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[07 8 1 NNC CERNVOS

o 990 Return of Organization Exempt From Income Tax | _ove No. 15450047

Under section 501(c), 527, or 4947(a){1} of the Internal Revenue Code (except private foundations) 2 @ 1 5

Department of the Treasury » Do not enter social security numbers on this form as it may be made public. Open to P.ublic
Internal Revenue Service » Information about Form 990 and its instructions is at www.irs.gov/form990. Inspection
A For the 2015 calendar year, or tax year beginnin: 07/01 , 2015, and ending 06/30 ,20 16
B Check if applicable: JC Name of organization ST VINCENT ANDERSON REGIONAL HOSPITAL, INC. D Employer identification number
[ Address change Doing business as 46-0877261
D Name change Number and street (or P.O box if mail Is not dellvered to street address) Room/suite E Telephone number
O inat retun 2015 JACKSON STREET (765) 646-8132
[:] Final return/terminatedf  City or town, state or province, country, and ZIP or foreign postal code
[ Amended retum ANDERSON, IN 46016 G Gross recerpts $ 212,447,939
(O Application pending |F Name and address of principal oficer ~ LAURA ROSE H{g) s this a group retum for subordmates? (] Yes No
SAME AS C ABOVE H(b) Are all subordinates included? [ ] Yes [ No
1__ Tax-exempt status: 501(c){3) [ 501 () { ) 4 (insert no.) (] 4947(2)(1) or [ s27 If "No,” attach a list. (see instruchions)
J Website: » WWW STVINCENT.ORG , H(c) Group exemption number » 0928
K Form of organzation.[v] Carporation [ ] Trust  [T] Association [[] Other» [ L Year of formation: 2013 [ M State of legal domicile IN
Summary
1  Briefly descnbe the organization’s mission or most significant activities: ST VINCENT ANDERSON REGIONAL HOSPITAL
§ 1S A NONPROFIT HOSPITAL DEDICATED TO PROVIDING HEALTHCARE THAT LEAVES NO ONE BEHIND.
M
5 2  Check this box P[] If the organization discontinued its operations or disposed of more than 25% of its net assets.
8| 3 Number of voting members of the governing body (Part Vi, line 1a) . . . 3 13
ﬁ 4  Number of independent voting members of the governing body (Part VI, line 1b) . 4 8
:g 5  Total number of individuals employed in calendar year 2015 (PartV,lne2a) . . . . . 5 1,274
-% 6  Total number of volunteers (estimate if necessary) . . . e e e e e e e 6 318
< | 7a Total unrelated business revenue from Part Vili, column (C), line12 . . . . . . . . 7a 492,241
b Net unrelated business taxable income from Form 990-T,line34 . . . . . . . . . 7b (13,310)
Prior Year Current Year
o | 8 Contributions and grants (Part VIIl, ine 1h) . . c e e .. 1,535,471 576,959
g 9 Program service revenue (Part VIl ine2g) . . . . . . . . . . . 195,212,365 209,670,185
E 10  Investment income (Part Vili, colu Ilnes 3 4 and 7d) . - 1,408,390 290,478
11 Other revenue (Part VIll, column ( Ime@ J 1 e) ; 1,763,137 1,910,317
12  Total revenue—add lines 8 throug 1ﬁfrms column (A) line 12) 199,919,363 212,447,939
13 Grants and similar amounts pald rt 1%, column (A), me?T:B (&7 A 0 0
14  Benefits paid to or for members IM,éqfumn (gl) 1 ? . 0
@ 15  Salaries, other compensation, emplo ee benefits (Part IX colum @ Ilnes 5—1 0) 77,521,009 74,982,986
g 16a Professional fundraising fees (P rt lX‘co!v.—nmn_(A).—lme&J ezl - - 0 0
2 b Total fundraising expenses (Pa lx,i@ = ﬁe’ ) =) 0
W47  Other expenses (Part IX, column (A), lines 11a—11ﬂ—‘-’%—1 ‘%QQ[ e e 102,680,066 111,602,673
18  Total expenses. Add hines 13-17 (must equal Part IX, column (A), line 25) . 180,201,075 186,585,659
19 Revenue less expenses. Subtract line 18 from line 12 - 19,718,288 25,862,280
5 g Beginning of Current Year End ot Year
25[20 Totalassets (PartX, line16) . . . . . . . . . . . . . ... 144,641,842 145,960,582
23 21 Total liabilites (Part X, line 26) . . . . e e 38,040,965 36,604,378
23| 2 Net assets or fund balances. Subtract line 21 from hne 20 e e e e s 106,600,877 109,266,204

W&gnature Block

Under penalties of perjury, | declare that | have examined this retum, including accompanying schedules and statements, and to the best of my knowledge and bellef, it Is
true, correct, and complete. Declara!lor;of preparer (other than officer) Is based on all information of which preparer has any knowledge.

LA, Roe ] 5/'[90‘»7

Sign Signature of officer Date
Here LAURA ROSE, VP FINANCE NORTHEAST REGION
Type or print name and title

Paid Prnint/Type preparer's name Preparer's signature Date Check D it PTIN

Pr eparer self-ernployad

Use only Fim'’s name > Firm's EIN »

Firm’'s address » Phone no.

May the IRS discuss this return with the preparer shown above? (seeinstructions) . . . . . . . . . . . . [JYes[]No

For Paperwork Reduction Act Notice, see the separate instructions. Cat. No. 11282Y ﬁ 4 / / Form 990 (2015)
5/1/2017 8:39:32 AM 1 2015 Return ST.VINCENT ANDERSON REGIONAL

HOSPITAL, INC.- 46-0877261
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Form 990 (2015) Page 2

Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any lineinthusPartttt. . . . . . . . . . . . . .

1 Briefly describe the organization's mission:
ST VINCENT ANDERSON REGIONAL HOSPITAL IS DEDICATED TO PROVIDING SPIRITUALLY-CENTERED, HOLISTIC
HEALTHCARE THAT SUSTAINS AND IMPROVES THE HEALTH OF THOSE SERVED, WITH SPECIAL ATTENTION TO THE POOR
AND VULNERABLE BOTH INPATIENT AND OQUTPATIENT HEALTH SERVICES ARE PROVIDED WITHOUT REGARD TO PATIENT
(CONTINUED ON SCHEDULE 0)

2 Dud the organization undertake any sngniflcant program services during the year which were not listed on the
prior Form 990 or 990-E2? . . . . s e e . . . . ... . . . . - . o . . . OYes [No
If “Yes,” describe these new services on Schedule 0.

3 Did the organization cease conducting, or make significant changes in how It conducts, any program
services? . . . . . . . . . . . . . . . . . < . . .. . . o . . . . ... OYes [INo
If “Yes,” descrnibe these changes on Schedule O.

4 Describe the organization's program service accomplishments for each of its three largest program services, as measured by
expenses. Section 501(c)(3) and 501(c){4) organizations are required to report the amount of grants and allocations to others,
the total expenses, and revenue, if any, for each program service reported.

4a (Code: ) (Expenses $ 159,845,766 Including grants of $ 0 ) (Revenue $ 209,670,185 )

COUNTIES AND PROVIDING SERVICES WITHOUT REGARD TO PATIENT RACE, CREED, NATIONAL ORIGIN, ECONOMIC
STATUS, ORABILITY TO PAY DURING FISCAL YEAR 2016, SVARH TREATED 6,288 ADULTS AND CHILDREN FOR A

CARE, HOME CARE HOSPICE, IMMEDIATE CARE MATERNITY SERVICES MEDICALIMAGING MENTAL AND BEHAVIORAL
HEALTH, NEUROLOGY, ORTHOPEDICS, OUTPATIENT SERVICES, REHABILITATION SERVICES RESPIRATORY CARE,

(CONTINUED ON SCHEDULE O)
4b (Code: ) (Expenses $ including grants of $ ) (Revenue $ )

4c (Code ) Expenses$_ including grantsof$ ) (Revenue$ )

4d Other program services (Describe in Schedule O.)
{Expenses $ including grants of $ ) (Revenue $ )

4e  Total program service expenses P 159,845,766

Form 990 (2015)

5/2/2017 2:06:59 PM 2 2015 Return ST.VINCENT ANDERSON REGIONAL
HOSPITAL, INC.- 46-0877261




Form 990 (2015)
*Z154)'4 Checklist of Required Schedules

Page 3

Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a prlvate foundation)? If “Yes,”
complete Schedule A . .o e e e e 1 |V
2 s the organization required to complete Schedule B, Schedule of Contributors (see instructions)? v
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposmon to
candidates for public office? If “Yes,” complete Schedule C, Part | . . 3 v
4  Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If “Yes,” complete Schedule C, Part Il . e .o 4\l
5 s the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membershlp dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? If “Yes,” complete Schedule C,
Partlll . 5 v
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,” complete Schedule D, Part | .o e e 6 v
7 D the organization receive or hold a conservation easement, lnc|ud|ng easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Part Il 7 v
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part 111 e e e e e 8 v
9 Did the organization report an amount In Part X, line 21, for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If “Yes,” complete Schedule D, Part 1V . ... . 9 v
10 Did the organization, directly or through a related organization, hold assets in temporanly restncted
endowments, permanent endowments, or quasi-endowments? If “Yes,” complete Schedule D, Part V v
11 If the organization’s answer to any of the following questions I1s “Yes,” then complete Schedule D, Parts VI, g
VIL, VI, 1X, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10?7 If “Yes,”
complete Schedule D, Part VI .o . . 11a| v
b Did the organization report an amount for mvestments other securities in Part X I|ne 12 that IS 5% or more
of Its total assets reported in Part X, line 16? If “Yes,” complete Schedule D, Part Vil . 11b v
¢ Did the organization report an amount for investments-program related in Part X, line 13 that 1s 5% or more
of its total assets reported in Part X, line 16? If “Yes,” complete Schedule D, Part Vil . 11¢ v
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its tota| assets
reported in Part X, line 16? If “Yes,"” complete Schedule D, Part IX .o .o . 11d| v
e Did the organization report an amount for other iabilities In Part X, line 25?7 If “Yes,” complete Schedule D, Part X |11e| v
f Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization’s hability for uncertain tax positions under FIN 48 (ASC 740)? If “Yes,” complete Schedule D, Part X 11| v
12a Did the organization obtain separate, Independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts Xl and XlI 12a v
b Was the organization included in consohdated mdependent audlted fmanc1al statements for the tax year'? If
“Yes,” and If the organization answered “No” to line 12a, then completing Schedule D, Parts Xi and Xil is optional [12b| v
13 Is the organization a school descnibed in section 170(b)(1)(A)i)? If “Yes,” complete Schedule E 13 v
14a Did the organizaton maintain an office, employees, or agents outside of the United States? 14a v
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmakmg,
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 land IV. 14b v
15 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 Il and IV e 15 v
16  Did the organization report on Part IX, column (A), ine 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If “Yes,” complete Schedule F, Parts Ill and IV. . 16 v
17  Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If “Yes,” complete Schedule G, Part | (see instructions) 17 v
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part Vill, ines 1c and 8a? If “Yes,” complete Schedule G, Part Il . 18 v
19  Dud the organization report more than $15,000 of gross income from gaming activities on Part VIII Ilne 9a’>
If “Yes,” complete Schedule G, Part Il 19 v
Form 990 (2015)
5/2/2017 2:06:59 PM 3 2015 Return ST.VINCENT ANDERSON REGIONAL

HOSPITAL, INC.- 46-0877261




Form 990 (2015)
I Checkiist of Required Schedules (continued)

