME INDICATORS, SUCH AS CHILDHOOD IMMUNIZATIONS, ADULT
IMMUNIZATIONS, AND SMALL STEP TOWARD IM PROVING CHILDHOOD OBESITY WITH
SEVERAL PROGRAMS IM
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PLEMENTED IN THE METROPOLITAN AREAS,INCREASING ACCESS BY DEVELOPING
REFERRAL NETWORKS BET WEEN FREE CLINICS ACROSS OKLAHOMA CITY AND IN SOME
RURAL AREAS ALL OF THESE PROGRAMS AND PARTNERSHIPS, COUPLED WITH
EDUCATING THE COMMUNITY ABOUT AVAILABLE SERVICES, CAN HELP US C ONTINUE
TO REDUCE SOME OF THE HEALTHCARE COSTS WE SEE IN OUR HOSPITALS, CLINICS,

AND EMERG ENCY DEPARTMENTS




Form and Line Reference Explanation

PART VI,LINE 6 AFFILIATED HEALTH CARE SYSTEM ROLESIACC IS A MEMBER OF
INTEGRIS HEALTH SYSTEM, OF WHICH INTEGRIS HEALTH,INC IS THE CONTROLLING
MEMBER INTEGRIS HEALTH SYSTEM IS AN OKLAHOMA HEALTH CARE SYSTEM WHICH
SUPPORTS THE COMMUNITY NEEDS ACROSS THE STATE THE MISSION OF INTEGRIS
HEALTH ISTO IMPROVE THE HEALTH OF THE PEOPLE IN THE COMMUNITIES WE SERVE THE
FACILITIES OF OTHER TAXPAYERS ARE LISTED ON THE SCHEDULE H OF THEIR RESPECTIVE
FORMS 990 SEE SCHEDULE O, GENERAL STATEMENTS 3 THROUGH 6 FOR ADDITIONAL
INFORMATION REGARDING THE INTEGRIS HEALTH SYSTEM
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PART VI,LINE 7 STATE FILINGOF COMMUNITY BENEFIT REPORT ALL STATES WITH WHICH

THE ORGANIZATION FILES A COMMUNITY BENEFIT REPORT OK
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Additional Data

Software ID:
Software Version:
EIN: 73-1192765
Name: INTEGRIS Ambulatory Care Corporation

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 INTEGRIS AMBULATORY CARE CORPORATION (IACC)IS A MEMBER OF
AN INTEGRATED HEALTHCARE DELIVERY SYSTEM (INTEGRIS HEALTH SYSTEM OR SYSTEM)
CONTROLLED BY INTEGRIS HEALTH,INC AS SUCH IACC FOLLOWS CERTAIN POLICIES AND
PROCEDURES ESTABLISHED AT THE SYSTEM LEVEL, MANY OF WHICH ARE DESCRIBED
BELOW

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

Form and Line Reference

Explanation

SUPPLEMENTAL INFORMATION 2

PART V,SECTION B,LINE 5 PUBLIC HEALTH EXPERTISE WAS UTILIZED WITH EACH FACILITY
USING THE OKLAHOMA STATE DEPARTMENT OF HEALTH'S TURNING POINT CONSULTANT
EACH CONSULTANT GAVE THEIR INPUT BASED ON COUNTY DATA AND GAVE THEIR
INPPROVAL OF THE CHOSEN INDICATORS THEY ALSO SIGNED IN APPROVAL OF THE
OVERALL STRATEGIC PLAN EACH CONSULTANT HELPED THE INDIVIDUAL COALITIONS
PRIORITIZE THEIR COUNTY'S NEEDS BASED ON SEVERAL FACTORS PUBLIC HEALTH
EXPERTS INCLUDED CENTRAL OKLAHOMA TURNING POINT WELLNESS CHAIR KEITH
KLESZYNSKI IN CONDUCTING THE CHNA, THE HOSPITALS TOOKINTO ACCOUNT INPUT
FROM REPRESENTATIVES OF THE COMMUNITY BY SURVEYS, LISTENING SESSIONS, FOCUS
GROUPS, AND LOCAL DATA COLLECTION ETHNICITIES INPUT WAS OBTAINED FROM
SURVEYS BY TARGETING POPULATION GATHERING PLACES SUCH AS COMMUNITY CLINIC,
CHURCHES, HEALTH DEPARTMENT, HUMAN SERVICES, AFTER SCHOOL PROGRAMS, AND
PUBLIC TRANSPORTATION SERVICES
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Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference Explanation

PART V,SECTION B, LINE 6A THE FACILITIES LISTED IN THE METRO AREA USED THE SAME
SURVEY,BUT SOME CONTENTS OF THE PLANS WERE CHANGED DUE TO SOME DEMOGRAPHIC
IASPECTS OF THE COMMUNITIES (IE LARGE HISPANIC POPULATION, HIGHER SOCIO
ECONOMIC FACTORS,ETC) THOSE FACILITIES INCLUDED INTEGRIS HEALTH EDMOND,
INTEGRIS BAPTIST MEDICAL CENTER, LAKESIDE WOMEN'S HOSPITAL, OKLAHOMA CENTER
OF ORTHOPEDIC MULTI-SPECIALTY SURGERY,INTEGRIS SOUTHWEST MEDICAL CENTER,
IAND INTEGRIS CANADIAN VALLEY HOSPITAL DUE TO THEIR CLOSE PROXIMITY AND
GEOGRAPHIC LOCATION,INTEGRIS GROVE HOSPITAL AND INTEGRIS BAPTIST REGIONAL
HEALTH CENTER USED THE SAME INTEGRIS BASS BAPTIST HEALTH CENTER AND INTEGRIS
NORTHWEST SPECIALTY HOSPITAL USED THE SAME SURVEY SINCE THEY SHARE THE SAME
ZIP CODE EACH FACILITY PLACED THE ASSESSMENT SURVEY ON THEIR WEB SITE'S HOME
PAGE

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

Form and Line Reference Explanation

SUPPLEMENTAL INFORMATION 4 |PART V,SECTION B, LINE 7D THE CHNA IS WIDELY AVAILABLE TO THE COMMUNITY THE
PLANS WERE ALSO ADDED TO EACH FACILITY'S WEBSITE AND CLEARLY TITLED THE PLANS
WERE ALSO DISTRIBUTED TO ADMINISTRATION, LOCAL BOARDS, AT COMMUNITY FORUMS,
COALITIONS, OTHER LOCAL AGENCIES AND ORGANIZATIONS COPIES OF THE PLAN WERE
PLACED IN EACH FACILITY'S ADMINISTRATION OFFICES FOR DISTRIBUTION AS WELL
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Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines
1y, 3,4, 5d, 61, 7, 10, 11, 121, 14q, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
|Ifor each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.
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SUPPLEMENTAL INFORMATION 5

PART V,SECTION B,LINE 11 THE CHNA PROCESS ASSISTED IN DETERMINING AVAILABLE
RESOURCES, GAPS IN SERVICES, AND BOTH PERCEIVED AND ACTUAL NEEDS WITHIN THE
INTEGRIS SERVICE AREAS MANY OF THE NEEDS IDENTIFIED WERE COMMON WITHIN THE
[VARIOUS SERVICE AREAS,INCLUDING HEART DISEASE, DIABETES, TOBACCO USE, OBESITY,
MENTAL HEALTH AND SUBSTANCE ABUSE OTHERS, HOWEVER,SUCH AS CHILD ABUSE AND
TEEN PREGNANCY, WERE NOT AS PREDOMINANT THE NEEDS IDENTIFIED BY THE CHNA
WERE INITIALLY PRIORITIZED THROUGH COLLABORATION WITH THE LOCAL COMMUNITY
COALITIONS THESE LOCAL PRIORITIZED NEEDS WERE THEN REEXAMINED BY INTEGRIS TO
DETERMINE WHICH NEEDS COULD MOST EFFECTIVELY BE IMPACTED BY INTEGRIS THROUGH
IADMINISTRATION OF THE DEVELOPED CHIP AND WHICH,IF ANY OF THE REMAINING, WERE
CURRENTLY BEING ADDRESSED THROUGH OTHER COMMUNITY RESOURCES AND/OR
SERVICES INTEGRIS OPTED TO CONCENTRATE ON THE SAME THREE FOCUS AREAS FOR THE
CHIPSIN EACH OF THE SERVICE AREAS-HEART DISEASE, MENTAL HEALTH, AND OBESITY -
BELIEVING THAT A UNITED EFFORT WOULD ALLOWFOR A SHARING OF RESOURCES,
PERSONNEL, PROGRAMS,ETC AND ENSURE CONSISTENCY IN IMPLEMENTATION AND
EVALUATION METHODS, THEREBY INCREASING THE POTENTIAL TO MORE EFFECTIVELY
COMBAT THE ISSUES SYSTEM-WIDE OTHER COMMONLY IDENTIFIED NEEDS SUCH AS
DIABETES, TOBACCO USE,AND SUBSTANCE ABUSE THAT ARE ASSOCIATED RISK FACTORS
FOR THE PRIMARY FOCUS AREAS ARE ADDRESSED IN ONE OR MORE OF THOSE RESPECTIVE
SECTIONS OF THE CHIP IT WAS DETERMINED THAT THE REMAINING NEEDS THAT WERE
HIGHLY PRIORITIZED WITHIN CERTAIN SERVICE AREAS WERE PREVIOUSLY IDENTIFIED AND
IALREADY BEING ADDRESSED THROUGH LOCAL AGENCY AND/OR COALITION AND
PARTNERSHIP EFFORTS WITHIN THE COMMUNITIES AS SUCH,INTEGRIS COMMITTED TO
PROVIDE SUPPORT AND RESOURCES TO THE COMMUNITY PARTNERS TAKING THE LEAD ON

THOSE PARTICULARISSUES




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

SUPPLEMENTAL INFORMATION 6 |PART V,SECTION B, LINE 7A AND LINE 10A INTEGRISOK COM/COMMUNITY-WELLNESS-
SERVICES-OKLAHOMA-COMMUNITY-HEALTH-IMPRO VEMENT




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

SUPPLEMENTAL INFORMATION 7 |PART V,SECTION B, LINES 16A,B & C INTEGRISOK COM/PRICING
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Schedule I . .- OMB No 1545-0047
(Form 990) Grants and Other Assistance to Organizations,
Governments and Individuals in the United States 20 1 4
Complete if the organization answered "Yes," to Form 990, Part 1V, line 21 or 22.
Department of the Treasury P Attach to Form 990.
Internal Revenue Service P Information about Schedule I (Form 990) and its instructions is at www.irs.gov /form990. Inspection
Name of the organization Employer identification number

INTEGRIS Ambulatory Care Corporation
73-1192765

m General Information on Grants and Assistance

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

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

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

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash (e) Amount of non- (f) Method of (g) Description of (h) Purpose of grant
organization If applicable grant cash valuation non-cash assistance | or assistance
or government assistance (book, FMV,
appraisal,
other)
(1) INTEGRIS SOUTH 73-1089149 501(C)(3) 2,901,770 TO FUND
OKLAHOMA CITY OPERATIONS

HOSPITAL CORP

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

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

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



Schedule I (Form 990) 2014

Page 2

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

Part III can be duplicated If additional space Is needed.

Part IV, line 22.

(a)Type of grant or assistance

(b)Number of
recipients

(c)Amount of
cash grant

(d)Amount of
non-cash assistance

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

(f)Description of non-cash assistance

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

Return Reference Explanation

SUPPLEMENTAL SCHEDULE I,PART I,LINE 2 INTEGRIS AMBULATORY CARE CORPORATION,INC (IACC)PROVIDES FUNDSTO VARIOUS COMMONLY

INFORMATION 1 CONTROLLED HOSPITALS TO SUPPORT THEIR OPERATIONS IACC DETERMINES THE AMOUNT OF THE FUNDS PROVIDED ON AN ANNUAL
BASIS

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

(Form 990)

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

2014

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

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

INTEGRIS Ambulatory Care Corporation

73-1192765

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

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



Schedule J (Form 990) 2014

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

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

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

Page 2

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

P compensation compensation Form 990

See Additional Data Table

Schedule J (Form 990) 2014



Schedule J (Form 990) 2014

Page 3

m Supplemental Information

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

Return Reference

Explanation

SUPPLEMENTAL INFORMATION 1

SCHEDULE J, PART I, LINE 3 INTEGRIS AMBULATORY CARE CORPORATION (IACC)IS A MEMBER OF AN INTEGRATED HEALTHCARE SYSTEM
CONTROLLED BY INTEGRIS HEALTH,INC (INTEGRIS) AS PART OF THIS SYSTEM,IACC RELIES UPON INTEGRIS TO ESTABLISH THE
COMPENSATION FORITS OFFICERS INTEGRIS UTILIZES A COMPENSATION COMMITTEE, INDEPENDENT COMPENSATION CONSULTANT,
COMPENSATION SURVEY ORSTUDY, AND APPROVAL BY THE BOARD OR COMPENSATION COMMITTEE TO ESTABLISH THIS
COMPENSATION

