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Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private

» Do not enter soclal security numbers on this form as 1t may be made public
» Information about Form 990 and its instructions 1s at www IRS gov/form990

OMB No 1545-0047

2015

Open to Public

Inspection

A For the 2015 calendar year, or tax year beginning 01-01-2015

B Check If applicable
I_ Address change
I_ Name change
I_ Initial return

|_ Final

return/terminated
|_Amended return
I_Appl|cat|on pending

, and ending 12-31-2015

C Name of organization
HENRY FORD HEALTH SYSTEM

Doing business as

D Employer identification number

38-1357020

Number and street (or P O box If mail i1s not delivered to street address)
ONE FORD PLACE - 5F

Room/suite

E Telephone number

(313)876-8714

City or town, state or province, country, and ZIP or foreign postal code
DETROIT, MI 48202

G Gross receipts $ 2,806,854,555

F Name and address of principal officer
EDWARD G CHADWICK

ONE FORD PLACE

DETROIT,MI 48202

I Tax-exempt status

[V 501(c)(3) [ 501(c)( ) A{msertno) [ 4947(a)(1)or [ 527

J Website:» WWW HENRYFORD COM

H(c)

subordinates?
No

H(b) Are all subordinates

included?

H(a) Is this a group return for

-
[TYes [ No

Yes [

If"No," attach a list (see instructions})

Group exemption humber »

K Form of organization

|7 Corporation I_ Trust I_ Association I_ Other P

L Year of formation 1915

M State of legal domicile MI

EXEW summary

1 Briefly describe the organization’s mission or most significant activities
TO IMPROVE PEOPLE'S LIVES THROUGH EXCELLENCE IN THE SCIENCE AND ART OF HEALTH CARE AND
HEALING VISION TRANSFORMING LIVES AND COMMUNITIES THROUGH HEALTH AND WELLNESS-ONE PERSON AT A
v TIME
Q
o
<
£
g
8 2 Check this box » [ if the organization discontinued its operations or disposed of more than 25% of its net assets
3
‘j‘,“ 3 Number of voting members of the governing body (Part VI, line 1a) 3 20
é 4 Number of iIndependent voting members of the governing body (Part VI, line 1b) 4 15
‘3 5 Total number of Individuals employed in calendar year 2015 (Part V, line 2a) 5 20,649
< 6 Total number of volunteers (estimate If necessary) 6 898
7a Total unrelated business revenue from Part VIII, column (C), line 12 7a 12,398,382
b Netunrelated business taxable income from Form 990-T, line 34 7b -9,284,368
Prior Year Current Year
Contributions and grants {(Part VIII, line 1h) 80,279,041 80,345,662
% 9 Program service revenue (Part VIII, line 2g) 2,236,320,648 2,507,919,121
% 10 Investment income (Part VIII, column (A}, lines 3,4, and 7d } 15,172,636 4,726,907
o« 11 Other revenue (Part VIII, column (A}, lines 5, 6d, 8c, 9¢c,10c,and 11e) 74,635,676 93,166,969
12 Icht)aI revenue—add lines 8 through 11 {(must equal Part VIII, column (A}, line 2,406,408,001 2,686,158,659
13 Grants and similar amounts paid (Part IX, column (A), ines 1-3) 3,652,379 3,873,605
14 Benefits paid to or for members (Part IX, column (A), line 4) 0 0
¢ 15 gﬁllagl)es, other compensation, employee benefits (Part IX, column (A}, lines 1,303,591,581 1,401,491,048
%]
T 16a Professional fundraising fees (Part IX, column (A), line 11e) 91,559 100,290
5 b Total fundraising expenses (Part IX, column (D), line 25) » 3,869,657
17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24e) 1,093,041,963 1,167,627,439
18 Total expenses Addlines 13-17 (must equal Part IX, column (A}, line 25) 2,400,377,482 2,573,092,382
19 Revenue less expenses Subtract line 18 from line 12 6,030,519 113,066,277
w
Sg Beginning of Current Year End of Year
8
R
3; 20 Total assets (Part X, line 16} 1,966,291,673 2,048,146,134
;g 21 Total llabilities (Part X, line 26) 1,358,342,375 1,347,588,340
ZE 22 Net assets or fund balances Subtract line 21 from line 20 607,949,298 700,557,794

m 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) 1s based on all information of which
preparer has any knowledge

2016-11-10
Sign Signature of officer Date
Here EDWARD G CHADWICK EVP/CFO
Type or print name and title
Print/Type preparer's name Preparer's signature Date PTIN
. Check [ if | poo121981
self-employe
Paid i-employed
Firm's name  # DELOITTE TAX LLP Firm's EIN » 86-1065772
Preparer
Firm's address # 200 RENAISSANCE CENTER SUITE 3900 Phone no (313) 396-3000
Use Only
DETROIT, MI 48243

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

. [ Yes [ No

For Paperwork Reduction Act Notice, see the separate instructions.

Cat No 11282Y
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Form 990 (2015) Page 2
[ZIfEii] Statement of Program Service Accomplishments

Check if Schedule O contains a response or notetoany himeinthisPartIII . . . . . . . . . . . . . .«

1

Briefly describe the organization’s mission

AS ONE OF THE NATION'S LEADING INTEGRATED HEALTH SYSTEMS, IT IS THE MISSION OF HENRY FORD HEALTH SYSTEM TO
IMPROVE HUMAN LIFE THROUGH THE EXCELLENCE OF THE SCIENCE AND ART OF HEALTH CARE AND HEALING SINCE ITS
FOUNDING IN 1915, HFHS HAS BEEN COMMITTED TO PROVIDING HEALTH SERVICES AND IMPROVING THE QUALITY OF LIFE OF
ALLOF THE CITIZENS OF THE COMMUNITIES IT SERVES REGARDLESS OF THEIR FINANCIAL CIRCUMSTANCES THE
ORGANIZATION PROVIDES HEALTH CARE DELIVERY,INCLUDING ACUTE, SPECIALTY, PRIMARY AND PREVENTATIVE CARE
SERVICES BACKED BY EXCELLENCE IN RESEARCH AND EDUCATION

Did the organization undertake any significant program services during the year which were not listed on

the prior Form 990 0r 990-EZ? . v v & v« e e e e e e e e e e [“Yes [«No
If"Yes," describe these new services on Schedule O

Did the organization cease conducting, or make significant changes in how 1t 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

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 $ 1,109,422,099 including grants of $ 2,811,383 ) (Revenue $ 1,131,308,126 )

INPATIENT HOSPITALS HENRY FORD HEALTH SYSTEM IS HONORED TO BE THE ONLY ORGANIZATION IN MICHIGAN AND ONE OF FOUR NATIONALLY TO RECEIVE THE
2011 MALCOLM BALDRIGE NATIONAL QUALITY AWARD FOR PERFORMANCE EXCELLENCE A KEY FACET OF OUR AWARD-WINNNING OPERATIONS IS THE
COMMUNITY PILLAR, SUPPORTING OUR VISION OF TRANSFORMING LIVES AND COMMUNITIES THROUGH HEALTH AND WELLNESS-ONE PERSON AT A TIME THE
ORGANIZATION OPERATES HENRY FORD HOSPITAL (HFH), AN 877 BED TERTIARY CARE HOSPITAL, EDUCATION AND RESEARCH COMPLEX IN THE NEW CENTER
AREA OF DETROIT, MICHIGAN THE HOSPITAL IS RECOGNIZED FOR CLINICAL EXCELLENCE AND INNOVATION IN THE FIELDS OF CARDIOLOGY AND
CARDIOVASCULAR SURGERY, NEUROLOGY AND NEUROSURGERY, ORTHOPEDICS AND SPORTS MEDICINE, AND TREATMENT OF PROSTATE, BREAST AND LUNG
CANCERS AMONG OTHERS THE HOSPITAL IS A MULTI-ORGAN TRANSPLANT CENTER AND LEVEL 1 TRAUMA CENTER THE HOSPITAL HAD REVENUES OF MORE THAN
$907 MILLION AND MORE THAN 40,000 ADMISSIONS DURING 2015 1061 MEDICAL RESIDENTS & FELLOWS ALONG WITH 748 MEDICAL STUDENTS PARTICIPATED IN
THE ORGANIZATION'S VARIOUS EDUCATIONAL PROGRAMS WEST BLOOMFIELD HOSPITAL, AN OPERATING UNIT OF HFHS,OFFERS COMPREHENSIVE MEDICAL CARE,
INCLUDING 24-HOUR EMERGENCY CARE, NEUROSCIENCES, WOMEN'S AND CHILDREN'S HEALTH, ORTHOPAEDICS, DIAGNOSTIC TESTING AND A WELLNESS CENTER
WITH COMPLEMENTARY THERAPIES A GREENHOUSE GROWS ORGANIC PRODUCE FOR PATIENTS, STAFF AND COMMUNITY HENRY FORD WEST BLOOMFIELD
EARNED THE BABY FRIENDLY HOSPITAL DESIGNATION IN 2015, BY HFWB IMPLEMENTING 10 IMPORTANT STEPS,HFWB JOINED ALMOST 300 HOSPITALS NATIONWIDE
TO OFFER OPTIMAL CARE FOR INFANT FEEDING AND MOTHER/BABY BONDING SINCE OPENING, OBSTETRICS VOLUME AS GROWN STEADILY AND IN 2015, 2,149
NEWBORNS WERE WELCOMED INTO THE WORLD AT HFWB HOSPITAL TO COMPLEMENT THE SERVICES AT ITS BREAST CENTER HFWB IS THE FIRST HOSPITAL IN
THE SYSTEM TO ADD TOMOSYNTHESIS TECHNOLOGY FOR IMAGING OF DENSE BREASTS THE HOSPITAL HAD REVENUES OF $224 MILLION, AND ADMITTED 13,947
PATIENTS DURING 2015 TEACHING, RESEARCH, AND ADVANCED PATIENT CARE MAKE HFHS A PREMIER ACADEMIC MEDICAL CENTER AFFILIATED WITH WAYNE
STATE UNIVERSITY'S SCHOOL OF MEDICINE, HENRY FORD PROVIDES INNOVATIVE PHYSICIAN TRAINING PROGRAMS AND COLLABORATES ON LEADING-EDGE
MEDICAL RESEARCH HENRY FORD MEDICAL EDUCATION OVERVIEW MEDICAL EDUCATION PROGRAMS OFFERED BY HENRY FORD HEALTH SYSTEM INCLUDE
UNDERGRADUATE, GRADUATE, CONTINUING, AND ALLIED HEALTH TRAINING PROGRAMS THROUGHOUT SOUTHEAST MICHIGAN THE SYSTEM'S FLAGSHIP HOSPITAL,
HENRY FORD HOSPITAL IN DETROIT, IS ONE OF THE NATION'S LARGEST RESEARCH CENTERS, WITH MORE THAN $70 MILLION IN RESEARCH FUNDING FROM THE
NATIONAL INSTITUTES OF HEALTH AND OTHER SOURCES AS ONE OF THE LARGEST MEDICAL EDUCATION TEACHING CENTERS IN THE NATION, HENRY FORD
TRAINS MORE THAN 1,000 DOCTORS EVERY YEAR HENRY FORD HOSPITAL DOCTORS TRAIN MORE THAN 700 MEDICAL SCHOOL STUDENTS, 900 RESIDENTS AND
150 FELLOWS ACROSS 46 DIFFERENT AREAS OF MEDICINE EVERY YEAR HENRY FORD HOSPITAL RESIDENCY AND FELLOWSHIP PROGRAMS ARE NATIONALLY
ACCREDITED M D (DOCTORATE OF MEDICINE) TRAINING PROGRAMS HENRY FORD MACOMB HOSPITALS AND HENRY FORD WYANDOTTE HOSPITAL TRAIN MORE
THAN 200 MEDICAL STUDENTS AND 200 RESIDENTS EVERY YEAR THESE HOSPITALS OFFER NATIONALLY ACCREDITED D O (DOCTORATE OF OSTEOPATHIC
MEDICINE) AND D P M (DOCTORATE OF PODIATRIC MEDICINE) TRAINING PROGRAMS AS TEACHING PHYSICIANS, HENRY FORD MEDICAL GROUP DOCTORS ARE
ALSO FACULTY MEMBERS AT THE WAYNE STATE UNIVERSITY SCHOOL OF MEDICINE, AND MANY OTHER HENRY FORD TEACHING DOCTORS ARE FACULTY MEMBERS
AT THE MICHIGAN STATE UNIVERSITY COLLEGE OF OSTEOPATHIC MEDICINE HENRY FORD HOSPITAL HEALTH SYSTEM'S CENTER FOR SIMULATION, EDUCATION
AND RESEARCH ALLOWS DOCTORS TO PRACTICE NEW SKILLS ON LIFE-LIKE MANNEQUINS (ADULT AND CHILD) TO GAIN EXPERIENCE BEFORE CARING FOR THE
HUMAN PATIENT THIS 15,000 SQUARE FOOT TRAINING CENTER INCLUDES HIGH-TECH COMPUTERS WHICH CREATE HUNDREDS OF DIFFERENT MEDICAL
CONDITIONS IN SURGERY, LABOR AND DELIVERY, INTENSIVE CARE, EMERGENCY AND ROUTINE HOSPITAL PROCEDURES

4b

(Code ) (Expenses $ 826,667,174 Including grants of $ ) (Revenue $ 755,466,006 )

OUTPATIENT CLINICS THE ORGANIZATION INCLUDES THE HENRY FORD MEDICAL GROUP (HFMG),ONE OF THE NATION'S LARGEST GROUP PRACTICES, WITH 1,200
PHYSICIANS AND RESEARCHERS IN 40 SPECIALTIES FROM 60 COUNTRIES WHO STAFF HENRY FORD HOSPITAL AND HENRY FORD WEST BLOOMFIELD HOSPITAL,
ALONG WITH 29 HENRY FORD MEDICAL CENTERS, ENCOMPASSING MORE THAN 2 4 MILLION VISITS HENRY FORD'S MEDICAL CENTERS ARE LOCATED IN WAYNE,
OAKLAND, MACOMB AND WASHTENAW COUNTIES SOME MEDICAL GROUP PHYSICIANS ALSO ARE ON STAFF AT OTHER HENRY FORD HOSPITALS THREE MEDICAL
CENTERS PROVIDE 24-HOUR EMERGENCY CARE AND AMBULATORY SURGERY AND ARE PRIMARY CARE STROKE CENTERS FOUNDED IN 1915 AFTER
CONSULTATIONS WITH PHYSICIANS AT JOHNS HOPKINS HOSPITAL AND THE MAYO CLINIC, THE HENRY FORD MEDICAL GROUP HAS ESTABLISHED ITSELF AS ONE OF
THE PREMIER GROUP PRACTICES IN THE NATION OUR LARGE ACADEMIC ENTERPRISE PLACES US IN THE TOP THREE OF TRADITIONALLY INDEPENDENT GROUP
PRACTICES THROUGH CLINICAL CARE THE BREADTH AND DEPTH OF THE HENRY FORD MEDICAL GROUP'S CLINICAL SERVICES IS UNPARALLELED BY ANY OTHER
INDEPENDENT ACADEMIC MEDICAL CENTER OUR SCALE AND SCOPE ARE IN THE 99TH PERCENTILE OF ALL GROUP PRACTICES, WITH VISIT VOLUMES LARGER
THAN MOST GROUP PRACTICES WE ARE NATIONAL LEADERS IN PRIMARY CARE WITH EXPERTISE IN PREVENTIVE CARE SERVICES AND THE HEALTH MANAGEMENT
OF SENIOR CITIZENS OUR SPECIALTY CENTERS OF EXCELLENCE ARE NATIONAL LEADERS AS WELL, PROVIDING ADVANCED TERTIARY AND QUATERNARY CARE
WITH A FOCUS ON DISCOVERY AND INNOVATION EDUCATION ONE-THIRD OF ALL PHYSICIANS IN MICHIGAN RECEIVED TRAINING AT HENRY FORD, AND OUR
POST-GRADUATE MEDICAL EDUCATION ENTERPRISE IS AMONG THE LARGEST IN THE COUNTRY RESEARCH HENRY FORD IS IN THE TOP 20% OF ALL
INSTITUTIONS GRANTED FUNDING BY THE NIH AND U S PUBLIC HEALTH SERVICE, AND RANKS FIRST IN MICHIGAN FOR NIH-RESEARCH FUNDING FOR NON-
UNIVERSITY BASED HEALTH CARE SYSTEMS LEADERS IN ACADEMIC MEDICINE AND CLINICAL CARE THE HENRY FORD MEDICAL GROUP IS AMONG THE BEST
ORGANIZED IN THE COUNTRY OUR SELF-GOVERNED, EMPLOYED PHYSICIAN PRACTICE PROGRAM HAS BEEN COPIED BY MANY OTHERS BECAUSE OF OUR
CONTINUING SUCCESS EVEN THROUGH THE TOUGHEST ECONOMIC TIMES THE BRIGHTEST MINDS IN MEDICINE ARE ATTRACTED TO BECOME PART OF THE HENRY
FORD MEDICAL GROUP BECAUSE OUR ORGANIZATION PROVIDES PHYSICIANS THE INDEPENDENCE TO PURSUE ADVANCED CLINICAL CARE WHILE UNDERTAKING
RESEARCH AS WELL AS ACADEMIC EDUCATIONAL INITIATIVES FOR NEARLY 100 YEARS NOW THE HENRY FORD MEDICAL GROUP HAS FOSTERED ADVANCEMENT IN
PATIENT CARE, RESEARCH, AND EDUCATION WHILE ENCOURAGING INNOVATION IN TECHNOLOGY AND PATIENT CARE PROCESSES BOTH IN THE OUTPATIENT AND
HOSPITAL SETTINGS FOR THESE REASONS HENRY FORD MEDICAL GROUP PHYSICIANS ARE CONSISTENTLY SELECTED BY THEIR PHYSICIAN PEERS AS TOP
DOCTORS IN VARIOUS LOCAL AND NATIONAL PUBLISHED SURVEYS AND TO LEAD NATIONAL AND STATE MEDICAL ASSOCIATIONS HENRY FORD MEDICAL GROUP
PHYSICIANS WORK TOGETHER IN LEADERSHIP AND AS EVERYDAY PARTNERS TO CONTINUE TO BRING THE BEST POSSIBLE CARE TO EVERY PATIENT WE SERVE

4c

(Code ) (Expenses $ 136,869,637 including grants of $ ) (Revenue $ 139,562,984 )

EMERGENCY ROOM SERVICES THE ORGANIZATION DIRECTLY OPERATES FIVE 24 HOUR EMERGENCY FACILITIES, ONE OF WHICH IS A LEVEL 1 TRAUMA CENTER
LOCATED IN THE CITY OF DETROIT EMERGENCY SERVICES RECOGNIZED MORE THAN $140 MILLION IN REVENUE DURING 2015 REPRESENTING 221,218 PATIENT
VISITS

See Additional Data

4d

Other program services {Describe in Schedule O )
(Expenses $ 290,763,809 including grants of $ ) (Revenue % 454,379,351 )

4e

Total program service expenses » 2,363,722,719
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Page 3
IEEXSE1 Checklist of Required Schedules

Yes No
Is the organization described in section 501(c)(3)or4947(a)(1) (other than a private foundation)? If "Yes," Yes
complete Schedule A %) e 1
Is the organization required to complete Schedule B, Schedule of Contributors (see Instructions)? %) 2 Yes
Did the organization engage in direct or indirect 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) election in effect during the tax year?
If "Yes," complete Schedule C, Part I @, .. 4 Yes
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, Part 111 % 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 in 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 I EJ 7 No
Did the organization maintain collections of works of art, historical treasures, or other similar assets?
If "Yes," complete Schedule D, Part I11 ?:l 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 IV =, 9 No
Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments,| 10 Yes
permanent endowments, or quasi-endowments? If “Yes,” complete Schedule D, Part V @,
If the organization’s answer to any of the following questions I1s "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 1n Part X, ine 12 thatis 5% or more of
Its total assets reported in Part X, line 16? If "Yes,” complete Schedule D, Part VII 3‘ 11b No
Did the organization report an amount for investments —program related in Part X, ine 13 thatis 5% or more of
Its total assets reported in Part X, line 16? If "Yes,” complete Schedule D, Part VIII ?:l 1ic No
Did the organization report an amount for other assets in Part X, line 15 that1s 5% or more of its total assets
reported in Part X, line 167 If "Yes," complete Schedule D, Part IX 3‘ P . 11d ves
%d the organization report an amount for other habilities in Part X, line 252 If "Yes," complete Schedule D, Part X 11e | ves
Did the organization’s separate or consolidated financial statements for the tax year include a footnote that 11f | ves
addresses the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)?
If "Yes," complete Schedule D, Part X ®,
Did the organization obtain separate, iIndependent audited financial statements for the tax year?
If "Yes," complete Schedule D, Parts XI and XII %l 12a No
Was the organization included i1n consolidated, independent audited financial statements for the tax year?
If "Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XII is optional %) 12b | Yes
Is the organization a school described in section 170(b}(1)(A)(1)? If "Yes,” complete Schedule E 13 No
Did the organization maintain an office, employees, or agents outside of the United States? 14a | Yes
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
business, investment, and program service activities outside the United States, or aggregate foreign investments
valued at $100,000 or more? If "Yes,”" complete Schedule F, Parts I and IV . ®, 14b | Yes
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 IT 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 Partf 45 Yes
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, lines 1c and 8a? If "Yes," complete Schedule G, Part IT @, 18 | Yes
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? If
"Yes," complete Schedule G, Part 111 ®, 19 ves
Did the organization operate one or more hospital facilities? If "Yes,” complete ScheduleH . . . . %) 20a | Yes
If"Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? %] 20b | Yes

Form 990 (2015)



Form 990 (2015) Page 4
EETTEY Checklist of Required Schedules (continued)
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or 21 Yes
domestic government on Part IX, column (A}, line 1? If "Yes,” complete Schedule I, Paits I and II
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on Part | 55 v
IX, column (A}, line 2? If “Yes,” complete Schedule I, Paits I and III ®, €s
23 Did the organization answer "Yes" to Part VII, Section A, line 3,4, or 5 about compensation of the organization’s v
current and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes,” 23 es
complete Schedule J @,
24a Did the organization have a tax-exempt bond 1ssue with an outstanding principal amount of more than $100,000
as of the last day of the year, that was 1ssued after December 31,20027? If "Yes,”answer lines 24b thiough 24d v
and complete Schedule K If "No,” go to line 25a ®, 24a es
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? b
24 No
c Did the organization maintain an escrow account other than a refunding escrow at any time during the year N
to defease any tax-exempt bonds? 24c °
d Did the organization act as an "on behalf of" 1ssuer for bonds ocutstanding at any time during the year? 24d No
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations.
Did the organization engage in an excess benefit transaction with a disqualified person during the year? If "Yes,” 25 N
complete Schedule L, Part I %) a °
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ? 25b No
If "Yes," complete Schedule L, Part I ®,
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any current
or former officers, directors, trustees, key employees, highest compensated employees, or disqualified persons? 26 No
If "Yes," complete Schedule L, Part I ®,
27 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 I11 -,
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part IV
instructions for applicable filing thresholds, conditions, and exceptions)
a A current or former officer, director, trustee, or key employee? If “Yes," complete Schedule L,
Part IV 28a | ves
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L,
PartIV . @, 28b | Yes
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof} was Yes
an officer, director, trustee, or direct or indirect owner? If "Yes,”" complete Schedule L, Part IV @, 28c
29 Did the organization receive more than $25,000 1n non-cash contributions? If "Yes," complete Schedule M . 3‘ 29 Yes
30 Didthe organization receive contributions of art, historical treasures, or other similar assets, or qualified No
conservation contributions? If "Yes," complete Schedule M @, 30
31 Didthe organization liquidate, terminate, or dissolve and cease operations? If “Yes," complete Schedule N, Part I No
31
32 Didthe organization sell, exchange, dispose of, or transfer more than 25% of its net assets? N
If "Yes," complete Schedule N, Part I 32 °
33 Didthe organization own 100% of an entity disregarded as separate from the organization under Regulations v
sections 301 7701-2 and 301 7701-37 If "Yes," complete Schedule R, Part I @, 33 €s
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part II, III, or IV, 34 v
and Part V, line 1 ®, €s
35a Dd the organization have a controlled entity within the meaning of section 512(b)(13)? 35a | Yes
b If‘Yes’to line 35a, did the organization recelve any payment from or engage in any transaction with a controlled 35b | v
entity within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V, line 2 =, es
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related Yes
organization? If "Yes," complete Schedule R, Part V, line 2 @, 36
37 Didthe organization conduct more than 5% of its activities through an entity that is not a related organization N
and that i1s treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R, Part VI 37 °
38 Didthe organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 19°? v
Note. All Form 990 filers are required to complete Schedule O 38 es

Form 990 (2015)



Form 990 (2015) Page 5
Statements Regarding Other IRS Filings and Tax Compliance

Check If Schedule O contains a response or note to any lineinthisPartVv.. . . . . . . . . . .[

Yes No
1a Enter the number reported in Box 3 of Form 1096 Enter -0- if not applicable . .| 1a 1,260
b Enter the number of Forms W-2G included in line 1a Enter -0- if not applicable 1b 5

¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) winnings to prize winners? . . . .+« . w4 e w e e 1c Yes

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

by thisreturn . . . . . . . . . . . . ... ... 2a 20,649
b Ifatleastone s reported on line 2a, did the organization file all required federal employment tax returns? 2b Yes
Note.If the sum of lines 1a and 2a I1s greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . . . 3a Yes
b If"Yes,”has itfiled a Form 990-T for this year?If "No”to line 3b, provide an explanation in ScheduleO . . . 3b Yes

4a At any time durning the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial

account)? . . 4a | ves
b If"Yes," enter the name of the foreign country »CJ

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 or1s a party to a prohibited tax shelter transaction? 5b No
¢ If"Yes," to line 5a or 5b, did the organization file Form 8886-T7

5¢

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? . . . . . . . . .00 o 0w e e e e 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods and 7a Yes

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

fille Form 82822 . . . . . . .. e e e e e e e e e e e 7c 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?

7e 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? . . . . . .o e e e e e e e e e e e 79

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

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

during the year? . . . . . . ..o o e e e e e e e e e e 8
9a Did the sponsoring organization make any taxable distributions under section 4966? . . . 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,line12 . . . 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club 10b
facilities

11 Section 501(c)(12) organizations. Enter

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 from themy) . . . . . . . . . . 11ib
12a Section 4947(a)(1) non-exempt charitable trusts.Is the organization filing Form 990 in lieu of Form 1041°? 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 1ssue 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 i1s licensed to Issue qualified health plans . . . . 13b
¢ Enter the amount of reservesonhand . . . . . . . . . . . . 13c
14a Did the organization receive 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 (2015)



Form 990 (2015) 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 or notetoany ineinthisPartVl . . . . . . . . . . . . . .+«
Section A. Governing Body and Management

Yes No
1a Enter the number of voting members of the governing body at the end of the tax 1a 20
year
If there are material 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
b Enter the number of voting members included in line 1a, above, who are
independent ib 15
2 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? . . . . . . . . .+ & . ... 2 No
3 Did the organization delegate control over management duties customarily performed by or under the direct 3 Yes
supervision of officers, directors or trustees, or key employees to a management company or other person?
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was
filed? . . .. 0o L0 a e e e e e e e e e e e e 4 No
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 No
6 Did the organization have members or stockholders? . . . . . . . . . . . . . . . . 6 No
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or
more members of the governing body? . . . . . . . . . . . . . . ... ... 7a No
b Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders,| 7b No
or persons other than the governing body?
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the
year by the following
a The governing body? . . . . . . . . .. a e e e e e e e e 8a | Yes
b Each committee with authority to act on behalf of the governingbody? . . . . . . . . . . . .| 8b Yes
9 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 in ScheduleO . . . 9 No
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes No
10a Did the organization have local chapters, branches, or affilhates? . . . . . . . . . . . . 10a No
b 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
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing
theform? . . . . . . . . . . . . . 4« w4 w44 w4 4w 4w . . J11a] Yes
b Describe in Schedule O the process, If any, used by the organization to review this Form 990
12a Did the organization have a written conflict of interest policy? If "No,"gotoline13 . . . . . . . 12a | Yes
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
rise to conflicts? . . . . L L L Lo o e e e e e e e e e e e 12b | Yes
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes," describe
in Schedule O how this was done . . . . « . & « « & o« . wa e . 12c | Yes
13 Did the organization have a written whistleblower policy? . . . . . . . . .+ .+ . .+ . . . 13 Yes
14 Did the organization have a written document retention and destruction policy? . . . . . . . . . 14 No
15 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?
a The organization’s CEO, Executive Director, or top management offictal . . . . . . . . . . . 15a | Yes
b Other officers or key employees of the organization . . . . . . . . .+ . . . . . . . 15b | Yes
If"Yes" to line 15a or 15b, describe the process in Schedule O (see instructions)
16a Did the organization invest in, contribute assets to, or participate I1n a joint venture or similar arrangement with a
taxable entity during the year? . . . . . . . . . .. oo e 16a | Yes
b If"Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization’s exempt status with respect to such arrangements? . . . . . . . . . . . . 16b | VYes

Section C. Disclosure
17 List the States with which a copy of this Form 990 i1s required to be filed®»
FL

18 Section 6104 requires an organization to make 1ts Form 1023 (or 1024 i1f applicable), 990, and 990-T (501 (c)
(3)s only) available for public inspection Indicate how you made these avallable Check all that apply
[T Ownwebsite [ Another's website [« Uponrequest [ Other (explainin Schedule O)

19 Describe in Schedule O whether (and If so, how) the organization made i1ts governing documents, conflict of
interest policy, and financial statements avallable to the public during the tax year

20 State the name, address, and telephone number of the person who possesses the organization's books and records
PEDWARD G CHADWICK ONE FORD PLACE DETROIT, MI 48202 (313)876-8714

Form 990 (2015)



Form 990 (2015) 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 . . . . . . .
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- in 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 received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the
organization and any related organizations

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

® List all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations
List persons In the following order individual trustees or directors, institutional trustees, officers, key employees, highest
compensated employees, and former such persons

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

(A) (B) () (D) (E) (F)
Name and Title Average Position (do not check Reportable Reportable Estimated
hours per more than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization (W- organizations from the
for related o s —Jolx |z T [+ 2/1099-MISC) (W-2/1099- organization and
= = T 3= =
organizations =1 > |3 L 24 |2 MISC) related
below == (2 le |7 |3 organizations
I'E ol = =13 |-« T
dotted line) [ € = 2 v~ |-
a2 P = (v 2
T o = b 5
; —
e | = =
T = n
T 3 o
I '%
=9

See Additional Data Table

Form 990 (2015)



Form 990 (2015)