Page 4

Yes | No
20 a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H . . 20a| v
b If “Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return? 20b| v
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), ine 1? If “Yes,” complete Schedule |, Parts | and I 29 v
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 27 If “Yes,” complete Schedule I, Parts | and ill e e 22 v
23 Did the organization answer “Yes” to Part VIl, Section A, line 3, 4, or 5 about compensation of the
organization’s current and former officers, directors, trustees, key employees, and highest compensated
employees? If “Yes,” complete Schedule J . . e e .o . 23 | v
24a Did the organization have a tax-exempt bond issue with an outstanding prlncrpal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If “Yes,” answer lines 24b
through 24d and complete Schedule K. If “No,” go to line 25a e e e e e 24a v
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? e Ce e e e e 24¢
d Did the organization act as an “on behalf of” issuer for bonds outstanding at any time during the year? . 24d
25a Section 501(c){3), 501(c){4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If “Yes,” complete Schedule L, Part | 25a v
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ?
If “Yes,” complete Schedule L, Part | . e e e 25h v
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If “Yes,” complete Schedule L, Part Il e e e o 26 v
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 member of any of these persons? If “Yes,” complete Schedule L, Part Ili .
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV minstructions 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 v
b A family member of a current or former officer, director, trustee, or key employee? If “Yes,” complete
Schedule L, Part IV . . 28b v
c An entity of which a current or former offlcer dlrector trustee, or key employee (or a fam|ly member thereof)
was an officer, director, trustee, or direct or indirect owner? If “Yes,” complete Schedule L, Part IV 28¢c v
29 Did the organization receive more than $25,000 in non-cash contributions? /f “Yes,” complete Schedule M 29 v
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualfied
conservation contributions? If “Yes,” complete Schedule M 30 v
31 Did the organization I|qU|date, terminate, or dissolve and cease operaﬂons” If “Yes complete Schedule N,
Part ! . 31 v
32 Dd the organlzatlon sell exchange dlspose of or transfer more than 25% of its net assets” If “Yes "
complete Schedule N, Part Il 32 v
33 Did the organization own 100% of an entlty dlsregarded as separate from the organlzatlon under Regulatlons
sections 301.7701-2 and 301.7701-37 If “Yes,” complete Schedule R, Part | . 33 v
34 Was the organization related to any tax-exempt or taxable entity? /f “Yes,” complete Schedu/e R Part 1, III
orlV, and Part V, line 1 e e e . qlv
35a Did the organization have a controlled entlty within the meaning of section 512( )(1 3)'? . 35a| v
b If “Yes” to line 35a, did the organization receive any payment from or engage in any transactron W|th a
controlied entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, line 2 . 35b| v
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Part V, line 2 . e e e 36 v
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal Income tax purposes? If “Yes,” complete Schedule R,
Part VI . 37 v
38 Did the organlzatlon complete Schedule O and provnde explanatlons n Schedule O for Part Vl lrnes 11b and
19? Note. All Form 990 filers are required to complete Schedule O. 38| v
Form 990 (2015)
5/2/2017 2:06:59 PM 4 2015 Return ST.VINCENT ANDERSON REGIONAL

HOSPITAL, INC.- 46-0877261



Form 990 (2015) Page B

IZXY] Statements Regarding Other IRS Filings and Tax Compliance
Check If Schedule O contains a response or note to any line in this Part V

1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable . . . . 1a 108[%2
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable. . . . 1b
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners? . .
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return | 2a 1,274
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns?
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
3a Did the organizatton have unrelated business gross income of $1,000 or more during the year? .
b If “Yes,” has it filed a Form 990-T for this year? If “No” to Iine 3b, provide an explanation in Schedule O .
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authonty
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
account)? . e e
b If “Yes,” enter the name of the foreign country: P
See instructions for filng 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? .
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction?
Cc If “Yes" to line 5a or 5b, did the organization file Form 8886-T?
6a Does the organization have annual gross receipts that are normally greater than $1 00 OOO and d|d the
organizatton solicit any contributions that were not tax deductible as charitable contributions? . . . . 6a v
b If “Yes,” did the organization include with every solicitation an express statement that such contnbutlons or
gifts were not tax deductible? e 6b
7 Organizations that may receive deductlble contrlbutlons under sectlon 170(c) S B §* EN %
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods |3 |} % i k.
and services provided to the payor? . . . . L. e e e e e e 7a v
b If “Yes,” did the organization notify the donor of the value of the goods or services provnded’? e 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which 1t was
required to file Form 82827 . . . . .. e e e e e e e .. 7c v
d If “Yes,” indicate the number of Forms 8282 filed durlng theyear . . . . . . . . [ 7d ] Sy e d
€ Dud the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? v
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . v
g |f the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required?
h I the organization received a contnibution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C?
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the W & 2 %1
sponsoring organization have excess business holdings at any time during the year? . e e
9 Sponsoring organizations maintaining donor advised funds. il
a Did the sponsoring organization make any taxable distributions under section 49667 . . . . .. 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person'7 9b
10  Section 501(c)(7) organizations. Enter: - ‘% i %
a Inibhation fees and capital contributions included on Part Viil, ine 12 . . . . 10a % "R
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facrlltles . 10b § kI %
11 Section 501(c){(12) organizations. Enter g % §; : ”% 3
a Gross income from members or shareholders . . . 11a Ty i 4 |
b Gross income from other sources (Do not net amounts due or pald to other sources ? 5 1
against amounts due or received fromthem.) . . . . . . . . . . . 11b AR % " “%:
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization frllng Form 990 in lieu of Form 104172 12a
b If “Yes,” enter the amount of tax-exempt interest received or accrued during the year . . | 12b | i % iy
13  Section 501(c)(29) qualified nonprofit health insurance issuers. % gg % zg
a Is the organization licensed to issue qualified health plans in more than one state? .
Note. See the instructions for additional information the organization must report on Schedule O Y
b Enter the amount of reserves the organization 1s required to maintain by the states in which %* <% %
the organization is licensed to i1ssue qualified health plans C e e e 13b S % ;’ §"
¢ Enter the amount of reservesonhand . . . . . 13¢c aats %i ‘3};@%
14a Did the organization receive any payments for lndoor tannlng services dunng the tax year" .o . 14a v
b If “Yes,” has tt filed a Form 720 to report these payments? If “No,” provide an explanation in Schedule O . 14b
Form 990 (2015)
5/2/2017 2:06:59 PM 5 2015 Return ST.VINCENT ANDERSON REGIONAL

HOSPITAL, INC.- 46-0877261



Form 990 (2015) Page 6
Governance, Management, and Disclosure For each “Yes” response to lines 2 through 7b below, and for a “No”
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.
Check if Schedule O contains a response or note to any lineinthisPartVl . . . . . . . . . . . . .
Section A. Governing Body and Management

1a Enter the number of voting members of the governing body at the end of the tax year. . 1a
If there are matenal differences In voting rights among members of the governing body, or
if the governing body delegated broad authority to an executive committee or simitar
committee, explain in Schedule O
b Enter the number of voting members included in line 1a, above, who are independent . 1b
2 D any officer, director, trustee, or key employee have a family relationship or a business relatlonshlp with
any other officer, director, trustee, or key employee? . .
Did the organization delegate control over management duties customarlly performed by or under the dlrect
supervision of officers, directors, or trustees, or key employees to a management company or other person?
Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?
Did the organization become aware during the year of a significant diversion of the organization’s assets? .
Did the organization have members or stockholders? .
a Did the organization have members, stockhoiders, or other persons who had the power to eIect or appomt
one or more members of the governing body? .
b Are any governance decisions of the organization reserved to (or subject to approval by) members
stockholders, or persons other than the governing body? .
8 Did the organization contemporaneously document the meetings held or written actions undertaken dunng
the year by the following:
a The governing body? . .
b Each committee with authority to act on behalf of the governlng body"
9 Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at

W

N O s

the organization’s mailing address? If “Yes,” provide the names and addresses in Schedule O. . . . . 9 v
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 affilates? . . 10a v
b If “Yes,” did the organization have written policies and procedures governlng the actlvmes 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 the form? | 11a

b Descrbe in Schedule O the process, if any, used by the organization to review this Form 990. %ﬁ%
12a Did the organization have a written conflict of interest policy? If “No,” go to line 13 . . . 12a
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could g|ve rise to confllcts'7 12b

¢ Diud the organization regularly and consistently monitor and enforce comphance with the pohcy” If “Yes,”

describe in Schedule O how this was done . . . e e e e ... 12¢
13  DBid the organization have a wnitten whistleblower pohcy’? e e e 13
14  Did the organization have a written document retention and destructlon pohcy’7 .o 14
15 Did the process for determining compensation of the following persons include a review and approval by S
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision? i« v
a The organization’s CEO, Executive Director, or top management official . . . . . . . . . . . . 15a
b Other officers or key employees of the organization . . . e e 15b
If “Yes” to line 15a or 15b, describe the process in Schedule O (see |nstruct|ons) ’%7 ’3
16a Did the organization invest In, contribute assets to, or participate in a joint venture or similar arrangement P
with a taxable entity during theyear? . . . . . . . . . . . . . . . . . . o . . . .. 16a
b If “Yes,” did the organization follow a written policy or procedure requiring the organization to evaluate its % 41 ;
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the [ % )
organization’s exempt status with respect to such arrangements? . . . . . . . . . . . . . . 16b

Section C. Disclosure

17  UList the states with which a copy of this Form 990 1s required to be filed »  IN

18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply
(] Own website [C1 Another’s website Upon request  [] Other (explain in Schedule O)

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

20 State the name, address, and telephone number of the person who possesses the organization's books and records: »
LAURA ROSE, 2015 JACKSON STREET, ANDERSON, IN 46016, (765)646-8132, FAX (765)646-8504

Form 990 (2015)

5/2/2017 2:06:59 PM 6 2015 Return ST.VINCENT ANDERSON REGIONAL
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Form 990 {2015) Page 7
mompensation 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 VIl .
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be hsted. Report compensation for the calendar year ending with or within the
organization’s tax year.

e List all of the organization’s current officers, directors, trustees (whether individuals or organizations), regardless of amount of
compensation. Enter -0- 1n columns (D), (E), and (F) if no compensation was paid

e List all of the organization’s current key employees, if any. See instructions for defimition 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, and 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: indwvidual trustees or directors; Institutional trustees; officers; key employees, highest
compensated employees; and former such persons.

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

a

©
) B) (do not ch::}frr:c;?e than one (D) & A
Name and Title Average box, unless person is both an Reportable Reportable Estimated
hours per | officer and a directorftrustee) | compensation [compensation from amount of
iweek (Iist any sl slol=le<| = from related other
hoursfor | Ja | g | (& _gg Q the organizations compensation
related 55 g Slal|l & 2 Z organization (W-2/1099-MISC) from the
organizatons| 2.5 | g = ._g_ So | [w-2/1099-MiSC) organization
below dotted] S = | & g E} and related
ine) S| = e ° organizations
8 g
Q.
(1) OSBORNE J MORGAN 3 15
CHAIR 30 v v 0 0 0
() MARK C MCDERMIT 10
VICE CHAIR ) - 18 v v 0 0 0
(3) DAVID C MARES MD } 08
SECRETARY ) 16 v/ v 0 0 0
(4) JOSEPH BATT 08
TREASURER (END 12/2015) 16 v v 0 0 0
(5) BRIAN EDWARDS 05
TREASURER (START 1/2016) 13 v v 0 0 0
(6) MICHAEL K SCHROYER 200
PRESIDENT (START 1/2016) 212 4 v 8,806 281,513 42,375
(7) THOMAS J VANOSDOL 400
PRESIDENT (END 12/2015) 170 v v 450,799 14,824 46,560
(8) FRANCIS G ALBARANO 08
DIRECTOR 410 v 0 260,366 33,322
(9) MICHAEL D AUSTIN 08 .
DIRECTOR 13 v 0 0 0
(10) JOSEPH F BARNETT DDS 05
DIRECTOR 08 v 0 0 0
{11) JEAN LL CHAILLE 408
DIRECTOR 10 v 20,327 0 962
{12) KATHY DALY e 08
DIRECTOR (END 12/2015) 10 v 0 0 0
{13) DAVID L NEIDERT 08
DIRECTOR (END 3/2016) 10 v 0 0 0
(14) SISTER KATHLEEN REILLY 05
DIRECTOR 10 v 0 0 0
Form 990 (2015)
5/2/2017 2:06:59 PM 7 2015 Return ST.VINCENT ANDERSON REGIONAL
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Form 990 (2015) Page 8
Mection A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

©)
Position
@ ®) (do not check more than one (D) ® (7
Name and title Average box, unless person 1s both an Reportable Reportable Estimated
hours per | officer and a director/trusteg) | compensation |compensation from amount of
lweek (hst any os|slol =]z = from related other
hoursfor | 28 | 3| =|&| 3G g the organizations compensation
related 2|18 e %g 3| organization | (W-2/1099-MISC) from the
organizations] S | § | E| '2:1; o | © [w-2/1099-MISC) organization
below dotted| S 5 | 3 g S and related
hine) & = s 3 organizations
® T
o
(15) AARON G SHOEMAKER MD 05
DIRECTOR 410 v 0 351,323 45,723
(16) BOBBETTE J SNY_I?ER B 05
DIRECTOR 10 v 0 0 0
!]_?_)__CYNTHIA ADAMS 05
DIRECTOR 408 v 0 314,948 15,635
(18) ERIN REICHART _ 08
DIRECTOR (END 3/2016) 1.0 v 0 0 0
(19) LAURA L ADAMS 200
CFO (START 5/2016) 200 v 0 148,690 31,189
(20) DONALD L _A_PPLE _______ 400
CFO (END 5/2016) 00 v 275,481 0 36,664
(21) GARY P BRAZEL . 150
CMO 300 v 361,539 0 43,813
(22) NANCY J PITCQ.(:,E(_ ______ 400
VP-NURSING AND CNO 00 v 181,982 0 27,252
(23) YASRMAHAMED 400
PHYSICIAN 00 v 374,232 0 16,310
_(24) MARK R JEI\![\IINGS 400
PHYSICIAN 00 v 436,949 0 36,186
(25)(SEESTATEMENT)
1b Sub-total . e e e e e e e » 2,110,115 1,371,664 375,991
¢ Total from continuation sheets to Part VII, Section A » 1,401,999 0 125,533
d Total (addlines1ibandic). . . . . . > 3,512,114 1,371,664 501,524

2  Total number of individuals (including but not imited to those listed above
reportable compensation from the organization » 45

~=

who received more than $100,000 of

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

4  For any individual listed on line 1a, 1s the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? /f “Yes,” complete Schedule J for such
individual .