SUPPLEMENTAL INFORMATION 2

SCHEDULE J, PART I, LINE 4B INTEGRIS HEALTH PROVIDES TO CERTAIN EXECUTIVES A SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN
THE PURPOSE OF THE PLAN IS TO SUPPLEMENT THE SPONSOR-PROVIDED RETIREMENT BENEFITS TO BE PAID TO SENIOR EXECUTIVES
PURSUANT TO THE DEFINED BENEFIT PENSION PLAN, THE TAX DEFERRED ANNUITY PLAN AND OTHER QUALIFIED OR NONQUALIFIED
RETIREMENT PLANS WHICH ARE MAINTAINED BY THE SPONSOR THE PLAN PROVIDES AN OPPORTUNITY TO EARN SUPPLEMENTAL
INCENTIVE INCOME BY PROVIDING ANNUAL CONTRIBUTIONS TO THE ACCOUNT SO LONG AS THE EXECUTIVE REMAINS EMPLOYED BY THE
SPONSOR TO RETIREMENT AGE OF 65 THE FOLLOWING INDIVIDUALS LISTED IN PART VII OF FORM 990 PARTICIPATED IN THIS PLAN BUT
DID NOT RECEIVE A PAYMENT DURING THE YEAR DAVID HADLEY C BRUCE LAWRENCE BETH PAUCHNIK WENTZ MILLER RECEIVED A
PAYMENT FROM THE PLAN IN THE CURRENT YEAR EQUAL TO $1,344,036

SUPPLEMENTAL INFORMATION 3

SCHEDULE J,PART I, LINE 7 THE FILING ORGANIZATION IS A MEMBER OF AN INTEGRATED HEALTHCARE SYSTEM CONTROLLED BY
INTEGRIS HEALTH,INC (INTEGRIS) INTEGRIS HEALTH HAS ESTABLISHED A FINANCIAL INCENTIVE PLAN THAT ENCOURAGES THE
EXECUTIVE OFFICER'S PARTICIPATION IN THE SIGNIFICANT IMPROVEMENTS OF THE QUALITY AND FINANCIAL OPERATIONS OF THE
ORGANIZATION THE QUALITY COMPONENT IS DEFINED ASIMPROVEMENT IN PATIENT SAFETY, PATIENT SATISFACTION AND REDUCTION
OF EMPLOYEE TURNOVER THE FINANCIAL COMPONENT CONSISTS OF ACHIEVEMENT IN NET OPERATING INCOME THRESHOLD TO BE
ACHIEVED TO ACTIVATE THE PLAN A PREDETERMINED THRESHOLD IS CREATED WITHIN ALL ASPECTS OF THE PLAN BEFORE FINANCIAL
ACHIEVEMENT IS PAYABLE ALLPLANS ARE WRITTEN ACCORDING TO EXECUTIVE LEVEL AND ADOPTED BY INTEGRIS HEALTH BOARD
RESOLUTION EACH PLAN YEAR AND PAYABLE AFTERINDEPENDENT AUDIT RESULTS ARE DETERMINED IN THE SECOND PLAN, CERTAIN
EMPLOYED PHYSICIANS ARE ELIGIBLE TO RECEIVE INCENTIVE COMPENSATION PURSUANT TO THEIR WRITTEN EMPLOYMENT
AGREEMENTS ALL INCENTIVE COMPENSATION IS SUBJECT TO A CAP AND DOES NOT EXCEED 50% OF THE PHYSICIAN'S TOTAL
COMPENSATION THERE ARE A VARIETY OF METHODS USED TO CALCULATE INCENTIVE COMPENSATION BASED ON THE PHYSICIAN'S
PERSONAL PRODUCTION, RANGING FROM (I)A SPECIFIED PERCENTAGE OF NET INCOME LESS EXPENSES, (II)A SPECIFIED PERCENTAGE
OF TOTAL COLLECTIONS LESS EXPENSES, (III)A SPECIFIED PERCENTAGE OF BASE SALARY BASED COMPLIANCE WITH CERTAIN QUALITY,
PATIENT SATISFACTION, PRODUCTION AND FINANCIAL INDICATORS, (IV)A SPECIFIED PERCENTAGE OF BASE SALARY BASED ON
COMPLIANCE WITH QUALITY, GUIDING VALUES, PATIENT SATISFACTION AND PRODUCTRION CRITERIA, (V)A SPECIFIED PERCENTAGE OF
FEE-BASED COLLECTIONS AND CAPITATION COLLECTIONS, IF APPLICABLE,IN EXCESS OF QUARTERLY SALARY, (VI) QUARTERLY BONUSES
MEASURED BY RVUS THAT EXCEED A SPECIFIED TARGET PER QUARTER, AND (VII)PRO RATA SHARE OF ANNUALINCENTIVE POOLS BASED

UPON PRODUCTION, COMPLIANCE WITH CLINICAL GUIDELINES, QUALITY AND PATIENT SATISFACTION CRITERIA

Schedule J (Form 990) 2014



Additional Data

Software ID:
Software Version:

EIN: 73-1192765

Name: INTEGRIS Ambulatory Care Corporation

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

(A) Name and Title

(B) Breakdown of W-2 and/or 1099-MISC compensation

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation In

| B
(i) Base (ii) Bonus & other deferred benefits (B)(1)-(D) reportgzirsr;éfe)rred n
Compensation Incentive compensation prior Form 990
compensation compensation
C BRUCE LAWRENCE, ) 0 0 0 0 0 0 0
DIRECTOR
() 947,961 492,054 27,520 320,096 12,918 1,800,549 0
BETH PAUCHNIK, m 0 0 0 0 0 0 0
DIRECTOR/SECRETARY (n 416,915 191,342 16,361 90,924 12,137 727,679 0
DAVID HADLEY, ASST 0 0 0 0 0 0 0 0
TREASURER/VP/DIRECTOR (n 464,950 311,680 13,608 58,788 12,980 862,006 0
JEFFREY CRUZAN, ) 692 0 0 0 0 692 0
FORMER KEY EMPLOYEE (n 414,086 67,012 10,055 16,700 15,543 523,396 0
STANLEY F HUPFELD, 0 0 0 0 0 0 0 0
FORMER OFFICER &
DIRECTOR (m 2,108 10,302 850 6,308 11,304 30,872 0
WENTZ MILLER, FORMER ) 0 0 0 0 0 0 0
OFFICER & DIRECTOR
(n 117,181 1,578,851 2,257 27,223 12,300 1,737,812 1,344,036
JOHN S CHAFFIN, () 1,172,316 23,116 17,725 32,000 17,419 1,262,576 0
PHYSICIAN ) 0 ' ' ' ' T
0 0 0 0 0 0
C CRAIG ELKINS, 0] 1,195,389 600 3,336 16,700 17,679 1,233,704 0
1 ' ' I I I
PHYSICIAN () 0 0 0 0 0 0 0
PITYUSZIéI;AFICR HUSSAIN, () 692,077 378,692 6,837 16,700 16,900 1,111,206 0
1
(n 0 0 0 0 0 0 0
STEWART SMITH, | 865,843
PHYSICIAN, MEDICAL ((”; . 214,778 5,164 14,150 16,171 1,116,106 0
DIRECTOR 0 0 0 0 0 0
pmgg&/\x/ﬁNHOOSER' 0 1,159,213 6,600 5,728 26,900 8,212 1,206,653 0
()] 0 0 0 0 0 0 0
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Schedule L Transactions with Interested Persons
(Form 990 or 990-EZ) & Complete if the organization answered
"Yes" on Form 990, Part 1V, lines 25a, 25b, 26, 27, 28a, 28b, or 28c,
or Form 990-EZ, Part V, line 38a or 40b.
k- Attach to Form 990 or Form 990-EZ.
kInformation about Schedule L (Form 990 or 990-EZ) and its instructions is at
www.irs.gov /form990.

DLN:

Department of the Treasury
Intemal Revenue Service

Inspection

Name of the organization Employer identification number

INTEGRIS Ambulatory Care Corporation

73-1192765
m Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and 501(c)(29) organizations only)
Complete If the organization answered "Yes" on Form 990, PartIV, line 25a or 25b, or Form 990-EZ, Part V, line 40b

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

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

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

Loans to and/or From Interested Persons.
Complete If the organization answered "Yes" on Form 990-EZ, Part V, line 38a, or Form 990, Part IV, line 26, or if the organization
reported an amount on Form 990, Part X, line 5,6, 0r22

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

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

(a) Name of interested
person

(b) Relationship between
Interested person and the
organization

(c) Amount of assistance

(d) Type of assistance

(e) Purpose of assistance

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

Cat No 50056A

Schedule L (Form 990 or 990-EZ) 2014



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

i-149¥4" Business Transactions Involving Interested Persons.
Complete If the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person

(b) Relationship (c) Amount of (d) Description of transaction |(e) Sharing
between interested transaction of
person and the organization's
organization revenues?
Yes No

(1)SEE PART V

Supplemental Information

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

Return Reference

Explanation

SUPPLEMENTAL INFORMATION 1

SCHEDULE L, PART IV BUSINESS TRANSACTIONS INVOLVINGINTERESTED PERSONS (A)
NAME OF INTERESTED PERSON DIAGNOSTIC LABORATORY OF OKLAHOMA, LLC (B)
RELATIONSHIP SEE PART V,SUPPLEMENTAL INFORMATION 2 (C) AMOUNT $296,437 (D)
DESCRIPTION OF TRANSACTION SEE PART V,SUPPLEMENTAL INFORMATION 2 (E) SHARING
OF ORGANIZATION'S REVENUES NO (A)NAME OF INTERESTED PERSON INTEGRIS
PROHEALTH,INC (B) RELATIONSHIP SEE PART V,SUPPLEMENTAL INFORMATION 2 (C)
AMOUNT $190,980 (D) DESCRIPTION OF TRANSACTION SEE PART V,SUPPLEMENTAL
INFORMATION 2 (E) SHARING OF ORGANIZATION'S REVENUES NO (A) NAME OF
INTERESTED PERSON INTEGRIS HEALTH PARTNERS, LLC (B) RELATIONSHIP SEE PART V,
SUPPLEMENTAL INFORMATION 2 (C)AMOUNT $240,166 (D) DESCRIPTION OF
TRANSACTION SEE PART V,SUPPLEMENTALINFORMATION 2 (E) SHARING OF
ORGANIZATION'S REVENUES NO (A)NAME OF INTERESTED PERSON INTEGRIS
CARDIOVASCULAR PHYSICIANS, LLC (B) RELATIONSHIP SEE PART V,SUPPLEMENTAL
INFORMATION 2 (C)AMOUNT $703,352 (D) DESCRIPTION OF TRANSACTION SEE PART V,
SUPPLEMENTAL INFORMATION 2 (E) SHARING OF ORGANIZATION'S REVENUES NO

SUPPLEMENTAL INFORMATION 2

SCHEDULE L, PART IV BUSINESS TRANSACTIONS INVOLVINGINTERESTED PERSONS THE
FILING ORGANIZATION AND THE INTERESTED PERSON ARE BOTH AFFILIATES WITHIN AN
INTEGRATED HEALTHCARE DELIVERY SYSTEM (INTEGRIS HEALTH SYSTEM OR SYSTEM)
CONTROLLED BY INTEGRIS HEALTH,INC THE INTERESTED PERSONS REPORTED ON
SCHEDULE L, PART V, SUPPLEMENTAL INFORMATION 1 ARE EACH GREATER THAN 35%
CONTROLLED ENTITIES OF INTEGRIS HEALTH,INC AND/ORINTEGRIS BAPTIST MEDICAL
CENTER,BOTH SUBSTANTIAL CONTRIBUTORS TO THE FILING ORGANIZATION THE
TRANSACTIONS REPORTED CONSIST OF ROUTINE TRANSACTIONS WITHIN THE ACTIVITY
OF ANINTEGRATED HEALTHCARE DELIVERY SYSTEM THE TRANSACTIONS INCLUDE
EXPENSE REIMBURSEMENTS, LEASING OF FACILITIES, PURCHASE OF SERVICES, EQUITY
CONTRIBUTIONS AND DISTRIBUTIONS, AND OTHER INTERCOMPANY TRANSFERS

Schedule L (Form 990 or 990-EZ) 2014
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SCHEDULE M
(Form 990)

Department of the Treasury
Intemal Revenue Service

Noncash Contributions

»Complete if the organizations answered "Yes" on Form 990, Part 1V, lines 29 or 30.
» Attach to Form 990.

OMB No 1545-0047

2014

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

Name of the organization
INTEGRIS Ambulatory Care Corporation

Employer identification number

73-1192765
m Types of Property
(a) (b) (o) (d)
Check Number of contributions | Noncash contribution Method of determining
If or items contributed amounts reported on noncash contribution amounts
applicable Form 990, Part VIII,
linelg
1 Art—Works of art
2 Art—Historical treasures
3 Art—Fractional interests
4 Books and publications
5 Clothing and household
goods . .
6 Cars and other vehicles
7 Boats and planes
8 Intellectual property
9 Secunities—Publicly traded
10 Securities—Closely held stock .
11 Securities—Partnership, LLC,
or trust interests
12 Securities—Miscellaneous
13 Qualified conservation
contribution—Historic
structures .
14 Qualified conservation
contribution—O ther
15 Real estate—Residential
16 Real estate—Commercial
17 Real estate—Other
18 Collectibles
19 Food inventory
20 Drugs and medical supplies
21 Taxidermy
22 Historical artifacts
23 Scientific specimens
24 Archeological artifacts
25 Otherw ( X 7 37,214|FMV
EQUIPMENT )
26 Otherw( )
27 Otherw( )
28 Otherw ( )
29 Number of Forms 8283 received by the organization during the tax year for contributions
for which the organization completed Form 8283, Part IV, Donee Acknowledgement 29 0
Yes | No
30a During the year, did the organization receive by contribution any property reported in Part I, lines 1 through 28, that
It must hold for at least three years from the date of the initial contribution, and which 1s not required to be used
for exempt purposes for the entire holding period? 30a No
b If"Yes," describe the arrangement in Part II
31 Does the organization have a gift acceptance policy that requires the review of any non-standard contributions? 31 | Yes
32a Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
contributions? 32a No
b If"Yes," describe in PartII
33 Ifthe organization did not report an amount in column (c) for a type of property for which column (a) 1s checked,
describe in Part II

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

Cat No 51227]

Schedule M (Form 990) (2014)



Schedule M (Form 990) (2014) Page 2
Supplemental Information. Provide the information required by Part I, lines 30b,
32b, and 33, and whether the organization 1s reporting in Part I, column (b), the number of contributions, the
number of items received, or a combination of both. Also complete this part for any additional information.