Page 8

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

(A) (B) () (D) (E) (F)
Name and Title Average Position (do not check Reportable Reportable Estimated
hours per more than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization (W- | organizations (W- from the
for related o s _ g > £ T | 2/1099-MISC) 2/1099-MISC) organization and
organizations |7 & S| R\ 2 |2 related
o< = S e s 27 (=
below S = S|l | [T |2 organizations
I'E [S = = |3 oo T
dotted line) [ € = =
a2 o = |vo
T o = b 5
3 =2
e | = B oD
T = n
I o 3
I '%
=9
See Additional Data Table
ib  Sub-Total >
¢ Total from continuation sheets to Part VII, Section A >
d Total (add lines 1b and 1c) > 25,145,342 0 1,312,962
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 » 2,157
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 13, 1s the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? If "Yes," complete Schedule J for such
individual '+« 4 4 4 w4 4w e a a a wa o a w2 w o ow o oaoowooa o« w4 | Yes
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for
services rendered to the organization?If "Yes," complete Schedule J for such person « « &« &« « & & & 5 No

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization Report compensation for the calendar year ending with or within the organization’s tax year

(A) (B) (€)
Name and business address Description of services Compensation
ACT 1 PERSONNEL SERVICES STAFFING SERVICES 10,625,164
PO BOX 2886
TORRANCE, CA 905092886
THE BOSTON CONSULTING GROUP INC CONSULTING SERVICES 8,694,850
PO BOX 75200
CHICAGO, IL 606755200
EPIC SYSTEMS CORPORATION INFORMATION SERVICES 8,643,595
PO BOX 88314
MILWAUKEE, WI 532880314
POWERLINK ENVIROMENTAL SERVICES LLC ENVIRONMENTAL/STAFFING 7,613,397
24562 ROMANO
WARREN, MI 48091
HARRISON MEDIA ADVERTISING SERVICES 5,040,580
24416 CROCKER BLVD
CLINTON TOWNSHIP, MI 48036
2 Total number of iIndependent contractors (including but not limited to those listed above) who received more than
$100,000 of compensation from the organization » 226

Form 990 (2015)
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m Statement of Revenue

Page 9

Check iIf Schedule O contains a response or note to any line in this Part VIII .. .. . [
(A) (B) (<) (D)

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

512-514
1a Federated campaigns . . 1a
n
g § b Membershipdues . . . . 1b
- Q
O E ¢ Fundraisingevents . . . . 1c 1,514,147
s <
£ 5 d Related organizations . . . 1d 16,200,000
Q=
& E e Government grants (contributions) ie 12,010,320
£
o f Al other contributions, gifts, grants, and  1f 50,621,195
- o similar amounts not included above
":" *-=" N h tribut luded In |
fryed g oncasn contriputions Incluaed In lines 1,884,940
=© la-1f s i
=T
8 g h Total. Add lines 1a-1f > 80,345,662
py Business Code
§ 2a INPATIENT HOSPITALS 500099 1,131,308,126 1,131,308,126
>
QJE b  OUTPATIENT CLINICS 621400 755,466,006 755,466,006
3 ¢ EMERGENCY ROOM SERVICES 500099 139,562,984 139,562,984
s
3 d MEDICAL EDUCATION-GME 500099 49,424,590 49,424,590
£ e PATIENT-RELATED RENTAL 531110 2,891,988 2,891,988
"; f All other program service revenue 429,265,427 425,030,424 4,235,003
<
& g Total. Add lines 2a-2f » 2,507,919,121
3 Investment income (including dividends, interest,
and other similar amounts) . > 6,221,748 6,221,748
Income from investment of tax-exempt bond proceeds , | #» 1,459,046 1,459,046
Royalties .o >
(1) Real (n) Personal
6a Gross rents
b Less rental
expenses
¢ Rental income
or (loss)
d Netrental iIncome or (loss) »
(1) Securities (n) Other
7a Gross amount
from sales of 852,466 1,131,292
assets other
than inventory
b Less costor
other basis and 0 4,937,645
sales expenses
¢ Gain or (loss) 852,466 -3,806,353
d Net gain or (|055) > -2,953,887 -3,806,353 852,466
® 8a Gross income from fundraising
= events (not including
5 $ 1,514,147
; of contributions reported on line 1c)
o d See Part IV, line 18
s a 527,423
g b Less directexpenses . . . b 1,350,984
¢ Netincome or (loss) from fundraising events . . p -823,561 -823,561
9a Gross income from gaming activities
See Part IV, line 19
a 185,826
b Less directexpenses . . . b 92,444
¢ Netincome or (loss) from gaming activities . 93,382 93,382
»
10a Gross sales of Inventory, less
returns and allowances
a 140,196,787
b Less costofgoods sold . . b 114,314,823
¢ Netincome or (loss) from sales of inventory . . p 25,881,964 17,718,585 8,163,379
Miscellaneous Revenue Business Code
11a OTHER PHARMACY 900099 49,445,958 49,445,958
b CAFETERIA & GIFT SHOP 900099 7,122,219 7,122,219
€ JOINT VENTURE INCOME 621400 1,179,622 1,179,622
d All other revenue 10,267,385 8,429,785 1,837,600
e Total.Add lines 11a-11d »
68,015,184
12 Total revenue. See Instructions »
2,686,158,659 2,576,651,715 12,398,382 16,762,900

Form 990 (2015)



Form 990 (2015)
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)

Page 10

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

r
Do not include amounts reported on lines 6b, (A) Prograg?)semce Managér?'\)ent and Funtgga)lsmg
7b, 8b, 9b, and 10b of Part VIII. Total expenses expenses general expenses expenses
1  Grants and other assistance to domestic organizations and
domestic governments See Part IV, line 21 2,755,125 2,755,125
2 Grants and other assistance to domestic
individuals See Part IV, line 22 1,118,480 1,118,480
3 Grants and other assistance to foreign organizations, foreign
governments, and foreign individuals See Part IV, lines 15
and 16
Benefits paid to or for members
5 Compensation of current officers, directors, trustees, and
key employees 18,367,658 6,224,802 11,286,962 855,894
6 Compensation not included above, to disqualified persons
(as defined under section 4958(f}(1)) and persons
described in section 4958(c)(3)(B) 376,822 38,165 338,657
Other salaries and wages 1,149,557,314 1,135,228,461 12,728,720 1,600,133
Pension plan accruals and contributions (include section 401 (k)
and 403(b) employer contributions) 46,969,211 45,892,803 964,515 111,893
9 Other employee benefits 113,661,108 111,054,970 2,335,229 270,909
10 Payroll taxes
72,558,935 70,895,566 1,490,461 172,908
11 Fees for services (non-employees)
a Management 964,671 964,671
b Legal 3,245,416 1,276,472 1,968,944
¢ Accounting 636,074 636,074
d Lobbying 89,000 89,000
e Professional fundraising services See PartIV,line 17 100,290 100,290
f Investment management fees
g Other(Ifline 11g amount exceeds 10% ofline 25, column (A)
amount, list line 11g expenses on Schedule O} 72,575,599 31,292,968 40,903,359 379,272
12 Advertising and promotion 13,724,223 3,656,641 10,063,555 4,027
13  Office expenses 52,014,227 34,608,032 17,104,135 302,060
14 Information technology 52,460,172 6,988,190 45,453,351 18,631
15 Royalties
16 Occupancy 51,971,983 42,326,742 9,645,241
17 Travel 8,031,084 6,901,860 1,093,129 36,095
18 Payments of travel or entertainment expenses for any federal,
state, or local public officials
19 Conferences, conventions, and meetings 5,186,932 4,654,118 526,758 6,056
20 Interest 28,434,832 17,954,134 10,480,698
21 Payments to affiliates
22 Depreciation, depletion, and amortization 106,554,937 70,419,550 36,129,986 5,401
23 Insurance 32,991,694 32,724,766 266,928
24 Other expenses Itemize expenses not covered above (List
miscellaneous expenses In line 24e Ifline 24e amount exceeds
10% ofline 25, column (A) amount, list line 24e expenses on
Schedule O )
a MEDICAL SUPPLIES 583,051,196 582,413,495 635,613 2,088
b UNCOMPENSATED CARE 55,498,538 55,498,538 0 0
c QAAP TAX 52,511,786 52,511,786 0 0
d REPAIRS & MAINTENANCE 36,517,592 36,257,564 259,758 270
e All other expenses 11,167,483 11,029,491 134,262 3,730
25 Total functional expenses. Add lines 1 through 24e 2,573,092,382 2,363,722,719 205,500,006 3,869,657
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 (2015)



Form 990 (2015) Page 11
IEZIIEY Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X P I
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing 117,018 1 122,374
2 Savings and temporary cash investments 460,183,716 2 562,451,397
3 Pledges and grants receivable, net 26,602,031 3 23,438,542
4q Accounts receivable, net 212,493,905 4 225,178,885
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees Complete Part
IT of
Schedule L
5
6 Loans and other receivables from other disqualified persons (as defined under
section 4958(f)(1)), persons described in section 4958(c)(3)(B), and
contributing employers and sponsoring organizations of section 501 (c){9)
» voluntary employees' beneficiary organizations (see instructions) Complete
-a Part II of Schedule L
& 6
%
L~ ¢ 7 Notes and loans receivable, net 34,536,664 7 29,628,916
Inventories for sale or use 49,486,447 8 52,990,758
Prepald expenses and deferred charges 28,505,869| 9 27,573,669
10a Land, buildings, and equipment cost or other basis
Complete Part VI of Schedule D 10a 1,966,305,550
b Less accumulated depreciation 10b 1,100,798,783 901,569,585 10c 865,506,767
11 Investments —publicly traded securities 142,213,884 11 152,586,919
12 Investments—other securities See PartIV, line 11 12
13 Investments —program-related See PartIV,line 11 13
14 Intangible assets 246,255| 14 246,255
15 Other assets See PartIV,line11l 110,336,299( 15 108,421,652
16 Total assets.Add lines 1 through 15 (must equal line 34) 1,966,281,673( 16 2,048,146,134
17 Accounts payable and accrued expenses 249,639,387 17 241,029,972
18 Grants payable 18
19 Deferred revenue 19
20 Tax-exempt bond liabilities 616,490,064 20 602,399,886
21 Escrow or custodial account hability Complete Part IV of Schedule D 21
@
Q 22 Loans and other payables to current and former officers, directors, trustees,
= key employees, highest compensated employees, and disqualified
= persons Complete Part IT of Schedule L 22
T
5|23 Secured mortgages and notes payable to unrelated third parties 99,953,052 23 83,834,178
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities (Including federal iIncome tax, payables to related third parties,
and other liabilities not included on lines 17-24)
Complete Part X of Schedule D
. . . . . . . . . . . 392,259,872 25 420,324,304
26 Total liabilities.Add lines 17 through 25 1,358,342,375( 26 1,347,588,340
Organizations that follow SFAS 117 (ASC 958), check here » [, and complete
q"; lines 27 through 29, and lines 33 and 34.
g
& 27 Unrestricted net assets 408,497,645 27 507,698,383
[+
o 28 Temporarily restricted net assets 105,475,715| 28 97,054,123
= 29 Permanently restricted net assets 93,975,938 29 95,805,288
S
- Organizations that do not follow SFAS 117 (ASC 958), check here » [ and
) complete lines 30 through 34.
.Z‘.; 30 Capital stock or trust principal, or current funds 30
ﬁ 31 Paid-in or capital surplus, or land, building or equipment fund 31
f 32 Retained earnings, endowment, accumulated income, or other funds 32
% 33 Total net assets or fund balances 607,949,298 33 700,557,794
34 Total habilities and net assets/fund balances 1,966,291,673| 34 2,048,146,134
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Form 990 (2015)
[ZIE Reconcilliation of Net Assets

Page 12

Check If Schedule O contains a response or note to any line I1n this Part XI

v

1 Total revenue (must equal Part VIII, column (A), line 12)
1 2,686,158,659
2 Total expenses (must equal Part IX, column (A}, line 25)
2 2,573,092,382
3 Revenueless expenses Subtractline 2 from line 1
3 113,066,277
4 Netassets or fund balances at beginning of year (must equal Part X, line 33, column (A})
4 607,949,298
5 Netunrealized gains (losses) on investments
5 -13,480,388
6 Donated services and use of facilities
6
7 Investment expenses
7
8 Prior period adjustments
8
9 Other changes In net assets or fund balances (explain in Schedule O}
9 -6,977,393
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33,
column (B)) 10 700,557,794
EEITE%i1 Financial Statements and Reporting
Check if Schedule O contains a response or note to any line in this Part XII [v
Yes No
1 Accounting method used to prepare the Form 990 [ cash [« Accrual [ Other
If the organization changed 1ts method of accounting from a prior year or checked "Other,” explain in
Schedule O
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a No
If‘'Yes, check a box below to indicate whether the financial statements for the year were compiled or reviewed on
a separate basis, consolidated basis, or both
[~ Separate basis [~ Consoldated 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 [ consohdated 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 iIndependent 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 Actand OMB Circular A-133° 3a | Yes
b If"Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits 3b Yes
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Additional Data

Software ID:
Software Version:
EIN: 38-1357020
Name: HENRY FORD HEALTH SYSTEM

Form 990, Part III - 4 Program Service Accomplishments (See the Instructions)

(Code ) (Expenses $ 290,763,809 including grants of $ } (Revenue $ 454,379,351 )

OTHER PROGRAM SERVICES INCLUDES HFHS RESEARCH SERVICES, ALONG WITH HFHS COMMUNITY CARE SERVICES, WHICH
OFFERS A BROAD LEVEL OF SERVICES AT NUMEROUS GEOGRAPHIC LOCATIONS INCLUDING NURSING CARE, HOME CARE,
SENIOR CARE,PHARMACIES,EYE CARE, HOSPICE CARE, OCCUPATIONAL HEALTH, DIALYSIS AND A DEDICATED CANCER
CENTER, APARTMENT RENTALS FOR MEDICAL RESIDENTS & PATIENT FAMILY MEMBERS, FITNESS CENTER & ATHLETIC
TRAINING SERVICES, AND SCHOOL BASED HEALTH PROGRAMS RESEARCH IS A VITALCOMPONENT OF THE MISSION OF
HENRY FORD HEALTH SYSTEM-HENRY FORD HEALTH SYSTEM'S MISSION IS TO IMPROVE HUMAN LIFE THROUGH EXCELLENCE
IN THE SCIENCE AND ART OF HEALTH CARE AND HEALING THIS MISSION IS STRONGLY SUPPORTED AND ENHANCED BY THE
DEDICATED STAFF PURSUING SCIENTIFIC ACTIVITIES SINCE 1915, HENRY FORD HOSPITAL PHYSICIANS AND SCIENTISTS
HAVE FOCUSED THEIR EFFORTS ON A WIDE VARIETY OF TOPICS CRITICALTO UNDERSTANDING THE MECHANISMS OF
DISEASE AND DEVELOPING NEW, VIABLE TREATMENT OPTIONS OVERTHE PAST YEARAND A HALF, HENRY FORD HEALTH
SYSTEM (HFHS) HAS ENJOYED GREAT SUCCESS IN SECURING EXTERNAL RESEARCH GRANTS AND CONTRACTS EXTERNAL
GRANT FUNDING HAS BEEN RECEIVED FROM THE NATIONAL INSTITUTES OF HEALTH (NIH), OTHER FEDERAL AGENCIES,
PHARMACEUTICAL COMPANIES AND INDUSTRY,STATE AND LOCAL AGENCIES, AND FOUNDATIONS, SUCH ASTHE AMERICAN
HEART ASSOCIATION IN 2013,$27 4 MILLION WAS AWARDED BY NIH AND OTHER FEDERAL AGENCIES AND $29 MILLION BY
INDUSTRY "DESPITE THE FACT THAT THE NIH BUDGET HAS NOT KEPT UP WITH INFLATION SINCE 2002, AND THE FACT THAT
THE RECENT RECESSION RESULTED IN SUBSTANTIVE FUNDING CUTS, OUR SCIENTISTS AND PHYSICIANS HAVE WORKED
DILIGENTLY TO CONTINUE TO SUBMIT GRANTS FOR ALL AVAILABLE FUNDING OPPORTUNITIES," SAYS MARGOT LAPOINTE,
PHD,VICE PRESIDENT FOR RESEARCH, HENRY FORD HEALTH SYSTEM "WE ARE HOPEFUL THAT OUR RESEARCH ENTERPRISE
ISNOWON A GROWTH TRAJECTORY AFTER SEVERAL YEARS OF STAGNATION "ALTHOUGH HFHS IS NOT PART OF A
UNIVERSITY OR MEDICAL SCHOOL, THERE HAS BEEN SUPPORT FOR THE SYSTEM'S RESEARCH THROUGHOUT ITS HISTORY
THIS DRIVE TO UNDERSTAND DISEASE MECHANISM AND DISCOVER NEW THERAPIES IS MANIFESTED BY THE CONTINUUM OF
BIOMEDICAL RESEARCH PERFORMED AT HENRY FORD THE SYSTEM HAS 80 FULL-TIME RESEARCH BIO-SCIENTIFIC STAFF
DOING BASIC SCIENCE STUDIES IN CARDIOVASCULAR AND RENAL DISEASES SUCH AS HYPERTENSION AND HEART FAILURE,
STROKE/BRAIN INJURY/BRAIN TUMORS, POPULATION HEALTH AND HEALTHCARE RESEARCH, CANCER THERAPEUTICS, BONE
AND JOINT DISEASES, IMMUNOLOGY AND IMAGING, AMONG OTHERS IN ADDITION,DOZENS OF PHYSICIANS AND THEIR
CLINICAL SUPPORT STAFF ARE ENGAGED IN PATIENT-ORIENTED STUDIES AT THIS TIME, HFHS HAS MORE THAN 1,800 OPEN
STUDIES APPROVED BY ITS INSTITUTIONAL REVIEWBOARD, WITH A SMALL NUMBER OF THESE STUDIES ALSO APPROVED IN
CONJUNCTION WITH WAYNE STATE UNIVERSITY AND MICHIGAN STATE UNIVERSITY THE BASIC SCIENCE BIOMEDICAL
RESEARCH PROGRAMS RECEIVING THE MOST EXTERNAL FUNDING DURING THIS TIME PERIOD OF GROWTH WERE PUBLIC
HEALTH SCIENCES, NEUROLOGY RESEARCH (STROKE, TRAUMATIC BRAIN INJURY,ETC ), HYPERTENSION RESEARCH AND
CARDIOVASCULAR RESEARCH (IN PARTICULAR, HEART FAILURE) IN CLINICAL RESEARCH, THE MAJORITY OF FUNDING HAS
GONE TO THE DEPARTMENT OF INTERNAL MEDICINE WHERE THE DIVISIONS OF INFECTIOUS DISEASES,
GASTROENTEROLOGY,HEMATOLOGY/ONCOLOGY AND CARDIOLOGY ARE LEADING THE WAY THE INFRASTRUCTURE AT HFHS
ALLOWS USTO HAVE A RESEARCH PROGRAM FAR LARGER THAN OTHER NON-UNIVERSITY-BASED HEALTH CARE SYSTEMS IN
THE STATE OF MICHIGAN, WHERE OUR NIH FUNDING IS TEN TIMES HIGHER THAN HFHS'S CLOSEST COMPETITOR IN 2013,
HFHS WAS FOURTH IN MICHIGAN, TRAILING ITS THREE LARGEST UNIVERSITIES, AND RANKED 192ND OUT OF ALL 2,495
INSTITUTIONS RECEIVING NIH GRANTS




Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest
Compensated Employees, and Independent Contractors

(A) (B) (©) (D) (E) (F)

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

organizations 5 — ol=x |t T|= MISC) MISC) organization
below =23 § T I2a |2 and related
L2 |5 AR
dotted line) ('ﬁ =3 |y 5 5% |7 organizations
[} VRS I ~ ol
) C = PR B
R = to
EEIRAE
o 3 D =
I ?‘ g
b g T
o
LYNN FORD ALANDT 100
............................................................................... X o} 0
TRUSTEE 200
MANUEL L BROWN MD 60 00
....................................................................................... X 711,758 42,789
PHYSICIAN TRUSTEE
100
N CHARLES ANDERSON 1 00
............................................................................... X o} 0
TRUSTEE 100
THOMAS C BUHL 1 00
............................................................................... X o} 0
TRUSTEE 100
STEPHANIE W BERGERON 200
............................................................................... X X o} 0
TRUSTEE - VICE CHAIR 200
J WES PAISLEY 200
............................................................................... X X o} 0
TRUSTEE - VICE CHAIR 200
WILLIAM A CONWAY MD 60 00
....................................................................................... X 1,331,080 180,425
PHYSICIAN TRUSTEE 200
WILLIAM CLAY FORD JR 1 00
............................................................................... X o} 0
TRUSTEE 100
LINDA D FORTE 1 00
............................................................................... X o} 0
TRUSTEE 100
DAVID M HEMPSTEAD 1 00
............................................................................... X o} 0
TRUSTEE 200




Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest
Compensated Employees, and Independent Contractors

(A) (B) (©) (D) (E) (F)

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

organizations 25 - g IR MISC) MISC) organization
below “a |2 |2 |I2S |2 and related
L2 |5 AR
dotted line) ('ﬁ =3 |y 5 5% |7 organizations
[} VRS I ~ ol
) C = PR B
E‘. =3 o T% n%- O
EEIRAE
%) = D =
I ?‘ g
b g T
o
ALAN M KIRILUK 100
.................................................................... 0
TRUSTEE 200
JACK MARTIN 200
.................................................................... X 0
TRUSTEE - VICE CHAIR 300
CHARLES G MCCLURE JR 1 00
.................................................................... 0
TRUSTEE 100
SANDRA E PIERCE 200
.................................................................... X 0
TRUSTEE - CHAIR 200
CHARLES H PODOWSKI 1 00
.................................................................... 0
TRUSTEE 100
NANCY M SCHLICTING 60 00
............................................................................ X 4,705,827 61,151
CHIEF EXECUTIVE OFFICER/TRUSTEE 400
GARY C VALADE 1 00
.................................................................... 0
TRUSTEE 300
MARK A DOUGLAS 1 00
.................................................................... 0
TRUSTEE 100
EDGAR L VANN II 1 00
.................................................................... 0
TRUSTEE 100
CATHERINE A ROBERTS 1 00
................. 0

TRUSTEE




Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest
Compensated Employees, and Independent Contractors

(A) (B) (©) (D) (E) (F)

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

organizations 25 - g IR MISC) MISC) organization
below “a |2 |2 |I2S |2 and related
LS | O AR
dotted line) ('ﬁ =3 |y 5 5% |7 organizations
[} VRS I ~ ol
) C = PR B
E‘. =3 o T% n%- O
EEIRAE
o 3 D =
I ?‘ g
b g T
o
LEROY C RICHIE 100
............................................................................... X X o} 0
TRUSTEE - VICE CHAIR 100
DAVID F GIRODAT 1 00
............................................................................... X o} 0
TRUSTEE 100
DAVID ] BREEN 1 00
............................................................................... X o} 0
TRUSTEE 100
EDWARD G CHADWICK 60 00
....................................................................................... X 802,668 154,448
TREASURER/C F O 6 00
EDITH L EISENMANN 5500
....................................................................................... X 335,825 34,441
SECRETARY 800
BRIAN R GAMBLE 60 00
....................................................................................... X 113,437 11,531
ASSISTANT TREASURER (PART YEAR) 400
JAMES M CONNELLY 500
....................................................................................... X 2,267,930 42,196
CEO - HaP 58 00
WRIGHT L LASSITER III 60 00
....................................................................................... X 1,364,607 235,530
PRESIDENT 200
LYNN M TOROSSIAN 60 00
....................................................................................... X 651,052 111,396
CEO-W BLMFLD HOSP 000
JOHN POPOVICH JR MD 60 00
....................................................................................... X 2,670,069 48,306
CEO-HF HOSPITAL/PHYSICIAN 200




Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest
Compensated Employees, and Independent Contractors

(A) (B) (©) (D) (E) (F)

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

organizations 25 - g IR MISC) MISC) organization
below “a |2 |2 |I2S |2 and related
LS | O AR
dotted line) ('ﬁ =3 |y 5 5% |7 organizations
[} VRS I ~ ol
) C = PR B
Te|a 1.2.“ B3 o
EEIRAE
%) = D =
I ?‘ g
b g T
o
JOHN J POLANSKI 60 00
......................................................................... X 786,508 47,192
CEO-COMMUNITY CARE SERVICE 400
ROBERT G RINEY 60 00
......................................................................... X 2,110,783 50,200
SENIOR VP AND C O O 400
MUWAFFAK M ABDULHAK MD 60 00
......................................................................... X 1,131,247 48,757
PHYSICIAN 000
THEODORE W PARSONS MD 60 00
......................................................................... X 1,149,204 50,419
PHYSICIAN 000
MANI MENON MD 60 00
......................................................................... X 1,194,213 48,536
PHYSICIAN 000
HENRY LIM MD 60 00
......................................................................... X 1,576,206 44,172
PHYSICIAN 100
WILLIAM W O'NEILL MD 60 00
......................................................................... X 1,484,279 52,070
PHYSICIAN 000
JOSEPH E SCHMITT 60 00
......................................................................... X 758,649 49,403
SENIOR VP - FINANCE 000
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OMB No 1545-0047
SCHEDULE A Public Charity Status and Public Support
(Form 990 or Complete if the organization is a section 501(c)(3) organization or a section ! 0 1 5
990EZ) 4947(a)(1) nonexempt charitable trust.
P Attach to Form 990 or Form 990-EZ. Open to Public
P Information about Schedule A (Form 990 or 990-EZ) and its instructions is at p .
Department of the . Inspection
Treasury www.irs.qgov/form990.
Internal Revenue Service

Name of the organization Employer identification number
HENRY FORD HEALTH SYSTEM

38-1357020

m Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization 1s not a private foundation because 1t is (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 - A school described In section 170(b)(1)(A)(ii).(Attach Schedule E (Form 990 or 990-EZ})

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

4 ~ A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the
hospital's name, city, and state

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

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

7 [ Anorganization that normally recelves 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 IT )

8 [ A community trust described in section 170(b)(1)(A)(vi) (Complete Part1I)

9 - An organization 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 iIncome and unrelated business taxable income (less section 511 tax) from businesses acquired by the
organization after June 30, 1975 Seesection 509(a)(2). (Complete Part III )

10 ~ An organization organized and operated exclusively to test for public safety See section 509(a)(4).

11 ~ 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 - Type I. A supporting organization operated, supervised, or controlled by 1ts 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 [~ Type II. A supporting organization supervised or controlled in connection with 1ts 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.

[ [~ 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 [~ 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 ~ Check this box If the organization received a written determination from the IRS that it is a Type I, Type 1I, Type III functionally
integrated, or Type III non-functionally integrated supporting organization

f  Enter the number of supported organizations . .

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

(i) (ii)EIN (iii) (iv) (v) (vi)
Name of supported organization Type of Is the organization Amount of A mount of other
organization listed In your governing monetary support support (see
(described on lines document? (see instructions) Instructions)
1- 9 above (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) 2015



Schedule A (Form 990 or 990-EZ) 2015 Page 2
IEETEl 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 III. If the organization fails to qualify under the tests listed below, please complete Part III.)

Section A. Public Support

(or fiscal year beginning in) P

1

B

6

Calendar year (a)2011 (b)2012 (€)2013 (d)2014 (€)2015 (fF)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% ofthe
amount shown on line 11, column

(f

Public support. Subtract line 5
from line 4

Section B. Total Support

(or fiscal year beginning in) P

7
8

10

11

12
13

Calendar year (a)2011 (b)2012 (€)2013 (d)2014 (€)2015 (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 not include
gain or loss from the sale of
capital assets (Explain in Part
VI)

Total support. Add lines 7
through 10

Gross recelpts from related activities, etc (see instructions) | 12 |

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

check this box and stophere . . . . . . . . . . . . .+ .. »[
Section C. Computation of Public Support Percentage
14 Public support percentage for 2015 (line 6, column (f) divided by line 11, column (f}) 14
15 Public support percentage for 2014 Schedule A, PartII, ine 14 15
16a 33 1/3% support test—2015.I1f 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 >
b 33 1/3% support test—2014.1f 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 >
17a 10%-facts-and-circumstances test—2015.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 >
b 10%-facts-and-circumstances test—2014.1f the organization did not check a box online 13, 16a, 16b, or 17a, and lne
15 1s 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 >
18 Private foundation.If the organization did not check a box online 13, 16a, 16b, 17a, or 17b, check this box and see
Instructions >

Schedule A (Form 990 or 990-EZ) 2015



Schedule A (Form 990 or 990-EZ) 2015 Page 3

.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 qualify under 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 in) P
1 Gifts, grants, contributions, and
membership fees received (Do
not include any "unusual grants ")
2 Gross receipts from admissions,
merchandise sold or services
performed, or facilities furnished
In any activity that is related to
the organization's tax-exempt
purpose
3 Gross recelpts from activities
that are not an unrelated trade or
business under section 513
4 Tax revenues levied for the
organization's benefit and either
paid to or expended on its behalf
5 The value of services or facilities
furnished by a governmental unit
to the organization without charge
6 Total. Add lines 1 through 5
7a Amounts included onlines 1, 2,
and 3 received from disqualified
persons
b Amounts included on lines 2 and
3 recelved from other than
disqualified persons that exceed
the greater of $5,000 or 1% of
the amount on line 13 for the year
c Addlines 7aand 7b
8 Public support. (Subtract line 7c¢
from line 6 )
Section B. Total Support

Calendar year
(or fiscal year beginning in) P
9 Amounts from line 6
10a Gross income from interest,
dividends, payments received on
securities loans, rents, royalties
and income from similar sources
b Unrelated business taxable
income (less section 511 taxes)
from businesses acquired after
June 30,1975
¢ Addlines 10a and 10b
11 Net income from unrelated
business activities not included
In line 10b, whether or not the
business i1s regularly carried on

(a)2011 (b)2012 (c)2013 (d)2014 (€)2015 (F)Total

(a)2011 (b)2012 (€)2013 (d)2014 (e)2015 (fF)Total

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

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

14  First five years.If the Form 990 1s for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3) organization,
check this box and stop here >
Section C. Computation of Public Support Percentage
15 Public support percentage for 2015 (line 8, column (f) divided by line 13, column (f)) 15

16 Public support percentage from 2014 Schedule A, Part III, line 15 16

Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2015 (line 10c, column (f) divided by line 13, column (f)} 17

18 Investmentincome percentage from 2014 Schedule A, Part III, line 17 18

19a 33 1/3% support tests—2015.I1f 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 >
b 33 1/3% support tests—2014.I1f the organization did not check a box on line 14 or line 1943, 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) 2015



Schedule A (Form 990 or 990-EZ) 2015

m 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
11b of Part I, complete Sections A and C Ifyouchecked 11c of PartI, complete Sections A, D, and E Ifyou checked 11d of Part

Page 4

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

Section A. All Supporting Organizations

3a

4a

5a

9a

10a

11

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 1elationship, 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) o (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 contiolled or supervised
by or in connection with its suppoited 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, (111) the
authority under the organization's organizing document authorizing such action, and (1v) how the action was
accomplished (such as by amendment to the organizing document)

Type I or Type II only. Was any added or substituted supported organization part of a class already designated In
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 Its supported organizations, or (c) other supporting organizations that also support or benefit one
or more of the filing organization’s supported organizations? If "Yes,” provide detail in Part VI.

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
(@)(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.