5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? /f “Yes,” complete Schedule J for such person

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 Descnption of services Compensation

MID AMERICA CLINICAL LABORATORIES, PO BOX 642263, PITTSBURGH, PA 15264 |LAB SERVICES 4,714,693
BRASFIELD & GORRIE, 729 30TH ST S, BIRMINGHAM, AL 35233-2939 CONSTRUGCTION MANAGEMENT 1,809,671
MADISON COUNTY EMERGENCY SERVICE PC, 2015 JACKSON ST, ANDERSON, IN 46016-4337 | PHYSICIAN SERVICES 1,181,250
AMERIPATH INDIANAPOLIS LLC, 2560 N SHADELAND AVE, STE A, INDIANAPOLIS, IN 46219|LAB SERVICES 1,100,931
INPHYSICS, LLC, 1475 W OAK ST, ZIONSVILLE, IN 46077 PHYSICAL THERAPY SERVICES 295,621
2 Total number of independent contractors (including but not lmited to those listed above) who p gy
received more than $100,000 of compensation from the organization » 15 : ) % " i

Form 990 (2015)
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Form 990 (2015)
2F-1e ]Il Statement of Revenue

Page 9

|

Check if Schedule o contains a response or note to any line in this Part VIll .

Tl

;i%gﬁg &m ’%‘% T {

(A
Total revenue

(B)
Related or
exempt
function

(C)
Unrelated
business
revenue

(D)
Revenue
excluded from tax
under sections
512-514

and Other Similar Amounts | .

2
€
g
(U]
a
£
<
g
£
L
=
5
4
f =
E
£
S
O

J@Q

Federated campaigns . 1a

Membership dues 1b

Fundraising events . ic

Related organizations . 1d

563,340}

Government grants (contnbutions) | 1e

13,619}

All other contributions, gifts, grants,
and similar amounts not included above | 4f

Noncash contributions included in hnes 1a-11; $
Total. Add lines 1a-1f .

>

2a

Program Service Revenue

Q=0 a00

NET MEDICARE/MEDICAID

Business Code

621990

119,800,556

119,800,556

NET PATIENT REVENUE

621990

89,869,629

89,869,629

All other program service revenue .
Total. Add lines 2a—2f .

0

»

209,670,185

6a

0

7a

8a

Other Revenue

Investment income (including d|V|dends

and other similar amounts)

mterest,
>

income from investment of tax-exempt bond proceeds »

Royalties

>

289,978

-(l) F;eal '

(n) Personal

Gross rents 714,230

Less: rental expenses

Rental income or (loss) 714,230

Net rental iIncome or (loss)

Gross amount from sales of () Secunties

: () .Oth;er

assets other than inventory

Less' cost or other basis
and sales expenses

Gain or (loss) . 0

Net gain or (loss)

Gross income from fundraising
events (not including $

of contributions reported on line 1¢)
See Part IV, IIine 18 . . . . a
Less directexpenses . . . . b
Net income or (loss) from fundraising
Gross income from gaming actvities.
SeePartiV,lme19 . . . . . g
Less:directexpenses . . . . b
Net income or (loss) from gaming act
Gross sales of inventory, less
returns and allowances . . . g

Less' costofgoodssold . . . b

Net iIncome or (loss) from sales of inventory .

events

S
S

o
it

P Getseiale

vities . »

»

Miscellaneous Revenue

Business Code

R

11a
b

c
d
e

12

CAFETERIAREVENUE

722514

689,165

DURABLE MEDICAL EQUIPMENT

532420

492,241

_ASSOCIATE PHARMACY REVENUE

446110

14,681

All other revenue .
Total. Add lines 11a-11d .
Total revenue. See instructions

0

>
»

1,196,087},

R T W

BE1N

¥

212,447,939

209,670,185

492,241

1,708,554

51212017 2:06:59 PM

Form 990 (2015)
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Form 890 (2015)

Statement of Functional Expenses

Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).
Check if Schedule O contains a response or note to any line in this Part IX

Page 10

Do not include amounts reported on lines 6b, 7b, Total (A) b (B) ©) (D)
8b, 9b, and 10b of Part Vill. olal expenses M ancos 3";1?2?23(%'2”222 F;‘,TS;?,EJ;Q
1  Grants and other assistance to domestic organizations
and domestic govemments See Part IV, line 21
2 Grants and other assistance to domestic
individuals. See Part IV, line 22 .
8 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals See Part IV, lines 15 and 16 .
4  Benefits paid to or for members
5 Compensation of current officers, d|rectors
trustees, and key employees P 1,454,006 1,454,006
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons descnbed in section 4958(c)(3)(B)
7  Other salaries and wages 57,740,299 49,822,776 7,917,523
8 Pension plan accruals and contnbutlons (|nclude
section 401(k) and 403(b) employer contributions) 1,091,344 941,696 149,648
9  Other employee benefits . 11,053,827 9,538,093 1,515,734
10  Payroll taxes . 3,643,510 3,143,901 499,609
1 Fees for services (non- employees)
a Management 4,733,697 4,084,598 649,099
b Llegal 163,881 141,409 22,472
¢ Accounting 1,717 1,717
d Lobbying . .
e Professional fundraising services. See Part IV I|ne17 iE HERE Y
f Investment management fees
g Other. {If ine 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O ) 3,120,034 2,692,206 427,828
12  Advertising and promotion
13  Office expenses
14  Information technology
15 Royaltes .
16  Occupancy 3,150,622 2,718,599 432,023
17  Travel .
18 Payments of travel or entertamment expenses
for any federal, state, or local public officials
19  Conferences, conventions, and meetings 766,581 661,465 105,116
20 Interest . . 470,840 406,277 64,563
21 Payments to afflllates .
22 Depreciation, depletion, and amortlzatlon 5,894,286 5,086,044 808,242
23 Insurance . e e e e e 739,496
24  Other expenses ltemize expenses not covered 7;%; ¢ "'.‘ ;
above (List miscellaneous expenses In line 24e. If ’ % § % il
line 24e amount exceeds 10% of line 25, column ES % % %
(A) amount, hist line 24e expenses on Schedule O.) g : £ o g’ S
a SUPPLIES 35,530,626 30,658,560 4,872,066
b PURCHASED SERVICES 24,954,647 21,632,791 3,421,856
c CORPORATE EXPENSE 16,109,531 13,900,544 2,208,987
d PROVIDER TAX EXPENSE 6,739,054 5,814,975 924,079
e All other expenses 9,227,661 7,962,336 1,265,325
25  Total functional expenses. Add lines 1 through 24e 186,585,659 159,845,766 26,739,893 0
26 Joint costs. Complete this lne only if the
organization reported in column (B} joint costs
from a combined educational campaign and
fundraising solicitation. Check here » [] ff
following SOP 98-2 (ASC 958-720) . . . .

5/2/12017 2:06:59 PM
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Form 990 (2015)
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Form 890 (2015)

Balance Sheet

Page 11

Check if Schedule O contains a response or note to any line in this Part X .. |
(A) (B)
Beginning of year End of year
1 Cash—non-interest-bearing 1
2  Savings and temporary cash mvestments 229,132 2 19,073
3  Pledges and grants receivable, net 3
4  Accounts receivable, net . 25,109,148 4 30,260,760
5 Loans and other receivables from current and former offlcers dlrectors oy e e §
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L
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 contnbuting employers and
sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
a organizations (see instructions) Complete Part Il of Schedule L .
§ 7  Notes and loans receivable, net
< | 8 Inventories for sale or use . 3,945,073 4,149,229
9 Prepaid expenses and deferred charges 2,012,993 764,768
10a Land, buildings, and equipment: cost or S ! e ‘R I
other basis. Complete Part VI of Schedule D 10a 152,450,705 %3' ;’3 gt ! ‘@E% 3 0
b Less: accumulated depreciaton . . . . 10b 99,285,246 53,897,034 10¢ 53,165,459
11 Investments —publicly traded securities 11
12 Investments—other securties. See Part IV, line 11 0o 12 0
13 Investments—program-related. See Part IV, line 11 . o 13 0
14 Intangible assets . 72,518| 14 132,471
15  Other assets. See Part IV, Ilne 11 . 59,375,944| 15 57,468,822
16 Total assets. Add lines 1 through 15 (must equal I|ne 34) 144,641,842| 16 145,960,582
17  Accounts payable and accrued expenses 15,807,084 17 16,340,564
18  Grants payable .
19  Deferred revenue .o
20 Tax-exempt bond liabilities .
21 Escrow or custodial account liability. Complete Part IV of Schedu!e D
£122 Loans and other payables to current and former officers, directors, %g i H § o
E trustees, key employees, highest compensated employees, and | ¢ g - :
% disqualified persons. Complete Part Il of Schedule L
= |23 Secured mortgages and notes payable to unrelated third parties
24  Unsecured notes and loans payable to unrelated third parties .
25  Other llabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X 22,233,881 20,353,814
of Schedule D . 25
26 Total liabilities. Add lines 17 through 25 38,040,965| 26 36,694,378
B Organizations that follow SFAS 117 (ASC 958), check here > - and o élzg‘ 4 ;
0 complete lines 27 through 29, and lines 33 and 34. Teii -
£ 127 Unrestncted net assets . 106,600,877 27 109,266, 204
g 28  Temporarly restricted net assets .
° 29  Permanently restricted net assets .
g Organizations that do not follow SFAS 117 (ASC 958), check here P [:] and X
5 complete lines 30 through 34. 3 ;
2 [30 Capital stock or trust principal, or current funds . .
§ 31 Paid-in or capital surplus, or land, building, or equipment fund .
f' 32 Retaned earnings, endowment, accumulated income, or other funds . 32
§ 33 Total net assets or fund balances . 106,600,877 33 109,266,204
34  Total habilities and net assets/fund balances 144,641,842| 34 145,960,582
Form 990 (2015)
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Form 990 (2015)

IEZIE Reconciliation of Net Assets

Page 12

Check if Schedule O contains a response or note to any line in this Part XI ..
1  Total revenue {must equal Part VIII, column (A), line 12) . 1 212,447,939
2 Total expenses (must equal Part 1X, column (A), ine 25) 2 186,585,659
3 Revenue less expenses Subtract line 2 from line 1 .. 3 25,862,280
4  Net assets or fund balances at beginning of year (must equal Part X I|ne 33 column (A)) 4 106,600,877
§ Net unrealized gains (losses) on investments 5 (1,889,026)
6 Donated services and use of facilities 6
7 Investment expenses . 7
8  Pror period adjustments . . 8
9  Other changes In net assets or fund balances (explam in Schedule O) . 9 (21,307,927)
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X Ime
33, column (B)) . . ... . . 10 109,266,204
Financial Statements and Reportmg
Check if Schedule O contains a response or note to any line in this Part Xil . .. U
' Yes | No
1 Accounting method used to prepare the Form 990: {{] Cash Accrual [JOther N g4 & q}% %
If the organization changed its method of accounting from a prior year or checked “Other,” explain in %f % g é‘ m%
Schedule O. 219N E&‘ I
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? . 2a v
If “Yes,” check a box below to indicate whether the financial statements for the year were compiled or % 3 b B ‘%
reviewed on a separate basis, consolidated basis, or both: 5 %g Aty
[]Separate basis [ ] Consolidated basis [_] Both consolidated and separate basis 5 %i L 8 %
b Were the organization’s financial statements audited by an independent accountant? 2b | vV
i “Yes,” check a box below to indicate whether the financial statements for the year were audlted on a o % i ?: " E
separate basis, consolidated basis, or both: %é F & g%‘,“%é H
[ Separate basis Consolidated basis  [C] Both consolidated and separate basis A & Ha
¢ If “Yes” to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an Independent accountant? 2¢ | v
If the organization changed either its oversight process or selection process during the tax year, explain in % %« % R f;:?{g i
Schedule O. CRLA . L %
3a As a result of a federal award, was the organization required to undergo an audit or audrts as set forth in )
the Single Audit Act and OMB Circular A-1337. . A 3a| v
b If “Yes,” did the orgamzation undergo the required audit or audlts'7 If the orgamzatnon dld not undergo the
required audit or audrts, explain why in Schedule O and describe any steps taken to undergo such audits. 3b | v
Form 990 (2015)
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| omBnNo 1545-0047

2015

SCHEDULE A Public Charity Status and Public Support

Form 990 or 990- N
( &2) Complete if the organization is a section 501(c)(3) organization or a section

4947(a)(1) nonexempt charitable trust.
» Attach to Form 990 or Form 990-EZ.

