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Department of the
Treasury

Internal Revenue Service

foundations)

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

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

OMB No 1545-0047

2015

Open to Public

Inspection

A For the 2015 calendar year, or tax year beginning 07-01-2015

, and ending 06-30-2016

B Check If applicable
I_ Address change
I_ Name change

C Name of organization

Saint Thomas Hickman Hospital

D Employer identification number

58-1737573

I_ Initial return

Doing business as

|_ Final

return/terminated
|_Amended return

Number and street (or P O box If mail i1s not delivered to street address)
135 East Swan Street

Room/suite

E Telephone number

(931)729-4271

I_Appl|cat|on pending

City or town, state or province, country, and ZIP or foreign postal code
Centerville, TN 370331417

G Gross receipts $ 14,637,332

F Name and address of principal officer
Jack Keller

135 East Swan Street

Centerville, TN 370331417

I Tax-exempt status

[V 501(c)(3) [ 501(c)( ) A(nsertno) [ 4947(a)(1) or

[ 527

J Website: » www

hickmanhospital com

H(b) Are all subordinates

H(c)

H(a) Is this a group return for

subordinates?
No

-

included? [MYes [ No

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

Yes [

Group exemption humber ®» 0928

K Form of organization

|7 Corporation I_ Trust I_ Association I_ Other P

L Year of formation 1964 | M State of legal domicile TN

EXEW summary

1 Briefly describe the organization’s mission or most significant activities
High quality acute care hospital, intermediate care nursing home & physician services
@
Q
o
T
£
g 2 Check this box » [ if the organization discontinued its operations or disposed of more than 25% of its net assets
[=}
J
e 3 Number of voting members of the governing body (Part VI, line 1a) 3 18
:{,‘ 4 Number of iIndependent voting members of the governing body (Part VI, line 1b) 4 15
5 5 Total number of Individuals employed in calendar year 2015 (Part V, line 2a) 5 116
g 6 Total number of volunteers (estimate If necessary) 6 15
7a Total unrelated business revenue from Part VIII, column (C), line 12 7a 0
b Net unrelated business taxable iIncome from Form 990-T, line 34 7b 0
Prior Year Current Year
Contributions and grants {(Part VIII, line 1h) 1,952,301
??_-' 9 Program service revenue (Part VIII, line 2g) 13,419,837 12,040,800
?‘,‘: 10 Investment income (Part VIII, column (A}, lines 3,4, and 7d } 940 868
o 11 Other revenue (Part VIII, column (A}, lines 5, 6d, 8c, 9¢c,10c,and 11e) 704,441 643,278
12 Icht)aI revenue—add lines 8 through 11 {(must equal Part VIII, column (A}, line 14,125,218 14,637,247
13 Grants and similar amounts paid (Part IX, column (A), ines 1-3) 54,900
14 Benefits paid to or for members (Part IX, column (A), line 4) 0
¢ 15 gﬁlla(r;l)es,othercompensatlon,employee benefits (Part IX, column (A}, lines 6,728,795 7,140,393
%]
T 16a Professional fundraising fees (Part IX, column (A), line 11e) 0
5 b Total fundraising expenses (Part IX, column (D), line 25) »0
17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24e) 7,461,233 7,055,363
18 Total expenses Addlines 13-17 (must equal Part IX, column (A}, line 25) 14,190,028 14,250,656
19 Revenue less expenses Subtract line 18 from line 12 -64,810 386,591
w
5 g Beginning of Current Year End of Year
8
R
3; 20 Total assets (Part X, line 16} 10,184,774 10,803,721
;g 21 Total llabilities (Part X, line 26) 1,772,354 2,069,632
ZE 22 Net assets or fund balances Subtract line 21 from line 20 8,412,420 8,734,089

m Signature Block

Under penalties of perjury, I declare that I have examined this return, including accompanying schedules and statements, and to the best of
my knowledge and belief, it Is true, correct, and complete Declaration of preparer (other than officer) 1s based on all information of which
preparer has any knowledge

} 2017-05-15
- Signature of officer Date
Sign 9
Here Lisa Davis CFO - Saint Thomas Health
Type or print name and title
Print/Type preparer's name Preparer's signature Date PTIN
/Type prep P 9 Check |_ if

Paid self-employed

Firm's name #» Firm's EIN
Preparer

Firm's address #» Phone no
Use Only

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

. |_Yes |_No

For Paperwork Reduction Act Notice, see the separate instructions.