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

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)

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?

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

c A 35% controlled entity of a person described 1n (a) or (b) above?If "Yes"to a, b, or ¢, provide detail in Part VI

Yes

No

3a

3b

3c

4a

4b

4c

5a

5b

5c

9a

9b

9c

10a

10b

11a

11ib

1ic

Schedule A (Form 990 or 990-EZ) 2015



Schedule A (Form 990 or 990-EZ) 2015 Page 5

m 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 Did the organization operate for the benefit of any supported organization other than the supported organization(s)
that operated, supervised, or controlled the supporting organization?
If “Yes,”explain in Part VI how providing such benefit carried out the purposes of the supported organization(s) that
operated, supervised or controlled the supporting organization 2
Section C. Type 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 relations hip with the 2
supported organization(s)

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 - The organization satisfied the Activities Test Complete line 2 below

b ~ The organization 1s the parent of each of its supported organizations Complete line 3 below

[ ~ 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 puiposes, 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 1n 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 1n Part VI the role played by the organization in this regard 3b

Schedule A (Form 990 or 990-EZ) 2015



Schedule A (Form 990 or 990-EZ) 2015 Page 6
m Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations

1 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 [
Section A - Adjusted Net Income (A) Prior Y ear (B)(Costrlf:;l;(ear
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross income (see Instructions) 3
4 Add lines 1 through 3 4
5 Depreciation and depletion 5
Portion of operating expenses paid or incurred for production or collection of
6 gross Income or for management, conservation, or maintenance of property
held for production of Income (see instructions) 6
Other expenses (see Instructions})
Adjusted Net Income (subtract lines 5,6 and 7 from line 4)
Section B - Minimum Asset Amount (A) Prior Y ear (B)g:{f:;:ear
1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year) 1
a Average monthly value of securities 1a
b Average monthly cash balances ib
[ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1c) 1d
e Discount claimed for blockage or other factors
(explain in detail in Part VI)
Acquisition indebtedness applicable to non-exempt use assets 2
Subtract line 2 from line 1d
a Cash deemed held for exempt use Enter 1-1/2% ofline 3 (for greater
amount, see Instructions) 4
5 Net value of non-exempt-use assets {(subtract line 4 from line 3) 5
6 Multiply ine 5 by 035 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, Column A) 1
2 Enter 85% ofline 1 2
3 Minimum asset amount for prior year {from Section B, line 8, Column A) 3
4 Enter greater of line 2 or line 3 4
5 Income tax imposed In prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency temporary reduction (see instructions) 6

7 Check here if the current year i1s the organization’'s first as a non-functionally-integrated Type III supporting organization {(see
instructions) [

Schedule A (Form 990 or 990-EZ) 2015



Schedule A (Form 990 or 990-EZ) 2015

Page 7

m Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Section D - Distributions

Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

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

excess of Income from activity

3 Administrative expenses paid to accomplish exempt purposes of supported organizations

4 Amounts paid to acquire exempt-use assets

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

6 Otherdistributions (describe in Part VI) See instructions

7 Total annual distributions. Add lines 1 through 6

8 Distributions to attentive supported organizations to which the organization is responsive (provide

detalls in Part VI) See instructions

9 Distributable amount for 2015 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see
instructions)

(i)

Excess Distributions

(ii) (iii)
Underdistributions Distributable
Pre-2015 A mount for 2015

1 Distributable amount for 2015 from Section C, line
6

2 Underdistributions, if any, for years priorto 2015
(reasonable cause required--see instructions)

3 Excess distributions carryover, iIfany, to 2015

b

c

d From2013.

e From2014.

f Total of lines 3a through e

g Applied to underdistributions of prior years

h Applied to 2015 distributable amount

i Carryover from 2010 not applied (see
instructions)

j Remainder Subtractlines 3g, 3h, and 31 from 3f

4 Distributions for 2015 from Section D, line 7
$

a Applied to underdistributions of prior years

b Applied to 2015 distributable amount

¢ Remainder Subtract lines 4a and 4b from 4

5 Remaining underdistributions for years prior to
2015, fany Subtractlines 3g and 4a from line 2
(if amount greater than zero, see instructions)

6 Remaining underdistributions for 2015 Subtract
lines 3h and 4b from line 1 (if amount greater than
zero, see Instructions)

7 Excess distributions carryover to 2016. Add lines
3jand 4c

8 Breakdown ofline 7

b

¢ Excess from 2013.

[~

From 2014.

e From2015.

Schedule A (Form 990 or 990-EZ) (2015)
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m Supplemental Information.
Provide the explanations required by Part II, ine 10; Part II, ine 17a or 17b; Part III, ine 12; Part IV,
Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9¢, 11a, 11b, and 11c; Part IV, 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 Vv, 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) 2015
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SCHEDULE C Political Campaign and Lobbying Activities OMB No 1345-0047
(Form 990 or For Organizations Exempt From Income Tax Under section 501(c) and section 527 2 O 1 5
990- EZ) »Complete if the organization is described below. PAttach to Form 990 or Form 990-EZ.

»Information about Schedule C (Form 990 or 990-EZ) and its instructions is at Open to Public
Department of the www.irs.qgov /form990. Inspection
Treasury
Internal Revenue
Service

If the organization answered "Yes" on Form 990, Part IV, Line 3, or Form 990-EZ, Part V, line 46 (Political Cam paign Activities), then
o Section 501(c)(3) organizations Complete Parts I-A and B Do not complete Part |-C
e Section 501(c) (other than section 501(c)(3)) organizations Complete Parts I-A and C below Do not complete Part I-B
e Section 527 organizations Complete Part I-A only
If the organization answered "Yes" on Form 990, Part IV, Line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
o Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)) Complete Part I-F-A Do not complete Part I-B
o Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)) Complete Part IFB Do not complete Part II-A
If the organization answered "Yes" on Form 990, Part IV, Line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V,
line 35¢c (Proxy Tax) (see separate instructions), then
e Section 501(c)(4), (5), or (6) organizations Complete Part Il

Name of the organization
HENRY FORD HEALTH SYSTEM

Employer identification number

38-1357020
m Complete if the organization is exempt under section 501(c) or is a section 527 organization.

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

Political expenditures » $

3 volunteer hours

1@ ] Complete if the organization is exempt under section 501(c)(3).

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

b If"Yes," describe in Part IV
[EIETd Complete if the organization is exempt under section 501(c), except section 501(c)(3).

Enter the amount directly expended by the filing organization for section 527 exempt function activities #» $

2 Enter the amount of the filing organization's funds contributed to other organizations for section 527

exempt function activities » $
3 Total exempt function expenditures Add lines 1 and 2 Enter here and on Form 1120-POL, line 17b » $
4 Did the filing organization fileForm 1120-POL for this year? [ Yes [ No

Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations to which the filing
organization made payments For each organization listed, enter the amount paid from the filing organization’s funds Also enter the
amount of political contributions received that were promptly and directly delivered to a separate political organization, such as a
separate segregated fund or a political action committee (PAC) If additional space 1s needed, provide information in Part IV

(a) Name

(b) Address

(¢) EIN

(d) Amount paid from
filing organization's
funds If none, enter -0-

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

6

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

Cat No 50084S Schedule C (Form 990 or 990-EZ) 2015



Schedule C (Form 990 or 990-EZ) 2015
Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election

Page 2

under section 501(h)).

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

B Check # [ ifthe filing organization checked box A and "limited control" provisions apply

expenses, and share of excess lobbying expenditures)

- = . - {a) Filing (b) Affiliated
L|'r|n|ts o_n Lo?bylng Expendlt_ure§ organization's group totals
(The term "expenditures” means amounts paid or incurred.) totals
1a Total lobbying expenditures to influence public opinion (grass roots 9,000 9,000
lobbying)
b Total lobbying expenditures to influence a legislative body (direct lobbying) 80,000 80,000
c Total lobbying expenditures (add lines 1a and 1b) 89,000 89,000
d Other exempt purpose expenditures 2,576,381,111) 3,326,180,355
e Total exempt purpose expenditures (add lines 1c and 1d) 2,576,470,111) 3,326,269,355
f Lobbying nontaxable amount Enter the amount from the following table in both columns 1,000,000 1,000,000
If the amount on line 1e, column (a) or (b) is: The lobbying nontaxable amount i1s:
Not over $500,000 20% of the amount on line 1le
Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000
Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000
Over $17,000,000 1,000,000
0,
g Grassroots nontaxable amount (enter 25% of line 1f) 250,000 250,000
h Subtract line 1g from line 1a If zero or less, enter -0- 0 0
i Subtract line 1ffrom line 1¢c Ifzero or less, enter -0- 0 0
j If there 1s an amount other than zero on either line 1h or line 11, did the organization file Form 4720
reporting section 4911 tax for this year?
[ Yes [~ No
4-Year Averaging Period Under section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five
columns below. See the separate instructions for lines 2a through 2f.)
Lobbying Expenditures During 4-Year Averaging Period
Calendar year (or fiscal year (a)2012 (b)2013 (c)2014 (d)2015 (e) Total
beginning in)
2a Lobbying nontaxable amount 1,000,000 1,000,000 1,000,000 1,000,000 4,000,000
b Lobbying celling amount 6,000,000
{150% ofline 2a, column(e))
c Total lobbying expenditures 82,852 106,795 87,398 89,000 366,045
d Grassroots nontaxable amount 250,000 250,000 250,000 250,000 1,000,000
e Grassroots celling amount
1,500,000
(150% of line 2d, column (e)) U
f Grassroots lobbying expenditures 9,325 11,042 8,803 9,000 38,170

Schedule C (Form 990 or 990-EZ) 2015



Schedule C (Form 990 or 990-EZ) 2015
-1a@iCl: B Complete if the organization is exempt under section 501(c)(3) and has NOT

Page 3

filed Form 5768 (election under section 501(h)).

For each "Yes " response on lines 1athrough 11 below, provide in Part IV a detailed description of the lobbying
activity

1

TGO 0o 0N T o

2a

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

During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or referendum,
through the use of

Volunteers?

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

Mailings to members, legislators, or the public?

Publications, or published or broadcast statements?

Grants to other organizations for lobbying purposes?

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

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

Total Add lines 1c through 11

Did the activities in line 1 cause the organization to be not described in section 501(c){3)?
If"Yes," enter the amount of any tax incurred under section 4912

If"Yes," enter the amount of any tax incurred by organization managers under section 4912

If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?

Yes

(a)

(b)

No

A mount

501(c)(6).

1
2
3

-1aiegd:] Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

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

Yes

No

1

2

3

501(c)(6) and if either (a) BOTH Part III-A, lines 1 and 2, are answered "No" OR (b) Part III-A,

line 3, is answered “Yes."

5

Dues, assessments and similar amounts from members

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

Current year

Carryover from last year

Total

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

If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the excess
does the organization agree to carryover to the reasonable estimate of nondeductible lobbying and
political expenditure next year?

Taxable amount of lobbying and political expenditures (see instructions)

1

2a

2b

2c

m Supplemental Information

Provide the descriptions required for Part I-A, line 1, PartI-B, ine 4, Part I-C, line 5, Part I1-A (affiliated group list}, Part [I-A, lines 1 and
2 (see Instructions), and Part 1I-B, line 1 Also, complete this part for any additional information

Return Reference Explanation

Schedule C (Form 990 or 990EZ) 2015
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TY 2015 Affiliated Group Schedule

Name:
EIN:

HENRY FORD HEALTH SYSTEM
38-1357020

Affiliated Group Business Name:
Address. Either US or Foreign Type:

EIN:
Electing Organization Checkbox:

Total Grassroots Lobbying:
Total Direct Lobbying:
Total Lobbying Expenditures:

Total Exempt Purpose Expenditures:
Lobbying Nontaxable Amount:
Grassroots Nontaxable Amount:

Tot Lobbying Grassroot Minus Non
Tx:

Tot Lobby Expend Mns Lobbying Non
Tx:

Share Of Excess Lobbying:

Affiliated Group Business Name:
Address. Either US or Foreign Type:

EIN:
Electing Organization Checkbox:

Total Grassroots Lobbying:
Total Direct Lobbying:
Total Lobbying Expenditures:

Total Exempt Purpose Expenditures:
Lobbying Nontaxable Amount:
Grassroots Nontaxable Amount:

Tot Lobbying Grassroot Minus Non
Tx:

Tot Lobby Expend Mns Lobbying Non
Tx:

Share Of Excess Lobbying:

Other Exempt Purpose Expenditures:

Other Exempt Purpose Expenditures:

HENRY FORD WYANDOTTE HOSPITAL

2333 BIDDLE AVE
WYANDOTTE, MI 48192

38-2791823

[
0
0
0
289,277,631
289,277,631
1,000,000
250,000
0

0

0

HENRY FORD CONTINUING CARE CORPORATION

ONE FORD PLACE
DETROIT, MI 48202

38-2433285

[
0
0
0
1,006,846
1,006,846
175,685
43,921
0

0




Affiliated Group Business Name:
Address. Either US or Foreign Type:

EIN:

Electing Organization Checkbox:
Total Grassroots Lobbying:
Total Direct Lobbying:

Total Lobbying Expenditures:

Other Exempt Purpose Expenditures:

Total Exempt Purpose Expenditures:
Lobbying Nontaxable Amount:
Grassroots Nontaxable Amount:

Tot Lobbying Grassroot Minus Non
Tx:

Tot Lobby Expend Mns Lobbying Non
Tx:

Share Of Excess Lobbying:

Affiliated Group Business Name:
Address. Either US or Foreign Type:

EIN:

Electing Organization Checkbox:
Total Grassroots Lobbying:
Total Direct Lobbying:

Total Lobbying Expenditures:

Other Exempt Purpose Expenditures:

Total Exempt Purpose Expenditures:
Lobbying Nontaxable Amount:
Grassroots Nontaxable Amount:

Tot Lobbying Grassroot Minus Non
Tx:

Tot Lobby Expend Mns Lobbying Non
Tx:

Share Of Excess Lobbying:

HENRY FORD HEALTH SYSTEM FOUNDATION

ONE FORD PLACE
DETROIT, MI 48202

23-7383042

[
0
0
0
17,606,206
17,606,206
1,000,000
250,000
0

0

0

DOWNRIVER CANCER CENTER

ONE FORD PLACE
DETROIT, MI 48202

38-3193008

[
0
0
0
0
0
0
0
0
0
0




Affiliated Group Business Name:
Address. Either US or Foreign Type:

EIN:

Electing Organization Checkbox:
Total Grassroots Lobbying:
Total Direct Lobbying:

Total Lobbying Expenditures:

Other Exempt Purpose Expenditures:

Total Exempt Purpose Expenditures:
Lobbying Nontaxable Amount:
Grassroots Nontaxable Amount:

Tot Lobbying Grassroot Minus Non
Tx:

Tot Lobby Expend Mns Lobbying Non
Tx:

Share Of Excess Lobbying:

Affiliated Group Business Name:
Address. Either US or Foreign Type:

EIN:

Electing Organization Checkbox:
Total Grassroots Lobbying:
Total Direct Lobbying:

Total Lobbying Expenditures:

Other Exempt Purpose Expenditures:

Total Exempt Purpose Expenditures:
Lobbying Nontaxable Amount:
Grassroots Nontaxable Amount:

Tot Lobbying Grassroot Minus Non
Tx:

Tot Lobby Expend Mns Lobbying Non
Tx:

Share Of Excess Lobbying:

HENRY FORD MACOMB HOSPITAL CORPORATION

ONE FORD PLACE
DETROIT, MI 48202

38-2947657
[
0
0
0
440,469,516
440,469,516
1,000,000
250,000
0
0
0
HFII CORPORATION
ONE FORD PLACE
DETROIT, MI 48202
90- 0840304
[
0
0
0
380,204
380,204
76,041
19,010
0
0
0




Affiliated Group Business Name:
Address. Either US or Foreign Type:

EIN:

Electing Organization Checkbox:
Total Grassroots Lobbying:
Total Direct Lobbying:

Total Lobbying Expenditures:

Other Exempt Purpose Expenditures:

Total Exempt Purpose Expenditures:
Lobbying Nontaxable Amount:
Grassroots Nontaxable Amount:

Tot Lobbying Grassroot Minus Non
Tx:

Tot Lobby Expend Mns Lobbying Non
Tx:

Share Of Excess Lobbying:

HENRY FORD HEALTH SYSTEM GOVERNMENT AFFAIRS

ONE FORD PLACE
DETROIT, MI 48202

46-4064067

[
0
0
0
1,058,841
1,058,841
180,884
45,221
0

0




Affiliated Group Business Name: HENRY FORD WYANDOTTE HOSPITAL

Address. Either US or Foreign Type: 2333 BIDDLE AVE
WYANDOTTE, MI 48192

EIN: 38-2791823
Electing Organization Checkbox: ]

Total Grassroots Lobbying: 0
Total Direct Lobbying: 0
Total Lobbying Expenditures: 0
Other Exempt Purpose Expenditures: 289,277,631
Total Exempt Purpose Expenditures: 289,277,631
Lobbying Nontaxable Amount: 1,000,000
Grassroots Nontaxable Amount: 250,000
Tot Lobbying Grassroot Minus Non 0
Tx:

Tot Lobby Expend Mns Lobbying Non 0
Tx:

Share Of Excess Lobbying: 0

Affiliated Group Business Name: HENRY FORD CONTINUING CARE CORPORATION

Address. Either US or Foreign Type: ONE FORD PLACE
DETROIT, MI 48202

EIN: 38-2433285
Electing Organization Checkbox: ]

Total Grassroots Lobbying: 0
Total Direct Lobbying: 0
Total Lobbying Expenditures: 0
Other Exempt Purpose Expenditures: 1,006,846
Total Exempt Purpose Expenditures: 1,006,846
Lobbying Nontaxable Amount: 175,685
Grassroots Nontaxable Amount: 43,921
Tot Lobbying Grassroot Minus Non 0
Tx:

Tot Lobby Expend Mns Lobbying Non 0
Tx:

Share Of Excess Lobbying: 0

Affiliated Group Business Name: HENRY FORD HEALTH SYSTEM FOUNDATION

Address. Either US or Foreign Type: ONE FORD PLACE
DETROIT, MI 48202

EIN: 23-7383042
Electing Organization Checkbox: ]

Total Grassroots Lobbying: 0
Total Direct Lobbying: 0
Total Lobbying Expenditures: 0
Other Exempt Purpose Expenditures: 17,606,206
Total Exempt Purpose Expenditures: 17,606,206
Lobbying Nontaxable Amount: 1,000,000
Grassroots Nontaxable Amount: 250,000
Tot Lobbying Grassroot Minus Non 0
Tx:

Tot Lobby Expend Mns Lobbying Non 0
Tx:

Share Of Excess Lobbying: 0

Affiliated Group Business Name: DOWNRIVER CANCER CENTER

Address. Either US or Foreign Type: ONE FORD PLACE
DETROIT, MI 48202

EIN: 38-3193008
Electing Organization Checkbox: ]

Total Grassroots Lobbying:

Total Direct Lobbying:

Total Lobbying Expenditures:

Other Exempt Purpose Expenditures:
Total Exempt Purpose Expenditures:
Lobbying Nontaxable Amount:
Grassroots Nontaxable Amount:

O O OO0 o o o o

Tot Lobbying Grassroot Minus Non
Tx:

Tot Lobby Expend Mns Lobbying Non
Tx:

Share Of Excess Lobbying: 0
Affiliated Group Business Name: HENRY FORD MACOMB HOSPITAL CORPORATION

Address. Either US or Foreign Type: ONE FORD PLACE
DETROIT, MI 48202

EIN: 38-2947657
Electing Organization Checkbox: ]

o

Total Grassroots Lobbying: 0
Total Direct Lobbying: 0
Total Lobbying Expenditures: 0
Other Exempt Purpose Expenditures: 440,469,516
Total Exempt Purpose Expenditures: 440,469,516
Lobbying Nontaxable Amount: 1,000,000
Grassroots Nontaxable Amount: 250,000
Tot Lobbying Grassroot Minus Non 0
Tx:

Tot Lobby Expend Mns Lobbying Non 0
Tx:

Share Of Excess Lobbying: 0

Affiliated Group Business Name: HFII CORPORATION

Address. Either US or Foreign Type: ONE FORD PLACE
DETROIT, MI 48202

EIN: 90-0840304
Electing Organization Checkbox: ]

Total Grassroots Lobbying: 0
Total Direct Lobbying: 0
Total Lobbying Expenditures: 0
Other Exempt Purpose Expenditures: 380,204
Total Exempt Purpose Expenditures: 380,204
Lobbying Nontaxable Amount: 76,041
Grassroots Nontaxable Amount: 19,010
Tot Lobbying Grassroot Minus Non 0
Tx:

Tot Lobby Expend Mns Lobbying Non 0
Tx:

Share Of Excess Lobbying: 0

Affiliated Group Business Name: HENRY FORD HEALTH SYSTEM GOVERNMENT AFFAIRS

Address. Either US or Foreign Type: ONE FORD PLACE
DETROIT, MI 48202

EIN: 46-4064067
Electing Organization Checkbox: ]

Total Grassroots Lobbying: 0
Total Direct Lobbying: 0
Total Lobbying Expenditures: 0
Other Exempt Purpose Expenditures: 1,058,841
Total Exempt Purpose Expenditures: 1,058,841
Lobbying Nontaxable Amount: 180,884
Grassroots Nontaxable Amount: 45,221
Tot Lobbying Grassroot Minus Non 0
Tx:

Tot Lobby Expend Mns Lobbying Non 0
Tx:

Share Of Excess Lobbying: 0
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SCHEDULE D

OMB No 1545-0047

Supplemental Financial Statements

(Form 990)
» Complete if the organization answered "Yes,”" on Form 990, 2 0 1 5

Department of the » Attach to Form 990. Open to Publi
Treasury Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. Inspection

Internal Revenue Service

Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Name of the organization Employer identification number

HENRY FORD HEALTH SYSTEM

38-1357020

lm Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.

Complete If the organization answered "Yes" on Form 990, Part IV, line 6.

(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 1n writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legal control? [~ Yes [T No

Did the organization inform all grantees, donors, and donor advisors in 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 impermissible private benefit? [ Yes [ No

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

1

[~ T o T = S ]

Purpose(s) of conservation easements held by the organization (check all that apply)

[~ Preservation of land for public use (e g, recreation or
education) [T Preservation of an historically important land area

[ Protection of natural habitat [T Preservation of a certified historic structure
[~ Preservation of open space

Complete ines 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 {(c) acquired after 8/17/06, and not on 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 Is located »

Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easements i1t holds? [ Yes [ No

Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the
year

»

Amount of expenses incurred in monitoring, Inspecting, handling of violations, and enforcing conservation easements during the year
>3

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

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" on Form 990, Part IV, line 8.

1a Ifthe 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 i1n furtherance of public
service, provide, In Part XIII, the text of the footnote to its financial statements that describes these items
b Ifthe 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 i1n furtherance of public
service, provide the following amounts relating to these items
(i) Revenue included on Form 990, Part VIII, line 1 »s
(ii) Assets included in Form 990, Part X >3
2 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
a Revenue Included on Form 990, Part VIII, line 1 »s
b 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) 2015
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m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets

(continued)

3 Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its

collection items (check all that apply}
a [ Public exhibition

[T Scholarly research

€ [ Preservation for future generations

d [T Loan or exchange programs

e [ Other

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

EEXEEY] Escrow and Custodial Arr

angements.

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

Part X, line 21.

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? |_Yes I_No
b If "Yes," explain the arrangement in Part XIII and complete the following table Amount
c Beginning balance 1c
d Additions during the year id
e 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 hability? |_Yes I_No

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

[l

m Endowment Funds. Complete If the organization answered "Yes" to Form 990, Part IV, line 10.

(a)Current year {b)Prior year b (c)Two years back | (d)Three years back (e)Four years back
1a Beginning of year balance 199,451,653 203,032,512 204,419,215 197,339,688 197,372,633
b Contributions 79,615,483 79,684,122 80,875,393 38,461,282 35,658,290
¢ Netinvestment earnings, gains, and
losses -1,886,181 4,717,516 10,518,567 11,992,464 -777,973
d Grants or scholarships
e Other expenditures for facilities
and programs 84,321,544 87,982,497 92,780,663 43,374,219 34,913,262
f Administrative expenses
g End of year balance 192,859,411 199,451,653 203,032,512 204,419,215 197,339,688
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as
Board designated or quasi-endowment »
b Permanent endowment » 49 680 %
€ Temporarily restricted endowment » 50 320 %
The percentages on lines 2a, 2b, and 2c should equal 100%
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by Yes | No
(i) unrelated organizations 3a(i) No
(ii) related organizations . . . . . v v e e e e e e 3a(ii) | Yes
b If"Yes" on 3a(n), are the related organizations listed as required on Schedule R? 3b Yes

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

XX Land, Buildings, and Equi

pment.

Complete If the organization answered 'Yes' to Form 990, Part IV, ine 11a.See Form 990, Part X, line 10.

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

1a Land 19,206,770 19,206,770
b Buildings

.. 1,045,320,236 543,229,262 502,090,974

¢ Leasehold improvements 26,262,099 4,737,371 21,524,728

d Equipment 863,973,612 552,832,150 311,141,462

e Other
e e e e e e e e 11,542,833 11,542,833
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), ine 10(c)) . . . . . . . P 865,506,767

Schedule D (Form 990) 2015
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m Investments—Other Securities. Complete If the organization answered 'Yes' on Form 990, Part IV, line 11b.

See Form 990, Part X, line 12.

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

(b)Book value

(c)Method of valuation

Cost or end-of-year market value

(1)Financial derivatives

(2)Closely-held equity Interests

(3)Other

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

Investments—Program Related.

Complete If the organization answered 'Yes'

on Form 990, Part IV, line 11C.gee Form 990, Part X, line 13.

(a) Description of Investment

(b) Book value

(c) Method of valuation

Cost or end-of-year market value

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

»

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

(a) Description

(b) Book value

(1) INVESTMENTS IN PARTNERSHIP 1,365,852
(2) INVESTMENTS IN JOINT VENTURES 8,600,442
(3) OTHER 852,999
(4) DEFERRED COMPENSATION 97,602,359
Total. (Column (b) must equal Form 990, Pairt X, col (B) line 15 ) . » 108,421,652

Other Liabilities. Complete If the organization answered

See Form 990, Part X, line 25.

'Yes' on Form 990, Part IV, line 11e or 11f.

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

POST RETIREMENT EMPLOYEE BENEFITS 191,430,549
RESERVE FOR MALPRACTICE 88,454,128
DEFERRED COMPENSATION 97,600,996
OTHER LIABILITIES 42,838,631
Total. (Column (b) must equal Form 990, Part X, col (B) hine 25 ) > 420,324,304

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 liability for uncertain tax positions under FIN 48 (ASC 740) Check here If the text of the footnote has been provided in Part

X1 [

Schedule D (Form 990) 2015
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m Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

Complete If the organization answered 'Yes' on Form 990, Part IV, line 12a.

[+ = T o B = S ']

C
5

Total revenue, gains, and other support per audited financial statements . . . . . . . 1

Amounts included on line 1 but not on Form 990, Part VIII, line 12

Net unrealized gains (losses) on investments . . . . 2a

Donated services and use of facilities . . . . . . . . . 2b

Recoveries of prior yeargrants . . . . . . . . . . . 2c

Other (Describe in Part XII1) . . . . . .+ .+ .+ .+ . . .| 2

Add lines 2athrough2d . . . . . . . . . . . .o . . e e 2e
Subtract line 2efromlinel . . . . . . . . . . o .. a . 3
Amounts included on Form 990, Part VIII, line 12, but not on line 1

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

Other (Describe in Part XIII') . . . . . .+ .+ .« .« .. . 4b

Addlinesd4aandd4b . . . . . . . . . . 04w e e 4c
Total revenue Add lines 3 and 4c.(This must equal Form 990, PartI,line12) . . . . 5

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

Complete If the organization answered 'Yes' on Form 990, Part IV, line 12a.

[+ = T o B = S ']

C
5

Total expenses and losses per audited financial statements . . . . . . . . . . . 1
Amounts included on line 1 but not on Form 990, Part IX, line 25

Donated services and use of facilities . . . . . . . . . 2a

Prior year adjustments . . . . . . . . . . . . 2b

Otherlosses . . . .+ .« .+ + « 4 4w . 2c

Other (Describe in Part XIII') . . . . . .+ .+ .« .+ . . . 2d

Add lines 2athrough2d . . . . . . . . . . . . . ... 2e
Subtractline 2efromlinel . . . . . . . . . .. 40w e e 3
Amounts included on Form 990, Part IX, line 25, but not on line 1:

Investment expenses not included on Form 990, Part VIII, ine7b . .| 4a

Other (Describe in Part XI1II') . . . . . . . . . . . .| 4b

Addlines4aand4b . . . . . . . . . . ..o 0w e e e 4c
Total expenses Add lines 3 and 4c. (This must equal Form 990, PartI,hmel18) . . . . . . 5

EZL35iE] Supplemental Information

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

information
| Return Reference Explanation
PART V,LINE 4 EARNINGS FROM THE ORGANIZATION'S ENDOWMENT FUNDS ARE UTILIZED BASED ON THE

NATURE OF THE SPECIFIC ASSOCIATED RESTRICTION THESE PRIMARILY RELATETO
FUNDING INITIATIVES ASSOCIATED WITH SPECIFIC DISEASE CONDITIONS AND
FURTHERING MEDICAL EDUCATION AND RESEARCH INITIATIVES

Schedule D (Form 990) 2015
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Supplemental Information (continued)

Return Reference Explanation
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SCHEDULE F
(Form 990)

Department of the Treasury
Internal Revenue Service

Statement of Activities Qutside the United States

» Complete if the organization answered "Yes" to Form 990,

Part IV, line 14b, 15, or 16.
» Attach to Form 990.

» Information about Schedule F (Form 990) and its instructions 1s at www.irs.gov/form990. Open to Public
Inspection

OMB No 1545-0047

Name of the organization

HENRY FORD HEALTH SYSTEM

38-1357020

2015

Employer identification number

m General Information on Activities Outside the United States.
Complete If the organization answered "Yes" to Form 990, Part IV, line 14b.

1 For grantmakers. Does the organization maintain records to substantiate the amount of its grants
and other assistance, the grantees’ eligibility for the grants or assistance, and the selection criterna
used to award the grants or assistance?

2 For grantmakers. Describe I1n Part V the organization’s procedures for monitoring the use of its grants

assistance outside the United States

3 Activites per Region (The following Part I, line 3 table can be duplicated if additional space 1s needed )

|_ Yes

and other

|_No

(a) Region {b) Number of (c) Number of (d) Activities conducted in | (e) If activity listed in (d) I1s (f) Total expenditures
offices In the employees, region {by type) (e g, a program service, describe for and investments
region agents, and fundraising, program services, specific type of In region
independent Investments, grants to service(s) In region
contractors in reciplents located In the
region region)
CENTRAL AMERICA AND INVESTMENTS 64,356,688
CARRIBEAN
MIDDLE EAST AND NORTH PROVIDE 1,167,556
AFRICA CONSULTING
SERVICES FOR
DESIGN AND
CONSTRUCTION OF A
HEALTH CLINIC
SOUTH ASIA (INDIA) CONSULTING 73,024
ACTIVITIES
3a Sub-total 0 65,597,268
b Total from continuation sheets 0 0
toPartI
c Totals (add lines 3a and 3b) 0 65,597,268

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

Cat No 50082WwW

Sched

ule F (Form 990) 2015
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m Grants and Other Assistance to Organizations or Entities Outside the United States.
Complete If the organization answered "Yes" to Form 990, Part IV, line 15, for any recipient who received more than $5,000. Part II can be duplicated If

Page 2

additional space 1s needed.