Department of the Treasury Open to Public
Intemal Revenue Service » Information about Schedule A (Form 980 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number

ST VINCENT ANDERSON REGIONAL HOSPITAL, INC 46-0877261

m Reason for Public Charity Status (All organizations must compliete this part.) See instructions.
The organization is not a private foundation because it 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 schoo! described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ2).)
3 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)liii). Enter the
hospital’'s name, city, and state:

[J An organization operated for the benefit of a college or university owned or operated by a governmental unit described n
section 170(b)(1)(A)(iv). (Complete Part Il.)

6 [ A federal, state, or local government or governmental unit described in section 170(b)(1){(A)(v).
7 [ An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b){1){A){vi). (Complete Part I1.)

] A community trust described in section 170(b){1){A)(vi). (Complete Part l1.)

9 an organization that normally receives: (1) more than 33'/3% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions—subject to certain exceptions, and (2) no more than 33'/3% of its
support from gross Investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part lil.)

10 [] An organization organized and operated exclusively to test for public safety. See section 509(a)(4).
11 [0 An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of

ane or more publicly supported orgamzations desctibed In section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check
the box n ines 11a through 11d that describes the type of supporting organization and complete lines 11e, 11f, and 11g

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

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

¢ [ Type Il 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 Il non-functionally integrated. A supporting organization operated i 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 determimation from the IRS that it is a Type [, Type Il, Type i
functionally integrated, or Type Ill non-functionally integrated supporting organization.

5]

@

f Enter the number of supported organizations . . . .o e e e e e e l:]
g Provide the following information about the supported organlzatlon(s)
{1} Name of supported organization {ii) EIN (in) Type of organization | {1v) Is the organizatron | {v) Amount of monetary {vi) Amount of
(described on lines 1-9 | I'sted in your governing support (see other support (see
above (see instructions)} document? instructions) instructions)
Yes No
A
B
©
(0)]
®
B :J [}
%/:x)%w £ éz % %
Total R AN .
For Paperwork Reduction Act Notice, see the Instructions for Cat No 11285F Schedule A (Form 990 or 990-E2) 2015
orm 990 or 990-EZ.
5/2/2017 2:06:59 PM 14 2015 Return  ST.VINCENT ANDERSON REGIONAL
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Schedule A (Form 990 or 990-E2) 2015

XX Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(v])

Page 2

(Complete only 1f you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part lli. If the organization fails to qualify under the tests listed below, please complete Part lil.)

Section A. Public Support

Calendar year (or fiscal year beginning in) »

1

6

(a) 2011

(b) 2012

(c) 2013

{d) 2014

(e} 2015

(0 Total

contributions, and
(Do not

Gifts, grants,
membership fees received.
include any "unusual grants.”)

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

The value of services or faciities
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 afl
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column (f) .

prasez:
2
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Public support. Subtract iine 5 from line 4.
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Section B. Total Support

Calendar year (or fiscal year beginning in) »

7
8

10

11
12
13

{a) 2011

(c) 2013

(d) 2014

{e) 2015

{f) Total

Amounts from line 4

Gross iIncome from Interest, d|V|dends
payments recetved on secunties loans,
rents, royalties and income from similar
sources

Net income from unrelated business
activities, whether or not the business
1s regularly carned on

Other income. Do not include gan or
loss from the sale of capital assets
(Explain in Part V1) .

Total support. Add lines 7 through 10

RE NS

ok ’%‘%é&’@%&%

Gross receipts from related activities, etc (see instructions)

First five years. if the Form 990 is for the organization’s first, second thlrd fourth or fifth tax year as a section 501(c)(3)

organization, check this box and stop here

v (é% e vy
1

> [

Section C. Computation of Public Support Percentage

14
15
16a

b

17a

18

Public support percentage for 2015 (line 6, column (f) divided by line 11, column (f))
Public support percentage from 2014 Schedule A, Part I, line 14
3313% support test—2015. If the organization did not check the box on hne 13 and hne 14 IS 33‘/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization
3313% support test—2014. If the organization did not check a box on line 13 or 16a, and I|ne 15 IS 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization

10%-facts-and-circumstances test—2015. If the organization did not check a box on line 13, 16a, or 16b, and line 14 1s

14

%

15

%

> 0O

> O

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

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

organization .

10%-facts-and-circumstances test—2014. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line

|

15 158 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

> O

Private foundation. If the organlzatlon d:d not check a box on ||ne 13 16a 16b 17a or 17b check thls box and see

instructions

> O

5/2/2017 2:06:59 PM
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Schedule A (Form 990 or 990-E2) 2015

Page 3

W Support Schedule for Organizations Described in Section 509(a)(2)

{Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Ii.

If the organization fails to qualify under the tests listed below, please complete Part 11.)

Section A. Public Support

Calendar year (or fiscal year beginning in) » (a) 2011 (b) 2012 (c) 2013

(d) 2014

(e) 2015

(f) Total

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 1s related to the
organization’s tax-exempt purpose .

3  Gross receipts 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 on lines 1, 2, and 3
received from disqualified persons

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

¢ Addhnes 7a and 7b

8 Public support. (Subtract Iine 7c from
hne 6.) . .

5 6

Section B. Tota!l Support

Calendar year (or fiscal year beginning in) » (a) 2011 (b) 2012 (c) 2013

(d) 2014

(f) Total

9  Amounts from line 6

10a Gross mncome 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 busmess
activities not included in line 10b, whether
or not the business is regularly carned on

12  Other income. Do not include gan or
loss from the sale of capital assets
(Explain in Part VI ) .

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

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

organization, check this box and stop here >
Section C. Computation of Public Support Percentage
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 llf, ine 15 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2015 (ine 10c, column (f) divided by line 13, column (f)) . 17 %
18  Investment iIncome percentage from 2014 Schedule A, Part lll, line 17 . 18 %

19a 33%3% support tests—2015. If the organization did not check the box on line 14, and I|ne 15 i1s more than 3313%, and line

17 1s not more than 33113%, check this box and stop here. The organization qualifies as a publicly supported organization

>

b 3313% support tests—2014. If the organization did not check a box on line 14 or ine 19a, and hne 16 1s more than 33'3%, and
kne 18 1s not more than 33'12%, check this box and stop here. The organization qualfies as a publicly supported orgamization » [
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions »

a

O
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Schedule A (Form 990 or 980-E2) 2015 Page 4
Supporting Organizations
(Complete only if you checked a box in line 11 on Part I. If you checked 11a of Part |, complete Sections A
and B. If you checked 11b of Part |, complete Sections A and C. If you checked 11c of Part [, complete
Sections A, D, and E. If you checked 11d of Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes

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

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

3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
(b) and (c) below.
b Did the organization confirm that each supported organization qualified under section 501(c)4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? /f "Yes," describe in Part VI when and how the
organizatton 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.

4a Was any supported organization not organized in the United States (“foreign supported organization®)? If | ' [ 4 8% @
"Yes, " and if you checked 11a or 11b in Part I, answer (b) and (c) below. 4a
b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign }* % X IR L
supported organization? If "Yes," describe in Part VI how the organization had such control and discretion | w* | % ¥ %

despite being controlled or supervised by or in connection with its supported organizations.

4

€ Did the organization support any foreign supported organization that does not have an IRS determination b
under sections 501(c)(3) and 509(a)(1) or (2)? If "Yes," explain in Part VI what controls the organization used

to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes. 4c

ot
o gpntiiee] &
g

e
A
e

Sa Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes," L bt %% % %‘f
answer (b) and (c) below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN | f;% Lo % ;
numbers of the supported organizations added, substituted, or removed; (i) the reasons for each such action; | . 5 %i | € E
() the authority under the organization's organizing document authorizing such action; and (iv) how the action K 5 s% i —% 1
was accomplished (such as by amendment to the organizing document). 5; ) e

b Type | or Type Il only. Was any added or substituted supported organization part of a class already % &j‘{ ﬁm“&j‘
designated in the organization's organizing document? 5b
¢ Substitutions only. Was the substitution the result of an event beyond the organization's control? 5c

T
s

R
EE
.
o wﬁwx"fg
i s g

6  Did the orgamzation provide support (whether in the form of grants or the provision of services or facilities) to }; ¢ | #
anyone other than () its supported organizations, (i) individuals that are part of the chantable class benefited &%
by one or more of its supported organizations, or () other supporting organizations that also support or |

benefit one or more of the filing organization’s supported organizations? If "Yes," provide detail in Part VI. 6
7  Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor %% % % k z % 1
(defined in section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity with |y % 3;}_ TS
regard to a substantial contributor? If "Yes, " complete Part | of Schedule L (Form 990 or 990-EZ). 7 T
8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in Iine 77 }zf?% @i &_‘j
If "Yes," complete Part | of Schedule L (Form 980 or 890-E2). 8
9a Was the organization controlled directly or indirectly at any time dunng the tax year by one or more ;%; % @ é %fé i
disqualified persons as defined in section 4946 (other than foundation managers and organizations described % &y % %J
in section 509(a)(1) or (2))7? If "Yes, " provide detail in Part VI. 9a )
b Did one or more disqualified persons (as defined in ine 9a) hold a controlling interest in any entity in which kW . x Sk
the supporting organization had an interest? If "Yes, " provide detail in Part VI. Sh
¢ Diud a disqualfied person (as defined in ine 9a) have an ownership interest in, or derve any personal benefit {5 1t fﬁ?’ b g
from, assets in which the supporting orgamization also had an interest? /f "Yes, " provide detail in Part VI. 9¢
10a Was the organization subject to the excess business holdings rules of section 4943 because of section ?5,; %ﬁ % E \%%‘
4943(f) (regarding certain Type [l supporting organizations, and all Type Il non-functionally integrated ‘% % ; Bl
supporting organizations)? If "Yes, " answer 10b below. 10a
b Did the organization have any excess business holdings In the tax year? (Use Schedule C, Form 4720, to Y LS
determine whether the organization had excess business holdings.) 10b

Schedule A (Form 990 or 990-E2) 2015
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Schedule A (Form 980 or 990-EZ) 2015

E1a 8\ Supporting Organizations (continued)

11 Has the organization accepted a gift or contribution from any of the following persons? Hod %‘* % g"
%} »

a A person who directly or indirectly controls, either alone or together with persons described in (b) and (c) el
below, the governing body of a supported organization? 11a

b A family member of a person described in (a) above? 11b

c A 35% controlled entity of a person described in (a) or (b) above? If "Yes" to a, b, or ¢, provide detasl in Part VI, 11c

Section B. Type | Supporting Organizations

1 Dud the directors, trustees, or membership of one or more supported organizations have the power to e
regularly appoint or elect at least a majority of the organization’s directors or trustees at all times during the @’é o
tax year? If "No, " describe in Part VI how the supported organization(s) effectively operated, supervised, or -
controlled the organization’s activities. If the orgaruzation had more than one supported organization, P ?g
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported é ‘%@

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 : “g
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, i
supervised, or controlled the supporting organization. 2

Section C. Type ll Supporting Organizations

1 Were a majonty of the organization’s directors or trustees during the tax year also a majority of the directors # %
or trustees of each of the organization’s supported organization(s)? /f "No," describe in Part VI how control ég 5@
or management of the supporting organization was vested in the same persons that controlled or managed g %
the supported organization(s). 3

Section D. All Type Ill Supporting Organizations

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the % %? Ty
organization’s tax year, (1) a written notice describing the type and amount of support provided during the prior tax %%fg% )
year, (if) a copy of the Form 990 that was most recently filed as of the date of notification, and () copies of the WIREE

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 (i) appointed or elected by the supported i %
organization(s) or (ii) serving on the governing body of a supported organization? If "No, " explain in Part VI how |; 4 | %
the organization maintained a close and continuous working relationship with the supported organization(s). 2

3 By reason of the relationship described in (2), did the organization’s supported organizations have a % f@ i e
significant voice in the organization’s investment policies and in directing the use of the organization's P i
income or assets at all times during the tax year? If "Yes," describe in Part VI the role the organization’s % it

e
ol

supported organizations played in this regard. 3

Section E. Type Il 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 UThe organization satisfied the Activities Test. Complete line 2 below.
b [[] The organization is the parent of each of its supported organizations. Complete line 3 below.