Cat No 11282Y Form990(2015)



Form 990 (2015) Page 2
[ZIfEii] Statement of Program Service Accomplishments

Check If Schedule O contains a response or note toany himeinthisPartIII . . . . . . . . . .« .« . . .~

1

Briefly describe the organization’s mission

Saint Thomas Hickman Hospital provides high quality acute care hospital services, intermediate care nursing home services, and physician
services to the residents of Hickman County, Tennessee and the surrounding area

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 990 or 990-EZ? . . . « « o« e e e e e [“Yes [«/No
If"Yes," describe these new services on Schedule O
3 Did the organization cease conducting, or make significant changes in how 1t conducts, any program
SEIVICES? v v v e e e e e e e e e e [“Yes [«No
If"Yes," describe these changes on Schedule O
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 $ 10,204,840 including grants of $ 54,900 ) (Revenue $ 12,666,710 )
SAINT THOMAS HICKMAN HOSPITAL PRIMARILY SERVES HICKMAN COUNTY AND SECONDARILY PORTIONS OF THE SURROUNDING COUNTIES HICKMAN HOSPITAL
IS A 25-BED CRITICAL ACCESS HOSPITAL AND A 40-BED INTERMEDIATE CARE NURSING FACILITY, WITH ONE PROVIDER-BASED RURAL HEALTH CLINIC Saint
Thomas Hickman Hospital provided 579 days of acute inpatient care, 12,140 days of intermediate nursing care, 5,236 emergency room visits, 5,189 outpatient
visits, and 14,855 physician clinic visits SAINT THOMAS HICKMAN HOSPITAL PROVIDED THE FOLLOWING BENEFITS TO THE COMMUNITY CHARITY CARE (AT COST)
IN THE AMOUNT OF $470,293 AND COMMUNITY BENEFIT PROGRAMS {NET EXPENSES) $18,652
4b (Code ) (Expenses $ including grants of $ ) (Revenue $ )
4c (Code ) (Expenses $ including grants of $ ) (Revenue $ )
4d Other program services {Describe in Schedule O )
(Expenses $ including grants of $ ) (Revenue $ }
4e Total program service expenses » 10,204,840

Form 990 (2015)
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Page 3
IEEXSE1 Checklist of Required Schedules