Return Reference Explanation

Schedule M (Form 990) (2014)
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SCHEDULE N

(Form 990 or 990-EZ)

Department of the Treasury
Internal Revenue Service

Liquidation, Termination, Dissolution, or Significant Disposition of Assets

- Complete if the organization answered "Yes" to Form 990, Part 1V, lines 31 or 32; or Form 990-EZ, line 36.
k= Attach certified copies of any articles of dissolution, resolutions, or plans.

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

k= Attach to Form 990 or 990-EZ.

OMB No 1545-0047

2014

Open to Public
Inspection

Name of the organization

INTEGRIS Ambulatory Care Corporation

Employer identification number

73-1192765

m Liquidation, Termination, or Dissolution. Complete this part If the organization answered "Yes" to Form 990, Part IV, line 31, or Form 990-EZ, line 36.
Part I can be duplicated If additional space 1s needed. ¥

1 (a)Description of asset(s)
distributed or transaction
expenses pald

(b)Date of
distribution

(c)Fair market value of
asset(s) distributed or
amount of transaction

(d)Method of
determining FMV for
asset(s) distributed or

(e)EIN of recipient

(g)IRC section
of recipient(s) (If
tax-exempt) or type

(f)Name and address of recipient

of entity
expenses transaction expenses
Yes | No
2 Did or will any officer, director, trustee, or key employee of the organization
a Become a director or trustee of a successor or transferee organization? 2a
b Become an employee of, or independent contractor for, a successor or transferee organization? 2b
c Become a direct or indirect owner of a successor or transferee organization? 2c
d Recelve, or become entitled to, compensation or other similar payments as a result of the organization's liquidation, termination, or dissolution? . . . . . 2d
e

If the organization answered "Yes" to any of the questions on lines 2a through 2d, provide the name of the person involved and explain in Part III &

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

Cat No 50087z

Schedule N (Form 990 or 990-EZ) (2014)



Schedule N (Form 990 or 990-EZ) (2014)

W

-3

6a

C

equal -0-

state laws?
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m Liquidation, Termination, or Dissolution (continued) )

Note. If the organization distributed all of its assets during the tax year, then Form 990, Part X, column (B), line 16 (Total assets), and line 26 (T otal habilities), should Yes | No

Did the organization distribute i1ts assets 1n accordance with its governing instrument(s)? If "No," describe in Part II1 3

Is the organization required to notify the attorney general or other appropriate state official of its Iintent to dissolve, liquidate, or terminate? 4a

If "Yes," did the organization provide such notice? 4b

Did the organization discharge or pay all of its liabilities in accordance with state laws? 5

Did the organization have any tax-exempt bonds outstanding during the year? 6a

If"Yes" to line 6a, did the organization discharge or defease all of its tax-exempt bond liabilities during the tax year in accordance with the Internal Revenue Code and 6b

If"Yes" to line 6b, describe in Part III how the organization defeased or otherwise settled these liabilities If"No" to line 6b, explainin Part II1
m Sale, Exchange, Disposition, or Other Transfer of More Than 25% of the Organization's Assets. Complete this part If the organization answered

"Yes" to Form 990, Part IV, line 32, or Form 990-EZ, line 36. Part II can be duplicated If additional space I1s needed.

1 (a) Description of asset(s) (b) Date of |[(c) Fair market value of (d) Method of (e) EIN of recipient | (f) Name and address of recipient (g) IRC section
distributed or transaction distribution | asset(s) distributed or | determining FMV for of recipient(s) (if
tax-exempt) or type
expenses paid amount of transaction |asset(s) distributed or of entity
expenses transaction expenses
REIMBURSEMENT OF EXPENSES 62,009,375|COST 73-1192764 INTEGRIS HEALTH INC 501(C)(3)
5300 NINDEPENDENCE AVE STE
130
OKLAHOMA CITY,OK 73112
Yes | No
2 Did or will any officer, director, trustee, or key employee of the organization
a Become a director or trustee of a successor or transferee organization? 2a | Yes
b Become an employee of, or independent contractor for, a successor or transferee organization? 2b | Yes
c Become a direct or indirect owner of a successor or transferee organization? 2c No
d Recelve, or become entitled to, compensation or other similar payments as a result of the organization’s significant disposition of assets? 2d No
e Ifthe organization answered "Yes" to any of the questions on lines 2a through 2d, provide the name of the person involved and explain in Part III M

Schedule N(Form 990 or 990-EZ) (2014)



Schedule N (Form 990 or 990-EZ) (2014)

Page 3

.m Supplemental Information. Provide the information required by Part I, lines 2e and 6¢, and Part II, line 2e. Also complete this part to provide

any additional information.

Return Reference

Explanation

SUPPLEMENTAL
INFORMATION 1

SCHEDULE N, PART II,LINE 2A AND 2B INTEGRIS AMBULATORY CARE CORPORATION (IACC)IS A
MEMBER OF INTEGRIS HEALTH (INTEGRIS), AN INTEGRATED HEALTHCARE SYSTEM IACC IS
REIMBURSING INTEGRIS FOR EXPENSES RELATED TO MANAGEMENT, HOUSEKEEPING, UTILITIES,
SECURITY AND OTHER INTEGRATED SERVICES PROVIDED BY INTEGRIS THE FOLLOWING
INDIVIDUALS WERE OFFICERS, DIRECTORS, OREMPLOYEES OF BOTH ORGANIZATIONS AT THE

TIME OF THE TRANSACTIONS C BRUCE LAWRENCE BETH PAUCHNIK DAVID R HADLEY

Schedule N (Form 990 or 990-EZ) (2014)
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SCHEDULE O
(Form 990 or 990-EZ)

Department of the Treasury
Intemal Revenue Service

OMB No 1545-0047

Supplemental Information to Form 990 or 990-EZ 201 4

Complete to provide information for responses to specific questions on

Form 990 or 990-EZ or to provide any additional information.
e Attach to Form 990 or 990-EZ.

k- Information about Schedule O (Form 990 or 990-EZ) and its instructions is at

www.irs.gov/form990.

Open to Public
Inspection

Name of the organization

INTEGRIS Ambulatory Care Corporation

Employer identification number

73-1192765

Return
Reference

Explanation

GENERAL FORM 990, BOX C DOING BUSINESS AS CHEST PAIN EMERGENCY CENTER MEDICAL PLAZA IMAGING CENTER MEDICAL
STATEMENT 1 | PLAZA SURGERY CENTER PROHEALTH LABORATORY MERIDIAN OCCUPATIONAL HEALTH CENTER MERIDIAN PRIORITY
OCCUPATIONAL HEALTH CENTER FAMLLY PHY SICIANS OF OKLAHOMA CITY PACER FITNESS CENTER INTEGRIS HOMECARE
PLUS SAMARITAN HEALTH SERVICES INTEGRIS FAMILY CARE CENTER SOUTH PENN FAMILY MEDICINE CENTER SOUTH PENN
FAMLY MEDICINE CLINIC SAMARITAN HOME INFUSION INTEGRIS AMBULATORY CARE REHABILITATION SERVICES
SAMARITAN HOME BASED SERVICES BAPTIST COMMUNITY CLINIC HELP INTEGRIS COCHLEAR IMPLANT CLINIC INNER EAR
RESEARCH TEAM INTEGRIS MEDICAL GROUP




Return Explanation

Reference

GENERAL PART Il LINE4A STATEMENT OF PROGRAM SERVICE ACCOMPLISHMENTS INTEGRIS AMBULATORY CARE CORPORATION
STATEMENT 2 | (IACC) IS INCLUDED IN THE INTEGRIS HEALTH SY STEM IACC PROVIDED CHARITY CARE OF $812,932 BASED ON BILLED
CHARGES DURING THE YEAR IN ADDITION, IACC BILLED CHARGES OF $3,930,847 WERE WRITTEN OFF TO BAD DEBT FOR
ADDITIONAL DETAILS REGARDING COMMUNITY BENEFIT SEE THE ATTACHED COMPLETE COMMUNITY BENEFIT REPORT ON

SCHEDULE O BEGINNING WITH STATEMENT 3 THROUGH 6




Return Explanation
Reference
GENERAL PART Ill, LINE4A COMMUNITY BENEFIT REPORT MOST TRUSTED NAME IN HEALTH CARE 2015 INTEGRIS
STATEMENT | COMMUNITY BENEFITS ANNUAL REPORT "WITH REGARD TO EXCELLENCE, IT IS NOT ENOUGH TO KNOW, BU T

3

WE MUST TRY TO HAVE AND USE IT " ARISTOTLE BOARD OF DIRECTORS INTEGRIS FISCAL YEAR 2015
OFFICERS MARSHALL SNIPES, PAST-CHAIRMAN DAVID L THOMPSON, CHAIRMAN CHRISTOPHER C TURNER,
SECRETARY AND TREASURER C BRUCE LAWRENCE, PRESIDENT AND CEO BOARD MEMBERS LUKER CORBET
TJAMES R DANIEL PETER B DELANEY DENNIS LUCKINBILL EDMUND O MARTIN CHARLES H MORGAN, M D
PHILIP MOSCA, MD ELLIOTT R SCHWARTZ, DO JOEY D SAGER GEORGIANNE SNOWDEN, MD LE TTER FROM
OUR PRESIDENT AND CEO CARING FOR PEOPLE IS AT THE CENTER OF EVERY THING WE DO AT INTEGRIS
WITHIN THE PAGES OF OUR 2015 COMMUNITY BENEFIT REPORT Y OU WILL SEE PATIENT STORIES THAT
SHOWCASE THE CAPABILLITIES OF INTEGRIS THE PATIENTS AND FAMILIES WE FEATURE - AND HUNDREDS OF
THOUSANDS MORE LIKE THEM - ARE THE VERY FOUNDATION OF OUR MISSION TO IMPROVE T HE HEALTH OF
THE PEOPLE AND COMMUNITIES WE SERVE OUR CLINICAL EXCELLENCE IS HGHLY REGARD ED AND WE TAKE
PRIDE IN THE FACT THAT INTEGRIS OFFERS THE HIGHEST-ACUITY CARE AVAILABLE AN YWHERE IN
OKLAHOMA WE BELIEVE OUR MISSION EXTENDS BEY OND OUR WALLS THAT IS WHY Y OU SEE INTEGRIS
SPONSORING HEALTH FAIRS, WELLNESS SCREENINGS, FITNESS EVENTS AND SCORES OF OTHER H EALTH-
RELATED ACTIVITIES ACROSS OUR STATE YOU WILL SEE THE INTEGRIS NAME ATTACHED TO WALK ING AND
BIKING TRAILS INCLUDING A NEW TRAIL DEDICATED IN NOVEMBER 2015 THE INTEGRIS JIM T HORPE COURAGE
TRAIL AT MARTIN PARK NATURE CENTER IN OKLAHOMA CITY T IS THESTATES FIRST FULLY ACCESSIBLE
TRAIL INTEGRIS IS PROUD TO SPONSOR, ALONG WITH OTHER COMMUNITY PARTNERS , CAPITAL PROJECTS
THAT MAKE ACCESSIBILITY UPDATES TO THE TRAIL A REALITY WEBELIEVE ALL OKLAHOMANS SHOULD
SHARE THE OPPORTUNITY TO ENJOY EXERCISE AMID THE BEAUTY AND NATURE OF OU R GREAT OUTDOORS
WE ALSO TAKE PRIDE IN THE FACT THAT INTEGRIS OPERATES THE STANLEY HUPFEL D ACADEMY AT
WESTERN VILLAGE, AN INNER-CITY OKLAHOMA CITY PUBLIC SCHOOL INTEGRIS ACCEPTS FULL FINANCIAL
RESPONSBILITY FOR OPERATION OF THE SCHOOL MANY OF OUR EMPLOY EES SPEND ONE HOUR EACH WEEK
MENTORING STUDENTS AND WE PROVIDE FLU SHOTS, NUTRITIOUS MEALS AND ON-SITE NURSES TO HELP
ENSURE THE FAMILIES ARE AS HEALTHY AS POSSIBLE AND THE STUDENTS ARE READY T O LEARN THANKS
TO THE ONGOING EFFORTS OF MANY, THE SCHOOL IS NO LONGER LISTED AS AT-RISK, AND STUDENT
ACHEVEMENT IS IMPROVING THESE ARE SOME OF THE COUNTLESS EXAMPLES THAT SHOWC ASE INTEGRIS
AND ITS EMPLOY EES LIVING OUR MISSION, BOTH INSIDE AND OUTSIDE OUR FACILITY WA LLS | AMPROUD TO
BE PART OF SUCH A GIVING AND CARING GROUP OF PEOPLE SINCERELY, BRUCE L AWRENCE, PRESIDENT
AND CEO INTEGRIS LETTER FROM OUR CHAIRMAN OF THE BOARD AS BOARD CHAIR, | AM PARTICULARLY
PLEASED TO SEE INTEGRIS - AS AN ORGANIZATION - MAKE SUCH POSITIVE DIFFER ENCES IN THE LIVES OF
OKLAHOMANS THE EXCELLENCE OFFERED WITHIN INTEGRIS HEALTH CARE FACIL ITIES IS UNQUESTIONED AND
UNMATCHED IN OUR STATE AND, FRANKLY, BEYOND FROM TIME TO TIME, HOWEVER, | AM ASKED WHY
INTEGRIS INVESTS SO MUCH OF ITS TIME AND ENERGY OUTSIDE FACILITY W ALLS AND INTO THE COMMUNITIES
IT SERVES THE ANSWER IS SIMPLE FIRST, WE ARE OKLAHOMANS, O UR EMPLOY EES MAKE THEIR HOMES,
CAREERS AND QUALITY OF LIFE PURSUITS IN OUR GREAT STATE GE NEROSITY OF TIME, TALENT AND
RESOURCES ARE ATTRIBUTES OF OUR PEOPLE INDIVIDUALLY AND COLL ECTIVELY - FROM THE INTEGRIS
BOARD TO OUR NEWEST EMPLOY EES - WE BELIEVE IN OUR SHARED RESP ONSIBILITY TO MAKE LIFEBETTER
WHERE WE CALL HOME. INTEGRIS ACCEPTS AND ENJOY S THIS ROLE A S OKLAHOMA'S LARGEST, LOCALLY
OWNED HEALTH CARE SYSTEM SECONDLY, INTEGRIS IS A NOT-FOR-PR OFIT CORPORATION THAT MEANS WE
AREABLE TO INVEST ONE HUNDRED PERCENT OF ANY MONEY EARNED BACK INTO OUR HEALTH CARE