¢ [ The organization supported a governmental entity Descrnibe 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 orgamization’s activities durning the tax year directly further the exempt purposes of g I g; ;é&
the supported organization(s) to which the organization was responsive? If "Yes, " then in Part VI identify %”@ . ? [N 3 A
those supported organizations and explain how these activities directly furthered their exempt purposes, il % Y]yt
how the organization was responsive to those supported organizations, and how the organization determined a4 i ég w
that these activities constituted substantially all of its activities. 24
b Dud the activities described in (a) constitute activities that, but for the organization’s involvement, one or more % ‘% g % ;%*‘k 3
of the organization’s supported organization(s) would have been engaged in? If "Yes, " explamn in Part VI the 8y ik ggg
reasons for the organization’s position that its supported organization(s) would have engaged in these 1 5% ? ¥y
activities but for the organization’s involvement, 2b
3 Parent of Supported Organizations. Answer (a) and (b) below. % Bl iﬁf‘g
a Did the organization have the power to regularly appoint or elect a majority of the officers, dlrectors or L z%? L 5%13 l;
trustees of 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 |4 5 »12 %2t i |
of its supported organizations? If "Yes," describe in Part VI the role played by the organization in this regard. 3b
Schedule A (Form 990 or 990-EZ) 2015
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Schedule A (Form 990 or 990-EZ) 2015

Page 6

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

1

other Type lll non-functionally integrated supporting organizations must complete Sections A through E.

] check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov 20, 1970. See instructions. All

Section A - Adjusted Net Income

(A) Prior Year

(B) Current Year
(optional)

1 Net short-term capital gain

2 Recoveries of prior-year distributions

3 Other gross income (see Instructions)

4 Add lines 1 through 3

QlbhW|IN|[=

5 Depreciation and depletion

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

[+)]

7 Other expenses (see Iinstructions)

~

8 Adjusted Net Income (subtract lines 5, 6 and 7 from line 4)

(<2}

Section B - Minimum Asset Amount

(A) Prior Year

(B) Current Year
{optional)

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

?%%%&%@g%ﬁ
FEadtly §§

a Average monthly value of securities

b Average monthly cash balances

¢ Fair market value of other non-exempt-use assets

d Total (add lines 1a, 1b, and 1¢)

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

st

£~‘J‘ )%ﬁvz
bt
s

)

QW%“W
N

o
RO

. o
ot

vt e

o e
it
o fyf‘

2 Acquisition indebtedness applicable to non-exempt-use assets

3 Subtract line 2 from line 1d

4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,

see Instructions).

5 Net value of non-exempt-use assets (subtract line 4 from line 3)

6 Multiply line 5 by .035

7 Recoveries of prior-year distributions

8 Minimum Asset Amount (add line 7 to line 6)

RIN[O |

Section C - Distributable Amount

o
il
&

Current Year

1 Adjusted net income for prior year (from Section A, line 8, Golumn A)

2 Enter 85% of line 1

ool o
o e ‘:’M&

E

5 S B
el

il

o s | % W
I
» e b o

| o) Wl

3 Minimum asset amount for prior year {from Section B, line 8, Column A)

N

)

PN 4o
55 P B

o
i

I

4 Enter greater of line 2 or line 3

£
B

%

o fe @:‘,xﬁ\“%“‘ Wﬂﬁ!‘

NP IWIN -~

b

5 Income tax imposed in prior year

—

6 Distributable Amount. Subtract line 5 from iine 4, unless subject to
emergency temporary reduction (see instructions)

6

PR Rt Ve e
8] 48]

et o |

sty (g o (5
M‘YWW
@t e

ﬁ’d&%‘uv %gﬁ% @
e aglhafs

MM%’%”W

7 [ Check here if the current year is the organization's first as a non-functionaty-integrated Type il supporting organization (see

instructions).
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Schedule A (Form 990 or 990-E2) 2015

Page 7

Type HlI Non-Functionally Iintegrated 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 iIncome 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 Other distributions (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 details 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 Allocati { instructions) @ Und d'(iti)'b ti Dist (t')'gﬁ bl
ection E - Distribution Allocations {see instructions S nderdistributions istributable
Excess Distributions Pre-2015 Amount for 2015
1 Distnbutable amount for 2015 from Section C, line 6 IR EBEE R RIIRY AR Y
2  Underdistributions, if any, for years prior to 2015 % ‘%%f % ;%\ %g §§’ ‘ ‘x% % ‘ ﬁ,f‘: %%% "%% i
(reasonable cause required-see instructions) b % ! &% W 5% % % % Yk %% ] %
3  Excess distributions carryover, if any, to 2015: RS R T RIS TEEY I EEYS R Y
MR NFLEER TR TR EERIIREEE EANACEITES ST E RETEY 5
b fFiylig e VF R %f I ERRFEERIINEE R RS TERATVERINEIE AET1N S
MM I N EAREET S B E R EYE ALV AR E T E R TAR TS AN IR RL TR
d From2013 . . . . . (ISR EENR YRR AN NI T N Y
e From2014 . . . . RATEEANBLYTALAS RN LRERTINIEEY
f Total of lines 3a through e IBAE ST AR IS RN PIT
g Appled to underdistributions of prior years B ELRRERE KRR T
h Applied to 2015 distributable amount IS EERETI AN LR Y
i Carryover from 2010 not applied (see instructions) I EE R R R RS T RN Y e
j__Remainder. Subtract lines 3g, 3h, and 3i from 3f. e PRV ARV Yl g
4 Distributions for 2015 from Section %3 %% L %g i?% % %‘ % . ”%é % %;% % 3 % %% ?? ) ?g% } :
D, line 7: $ ¥y % REATERELEN RN gg%ﬂs“%’%ﬁ
a Applied to underdistributions of prior years ST REEET ) AR R AR
b Applied to 2015 distributable amount EETE 2R A AT Y
¢ Remainder. Subtract lines 4a and 4b from 4. B EEY R R EY T i VL
5 Remaining underdistributions for years prior to 2015, 1f [ % % %?% oWy A %’% AV E
any. Subtract lines 3g and 4a from line 2 (f amount % % % % 5 i % % 3% % 4 L\RREE
greater than zero, see instructions). g o %’% A ;%S o ‘AL LRI %j;
6 Remaming underdistributions for 2015 Subtract ines 3h | & % & %% Yon ol % ¥ %% %‘ %; '
and 4b from line 1 (if amount greater than zero, see %: % b i & Eg,* %g | ¥ Ly %z SN
instructions). RS MR N
7 Excess distributions carryover to 2016. Add lines 3; Soarar s RN MY T TR N
e 2o IR NEIIHN
8  Breakdown of line 7: TR AN EUYESR YL S ey
a |3 % 1TE% - RaW oA RN AT LAY ENE P EE EARY LA EEERIRRENTTIR)
HEREIMMN AR EEREATE IR T IR TSR EAY ISR I DRREET I
c_ Excess from 2013 . R EEE K AT IR NN
d Excess from 2014 . IR R N z;fz 4: 2EMEY I F e VY Aan g
e Excess from 2015 IBEXEES FFIET IR IERP RN
Schedule A (Form 990 or 990-EZ) 2015
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SCHEDULE C Political Campaign and Lobbying Activities | omBNo 1545-0047

(Form 990 or 990-E2) 2015

Open to Public
Inspection
If the organization answered “Yes,” on Form 990, Part [V, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then -

* Section 501(c)(3) orgamzations Complete Parts |-A and B Do not complete Part |-C

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

* Section 527 organizations: Complete Part I-A only
If the organization answered “Yes,” on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 {Lobbying Activities), then

* Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 1I-B

¢ Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)) Complete Part li-B Do not complete Part II-A
If the organization answered “Yes,” on Form 990, Part #V, line 5 (Proxy Tax) (see separate instructions) or Form 890-EZ, Part V, line 35¢ (Proxy
Tax) (see separate instructions), then

e Section 501(c)(4), (5), or (6) organizations Complete Part Il
Name of organization Employer identification number

ST VINCENT ANDERSON REGIONAL HOSPITAL, INC 46-0877261
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 V.

2  Polticalexpenditures . . . . . . . . . . . . . . . . ... ... 8
3 Volunteer hours .

For Organizations Exempt From Income Tax Under section 501(c) and section 527

Department of the Treasury » Complete if the organization is described below. » Attach to Form 990 or Form 990-EZ.
Internal Revenue Service = |™ Information about Schedule C (Form 990 or 990-E2) and its instructions is at www.irs.gov/form990.

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

1 Enter the amount of any excise tax incurred by the organization under section 4955 . . . . » §
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 forthisyear? . . . . . . . . . D Yes D No
4a Was a correction made? . . . . . . . e e e e o ..o ... ... . ™QyYes [No

b [f “Yes,” describe in Part V.
Part I-C Complete if the organization is exempt under section 501(c), except section 501{c)(3).
Enter the amount directly expended by the fiing organization for section 527 exempt function

activities . . . N &
2 Enter the amount of the flhng orgamzatlon s funds contnbuted to other orgamzatlons for section
527 exempt function activities . . . N &
3 Total exempt function expenditures. Add llnes 1 and 2 Enter here and on Form 1120-POL,
inel17b . . . . . T )
4  Did the filing organlzatlon flle Form 1120-POL for this year'7 e o Co.L LT DYes ----- D No

5 Enter the names, addresses and employer identification number (EIN) of all section 527 polmcal organizations to which the filing
organization made payments. For each organization listed, enter the amount paid from the fiing 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 actton committee (PAC). If additional space I1s needed, provide information in Part (V.

(a) Name (b) Address (c) EIN {d) Amount paid from (e) Amount of political
filing organization’s contributions received and
funds If none, enter -0- promptly and directly
dehvered to a separate
political organization If
none, enter -0-
(1)
]
3
4)
6)
(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
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Schedule G (Form 990 or 990-E2) 2015 Page 2
Part II-A Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

section 501(h)).
A Check » [Jif the filing organization belongs to an affiliated group (and list in Part IV each affiiated group member's
name, address, EIN, expenses, and share of excess lobbying expenditures).

8 Check P []if the filing organization checked box A and “limited control” provisions apply.

Limits on Lobbying Expenditures {a) Filing (b) Affiliated
(The term “expenditures” means amounts paid or incurred.) organization’s totals group totals
1a Total lobbying expenditures to influence public opinion {grass roots lobbying)

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

c Total labbying expenditures (add lines 1a and 1b)

d Other exempt purpose expenditures .

e Total exempt purpose expenditures (add lines 1c and 1d) .

f Lobbying nontaxable amount. Enter the amount from the followmg table in both
columns.
if the amount on line 1e, column (a) or (b} is: | The lobbying nontaxable amount is: X :;;; ‘fg :3 :%g %? g‘g b ﬁ § 5»{ %2 «z 1ed
Not over $500,000 20% of the amount on Iine 1e o %"g’?é g«;% %‘;z’; :: £8, %z% 2 {i 22
Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess aver $500,000 ‘ie S¥g P M0 §;f FEArs ?3
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000. %5% %;‘? by Faelesdiyieyy
Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000 ;%ii z%‘}? 5 & % ¥ ?i“z §z§§\ Biiy ’%%
QOver $17,000,000 $1,000,000. W% g0 % % fi‘“‘i%g Zi " o % ;Z iféiié ki

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

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

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

i [If there 1s an amount other than zero on either line 1h or Ime 1| d|d the organlzatlon file Form 4720

reporting section 4911 tax for this year? . . .. . . . . . . [dYes [INo
4-Year Averaglng Perlod 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 n)
2a Lobbying nontaxable amount
b Lobbying ceiling amount Lyt g;;’% T LR s LA UYL I T
P T AN RN IR W W £ Y E o o B R g oo :
(150% of e 2a, column (e)) RN SIS NSRRI
c Total lobbying expenditures
d Grassroots nontaxable amount
e Grassroots ceiling amount AL IR R IS R I R R R R R T R D
TR ; ALY PR RS ¥ R T
(150% of hne 2d, column (e)) VIR LI R o i)
f Grassroots iobbying expenditures
Schedule C (Form 990 or 990-EZ) 2015
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Schedule C (Form 990 or 990-EZ) 2015 Page 3
Part II-B Complete if the organization is exempt under section 501(c)(3} and has NOT filed Form 5768
(election under section 501(h)).