1

(a) Name of
organization

(b) IRS code
section
and EIN (if
applicable)

(c) Region

(d) Purpose of
grant

(e) Amount of
cash grant

(f) Manner of
cash
disbursement

(g) Amount
of non-cash
assistance

(h) Description
of non-cash
assistance

(i) Method of
valuation
{book, FMV,
appraisal, other)

3

Enter total number of recipient organizations listed above that are recognized as charities by the foreign country, recognized as

tax-exempt by the IRS, or for which the grantee or counsel has provided a section 501(c)(3) equivalency letter .

Enter total number of other organizations or entities .

Schedule F (Form 990) 2015
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m Grants and Other Assistance to Individuals Outside the United States. Complete If the organization answered "Yes" to Form 990, Part IV, line 16.
Part IIT can be duplicated If additional space 1s needed.

(a) Type of grant or
assistance

(b) Region

(c) Number of
reciplients

(d) Amount of
cash grant

(e) Manner of cash
disbursement

(f) Amount of
non-cash
assistance

(g) Description
of non-cash
assistance

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

Schedule F (Form 990) 2015
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ZEXsEY] Foreign Forms

1 Was the organization a U S transferor of property to a foreign corporation during the tax year? If "Yes, "the
organization may be required to file Form 926, Return by a U S Transferor of Property to a Foreign Corporation (see
Instructions for Form 926)

2 Did the organization have an interest in a foreign trust during the tax year? If "Yes," the organization may be
required to file Form 3520, Annual Return to Report Transactions with Foreign Trusts and Receipt of Certain Foreign
Gifts, and/or Form 3520-A, Annual Information Return of Foreign Trust With aU S Owner (see Instructions for
Forms 3520 and 3520-A, do not file with Form 990)

3 Did the organization have an ownership interest in a foreign corporation during the tax year? If "Yes," the
organization may be required to file Form 5471, Information Return of U S Persons with Respect to Certain Foreign
Corporations (see Instructions for Form 5471)

4 Was the organization a direct or indirect shareholder of a passive foreign investment company or a qualified
electing fund during the tax year? If "Yes,” the organization may be required to file Form 8621, Information Return
by a Shareholder of a Passive Foreign Investment Company or Qualified Electing Fund (see Instructions for Form
8621)

5 Did the organization have an ownership interest in a foreign partnership during the tax year? If "Yes," the
organization may be required to file Form 8865, Return of U S Persons with Respect to Certain Foreign Partnerships
(see Instructions for Form 8865)

6 Did the organization have any operations In or related to any boycotting countries during the tax year? If
"Yes," the organization may be required to file Form 5713, International Boycott Report (see Instructions for Form
5713, do not file with Form 990)

[ vYes
[T vYes
[ vYes
[T vYes
[ vYes
[ vYes

[ No
[ No
[ No
[ No
[ No
[ No

Schedule F (Form 990) 2015
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XS supplemental Information

Provide the information required by Part I, ine 2 (monitoring of funds); Part I, ine 3, column (f) (accounting
method; amounts of investments vs. expenditures per region); Part II, ine 1 (accounting method); Part III

(accounting method); and Part III, column (c) (estimated number of recipients), as applicable. Also complete
this part to provide any additional information (see instructions).

990 Schedule F, Supplemental Information

Return Reference Explanation

PART |, LINE 3, COLUMN F

TOTAL EXPENDITURES AND INVESTMENTS FOR THE REGION ARE REPORTED AT COST BASIS OR BOOK VALUE
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SCHEDULE G Supplemental Information Regarding OMB No 1545-0047
(Form 990 or 990-EZ) Fundraising or Gaming Activities 2 o 1 5
C I if the or tion answered "Yes" on Form 990, Part IV, hines 17, 18, or 19, orif the
organization entered more than $15,000 on Form 990-EZ, line 6a "
Department of the Treasury P Attach to Form 990 or Form 990-EZ Open tO_ Public
Intenal Revenue Service ’Informatlon about Schedule G (Form 990 or 990-EZ) and its instructions i1s at www irs gov/form990 InspeCtlon

Name of the organization Employer identification number

HENRY FORD HEALTH SYSTEM
38-1357020

IEZISE] Fundraising Activities.Complete If the organization answered "Yes" on Form 990, Part IV, line 17,
Form 990-EZ filers are not required to complete this part.

1 Indicate whether the organization raised funds through any of the following activities Check all that apply

a [ Mailsolicitations e [¢ Solicitation of non-government grants
b [« Internet and email solicitations f [ Solicitation of government grants
¢ [ Phone solicitations g [ Special fundraising events

d [« In-person solicitations

2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees
or key employees listed in Form 990, Part VII) or entity in connection with professional fundraising [VYes [ No
services?
b If"Yes," list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiseris
to be compensated at least $5,000 by the organization

(i) Name and address of (if) Activity (iii) Did (iv) Gross receipts (v) Amount paid to (vi) Amount paid to
individual fundraiser have from activity (or retained by) (or retained by)
or entity (fundraiser) custody or fundraiser listed in organization
control of col (1)
contributions?
Yes No
EVENT
FULKERSON SALES INC [SOLICITATIONS
5760 SNOWSHOE
CIRCLE No 333,000 77,250 255,750
BLOOMFIELD HILLS, MI
48301
TELEPHONE
J MILITO AND CAMPAIGN
ASSOCIATES INC
1133 MAPLEGROVE DR No 40,825 23,040 17,785
NwW
GRAND RAPIDS, MI
49504
Total > 373,825 100,290 273,535

3 List all states in which the organization is registered or licensed to solicit contributions or has been notified 1t 1s exempt from
registration or licensing

MI, FL

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat No 50083H Schedule G (Form 990 or 990-EZ) 2015
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m Fundraising Events.

Complete If the organization answered "Yes" on Form 990, Part IV, line 18, or reported more than $15,000 of
fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with gross

Page 2

receipts greater than $5,000.

(a)Event #1

(b)Event #2

(c)Other events

(d)

Total events

RACE EVENT GRAND BALL 6 (add col (a) through
(event type) {event type) (total number) col (c))
e
=
i
3 1 Gross receipts 451,357 594,254 995,959 2,041,570
[24
Less Contributions . 382,084 375,370 756,693 1,514,147
Gross Iincome (line 1 minus
line 2) 69,273 218,884 239,266 527,423
4 Cash prizes
5 Noncash prizes
" 6 Rent/facility costs
[«0)
g 7 Food and beverages
L% 8 Entertainment
g 9 Other direct expenses 266,641 546,282 538,061 1,350,984
O |10 Direct expense summary Add lines 4 through 9 in column (d) | 4 1,350,984
11 Net income summary Subtract line 10 from line 3, column (d) » -823,561
Gaming.
Complete If the organization answered "Yes" on Form 990, Part IV, line 19, or reported more than $15,000 on
Form 990-EZ, line 6a.
@ (a)Bingo (b)Pull tabs/Instant (c)Other gaming (d)
= bingo/progressive bingo Total gaming (add col
g (a) through col (c))
]
& 1 Gross revenue 185,826 185,826
$ 2 Cash prizes
I}
T
& |3 Noncash prizes 92,444 92,444
)
g 4 Rent/facility costs
el
5 Otherdirect expenses
100 000
[ Yes . .. Yoo | Yes .l % |V yes %
6 Volunteer labor [ No [ No [ No
7 Direct expense summary Add lines 2 through 5 in column (d) | 4 92,444
8 Net gaming iIncome summary Subtract line 7 from line 1, column (d). | 4 93,382
9 Enter the state(s) in which the organization conducts gaming activities MI
a Is the organization licensed to conduct gaming activities in each of these states? [VYes [ No
b If"No," explain
10a Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year? [ Yes [¥No
b If"Yes," explain

Schedule G (Form 990 or 990-EZ) 2015
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11 Does the organization conduct gaming activities with nonmembers? [VYes [ No

12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity

formed to administer charitable gaming? [ Yes [¥No

13 Indicate the percentage of gaming activity conducted in
The organization's facility 13a %
An outside facility 13b 100 000 %

14 Enter the name and address of the person who prepares the organization's gaming/special events books and records

Name P REBECCA BLANKEN

Address P HFHS EVENTS-ONE FORD PLACE
DETROIT,MI 48202

15a Does the organization have a contract with a third party from whom the organization receives gaming

revenue? [Yes [¢No
b If"Yes," enter the amount of gaming revenue received by the organization ™ $ and the

amount of gaming revenue retained by the third party P $

€ If"Yes," enter name and address of the third party

Name P

Address P

16 Gaming manager information

Name P
Gaming manager compensation P $

Description of services provided

>

[ Director/officer [ Employee [~ Independent contractor

17 Mandatory distributions
a Is the organization required under state law to make charitable distributions from the gaming proceeds to

retain the state gaming license? [Yes [¥No
b Enter the amount of distributions required under state law distributed to other exempt organizations or spent
in the organization's own exempt activities during the tax yearP $

m Supplemental Information. Provide the explanations required by Part I, ine 2b, columns (m) and (v); and
Part III, ines 9, 9b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also complete this part to provide any
additional information (see instructions).

Return Reference Explanation

Schedule G (Form 990 or 990-EZ) 2015
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SCHEDULE H Hospitals
(Form 990)

» Complete if the organization answered "Yes” on Form 990, Part IV, question 20.

Department of the » Attach to Form 990.

ITreasury » Information about Schedule H (Form 990) and its instructions is at www.irs.gov /form990.
nternal Revenue
Service OMB No 1545-0047

Open to Public
Inspection

Name of the organization
HENRY FORD HEALTH SYSTEM

Employer identification number

38-1357020

m Financial Assistance and Certain Other Community Benefits at Cost

Yes | No

[ 1a [ ves |

ib

1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a

b If"Yes," was it a written policy? 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

- Apphed uniformly to all hospital facilities ~ Applied uniformly to most hospital facilities

 Generally tailored to individual hospital facilities

3 Answer the 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% [~ 200% [~ Other 25000 0000000000 %

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 No

200% [ 250% [ 300% [ 350% [ 400% [ Other %

c Ifthe organization used factors other than FPG I1n 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 Didthe organization's financial assistance policy that applied to the largest number of its patients during the tax year]
provide for free or discounted care to the "medically indigent"? 4

5a Did the organization budget amounts for free or discounted care provided under i1ts financial assistance policy during

the tax year? 5a

5b

b If"Yes," did the organization's financial assistance expenses exceed the budgeted amount?

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? 5¢c

6a Did the organization prepare a community benefit report during the tax year? 6a

6b

Yes

b If"Yes," did the organization make 1t available to the public? 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 (a) Number of (b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community (f) Percent of
Means-Tested activities or programs (optional) benefit expense revenue benefit expense total expense
Government Programs (optional)
a Financial Assistance at cost
(from Worksheet 1) 20,752,152 20,752,152 0820 %
b Medicaid (from Worksheet 3,
column a) 525,871,469 427,371,384 98,500,085 3910 %
Costs of other means-tested
c govemnment programs (from
Worksheet 3, column b)
Total Financial Assistance and
d Means-Tested Government
Programs 546,623,621 427,371,384 119,252,237 4730 %
Other Benefits
Community health improvement
e services and community benefit
operations (from Worksheet 4) 15,245,083 6,872,951 8,372,132 0330 %
f Health professions education
(from Worksheet 5) 121,853,052 49,556,977 72,296,075 2870 %
Subsidized health services (from
9 Worksheet 6) 33,500,612 26,591,892 6,908,720 0270 %
h Research (from Worksheet 7) 56,197,926 42,916,597 13,281,329 0 530 %
Cash and in-kind contributions for
1 community benefit (from
Worksheet 8) 876,993 169 876,824 0 030 %
j Total. Other Benefits 227,673,666 125,938,586 101,735,080 4 030 %
k Total. Add lines 7d and 7) 774,297,287 553,309,970 220,987,317 8 760 %

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

Cat No 50192T
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Schedule H (Form 990) 2015
m Community Building Activities
Complete this table If the organization conducted any community building activities during the tax year, and
describe In Part VI how its community building activities promoted the health of the communities it serves.

Page

(b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community | (f) Percent of
(a) Number of (optional) building expense revenue building expense | total expense
activities or programs
(optional)
1 Physical improvements and housing 989,519 989,519 0 040 %
2 Economic development 718,299 718,299 0 030 %
3 Community support 427,120 427,120 0 020 %
4 Environmental improvements 200,000 200,000 0010 %
5 Leadership development and
training for community members 33,657 33,657 0 %
6 Coalition building 303,102 37,553 265,549 0 010 %
7 Community health improvement
advocacy 307,007 307,007 0010 %
Workforce development 52,509 52,509 0 %
9 Other
10 Total 3,031,213 37,553 2,993,660 0120 %
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 Association
Statement No 157? e e e e .o 1 No
2 Enter the amount of the organization's bad debt expense Explainin Part VI the
methodology used by the organization to estimate this amount 2 55,191,213
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 13,797,803
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) 5 589,410,649
6 Enter Medicare allowable costs of care relating to payments on line 5 6 653,975,389
7 Subtract line 6 from line 5 This Is the surplus (or shortfall) PR 7 -64,564,740
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
~ Cost accounting system - Cost to charge ratio ~ Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? 9a | 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

m Management Companies and Joint Ventures

(owned 10% or more by officers, directors, trustees, key employees, and physiclans—see instructions)

(a) Name of entity

(b) Description of prnimary
activity of entity

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

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

{e) Physicians'
profit % or stock
ownership %

10

11

12

13
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Page

m 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?

5
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)
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Facility reporting
Other (Describe) group

See Additional Data Table
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Schedule H (Form 990) 2015 Page 4
m 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}
HENRY FORD HOSPITAL
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 1
reporting group (from Part V, Section A):
Yes [ No
Community Health Needs A ssessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the current
tax year or the immediately preceding tax year?
1 No
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or the
immediately preceding tax year? If "Yes,” provide detalls 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 community
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 - A definition of the community served by the hospital facility
b — Demographics of the community
c '_EX|st|ng health care facilities and resources within the community that are available to respond to the health needs
of the community
d - How data was obtained
e - The significant health needs of the community
f rPrlmary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and minority
groups
g [T The process for identifying and prionitizing community health needs and services to meet the community health
needs
h - The process for consulting with persons representing the community’s interests
i ~Information gaps that limit the hospital facility’s ability to assess the community’s health needs
jir Other (describe in Section C})
4 Indicate the tax year the hospital facility last conducted a CHNA 20 13
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the
broad interests of the community served by the hospital facility, including those with special knowledge of or expertise
In public health? If "Yes," describe in Section C how the hospital facility took into account input from persons who
represent the community, and identify the persons the hospital facility consulted
5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital facilities? If "Yes," list the other hospital
facilities 1n Section C
6a [Yes
b Was the hospital facility’'s CHNA conducted with one or more organizations other than hospital facilities?” If "Yes,” list
the other organlzatlons In Section C
6b No
7 D|d the hospltal faC|I|ty make its CHNA report W|dely avallable to the publlc? 7 |Yes
If "Yes," indicate how the CHNA report was made widely available (check all that apply)
a - Hospital facility’s website (st url) WWW HENRYFORD COM
b Other website (list url}
¢ ~ Made a paper copy available for public inspection without charge at the hospital facihity
d  Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line 11 8 [Yes
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 No
a If"Yes" (hst url)
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?
P 10b | Yes
11 Describe in Section C how the hospital facility 1s addressing the significant needs 1dentified In 1ts 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 facility's failure to conduct a CHNA as
required by section 501 (r){(3)?
- . 12a No
b If“Yes" on Ilne 12a d|d the organlzatlon ﬁIe Form 4720 to report the section 4959 excise tax?
12b
[ If “Yes" on Ilne 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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Schedule H (Form 990) 2015 Page 5

m Facility Information (continued)

Financial Assistance Policy (FAP)

HENRY FORD HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No
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,” Indicate the eligibility criteria explained in the FAP
a - Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of
250 000000000000 % and FPG family income limit for eligibility for discounted care of
%
b - Income level other than FPG (describe in Section C)
c - Assetlevel
d ~ Medical indigency
e 1~ Insurance status
f - Underinsurance discount
g - Residency
h  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? . . . . . . . .« +« « « 4 o« 4 4 e 4. . 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 - Described the information the hospital facility may require an individual to provide as part of his or her application
b - Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application
¢ - Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
dr 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 faciity? . . . . . . . .[ 16 | Yes

If "Yes," indicate how the hospital facility publicized the policy (check all that apply)
a - The FAP was widely available on a website (list url)

HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413

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

HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413
- A plain language summary of the FAP was widely available on a website (list url)
HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413
- The FAP was available upon request and without charge (in public locations in the hospital facihity and by mail)

e ~ The FAP application form was available upon request and without charge (in public locations in the hospital facility

and by mail}
f A plainlanguage summary of the FAP was available upon request and without charge (in public locations in the

hospital facility and by mail)
g - Notice of avallability of the FAP was conspicuously displayed throughout the hospital facility

h — Notified members of the community who are most likely to require financial assistance about availability of the FAP

i  Other (describe in Section C)

Billing and Collections

17 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? . . . . . . . . . .. . . .. 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)

r Selling an individual’s debt to another party

— Actions that require a legal or judicial process
r Other similar actions (describe in Section C)

® QO n T O

— None of these actions or other similar actions were permitted

Schedule H (Form 990) 2015



Schedule H (Form 990) 2015 Page 6

m Facility Information (continued)

HENRY FORD HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No

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

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

r Selling an individual’s debt to another party

— Actions that require a legal or judicial process

Qa n T O

- 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) inline 19 (check all that apply)

a - Notified individuals of the financial assistance policy on admission

b - Notified individuals of the financial assistance policy prior to discharge

¢ - Notified individuals of the financial assistance policy in communications with the individuals regarding the
individuals’ bills

d " Documented its determination of whether individuals were eligible for financial assistance under the hospital

facility’s financial assistance policy
e  Other (describe in Section C)

f  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

a  The hospital facility did not provide care for any emergency medical conditions

b  The hospital facility’s policy was not in writing

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

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 I The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum amounts
that
can be charged

b MThe hospital facility used the average of its three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

¢  The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d - Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had
Insurance covering such care?

23 No

If "Yes," explain in Section C
24 During the tax year, did the hospital facility charge any FAP-ehgible individual an amount equal to the gross charge for
any service provided to that individual? . . . . . . . . . . o o0 0w e e e e e e e e 24 No

If "Yes," explain in Section C

Schedule H (Form 990) 2015



Schedule H (Form 990) 2015 Page 4
m 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}
HENRY FORD WEST BLOOMFIELD HOSPITAL
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 5
reporting group (from Part V, Section A):
Yes [ No
Community Health Needs A ssessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the current
tax year or the immediately preceding tax year?
1 No
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or the
immediately preceding tax year? If "Yes,” provide detalls 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 community
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 - A definition of the community served by the hospital facility
b — Demographics of the community
c '_EX|st|ng health care facilities and resources within the community that are available to respond to the health needs
of the community
d - How data was obtained
e - The significant health needs of the community
f rPrlmary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and minority
groups
g [T The process for identifying and prionitizing community health needs and services to meet the community health
needs
h - The process for consulting with persons representing the community’s interests
i ~Information gaps that limit the hospital facility’s ability to assess the community’s health needs
jir Other (describe in Section C})
4 Indicate the tax year the hospital facility last conducted a CHNA 20 13
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the
broad interests of the community served by the hospital facility, including those with special knowledge of or expertise
In public health? If "Yes," describe in Section C how the hospital facility took into account input from persons who
represent the community, and identify the persons the hospital facility consulted
5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital facilities? If "Yes," list the other hospital
facilities 1n Section C
6a [Yes
b Was the hospital facility’'s CHNA conducted with one or more organizations other than hospital facilities?” If "Yes,” list
the other organlzatlons In Section C
6b No
7 D|d the hospltal faC|I|ty make its CHNA report W|dely avallable to the publlc? 7 |Yes
If "Yes," indicate how the CHNA report was made widely available (check all that apply)
a - Hospital facility’s website (st url) WWW HENRYFORD COM
b Other website (list url}
¢ ~ Made a paper copy available for public inspection without charge at the hospital facihity
d  Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line 11 8 [Yes
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 No
a If"Yes" (hst url)
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?
P 10b | Yes
11 Describe in Section C how the hospital facility 1s addressing the significant needs 1dentified In 1ts 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 facility's failure to conduct a CHNA as
required by section 501 (r){(3)?
- . 12a No
b If“Yes" on Ilne 12a d|d the organlzatlon ﬁIe Form 4720 to report the section 4959 excise tax?
. 12b
[ If “Yes" on Ilne 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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Schedule H (Form 990) 2015 Page 5

m Facility Information (continued)

Financial Assistance Policy (FAP)

HENRY FORD WEST BLOOMFIELD HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No
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,” Indicate the eligibility criteria explained in the FAP
a - Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of
250 000000000000 % and FPG family income limit for eligibility for discounted care of
%
b - Income level other than FPG (describe in Section C)
c - Assetlevel
d ~ Medical indigency
e 1~ Insurance status
f - Underinsurance discount
g - Residency
h  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? . . . . . . . .« +« « « 4 o« 4 4 e 4. . 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 - Described the information the hospital facility may require an individual to provide as part of his or her application
b - Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application
¢ - Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
dr 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 faciity? . . . . . . . .[ 16 | Yes

If "Yes," indicate how the hospital facility publicized the policy (check all that apply)
a - The FAP was widely available on a website (list url)

HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413

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

HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413
- A plain language summary of the FAP was widely available on a website (list url)
HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413
- The FAP was available upon request and without charge (in public locations in the hospital facihity and by mail)

e ~ The FAP application form was available upon request and without charge (in public locations in the hospital facility

and by mail}
f A plainlanguage summary of the FAP was available upon request and without charge (in public locations in the

hospital facility and by mail)
g - Notice of avallability of the FAP was conspicuously displayed throughout the hospital facility

h — Notified members of the community who are most likely to require financial assistance about availability of the FAP

i  Other (describe in Section C)

Billing and Collections

17 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? . . . . . . . . . .. . . .. 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)

r Selling an individual’s debt to another party

— Actions that require a legal or judicial process
r Other similar actions (describe in Section C)

® QO n T O

— None of these actions or other similar actions were permitted
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Schedule H (Form 990) 2015 Page 6

m Facility Information (continued)

HENRY FORD WEST BLOOMFIELD HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No

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

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

r Selling an individual’s debt to another party

— Actions that require a legal or judicial process

Qa n T O

- 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) inline 19 (check all that apply)

a - Notified individuals of the financial assistance policy on admission

b - Notified individuals of the financial assistance policy prior to discharge

¢ - Notified individuals of the financial assistance policy in communications with the individuals regarding the
individuals’ bills

d " Documented its determination of whether individuals were eligible for financial assistance under the hospital

facility’s financial assistance policy
e  Other (describe in Section C)

f  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

a  The hospital facility did not provide care for any emergency medical conditions

b  The hospital facility’s policy was not in writing

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

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 I The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum amounts
that
can be charged

b MThe hospital facility used the average of its three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

¢  The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d - Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had
Insurance covering such care?

23 No

If "Yes," explain in Section C
24 During the tax year, did the hospital facility charge any FAP-ehgible individual an amount equal to the gross charge for
any service provided to that individual? . . . . . . . . . . o o0 0w e e e e e e e e 24 No

If "Yes," explain in Section C
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m 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}
HENRY FORD COTTAGE HOSPITAL
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 3
reporting group (from Part V, Section A):
Yes [ No
Community Health Needs A ssessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the current
tax year or the immediately preceding tax year?
1 No
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or the
immediately preceding tax year? If "Yes,” provide detalls 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 community
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 - A definition of the community served by the hospital facility
b — Demographics of the community
c '_EX|st|ng health care facilities and resources within the community that are available to respond to the health needs
of the community
d - How data was obtained
e - The significant health needs of the community
f rPrlmary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and minority
groups
g [T The process for identifying and prionitizing community health needs and services to meet the community health
needs
h - The process for consulting with persons representing the community’s interests
i ~Information gaps that limit the hospital facility’s ability to assess the community’s health needs
jir Other (describe in Section C})
4 Indicate the tax year the hospital facility last conducted a CHNA 20 13
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the
broad interests of the community served by the hospital facility, including those with special knowledge of or expertise
In public health? If "Yes," describe in Section C how the hospital facility took into account input from persons who
represent the community, and identify the persons the hospital facility consulted
5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital facilities? If "Yes," list the other hospital
facilities 1n Section C
6a [Yes
b Was the hospital facility’'s CHNA conducted with one or more organizations other than hospital facilities?” If "Yes,” list
the other organlzatlons In Section C
6b No
7 D|d the hospltal faC|I|ty make its CHNA report W|dely avallable to the publlc? 7 |Yes
If "Yes," indicate how the CHNA report was made widely available (check all that apply)
a - Hospital facility’s website (st url) WWW HENRYFORD COM
b Other website (list url}
¢ ~ Made a paper copy available for public inspection without charge at the hospital facihity
d  Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line 11 8 [Yes
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 No
a If"Yes" (hst url)
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?
P 10b | Yes
11 Describe in Section C how the hospital facility 1s addressing the significant needs 1dentified In 1ts 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 facility's failure to conduct a CHNA as
required by section 501 (r){(3)?
- . 12a No
b If“Yes" on Ilne 12a d|d the organlzatlon ﬁIe Form 4720 to report the section 4959 excise tax?
12b
[ If “Yes" on Ilne 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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m Facility Information (continued)

Financial Assistance Policy (FAP)

HENRY FORD COTTAGE HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No
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,” Indicate the eligibility criteria explained in the FAP
a - Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of
250 000000000000 % and FPG family income limit for eligibility for discounted care of
%
b - Income level other than FPG (describe in Section C)
c - Assetlevel
d ~ Medical indigency
e 1~ Insurance status
f - Underinsurance discount
g - Residency
h  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? . . . . . . . .« +« « « 4 o« 4 4 e 4. . 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 - Described the information the hospital facility may require an individual to provide as part of his or her application
b - Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application
¢ - Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
dr 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 faciity? . . . . . . . .[ 16 | Yes

If "Yes," indicate how the hospital facility publicized the policy (check all that apply)
a - The FAP was widely available on a website (list url)

HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413

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

HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413
- A plain language summary of the FAP was widely available on a website (list url)
HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413
- The FAP was available upon request and without charge (in public locations in the hospital facihity and by mail)

e ~ The FAP application form was available upon request and without charge (in public locations in the hospital facility

and by mail}
f A plainlanguage summary of the FAP was available upon request and without charge (in public locations in the

hospital facility and by mail)
g - Notice of avallability of the FAP was conspicuously displayed throughout the hospital facility

h — Notified members of the community who are most likely to require financial assistance about availability of the FAP

i  Other (describe in Section C)

Billing and Collections

17 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? . . . . . . . . . .. . . .. 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)

r Selling an individual’s debt to another party

— Actions that require a legal or judicial process
r Other similar actions (describe in Section C)

® QO n T O

— None of these actions or other similar actions were permitted
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m Facility Information (continued)

HENRY FORD COTTAGE HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No

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

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

r Selling an individual’s debt to another party

— Actions that require a legal or judicial process

Qa n T O

- 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) inline 19 (check all that apply)

a - Notified individuals of the financial assistance policy on admission

b - Notified individuals of the financial assistance policy prior to discharge

¢ - Notified individuals of the financial assistance policy in communications with the individuals regarding the
individuals’ bills

d " Documented its determination of whether individuals were eligible for financial assistance under the hospital

facility’s financial assistance policy
e  Other (describe in Section C)

f  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

a  The hospital facility did not provide care for any emergency medical conditions

b  The hospital facility’s policy was not in writing

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

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 I The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum amounts
that
can be charged

b MThe hospital facility used the average of its three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

¢  The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d - Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had
Insurance covering such care?

23 No

If "Yes," explain in Section C
24 During the tax year, did the hospital facility charge any FAP-ehgible individual an amount equal to the gross charge for
any service provided to that individual? . . . . . . . . . . o o0 0w e e e e e e e e 24 No

If "Yes," explain in Section C
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Schedule H (Form 990) 2015 Page 4
m 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}
HENRY FORD KINGSWOOD HOSPITAL
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 4
reporting group (from Part V, Section A):
Yes [ No
Community Health Needs A ssessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the current
tax year or the immediately preceding tax year?
1 No
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or the
immediately preceding tax year? If "Yes,” provide detalls 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 community
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 - A definition of the community served by the hospital facility
b — Demographics of the community
c '_EX|st|ng health care facilities and resources within the community that are available to respond to the health needs
of the community
d - How data was obtained
e - The significant health needs of the community
f rPrlmary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and minority
groups
g [T The process for identifying and prionitizing community health needs and services to meet the community health
needs
h - The process for consulting with persons representing the community’s interests
i ~Information gaps that limit the hospital facility’s ability to assess the community’s health needs
jir Other (describe in Section C})
4 Indicate the tax year the hospital facility last conducted a CHNA 20 13
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the
broad interests of the community served by the hospital facility, including those with special knowledge of or expertise
In public health? If "Yes," describe in Section C how the hospital facility took into account input from persons who
represent the community, and identify the persons the hospital facility consulted
5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital facilities? If "Yes," list the other hospital
facilities 1n Section C
6a [Yes
b Was the hospital facility’'s CHNA conducted with one or more organizations other than hospital facilities?” If "Yes,” list
the other organlzatlons In Section C
6b No
7 D|d the hospltal faC|I|ty make its CHNA report W|dely avallable to the publlc? 7 |Yes
If "Yes," indicate how the CHNA report was made widely available (check all that apply)
a - Hospital facility’s website (st url) WWW HENRYFORD COM
b Other website (list url}
¢ ~ Made a paper copy available for public inspection without charge at the hospital facihity
d  Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line 11 8 [Yes
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 No
a If"Yes" (hst url)
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?
P 10b | Yes
11 Describe in Section C how the hospital facility 1s addressing the significant needs 1dentified In 1ts 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 facility's failure to conduct a CHNA as
required by section 501 (r){(3)?
- . 12a No
b If“Yes" on Ilne 12a d|d the organlzatlon ﬁIe Form 4720 to report the section 4959 excise tax?
12b
[ If “Yes" on Ilne 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for
all of its hospital facilities? $

Schedule H (Form 990) 2015



Schedule H (Form 990) 2015 Page 5

m Facility Information (continued)

Financial Assistance Policy (FAP)

HENRY FORD KINGSWOOD HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No
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,” Indicate the eligibility criteria explained in the FAP
a - Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of
250 000000000000 % and FPG family income limit for eligibility for discounted care of
%
b - Income level other than FPG (describe in Section C)
c - Assetlevel
d ~ Medical indigency
e 1~ Insurance status
f - Underinsurance discount
g - Residency
h  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? . . . . . . . .« +« « « 4 o« 4 4 e 4. . 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 - Described the information the hospital facility may require an individual to provide as part of his or her application
b - Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application
¢ - Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
dr 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 faciity? . . . . . . . .[ 16 | Yes

If "Yes," indicate how the hospital facility publicized the policy (check all that apply)
a - The FAP was widely available on a website (list url)

HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413

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

HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413
- A plain language summary of the FAP was widely available on a website (list url)
HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413
- The FAP was available upon request and without charge (in public locations in the hospital facihity and by mail)

e ~ The FAP application form was available upon request and without charge (in public locations in the hospital facility

and by mail}
f A plainlanguage summary of the FAP was available upon request and without charge (in public locations in the

hospital facility and by mail)
g - Notice of avallability of the FAP was conspicuously displayed throughout the hospital facility

h — Notified members of the community who are most likely to require financial assistance about availability of the FAP

i  Other (describe in Section C)

Billing and Collections

17 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? . . . . . . . . . .. . . .. 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)

r Selling an individual’s debt to another party

— Actions that require a legal or judicial process
r Other similar actions (describe in Section C)

® QO n T O

— None of these actions or other similar actions were permitted
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m Facility Information (continued)

HENRY FORD KINGSWOOD HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No

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

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

r Selling an individual’s debt to another party

— Actions that require a legal or judicial process

Qa n T O

- 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) inline 19 (check all that apply)

a - Notified individuals of the financial assistance policy on admission

b - Notified individuals of the financial assistance policy prior to discharge

¢ - Notified individuals of the financial assistance policy in communications with the individuals regarding the
individuals’ bills

d " Documented its determination of whether individuals were eligible for financial assistance under the hospital

facility’s financial assistance policy
e  Other (describe in Section C)

f  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

a  The hospital facility did not provide care for any emergency medical conditions

b  The hospital facility’s policy was not in writing

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

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 I The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum amounts
that
can be charged

b MThe hospital facility used the average of its three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

¢  The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d - Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had
Insurance covering such care?