SY STEM THROUGH HIRING OF WORLD-CLASS PHY SICIANS, PURCHASE OF TH E LATEST TECHNOLOGIES AND
CONSTRUCTION OF THE FINEST HEALTH CARE FACILITIES, AS WELL AS PR OGRAMS AND SERVICES TO
IMPROVE THE HEALTH AND QUALITY OF LIFEFOR ALL OKLAHOMANS OUR COMM ITMENT IS NOT TO
SHAREHOLDERS, IT IS TO THE PEOPLE OF OKLAHOMA AS | CLOSE, | APPRECIATE T HE OPPORTUNITY TO
HIGHLIGHT SOMETHING ELSE EMPLOY EES AND ADMINISTRATION MIGHT NOT INCLUDE IN A REPORT LIKE THIS
IN 2015, INTEGRIS EMPLOY EES - WORKING TOGETHER - SET RECORDS WITH T HEIR CONTRIBUTIONS TO LOCAL
UNITED WAY CHAPTERS AND THE INTEGRIS FOUNDATION'S Y OU&I CAMPAI GN BOTH EFFORTS REPRESENT
THE PERSONAL GIVING OF INTEGRIS EMPLOY EES AND, COMBINED, THEY R AISED MORE THAN $1 2 MILLION
AS YOUWILL SEE THROUGHOUT THIS REPORT, INTEGRIS EMPLOY EES, COLLECTIVELY AND INDIVIDUALLY,
ARE HELPING TO MAKE OKLAHOMA A BETTER AND HEALTHER PLACET O LIVE T IS PART OF OUR NEVER-
ENDING MISSION TO IMPROVE THE HEALTH OF THE PEOPLE AND COM MUNITIES WE SERVE SINCERELY, DAVID
THOMPSON, CHAIRMAN INTEGRIS BOARD OF DIRECTORS INTEGRI S INTEGRIS IS THE STATES LARGEST
OKLAHOMA-OWNED HEALTH CARE SY STEM AND ONE OF THE STATES LARGEST PRIVATE EMPLOY ERS
(ABOUT 9,500 EMPLOYEES




Return Explanation
Reference
GENERAL STATEWIDE), WITH HOSPITALS, REHABILITATION CENTERS, PHY SICIAN CLINICS, MENTAL HEALTH FACIL ITIES,
STATEMENT | INDEPENDENT LIVING CENTERS AND HOME HEALTH AGENCIES LOCATED THROUGHOUT MUCH OF THE STATE

3

CORPORATE HEADQUARTERS ARE LOCATED ON THE CAMPUS OF INTEGRIS BAPTIST MEDICAL CENTER IN
OKLAHOMA CITY [T IS A NOT-FOR-PROFIT CORPORATION GOVERNED BY A 14-MEMBER BOARD OF DIR
ECTORS MADE UP OF BUSINESS, MEDICAL AND COMMUNITY LEADERS FROM ACROSS THE STATE INTEGRIS IS
LED BY PRESIDENT AND CHIEF EXECUTIVE OFFICER BRUCE LAWRENCE, WITH THE ASSISTANCE OF SEN IOR
STAFF IN THE AREAS OF PHY SICIAN SERVICES, FACILITY OPERATIONS, STRATEGIC SERVICES AND FINANCE
HISTORY FORMED IN 1995, INTEGRIS WAS THE RESULT OF A MERGER THAT SAME Y EAR BETWEEN
OKLAHOMA HEALTH SY STEM AND SOUTHWEST MEDICAL CENTER IN OKLAHOMA CITY OKLAHOMA HEALTH
SY STEMITSELF WAS A NEW ORGANIZATION FORMED ONE Y EAR EARLIER FROM A MERGER BETWEEN
OKLAHOMA HEALTHCARE CORPORATION (BAPTIST MEDICAL CENTER'S PARENT COMPANY ) AND BAFTIST
HEALTHCARE OF OKLAHOMA THEENTITIES THAT COMPRISE INTEGRIS PROVIDE CARE IN MANY SETTINGS,
FROM SOPHIST ICATED URBAN MEDICAL CENTERS TO Y OUR OWN HOME. SCOPE INTEGRIS PROVIDES CARE
ALL OVER THE S TATE, INCLUDING 10 HOSPITALS (EIGHT OF WHICH ARE ACUTE-CARE) THE ORGANIZATION
HAS ALLIED MENTAL HEALTH PROVIDERS IN 50 OKLAHOMA TOWNS AND CITIES AND OFFERS HOSPICE
SERVICES THROUG H INTEGRIS HOSPICE APPROXIMATELY SIX OUT OF EVERY 10 OKLAHOMANS LIVEWITHIN
30 MILES OF A FACILITY OR PHY SICIAN INCLUDED IN THE INTEGRIS ORGANIZATION COLLECTIVELY, THE
ENTITIES W ITHIN INTEGRIS MAINTAIN MORE THAN 1,900 LICENSED BEDS AND HAVE MEDICAL STAFFS THAT
NUMBER MORE THAN 1,500 PHY SICIANS SERVICES THE ENTITIES THAT COMPRISE INTEGRIS OFFER A WIDE
RANG E OF HIGHLY DEVELOPED INPATIENT, OUTPATIENT AND ANCILLARY SERVICES EXCELLENCE IN MEDICAL
CARE ALONG WITH RESEARCH, STAFF EDUCATION, SUPPORT GROUPS FOR PATIENTS AND THER FAMILIES,
AND EDUCATIONAL PROGRAMS FOR THE COMMUNITY, ALLOWS MEMBERS OF INTEGRIS TO ACHEVE THE ORG
ANIZATION'S MISSION SPECIALIZED CENTERS OF EXCELLENCE HAVE BEEN DEVELOPED THROUGH VARIOUS
ENTITIES AFFILIATED WITH INTEGRIS TO PROVIDE A HIGH STANDARD OF CARE FOR OUR COMMUNITIES EACH
OF THESE ORGANIZATIONS BRINGS A RICH HISTORY OF SERVING OKLAHOMANS INTEGRIS CARING FOR OUR
COMMUNITIES MISSION TO IMPROVE THE HEALTH OF THE PEOPLE AND COMMUNITIES WE SERVE VISION MOST
TRUSTED NAME IN HEALTH CARE VALUES INTEGRIS'S VALUES CAN BE IDENTIFIED BY THRE E SIMPLE BUT
VERY POWERFUL CONCEPTS OF LOVE, LEARN AND LEAD LOVE- TREAT SELF AND OTHERS WITH KINDNESS,
DIGNITY AND RESPECT - BE PATIENT AND FORGIVING - SERVE OTHERS WITH A CARING HEART LEARN -
LISTEN, ASK AND BE OPEN - IMPROVE EVERY DAY - UNDERSTAND OUR BUSINESS - CREATE A LEARNING
ENVIRONMENT LEAD - SEEK AND PROVIDE DIRECTION AND VISION - EXPECT AND ACKNO WLEDGE
EXCELLENCE - DEMONSTRATE HONESTY - DEVELOP RELATIONSHIPS - SHOW COURAGE TO MAKE A D
IFFERENCE - LEAD BY EXAMPLE INTEGRIS BAPTIST MEDICAL CENTER BRY CE DUKE WAS A NORMAL 11-YEA R-
OLD BOY HE LOVED PLAYING FOOTBALL, RUNNING AROUND WITH HIS FRIENDS AND PLAY ING "CALL OF
DUTY " EVERY THING CHANGED IN LATE SEFTEMBER 2014 WHEN HE BEGAN TO EXPERIENCE STRANGE SY MP
TOMS HIS EYES WOULD CROSS AND HIS PUPILS WOULD BECOME ENLARGED FOR NO APPARENT REASON HE
STARTED COMPLAINING OF DIZZINESS AND BLURRED VISION, AND BEGAN STARING OFF INTO SPACE FOR
LONG PERIODS OF TIME HE HAD RECENTLY SUFFERED A FOOTBALL INJURY TO THE LOWER LEFT LUMBAR
AREA OF HIS SPINE, SO AT FIRST HIS PARENTS THOUGHT THESE SY MPTOMS COULD BE RELATED WHEN THE
SYMPTOMS WERE NOT GETTING BETTER, DUKES PEDIATRICIAN REFERRED HIM TO INTEGRIS PEDIATR IC
NEUROLOGIST, AMBER STOCCO, MD AFTER RUNNING NUMEROUS TESTS, SHE MADE THE FRIGHTENING
DIAGNOSIS HEHAD A VERY RARE DISEASE CALLED ANTENMDA RECEPTOR ENCEPHALITIS, COMMONLY REF
ERRED TO AS NMDA, A DISEASE OCCURRING WHEN ANTIBODIES PRODUCED BY THE BODY'S OWN IMMUNE SY
STEM ATTACK NMDA RECEFTORS IN THE BRAIN ON TOP OF HIS NEUROLOGICAL ISSUES, HIS HEART RATE
BEGAN TO RISE AND HE BEGAN HAVING DIFF




Return Explanation
Reference
GENERAL PART Ill, LINE4A COMMUNITY BENEFIT REPORT CONTINUED INTEGRIS BAPTIST MEDICAL CENTER, OKL AHOMA
STATEMENT | CITY * ACES CANCER SUPPORT GROUP * ADJUNCT FACULTY FOR RESPIRATORY THERAPY/EMPLOY EE
4 PARTICIPATION * AIDS WALK * ALZHEIMER'S SUPPORT GROUP * AMERICAN CANCER SOCIETY * ANGEL FL