For each “Yes,” response on lines 1a through 1i below, provide in Part IV a detailed (@) )
description of the lobbying activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local ggg' ;%;{»; %‘? F' ggsé;ggx 4
legislation, including any attempt to nfluence public opinion on a legislative matter or %§"§ L ;i % g%%@é%%g&
referendum, through the use of: ARG RI e F ]
W et e
a Volunteers? ; v F ¢ B g‘{,% g?g
b Paid staff or management (lnclude compensatlon in expenses reported on hnes 1c through 1|)'> vV i3 %g{ ¥y
¢ Media advertisements? v
d Mailings to members, legislators, or the pubhc" v
e Publications, or published or broadcast statements? v
f Grants to other organizations for lobbying purposes? . v
g Direct contact with legislators, their staffs, government officials, or a leglslatlve body’? v
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? . v
i Other activities? v 4,948
j Total. Add lines 1c through 11 ) P 4,948
2a Did the activities In line 1 cause the organlzatlon to be not descrlbed n sectlon 501 (€)(3)? v BEET ATy
b If “Yes,” enter the amount of any tax incurred under section 4912 . TR
c If “Yes,” enter the amount of any tax incurred by organization managers under sectlon 4912 . ! % : *%Z‘ %
d If the filng organization incurred a section 4912 tax, did it file Form 4720 for thisyear? . . . CLETIh e ]
Complete if the organization is exempt under section 501(c)(4), section 501(c){5), or section
501(c)(6).
Yes | No
1 Were substantally all (90% or more) dues received nondeductible by members? . . . . . . . . . 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? . e e 2
3 Did the organization agree to carry over lobbying and political expenditures from the prior year’? ... 3

Igl{H=] Complete if the organization is exempt under section 501(c)(4), section 501{c)(5), or sectlon
501(c){6) and if either (a) BOTH Part lli-A, lines 1 and 2, are answered “No,” OR (b} Part IlI-A, line 3, is
answered “Yes.”

1 Dues, assessments and similar amounts from members 1
Section 162(e) nondeductible lobbying and political expendltures (do not lnclude amounts of B z
political expenses for which the section 527(f) tax was paid).

a Currentyear . . . e e e e e e e s s e e e e .o 2a
b Carryoverfromlastyear . . . . . . . . . . . . . . . o o .0 2b
c Total . . . . . 2c

3  Aggregate amount reported n sectlon 6033(e)(1)(A) notlces of nondeduct|b|e sectton 162(e) dues 3

4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the ; & B
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying | %
and political expenditure next year? . 4
Taxable amount of lobbying and political expendltures (see lnstructlons) 5

Part v Supplemental Information
Provide the descnptions required for Part I-A, hne 1; Part I-B, line 4; Part I1-C, ine 5, Part II-A (affihated group list), Part 1I-A, lines 1 and
2 (see instructions), and Part li-B, ine 1. Also, compiete this part for any additional information.

SEE STATEMENT
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SCHEDULE D | omBNo 1545-0047

Supplemental Financial Statements

(Form 990) » Complete if the organization answered “Yes” on Form 990, 2@ 1 5
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 123, or 12b.
Department of the Treasury » Attach to Form 890. Open to Public
Intemal Revenue Service » Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
ST VINCENT ANDERSON REGIONAL HOSPITAL, INC 46-0877261
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

1 Total number at end of year .

2 Aggregate value of contrnibutions to (dunng year)

3  Aggregate value of grants from (dunng year)

4  Aggregate value at end of year .

5 Did the organization inform all donors and donor advisors 1in wnting that the assets held in donor advised

funds are the organization’s property, subject to the organization’s exclusive legal control? . . . . . . [ Yes {1 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 adwvisor, or for any other purpose
confernng impermissible privatebeneft? . . . . . . . . . . . . . . . . . . . . . . [JYes[] No
Conservation Easements.
Complete if the organization answered “Yes” on Form 990, Part |V, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
[0 Preservation of land for public use (e.g , recreation or education) [ ] Preservation of a historically important land area
[} Protection of natural habitat [ pPreservation of a certified historic structure
3 Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year. % y.|Held at the End of the Tax Year

a Total number of conservationeasements . . . . . . . . . . . . . . . L. 2a

b Total acreage restncted by conservation easements . . . . e e 2b

c Number of conservation easements on a certified histonic structure mcluded n (a) L. 2c

d Number of conservation easements included in (c) acquired after 8/17/06, and not on a
historic structure listed in the National Register . 2d

3 Number of conservation easements modified, transferred, released, extlngmshed or termmated by the organization during the

tax year

4 Number of states where property subject to conservation easement s located »

5 Does the organization have a wrntten policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easements it holds? . e e . [ ves ] No
6  Staff and volunteer hours devoted to monttoring, inspecting, handling of violations, and enforcing conservation easements during the year
»
7  Amount of expenses incurred In monitoring, Inspecting, handling of violations, and enforcing conservation easements during the year
>3
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h}(4)(B)(!)
and section 170h)}4)B)i)? . . . . . . . . . . . L L. .+« « . . [OYes [ No

9 In Part Xlll, 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.

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

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

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

() Revenue included on Form 990, PartVlll,lne1 . . . . . . . . . . . . . . . . » §
(ii) Assets included in Form 990, Part X . . . A A

2 If the organization received or held works of art hlstorlcal treasures or other S|mrlar assets for financial gain, provide the
foilowing amounts required to be reported under SFAS 116 (ASC 958) relating to these items:

a Revenueincluded on Form 990, Part Vlll, inet1 . . . . . . . . . . . . . . . . . P» § 0

b Assets included in Form 990, Part X . . . . . . . R 0
For Paperwork Reduction Act Notice, see the Instructions for Form 990 Cat No 52283D Schedule D (Form 990) 2015
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Schedule D (Form 990) 2015 Page 2

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
b [ Scholarly research
¢ [ Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization's exempt purpose In Part
XIl.
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?
Escrow and Custodial Arrangements.
Complete If the organization answered “Yes” on Form 990, Part IV, line 9, or reported an amount on Form
990, Part X, ine 21.

d [ Loan or exchange programs
e [ Other

] Yes [INo

1a Is the orgamzation an agent, trustee, custodian or other intermedlary for contnibutions or other assets not
included on Form 990, Part X? . e e Ce e O Yes [ No
b If “Yes,” explain the arrangement in Part Xlll and complete the foIIowmg table:
Amount
¢ Beginning balance . 1c
d Additions during the year 1d
e Distributions during the year e e e e e e 1e
f Endingbalance . . . 1f
2a Did the organization |nclude an amount on Form 990 Part X Irne 21 for escrow or custod|al account liability? [] Yes [] No

If “Yes,” explan the arrangement in Part XllI. Check here if the explanation has been provided on Part XIil .
Endowment Funds.

Complete if the organization answered “Yes” on Form 990, Part {V, line 10.

(a) Current year (b) Prior year (c) Two years back

|

{d) Three years back | (e} Four years back

Beginning of year balance

b Contributions

¢ Net investment earnlngs gams and
losses .

d Grants or scholarships
e Other expenditures for facmtles and
programs .
f Administrative expenses .
g End of year balance
2  Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:

a Board designated or quasi-endowment » %
b Permanentendowment » %
c Temporarily restricted endowment » %

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)
(ii} related organizations . . 3alii)
b If “Yes" on line 3a(n), are the related orgamza’nons hsted as requnred on Schedule Ft” . 3b

Describe in Part Xl the intended uses of the organization’s endowment funds.
Part Vi Land, Buildings, and Equipment.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

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

1a Land 5292,602|5in L AT U 5,292,602

b Buildings . . 95,546,740 59,844,010 35,702,730

c Leasehold lmprovements 1,539,559 1,354,066 185,493

d Equipment 49,569,492 38,087,170 11,482,322

e Other 502,312 0 502,312
Total. Add iines 1a through 1e (Co/umn (d) must equal Form 990, Part X, column (B), hne 10c.) . . . . . W 53,165,459
Schedule D (Form 990) 2015
5/2/2017 2:06:59 PM 30 2015 Return ST.VINCENT ANDERSON REGIONAL

HOSPITAL, INC.- 46-0877261



Schedule D (Form 990) 2015 Page 3
m Investments— Other Securities.
Compilete if the organization answered “Yes” on Form 990, Part IV, ine 11b. See Form 990, Part X, line 12.

(a) Descnption of secunty or category (b) Book value (c) Method of valuation.
(including name of security) Cost or end-of-year market value

(1) Financial denvatives .
(2) Closely-held equity interests .
(3) Other

A

(B)

{C)

(D)

(G)

H
Total, (Colurn (b) must equal Form 990, Part X, col. (B) ine 12.) W T A e t e i e Nt T
investments—Program Related.

Complete If the organization answered “Yes” on Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

(a) Descnption of investment (b) Book value (¢} Method of valuation
Cost or end-of-year market value

)
(2)
()
(4)
(5)
(6)
)
(8)
9
Total. (Column (b) must equal Form 990, Part X, col (B) ine 13.) ® Y Lol LATERNY LY Yl vty

IEEIEY Other Assets.

Complete if the organization answered “Yes” on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Descnption {b) Book value

(1) INTERCOMPANY RECEIVABLES 2,249,688
(2) INTEREST IN INVESTMENTS HELD BY ASCENSION HEALTH ALLIANCE 54,591,483
(3) PHYSICIAN GUARANTEE ASSETS 427,659
(4) OTHER ASSETS 199,992
5)
(6)
14]
(8)
9)

Total. (Column (b) must equal Form 990, Part X, col. B)lne 15.) . . . . . . . . . . . . . .» 57,468,822

Other Liabilities.

Complete if the organization answered “Yes” on Form 990, Part IV, line 11e or 11f. See Form 990, Part X,

line 25.

1. (a) Descnption of hability (b} Book value s%;“‘?;é, %j % ; j% ‘%% % { %:g‘ % »%;g i § 35%5 2y %iz é
(1) Federal income taxes L IES %;% (g | IS RE % 'z §:§§§% Sy 4
(2) INTERCOMPANY DEBT WITH ASCENSION HEALTH ALLIANCE 15,017,655 %«%g *zg 2 % % % «%2 E é % z s{ %é& ;2 v §* %?? ;}?%&% z
(3 DUE TO THIRD PARTY PROGRAMS 3,910,082 ;%é %@ Sidy 3 L3 Re L ;‘:%ﬁé Jie 5%5 S
(4)_ INTERCOMPANY PAYABLES 318.706}¢ %i 4 %é IS EARECAR L INT AR ) g
(6) PHYSICIAN GUARANTEE 276500 W3 Nl Y %i ‘g %zg: SIS Y % B4
(6) PENSION LIABILITY 679,712[% ?%% 45 i 17,18 %Ez% Lrali ) i’;% @}zz
@ AEERLA LSRR TSR R IR M L
(®) A iy %%&%w £id Ny fiiii Ty bl
- SRR RS R

Total. (Column (b} must equal Form 990, Part X, col (B) fine 25.) » 203538140 % v ht 1 i w iRy % %%"%% %i i %% éei

2. Liability for uncertain tax positions. In Part X1, 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 XIl!

Schedule D {(Form 990) 2015
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Schedule D (Form 990) 2015 Page 4
IEEGEd  Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Compilete if the organization answered “Yes” on Form 990, Part IV, line 12a.

1  Total revenue, gains, and other support per audrted financial statements . 1
Amounts included on line 1 but not on Form 990, Part VIII, line 12: e

a Net unreahzed gains (losses)oninvestments . . . . . . . . . 2a fif; ;i
b Donated services and use offacihtes . . . . . . . . . . . | 2b kL
¢ Recoveriesofprioryeargrants. . . . . . . . . . . . . . |2 ”“"%é
d Other (DescrbeinPartXilly. . . . . . . . . . . . . . [2d ids
e Addlnes2athrough2d . . . . . . . . . . . . . . . . . . 0 0000 2e

3  Subtract ine 2e from line 1 .o

4  Amounts included on Form 990, Part VIII hne 12 but not on ine 1. S5
a Investment expenses not included on Form 990, Part VIil, lne7b . . | 4a ;ﬁii
b Other{DescribemnPartXit). . . . . . . . . . . . . . . |4b 354
¢ Addlnes4aand4b . . . B I

5 Total revenue. Add fines 3 and 4c (T hrs must equal Form 990 Partl Ilne 12 ) .o 5

9B Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered “Yes” on Form 990, Part 1V, line 12a.