23 No

If "Yes," explain in Section C
24 During the tax year, did the hospital facility charge any FAP-ehgible individual an amount equal to the gross charge for
any service provided to that individual? . . . . . . . . . . o o0 0w e e e e e e e e 24 No

If "Yes," explain in Section C
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Schedule H (Form 990) 2015 Page 4
m 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}
HENRY FORD MAPLEGROVE HOSPITAL
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 5
reporting group (from Part V, Section A):
Yes [ No
Community Health Needs A ssessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the current
tax year or the immediately preceding tax year?
1 No
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or the
immediately preceding tax year? If "Yes,” provide detalls 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 community
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 - A definition of the community served by the hospital facility
b — Demographics of the community
c '_EX|st|ng health care facilities and resources within the community that are available to respond to the health needs
of the community
d - How data was obtained
e - The significant health needs of the community
f rPrlmary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and minority
groups
g [T The process for identifying and prionitizing community health needs and services to meet the community health
needs
h - The process for consulting with persons representing the community’s interests
i ~Information gaps that limit the hospital facility’s ability to assess the community’s health needs
jir Other (describe in Section C})
4 Indicate the tax year the hospital facility last conducted a CHNA 20 13
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the
broad interests of the community served by the hospital facility, including those with special knowledge of or expertise
In public health? If "Yes," describe in Section C how the hospital facility took into account input from persons who
represent the community, and identify the persons the hospital facility consulted
5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital facilities? If "Yes," list the other hospital
facilities 1n Section C
6a [Yes
b Was the hospital facility’'s CHNA conducted with one or more organizations other than hospital facilities?” If "Yes,” list
the other organlzatlons In Section C
6b No
7 D|d the hospltal faC|I|ty make its CHNA report W|dely avallable to the publlc? 7 |Yes
If "Yes," indicate how the CHNA report was made widely available (check all that apply)
a - Hospital facility’s website (st url) WWW HENRYFORD COM
b Other website (list url}
¢ ~ Made a paper copy available for public inspection without charge at the hospital facihity
d  Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line 11 8 [Yes
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 No
a If"Yes" (hst url)
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?
P 10b | Yes
11 Describe in Section C how the hospital facility 1s addressing the significant needs 1dentified In 1ts 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 facility's failure to conduct a CHNA as
required by section 501 (r){(3)?
- . 12a No
b If“Yes" on Ilne 12a d|d the organlzatlon ﬁIe Form 4720 to report the section 4959 excise tax?
12b
[ If “Yes" on Ilne 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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m Facility Information (continued)

Financial Assistance Policy (FAP)

HENRY FORD MAPLEGROVE HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No
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,” Indicate the eligibility criteria explained in the FAP
a - Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of
250 000000000000 % and FPG family income limit for eligibility for discounted care of
%
b - Income level other than FPG (describe in Section C)
c - Assetlevel
d ~ Medical indigency
e 1~ Insurance status
f - Underinsurance discount
g - Residency
h  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? . . . . . . . .« +« « « 4 o« 4 4 e 4. . 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 - Described the information the hospital facility may require an individual to provide as part of his or her application
b - Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application
¢ - Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
dr 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 faciity? . . . . . . . .[ 16 | Yes

If "Yes," indicate how the hospital facility publicized the policy (check all that apply)
a - The FAP was widely available on a website (list url)

HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413

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

HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413
- A plain language summary of the FAP was widely available on a website (list url)
HTTP //WWW HENRYFORD COM/BODY CFM?ID=51413
- The FAP was available upon request and without charge (in public locations in the hospital facihity and by mail)

e ~ The FAP application form was available upon request and without charge (in public locations in the hospital facility

and by mail}
f A plainlanguage summary of the FAP was available upon request and without charge (in public locations in the

hospital facility and by mail)
g - Notice of avallability of the FAP was conspicuously displayed throughout the hospital facility

h — Notified members of the community who are most likely to require financial assistance about availability of the FAP

i  Other (describe in Section C)

Billing and Collections

17 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? . . . . . . . . . .. . . .. 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)

r Selling an individual’s debt to another party

— Actions that require a legal or judicial process
r Other similar actions (describe in Section C)

® QO n T O

— None of these actions or other similar actions were permitted
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m Facility Information (continued)

HENRY FORD MAPLEGROVE HOSPITAL
Name of hospital facility or letter of facility reporting group

Yes | No

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

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

r Selling an individual’s debt to another party

— Actions that require a legal or judicial process

Qa n T O

- 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) inline 19 (check all that apply)

a - Notified individuals of the financial assistance policy on admission

b - Notified individuals of the financial assistance policy prior to discharge

¢ - Notified individuals of the financial assistance policy in communications with the individuals regarding the
individuals’ bills

d " Documented its determination of whether individuals were eligible for financial assistance under the hospital

facility’s financial assistance policy
e  Other (describe in Section C)

f  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

a  The hospital facility did not provide care for any emergency medical conditions

b  The hospital facility’s policy was not in writing

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

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 I The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum amounts
that
can be charged

b MThe hospital facility used the average of its three lowest negotiated commercial insurance rates when calculating
the maximum amounts that can be charged

¢  The hospital facility used the Medicare rates when calculating the maximum amounts that can be charged

d - Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had
Insurance covering such care?

23 No

If "Yes," explain in Section C
24 During the tax year, did the hospital facility charge any FAP-ehgible individual an amount equal to the gross charge for
any service provided to that individual? . . . . . . . . . . o o0 0w e e e e e e e e 24 No

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

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

Provide descriptions required for Part V, Section B, lines 2, 3j, 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
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m 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? 70
Name and address Type of Facility (describe)
1 See Additional Data Table

2

3

4

5

6

7

8

9

10
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m Supplemental Information

Provide the following information

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

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

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

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

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

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

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

Form and Line Reference Explanation

SUBSIDIZED SERVICES CONSIST OF INPATIENT WOMENS' SERVICES AND BEHAVIORAL
HEALTH SERVICES THIS INCLUDES BOTH PHYSICIAN AND FACILITY COSTS

PART I, LINE 7G




Form and Line Reference Explanation

PART I, LINE 7, COLUMN (F) THE BAD DEBT EXPENSE INCLUDED ON FORM 990, PART IX, LINE 25, COLUMN (A), BUT
SUBTRACTED FOR PURPOSES OF CALCULATING THE PERCENTAGE IN THIS COLUMN IS §
55,498,538




Form and Line Reference Explanation

HFHS BELIEVES THAT THE STRENGTH AND VITALITY OF A COMMUNITY HAS A SIGNIFICANT
IMPACT ON THE BEHAVIORS OF ITS RESIDENTS AND THAT THERE IS A DIRECT
CORRELATION BETWEEN THE VIABILITY OF A COMMUNITY AND THE ATTITUDE OF ITS
RESIDENTS TOWARD HEALTHIER BEHAVIORS THEREFORE, HFHS INCLUDES IN ITS
COMMITMENT TO COMMUNITY BENEFIT A FOCUS ON DIRECT INVOLVEMENT IN THE
COMMUNITY TO BOTH IMPROVE THE ENVIRONMENT AND ENSURE THAT CRITICAL
MESSAGES ON THE BENEFITS OF HEALTHIER BEHAVIORS ARE HEARD HFHS LEADERS
COLLABORATE WITH COMMUNITY TASK FORCES AND COALITIONS TO ADDRESS THE NEEDS
OF OUR SERVICE AREA

PART II, COMMUNITY BUILDING
ACTIVITIES




Form and Line Reference Explanation

PART 111, LINE 2 THE ORGANIZATION'S BAD DEBT EXPENSE IS STATED IN PATIENT GROSS CHARGES




Form and Line Reference

Explanation

PART III, LINE 4

IN EVALUATING THE COLLECTABILITY OF ACCOUNTS RECEIVABLE, THE SYSTEM ANALYZES
ITS PAST HISTORY AND IDENTIFIES TRENDS FOR EACH OF ITS MAJOR PAYOR SOURCES OF
REVENUE TO ESTIMATE THE APPROPRIATE ALLOWANCE FORDOUBTFULACCOUNTS AND
PROVISION FOR BAD DEBTS MANAGEMENT REGULARLY REVIEWS DATA ABOUT THESE
MAJOR PAYOR SOURCES OF REVENUE IN EVALUATING THE SUFFICIENCY OF THE
ALLOWANCE FOR DOUBTFUL ACCOUNTS FOR RECEIVABLES ASSOCIATED WITH SERVICES
PROVIDED TO PATIENTS WHO HAVE THIRD-PARTY COVERAGE, THE SYSTEM ANALYZES
CONTRACTUALLY DUE AMOUNTS AND PROVIDES AN ALLOWANCE FOR DOUBTFUL
ACCOUNTS AND A PROVISION FOR BAD DEBTS FOR RECEIVABLES ASSOCIATED WITH
SELF-PAY PATIENTS (WHICH INCLUDE BOTH PATIENTS WITHOUT INSURANCE AND
PATIENTS WITH DEDUCTIBLE AND CO-PAYMENT BALANCES DUE FOR WHICH THIRD-PARTY
COVERAGE EXISTS FOR A PORTION OF THE BILL), THE SYSTEM RECORDS A PROVISION FOR
BAD DEBTS IN THE PERIOD OF SERVICE ON THE BASIS OF ITS PAST EXPERIENCE AT SUCH
POINT IN TIME THAT A BILLED SERVICE IS BELIEVED TO BE UNCOLLECTIBLE, THE RELATED
RECEIVABLE IS WRITTEN OFF AGAINST THE ALLOWANCE FORDOUBTFUL ACCOUNTS
ESTIMATES OF RETROACTIVE ADJUSTMENTS UNDER REIMBURSEMENT AGREEMENTS WITH
ITHIRD-PARTY PAYORS ARE ACCRUED IN THE PERIOD THE RELATED SERVICES ARE
RENDERED AND ADJUSTED IN FUTURE PERIODS AS FINAL SETTLEMENTS ARE

RECEIVED FOR UNINSURED PATIENTS WHO MEET THE QUALIFICATIONS STIPULATED IN
THE SYSTEM'S PATIENT FINANCIAL ASSISTANCE POLICY,EMERGENCY AND OTHER
MEDICALLY NECESSARY INPATIENT AND OUTPATIENT SERVICES ARE PROVIDED AT NO
COST FORUNINSURED PATIENTS THAT DO NOT QUALIFY FOR FINANCIAL ASSISTANCE,
ITHE SYSTEM OFFERS A DISCOUNT OFF STANDARD RATES FOR SERVICES PROVIDED THAT
RESULT IN NET CHARGES THAT DO NOT EXCEED 115% OF MEDICARE RATES THE
ORGANIZATION DETERMINES THE COSTS OF SUCH UNPAID SERVICES BY APPLYING A
COST-TO-CHARGE RATIO TO THE BILLED CHARGES




Form and Line Reference

Explanation

PART III,LINE 9B

SHOULD A PATIENT BE DEEMED ELIGIBLE FOR ASSISTANCE ANY COLLECTION EFFORTS
IASSOCIATED WITH THE QUALIFYING SERVICE ARE SUSPENDED IF THE PATIENT IS
DETERMINED TO QUALIFY UNDER THE ORGANIZATION'S PATIENT FINANCIAL ASSISTANCE
POLICY (PFAP)PRIOR TO BILLING, NO BILLIS EVER GENERATED AND THEREFORE THE
ELEMENTS OF THE COLLECTION POLICY ARE NEVER INVOKED WHEN THE DETERMINATION
[S NOT MADE PRIOR TO BILLING, THE ORGANIZATION'S COLLECTION POLICY WOULD
JAPPLY THIS POLICY READS IN PART - "PATIENTS WILL BE EVALUATED FORTHE SYSTEM'S
PATIENT FINANCIAL ASSISTANCE PROGRAM"- "UNINSURED PATIENTS WILL BE GIVEN A
DISCOUNT"- "UNDERINSURED PATIENTS MAY QUALIFY FORDISCOUNTED SERVICES BASED
UPON THEIR AGGREGATE HOUSEHOLD INCOME"- "THE ORGANIZATION WILL REVIEWTHE
PATIENTS'S RECORD TO DETERMINE IF REASONABLE EFFORTS WERE UNDERTAKEN TO
ENSURE THAT FINANCIAL ASSISTANCE WAS OFFERED AND/OR IF FINANCIAL ASSISTANCE
[S REQUESTED"- "LEGAL ACTION MAY BE TAKEN WHEN THERE IS EVIDENCE THAT THE
PATIENT OR RESPONSIBLE PARTY HAS INCOME AND/OR ASSETS TO MEET HIS OR HER
OBLIGATION"- "THE ORGANIZATION WILL NOT FORCE THE SALE OR FORECLOSURE OF ANY
PATIENT OR GUARANTOR'S PRIMARY RESIDENCE TO PAY AN OUTSTANDING MEDICAL
BILL"- "THE ORGANIZATION WILLNOT REQUIRE THE PATIENT OR RESPONSIBLE PARTY TO
IAPPEAR IN COURT"- "THE ORGANIZATION WILL DIRECT THEIR COLLECTION AGENCIES TO
FOLLOW THESE GUIDELINES"PATIENTS NOT DEEMED TO QUALIFY UNDER OUR PATIENT
FINANCIAL ASSISTANCE PROGRAM (PFAP)RECEIVE 2 CYCLES OF INTERNAL BILLING
STATEMENTS INCLUDING INSTRUCTIONS ON APPLYING FOR OUR PFAP BASED ON THE
VOLUME OF OUTSTANDING SERVICES, DETERMINATION ON FURTHER COLLECTION
EFFORTS WILL BE MADE WHICH INCLUDES INTERNAL COLLECTION EFFORTS OR
IASSIGNMENT TO AN EXTERNAL COLLECTION AGENCY




Form and Line Reference

Explanation

PART VI, LINE 2

HENRY FORD HEALTH SYSTEM (HFHS) CONSIDERS THE ONGOING ASSESSMENT OF
COMMUNITY HEALTH NEEDS AS AN ESSENTIAL FUNCTION IT PROVIDES KEY
INFORMATION REGARDING THE DEMOGRAPHICS AND MAJOR NEEDS OF THE COMMUNITIES
SERVED,IT SUPPORTS THE PRIORITIZATION OF THE SERVICES MADE AVAILABLE, AND IT
HELPS TARGET POPULATIONS WITH THE MOST VULNERABILITY TO HEALTH NEEDS SUCH
AS THE POOR,UNINSURED, AS WELL AS VARIOUS OTHER POPULATIONS THAT MAY HAVE
BEEN OVERLOOKED THE COMMUNITY HEALTH NEEDS ASSESSMENT ALSO PROVIDES
VALUABLE INFORMATION REGARDING OTHER ORGANIZATIONS SUPPORTING THE NEEDS
WITHIN THE COMMUNITY SO PROGRAMS CAN BE COORDINATED AND LEVERAGED TO
ENSURE THAT EVERY DOLLAR IS INVESTED WISELY THE COMMUNITY HEALTH NEEDS
ASSESSMENT WAS COMPLETED IN THREE PHASES THE FIRST PHASE INCLUDES DATA
COLLECTION FROM A VARIETY OF PUBLIC AND PROPRIETARY SOURCES THAT PROVIDED
INFORMATION AROUND POPULATION DEMOGRAPHICS, SOCIOECONOMIC DATA, HEALTH
STATUS INDICATORS,AS WELL AS SEVERALOTHER DATA POINTS SOURCES FOR THIS
FIRST PHASE INCLUDED THE MICHIGAN DEPARTMENT OF COMMUNITY HEALTH (MDCH}),
MICHIGAN BEHAVIORAL RISK FACTOR SURVEY, CLARITASINC /TRUVEN HEALTH
ANALYTICS, MICHIGAN STATE HOMELESS MANAGEMENT INFORMATION SYSTEM (MSHMIS),
AND THE MICHIGAN INPATIENT DATABASE THE SECOND PHASE INVOLVED DEVELOPING
AND DISTRIBUTING A KEY STAKEHOLDER SURVEY TO CAPTURE THE INPUT OF OTHER
COMMUNITY ORGANIZATIONS AND COALITIONS ABOUT WHAT THEY BELIEVE ARE
THEMAJOR HEALTH NEEDS THAT SHOULD BE PRIORITIZED AND ADDRESSED IN THE TRI-
COUNTY AREA THE THIRD PHASE INCORPORATED THE QUANTITATIVE AND QUALITATIVE
DATA THAT WAS COLLECTED IN THE FIRST TWO PHASES, AND BASED ON THIS
INFORMATION IDENTIFIED PRIORITIES FOR HENRY FORD HEALTH SYSTEM TO ADDRESS
WITH THE COMMUNITIES IT SERVES THIS ASSESSMENT WAS PREPARED BY THE
CORPORATE PLANNING DEPARTMENT WITHIN HENRY FORD HEALTH SYSTEM RESULTS ARE
USED AS A FOUNDATION FOR PLANNING, DEVELOPING, AND REFINING HFHS'S FUTURE
COMMUNITY SERVICES IN THE TRI-COUNTY AREA




Form and Line Reference

Explanation

PART VI, LINE 3

HFHS HAS VARIOUS APPROACHES TO TARGET AND INFORM RESIDENTS OF ITS
COMMUNITIES ABOUT THE PROGRAMS AND SERVICES IT OFFERS PROGRAMS WHERE WE
PARTNER WITH ORGANIZATIONS WITH ESTABLISHED RELATIONSHIPS WITH THE
INDIVIDUALS SUCH AS THROUGH COMMUNITY HEALTH CENTERS, THE PUBLIC SCHOOLS
AND FAITH-BASED ORGANIZATIONS HAVE BEEN PARTICULARLY SUCCESSFUL HFHS HAS A
SINGULAR PATIENT FINANCIAL ASSISTANCE POLICY (PFAP) INDIVIDUALS WITHOUT
ADEQUATE HEALTH INSURANCE COVERAGE MOST FREQUENTLY APPEARIN ONE OF OUR
EMERGENCY ROOMS FOR SERVICES ALL PATIENTS ARE SEEN WITHOUT REGARD TO ABILITY
ITO PAY INTAKE STAFF MEMBERS ARE TRAINED WITH REGARD TO HOWTO APPROACH AND
ENGAGE AN INDIVIDUAL WHEN THERE IS AN APPARENT LACK OF ADEQUATE HEALTH
COVERAGE THIS INCLUDES INFORMING THEM OF THE PROGRAMS OFFERED BY HFHS AS
WELL AS OTHER COMMUNITY,LOCAL,STATE AND FEDERAL PROGRAMS OFFERING
POTENTIAL SUPPORT HFHS HAS DEDICATED STAFF RESPONSIBLE TO IDENTIFY PATIENTS
WHO MAY QUALIFY FOR SUPPORTIVE PROGRAMS AND ASSIST THEM WITH THE
ENROLLMENT PROCESS THERE ARE MANY REASONS WHY A PATIENT IN NEED OF
FINANCIAL ASSISTANCE WITH THEIR MEDICAL CARE MAY NOT HAVE BEEN IDENTIFIED AT
[THE TIME OF THE CARE DELIVERY PATIENT FINANCIAL SERVICE AND COLLECTION STAFFS
ARE TRAINED TO RECOGNIZE THESE INDIVIDUALS AND PROVIDE THEM WITH ADVICE
REGARDING THE VARIOUS OPTIONS AVAILABLE TO SUPPORT THEIR CARE NEEDS




Form and Line Reference

Explanation

PART VI, LINE 4

ALTHOUGH HFHS AND ITS AFFILIATES PROVIDE SERVICES TO INDIVIDUALS RESIDING
THROUGHOUT THE S TATE OF MICHIGAN AND IN SOME CASES FROM AROUND THE
WORLD, IT DEFINES ITS COMMUNITIES SERVE D BASED ON THE AREAS GENERATING THE
HIGHEST INPATIENT VOLUMES MORE THAN 94% OF THIS VOLUM E FOR HFHS
ORIGINATES IN THE TRI-COUNTY AREA,INCLUDING THE CITY OF DETROIT THE TRI-
COUNT Y AREA INCLUDES THE CONTIGUOUS COUNTIES OF WAYNE, OAKLAND AND
MACOMB, WHICH ARE LOCATED IN SOUTHEASTERN MICHIGAN AND ACCOUNT FOR 39%
OF THE MICHIGAN POPULATION WAYNE, OAKLAND,AND MACOMB (IN THAT ORDER) ARE
THE MOST POPULATED COUNTIES IN MICHIGAN OF THE NEARLY 4 MILLI ON RESIDENTS,
APPROXIMATELY 52% OF THE POPULATION IS FEMALE WITH REGARD TO
RACE/ETHNICITY ,THE TRI-COUNTY AREA IS 65% WHITE, COMPARED TO A NATIONAL
AVERAGE OF 62% OF NOTE, THE TRI-COUNTY AREA IS 25% BLACK, WHICH IS OVER
TWICE THE NATIONAL PERCENTAGE OF 12% CONVERSELY , THE HISPANIC POPULATION
(40%)IS LESS THAN ONE QUARTER OF THE NATIONAL PERCENTAGE OF 17 % THE
NUMBER OF TRI-COUNTY RESIDENTS IS EXPECTED TO DECREASE BY 1% OVER THE NEXT
SEVERAL YEARS,WHICH CONTRASTS WITH THE 3% INCREASE EXPECTED NATIONWIDE
IN ADDITION, FEMALES OF CH ILD BEARING AGE (15-44), WHO MAKE UP 19% OF THE
TRI-COUNTY'S POPULATION, ARE EXPECTED TO D ECLINE BY 4% OVER THE NEXT
SEVERAL YEARS WHEN EXAMINING AGE DISTRIBUTION, THE TRI-COUNTY HAS A
COMPARABLE POPULATION TO THAT OF THE COUNTRY AND 14% OF THE POPULATION
ISABOVE THE AGEOF 65 OF PARTICULARINTEREST TO HEALTHCARE PROVIDERS IS
THE AGING POPULATION OF THE T RI-COUNTY AREA WITH THE 55 YEARS OLD AND
ABOVE POPULATION EXPECTED TO RISE BY 9% FROM 2013 TO 2018 WITH REGARDS TO
EDUCATION, THE TRI-COUNTY HAS APPROXIMATELY 12% OF RESIDENTS WHO HAVE
SOME HIGH SCHOOL EDUCATION ORLESS COMPARED TO THE NATIONAL AVERAGE OF
15% FURTHER,28% OF RESIDENTS HAVE A BACHELOR'S DEGREE OR GREATER, WHICH IS
COMPARABLE TO THE NATIONAL AVERAGE THE TRI-COUNTY AREA IS DIVERSE IN
REGARDS TO POPULATION, RACIAL/ETHNIC COMPOSITIO N, ECONOMIC GROWTH AND
DEVELOPMENT THE AUTOMOTIVE INDUSTRY REMAINS THE LARGEST EMPLOYER I N THE
REGION, BUT THE HEALTH CARE SECTOR IS ALSO REPRESENTED AMONG THE TOP
EMPLOYERS IN TH E REGION AS WELL (CRAIN'S DETROIT 2012 LISTINGS OF MAJOR
EMPLOYERS) THE AVERAGE HOUSEHOLD INCOME WITHIN THE TRI-COUNTY AREA
($63,344) 1S LESS THAN THE NATIONAL AVERAGE ($69,637) WITHIN THE TRI-COUNTY
AREA, THE AVERAGE HOUSEHOLD INCOME IN OAKLAND COUNTY ($80,157) IS SI
GNIFICANTLY HIGHER THAN WAYNE COUNTY ($53,355) AND MACOMB COUNTY ($58,589)
AT THE ZIP COD E LEVEL, AVERAGE HOUSEHOLD INCOMES VARY
SIGNIFICANTLY,RANGING FROM $25,145TO $163,374 LO WER HOUSEHOLD INCOMES
NEGATIVELY IMPACT PURCHASING POWER, HEALTH INSURANCE COVERAGE, AND C
OSTS OF BASIC NECESSITIES AS A RESULT, THE TRI-COUNTY AREA'S SAFETY NETS,
INCLUDING HEALT HCARE SYSTEMS, ARE BEING STRETCHED TO THE LIMIT (UNITED WAY
RESEARCH INCOME DOWN ACROSS ST ATE POVERTY INCREASING AND SPREADING
THROUGHOUT THE TRICOUNTY 2006, HTTP //WWW UWSEM ORG) IN ADDITION, WITHIN
THE TRI-COUNTY AREA THE UNEMPLOYMENT RATE IS SLIGHTLY HIGHER THAN TH E
NATIONAL AVERAGE OF 7 6% AND RANGES FROM 8 3% IN OAKLAND COUNTY TO 11% IN
WAYNE COUNTY (LOCAL AREA UNEMPLOYMENT STATISTIC UPDATE MARCH 2013,
OAKLAND COUNTY MICHIGAN)AS STATED PR EVIOUSLY, THE TRI-COUNTY AREA IS
RATHER DIVERSE THROUGHOUT ITS THREE COUNTIES FOR EXAMPLE , AGE, SEX,
EDUCATION, AND INCOME DISTRIBUTION DIFFER FROM COUNTY TO COUNTY IN ORDER
TO I NCREASE THE UTILITY OF THE COMMUNITY HEALTH NEEDS ASSESSMENT, IT IS
IMPORTANT TO ANALYZE T HE PROFILE(S)OF EACH OF THESE COUNTIES AT A MORE
DETAILED LEVEL, SUCH AS ZIP CODES, SO TH AT CERTAIN DIFFERENCES WITHIN THE
AREA BECOME EVIDENT ONE COMMUNITY IN PARTICULAR NEED OF ATTENTION IS THE
CITY OF DETROIT WHEN EXAMININGTHE CITY OF DETROIT THE AVERAGE HOUSEHOLD
INCOME IS $36,186, WHICH IS SIGNIFICANTLY LESS THAN AVERAGE HOUSEHOLD
INCOME OF THE OVERAL L TRI-COUNTY AREA ($63,344) REGARDING EDUCATION, 22%
OF RESIDENTS HAVE LESS THAN A HIGH S CHOOL EDUCATION AND ONLY 12% OF HAVE
A BACHELOR'S DEGREE OR HIGHER IN TERMS OF RACIAL/ETH NIC DIVERSITY,
APPROXIMATELY 93% OF DETROIT IS COMPOSED OF A MINORITY POPULATION VERSUS
36 % FORTHE TRI-COUNTY AREA AS A WHOLE THE DETROIT UNEMPLOYMENT RATE IS
17 5%, WHICH IS SIG NIFICANTLY GREATER THAN THE NATIONAL AVERAGE OF 7 6%
(LOCAL AREA UNEMPLOYMENT STATISTIC UP DATE MARCH 2013, OAKLAND COUNTY
MICHIGAN) WHEN LOOKING OUTSIDE OF THE CITY OF DETROIT, VAR IOUS ZIP CODES IN
THE TRI-COUNTY AREA REPRESENT SECTIONS OF THE REGION THAT HAVE LOWER INC
OMES, LESS EDUCATION, AND ARE MORE RACIALLY AND ETHNICALLY DIVERSE OF THE
ZIP CODES THAT RANKIN THE TOP 20 ZIP CODES FORBOTH LOWEST AVERAGE
HOUSEHOLD INCOME AND HIGHEST PROPORTI ON OF THE POPULATION WITHOUT A
HIGH SCHOOL DIPLOMA IN THE TRI-COUNTY AREA, THE AVERAGE HOU SEHOLD INCOME
IS $41,724, WHICH IS SIGNIFICANTLY LESS THAN THE AVERAGE HOUSEHOLD INCOME
OF $63,344 FORTHE OVERALL TRI-COUNTY AREA OVERALL,21% OF RESIDENTS IN
THESE ZIP CODES HAV E LESS THAN A HIGH SCHOOL EDUCATION COMPARED TO 12




Form and Line Reference Explanation

PART VI, LINE 4 % FORTHE TRI-COUNTY AREA THESE 20 ZIP CODES HAVE A SLIGHTLY HIGHER
PERCENTAGE OF RACIAL/ETHNIC MINORITIES AS COMPARED TO THE REST OF THE TRI-
COUNTY AREA AS A WHOLE THESE ZIP COD ES ARE COMPRISED OF 42% MINORITIES
COMPARED TO 36% FORTHE TRI-COUNTY AREA AS A RESULT,TH E DETROIT AREA AND
ABOVE 20 ZIP CODES,AS WELL AS OTHER ZIP CODES WITH SIMILAR CHARACTERIS TICS,
SHOULD BE OF PARTICULAR INTEREST WHEN PLANNING COMMUNITY NEEDS
INITIATIVES WITHIN TH E TRI-COUNTY AREA