IGHT/EMPLOY EE PARTICIPATION * ANNUAL SOCIAL/WORK CONFERENCE * AUTISM SUPPORT GROUP * BACK TO
SCHOOL SCREENINGS * BAGCRAFT HEALTH FAIR * BAY ER ONCOLOGY SUPER COLON EVENT * BLOOD DRI VE
* BLOOD PRESSURE SCREENINGS * CANCER CONNECTIONS NEWSLETTER * CANCER TUMOR REGISTRY * C
AREGIVER GRIEF PROGRAM* CELEBRATION OF LIFE* CENTRAL OKLAHOMA TURNING POINT/EMPLOY EE PAR
TICIPATION * CIT OFFICER TRAINING * COALITION OF ADVOCATES EVENTS * COMMUNITY CANCER SCREE NINGS
* DAY OF DANCE * DIABETES EDUCATION CLASSES * DONATION TO MERCY FOUNDATION FOR BREAS T
CANCER SURVIVORS * DOWNSTREAM HEALTH FAIR * EMERGENCY MEDICAL SERVICES FOR AREA SPORTING
AND COMMUNITY EVENTS * EMOTIONAL WELLNESS CENTER/EMPLOY EE PARTICIPATION * FAMILY BUILDERS OF
OKLAHOMA/EMPLOY EE PARTICIPATION * FIGHTING ADDICTION THROUGH EDUCATIONEMPLOY EE PARTIC
IPATION * FIREFIGHTER CARDIOVASCULAR SCREENINGS * FIT PANEL DISCUSSION/EMPLOY EE PARTICIPAT ION *
GREAT PLAINS GRADUATION/MEETING SPACE PROV IDED * GRIEF SUPPORT GROUPS * HEALTH ALLIA NCE FOR
THE UNINSURED/EMPLOY EE PARTICIPATION * HEARTSCAN DONATIONS * HIGH RISK GENETICS * HOSPICE
WEBINARS * INFANT CRISIS SERVICES/EMPLOY EE PARTICIPATION * MOBILE MEALS INTEGRIS B APTIST
REGIONAL HEALTH CENTER, MAMI* CITY OF MIAMI HEALTH FAIR * INDIGO SKY HEALTH FAIR * HOPKINS
MANUFACTURING HEALTH FAIR * J&M FARMS HEALTH FAIR * LUNCH AND LEARN PRESENTATION S * MEALS
ON WHEELS * MEDICAL STUDENTS * MAMI PUBLIC SCHOOLS HEALTH FAIR* MILITARY FAMIL Y LISTENING
CONFERENCE * MULTIDISCIPLINARY CANCER CLINICS/MEETING SPACE PROVIDED * NATION AL ALLIANCE ON
MENTAL HEALTH* NATIONAL PREVENTION NETWORK CONFERENCE * NURSING STUDENT RO TATIONS *
OCCUPATIONAL THERAPY STUDENT ROTATIONS * OK HEALTH SCIENCES CENTER/EMPLOY EE PART ICIPATION *
OKLAHOMA BLOOD INSTITUTE BOARD/EMPLOY EE PARTICIPATION * OKLAHOMA HEALTH CARE A
UTHORITY/EMPLOY EE PARTICIPATION * OKLAHOMA HEALTH IMPROVEMENT COMMITTEEEMPLOY EE PARTICIPA
TION* OKLAHOMA PSY CHIATRIC HOSPITAL ASSOCIATION/EMPLOY EE PARTICIPATION * OKLAHOMA STATE B
OARD OF HEALTHEMPLOY EE PARTICIPATION * ORGAN DONATION EDUCATION * OTTAWA COUNTY SENIOR FA
IR * OUT OF THE DARKNESS SUICIDE PREVENTION * PARAMEDIC STUDENT ROTATIONS * PHARMACEUTICAL
ASSISTANCE PROGRAM * PHY SICAL THERAPY INTERNSHIP * PHY SICAL THERAPY STUDENT ROTATIONS * P
OSITIVE DIRECTIONS MENTORING PROGRAM * PRESENTATIONS BY CARDIOLOGISTS * PROMISE TRIAL * RA
DIOLOGY STUDENT ROTATIONS * REGIONAL FOOD BANK DRIVE* REHAB STUDENT ROTATIONS * RESPIRATO
RY STUDENT ROTATIONS * SOUTHWESTERN UNIVERSITY PRACTICUM PROGRAMEMPLOY EE PARTICIPATION *
SPECIALIZED OUTPATIENT SERVICES BOARD/EMPLOY EE PARTICIPATION * SPEECH PATHOLOGY INTERNSHIP S *
SUNBEAM FAMLY SERVICES/EMPLOY EE PARTICIPATION * SURGERY STUDENT ROTATIONS * TORNADO D
ISASTER RELIEF * TURKEY TOSS * UNITED WAY PARTNER AGENCY FAIR/MEETING SPACE PROVIDED * US TOO
PROSTATE CANCER SUPPORT GROUP * VEIN SCREENINGS * WELCH STATE BANK HEALTH FAIR * WELLN ESS
NOW/EMPLOY EE PARTICIPATION INTEGRIS BASS BAPTIST HEALTH CENTER, ENID * 4RKIDS EVENT * AMERICAN
CANCER SOCIETY RELAY FOR LIFE* BE FIT KIDS BUZZ RUN * BREAST CANCER SUPPORT GROU P* CARDIAC
PULMONARY SUPPORT GROUP * CDSA BOARD OF DIRECTORS/EMPLOY EE PARTICIPATION * CDS A CAPITAL
CAMPAIGN PLEDGE * CHILD ADVOCACY COUNCIL/EMPLOY EE PARTICIPATION * CHOLESTEROL SC REENINGS *
CITY SAFETY FAIR* CIVITAN CLUB/SPECIAL OLY MPICS * COMMUNITY HEALTH FAIR * DIAB ETES SUPPORT
GROUP * ENID AMBUCS * ENID COMMUNITY CLINIC * ENID HIGHER EDUCATION COUNCIL/E MPLOY EE
PARTICIPATION * FIBROMY ALGIA SUPPORT GROUP * GALACTOSEMIA FOUNDATION EVENT * HEDGE S SPEECH
AND HEARING BOARD OF DIRECTORS/EMPLOY EE PARTICIPATION * IMPACT CONCUSSION TESTING * JUNIOR
WELFARE LEAGUEIWARM Y OUR HEART RUN * KETTERMAN NURSING SKILLS LAB * MAPP COALITI
ONEMPLOY EE PARTICIPATION * MARCH OF DIMES PARTICIPATION BY HOSPITAL * MENTAL HEALTH AWARE
NESS DAY * MOBILE MEALS * MS AWARENESS WALK * NW OKLAHOMA BLOOD INSTITUTEEMPLOY EE PARTICI
PATION * NW OSTEOPATHIC FOUNDATION CHARITY BALL * PARKINSON DISEASE SUPPORT GROUP* PROJEC T
SEARCH* REGIONAL FOOD BANK * SENIOR LIFE NETWORK * TOY S FOR TOTS * UNITED WAY * WALK TH IS
WAY INITIATIVE * Y MCA BACK A YOUTH * YWCA DAY CARE MEALS INTEGRIS CANADIAN VALLEY HOSPIT AL,
Y UKON * BACK TO SCHOOL IMMUNIZATIONS * CANADIAN VALLEY TECH CENTER/EMPLOY EE PARTICIPAT ION *
CENTRAL ELEMENTARY DASH SPONSOR * CITY OF MUSTANG RALLY * COMMUNITY SUPPORT FOUNDATI ON *
DIABETES SUPPORT GROUP * EL. RENO CHAMBER OF COMMERCE * EPIDEMIOLOGISTS AND PERFECTION ISTS IN
INFECTION CONTROL BOARD/EMPLOY EE PARTICIPATION * EVERY 15 MINUTES PROGRAM AT MUSTA NG HIGH
SCHOOL * FESTIVAL OF THE CHILD * HEALTHY LIFESTYLES AND SAFETY AT Y UKON MIDDLE SCH OOL * LPN
STUDENT ROTATIONS * MEDICAL SUPPLY DONATIONS * MUSTANG CHAMBER OF COMMERCE * NUR SING
STUDENT CLINICALS * OKC MEMORIAL MARATHON* O




Return Explanation
Reference
GENERAL KLAHOMA BLOOD INSTITUTEHEMPLOY EE PARTICIPATION * PROJECT GRADUATION * RANCHWOOD
STATEMENT | ELEMENTARY JOG-A-THON * REALITY CHECK HIGH SCHOOL PROGRAM * REGIONAL FOOD BANK *
4 RESPIRATORY STUDENT ROTATIONS * ROTARY CLUB EMPLOY EE PARTICIPATION * SALVATION ARMY KETTLE

CAMPAIGNEMPLOY EE PARTICIPATION * SCRUB TECH STUDENT ROTATIONS * STUDENT GOVERNING BOARD *
TORNADO RELIEF IM MUNIZATIONS * UNITED WAY /EMPLOY EE PARTICIPATION * WILD FIRE RELIEF * Y UKON
CHAMBER OF COMM ERCE * Y UKON COMMUNITY EDUCATION ADVISORY COUNCIL/EMPLOY EE PARTICIPATION *
Y UKON MIDDLE SC HOOL HEALTH FAIR * Y UKON SENIOR HEALTH AND FITNESS DAY * YUKON TRAILS TASK
FORCEEMPLOY EE PARTICIPATION INTEGRIS GROVE HOSPITAL * BLOOD DRIVES * BREAST CANCER
AWARENESS LUNCHEON * CAMP BANDAGE * CHRISTIAN MEDICAL CENTER/DONATION * DELAWARE COUNTY
HEALTH FAIR * FAIRLAND PUBLIC SCHOOLS SPORTS PHY SICALS * JAY DUATHALON * JAY SENIOR FAIR *
JINGLE BELL 5K RUN* P RESENTATIONS TO COMMUNITY GROUPS * REC DAY WELLNESS FAIR * REGIONAL
FOOD BANK DRIVE * ROTA RY PARK DONATION * STUDENT GOVERNING BOARD * STUFF THE BUS * TODAY'S
HEALTHY OUTLOOK NEWSL ETTER * TOWNSEND CHILDREN'S FUND * TRI STATE Y MCA AND GRAND LAKE