1 Total expenses and losses per audited financial statements 1

2 Amounts included on hne 1 but not on Form 990, Part 1X, line 25 %2 ?:
a Donated servicesand useoffaciittes . . . . . . . . . . . | 2a % 5% %
b Prioryearadjustments . . . . . . . . . . . . . . . . 12b % 2;2
c Otherlosses . . . S -7 gz%z, LS
d Other (Describe inPart Xy . . . . . . . . . . . . . . . [2a Lo
e Add lines 2a through2d . 2e

3  Subtract line 2e from line 1 . . 3

4  Amounts included on Form 990, Part lX llne 25 but not on llne 1: S
a Investment expenses not included on Form 990, Part Vill, line7b . . 4a % %fﬁ
b Other Describe n Part XLy . . . . . . . . . . . . . . [ab NN
¢ Addlnes4aand4b . . . 4c

5 Total expenses. Add lines 3 and 4c (T h/s must equal Form 990 Part/ /lne 1 8 ) 5

AP UIE  Supplemental Information.
Provide the descriptions required for Part I, lines 3, 5, and 9; Part lll, ines 1a and 4, Part [V, lines 1b and 2b; Part V, line 4, Part X, ne

2, Part XI, ines 2d and 4b; and Part Xli, ines 2d and 4b. Also complete this part to provide any additional information
SEE STATEMENT
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SCHEDULE H Hospitals | omBNo 1545-0047

{Form 990) 2 @ 1 5

Open to Public

» Complete if the organization answered “Yes” on Form 990, Part IV, question 20.
> Attach to Form 990.

Eﬁgﬁ:;?‘;g::gutgeslﬁfeuw » Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Empioyer identification number
ST VINCENT ANDERSON REGIONAL HOSPITAL, INC 46 i 0877261
IEZIN  Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If “No,” skip to question 6a . . ia | v
b If “Yes,” was it a written policy? . ib| v
2  If the organization had multiple hospital facnmes |nd|cate whlch of the followmg best descrlbes apphca’non of ik NN g9
the financial assistance policy to its various hospital facilities during the tax year. } %é{;g g;ﬁ&l § ,; Z
Applied uniformly to all hospital facilities [J Applied uniformly to most hospital facilities ‘H x g;;‘ : 1§ ¢
[ Generally tailored to individual hospital facilities ?f g ggé S
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of [+ ;*?; ' i 5 § E ?’;%
the organization’s patients during the tax year. Yooy égz%s sziz
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing % ?";i Wi :::% ¢
free care? If “Yes,” indicate which of the following was the FPG family income limit for eligibility for free care: Ba| v
(O 100% [ 150% [ 200% Other 250 % FET Y
b Did the organization use FPG as a factor in determining ehgibility for providing discounted care? if “Yes,” |% Lqta &i‘%?‘{
indicate which of the following was the family income mit for eligibility for discounted care: . . . . . 3b | v
(3 200% {1 250% [ 300% [ 350% 400% (] Other % ¥ s‘% i ’j@ g <
¢ If the organization used factors other than FPG in determming eligibility, describe in Part VI the criteria used 2}@% L X : i‘zz
for determining eligibility for free or discounted care. Include in the description whether the organization used | ¥ o "2% Yes
an asset test or other threshold, regardiess of income, as a factor in determining eligibility for free or % 3 i sebtan
discounted care. \122 iz % ;1 0
4  Did the organization’s financial assistance policy that apphed to the largest number of its patients during the [*% i i§ %ﬁ?;
tax year provide for free or discounted care to the “medically indigent”? 4 | v
5a Did the organization budget amounts for free or discounted care provided under its financial asststance pol!cy durlng the tax year” S5a | v
b If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? . . . . S5b | v
¢ If “Yes” to line 5b, as a resuit of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discountedcare? . . . . . . . . . . . Sc v
6a Did the organization prepare a community benefit report during the taxyear? . . . . . . . . . . 6a | v
b If “Yes,” did the organization make it available to the public? . . . 6b | v
Complete the following table using the worksheets provided in the Schedule H |nstruct|ons Do not submlt LSS EXE T
these worksheets with the Schedule H. : Zf Jaelsns
7  Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b) Persons {c) Total community | (d) Direct offsetting | (e} Net community (f) Percent
Means-Tested Government Programs pr%e:'g‘trlf\‘/gl(%sp g(r) nal ; 5&%43&) benefit expense revenue benefit expense et;fgtgr:ile
a Financial Assistance at cost (from
Worksheet 1) L. 5,131,038 5,131,038 275
b Medicad (from Worksheet 3, column a) 39,753,969 44,318,005 0 000
€ Costs of other means-tested
government programs (from
Worksheet 3, column b) . 0 000
d Total Financial Assistance and
Means-Tested Government Programs| 0 0 44,885,007 44,318,005 5,131,038 275
Other Benefits
€ Community health improvement
services and community benefit
operations (from Worksheet 4) . . 21 6,556 226,748 226,748 012
f Health professions education
(from Worksheet 5) . . 2 228 207,207 207,207 oM
g Subsidized health services (from
Worksheet 6) . .. . 0 000
h  Research (from Worksheet 7) 0 0 00
i  Cash and in-kind contnibutions
for community benefit (from
Worksheet 8) . 7 5,913 152,288 400 151,888 008
j Total OtherBenefits . . . . 30 12,697 586,243 400 585,843 0 31
k Total. Addnes7dand 7] . 30 12,697 45,471,250 44,318,405 5,716,881 306
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 501927 Schedule H (Form 990) 2015
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Schedule H (Form 990) 2015 Page 2

Community Building Activities Complete this table if the organization conducted any community building
actwities during the tax year, and describe in Part VI how its community bullding activities promoted the
health of the communities it serves.

(a) Number of | (b) Persons | (c) Total community | (d) Direct offsetting (e) Net community (f) Percent of
activities or served bullding expense revenue building expense total expense
programs (optional)
{optional)
1 Physical improvements and housing 1 51 2,329 2,329 000
2  Economic development 2 2,354 45,842 45,842 002
3 Community support 0 000
4 Environmental improvements Q 000
5 Leadership development and training
for community members 1 50 5,000 5,000 000
6  Coalition building 1 101 3,250 3,250 000
7 Community health improvement advocacy 0 000
8 Workforce development 0 000
9 Other 0 000
10 Total 5 2,556 56,421 0 56,421 003
Bad Debt, Medicare, & Collection Practices
Section A, Bad Debt Expense Yes| No
1 D the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No 15? 1 v
2 Enter the amount of the organization’s bad debt expense. Explain in Part VI the A 2 B CH
. . . . S 2 ’%.’% $ 37 %{é; H
methodology used by the organization to estimate thisamount . . . . . . . . . |92 2,469,796} [ wpE oy ¢ %
3 Enter the estimated amount of the organization’s bad debt expense attributable to ie jZ §z fﬁ ’f; %;2
patients eligible under the organization’s financial assistance policy. Explamn in Part Vi the 2 zg % o %;
methodology used by the organization to estimate this amount and the rationale, if any, S kA & £
for including this portion of bad debt as community benefit. . . . 3 740,939|% “j%: &za fi;: %
4  Provide in Part Vi the text of the footnote to the organization’s fmancnal statements that descrnbes bad debt %éaz 4 "g% %2’;
expense or the page number on which this footnote is contained in the attached financial statements € ® ?gé % e
Section B. Medicare % i; z %% ﬁ% z
5  Enter total revenue received from Medicare (includingDSHandiME) . . . . . . . |56 88,287,463 %;Z i iR %{ j;% %
6 Enter Medicare allowable costs of care relating to paymentsonlines . . . . . . . |6 75,482,550 (% % o %§ ig&
7  Subtract line 6 from line 5. This is the surplus (or shortfall) e 7 12,804,913 % ’?; f %%;‘ é% ]
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community A%%; %y iR
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported &ﬁi %&’% 8 %%
on line 6. Check the box that describes the method used: E’z ; ﬁé"% iﬁ ;
[ Cost accounting system Cost to charge ratio {1 other i » fo ‘;’g by ;%
Section C. Collection Practices SRS N
9a Did the organization have a written debt collection policy during the tax year? . . . 9a| v
b 1i*Yes," did the organization’s collection policy that applied to the largest number of its patients during the tax year contam provnsmns
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe n Pat Vi . 9% | v
Management Companies and Joint Ventures fowned 10% or more by officers, directors, trustees, key employees, and physicians—see mstructions)
(a) Name of entrty (b) Description of primary (c) Organization's |(d} Officers, directors, (e) Physicians’
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees’ profit % ownership %
or stock ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13
Schedule H {(Form 990) 2015
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Schedule H (Form 990) 2015 Page 3

Facility Information

Section A Hospital Facilities [ ] Q o Q = m m
; g1 2| 5| 8| 5| 8| %] %
(hst 1in order of size, from largest to smallest—see instructions) g 3 3 % 8 g = 3
- [+=} 3 =
How many hospital faciities did the organization operate dunng g § § g g % g
the tax year? 1 E|E|2|&B|z]|*%
Name, address, primary website address, and state license number § % Facility
(and if a group return, the name and EIN of the subordinate hospital 8 reporting
organization that operates the hospital facility) Other (descrbe) group
1 ST VINCENT ANDERSON REGIONAL HOSPITAL, INC
2015 JACKSON STREET, ANDERSON, IN 46016
HTTP //WWW STVINCENT ORG STATE LICENSE NO / / /
14-005078-1
2
3
4
5
6
7
8
9
10
Schedule H {(Form 990) 2015
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Schedule H (Form 990) 2015 Page 4
Facility Information (continued)

Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities or factlity reporting groups listed in Part V, Section A)

Name of hospital facility or letter of facility reporting group ST VINCENT ANDERSON REGIONAL HOSPITAL, INC

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

1

Yes | No
Community Health Needs Assessment P il giled sl
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 v
2  Was the hospital facility acquired or placed into service as a tax- exempt hospitai in the current tax year or
. the immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C . .
3  Durning the tax year or either of the two immediately preceding tax years, did the hospital faciity conduct a
community health needs assessment (CHNA)? If “No,” skip to line 12 .
If “Yes,” indicate what the CHNA report describes (check all that apply):
A definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
How data was obtained
The significant health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups

The process for identifying and prioritizing community health needs and services to meet the
community health needs
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The process for consulting with persons representing the community's interests 2
Information gaps that imit the hospital facility's ability to assess the community's heaith needs ’{g
Other (describe in Section C) 298
4 Indicate the tax year the hospital facility last conducted a CHNA: 20 15 %f Y
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 i 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

=
URE
e

TN

Foe e
S P SR

6a Wwas the hospital facility's CHNA conducted with one or more other hospitai facilities? i "Yes," list the other
hospital facilities in SectonC . . . . L. 6a | v

b Was the hospital facility's CHNA conducted wuth one or more orgamzatlons other than hospltal facmties? if “Yes "
list the other organizations in SectionC . . e e 6b
7  Did the hospital facility make its CHNA report wndeiy avaiiabie to the pubiic'7 .. e e 7
If “Yes,” indicate how the CHNA report was made widely available (check all that apply) By g
a [41 Hospital faciity's website (list urf): SEE SUPPLEMENTAL INFORMATION 3
b [ Other webstte (Iist url):
c Made a paper copy available for public inspection without charge at the hospital facility
d [1 Other (describe in Section C)

8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its mast recently conducted CHNA? If “No,” skiptolme 11 . . . . . . . . . . 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy. 20 15 L
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . 10
a If “Yes,” (st url); HTTP //WWW STVINCENT ORG/HOW-WE-ARE-DIFFERENT/COMMUNITY-ASSESSMENT el

b If “No,” Is the hospital facility's most recently adopted implementation strategy attached to this returmn? . 1
11 Describe in Section C how the hospital facility is addressing the significant needs identified in ts most | ¢
¥
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recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.

i i, S8 8
et

12 a Did the organization incur an excise tax under section 4959 for the hospital facility's faliure 1o conduct a
CHNA as required by section 501()(3)? . . . . . e 12a v

b If “Yes” to line 12a, did the organization file Form 4720 to report the section 4959 excise tax'7 R 12b

C If *Yes” to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form Fﬁ@ i
4720 for all of its hospital facilities? $ B RN
Schedule H (Form 990) 2015
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Schedule H (Form 990) 2015 Page 5
Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group ST VINCENT ANDERSON REGIONAL HOSPITAL, INC

Did the hospital facility have in place dunng the tax year a written financial assistance policy that:
13  Explaned eligibility criteria for financial assistance, and whether such assistance included free or discounted care?
If “Yes,” indicate the eligibility critena explained in the FAP:

a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for freecareof 2 5 0 %
and FPG family Income Imit for eligibility for discounted careof 4 0 0% -
Income level other than FPG (describe in Section C)

Asset level

Medical indigency

Insurance status

Underinsurance status

Residency

Other (describe in Section C)

14  Explained the basis for calculating amounts charged to patients?

15 Explained the method for applying for financial assistance? .
If “Yes,” indicate how the hospital facility's FAP or FAP appllcatlon form (lncludlng accompanylng
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

c Provided the contact information of hospital facility staff who can provide an individua! with information

about the FAP and FAP application process

d [ Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
Other (describe in Section C)

16  Included measures to publicize the policy within the community served by the hospital facility?
If “Yes,” indicate how the hospital facility publicized the policy (check all that apply):

Ta -0 a0 T
Qoo gd

o
0

a [l The FAP was widely available on a website (list url):

b [ The FAP application form was widely available on a website (st url):

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

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

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

f A plain language summary of the FAP was available upon request and without charge (in public :
locations in the hospital facility and by mail)

g 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? . .. e e e e Coe e e
18 Check ali of the following actions agalnst an individual that were permltted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual’s eligibility under the
facility's FAP:
Reporting to credit agency(ies)
Selling an individual's debt to another party
Actions that require a legal or judicial process
Other similar actions (describe in Section C)
None of these actions or other similar actions were permitted

-k
~J

e

[+ 2 o B » B « Y 1}
e

NOOOO
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5/2/2017 2:06:59 PM 38 2015 Return ST.VINCENT ANDERSON REGIONAL
HOSPITAL, INC.- 46-0877261




Schedule H (Form 990) 2015 Page 6

X Facility Information (continued)

Name of hospital facility or letter of facility reporting group ST VINCENT ANDERSON REGIONAL HOSPITAL, INC

Yes | No

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

before making reasonable efforts to determine the individual’s eligibility under the facility’s FAP? .