Form and Line Reference

Explanation

PART VI, LINE 5

HFHS IS ONE OF THE NATION'S LARGEST INTEGRATED HEALTH DELIVERY SYSTEMS
SERVING ALL OF SOUTHEASTERN MICHIGAN HFHS IS GOVERNED BY DEDICATED
COMMUNITY BOARDS,ANDIN TOTAL PROVIDES APPROXIMATELY 55,000 INPATIENTS
STAYS AND 2 3 MILLION PHYSICIAN VISITS ANNUALLY THIS TAX RETURN REFLECTS THE
ACTIVITIES OF HENRY FORD HOSPITAL AN 877 BED TERTIARY CARE HOSPITAL WITH A
LEVEL 1 TRAUMA CENTER LOCATED IN THE CITY OF DETROIT, SERVING AS A COMMUNITY
HOSPITAL FORITS IMMEDIATE NEIGHBORHOODS AS WELL AS A REFERRAL CENTER FOR THE
SURROUNDING REGION IT IS SUPPORTED BY THE HENRY FORD MEDICAL GROUP (HFMG)
WHO ALSO PROVIDES CARE IN THE MORE THAN 30 OUTPATIENT MEDICAL CENTERS
LOCATED THROUGHOUT SOUTHEAST MICHIGAN HFHS ALSO INCLUDES HENRY FORD WEST
BLOOMFIELD HOSPITAL,A 191 BED COMMUNITY HOSPITAL, BEHAVIORAL HEALTH
SERVICES PROVIDED THROUGHOUT THE ABOVE FACILITIES AS WELL AS AT HENRY FORD
KINGSWOOD HOSPITAL,A 100 BED PSYCHIATRIC HOSPITAL, AND THE MAPLEGROVE
CENTER,A 67 BED FACILITY HFHS COMMUNITY CARE SERVICES OFFERS A BROAD LEVEL OF
SERVICES AT NUMEROUS GEOGRAPHIC LOCATIONS INCLUDING NURSING CARE, HOME
CARE, SENIOR CARE, PHARMACIES, EYE CARE,HOSPICE CARE, OCCUPATIONAL HEALTH,
DIALYSIS AND A DEDICATED CANCER CENTER THE SYSTEM DEMONSTRATES ITS EXEMPT
PURPOSE TO BENEFIT THE COMMUNITY BY OPERATING EMERGENCY ROOMS OPEN TO THE
PUBLIC 24 HOURS A DAY, 7 DAYS A WEEK, PROVIDING FACILITIES FOR THE EDUCATION
AND TRAINING OF HEALTH CARE PROFESSIONALS, AND MAINTAINING RESEARCH
FACILITIES FORTHE STUDY OF NEWDRUGS AND MEDICAL DEVICES THAT OFFER THE
PROMISE OF IMPROVING HEALTH CARE THE SYSTEM ALSO PROVIDES COMMUNITY HEALTH
SERVICES,SUCH AS COMMUNITY EDUCATION AND OUTREACH IN THE FORM OF FREE OR
LOW-COST CLINICS, HEALTH EDUCATION TELEVISION PROGRAMMING, DONATIONS FOR
THE COMMUNITY, MULTIPLE HEALTH PROMOTION AND WELLNESS PROGRAMS,SUCH AS
HEALTH SCREENING, AND VARIOUS COMMUNITY PROJECTS AND SUPPORT

GROUPS COMMUNITY PARTNERSHIPS HENRY FORD DEVELOPS INNOVATIVE WAYS TO
ADDRESS THE SOCIAL, ECONOMIC AND EDUCATIONAL ISSUES THAT AFFECT THE HEALTH
OF THE METRO DETROIT COMMUNITY THESE INCLUDE CENTER FOR HEALTH SERVICES
RESEARCH-CONDUCTS RESEARCH FOCUSING ON OUTCOMES, EFFECTIVENESS AND COST-
EFFECTIVENESS OF THE PREVENTION, DIAGNOSIS, TREATMENT AND MANAGEMENT OF
SUCH DISEASES AS CANCER, DIABETES, ASTHMA AND CONGESTIVE HEART FAILURE AS
WELL AS COMMON ACUTE CONDITIONS COMMUNITY HEALTH AND SOCIAL SERVICES
(CHASS) CLINIC-PROVIDES PRIMARY CARE SERVICES TO MORE THAN 3,500 UNINSURED
DETROIT RESIDENTS EVERY MONTH HFHS PHYSICIANS STAFF THE TWO CLINICS, WHICH
ARE LOCATED IN SOUTHWEST DETROIT AND IN THE NEW CENTER AREA INNOVATION
INSTITUTE AT HENRY FORD HOSPITAL - IN COLLABORATION WITH WAYNE STATE
UNIVERSITY SCHOOL OF ENGINEERING AND CENTER FOR CREATIVE STUDIES, THE
INNOVATION INSTITUTE AIMS TO RESEARCH AND DESIGN MEDICAL PRODUCTS TO
ENHANCE MEDICAL USE AND TO CREATE NEWINDUSTRY IN THE REGIONINSTITUTE ON
MULTICULTURAL HEALTH-STUDIES THE DISPARITIES IN HEALTH CARE AMONG PEOPLE OF
COLOR AND FINDS SOLUTIONS FOR GETTING EARLY DIAGNOSIS AND TREATMENT OF
DISEASES SCHOOL-BASED AND COMMUNITY HEALTH PROGRAM - PROVIDES STUDENTS
ACCESS TO A HEALTH CARE CLINIC IN EIGHT DETROIT SCHOOLS, ONE DETROIT YOUTH
CENTER AND ONE WARREN SCHOOL,INCLUDING PRIMARY CARE, DENTAL SERVICES,
MENTAL HEALTH AND HEALTH EDUCATION IT HAS DEMONSTRATED BETTER ATTENDANCE
AND TEST SCORES BY STUDENTS THE PROGRAM ALSO OFFERS A MOBILE PEDIATRIC
MEDICAL CLINIC CALLED HANK, WHICH TRAVELS TO SEVEN DETROIT SCHOOLS EVERY
WEEK AND IS FUNDED BY THE CHILDREN'S HEALTH FUND




Form and Line Reference Explanation

PART VI, LINE 6 THE INTEGRATED HEALTH SYSTEM ALSO INCLUDES 4 COMMUNITY HOSPITALS
ENCOMPASSING MORE THAN 1,000 BEDS WITH EMERGENCY SERVICES AND OPEN MEDICAL
STAFFS LOCATED IN SUBURBAN REGIONS OF SOUTHEAST MICHIGAN THESE ENTITIES ARE
SEPARATE CORPORATIONS AND THE RESULTS OF THEIR COMMUNITY BENEFIT ACTIVITIES
ARE REFLECTED IN THEIR RESPECTIVE TAX RETURNS
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Software ID:
Software Version:
EIN:

Name:

Form 990 Schedule H, Part V Section A. Hospital Facilities

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?
5

Name, address, primary website address,
and state license number
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Cadsoy $82000C [22I1YI)

Other (Describe)

Facility
reporting
group

HENRY FORD HOSPITAL
2799 W GRAND BLVD
DETROIT,MI 48202

1060000026

HTTP //WWW HENRYFORD COM/HOMEPAGE_HFH

HENRY FORD WEST BLOOMFIELD
HOSPITAL

6777 WMAPLE RD

WEST BLOOMFIELD,MI 48322

1060000155

HTTP //WWW HENRYFORD COM/HOME_WBLOOMFI

HENRY FORD COTTAGE HOSPITAL
159 KERCHEVAL
GROSSE POINTE FARMS,MI 48236

XYZP
1060000064

HTTP //WWW HENRYFORD COM/BODY CFM?

10300 WEIGHT MILE RD
FERNDALE,MI 48220

ID=5
1080000037

HENRY FORD KINGSWOOD HOSPITAL

HTTP //WWW HENRYFORD COM/BODY CFM?

PSYCHIATRIC
HOSPITAL

6773 WMAPLE RD
WEST BLOOMFIELD,MI 48322

ID=4
SA0630142

HENRY FORD MAPLEGROVE HOSPITAL

HTTP //WWW HENRYFORD COM/BODY CFM?

CHEMICAL
DEPENDENCY
FACILITY




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

Recognized as a Hospital Facility

(st In order of size, from largest to smallest)

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

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

Name and address

Type of Facility (describe)

1

10

11

12

13

14

1 - HENRY FORD MEDICAL CENTER - FAIRLANE
19401 HUBBARD DRIVE
DEARBORN,MI 48126

OUTPATIENT CLINIC/DIAGNOSTIC CENTER,
EMERGENCY ROOM

2 - HENRY FORD MEDICAL CENTER - LAKESIDE
14500 HALL RD
STERLING HEIGHTS,MI 48313

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

3 - HENRY FORD MEDICAL CENTER - STERLING HGT
3500 FIFTEEN MILE RD
STERLING HEIGHTS,MI 48310

OUTPATIENT CLINIC/DIAGNOSTIC CENTER,
EMERGENCY ROOM

4 - HENRY FORD MEDICAL CENTER - LIVONIA
29200 SCHOOLCRAFT RD
LIVONIA,MI 48150

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

5-HENRY FORD MEDICAL CENTER - COLUMBUS
39450 WTWELVE MILE ROAD
NOVI,MI 48377

CLINICAL DIAGNOSIS MEDICAL SERVICES

6 - HENRY FORD MEDICAL CENTER - TAYLOR
24555 HAIG RD
TAYLOR,MI 48180

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

7 - HENRY FORD MEDICAL CENTER - DETROIT NW
7800 WOUTER DRIVE
DETROIT,MI 48235

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

8 - HENRY FORD MEDICAL CENTER - CANTON
6100 HAGGERTY
CANTON,MI 48187

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

9 - HENRY FORD MEDICAL CENTER - E JEFFERSON
24725 E JEFFERSON
SAINT CLAIR SHORES,MI 48080

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

10 - HENRY FORD MEDICAL CENTER - PIERSONGPF
131 KERCHEVAL AVENUE
GROSSE POINTE FARMS,MI 48236

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

11 - HENRY FORD MEDICAL CENTER - TROY
2825 LIVERNOIS RD
TROY,MI 48083

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

12 - HENRY FORD MEDICAL CENTER - PLYMOUTH
14300 BECK RD
PLYMOUTH,MI 48170

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

13 - HENRY FORD MEDICAL CENTER - WOODHAVEN
25505 ALLEN ROAD
WOODHAVEN,MI 48183

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

14 - HENRY FORD MEDICAL CENTER - BLOOMFIELD
2520 S TELEGRAPH ROAD
BLOOMFIELD HILLS,MI 48302

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

15 - HENRY FORD MEDICAL CENTER - FARMINGTON
6530 FARMINGTON ROAD
WEST BLOOMFIELD,MI 48322

OUTPATIENT CLINIC/DIAGNOSTIC CENTER




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

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

(st In order of size, from largest to smallest)

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

Name and address Type of Facility (describe)

16 16 - HENRY FORD MEDICAL CENTER - ANN ARBOR OUTPATIENT CLINIC/DIAGNOSTIC CENTER
2755 CARPENTER RD
ANN ARBOR,MI 48108

1 17 - HENRY FORD MEDICAL CENTER - SOUTHLAND OUTPATIENT CLINIC/DIAGNOSTIC CENTER
21901 EUREKA RD
TAYLOR,MI 48180

2 18 -HENRY FORD MEDICAL CENTER - HAMTRAMCK OUTPATIENT CLINIC/DIAGNOSTIC CENTER
9100 BROMBACK STREET
HAMTRAMCK,MI 48212

3 19 - HENRY FORD MEDICAL CENTER - ROYAL OAK OUTPATIENT CLINIC/DIAGNOSTIC CENTER
26300 WOODWARD AVENUE
ROYAL OAK,MI 48067

4 20 -HENRY FORD MEDICAL CENTER - SOUTHFIELD OUTPATIENT CLINIC/DIAGNOSTIC CENTER
22777 WELEVEN MILE RD
SOUTHFIELD,MI 48034

5 21 -HENRY FORD MEDICAL CENTER - WARREN OUTPATIENT CLINIC/DIAGNOSTIC CENTER
8600 CHICAGO RD SOUTH
WARREN,MI 48093

6 22 -HENRY FORD MEDICAL CENTER - DEARBORN OUTPATIENT CLINIC/DIAGNOSTIC CENTER
5500 AUTO CLUB DRIVE
DEARBORN,MI 48126

7 23 -HENRY FORD MEDICAL CENTER - HARBORTOWN OUTPATIENT CLINIC/DIAGNOSTIC CENTER
3370 E JEFFERSON AVENUE
DETROIT,MI 48207

8 24 -HENRY FORD MEDICAL CENTER - NEWCNTR ONE OUTPATIENT CLINIC/DIAGNOSTIC CENTER
3031 WGRAND BLVD
DETROIT,MI 48202

9 25-HENRY FORD MEDICAL CENTER - CHRYSLER OUTPATIENT CLINIC/DIAGNOSTIC CENTER
1000 CHRYSLER DRIVE
AUBURN HILLS,MI 48326

10 26 - HFHS - NORTHWEST DETROIT DIALYSIS DIALYSIS CENTER
7800 WOUTER DRIVE
DETROIT,MI 48325

11 27 - HFHS - NORTHWEST LAHSER DIALYSIS DIALYSIS CENTER
25664 LAHSER RD
SOUTHFIELD,MI 48034

12 28 - HFHS - EASTPOINTE DIALYSIS DIALYSIS CENTER
21400 KELLY RD
EASTPOINTE,MI 48021

13 29 - HFHS - FAIRLANE DIALYSIS DIALYSIS CENTER
19001 HUBBARD DR
DEARBORN,MI 48126

14 30 - HFHS - NORTHLAND PARK DIALYSIS DIALYSIS CENTER
21000 NORTHWESTERN HWY
SOUTHFIELD,MI 48075




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

(st In order of size, from largest to smallest)

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

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

Name and address

Type of Facility (describe)

31

10

11

12

13

14

31 - HFHS - SE MI KIDNEY CENTER
1695 W12 MILE ROAD
BERKLEY,MI 48072

DIALYSIS CENTER

32 - HFHS - ST JOSEPH DIALYSIS
44200 WOODWARD SUITE 109
PONTIAC,MI 48341

DIALYSIS CENTER

33 - HFHS - TAYLOR DIALYSIS
24555 HAIG RD
TAYLOR,MI 48180

DIALYSIS CENTER

34 - HFHS - TROY DIALYSIS
2050 LIVERNOIS SUITE A
TROY,MI 48083

DIALYSIS CENTER

35 - HENRY FORD MEDICAL CENTER - RESEARCH
440 BURROUGHS
DETROIT,MI 48202

RESEARCH CENTER

35 - HFHS - ST MARY DIALYSIS
14555 LEVAN
LIVONIA,MI 48154

DIALYSIS CENTER

36 - HFHS - OPTIMEYES
4355 24TH AVENUE
PORT HURON,MI 48059

VISION SERVICES

37 - HFHS - OPTIMEYES
2025 25 MILE ROAD
SHELBY TOWNSHIP,MI 48316

VISION SERVICES

38 - HFHS - OPTIMEYES SUPER VISION CENTER
32600 GRATIOT
ROSEVILLE,MI 48066

VISION SERVICES

39 - HFHS - OPTIMEYES SUPER VISION CENTER
35184 CENTRAL CITY PARKWAY
WESTLAND,MI 48185

VISION SERVICES

40 - HFHS - OPTIMEYES SUPER VISION CENTER
6530 FARMINGTON ROAD
WEST BLOOMFIELD,MI 48322

VISION SERVICES

41 - HFHS - OPTIMEYES SUPER VISION CENTER
43910 SCHOENHERR
STERLING HEIGHTS,MI 48313

VISION SERVICES

42 - HFHS - OPTIMEYES SUPER VISION CENTER
735 JOHN R ROAD
TROY,MI 48083

VISION SERVICES

43 - HFHS - OPTIMEYES SUPER VISION CENTER
18500 EUREKA RD
SOUTHGATE,MI 48195

VISION SERVICES

44 - HFHS - OPTIMEYES
2799 W GRAND BLVD
DETROIT,MI 48202

VISION SERVICES




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

Recognized as a Hospital Facility

Hospital Facility

(st In order of size, from largest to smallest)

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

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

Name and address

Type of Facility (describe)

46 45 - HFHS - OPTIMEYES
516 HIGHLAND AVE
MILFORD,MI 48381

VISION SERVICES

1 46 - HFHS - OPTIMEYES
504 N TELEGRAPH ROAD
MONROE,MI 48162

VISION SERVICES

2 47 - HFHS - OPTIMEYES
400 RENAISSANCE CENTER 2ND FLOOR
DETROIT,MI 48235

VISION SERVICES

3 48 - HFHS - OPTIMEYES
38487 W 10 MILE RD
FARMINGTON HILLS,MI 48335

VISION SERVICES

4 49 - HFHS - OPTIMEYES
7800 WOUTER DRIVE
DETROIT,MI 48235

VISION SERVICES

5 50-HFHS -OPTIMEYES
30800 SOUTHFIELD RD
SOUTHFIELD,MI 48076

VISION SERVICES

6 51-HFHS-OPTIMEYES SUPERVISION CENTER
5500 AUTO CLUB DRIVE
DEARBORN,MI 48126

VISION SERVICES

7 52 -HFHS-OPTIMEYES
684 S LAPEER RD
LAKE ORION,MI 48362

VISION SERVICES

8 53-HFHS-OPTIMEYES
3500 FIFTEEN MILE RD
STERLING HEIGHTS,MI 48310

VISION SERVICES

9 54 -HFHS - OPTIMEYES
15401 E JEFFERSON
GROSSE POINTE PARK,MI 48230

VISION SERVICES

10 55-HFHS - OPTIMEYES
27903 23 MILE ROAD
CHESTERFIELD,MI 48051

VISION SERVICES

11 56 - HENRY FORD MEDICAL CLINIC - COMMERCE
8391 COMMERCE ROAD
COMMERCE TOWNSHIP,MI 48382

PHYSICIAN PRACTICE

12 57 - HFHS - ALLEN PARK REHABILITATION
7445 ALLEN RD SUITE 102
ALLEN PARK,MI 48101

REHABILITATION SERVICES

13 58 - HENRY FORD MEDICAL CENTER - TROY IVF
1500 WBIG BEAVERRD SUITE 105
TROY,MI 48084

PHYSICIAN PRACTICE

14 59 - HFHS - HOSPICE RESIDENT CARE
11700 ETEN MILE ROAD
WARREN,MI 48089

HOSPICE CARE




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

(st In order of size, from largest to smallest)

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

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

Name and address

Type of Facility (describe)

61

60 - HFHS - HOSPICE RESIDENT CARE
26900 FRANKLIN ROAD
SOUTHFIELD,MI 48033

HOSPICE CARE

61 - HFHS - BEHAVIORAL SERVICES
5110 AUTO CLUB DRIVE SUITE 112
DEARBORN,MI 48126

CLINICAL DIAGNOSIS MEDICAL SERVICES

62 - HFHS - CENTER FOR ATHLETIC MEDICINE
6525 SECOND AVENUE
DETROIT,MI 48202

CLINICAL DIAGNOSIS MEDICAL SERVICES

63 - HFHS - BEHAVIORAL SERVICES
42633 GARFIELD ROAD
CLINTON TOWNSHIP,MI 48038

CLINICAL DIAGNOSIS MEDICAL SERVICES

64 - HFHS - ONE FORD PLACE
ONE FORD PLACE
DETROIT,MI 48202

CLINICAL DIAGNOSIS MEDICAL SERVICES

65 - HENRY FORD MEDICAL CENTER - ACCESS
6450 MAPLE
DEARBORN,MI 48126

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

66 - HENRY FORD MEDICAL CENTER - CHASS
7436 WOODWARD AVENUE
DETROIT,MI 48202

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

67 - HENRY FORD HEALTH - CARDIOVASCULAR SV
16001 WNINE MILE ROAD
SOUTHFIELD,MI 48075

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

68 - HENRY FORD MEDICAL CENTER - NOVI
40000 8 MILE RD
NORTHVILLE,MI 48167

OUTPATIENT CLINIC/DIAGNOSTIC CENTER

69 - HFHS - FAIRLANE REHABILITATION
5225 AUTO CLUB DRIVE SUITE 100
DEARBORN,MI 48126

REHABILITATION SERVICES
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Schedule I . . . OMB No 1545-0047
(,Sofmug‘;o) Grants and Other Assistance to Organizations,

Governments and Individuals in the United States 20 1 5

Complete if the organization answered "Yes,” on Form 990, Part 1V, line 21 or 22.

Department of the P Attach to Form 990. Open to P_“b"C
Treasury P Information about Schedule I (Form 990) and its instructions is at www.irs.gov /form990. Inspection
Internal Revenue Service

Name of the organization Employer identification number

HENRY FORD HEALTH SYSTEM
38-1357020

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 or assistance? . . . P [ Yes [~ No
2 Describe in Part IV the organization's procedures for monitoring the use ofgrant funds n the Unlted States

m Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete If the organization answered "Yes" on Form 990, Part IV, line 21, for any recipient
that received more than $5,000 PartII can be duplicated if additional space Is 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 | orassistance
or government assistance (book, FMV,
appraisal,
other)

See Additional Data Table

2 Enter total number of section 501(c)(3) and government organizations listedinthehine i table. . . . . . . . . . . . . . . . . P 21

3 Enter total number of other organizations listed inthe ineltable. . . . . . . . . . . .+ .+« .+ + « « o i a0 e P 4

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50055P Schedule I (Form 990) 2015



ScheduleI (Form950) 2015

Page 2
Grants and Other Assistance to Domestic Individuals. Complete If the organization answered "Yes" on Form 990, Part IV, line 22
Part III can be duplicated iIf additional space 1s needed
(a)Type of grant or assistance (b)Number of (c)Amount of (d)A mount of (e)Method of valuation (f)Description of non-cash assistance
recipients cash grant non-cash assistance {book,
FMV, appraisal, other)
(1) HELPING HANDS PROGRAM 63 112,572
PATIENT MEDICAL SUPPLIES & 3300 1,005,908[COST PATIENTS MEETING FINANCIAL

(2) PHARMACEUTICALS

ASSISTANCE PROGRAM GUIDELINES
MAY BE PROVIDED WITH
PHARMACEUTICALS & MEDICAL
SUPPLIES AT NO CHARGE UPON
DISCHARGE

m Supplemental Information. Provide the information required in Part I, ine 2, Part III, column (b), and any other additional information.

Return Reference

Explanation

PART I, LINE 2

THE HENRY FORD HEALTH SYSTEM HELPING HANDS PROGRAM IS A CHARITABLE INITIATIVE SPONSORED AND FUNDED ENTIRELY BY
EMPLOYEES TO HELP CO-WORKERS, VOLUNTEERS AND RETIREES IN TIMES OF NEED SINCE ITS INCEPTION IN 1992, THE PROGRAM HAS
PROVIDED FINANCIAL ASSISTANCE TO HUNDREDS OF PEOPLE HELPING HANDS PROVIDES FINANCIAL ASSISTANCEOF UP TO $1,800 TO
ELIGIBLE EMPLOYEES AND UP TO $500 TO ELIGIBLE VOLUNTEERS AND RETIREES WHO,DUE TO A CATASTROPHE-SUCH AS A HOME FIRE,
ILLNESS ORINJURY-CAN'T AFFORD BASIC NECESSITIES INCLUDING FOOD,CLOTHING AND MEDICAL CARE A HELPING HANDS
EXECUTIVE COMMITTEE ("THE COMMITTEE") COMPRISED OF A REPRESENTATIVE FROM EACH BUSINESS UNIT OF THE HEALTH SYSTEM
OVERSEES THE HELPING HANDS PROGRAM THE COMMITTEE PROVIDES PERIODIC OVERSIGHT OF THE POLICIES AND CRITERIA THAT
GOVERN THE DISTRIBUTION OF FUNDS AND PRODUCES AND MAINTAINS THE PROGRAM'S FINANCIAL REPORTS APPLICATIONS FOR
FUNDS, ELIGIBILITY DETERMINATIONS AND DISTRIBUTION OF FUNDS ARE ADMINISTERED AT THE BUSINESS UNIT LEVEL EITHER BY A
BUSINESS UNIT HELPING HANDS COMMITTEE OR A HELPING HANDS REPRESENTATIVE

SCHEDULEI,PART I, LINE 2

THE COMMUNITY OUTREACH DEPARTMENT MONITORS GRANTS PAID TO CHARITABLE AND GOVERNMENTAL ENTITIES

Schedule I (Form 990) 2015



Additional Data

Software ID:
Software Version:
EIN:

Name:

38-1357020

HENRY FORD HEALTH SYSTEM

Form 990,Schedule I, Part II, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- [(f) Method of valuation (g) Description of (h) Purpose of grant

organization If applicable grant cash (book, FMV, appraisal,| non-cash assistance or assistance
or government assistance other)

AMERICAN KIDNEY FUND 23-7124261 501(C)(3) 165,000 ORGANIZATIONAL

6110 EXECUTIVE BLVD- SUPPORT

STE 1010

ROCKVILLE,MD 20852

DETROIT CRISTO REY 04-3730980 501(C)(3) 35,500 ORGANIZATIONAL

HIGH SCHOOL SUPPORT

5679 WVERNOR HIGHWAY

DETROIT,MI 48209

CITY YEAR DETROIT (CITY 22-2882549 501(C)(3) 3,500 99,775 |FAIR MARKET VALUE [PROVISION OF OFFICE SPACE |ORGANIZATIONAL

YEAR INC) & POSTAGE AT NO COST SUPPORT

1 FORD PLACE-SUITE 1F

DETROIT,MI 48202




Form 990,Schedule I, Part II, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash |(e) Amount of non- |(f) Method of valuation (g) Description of (h) Purpose of grant
organization If applicable grant cash (book, FMV, appraisal,| non-cash assistance or assistance
or government assistance other)
AMERICAN HEART 13-5613797 501(C)3) 17,665 ORGANIZATIONAL
ASSOCIATION SUPPORT
24445 NORTHWESTERN
HWY
SOUTHFIELD,MI 48075
NATIONAL KIDNEY 38-1559941 501(C)(3) 22,300 ORGANIZATIONAL
FOUNDATION OF SUPPORT
MICHIGAN
1169 OAK VALLEY DRIVE
ANN ARBOR,MI 48108
BING YOUTH INSTITUTE 47-2393025 501(C)3) 10,000 ORGANIZATIONAL
151 WEST JEFFERSON NO SUPPORT

512
DETROIT,MI 48226




Form 990,Schedule I, Part II, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- |(f) Method of valuation (g) Description of (h) Purpose of grant

organization If applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)

DOWNTOWN DETROIT 38-3436456 501(C)(3) 12,500 ORGANIZATIONAL

PARTNERSHIP SUPPORT

600 RENAISSANCE

CENTER-SUITE 1740

DETROIT,MI 48243

GREATER DETROIT AREA 38-1360904 501(C)(3) 60,000 ORGANIZATIONAL

HEALTH COUNCIL SUPPORT

407 E FORT STREET-6TH

FLOOR

DETROIT,MI 48226

M-1 RAIL 26-2310566 501(C)3) 600,000 ORGANIZATIONAL

600 RENAISSANCE
CENTER-SUITE 1740
DETROIT,MI 48243

SUPPORT




Form 990,Schedule I, Part II, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- |(f) Method of valuation (g) Description of (h) Purpose of grant
organization If applicable grant cash (book, FMV, appraisal,| non-cash assistance or assistance
or government assistance other)
VATTIKUTI FOUNDATION 38-3380162 501(C)(3) 25,000 ORGANIZATIONAL
3350 EASTPOINTE LN SUPPORT
BLOOMFIELD,MI 48302
FRIENDSHIP CIRCLE 38-3613944 501(C)(3) 10,000 ORGANIZATIONAL
6892 WEST MAPLE ROAD SUPPORT
W BLOOMFIELD,MI 48322
CARING ATHLETES TEAM 38-2746810 501(C)(3) 12,000 ORGANIZATIONAL

FOR CHILDREN'S AND
HENRY FORD HOSPITAL
3011 WGRAND BLVD-
SUITE 223
DETROIT,MI 48202

SUPPORT




Form 990,Schedule I, Part II, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- |(f) Method of valuation (g) Description of (h) Purpose of grant

organization If applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)

MI COUNCIL FOR 38-2445458 501(C)(3) 25,000 ORGANIZATIONAL

MATERNAL & CHILD SUPPORT

HEALTH

221 N WALNUT

LANSING,MI 48933

COMMUNITY HEALTH & 38-3094394 501(C)(3) 455,637 |COST (P);E(F)IVCIEIQNS%FFEEF%IISAL ORGANIZATIONAL

fﬁgiéh:g?;”c'fs CENTER COMMUNITY HEALTH CENTER SUPPORT

5635 W FORT STREET

DETROIT,MI 48209

UNIVERSITY CULTURAL 38-2134035 501(C)3) 750,000 ORGANIZATIONAL

CENTER ASSOCIATION
3939 WOODWARD AVENUE
DETROIT,MI 48201

SUPPORT




Form 990,Schedule I, Part II, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- |(f) Method of valuation (g) Description of (h) Purpose of grant

organization If applicable grant cash (book, FMV, appraisal,| non-cash assistance or assistance
or government assistance other)

MICHIGAN THANKSGIVING 38-2460378 501(C)(3) 8,500 ORGANIZATIONAL

PARADE FOUNDATION SUPPORT

9500 MT ELLIOTT NO A

DETROIT,MI 48211

SAFETY NET HOSPITALS 20-5913680 501(C)3) 8,796 ORGANIZATIONAL

FOR PHARMACEUTICAL SUPPORT

ACCESS

1501 M STREET NW-7TH

FLOOR

WASHINGTON,DC 20005

THEDACARE CENTER FOR 26-2795800 501(C)(3) 20,500 ORGANIZATIONAL

HEALTHCARE VALUE
100 WLAWRENCE - 422
APPLETON,WI 54911

SUPPORT




Form 990,Schedule I, Part II, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- |(f) Method of valuation (g) Description of (h) Purpose of grant
organization If applicable grant cash (book, FMV, appraisal,| non-cash assistance or assistance
or government assistance other)
CENTER FOR 23-7426944 501(C)3) 12,000 ORGANIZATIONAL
CONGREGATIONAL HEALTH SUPPORT
MEDICAL CENTER
BOULEVARD
WINSTON SALEM,NC
27157
UNIVERSITY OF MICHIGAN 10,000 ORGANIZATIONAL
SCHOOL OF PUBLIC SUPPORT

HEALTH

1415 WASHINGTON
HEIGHTS

ANN ARBOR,MI 48109

ST MARY MERCY HOSPITAL-
LIVONIA

7,500

ORGANIZATIONAL
SUPPORT




Form 990,Schedule I, Part II, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- |[(f) Method of valuation (g) Description of (h) Purpose of grant

organization If applicable grant cash (book, FMV, appraisal,| non-cash assistance or assistance
or government assistance other)

WEST BLOOMFIELD PARKS 80-0310221 7,000 ORGANIZATIONAL

AND RECREATION SUPPORT

4640 WALNUT LAKE ROAD

WEST BLOOMFIELD,MI

48323

GREAT LAKES HEALTH 27-2538408 501(C)(3) 68,724 ORGANIZATIONAL

CONNECT SUPPORT

4829 BELTLINE NE SUITE

303

GRAND RAPIDS,MI 49525

CHARTER TOWNSHIP OF 38-6007323 200,000 ORGANIZATIONAL

WEST BLOOMFIELD
PO BOX 250130

WEST BLOOMFIELD,MI
483250130

SUPPORT




Form 990,Schedule I, Part II, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- [(f) Method of valuation (g) Description of (h) Purpose of grant
organization If applicable grant cash {book, FMV, appraisal,| non-cash assistance or assistance
or government assistance other)
WORLD MEDICAL RELIEF 38-1575570 501(C)(3) 108,228 [FAIR MARKET VALUE [MEDICAL EQUIPMENT AND ORGANIZATIONAL
INC SUPPLIES SUPPORT

21725 MELROSE AVE
SOUTHFIELD,MI 48075
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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
» Complete if the organization answered "Yes" on Form 990, Part 1V, line 23.
» Attach to Form 990. -
Department of the » Information about Schedule J (Form 990) and its instructions is at www.irs.qov /form990. Open to Public
Treasury Inspection
Internal Revenue Service
Name of the organization Employer identification number
HENRY FORD HEALTH SYSTEM
38-1357020
m Questions Regarding Compensation
Yes | No
1a Check the appropiate box(es) If the organization provided any of the following to or for a person listed on 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 [V Housing allowance or residence for personal use
[T Travel for companions [ Payments for business use of personal residence | | |
[ Tax idemnification and gross-up payments [T Health or social club dues or initiation fees | | |
[T Discretionary spending account [T Personal services (e g, maid, chauffeur, chef) | | |
b Ifany ofthe 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 ib | Yes
2 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? 2 | Yes
3 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 II1
[v cCompensation committee [ wntten employment contract
[v 1ndependent compensation consultant [ Compensation survey or study | | |
[T Form 990 of other organizations [V Approval by the board or compensation committee | | |
4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a with respect to the filing organization
or a related organization
a Recelve a severance payment or change-of-control payment? 4a No
Participate I1n, or receive payment from, a supplemental nonqualified retirement plan? 4b | Yes
¢ Participate Iin, or receive payment from, an equity-based compensation arrangement? 4c No
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.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of
a The organization? 5a | Yes
Any related organization? 5b No
If"Yes," online 5a or 5b, describe in Part IT1
6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of
The organization? 6a No
Any related organization? 6b No
If"Yes," online 6a or 6b, describe in Part IT1
7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described inlines 5 and 6? If "Yes," describe in Part II1 7 | Yes
8 Were any amounts reported on 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
in Part ITL 8 No
9 If"Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in Regulations
section 53 4958-6(c)? 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 500537 Schedule J (Form 990) 2015



Schedule J (Form 990) 2015

Page 2

Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies If additional space I1s needed.