Y MCA/EMPLOY EE SUPPORT * T URKEY TOSS * Y MCA HEALTH FAIRS INTEGRIS HEALTH EDMOND *
BUTTERFIELD MEMORIAL FOUNDATION/EM PLOY EE PARTICIPATION * COLON CANCER AWARENESS TALK *
DIABETES EDUCATION * EDMOND CHAMBER O F COMMERCE * LEADERSHIP EDMOND VOLUNTEER
DAY/EMPLOY EE PARTICIPATION * LUNG DISEASE LUNCH A ND LEARN * PREVENTION AND TREATMENT OF
BROKEN HIPS * STROKE AWARENESS TALK * TURKEY TOSS * UCO ADVISORY BOARD/EMPLOY EE
PARTICIPATION * UCO INTERNSHIP PRACTICUM PROGRAMEMPLOY EE PAR TICIPATION * UCO LEADERSHIP
CLASS MEETING/SPACE PROVIDED * UCO POST CONFERENCE MEETING/SPA CE PROVIDED * UCO TRANSITIONS
CLASS MEETING/SPACE PROVIDED * UNDERSTANDING ALZHEIMER'S AND DEMENTIA PRESENTATION * WOMEN'S
HEALTH FORUM* Y OUTH LEADERSHIP EDMONDYMEETING SPACE PROV IDED INTEGRIS SOUTHWEST MEDICAL
CENTER, OKLAHOMA CITY * ACES SUPPORT GROUP * AMERICAN HOSP ITAL ASSOCIATION MEETING/SPACE
PROVIDED * AMY OTROPHIC LATERAL SCLEROSIS SUPPORT GROUP* AU A STUDENT ROTATIONS * BLOOD
PRESSURE SCREENINGS * BRAIN INJURY SUPPORT GROUP * BREAST CANC ER AWARENESS DAY * CANCER
TUMOR REGISTRY * CHAMBERS OF COMMERCEEMPLOY EE PARTICIPATION * C ROSSROADS MALL
DEVELOPMENT/EMPLOY EE PARTICIPATION * GOV FALLIN FEED OKLAHOMA FOOD DRIVE/M EETING SPACE
PROVIDED * GREATER OKLAHOMA CITY HOSPITAL COUNCIL/MEETING SPACE PROVIDED * LI MB LOSS SUPPORT
GROUP * LVAD SUPPORT GROUP * MEALS ON WHEELS * MUSCULAR DY STROPHY ASSOCIAT IONEMPLOY EE
PARTICIPATION * OCCUPATIONAL THERAPY STUDENT ROTATIONS * OKLAHOMA BAPTIST UNIVERSITY
CONFERENCE/MEETING SPACE PROVIDED * OKLAHOMA CITY COMMUNITY COLLEGE MEETING/SPACE PROVIDED
* OKLAHOMA CITY POLICE PRESENTATION * OKLAHOMA CITY UNIVERSITY MEETING/SPACE PROV IDED *
OKLAHOMA STATE STROKE SY STEMS ADVISORY COMMITTEEEMPLOY EE PARTICIPATION * OKLAHOMA STATE
STROKE SY STEMS ADVISORY COMMITTEE/MEETING SPACE PROV IDED * PHY SICAL THERAPY STUDENT
ROTATIONS * POSITIVE DIRECTIONS MENTORING PROGRAM* RADIATION THERAPY STUDENT ROTATIONS *
RECREATION THERAPY STUDENT INTERN * REDLANDS COMMUNITY COLLEGE MEETING/SPACE PROVIDED * RE
GIONAL FOOD BANK DRIVE * RESPIRATORY STUDENT ROTATIONS * ROTARY CLUB/EMPLOY EE PARTICIPATIO N
* RX FOR STROKE CLASSES * SPEECH PATHOLOGY STUDENT ROTATIONS * SPINAL CORD INJURY SUPPOR T
GROUP * STATEWIDE STROKE CONFERENCE * STROKE SUPPORT GROUP * SURGICAL SCRUB * VO-TECH ST
UDENT ROTATIONS * THINK FIRST HEADYINJURY EDUCATION * TURKEY TOSS INTEGRIS NETWORK OWNED F
ACILITIES INTEGRIS BAPTIST MEDICAL CENTER - OKLAHOMA CITY INTEGRIS BAPTIST REGIONAL HEALTH
CENTER - MIAMI INTEGRIS BASS BAPTIST HEALTH CENTER - ENID INTEGRIS BASS MEADOWLAKE - ENID
INTEGRIS CANADIAN VALLEY HOSPITAL - YUKON INTEGRIS CANCER INSTITUTE - OKLAHOMA CITY INTEG RIS
GROVE HOSFITAL - GROVE INTEGRIS HEALTH EDMOND - EDMOND INTEGRIS MENTAL HEALTH CENTER -
SPENCER INTEGRIS NORTHWEST SPECIALTY HOSPITAL (LTACH) - ENID INTEGRIS SOUTHWEST MEDICAL C
ENTER - OKLAHOMA CITY LAKESIDE WOMENS H
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PART Il LINE4A COMMUNITY BENEFIT REPORT CONTINUED | ON 'Y OUR HEALTH I ON Y OUR HEALTH IS AN
ONLINE EDUCATIONAL TOOL DESIGNED TO HELP THE COMMUNITY REMEMBER TO MAKE GOOD HEALTH CH
OICES EVERY DAY ONLINE SUBSCRIBERS HAVE ACCESS TO OUR HEALTH EXPERTS IN A CONVENIENT FORM
AT ALONG WITH DALY HEALTH TIPS, EASY TO READ ARTICLES, AND HEALTHY RECIPES YOU CAN TRY AT
HOME THE SITE FEATURES A WEEKLY SHORT VIDEO WITH EDUCATIONAL HEALTH INFORMATION ABOUT EX
ERCISE, HEALTHIER FOOD CHOICES, TIPS FOR IMPROVED MENTAL HEALTH AND MORE THE NUMBER ONE C
AUSE OF DEATH IN OKLAHOMA IS HEART DISEASE, OBESITY IN OUR STATEHAS NEARLY QUADRUPLED IN
JUST 25 YEARS, AND, WE ARE RANKED AMONG THE HGHEST IN THE COUNTRY FOR MENTAL ILLNESSES |
NTEGRIS WANTS TO WORK WITH THE COMMUNITY TO REVERSE THESE NEGATIVE TRENDS AT INTEGRIS, WE
CARE ABOUT ALL OKLAHOMANS WEWANT EVERY ONE TO LIVE LONG, HAPPY LIVES IONY OURHEALTH COM
INTEGRIS GROVE HOSPITAL SIXTY-SEVEN YEAR OLD BILL GOLDNER IS TOUGH AS NAILS HIS FAMLY SA YS
HEHAS ALWAY S HAD A HIGH TOLERANCE FOR PAIN SO WHEN HE STARTED HAVING PAIN THAT RADIAT ED
ACROSS HIS SHOULDERS AND EVENTUALLY DOWN HIS ARM, HE DIDN'T THINK IT WAS SIGNIFICANT EN OUGH
TO SEEK TREATMENT UNTIL THE PAIN INTENSIFIED AND HE BECAME SHORT OF BREATH ON JUNE 25,
GOLDNER DROVE HMSELF TO INTEGRIS GROVE HOSPITAL UPON ARRIVAL, HE TOLD THE REGISTRATI ON
CLERK THAT HEWAS HAVING CHEST PAIN AND THERE WAS AN IMMEDIATE FLURRY OF ACTIVITY AS HEWAS
WHISKED BACK INTO THE EMERGENCY ROOM GOLDNER ADMITS HE WAS A LITTLE SELF-CONSCIOUS A ND
EMBARRASSED BY ALL THE ATTENTION HE WAS GETTING BECAUSE HEHAD NO IDEA AT THE TIME THAT HE
WAS ON THE VERGE OF HAVING A HEART ATTACK [T WAS DISCOVERED IN THE CATH LAB, THAT GOL DNER
HAD AT LEAST TWO MAJOR BLOCKAGES IN HIS HEART THE RIGHT CORONARY ARTERY WAS 90 PERCE NT
BLOCKED WHILE THE POSTERIOR DESCENDING ARTERY WAS 98 PERCENT CLOSED HE NEEDED A TOTAL OF
FOUR STENTS TO CORRECT THE PROBLEM, A PROCEDURE THAT WAS DONE RIGHT THERE IN GROVE GOL
DNER'S WIFE, LINDA, ARRIVED AT THE HOSPITAL APPROXIMATELY AN HOUR AND A HALF AFTER HER HUS
BAND SHEHAD BEEN INTULSA THAT DAY AND GOT THERE AS QUICKLY AS SHE COULD "WHILE DRIVING
BACK TO GROVE FROM TULSA, IWAS REFLECTING ON OUR 44 YEARS TOGETHER FEAR WAS IN MY HEART "
REMEMBERS MRS GOLDNER "BUT THE MINUTE | ARRIVED AT INTEGRIS GROVE HOSPITAL, IT WAS AMAZING |
WAS SURROUNDED WITH LOVE AND COMPASSION BY PEOPLE WHO REALLY CARED" MR GOLDNER SAID DR
JAMES CHAPMAN AND THE ENTIRE STAFF AT INTEGRIS GROVE HOSPITAL TREATED HIMLIKEFA MLLY "THEY
MAKE YOU FEEL LIKE YOU ARE THE ONLY PERSON ON THE PLANET, WHEN | KNOW THE HOSP ITAL WAS FULL
OF OTHER PATIENTS WITH NEEDS EQUAL TO OR GREATER THAN MINE THEY LITERALLY S AVED MY LIFE"
INTEGRIS HEALTH EDMOND FIFTY -ONE-Y EAR-OLD CURTIS SMITH OF EDMOND HAD NOT BE EN FEELING WELL
HIS WIFE, CHERYL, WHO WAS AN INTENSIVE CARE NURSE FOR MANY Y EARS, THOUGHT HE MUST HAVE HAD
SOME SORT OF VIRAL INFECTION BUT AFTER A WEEKEND OF NOT BEING ABLE TO G ET OUT OF BED AND
CONTINUOUS NAUSEA AND VOMITING, SHE DECIDED TO CALL 911 SMITHWAS TAKEN TO THE EMERGENCY
ROOMAT INTEGRIS HEALTH EDMOND ON SUNDAY, JUNE 14 THERE, HE BECAME COMA TOSE AND HIS BLOOD
PRESSURE PLUNGED DANGEROUSLY LOW HEWAS GOING INTO SEPTIC SHOCK, A POT ENTIALLY DEADLY
CONDITION WHERE THE BODY STARTS TO SHUT ITSELF DOWN SEPSIS KILLS MORE THA N 258,000
AMERICANS EACH YEAR SMITH REQUIRED A VENTILATOR TO BREATHE, AND HEWAS HEAVILY SEDATED AND
NEEDED DIALY SIS FOR HIS FAILING KIDNEYS A FEEDING TUBE AND THE AMAZING DOCTOR S AND NURSES AT
INTEGRIS HEALTH EDMOND KEFT HM ALIVE "THE CARE EXPERIENCE AT INTEGRIS HE ALTH EDMOND WAS
IMPECCABLE" SAYS CHERYL "BEING AN ICU NURSE | KNEW EXACTLY WHAT WAS GOIN G ON AND WHAT
SHOULD BE DONE THE CARE TEAM NEVER MISSED A BEAT " SMITH SLOWLY STARTED TO SHOW SIGNS OF
IMPROVEMENT HE WAS WEANED OFF THE LIFE-SAVING EQUIPMENT AND MANY OF THE MED ICATIONS ONCE
THE VENT WAS REMOVED, HIS SPEECH WAS SLURRED AND HE WAS OFTEN CONFUSED THE RE WERE OTHER
SET-BACKS AS WELL, LIKE THE DEVELOPMENT OF C-DIFF IN HIS COLON AND AN INFLAM ED GALL BLADDER,
BUT THE FAMILY CREDITS THE HOSPITAL FOR LITERALLY BRINGING HM BACK FROM THE BRINK OF DEATH
THIS FATHER OF THREE WOULD SPEND FATHER'S DAY AND THE FOURTH OF JULY IN THE INTENSIVE CARE
UNIT, BEFORE BEING MOVED TO A LONG TERM CARE FACILITY AND EVENTUALLY JIM THORPE REHABILITATION
AT INTEGRIS BAPTIST MEDICAL CENTER AFTER A TOTAL OF 51 DAY S OF HOSPITALIZATION, SMITH RETURNED
HOME ON AUG 4 TODAY, SMITH CONTINUES TO RECUPERATE HE IS DEPENDENT ON A WALKER FOR
STABILIZATION AND AT TIMES REVERTS BACK TO USING A WHEH CHAIR, BUT HE IS HOPEFUL THROUGH
OUTPATIENT PHY SICAL THERAPY HEWILL EVENTUALLY REGAIN HIS STRENG TH AND MOBILITY SMITH IS
EXPECTED TO MAKE A FULL RECOVERY, THOUGH RIGHT NOW, HE FOCUSES O NONE DAY AT A TIME
INTEGRIS SOUTHWEST MEDICAL CENTER IN A SPAN OF LESS THAN 10 DAY S, JAS ON WISDOM TRANSFORMED
FROMA HEALTHY, PHYSICALLY ACTIVE MAN INTO A SERIOUSLY ILL PATIENT L YING PARALYZED AND
UNABLE TO SPEAK IN A HOSPITAL B
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GENERAL ED DOCTORS LEARNED WISDOM HAD CONTRACTED WEST NILE VIRUS - THE WORST CASE MANY OF THEM HA
STATEMENT | D EVER SEEN - AND HIS CONDITION DETERIORATED SO QUICKLY THEY WERE LEFT PUZZLED BY THE SEVE
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RITY OF HIS ILLNESS DESPITE HIS CONSCIENTIOUS EFFORTS TO ALWAY S WEAR BUG SPRAY, A MOSQUIT O
BITE SENT THE NORMAN RESIDENT'S HEALTH SPIRALING WEST NILE VIRUS IS SPREAD BY INFECTED
MOSQUITOES, AND ACCORDING TO THE CENTERS FOR DISEASE CONTROL AND PREVENTION, THE MAJORITY
OF PEOPLE (70-80 PERCENT) WHO BECOME INFECTED WITH WEST NILE VIRUS DO NOT DEVELOP ANY SY MP
TOMS LESS THAN ONE PERCENT OF INFECTED PEOPLE DEVELOP THE SEVERITY OF SY MPTOMS WISDOM EXP
ERIENCED WISDOM SPENT SIX WEEKS IN AN INTENSIVE CARE UNIT IN THEFALL OF 2013 A FEWWEEK S INA
LONG-TERM CARE FACILITY FOLLOWED BEFORE HE MOVED INTO JIM THORPE REHABILITATION AT INTEGRIS
SOUTHWEST MEDICAL CENTER FOR THREE MONTHS WISDOM STARTED FEELING LETHARGIC ON A SATURDAY
AND ENDED UP IN THE EMERGENCY ROOM BY THE FOLLOWING THURSDAY IN OCTOBER 2013 DAY S LATER,
HEWAS 90 PERCENT PARALY ZED FROM HIS HEAD TO HIS TOES HIS DIAPHRAGM AND LUNGS WE RE
SHUTTING DOWN AND HE HAD TROUBLE BREATHING DOCTORS TOLD HIM THAT HIS CONDITION WOULD C
ONTINUE TO WORSEN BEFORE IT GOT BETTER DOCTORS COULD ONLY TREAT HIS SY MPTOMS BECAUSE THER
E IS NO CURE FOR WEST NILE VIRUS, AND THE RESULTS WERE EXCRUCIATING FOR WISDOM AT TIMESHE
FELT LIKE HE WAS ON FIRE AND EVENTUALLY HIS WEIGHT DECREASED FROM 220 POUNDS TO 160 POUN DS
WISDOM'S CONDITION WAS SO SEVERE THAT HE ENTERED THERAPY AT INTEGRIS JIM THORPE REHABI
LITATION ON A BREATHING MACHINE, UNABLE TO MOVE AT ALL DURING MORE THAN THREE MONTHS AS A N
INPATIENT AT INTEGRIS JIM THORPE REHABILITATION, WISDOM LEARNED HOW TO WALK AGAIN AND RE
GAINED THE USE OF HIS ARMS  IN THE SPRING OF 2014, WISDOMWAS FINALLY ABLE TO RETURN HOME TO
HIS WIFE AND FOUR-Y EAR-OLD DAUGHTER LAURA HE CONTINUED OUTPATIENT REHABILITATION AND |
MPROVED SO DRAMATICALLY THAT HE WAS ABLE TO WALK IN THE 10TH ANNUAL INTEGRIS JIM THORPE RE
HABILITATION COURAGE RUN IN OCTOBER 2014 - ALMOST EXACTLY ONE YEAR AFTER HE FIRST WENT TO THE
EMERGENCY ROOM LAKESIDE WOMEN'S HOSPITAL, INTEGRIS NETWORK IT WAS ON HER 51ST BIRTHDA Y,
THAT DEBRA HARDEMAN LEARNED SHE HAD BREAST CANCER A WEEK BEFORE TAKING A VACATION WITH
HER HUSBAND, HARDEMAN HAD A 3D MAMMOGRAM TO FURTHER INVESTIGATE A NEW MARKING ON HER
BREA ST "ABOUT 6 TO 9 MONTHS BEFORE MY MAMMOGRAM, | HAD NOTICED WHAT | THOUGHT WAS A NEW
STRET CH MARK ON MY BREAST IHAVE MANY SO | REALLY DIDNT THINK ANY THING OF IT," ADMITS
HARDEMA N SUSAN CHAMBERS, MD, HER GYNECOLOGIST AT LAKESIDE WOMEN'S HOSPITAL, GAVE HER
THENEWS "COME TO FIND OUT, IT WASNT A STRETCH MARK AT ALL T WAS A DIMPLING OF THE SKIN
WHERE MY CANCER WAS DETECTED Y OU WOULD THINK AS A NURSE | WOULD HAVE KNOWN THE
DIFFERENCE, BUT | DIDN'T " HARDEMAN UNDERWENT AN ULTRASOUND GUIDED BIOPSY AT THE INTEGRIS
COMPREHENSIVE BRE AST CENTER DAVID BURGER, MD, CONFIRMED THE DIAGNOSIS IT WAS STAGE 1
INVASIVE DUCTAL CA RCINOMA HARDEMAN REMEMBERS DR CHAMBERS TELLING HER THAT THEY WOULD
"BEAT THIS TOGETHER " WITHIN TWO WEEKS OF THE OFFICIAL DIAGNOSIS HARDEMAN WAS SCHEDULED FOR
SURGERY AT LAKESIDE WOMEN'S HOSPITAL BREAST SURGEON DENISE RABLE PERFORMED A COMPLETE
RIGHT MASTECTOMY AND S ENTINEL NODE BIOPSY TEST RESULTS INDICATE THE CANCER WAS
SUCCESSFULLY REMOVED AND NO DISE ASED CELLS WERE FOUND IN THE SENTINEL NODES PLASTIC
SURGEON JAY ESH PANCHAL BEGAN THE RECO NSTRUCTION PROCESS FOUR WEEKS POST-SURGERY,
HARDEMAN HAD HER FIRST VISIT WITH ONCOLOGIST LARA THEOBALD, WHO SAW NO NEED FOR
CHEMOTHERAPY "IWAS ECSTATICALLY HAPPY," PROCLAIMS HAR DEMAN "IHAD AN ENTIRE TEAM OF
INTEGRIS PHY SICIANS AND NURSES TAKING CARE OF ME IT WAS B OTH AMAZING AND REASSURING TO
WITNESS AND BENEFIT FROM SUCH A COORDINATED EFFORT " HARDEMA N IS ON A MEDICATION REGIME TO
KEEP THE CANCER FROM RETURNING SHE HAS RETURNED TO WORK AN D IS HELPING CARE FOR AND
COUNSEL PATIENTS NEWLY DIAGNOSED WITH BREAST CANCER
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GENERAL PART Il LINE4A COMMUNITY BENEFIT REPORT CONTINUED WHEN OUR COMMUNITIES COME LOOKING FO R
STATEMENT | ANSWERS, WE STEP FORWARD IN SERVICE IN ITS MANY FORMS, THE ACT OF GIVING IS CALLED BY VA RIOUS
6 NAMES CHARITY OUTREACH BENEVOLENCE GENEROSITY COMMUNITY BENEFIT ~AND MANY