If “Yes,” check all actions in which the hospital facility or a third party engaged:

[ Reporting to credit agency(es)

[J Seling an individual's debt to another party

[] Actions that require a legal or judicial process

[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 hsted (whether or
not checked) in line 19 (check all that apply):

Qo oo

a Notified individuals of the financial assistance policy on admission

b Notified individuals of the financial assistance policy prior to discharge

c 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 faciity have in place during the tax year a wntten 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?
If “No,” indicate why:
[ 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 limited who was eligible to receive care for emergency medical conditions (descnbe
in Section C)
d [] Other (describe in Section C)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a [ The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged
b [ The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
¢ [ 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 indwidual 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? .
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 indwidual? . . . . . . . . . . . . o o o0 0L 24 v
If “Yes,” explain in Section C. v
| Schedule H (Form 990) 2015
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Schedule H (Form 990) 2015 Page 8
Facility Information (continued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(tlist in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 0

Name and address Type of Facility (describe)
1

10

Schedule H (Form 990) 2015
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SCHEDULE J Compensation Information |_oMs No_1545-0047

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest g @ 1 5
Compensated Employees
Open to Public

> Complete if the organization answered “Yes” on Form 990, Part [V, line 23.

» Attach to Form 990.
Eﬁg,?{;?’sg‘\‘,;’rfl}';‘glﬁf’;”w » Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990. Iinspection
Name of the organization Employer identification number
ST VINCENT ANDERSON REGIONAL HOSPITAL, INC 46-0877261

[ZIIl Questions Regarding Compensation

1a Check the appropriate 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 Ill to provide any relevant information regarding these items.

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

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

b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If “No,” complete Part lll to
explain .

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

3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization’s CEOQ/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEQ/Executive Director, but explain in Part lil.

[] Compensation committee (] wntten employment contract
(1 independent compensation consultant (O Compensation survey or study
[J Form 990 of other organizations [J Approval by the board or compensation committee

4  Duning 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?
Participate In, or receive payment from, a supplemental nonqualified ret|rement plan'7
¢ Participate In, or receive payment from, an equity-based compensation arrangement?
If “Yes” to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part III

T

Only section 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?
b Any related organization? .
If “Yes” to line 5a or 5b, describe In Part III

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.
a The organization? .
b Any related organization?
If “Yes” on line 6a or 6b, descnbe in Part III

7  For persons listed on Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed
payments not described on lines 5 and 67 If “Yes,” descnbemn Partil . . . . . . . . . . . . . 7 v

8 Were any amounts reported on Form 990, Part VIl, paid or accrued pursuant to a contract that was subject
to the mnitial contract exception descnbed in Regulations section 53.4958-4(a)(3)? If “Yes,” describe
inPartll . . . . 0 L L L L oL o e e e e e e e 8

9 If “Yes” to hne 8, did the orgamization also follow the rebuttable presumption procedure described in

Regulations section 53.4958-6(c)? . . . . . . . . . . . . . ... ..o L 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 500537 Schedule J (Form 990) 2015
51212017 2:06:59 PM 52 2015 Return ST.VINCENT ANDERSON REGIONAL

HOSPITAL, INC.- 46-0877261
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Schedule O
Form 990)

epartment of Treasury
Internal Revenue Service

Supplemental Information to Form 990 or 990-EZ I

OMB No 1545-0047

2015

Open to Public
Inspection

Complets to provide information for responses to specific questions on
Form 990 or 990-EZ or to provide any additronal information

Name of the Orgamization

ST VINCENT ANDERSON REGIONAL HOSPITAL, INC

Employer Identification Number

46-0877261

Return Reference - Identifier

Explanation

FORM 990, PART Il, LINE 1 -
ORGANIZATION'S MISSION

RACE, CREED, NATIONAL ORIGIN, ECONOMIC STATUS, INSURANCE STATUS OR ABILITY TO PAY
THIS MISSION EXTENDS WELL BEYOND THE PROVISION OF CORE MEDICAL SERVICES TO
ENCOMPASS MEDICAL AND SCIENTIFIC RESEARCH PROGRAMS, THE TRAINING AND EDUCATING OF
HEALTH CARE PROFESSIONALS AND ACTIVE SUPPORT OF COMMUNITY-BASED PARTNERSHIPS
AND PROGRAMS TO IMPROVE HEALTH AND QUALITY OF LIFE

FORM 990, PART llI, LINE 4A -
PROGRAM SERVICE
DESCRIPTION

AVAILABLE TO THE COMMUNITY SEE SCHEDULE H FOR A NON-EXHAUSTIVE LIST OF COMMUNITY
BENEFIT PROGRAMS AND DESCRIPTIONS

FORM 990, PART 1V, LINE 24A -
TAX EXEMPT BOND ISSUANCE

ST VINCENT ANDERSON REGIONAL HOSPITAL, INC IS A HEALTH FACILITY THAT IS PART OF
ASCENSION HEALTH SYSTEM ASCENSION HEALTH IS THE BORROWER FOR TAX EXEMPT HOSPITAL
REVENUE BONDS ST VINCENT ANDERSON REGIONAL HOSPITAL, INC HOLDS AN INTERCOMPANY
NOTE PAYABLE WITH ASCENSION HEALTH, AND THIS INFORMATION IS REPORTED ON THE
BALANCE SHEET

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

ST VINCENT ANDERSON REGIONAL HOSPITAL, INC HAS A SINGLE CORPORATE MEMBER,
ST VINCENT HEALTH, INC

FORM 990, PART VI, LINE 7A -
MEMBERS OR STOCKHOLDERS
ELECTING MEMBERS OF
GOVERNING BODY

ST VINCENT ANDERSON REGIONAL HOSPITAL, INC HAS A SINGLE CORPORATE MEMBER,
ST VINCENT HEALTH, INC WHO HAS THE ABILITY TO ELECT MEMBERS TO THE GOVERNING BODY
OF ST.VINCENT ANDERSON REGIONAL HOSPITAL, INC

FORM 990, PART V|, LINE 7B -
DECISIONS REQUIRING
APPROVAL BY MEMBERS OR
STOCKHOLDERS

ALL DECISIONS THAT HAVE A MATERIAL IMPACT TO ST VINCENT ANDERSON REGIONAL HOSPITAL,
INC 'S FINANCIAL INFORMATION OR CORPORATION AS A WHOLE ARE SUBJECT TO APPROVAL BY
ITS SOLE CORPORATE MEMBER, ST VINCENT HEALTH, INC

FORM 990, PART VI, LINE 11B -
REVIEW OF FORM 990 BY
GOVERNING BODY

MANAGEMENT, INCLUDING CERTAIN OFFICERS, WORKS DILIGENTLY TO COMPLETE THE FORM 990
AND ATTACHED SCHEDULES IN A THOROUGH MANNER MANAGEMENT PRESENTS THE FORM 990
TO A DESIGNATED COMMITTEE OF THE BOARD TO REVIEW AND ANSWER ANY QUESTIONS PRIOR
TO FILING THE RETURNS, ALL BOARD MEMBERS ARE PROVIDED THE FORM 990 AND MANAGEMENT
TEAM MEMBERS ARE AVAILABLE TO ANSWER ANY BOARD MEMBER QUESTIONS

FORM 990, PART VI, LINE 12C -
CONFLICT OF INTEREST
POLICY

THE ORGANIZATION REGULARLY AND CONSISTENTLY MONITORS AND ENFORCES COMPLIANCE
WITH THE CONFLICT OF INTEREST POLICY IN THAT ANY DIRECTOR, PRINCIPAL OFFICER, OR
MEMBER OF A COMMITTEE WITH GOVERNING BOARD DELEGATED POWERS, WHO HAS A DIRECT
OR INDIRECT FINANCIAL INTEREST MUST DISCLOSE THE EXISTENCE OF THE FINANCIAL INTEREST
AND BE GIVEN THE OPPORTUNITY TO DISCLOSE ALL MATERIAL FACTS TO THE DIRECTORS AND
MEMBERS OF THE COMMITTEE WITH GOVERNING BOARD DELEGATED POWERS CONSIDERING THE
PROPOSED TRANSACTION OR ARRANGEMENT THE REMAINING INDIVIDUALS ON THE GOVERNING
BOARD OR COMMITTEE WILL DECIDE IF CONFLICTS OF INTEREST EXIST EACH DIRECTOR,
PRINCIPAL OFFICER AND MEMBER OF A COMMITTEE WITH GOVERNING BOARD DELEGATED
POWERS ANNUALLY SIGNS A STATEMENT WHICH AFFIRMS SUCH PERSON HAS RECEIVED A COPY
OF THE CONFLICTS OF INTEREST POLICY, HAS READ AND UNDERSTANDS THE POLICY, HAS
AGREED TO COMPLY WITH THE POLICY, AND UNDERSTANDS THAT THE ORGANIZATION IS
CHARITABLE AND IN ORDER TO MAINTAIN ITS FEDERAL TAX EXEMPTION IT MUST ENGAGE
PRIMARILY IN ACTIVITIES WHICH ACCOMPLISH ITS TAX EXEMPT PURPOSE

FORM 990, PART VI, LINE 15B -
PROCESS TO ESTABLISH
COMPENSATION OF OTHER
EMPLOYEES

COMPENSATION DETERMINATIONS OF ST VINCENT ANDERSON REGIONAL HOSPITAL, INC 'S CEO,
EXECUTIVE DIRECTOR, OR TOP MANAGEMENT OFFICIAL IS MADE BY ST VINCENT HEALTH, INC’S
MANAGEMENT THE PROCESS INCLUDES A REVIEW AND APPROVAL BY INDEPENDENT PERSONS
AND COMPARABILITY DATA IN REVIEW OF THE COMPENSATION, THE CEO, EXECUTIVE DIRECTOR,
AND TOP MANAGEMENT WERE COMPARED TO OTHER HOSPITALS IN THE AREA THAT HOLD THE
SAME POSITION

COMPENSATION DETERMINATIONS OF ST VINCENT ANDERSON REGIONAL HOSPITAL, INC 'S OTHER
OFFICERS OR KEY EMPLOYEES ARE MADE BY ST VINCENT ANDERSON REGIONAL HOSPITAL, INC 'S
MANAGEMENT IN DETERMINING COMPENSATION OF OTHER OFFICERS OR KEY EMPLOYEES OF
THE ORGANIZATION, THE PROCESS INCLUDED A REVIEW AND APPROVAL BY INDEPENDENT
PERSONS, COMPARABILITY DATA, AND CONTEMPORANEOUS SUBSTANTIATION OF THE
DELIBERATION AND DECISION IN THE REVIEW OF THE COMPENSATION, THE OTHER OFFICERS OR
KEY EMPLOYEES OF THE ORGANIZATION WERE COMPARED TO OTHER HOSPITALS' EMPLOYEES IN
THE AREA THAT HOLD THE SAME POSITION

FORM 990, PART VI, LINE 19 -
REQUIRED DOCUMENTS
AVAILABLE TO THE PUBLIC

THE ORGANIZATION WILL PROVIDE ANY DOCUMENTS OPEN TO PUBLIC INSPECTION UPON
REQUEST

OTHER CHANGES INNET UL T0. T (a) Destrptony TP L% 3 55 1 (o) Amourtd
ASSETS OR FUND BALANCES TRANSFER TO AFFILIATES - 21,307,927
5/2/2017 2:06:59 PM 55 2015 Return ST.VINCENT ANDERSON REGIONAL

HOSPITAL, INC.- 46-0877261
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