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row {1} and from related organizations, described I1n 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)-(1n) 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

(A) Name and Title

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

Base
(1) compensation

(1i)
Bonus & incentive
compensation

(1in)
Other reportable
compensation

(C) Retirement and
other deferred
compensation

(D) Nontaxable
benefits

(E) Total of columns

(B)(1)-(D)

(F) Compensation in

column(B}) reported

as deferred on prior
Form 990

See Additional Data Table

Schedule J (Form 990) 2015



Schedule J (Form 990) 2015 Page 3

m Supplemental Information

Provide the information, explanation, or descriptions required for Part1, lines 1a,1b, 3,4a, 4b, 4c, 5a,5b, 6a,6b,7,and 8, and for Part Il Also complete this part for any additional information

| Return Reference Explanation

PART I, LINE 1A ITIS THE ORGANIZATION'S POLICY TO PAY OR REIMBURSE EMPLOYEES FOR BONAFIDE BUSINESS TRAVEL BASED ON THE MOST COST
EFFECTIVE MEANS AVAILABLE GENERALLY, WHEN AIR TRAVEL IS INVOLVED THIS EQUATES TO COACH CLASS AIR FARE UNDER CERTAIN
CIRCUMSTANCES, SUCH AS WHEN COACH CLASS IS NOT AVAILABLE ORTHE TRIP IS OF AN EXTENSIVE DURATION, SENIOR LEADERSHIP
HAS APPROVED BUSINESS CLASS, FIRST CLASS OR CHARTER TRAVEL IN SUCH CIRCUMSTANCES, THE TRAVEL IS CONSIDERED TO BE FOR
A BONAFIDE BUSINESS PURPOSE, ACCORDINGLY NO TAXABLE INCOME IS REPORTED THERE WERE NO PAYMENTS OR REIMBURSEMENTS OF
FIRST CLASS DURING 2015 ADDITIONALLY,IN CONNECTION WITH THE RECRUITMENT AND EMPLOYMENT OF LEADERS AND PHYSICIANS
THE ORGANIZATION AGREES TO PROVIDE TEMPORARY HOUSING AND RELOCATION SERVICES INTERNAL REVENUE SERVICE GUIDELINES
ARE ADHERED TO REGARDING THE REPORTING AND TAXATION OF ALL SUCH ITEMS THE VALUE OF SUCH SERVICES IS ALSO INCLUDED IN
THE EVALUATION OF REASONABLE COMPENSATION CERTAIN MEMBERS OF THE ORGANIZATION'S SENIOR LEADERSHIP TEAM
PARTICIPATE IN A SUPPLEMENTAL RETIREMENT PROGRAM THAT RESULTS IN REPORTABLE TAXABLE INCOME ASTHE BENEFITS ACCRUE,
RATHER THAN AS THEY ARE PAID THE ORGANIZATION ALSO OFFERS CERTAIN MEMBERS OF LEADERSHIP THE OPTION OF PARTICIPATING
IN AN IRC SEC 457 BENEFIT PROGRAM WHICH ALSO RESULTS IN REPORTABLE TAXABLE INCOME AS BENEFITS ACCRUE, RATHER THAN AS
THEY ARE PAID IT IS AN ELEMENT OF THE PLAN DESIGN TO ABSORB THE ADVANCE TAXIMPACT OF THESE PLANS FOR THE PARTICIPANTS
IN SUCH CASES THE RELATED AMOUNTS ARE REPORTED ASTAXABLE INCOME TO THE INDIVIDUAL AND INCLUDED IN THE
DETERMINATION OF REASONABLE COMPENSATION SEEQ 4B FORTHE REQUIRED LISTING OF THE PARTICIPATING INDIVIDUALS

PART I, LINE 4B 4B CERTAIN MEMBERS OF THE ORGANIZATION'S SENIOR LEADERSHIP TEAM PARTICIPATE IN A SUPPLEMENTAL RETIREMENT PROGRAM
THAT RESULTS IN REPORTABLE TAXABLE INCOME AS THE BENEFITS ACCRUE, RATHER THAN AS THEY ARE PAID IT IS AN ELEMENT OF THE
PLAN DESIGN TO ABSORB THE ADVANCE TAXIMPACT OF THESE PLANS FOR THE PARTICIPANTS IN SUCH CASES THE RELATED AMOUNTS
ARE REPORTED AS TAXABLE INCOME TO THE INDIVIDUAL AND INCLUDED IN THE DETERMINATION OF REASONABLE COMPENSATION THE
FOLLOWING PROVIDES THE REQUIRED LISTING OF THE PARTICIPATING INDIVIDUALS SCH J,LINE 4B, PERSON PARTICIPATING IN
NONQUALIFIED RETIREMENT PLANS SEC 457 (F) - SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN (SERP)PARTICIPANT ACCRUAL
DISTRIBUTION NON-VESTED REPORTABLE W-2 NANCY M SCHLICHTING 795,523 --795,523 JAMES M CONNELLY 214,140 --214,140
ROBERT G RINEY 209,930 - - 209,930 JOHN J POLANSKI 67,458 - - 67,458 JOHN POPOVICH,R MD 140,447 - - 140,447 EDWARD G
CHADWICK - -106,882 - WILLIAM A CONWAY,MD --136,022 - WRIGHT L LASSITERIII - -194,706 - LYNN TOROSSIAN - - 65,881 -
CONTRIBUTIONS TO SEC 457(B)-NON-QUALIFIED DEFERRED COMPENSATION RETIREMENT PLAN EMPLOYEE EMPLOYER MEDICARE
REPORTABLE 2015 CONTR 2015 CONTR TAX GROSS-UP W-2 AMOUNTS NANCY M SCHLICHTING - 18,000433 18,433 MANI MENON, MD -
18,000 433 18,433 THEODORE W PARSONS,MD- 18,000 433 18,433 JAMESM CONNELLY -18,000433 18,433 ROBERT G RINEY - 18,000
433 18,433 JOHN POPOVICH,JR MD -18,000433 18,433 JOHNJ POLANSKI 7,156 10,844 261 18,261 EDITH L EISENMANN 18,000 - -
18,000 WILLIAM W O'NEILL,MD -16,313 393 16,706 WILLIAM A CONWAY,MD 18,000433 18433 LYNNM TOROSSIAN 11,8756,125 147
18,147 EDWARD G CHADWICK 4,525 13,475 324 18,324 WRIGHT L LASSITERIII 18,000 433 18,433 MUWAFFAKM ABDULHAK,MD 2,775
15,225 366 18,366 HENRY LIM,MD 18,000 433 18,433 JOSEPH E SCHMITT 10,780 7,220 174 18,174 DISTRIBUTION FROM SELECT SEC 457
(F}-NON-QUALIFIED DEFERRED COMPENSATION RETIREMENT PLAN (COMPENSATION REPORTED AS DEFERRED IN PRIOR FORM 990) 2015
TAXABLE DISTRIBUTION HENRY W LIM,M D 827,098 JOHN POPOVICH,JR M D 894,718

PART I, LINE 5 CERTAIN PHYSICIANS EMPLOYED BY THE ORGANIZATION RECEIVE COMPENSATION BASED ON A CONTRACTUAL FORMULA THAT
PROVIDES FOR A MINIMUM BASE SALARY AND INCREMENTAL COMPENSATION WHEN DEPARTMENTAL NET REVENUE EXCEEDS A
PREDETERMINED LEVEL SUCH ARRANGEMENTS AND THE RESULTING COMPENSATION ARE CONSIDERED IN THE EVALUATION OF
REASONABLE COMPENSATION

PART I, LINE 7 CERTAIN PHYSICIANS EMPLOYED BY THE ORGANIZATION RECEIVE COMPENSATION BASED ON A BASE SALARY AND AN INCENTIVE
PAYMENT WHEN SERVICE VOLUMES EXCEED A PREDETERMINED LEVEL SUCH AGREEMENTS AND THE RESULTING COMPENSATION ARE
CONSIDERED IN THE EVALUATION OF REASONABLE COMPENSATION

Schedule J (Form 990) 2015



Additional Data

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

Software ID:
Software Version:
EIN: 38-1357020

Name: HENRY FORD HEALTH SYSTEM

(A) Name and Title

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

(C) Retirement and
other deferred

(D) Nontaxable
benefits

(E) Total of columns

(F) Compensation in

0 (i) (i) (B)(1)-(D) column (B)
Base Bonus & Other compensation reported as deferred
Compensation Incentive reportable on prior Form 990
compensation compensation
1MANUEL L BROWN MD I 603,921
PHYSICIAN TRUSTEE o 603921 78,984 28,853 24,480 18,309 754,547 0
() 0 0 0 0 - - 0
0 0
1WILLIAM A CONWAY MD I 682,927
LWILLTAM A CONWA 682,927 629,720 18,433 161,827 18,598 1,511,505 0
() 0 0 0 0 - - 0
0 0
2NANCY M SCHLICTING | 1,515,072
ZNANCY M SCHLE 1515072 2,369,274 821,481 25,805 35,346 4,766,978 0
D e e T P e Bl B B I e B R
(n 0 0 0 0 - - 0
0 0
3EDWARD G CHADWICK I 659,791
JEDWARD G CHAD o 659791 120,517 22,360 130,037 24,411 957,116 0
() 0 0 0 0 - - 0
0 0
AEDITH L EISENMANN | 193,543
SECRETARY op 193,542 121,234 21,048 21,191 13,250 370,266 0
(n 0 0 0 0 - - 0
0 0
gJéngS_T'A‘;ONNELLY () 817,685 1,215,949 234,296 25,805 16,391 2,310,126 0
() 0 0 0 0 - - 0
0 0
6WRIGHT L LASSITER III | 1,248,486
PRESIDENT o - 1.24848¢ 15,362 100,759 217,861 17,669 1,600,137 0
(n 0 0 0 0 - - 0
0 0
7LYNN M TOROSSIAN I 434,873
ZLYNN M TOROSSIAN W 434873 198,032 18,147 89,036 22,360 762,448 0
() 0 0 0 0 - - 0
0 0
gJE%'quPOPOVICHJR MD 0 841,593 774,879 1,053,597 25,805 22,501 2,718,375 894,718
HOSPITAL/PHYSICIAN |, | 777777777777 | mmmmmmmmm e mmmmm s s mmmmm e mmmmm e e e
(n 0 0 0 0 - - 0
0 0
9JOHN J POLANSKI I 460,763
CEO-COMMUNITY CARE o 460763 238,442 87,303 25,805 21,387 833,700 0
e - N it B B R B I R T BT P
() 0 0 0 0 - - 0
0 0
10ROBERT G RINEY | 978,251
SENIOR VP AND C 0 O o 978251 899,267 233,265 25,805 24,395 2,160,983 0
(i) 0 0 0 0 - - 0
0 0
11 I 734,756
MUWAFFAK M ABDULHAK MD o 73475 341,241 55,250 23,155 25,602 1,180,004 0
P I (it B I B I il I B LR T T
() 0 0 0 0 - - 0
0 0
12 | 952,545
1 E W PARSONS MD o 952548 173,324 23,335 23,155 27,264 1,199,623 0
P v I Bttt B B e B el B
(i) 0 0 0 0 - - 0
0 0
13MANI MENON MD I 909,216
PHYSICIAN o 909.21¢ 266,564 18,433 25,805 22,731 1,242,749 0
() 0 0 0 0 - - 0
0 0
L4HENRY LIM MDPHYSICIAN 0 645,184 83,768 847,254 25,805 18,367 1,620,378 827,098
(i) 0 0 0 0 - - 0
0 0
15WILLIAM W O'NEILL MD I 993,385
PHYSICIAN o 993,381 469,466 21,428 23,155 28,915 1,536,349 0
() 0 0 0 0 - - 0
0 0
1610SEPH E SCHMITT | 385,099
L6I0SERH £ SCHMITT 385098 224,556 148,994 25,805 23,598 808,052 0
(i) 0 0 0 0 - - 0
0 0
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Schedule K
(Form 990)

Department of the Treasury|

Internal Revenue Service

Supplemental Information on Tax Exempt Bonds

» Complete if the organization answered "Yes" to Form 990, Part 1V, line 24a. Provide descriptions,
explanations, and any additional information in Part VI.

» Attach to Form 990.

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

OMB No 1545-0047

Inspection

Name of the organization

HENRY FORD HEALTH SYSTEM

Employer identification number

38-1357020
I3 d Bond Issues
(a) Issuer name (b) Issuer EIN (c) CUSIP # (d) Date 1ssued (e) Issue price (f) Description of purpose (g) Defeased (h) On (i) Pool
behalf of financing
Issuer
Yes No Yes No Yes No
A MICHIGAN STATE HOSPITAL| 38-2889417 59465HDMS5 06-27-2006 403,115,204 [SEE PART VI X X X
FINANCE AUTHORITY
B MICHIGAN STATE HOSPITAL| 38-2889417 59465HMA1 11-03-2009 322,571,412 |SEE PART VI X X X
FINANCE AUTHORITY
C MICHIGAN FINANCE 80-0596186 12-20-2013 75,000,000 |SEE PART VI X X X
AUTHORITY
D MICHIGAN FINANCE 80-0596186 11-13-2014 148,905,000 [SEE PART VI X X X
AUTHORITY
A B C D
Amount of bonds retired . 28,760,000 33,480,000 20,330,467 3,055,000
2 Amount of bonds legally defeased .
Total proceeds of issue 447,442,232 322,571,784 75,000,000 148,905,000
4 Gross proceeds in reserve funds . 23,348,951
5 Capitalized interest from proceeds . 24,165,427 12,938,234
6 Proceeds In refunding escrows .
7 Issuance costs from proceeds . 3,541,881 4,474,851 242,402
8 Credit enhancement from proceeds .
9 Working capital expenditures from proceeds .
10 Capital expenditures from proceeds . 253,937,393 87,119,305 75,000,000
11 Other spent proceeds . 165,797,531 194,690,500 148,661,870
12 Other unspent proceeds . 729
13 Year of substantial completion . 2009 2009 2014 2007
Yes No Yes No Yes No Yes No
14 Were the bonds Issued as part of a current refunding 1ssue? . X X X X
15 Were the bonds Issued as part of an advance refunding issue? . X X X X
16 Has the final allocation of proceeds been made? . X X X X
17 Does the organization maintain adequate books and records to support the final
allocation of proceeds? X X X X
m Private Business Use
A B C D
Yes No Yes No Yes No Yes No
1 Was the organization a partner in a partnership, or a member of an LLC, which owned
X X X X
property financed by tax-exempt bonds? .
2 Are there any lease arrangements that may result in private business use of bond- X X X X
financed property? .

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

Cat No 50193E

Schedule K (Form 990) 2015



Schedule K (Form 990) 2015 Page 2
Private Business Use (Continued)
C
Yes No Yes No Yes No Yes No
3a Are there any management or service contracts that may result in private business use
X X X X
of bond-financed property? . .
b If"Yes" to line 3a, does the organlzatlon routlnely engage bond counsel or other outside
counsel to review any management or service contracts relating to the financed
property?
c Are there any research agreements that may result in private business use of bond-
financed property? . X X X X
d If"Yes" to line 3¢, does the organization routinely engage bond counsel or other outside
counsel to review any research agreements relating to the financed property?
a4 Enter the percentage of financed property used in a private business use by entities
other than a section 501(c)(3) organization or a state or local government. . . .» 0 % 0 % 0 % 0 %
5 Enter the percentage of financed property used in a private business use as a result of
unrelated trade or business activity carried on by your organization, another section 0 % 0 % 0 % 0 %
501(c)(3) organization, or a state or local government .
»
Total oflines 4 and 5 . 0 % 0 % 0 % 0 %
7 Does the bond Issue meet the private security or payment test? . X X X X
8a Has there been a sale or disposition of any of the bond-financed property to a
nongovernmental person other than a 501(c)(3) organlzatlon since the bonds were X X X X
Issued?. . . .
b If"Yes" to line 8a, enterthe percentage of bond ﬁnanced property sold or disposed of 2 690 % 0140 %
c If"Yes" to line 83, was any remedial action taken pursuant to Regulatlons sections X %
1141-12 and1 145-27 ., . L
9 Has the organization established written procedures to ensure that aII nonqualified
bonds of the Issue are remediated in accordance with the requirements under X X X X
Regulations sections 1 141-12 and 1 145-27,
IR Arbitrage
A B C
Yes No Yes No Yes No Yes No
1 Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield X % X %
Reduction and Penalty in Lieu of Arbitrage Rebate? .
2 If "No" to line 1, did the following apply? .
Rebate not due yet? .
Exception to rebate? .
c No rebatedue?. . . . . . . . . X X X X
If"Yes" to line 2¢, provide in Part VI the date the rebate
computation was performed .
3 Is the bond Issue a variable rate 1ssue? . X X X X
4da Has the organization or the governmental issuer entered X % X %
into a qualified hedge with respect to the bond 1ssue?
b Name of provider .
c Term of hedge .
d Was the hedge superintegrated? .
e Was the hedge terminated? .

Schedule K (Form 990) 2015



Schedule K (Form 990) 2015 Page 3
m Arbitrage (Continued)
A B C
Yes No Yes No Yes No Yes No
5a Were gross proceeds Invested in a guaranteed investment X X X X
contract (GIC)?
b Name of provider .
c Term of GIC .
d Was the regulatory safe harbor for establishing the fair market
value of the GIC satisfied? . e
6 Were any gross proceeds invested beyond an available temporary
X X X X
period?
7 Has the organization established written procedures to monitor
X X X X
the requirements of section 1487 .
Procedures To Undertake Corrective Action
A B C
Yes No Yes No Yes No Yes No
Has the organization established written procedures to ensure
that violations of federal tax requirements are timely i1dentified
X X X X
and corrected through the voluntary closing agreement program If
self-remediation 1s not avallable under applicable regulations?

Supplemental Information. Provide additional information for responses to questions on Schedule K (see instructions).

Return Reference Explanation

(A)YISSUER NAME MICHIGAN STATE HOSPITAL FINANCE AUTHORITY (F) DESCRIPTION OF
PURPOSE REFUND 1999 (10/12/99),1992A (9/16/92)& 2003A BONDS (2/13/03), FUND NEW
CONSTRUCTION (B)ISSUER NAME MICHIGAN STATE HOSPITAL FINANCE AUTHORITY (F)
DESCRIPTION OF PURPOSE REFUND 2006B&C (6/27/06)BONDS, FUND NEW CONSTRUCTION (C)
ISSUER NAME MICHIGAN FINANCE AUTHORITY (F) DESCRIPTION OF PURPOSE FUND
ACQUISITION OF ASSETS AND EQUIPMENT (D) ISSUER NAME MICHIGAN FINANCE AUTHORITY (F)
DESCRIPTION OF PURPOSE REFUND 2007A BONDS (ISSUED 11/29/2007) PART I, COLUMN (E) AND
PART II,LINE 3 - DIFFERENCES BETWEEN THE ISSUE PRICE SHOWN IN PART I, COLUMN (E)AND
PART I, COLUMN (F), TOTAL PROCEEDS SHOWN IN PART II,LINE 3 AREDUE TO INVESTMENT EARNINGS PART II,LINE 3,
DESCRIPTION OF PURPOSE |[COLUMN A - FOR PURPOSES OF DETERMINING PROCEEDS ON THE ISSUE, WE HAVE ASSUMED THAT
THE "PROJECT PERIOD" WITH RESPECT TO THE REFUNDING PORTION OF AN ISSUE ENDS ON THE
DATE THE REFUNDED BONDS ARE CALLED AND RETIRED PART II,LINE 13,2014 BONDS WE ARE
REPORTING THE DATE OF SUBSTANTIAL COMPLETION OF THE FACILITY FINANCED BY THE
REFUNDED BONDS, AND NOT A DATE ASSOCIATED WITH THE REFUNDIONG PROJECT PART IV, LINE
2C,COLUMN A - DATE OF REBATE COMPUTATION, 3/24/2011 COLUMN B - DATE OF REBATE
COMPUTATION, 11/2/2014 PART IV, LINE 6, COLUMN A - THIS WAS AN ADVANCE REFUNDING
ISSUE, WHICH HAS A 30-DAY TEMPORARY PERIOD AS SUCH, THE PROCEEDS HAVE BEEN YIELD
RESTRICTED
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Schedule L
(Form 990 or 990-EZ)

Department of the
Treasury

Internal Revenue Service

Transactions with Interested Persons

» 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.
» Attach to Form 990 or Form 990-EZ.
»Information about Schedule L (Form 990 or 990-EZ) and its instructions is at

www.irs.qov /form990.

OMB No 1545-0047

Open to Public
Inspection

Name of the organization
HENRY FORD HEALTH SYSTEM

Employer identification number

38-1357020

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, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b

1 (a) Name of disqualified person (b) Relationship between disqualified person and (c) Description of (d) Corrected?
organization transaction 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, ifany, on line 2, above, reimbursed by the organization . »
IEZXSE:l 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, 0r 22
(a) Name of |(b) Relationship (c) (d) Loan to (e)Ornginal| (f)Balance (g)In (h) (i)Written
interested with Purpose of| or from the principal due default? Approved agreement?
person organization loan organization? amount by board or
committee?
To From Yes No | Yes No Yes No
Total | 3

m Grants or Assistance Benefiting Interested Persons.

Complete If the organization answered

"Yes" on Form 990, Part IV, line 27.

(a) Name of interested
person

(b) Relationship between
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) 2015



Schedule L {(Form 990 or 990-EZ) 2015 Page 2

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

(a) Name of Iinterested 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) WALGREENS SEE BELOW 11,796,766 |SEE BELOW No
(2) COMERICA BANK SEE BELOW 1,112,462 [SEE BELOW No
(3) KIRCO MANIX CONSTRUCTION LLC |SEE BELOW 551,316 |SEE BELOW No
(4) FORD MOTOR LAND DEV SEE BELOW 255,333 |SEE BELOW No
(5)DETROIT LIONS SEE BELOW 70,000 |SEE BELOW No
(6)PEGGY J ORR SEE BELOW 101,495 [SEE BELOW No
(7)NANCY J SAMMONS SEE BELOW 143,944 [SEE BELOW No
(8) COLLEEN CONWAY-GRACE MD SEE BELOW 38,165 [SEE BELOW No

XS supplemental Information

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

| Return Reference Explanation

SCHEDULE L, PART IV - BUSINESS [(A) NAME OF PERSON WALGREENS(B) RELATIONSHIP BETWEEN INTERESTED PERSON AND
TRANSACTIONS INVOLVING ORGANIZATION BOARD MEMBER/CURRENT OFFICER(D)DESCRIPTION OF TRANSACTION
INTERESTED PERSONS PHARMACY SERVICES (A)NAME OF PERSON COMERICA BANK(B)RELATIONSHIP BETWEEN

INTERESTED PERSON AND ORGANIZATION BOARD MEMBER/BOARD MEMBER(D)
DESCRIPTION OF TRANSACTION BANKING SERVICES(A) NAME OF PERSON KIRCO MANIX
CONSTRUCTION, LLC(B) RELATIONSHIP BETWEEN INTERESTED PERSON AND
ORGANIZATION BOARD MEMBER/BOARD MEMBER(D) DESCRIPTION OF TRANSACTION
CONSTRUCTION SERVICES(A)NAME OF PERSON FORD MOTOR LAND DEVELOPMENT CO (B)
RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION BOARD
MEMBER/BOARD MEMBER(D) DESCRIPTION OF TRANSACTION BUILDING RENT(A)NAME OF
PERSON DETROIT LIONS(B) RELATIONSHIP BETWEEN INTERESTED PERSON AND
ORGANIZATION OFFICER/BOARD MEMBER(D) DESCRIPTION OF TRANSACTION MEDICAL
SERVICES/SPORTS TICKETS(A)NAME OF PERSON COLLEEN CONWAY-GRACE, MD(B)
RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION FAMILY
MEMBER/CURRENT TRUSTEE(D) DESCRIPTION OF TRANSACTION EMPLOYEE
COMPENSATION(A)NAME OF PERSON NANCY J SAMMONS(B) RELATIONSHIP BETWEEN
INTERESTED PERSON AND ORGANIZATION FAMILY MEMBER/KEY EMPLOYEE(D)
DESCRIPTION OF TRANSACTION EMPLOYEE COMPENSATION(A)NAME OF PERSON PEGGY
J ORR(B)RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION FAMILY
MEMBER/CURRENT OFFICER(D) DESCRIPTION OF TRANSACTION EMPLOYEE
COMPENSATION(A)NAME OF PERSON THOMAS J EISENMANN(B) RELATIONSHIP BETWEEN
INTERESTED PERSON AND ORGANIZATION FAMILY MEMBER/CURRENT OFFICER(C)AMOUNT
OF TRANSACTION $74,354(D) DESCRIPTION OF TRANSACTION EMPLOYEE COMPENSATION
(E) SHARING OF ORGANIZATION'S REVENUES? NO(A) NAME OF PERSON JOSHUA GAMBLE(B)
RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION FAMILY
MEMBER/CURRENT OFFICER(C)AMOUNT OF TRANSACTION $18,864(D) DESCRIPTION OF
TRANSACTION EMPLOYEE COMPENSATION(E) SHARING OF ORGANIZATION'S REVENUES?
NO(A)NAME OF PERSON PAMELA THEISEN(B) RELATIONSHIP BETWEEN INTERESTED
PERSON AND ORGANIZATION FAMILY MEMBER/CURRENT OFFICER(C)AMOUNT OF
TRANSACTION $40,775(D)DESCRIPTION OF TRANSACTION CONSULTING SERVICES(E)
SHARING OF ORGANIZATION'S REVENUES? NO(A) NAME OF PERSON AMERISOURCE
BERGEN(B) RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION DONORAS
LISTED ON SCH B(C)AMOUNT OF TRANSACTION $ 77,719,910 (D) DESCRIPTION OF
TRANSACTION PROVIDED PHARMACEUTICAL SERVICES(E) SHARING OF ORGANIZATION'S
REVENUE? NO(A) NAME OF PERSON BLUE CROSS BLUE SHIELD OF MI(B) RELATIONSHIP
BETWEEN INTERESTED PERSON AND ORGANIZATION DONORASLISTED ON SCH B(C)
AMOUNT OF TRANSACTION ¢ 307,632(D)DESCRIPTION OF TRANSACTION EMPLOYEE
INSURANCE PREMIUMS(E) SHARING OF ORGANIZATION'S REVENUE? NO(A) NAME OF
PERSON BRAINLABINC (B)RELATIONSHIP BETWEEN INTERESTED PERSON AND
ORGANIZATION DONORAS LISTED ON SCH B(C)AMOUNT OF TRANSACTION $ 506,343 (D)
DESCRIPTION OF TRANSACTION PROVIDED SUPPORT CRANIAL NAVIGATION(E) SHARING
OF ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON CABLING CONCEPTS INC (B)
RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION DONORAS LISTED ON
SCH B{(C)AMOUNT OF TRANSACTION $ 578,307 (D) DESCRIPTION OF TRANSACTION
PROVIDED CABLE INSTALLERS(E) SHARING OF ORGANIZATION'S REVENUE? NO (A NAME OF
PERSON CAMPBELL EWALD COMPANY(B) RELATIONSHIP BETWEEN INTERESTED PERSON
AND ORGANIZATION DONORASLISTED ON SCH B(C)AMOUNT OF TRANSACTION $
679,435 (D) DESCRIPTION OF TRANSACTION PROVIDED ADVERTISING SERVICES(E)
SHARING OF ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON D&B LANDSCAPING INC
(BYRELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION DONOR AS LISTED
ON SCH B(C)AMOUNT OF TRANSACTION ¢ 2,078,953 (D) DESCRIPTION OF TRANSACTION O
PROVIDED LANDSCAPING SERVICES(E) SHARING OF ORGANIZATION'S REVENUE? NO (A)
NAME OF PERSON DELOITTE & TOUCHE LLP(B) RELATIONSHIP BETWEEN INTERESTED
PERSON AND ORGANIZATION DONORASLISTED ON SCH B(C)AMOUNT OF TRANSACTION
$ 1,256,514 (D) DESCRIPTION OF TRANSACTION PROVIDED AUDIT & CONSULTING
SERVICES(E) SHARING OF ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON DEMARIA
BUILDING COMPANY INC(B) RELATIONSHIP BETWEEN INTERESTED PERSON AND
ORGANIZATION DONORAS LISTED ON SCH B(C)AMOUNT OF TRANSACTION ¢ 3,171,648
(D) DESCRIPTION OF TRANSACTION PROVIDED CONSTRUCTION SERVICES(E) SHARING OF
ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON DETROIT SPCECTRUM PAINTERS
INC (B RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION DONORAS
LISTED ON SCH B(C)AMOUNT OF TRANSACTION $ 782,610 (D) DESCRIPTION OF
TRANSACTION PROVIDED PAINTING SERVICES(E) SHARING OF ORGANIZATION'S
REVENUE? NO (A) NAME OF PERSON DTE ENERGY(B) RELATIONSHIP BETWEEN INTERESTED
PERSON AND ORGANIZATION DONORASLISTED ON SCH B(C)AMOUNT OF TRANSACTION
$ 13,765,677 (D) DESCRIPTION OF TRANSACTION PROVIDED UTILITY SERVICES(E)
SHARING OF ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON GEORGE WAUCH
COMPANY(B) RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION DONOR
AS LISTED ON SCH B(C)AMOUNT OF TRANSACTION $ 3,558,676 (D) DESCRIPTION OF
TRANSACTION PROVIDED CONSTRUCTION SERVICES(E) SHARING OF ORGANIZATION'S
REVENUE? NO (A) NAME OF PERSON GORDON FOOD SERVICE(B) RELATIONSHIP BETWEEN
INTERESTED PERSON AND ORGANIZATION DONORAS LISTED ON SCH B(C)AMOUNT OF
TRANSACTION $ 2,995,385 (D) DESCRIPTION OF TRANSACTION PROVIDED FOOD SUPPLY
SERVICES(E) SHARING OF ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON HARLEY
ELLIS DEVEREAUX(B) RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION
DONORAS LISTED ON SCH B(C)AMOUNT OF TRANSACTION $ 510,719 (D) DESCRIPTION OF
TRANSACTION PROVIDED ARCHITECTURAL SERVICES(E) SHARING OF ORGANIZATION'S
REVENUE? NO (A) NAME OF PERSON INTUITIVE SURGICALINC(B) RELATIONSHIP BETWEEN
INTERESTED PERSON AND ORGANIZATION DONORAS LISTED ON SCH B(C)AMOUNT OF
TRANSACTION $ 4,926,814 (D) DESCRIPTION OF TRANSACTION PROVIDED SURGICAL
SUPPLIES(E) SHARING OF ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON JOHNE
GREEN COMPANY(B) RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION
DONORAS LISTED ON SCH B(C)AMOUNT OF TRANSACTION $ 1,016,557 (D) DESCRIPTION
OF TRANSACTION PROVIDED MECHANICAL SERVICES(E) SHARING OF ORGANIZATION'S
REVENUE? NO (A) NAME OF PERSON JOHNSON CONTROLS(B) RELATIONSHIP BETWEEN
INTERESTED PERSON AND ORGANIZATION DONORAS LISTED ON SCH B(C)AMOUNT OF
TRANSACTION $ 645,096(D) DESCRIPTION OF TRANSACTION PROVIDED MEDICAL
EQUIPMENT(E) SHARING OF ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON
LAWRENCE GREEN FIRE PROTECTION(B) RELATIONSHIP BETWEEN INTERESTED PERSON AND
ORGANIZATION DONORAS LISTED ON SCH B(C)AMOUNT OF TRANSACTION ¢$ 217,958 (D)
DESCRIPTION OF TRANSACTION PROVIDED MAINTENANCE SERVICES(E)SHARING OF
ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON MASTERCRAFT CARPET(B)
RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION DONORAS LISTED ON
SCH B{(C)AMOUNT OF TRANSACTION $ 181,726 (D) DESCRIPTION OF TRANSACTION
PROVIDED CARPET SERVICES(E) SHARING OF ORGANIZATION'S REVENUE? NO (A) NAME OF
PERSON MEDTRONIC USA INC(B RELATIONSHIP BETWEEN INTERESTED PERSON AND
ORGANIZATION DONORASLISTED ON SCH B(C)AMOUNT OF TRANSACTION $ 15,722,974
(D) DESCRIPTION OF TRANSACTION PROVIDED MEDICAL EQUIPMENT(E) SHARING OF
ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON NBS(B) RELATIONSHIP BETWEEN
INTERESTED PERSON AND ORGANIZATION DONORAS LISTED ON SCH B(C)AMOUNT OF
TRANSACTION $ 1,608,197 (D) DESCRIPTION OF TRANSACTION PROVIDED FURNITURE
SERVICES(E) SHARING OF ORGANIZATION'S REVENUE? NO