OTHER TERMS AT INTEGRIS, WE PREFER TO CALL OUR GIVING SPIRIT 'RETURNSHIP BECAU SE IT SIGNIFIES
OUR RETURNING - OR GIVING BACK - THROUGH ACTIVITIES THAT RESPOND TO A SPEC IFIC NEED IDENTIFIED
WITHIN THE COMMUNITIES WE SERVE 'RETURNSHIP IS JUST ONE METHOD BY W HICH WE ATTEMPT TO
QUANTIFY OUR ANNUAL IMPACT ON THE PEOPLE WE SERVE AND THE NEEDS FOR WHI CH WE PROVIDE AND
THESE NEEDS ARE ONES IN WHICH INTEGRIS HAS RESPONDED TO IN A VARIETY OF POSITIVE AND TANGIBLE
WAYS - STEPPING FORWARD WITH HEALTH-RELATED ASSISTANCE, THE CREATIO N OF NEW OUTREACH
OPPORTUNITIES, OR RENBEWED FINANCIAL AND VOLUNTEER SUPPORT FOR EXISTING P ROGRAMS
REGARDLESS OF ITS NAME, THE ACT OF GIVING IS ALWAY S A BLESSING TO THOSE WHO RECH VE THE GIFT -
AND TO THOSE WHO HELP PROVIDE IT 'RETURNSHIP RELIES ON LEADERSHIP AND STEW ARDSHIP THE
INTEGRIS FAMLLY OF SERVICES IS WIDE-RANGING AND ENCOMPASSES MANY FORMS HOSPIT ALS,
REHABILITATION CENTERS, PHY SICIAN CLINICS, MENTAL HEALTH FACILITIES, INDEPENDENT LIVI NG CENTERS
AND HOME HEALTH AGENCIES LOCATED ACROSS THE STATE THROUGH A CLEAR VISION AND D ISCIPLINED
LEADERSHIP, INTEGRIS HAS BEEN STRATEGICALLY POSITIONED ACROSS OKLAHOMA TO SERVE THE HEALTH
NEEDS OF THOSE UNDERSERVED POPULATIONS WHO NEED US THE MOST LEADERSHIP IS A V ALUABLE
COMMODITY IN ANY COMMUNITY AND IT'S A QUALITY THAT INTEGRIS PEOPLE AND INSTITUTIO NS OFFER
BOTH FREQUENTLY AND GENEROUSLY WHEN LEADERSHIP IS COMBINED WITH A STRONG SENSEO F
STEWARDSHIP - THE WILLINGNESS TO SHARE OUR HUMAN AND MONETARY RESOURCES - THEBENEFITS O F
SUCH QUALITIES ARE AS NUMEROUS AS THE BENEFICIARIES WHERE DOES THE INTEGRIS DOLLAR GO?
FISCAL YEAR 2015 BILLED CHARGE $1 00 EXPENSES *DISCOUNTS TAKEN BY MEDICARE, MEDICAID, MANA GED
CARE COMPANIES AND OTHER INSURERS 0 68 *FREE SERVIE, CHARITY CARE 0 03 *BAD DEBT EXPEN SE FROM
PATIENTS NOT PAY ING THER BILLS 0 02 *EMPLOY EE SALARIES 0 11 *EMPLOY EE HEALTH INSU RANE EXPENSE
0 01 *EMPLOY EE RETIREMENT EXPENSE 0 01 *MEDICAL, SURGICAL AND DRUG SUPPLIES 0 05 *OTHER
GENERAL SUPPLIES 0 01 *PURCHASED SERVICES FOR MAINTENANCE, LAB, AND OTHER SERVICES 0 03
*TELEPHONE, UTILITY AND RENTAL EXPENSES 0 01 *OTHER OPERATIONAL EXPENSES 0 02 TOT AL EXPENSES
0 98 FUNDS AVAILABLE FOR NEW EQUIPMENT, CONSTRUCTION AND CLINICAL PROGRAM IMPR OVEMENT 0 02
PLEASE NOTE THAT INTEGRIS IS A NOT-FOR-PROFIT COMPANY AND AS SUCH IS REQUIRED TO REINVEST ANY
BUDGET SURPLUS BACK INTO THE ORGANIZATION TO IMPROVE THE LEVEL OF SERVICE S IT PROVIDES TO THE
COMMUNITY WHILE Y OUR HEALTH PLAN OR PERSONAL PREFERENCE MAY DICTATE WHERE Y OU DECIDE TO
GO TO RECEVE CARE, COMPARING CHARGES BETWEEN LOCAL PROVIDERS FOR SIMI LAR PROCEDURES,
COMBINED WITH QUALITY DATA, MAY PROVIDEYOU WITH A BETTER OVERALL PICTURE OF THE TOTAL
VALUEYOU WILL RECEVE AT THE HOSPITAL OF Y OUR CHOICE PLEASE REMEMBER THAT C HARGE AND
QUALITY DATA ARE JUST TWO FACTORS THAT SHOULD GO INTO HEALTH CARE DECISION MAKIN G NO
SINGLE MEASURE IS INDICATIVE OF A HOSPITAL'S OVERALL PERFORMANCE BE SURE TO GATHER
INFORMATION, DISCUSS IT WITH Y OUR DOCTOR AND FEEL FREE TO CALL THE HOSPITAL TO ASK QUESTIO NS
A HOSPFITAL'S REPUTATION IN THE COMMUNITY, LEVEL OF PATIENT SATISFACTION AND OTHER FACT ORS
SHOULD ALSO BE CONSIDERED IN Y OUR FINAL SELECTION PROCESS INTEGRIS PROVIDED $53,457,8 47 IN
COMMUNITY BENEFITS INCLUDING THE COST OF BAD DEBT THIS INCLUDES OUR RETURNSHIP, COM MUNITY
BUILDING EFFORTS, UNCOMPENSATED SERVICES AND MEDICAID SERVICES RETURNSHIP RETURNSH IP
EPITOMIZES OUR MISSION OF GIVING BACK TO OUR COMMUNITY  IT TAKES THE FORM OF HUNDREDS O F
PROGRAMS AND ACTS OF CHARITY PROVIDED DALY ACROSS THE STATE OF OKLAHOMA - FREE HEALTH S
CREENINGS, SUPPORT GROUPS, MEDICAL SERVICES, EDUCATIONAL PROGRAMS, HEALTH FAIRS AND MORE A
S REFLECTED IN THE PREVIOUS PAGES OUR RETURNSHIP EFFORTS EQUALED $5,320,995 COMMUNITY BUI
LDING COMMUNITY BUILDING IS ANOTHER VITAL WAY WE GIVE BACK THESE EFFORTS ADDRESS THE ROOT
CAUSES OF HEALTH PROBLEMS SOME OF OUR ACTIVITIES IN COMMUNITY BUILDING ARE PHY SICAL IMPR
OVEMENTS IN HOUSING, ECONOMIC DEVELOPMENT, COMMUNITY SUPPORT, ENVIRONMENTAL ENHANCEMENTS
A ND ADVOCACY FOR ADVANCEMENTS IN COMMUNITY HEALTH OUR COMMUNITY BUILDING EFFORTS
EQUALED $ 396,491 UNCOMPENSATED SERVICES AND MEDICAID SERVICES UNCOMPENSATED SERVICES ARE
THE COSTS OF PROVIDING FREE AND REDUCED-COST CARE AS A SY STEM OF NOT-FOR-PROFIT HOSPITALS,
INTEGRIS PROVIDES SERVICES TO EVERY ONE, REGARDLESS OF THE ABILITY TO PAY FOR THEIR INSURANCE
COVER AGE THUS, WE PROVIDE A MUCH NEEDED SAFETY NET FOR MEMBERS OF OUR COMMUNITY WHO
WOULD OTHE RWISE HAVE NO ACCESS TO MEDICAL CARE CHARITY CARE COSTS AREBASED ON THE
OVERALL HOSPITAL COST-TO-CHARGE RATIOS INTEGRIS ALSO PROVIDES CARE TO PATIENTS WHO QUALIFY
FOR MEDICAID P ROGRAMS INTEGRIS PROVIDED CHARITY CARE AND MEDICA
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GENERAL ID SERVICES AT AN ESTIMATED COST OF $28,438,627 BAD DEBT IN ADDITION, INTEGRIS INCURRED BA
STATEMENT 6 D DEBT WITH AN ESTIMATED COST OF $19,301,734 BASED ON THE OVERALL HOSPITAL COST-TO-

CHARGERATIO
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PART V QUESTION 1A AND 2A PART V QUESTION 1A - INTEGRIS HEALTH, INC, AS THE PARENT ENTITY OF THE INTEGRIS
HEALTH SYSTEM, PAY S ALL VENDORS FOR SERVICES PROVIDED TO ALL ENTITIES WITHIN THE SYSTEM ACCORDINGLY,
COMPENSATION PAID TO INDEPENDENT CONTRACTORS IS REPORTED ON THE FORM 1096, ANNUAL SUMMARY AND
TRANSMITTAL OF US INFORMATION RETURNS OF INTEGRIS HEALTH, INC, EIN 73-1192764 EXPENSES ARE ALLOCATED TO
AND REIMBURSED BY INDIVIDUAL ENTITIES WITHIN THE SY STEM, AND REPORTED ON THEIR RESPECTIVE FORMS 990, PART
VI, SECTION B AND PART X, AS APPROPRIATE PART V QUESTION 2A - THE SALARIES REFLECTED ON FORM 990, PART IX,|
LINE7, WERE ALL REPORTED ON THE FORM 941 EMPLOY ER'S QUARTERLY FEDERAL TAX RETURN, OF INTEGRIS HEALTH,
INC EIN73-1192764 THESE SALARIES WERE REIMBURSED TO INTEGRIS HEALTH, INC AND WERE INCLUDED IN THE NUMBER
OF EMPLOY EES ON INTEGRIS HEALTH, INC'S FORMW-3 THE NUMBER OF EMPLOY EES REPORTED ON PART V, LINE 2A
REPRESENTS THE NUMBER OF FULL TIME EMPLOY EES, AS DETERMINED BY FTE HOURS WORKED, FOR THE FILING
ORGANIZATION DURING THE 2014 TAX YEAR
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GENERAL PART VI SECTION A GOVERNING BODY AND MANAGEMENT PART VI QUESTION 2 - THE FILING ORGANIZATION IS A
STATEMENT 8 | MEMBER OF AN INTEGRATED HEALTHCARE SY STEM CONTROLLED BY INTEGRIS HEALTH, INC (SYSTEM) THE FOLLOWING
OFFICERS AND DIRECTORS OF THE FILING ORGANIZATION HAVE A BUSINESS RELATIONSHIP WITH ONE ANOTHER BY
VIRTUE OF THER POSITIONS AS OFFICERS, DIRECTORS, OR EMPLOY EES OF RELATED ENTITIES WITHIN THE SYSTEM C
BRUCE LAWRENCE BETHA PAUCHNIKK DAVID R HADLEY
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GENERAL PART VI SECTION A GOVERNING BODY AND MANAGEMENT PART VI QUESTIONS 6, 7A AND 7B - INTEGRIS HEALTH, INC IS
STATEMENT 9 | THE SOLE MEMBER OF INTEGRIS AMBULATORY CARE CORPORATION AS SUCH IT HAS THE POWER (1) TO ELECT THE
DIRECTORS OF THE CORPORATION AND TO REMOVE THE ENTIRE BOARD OF DIRECTORS OR ANY INDIVIDUAL DIRECTOR AT
ANY TIME WITH OR WITHOUT CAUSE, (2) TO APPROVE OR DISAPPROVE ANY ACTION TAKEN BY THE BOARD OF
DIRECTORS AMENDING, ALTERING, CHANGING OR REPEALING THE BY LAWS, AND (3) TO VOTE ON ALL MATTERS WHERE
THE AUTHORIZATION OR APPROVAL OF THE SOLE MEMBER IS REQUIRED BY THE CERTIFICATE OF INCORPORATION, THE

BYLAWS OR STATE LAW
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GENERAL PART VI SECTION B POLICIES PART VI QUESTION 11B - THE ORGANIZATION IS A MEMBER OF AN INTEGRATED
STATEMENT | HEALTHCARE SY STEM CONTROLLED BY INTEGRIS HEALTH, INC (SYSTEM) THE SYSTEMHAS A SINGLE AUDIT
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COMPLIANCE COMMITTEE WHICH OVERSEES THE CONSOLIDATED FINANCIAL STATEMENT AUDIT AS WELL AS THE FILING
OF FEDERAL AND STATE TAX FORMS THE SY STEM ENGAGES A PAID PREPARER EXPERIENCED IN THE PREPARATION OF
FORM 990 TO PREPARE THE FORM A DRAFT FORM 990 IS PROVIDED TO THE SY STEM VICE PRESIDENT OF FINANCIAL
REPORTING FOR REVIEW A FINAL FORM 990 IS GIVEN TO THE SY STEM CHIEF FINANCIAL OFFICER FOR REVIEW,
APPROVAL, AND SIGNATURE THE FINAL FORM 990 IS MADE AVAILABLE TO THE ORGANIZATIONS BOARD OF DIRECTORS,
AS WELL AS TO THE 8Y STEM'S AUDIT/COMPLIANCE COMMITTEE, FOR REVIEW PRIOR TO FILING THE RETURN
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PART VI SECTION B POLICIES PART VI QUESTION 12C - THE FILING ORGANIZATION IS A MEMBER OF AN INTEGRATED
HEALTHCARE SY STEM CONTROLLED BY INTEGRIS HEALTH, INC (INTEGRIS OR SYSTEM) CONFLICT OF INTEREST IS
ADDRESSED IN THE INTEGRIS CODE OF CONDUCT ALL SYSTEM EMPLOY EES RECEIVE TRAINING DURING NEW EMPLOY EE
ORIENTATION AND ARE INSTRUCTED TO REPORT ANY POSSIBLE CONFLICTS, TO REFER ANY CONFLICT OF INTEREST
QUESTIONS TO THE SY STEM'S COMPLIANCE OFFICER OR THROUGH THE ANONY MOUS INTEGRITY LINE ALL NEW
MANAGERS RECEIVE ADDITIONAL TRAINING ON CONFLICT OF INTEREST POLICIES DURING LEADERSHIP TRAINING LEGAL
SERVICES REVIBNS ALL CONTRACTS FOR CONFLICTS OF INTEREST INTERNAL AUDIT CONDUCTS AUDITS FOR POSSIBLE
CONFLICTS OF INTEREST BASED ON THEIR ANNUAL RISK ASSESSMENT CORPORATE COMPLIANCE INCLUDES
ASSESSMENTS FOR CONFLICTS OF INTEREST IN ITS ANNUAL WORK PLAN AND CONDUCTS SPECIALIZED TRAINING FOR
HIGH RISK AREAS THE GOVERNANCE COMMITTEE, A COMMITTEE OF THE INTEGRIS HEALTH BOARD COMPRISED OF
INDEPENDENT BOARD MEMBERS, REVIEWS AND APPROVES ANY AND ALL PROPOSED BUSINESS TRANSACTIONS BETWEEN
ANY ENTITY OF INTEGRIS AND A DISQUALIFIED PERSON
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GENERAL PART VI SECTION B POLICIES PART VI QUESTION 15B - THE FILING ORGANIZATION IS A MEMBER OF AN INTEGRATED
STATEMENT | HEALTHCARE SY STEM CONTROLLED BY INTEGRIS HEALTH, INC (INTEGRIS OR SY STEM) COMPENSATION FOR VICE
12 PRESIDENTS IS ANALY ZED BY AN INDEPENDENT HEALTH CARE CONSULTING FIRM THE ANALY SIS INCLUDES A FAIR

MARKET VALUE ASSESSMENT AND ESTABLISHMENT OF A RANGE FOR EACH POSITION BASED ON RESEARCH OF
COMPARABLE HEALTH CARE SY STEMS OF SIMILAR SIZE THE REPORT AND RECOMMENDED COMPENSATION LEVELS FOR
EACH EXECUTIVE MANAGEMENT POSITION IS REVIEWED AND APPROVED BY THE COMPENSATION COMMITTEE OF THE
INTEGRIS HEALTH BOARD OF DIRECTORS AND ULTIMATELY THE FULL BOARD OF DIRECTORS THE MINUTES OF BOTH THE
COMPENSATION COMMITTEE AND BOARD OF DIRECTORS REFLECTS A REVIEW OF THE COMPARABILITY DATA, THE
EXECUTIVE PERFORMANCE REVIEWS AND THE DECISION-MAKING PROCESS




Return Explanation
Reference
GENERAL PART VI SECTION C DISCLOSURE PART VI QUESTION 19 - THE ORGANIZATION DOES NOT MAKE ITS FINANCIAL
STATEMENT STATEMENTS, GOVERNING DOCUMENTS AND CONFLICTS OF INTEREST POLICY AVAILABLE TO THE PUBLIC HOWEVER,
13 THE FINANCIAL STATEMENTS OF THE ORGANIZATION ARE INCLUDED IN THE CONSOLIDATED FINANCIALS FOR INTEGRIS

HEALTH, INC, A RELATED CORPORATION THESE CONSOLIDATED FINANCIALS ARE DISCLOSED FOR BOND COMPLIANCE
PURPOSES USING DIGITAL ASSURANCE CERTIFICATION
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GENERAL PART VIl SECTION B INDEPENDENT CONTRACTORS INTEGRIS CARDIOVASCULAR PHY SICIANS $682,868 PHY SICIANS, LLC
STATEMENT 3545 NW 58TH, SUITE 450 OKLAHOMA CITY, OK 73112 MORRIS & DICKSON CO LTD PHARMACEUTICAL DISTRIBUTOR
14 $142,523 PO BOX 51367 SHREVEPORT, LA 71135 MICHAEL R SEIKEL MD PHY SICIAN $140,377 3433 NwW 56 SUITE 210

OKLAHOMA CITY, OK 73112 DIAGNOSTIC LAB OF OKLAHOMA REFERENCE LAB $213,435 225 NE 97TH STREET
OKLAHOMA CITY, OK 73114 SOONER ANSWER SERVICE INC ANSWERING SERVICES $140,070 501 W EDMOND ROAD
EDMOND, OK 73003
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GENERAL PART X| RECONCILIATION OF NET ASSETS, LINE 9 INCOME FROM SUBSIDIARY - WESTERN VILLAGE ACADEMY 100%
STATEMENT 15 <217,844> INVESTMENT IN WESTERN VILLAGE ACADEMY 500,000 ---------- TOTAL $282,156
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k= Attach to Form 990.

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

Name of the organization Employer identification number
INTEGRIS Ambulatory Care Corporation

73-1192765 .
IEEREHEl 1dentification of Disregarded Entities Complete If the organization answered "Yes" on Form 990, Part IV, line 33.
(a) (b) (c) (d) (e) N
Name, address, and EIN (if applicable) of disregarded entity Pnmary activity Legal domicile (state Total iIncome End-of-year assets Direct controlling
or foreign country) entity

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

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

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



Schedule R (Form 990) 2014

Page 2

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

(a) (b) (c) (d) (e) (9) (h) (i) 6)] (k)
Name, address, and EIN of Primary activity | Legal Direct Predominant | Share of total| Share of end- |Disproprtionate| Code V-UBI | General or| Percentage
related organization domicile| controlling |income(related, income of-year allocations? amount In | managing ownership

(state or entity unrelated, assets box 20 of partner?

foreign excluded from Schedule K-1

country) tax under (Form 1065)

sections 512-
514)
Yes No Yes | No
(1) BMPA LTD 73-1228665 MED OFFICE OK NA N/A
BLDG

OKLAHOMA CITY OK 73112
OKLAHOMA CITY, OK 73112
(2) QC-III 20-8723857 MEDICAL OK NA N/A
OKLAHOMA CITY OK 73112
OKLAHOMA CITY, OK 73112
(3) DIAGNOSTIC LAB 73-1560760 CLINICAL LAB NJ NA N/A
LYNDHURST NJ 07071
LYNDHURST, NJ 07940
(4) MPI CENTER 73-1283942 MEDICAL OK IACC RELATED 189,924 455,776 No 0| Yes 50 000 %
OKLAHOMA CITY OK 73112
OKLAHOMA CITY, OK 73112
(5) HILLCRESTINTEGRIS HEALTH LLC DORMANT OK NA N/A
OKLAHOMA CITY OK 73112
OKLAHOMA CITY, OK 73112
(6) LAKESIDE 73-1493662 MEDICAL OK IACC RELATED 2,191,549 18,905,850 No 750 | Yes 78 067 %
OKLAHOMA CITY OK 73112
OKLAHOMA CITY, OK 73112

-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)

Name, address, and EIN of

related organization

(b)

Primary activity

(c)

Legal
domicile
(state or foreign
country)

(d)
Direct controlling
entity

(e)
Type of entity
(C comp, S
corp,
or trust)

)
Share of total
Income

(9)
Share of end-

of-year
assets

See Addritional Data Table

(h) 0]
Percentage Section 512
ownership (b)(13)

controlled
entity?
Yes No

Schedule R (Form 990) 2014



Schedule R (Form 990) 2014 Page 3

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

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

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

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

(a) (b) (c) (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)
(1) LAKESIDE WOMEN'S HOSPITAL LLC B 377,514 FMV
(2) LAKESIDE WOMEN'S HOSPITAL LLC P 377,514 FMV

Schedule R (Form 990) 2014
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Page 4

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

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

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

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

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

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

foreign unrelated, organizations? of Schedule

country) |excluded from K-1

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

Schedule R (Form 990) 2014
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.m Supplemental Information

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

Return Reference Explanation

Schedule R (Form 990) 2014



Additional Data

Software ID:
Software Version:
EIN: 73-1192765
Name: INTEGRIS Ambulatory Care Corporation

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

(a) (b) (o) (d) (e) (f) (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section512
(state section status entity (b)(13)
or foreign country) (if section 501 (c) controlled
(3)) entity?
Yes No
(1)INTEGRIS HEALTH INC HEALTH CARE OK 501(C)(3) LINE 11-1 NA No

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112
73-1192764

(1)INTEGRIS HOSPICE INC HEALTH CARE oK 501(C)(3) LINE 9 IH No

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112
73-1369586

(2)INTEGRIS BAPTIST MEDICAL CENTER INC HEALTH CARE oK 501(C)(3) LINE 3 IH No

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112
73-1034824

(3)INTEGRIS RURAL HEALTH INC HEALTH CARE oK 501(C)(3) LINE 3 IH No

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112
73-1444504

(4)INTEGRIS SOUTHWEST MEDICAL CENTER INC HEALTH CARE oK 501(C)(3) LINE 3 IH No

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112
73-1089149

(5)INTEGRIS HEALTH FOUNDATION INC FUNDRAISING oK 501(C)(3) LINE 7 IH No

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112
73-1047338

(6) WESTERN VILLAGE ACADEMY SCHOOL oK 501(C)(3) LINE 2 IACC Yes

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112
73-1588764

(7)INTEGRIS HEALTH EDMOND INC HEALTH CARE oK 501(C)(3) LINE 3 IH No

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112
45-1027361

(8)INTEGRIS MENTAL HEALTH INC HEALTH CARE oK 501(C)(3) LINE 3 IH No

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112
73-0738716




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

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

Yes

INTEGRIS PROHEALTH INC

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112

73-1046179

(b)

Primary activity

No

RETAIL
PHARMACY

(o)
Legal Domicile
(State or
Foreign
Country)

OK

(d)

(e)

Direct Controlling Type of entity

NA

Entity

(C corp, S corp,
or trust)

C Corp

(f)
Share of total
Income

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

(i)
Section 512(b)
(13) controlled

entity?

THE STANLEY FHUPFELD CHAR
REMAIN TRUST

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112

26-6238051

FINANCIAL

OK

NA

Trust

QUALITY ALLIANCE ASSURANCE CO
PO BOX 10027

GRAND CAYMAN KYI-1001

CJ

98-1060671

INSURANCE

CJ

NA

C Corp

BAPTIST HEALTH SYSTEM INC
5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112

DORMANT

OK

NA

C Corp

ONE CARE INC
5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112

DORMANT

OK

NA

C Corp

VADOVATIONS INC

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112

27-0821922

HEALTH CARE

OK

NA

C Corp

INTEGRIS HEALTH PARTNERS LLC
5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112

45-3482852

HEALTH CARE

OK

NA

C Corp

INTEGRIS CARDIOVASCULAR
PHYSICIANS LLC

5300 NINDEPENDENCE AVE STE 130
OKLA CITY, OK 73112

45-2867352

HEALTH CARE

OK

NA

C Corp