SCHEDULE L, PART IV - BUSINESS [(A) NAME OF PERSON PFIZER(B) RELATIONSHIP BETWEEN INTERESTED PERSON AND
TRANSACTIONS INVOLVING ORGANIZATION DONORAS LISTED ON SCH B(C)AMOUNT OF TRANSACTION ¢ 1,645,288
INTERESTED PERSONS (D) DESCRIPTION OF TRANSACTION PROVIDED PHARMACEUTICAL SUPPLIES(E) SHARING
OF ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON ST JUDE MEDICAL(B
RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION DONORAS LISTED ON
SCH B(C)AMOUNT OF TRANSACTION $ 2,205,083 (D) DESCRIPTION OF TRANSACTION
PROVIDED MEDICAL SUPPLIES(E) SHARING OF ORGANIZATION'S REVENUE? NO (A) NAME
OF PERSON SUNTEL SERVICES(B) RELATIONSHIP BETWEEN INTERESTED PERSON AND
ORGANIZATION DONORAS LISTED ON SCH B(C)AMOUNT OF TRANSACTION ¢ 2,270,579
(D) DESCRIPTION OF TRANSACTION PROVIDED CONSULTING SERVICES(E)SHARING OF
ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON SUPERIOR AIR GROUND AMBULANCE
SERVICE(B RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION DONORAS
LISTED ON SCH B(C)AMOUNT OF TRANSACTION $ 325,000 (D) DESCRIPTION OF
TRANSACTION PROVIDED AMBULANCE/HELICOPTER SERVICE(E) SHARING OF
ORGANIZATION'S REVENUE? NO (A) NAME OF PERSON TURNER CONSTRUCTION(B)
RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION DONORAS LISTED ON
SCH B{(C)AMOUNT OF TRANSACTION $ 129,356 (D) DESCRIPTION OF TRANSACTION
PROVIDED CONTRACTOR SERVICES(E) SHARING OF ORGANIZATION'S REVENUE? NO (A)
NAME OF PERSON VARIAN MEDICAL SYSTEMS(B) RELATIONSHIP BETWEEN INTERESTED
PERSON AND ORGANIZATION DONORASLISTED ON SCH B(C)AMOUNT OF TRANSACTION
$2,127,003 (D) DESCRIPTION OF TRANSACTION PROVIDED MEDICAL EQUIPMENT(E)
SHARING OF ORGANIZATION'S REVENUE? NO

Schedule L (Form 990 or 990-EZ) 2015
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SCHEDULE M
(Form 990)

Department of the
Treasury
Internal Revenue Service

Noncash Contributions

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

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

OMB No 1545-0047

2015

Open to Public

Inspection

Name of the organization
HENRY FORD HEALTH SYSTEM

Employer identification number

m Types of Property

1 Art—Works of art
2 Art—Historical treasures
3 Art—Fractional interests
4 Books and publications
5 Clothing and household
goods PR
6 Cars and other vehicles
7 Boats and planes
8 Intellectual property
9 Securities—Publicly traded
10 Securities—Closely held stock
11 Securnities—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» (
EVENT ITEMS )
26 Otherw» (
MISCELLANEOUS )
27 Otherw» ( }
28 Otherw ( }

38-1357020

(a) (b) (<) (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, line
ig

X 1 15,000|/APPRAISED VALUE

X 25 251,748(MARKET VALUE

X 245 456,000|FAIR MARKET VALUE

X 23 104,045|FAIR MARKET VALUE

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

30a

It must hold for at least three years from the date of the initial contribution, and which 1s not required to be used

During the year, did the organization receive by contribution any property reported in Part I, lines 1 through 28, that

29 1

Yes | No

for exempt purposes for the entire holding period? 30a No
b If"Yes," describe the arrangement in Part I1I
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 | Yes

b If"Yes," describe in Part II
33
describe in Part I

If the organization did not report an amount in column (c) for a type of property for which column (a) 1s checked,

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

Cat No 51227]

Schedule M (Form 990) (2015)



Schedule M (Form 990) (2015) 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

PART I,LINE 32B |BRO KERAGE FIRM SELLS DONATIONS OF STOCK

Schedule M (Form 990) (2015)
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SCHEDULE O
(Form 990 or
990-EZ)

Department of the
Treasury

Internal Revenue
Service

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on
Form 990 or 990-EZ or to provide any additional information.
» Attach to Form 990 or 990-EZ.
» Information about Schedule O (Form 990 or 990-EZ) and its instructions is at
www.irs.gov/form990.

OMB No 1545-0047

Open to Public
Inspection

Name of the organization
HENRY FORD HEALTH SYSTEM

Employer identification number

38-1357020

Return Reference

Explanation

LINE 3

FORM 990, PART VI, SECTION A,

THE ORGANIZATION HAS CONTRACTED WITH H20, LLC TO PROVIDE SENIOR LEADERSHIP TO ITS HUMAN

RESOURCES FUNCTION




Return
Reference

Explanation

FORM 990,
PART VI,
SECTION B,
LINE 11

THE TAX DEPARTMENT OF THE ORGANIZATION PREPARES THE FORM 990 AND HAS IT REVIEWED BY TS INDEPENDENT
TAX SERVICE PROVIDER AS PART OF THE PREPARATION AND REVIEW PROCESS PRIOR TO FILING THE RETURN, THE
FOLLOWING REVIEW PROCESS IS CONDUCTED - REVIEW OF THE ENTIRE RETURN WITH THE HFHS CHIEF FINANCIAL
OFFICER, CHIEF OPERATING OFFICER AND CHIEF EXECUTIVE OFFICER - REVIEW OF ALL COMPENSATION MATTERS AND
DISCLOSURES WITH THE COMPENSATION COMMITTEE OF THE HFHS BOARD OF TRUSTEES - REVIEW OF THE RETURN WITH
THE HFHS AUDIT AND COMPLIANCE COMMITTEE OF THE BOARD OF TRUSTEES - PROVIDE A COPY OF THE RETURN TO THE
HFHS BOARD OF TRUSTEES




Return Explanation
Reference
FORM 990, THE ORGANIZATION HAS A STANDING CONFLICT OF INTEREST COMMITTEE (THE COMMITTEE) THAT IS RESPONSIBLE FOR
PART VI, OVERSIGHT OF ALL CONFLICT OF INTEREST MATTERS THE ORGANIZATION'S CONFLICT OF INTEREST POLICY APPLIES TO
SECTION B, ALL TRUSTEES AND EMPLOYEES ANNUALLY, TRUSTEES, EMPLOYEES OF A MANAGEVIENT LEVEL, RESEARCHERS, AS
LINE12C WELL AS EMPLOY EES ASSOCIATED WITH PROCUREMENT, OR IN CERTAIN OTHER PREDEFINED ROLES MUST COMPLETE AN

ANNUAL DISCLOSURE DESIGNED TO IDENTIFY ACTIVITIES AND RELATIONSHIPS THAT COULD POTENTIALLY GIVE RISE TO
A CONFLICT OF INTEREST IT IS THE RESPONSBILITY OF THE COMMITTEE TO REVIEW THESE DISCLOSURES AND
DETERMINE THE NEED FOR ANY ACTION TO MANAGE THE POTENTIAL CONFLICT THE COMMITTEE ANNUALLY REPORTS
THE RESULTS OF ITS ACTIVITIES TO THE AUDIT AND COMPLIANCE COMMITTEE OF THE BOARD OF TRUSTEES




Return Explanation
Reference
FORM 990, THE ORGANIZATION HAS A COMPENSATION COMMITTEE OF THE BOARD OF TRUSTEES CONSISTING OF ALL EXTERNAL
PART VI, TRUSTEES THEY MEET PERIODICALLY THROUGHOUT THE YEAR THEY ARE CHARGED WITH APPROVAL OF THE
SECTION B, ORGANIZATION'S OVERALL COMPENSATION AND BENEFIT PROGRAMS AS WELL AS THE SPECIFIC REVIEW AND
LINE 15 APPROVAL OF THE COMPENSATION OF CERTAIN EMPLOY EES INCLUDING THE CHIEF EXECUTIVE OFFICER, ALL OFFICERS

AND KEY EMPLOY EES OF THE ORGANIZATION THEY DIRECTLY ENGAGE AN INDEPENDENT COMPENSATION ADVISOR TO
ASSIST WITH THIS PROCESS THE PROCESS INCLUDES EVALUATION OF THE INDVIDUAL'S PERFORMANCE, UTILIZATION OF
COMPENSATION STUDIES OF SIMILARLY SITUATED POSITIONS, AS WELL AS COMPARISONS TO COMPENSATION AS
REPORTED BY OTHER HEALTH CARE ORGANIZATIONS THE REASONABLENESS OF COMPENSATION IS EVALUATED BASED
UPON THESE AND OTHER FACTORS THE COMMITTEE ALSO REVIEWS THE COMPENSATION DISCLOSURES TO BE MADE ON
FORM 990 IN ADVANCE OF FILING




Return
Reference

Explanation

FORM 990,
PART VI,
SECTION C,
LINE19

IT IS THE PRACTICE OF THE ORGANIZATION TO MAKE ITS GOVERNING DOCUMENTS AND CONFLICT OF INTEREST POLICY
AVAILABLE TO ANY PARTY REQUESTING SUCH INFORMATION AS A HOLDER OF TAX EXEMPT DEBT THE FINANCIAL
STATEMENTS OF THE ORGANIZATION ARE MADE AVAILABLE TO A PUBLIC CLEARING HOUSE ON A QUARTERLY BASIS
PART IV, LINE 12 THE ORGANIZATION IS AN ELEMENT OF THE EXTERNAL AUDIT REPORT OBTAINED FOR THE CONSOLIDATED
OPERATIONS OF HENRY FORD HEALTH SYSTEM SCHEDULER, PART V, LINE 1D AND 1E THE ORGANIZATION IS A MEMBER
OF THE HENRY FORD HEALTH SY STEM OBLIGATED GROUP MEMBERS OF THE OBLIGATED GROUP ARE JOINTLY AND
SEVERALLY LIABLE FOR OUTSTANDING OBLIGATIONS ISSUED UNDER THE BOND MASTER INDENTURE. SCHEDULE R, PART
II, IDENTIFICATION OF OTHER RELATED ORGANIZATIONS THE ORGANIZATION HAS THE FOLLOWING OPERATING DIVISIONS
THAT ARE NOT SEPARATE LEGAL ENTITIES BUT HAVE THER OWN UNIQUE ASSIGNED EIN'S FINANCIAL INFORMATION
RELATING TO THESE DIVISIONS ARE INCLUDED IN THIS RETURN -HENRY FORD WEST BLOOMFIELD HOSPITAL (26-3896897) -
HENRY FORD WEST BLOOMFIELD PHY SICIANS (47-2146687) -CENTER FOR COMPLEMENTARY AND INTEGRATIVE MEDICINE
(30-0092342) -HENRY FORD HEALTH SY STEM - SCHOOL BASED HEALTH INITIATIVE (87-0729167) -COTTAGE HOSPITAL

PHY SICIAN PRACTICE (26-4245539) -HENRY FORD PATHOLOGY (41-2223561) SCHEDULE R, PART V, LINE 2, COLUMN C ALL
TRANSACTIONS REPORTED ARE BASED ON CASH VALUE




Return Reference

Explanation

FORM 990, PART XI, LINE9

PENSION LIABILITY ADJUSTMENT -5,980,726 INTERCOMPANY TRANSFERS -996,667




Return

Explanation
Reference
FORM 990, AVERAGE HOURS PER WEEK DEVOTED TO RELATED ORGANIZATIONS MANY EXECUTIVE EMPLOY EES OF HFHS PROVIDE
PART VII

SERVICES TO MULTIPLE AFFILIATED ENTITIES HENRY FORD HEALTH SY STEM USES ESTIMATES FOR REPORTING AVERAGE
HOURS PER WEEK IN ALL SECTIONS OF FORM 990 GENERALLY 60 HOURS ARE REPORTED FOR THE HOURS ASSOCIATED
FOR THE ORGANIZATION THAT THE INDIVIDUAL HAS PRINCIPAL RESPONSIBILITY FOR HOURS ASSOCIATED WITH OTHER

HOSPITAL OR LARGER ORGANIZATIONS ARE REPORTED AT 5 PER WEEK AND FOR SMALLER ORGANIZATIONS 1 HOUR PER
WEEK IS REPORTED




Return
Reference

Explanation

FORM 990 - PART
Xll- LINE2C

HENRY FORD HEALTH SY STEM IS INCLUDED IN THE CONSOLIDATED FINANCIAL STATEMENTS OF HENRY FORD HEALTH
SYSTEM THE GOVERNING BODY OF HFHS HAS DELEGATED THE OVERSIGHT OF THE FINANCIAL STATEMENTS,
INCLUDING THE CHOICE OF INDEPENDENT AUDITORS, TO ITS AUDIT COMMITTEE
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SCHEDULE R
(Form 990)

Department of the Treasury » Attach to Form 990.

Internal Revenue Service

Related Organizations and Unrelated Partnerships

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

» Information about Schedule R (Form 990) and its instructions is at www.irs.qov/form990.

OMB No 1545-0047

Open to Public
Inspection

Name of the organization
HENRY FORD HEALTH SYSTEM

Employer identification number

38-1357020

XTI 1dentification of Disregarded Entities Complete

If the organization answered "Yes" on Form 990, Part IV, line 33.

(a)
Name, address, and EIN (If applicable) of disregarded entity

(b)

Primary activity

(c)
Legal domicile (state
or foreign country)

(d)

Total iIncome

(e) f
End-of-year assets Direct controlling
entity

(1) P-COR LLC

655 W 13 MILE ROAD
MADISON HEIGHTS, MI 48071
38-3322462

EYE CARE SERVICES

MI

54,783,900

26,615,727 [HENRY FORD HEALTH SYSTEM

(2) NEIGHBORHOOD DEVELOPMENT LLC
ONE FORD PLACE

DETROIT, MI 48202

33-1210726

REAL ESTATE

MI

6,000

12,331,508 |HENRY FORD HEALTH SYSTEM

(3) HFHS EMPLOYMENT COMPANY LLC
ONE FORD PLACE

DETROIT, MI 48202

45-3852852

STAFFING SERVICES

MI

o

HENRY FORD HEALTH SYSTEM

m Identification 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) f (g)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public chanty status Direct controlling Section 512(b)
or fareign country) (1f 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) 2015



Schedule R (Form 990) 2015

Page 2

EEIZEii] 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) (f) (9) (h) 1) ) (k)
Name, address, and EIN of Primary activity| Legal Direct Predominant | Share of total | Share of end- |Disproprtionate| Code V-UBL |General or| Percentage
related organization domicile| controlling income(related, Income of-year allocations? amount in ownership
(state entity unrelated, assets box 20 of | managing
or excluded from Schedule K-1| partner?
foreign tax under (Form 1065)
country) sections 512-
514)
Yes No Yes | No
(1) NORTHWEST DETROIT DIALYSIS OPERATE MI HENRY FORD [RELATED 1,871,694 6,469,912 No Yes 56 250 %
DIALYSIS HEALTH
30100 TELEGRAPH CLINIC SYSTEM
BINGHAM FARMS, MI 48025
38-3232668
(2) OPERATE MI HENRY FORD [RELATED 437,771 686,903 No Yes 60 000 %
MACOMB REGIONAL DIALYSIS CENTERS DIALYSIS HEALTH
CLINIC SYSTEM

16151 NINETEEN MILE ROAD
CLINTON TOWNSHIP, MI 48038
26-0423581

Identification of Related Organizations Taxable as a Corporation or Trust Complete If the organization answered "Yes" on Form 990, Part IV, 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)

(d)

(e)

Legal
domicile
(state or foreign
country)

Direct controlling
entity

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

f
Share of total
income

(g)

Share of end-
of-year
assets

See Additional Data Table

(h) 1)
Percentage Section 512
ownership (b)(13)

controlled
entity?
Yes No

Schedule R (Form 990) 2015



Schedule R (Form 990) 2015 Page 3

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

Note. Complete line 1 iIf any entity 1s listed in Parts 1II,III, or IV ofthis schedule Yes | No
1 During the tax year, did the orgranization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) Iinterest, (ii)annuities, (iii)royalties, or(iv)rent from a controlledentity . . . . . . . . .« . . .+« . .44 la | Yes
b Gift, grant, or capital contribution to related organization(s) . . . . . . . . oo 0w w e e e e e e e e e e ib | Yes
c Gift, grant, or capital contribution from related organization(s) . . . . .+ . . . o« www e e e e e e e e e e 1c | Yes
d Loans or loan guarantees to or for related organization(s) . . . . . .« 0w w4 e e e e e e e e e e e id | Yes
e Loans or loan guarantees by related organization(s) . . . . . . . . oo ww e e e e e e e e e e le No
f Dividends from related organization(s) . . .« & . 4 e e e e e e e e e e e e e 1f | Yes
g Saleofassets torelated organization(s) . . . . . . . . 0w o e e e e e e e e e e 1g No
h Purchase of assets from related organization{(s} . . . . . .« . o+« 44w e e e e e e e e 1h No
i Exchange of assets with related organization(s) . . . . . .+« o0 a e e e e e e e e e 1i No
j Lease offacilities, equipment, or other assets to related organization{s) . . . . . . . .+« .+ & & o 4w aww e e e 1j | Yes
k Lease of facilities, equipment, or other assets from related organization(s) . . . . . .+« .« « «  « .+« W a4 e e 1k No
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} . . . . . . . .+ .+ .« « .« .« o« . . . 1m| Yes
n Sharing of facilities, equipment, mailing lists, or other assets with related organization{(s) . . . . . . . .+ +« « « « « o« . ... in| Yes
o Sharing of paid employees with related organization(s) . . . . . . . ..o o e e e e e e e e e 1o | Yes
Reimbursement paid to related organization(s) for expenses . . . . . . .+« w4 e awwe e e e e e e e 1p | Yes
q Reimbursement paid by related organization(s) forexpenses . . . . . . . .+ w 4 e e e e e e e e e e e 1q | Yes
r Othertransfer of cash or property to related organization(s) . . . . .+ + . . o0 ww e e e e e e e e e ir No
s Othertransfer of cash or property from related organization(s) . . . . .« « o .+« ww e e e e e e e e e e 1s | Yes

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

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

See Additional Data Table

Schedule R (Form 990) 2015



Schedule R (Form 990) 2015 Page 4

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) Q)] (9) (h) ) ) (k)

Name, address, and EIN of entity Primary 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) 2015



Schedule R (Form 990) 2015 Page 5

m Supplemental Information

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

| Return Reference Explanation

Schedule R (Form 990) 2015



Additional Data

Software ID:
Software Version:

EIN:
Name:

38-1357020

HENRY FORD HEALTH SYSTEM

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

(a) (b) (c) (d) (e) (f) (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling [Section 512
(state section status entity {(b)(13)
or foreign (if section 501 (c) controlled
country) (3) entity?
Yes No
HEALTHCARE SERVICE DE 501(C)(3) 3 HENRY FORD Yes
HENRY FORD MACOMB HOSPITAL CORPORATION PROVIDER HEALTH SYSTEM
ONE FORD PLACE
DETROIT, MI 48202
38-2947657
HEALTHCARE SERVICE MI 501(C)(3) 3 HENRY FORD Yes
HENRY FORD WYANDOTTE HOSPITAL PROVIDER HEALTH SYSTEM
2333 BIDDLE AVE
WYANDOTTE, MI 48192
38-2791823
SUPPORTING MI 501(C)(3) 11A-TYPE 1 HENRY FORD Yes
HENRY FORD HEALTH SYSTEM FOUNDATION ORGANIZATION HEALTH SYSTEM
ONE FORD PLACE
DETROIT, MI 48202
23-7383042
HEALTH MAINTENANCE MI 501(C)(4) N/A HENRY FORD Yes
HEALTH ALLIANCE PLAN ORGANIZATION HEALTH SYSTEM
2850 W GRAND BLVD
DETROIT, MI 48202
38-2242827
MALPRACTICE MI 501(C)(4) N/A HENRY FORD Yes
HFHS SELF FUNDED LIABILITY INSURANCE HEALTH SYSTEM
ONE FORD PLACE
DETROIT, MI 48202
38-6553031
NURSING HOMES MI 501(C)(3) 9 HENRY FORD Yes
HENRY FORD CONTINUING CARE HEALTH SYSTEM
ONE FORD PLACE
DETROIT, MI 48202
38-2433285
SCIENTIFIC RESEARCH MI 501(C)(3) 7 HENRY FORD Yes
HFII CORPORATION HEALTH SYSTEM
ONE FORD PLACE
DETROIT, MI 48202
90-0840304
ADVOCACY SERVICES MI 501(C)(4) N/A HENRY FORD Yes
HENRY FORD HEALTH SYSTEM GOVERMENTAL AFFAIRS FOR HFHS AND HEALTH SYSTEM
SERVICES AFFILIATES
ONE FORD PLACE
DETROIT, MI 48202
46-4064067




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

(a) (b) (<) (d) (e) (f) (9) (h) (i)
Name, address, and EIN of Primary activity Legal Direct controlling| Type of entity Share of total Share of end-of- Percentage Section
related organization domicile entity (C corp, S income year ownership 512(b){(13)
(state or foreign corp, assets controlled
country}) or trust) entity?
Yes No
(1) FAIRLANE HEALTH SERVICES HEALTHCARE MI HENRY FORD C 100 000 % Yes
30100 TELEGRAPH MANAGEMENT HEALTH
BINGHAM FARMS, MI 48025 SYSTEM
38-2565235
(1) SHA REALTY INC REAL ESTATE MI HENRY FORD C 426,035 4,331,270 100 000 % Yes
ONE FORD PLACE HOLDING HEALTH
DETROIT, MI 48202 SYSTEM
38-1378121
ALLIANCE HEALTH AND LIFE HEALTH MI HEALTH C Yes
(2)INSURANCE INSURANCE ALLIANCE PLAN
2850 W GRAND BLVD PROVIDER
DETROIT, MI 48202
38-3291563
(3) HAP PREFERRED INC PROVIDER MI HEALTH C Yes
2850 W GRAND BLVD NETWORK ALLIANCE PLAN
DETROIT, MI 48202 LEASING
38-2513504
(4)HORIZON PROPERTIES INC REAL ESTATE - MI HENRY FORD C Yes
ONE FORD PLACE LESSOR MACOMB
DETROIT, MI 48202 BUILDINGS HOSPITAL
38-2679527
(5) ONIKA INSURANCE LTD CAPTIVE CJ HENRY FORD C 3,791,272 57,743,838 100 000 % Yes
FIRST CARRIBEAN HOUSE INSURANCE HEALTH
GRAND CAYMAN SYSTEM
CcJ
(6) PHYSICIAN MI HENRY FORD C 1,699,344 1,095,830 100 000 % Yes
HENRY FORD PHYSICIAN NETWORK NETWORK HEALTH
ONE FORD PLACE SYSTEM
DETROIT, MI 48202
32-0306774
(7)HAP COMMUNITY ALLIANCE MANAGEMENT MI HEALTH C Yes
2850 W GRAND BLVD COMPANY ALLIANCE PLAN
DETROIT, MI 48202
27-0449055
ADMINISTRATION SYSTEMS THIRD PARTY MI HEALTH C Yes
(8) RESEARCH CORPORATION INSURANCE ALLIANCE PLAN
2850 W GRAND BLVD ADMINISTRATOR
DETROIT, MI 48202
38-2651185
(9) HAP MIDWEST HEALTH PLAN INC ([HEALTH MI HEALTH C Yes
2850 W GRAND BLVD INSURANCE ALLIANCE PLAN
DETROIT, MI 48202 PROVIDER
38-3123777




Form 990, Schedule R, Part V - Transactions With Related Organizations

(a) (b) (c) (d)
Name of related organization Transaction Amount Involved Method of determining amount
type(a-s) involved
(1) HEALTH ALLIANCE PLAN L 416,604,364 CASH VALUE
(1) HENRY FORD WYANDOTTE HOSPITAL Q 183,448,060 CASH VALUE
(2) HENRY FORD MACOMB HOSPITAL CORPORATION Q 187,725,787 CASH VALUE
(3) HEALTH ALLIANCE PLAN M 5,289,472 CASH VALUE
(4) HEALTH ALLIANCE PLAN D 5,000,000 CASH VALUE
(5) HEALTH ALLIANCE PLAN A 270,259 CASH VALUE
(6) HEALTH ALLIANCE PLAN L 5,106,868 CASH VALUE
(7) HENRY FORD HEALTH SYSTEM FOUNDATION C 18,300,000 CASH VALUE
(8) ONIKA INSURANCE LTD p 2,744,000 CASH VALUE
(9) HENRY FORD CONTINUING CARE Q 2,260,045 CASH VALUE
(10) HEALTH ALLIANCE PLAN Q 24,304,128 CASH VALUE
(11) P-CORLLC Q 44,411,560 CASH VALUE
(12) HENRY FORD PHYSICIAN NETWORK Q 3,912,144 CASH VALUE
(13) ALLIANCE HEALTH & LIFE INSURANCE CO Q 66,513 CASH VALUE
(14) NORTHWEST DETROIT DIALYSIS o] 7,853,592 CASH VALUE
(15) MACOMB REGIONAL DIALYSIS CENTERS 0] 1,896,775 CASH VALUE
(16) NORTHWEST DETROIT DIALYSIS F 2,025,000 CASH VALUE
(17) MACOMB REGIONAL DIALYSIS CENTERS F 660,000 CASH VALUE
(18) HFHS SELF FUNDED LIABILITY Q 5,394,163 CASH VALUE
(19) ONIKA INSURANCE LTD Q 3,665,772 CASH VALUE
(20) HENRY FORD CONTINUING CARE F 2,866,414 CASH VALUE
(21) SHA REALTY INC B 57,036 CASH VALUE
(22) DPNWO F 157,481 CASH VALUE
(23) MIDWEST HEALTH PLAN Q 1,178,995 CASH VALUE
(24) HENRY FORD HEALTH SYSTEM GOVERNMENT AFFAIRS SERVICES M 1,072,945 CASH VALUE




Form 990, Schedule R, Part V - Transactions With Related Organizations

(a)

(b)

(<)

Name of related organization Transaction Amount Involved (@)
Method of determining amount
type(a-s)
involved
(26) HENRY FORD HEALTH SYSTEM GOVERNMENT AFFAIRS SERVICES Q 1,058,841 CASH VALUE
(1) HEALTH ALLIANCE PLAN P 6,533,782 CASH VALUE
(2) HENRY FORD WYANDOTTE HOSPITAL Q 370,438 CASH VALUE
(3) HENRY FORD MACOMB HOSPITAL CORPORATION Q 173,123 CASH VALUE
(4) HEALTH ALLIANCE PLAN Q 5,990,221 CASH VALUE
(5) ALLIANCE HEALTH & LIFE INSURANCE CO M 11,756,381 CASH VALUE
(6) ALLIANCE HEALTH & LIFE INSURANCE CO p 4,030,143 CASH VALUE