Yes No
Is the organization described in section 501(c)(3)or4947(a)(1) (other than a private foundation)? If "Yes," Yes
complete Schedule A %) e 1
Is the organization required to complete Schedule B, Schedule of Contributors (see Instructions)? %) 2 Yes
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to No
candidates for public office? If "Yes," complete Schedule C, Part I 3
Section 501(c)(3) organizations.
Did the organization engage in lobbying activities, or have a section 501(h) election in effect during the tax year?
If "Yes," complete Schedule C, Part I e e e e e e e e . 4 No
Is the organization a section 501(c})(4),501(c)(5), or501(c}(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 N
If "Yes," complete Schedule C, Part II1 5 °
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the
right to provide advice on the distribution or investment of amounts in such funds or accounts? N
If "Yes," complete Schedule D, Part I 6 °
Did the organization receive or hold a conservation easement, including easements to preserve open space, N
the environment, historic land areas, or historic structures? If "Yes,” complete Schedule D, Part I 7 °
Did the organization maintain collections of works of art, historical treasures, or other similar assets? N
If "Yes," complete Schedule D, Part I11 8 °
Did the organization report an amount in Part X, line 21 for escrow or custodial account hability, serve as a
custodian for amounts not listed in Part X, or provide credit counseling, debt management, credit repair, or debt N
negotiation services?If "Yes," complete Schedule D, Part IV . 9 °
Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments,| 10 No
permanent endowments, or quasi-endowments? If “Yes,” complete Schedule D, Part V
If the organization’s answer to any of the following questions 1s "Yes," then complete Schedule D, Parts VI, VII,
VIII, IX, or X as applicable
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? v
If "Yes,” complete Schedule D, Part vI %) 11a €s
Did the organization report an amount for investments —other securities 1n Part X, ine 12 thatis 5% or more of N
Its total assets reported in Part X, line 16? If "Yes,” complete Schedule D, Part VII 11ib °
Did the organization report an amount for investments —program related in Part X, ine 13 thatis 5% or more of N
Its total assets reported in Part X, line 16? If "Yes,” complete Schedule D, Part VIII 1ic °
Did the organization report an amount for other assets in Part X, line 15 that1s 5% or more of its total assets Yes
reported in Part X, line 167 If "Yes," complete Schedule D, Part IX 3‘ P . 11d
Did the organization report an amount for other liabilities 1n Part X, ine 25? If "Yes," complete Schedule D, Part X 11e | ves
@
Did the organization’s separate or consolidated financial statements for the tax year include a footnote that 11f | ves
addresses the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)?
If "Yes," complete Schedule D, Part X ®,
Did the organization obtain separate, iIndependent audited financial statements for the tax year?
If "Yes," complete Schedule D, Parts XI and XII 12a No
Was the organization included i1n consolidated, independent audited financial statements for the tax year? 12b | ves
If "Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XII is optional %)
Is the organization a school described in section 170(b}(1)(A)(1)? If "Yes,” complete Schedule E 13 No
Did the organization maintain an office, employees, or agents outside of the United States? 14a No
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
business, investment, and program service activities outside the United States, or aggregate foreign investments
valued at $100,000 or more? If "Yes,”" complete Schedule F, Parts I and IV . 14b No
Did the organization report on Part IX, column (A}, line 3, more than $5,000 of grants or other assistance to or N
for any foreign organization? If "Yes,” complete Schedule F, Parts IT and IV . 15 °
Did the organization report on Part IX, column (A}, line 3, more than $5,000 of aggregate grants or other N
assistance to or for foreign individuals? If "Yes,” complete Schedule F, Parts III and IV . 16 °
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part| 4o No
IX, column (A}, lines 6 and 11e? If "Yes," complete Schedule G, Part I (see instructions})
Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part
VIII, ines 1c and 8a? If "Yes," complete Schedule G, Part IT . 18 No
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? If 19 N
"Yes," complete Schedule G, Part 111 . °
Did the organization operate one or more hospital facilities? If "Yes,” complete ScheduleH . . . . %) 20a | Yes
If"Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? % 20b | Yes

Form 990 (2015)



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

Form 990 (2015)



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

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

Yes No
1a Enter the number reported in Box 3 of Form 1096 Enter -0- if not applicable . .| 1a 22
b Enter the number of Forms W-2G included in line 1a Enter -0- if not applicable 1b 0

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

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

by thisreturn . . . . . . . . . . . . ... ... 2a 116
b Ifatleastone s reported on line 2a, did the organization file all required federal employment tax returns? 2b Yes
Note.If the sum of lines 1a and 2a I1s greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . . . 3a No
b If"Yes,”has itfiled a Form 990-T for this year?If "No”to line 3b, provide an explanation in ScheduleO . . . 3b

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

account)? . . 4a No
b If "Yes," enter the name of the foreign country »

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

(FBAR)
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year®> . . 5a No
b Did any taxable party notify the organization that it was or1s a party to a prohibited tax shelter transaction? 5b No
¢ If"Yes," to line 5a or 5b, did the organization file Form 8886-T7

5¢

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

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

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

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

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

7e No

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

required? . . . . . .o e e e e e e e e e e e 79

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

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

during the year? . . . . . . ..o o e e e e e e e e e e 8
9a Did the sponsoring organization make any taxable distributions under section 4966? . . . 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person?® . . . 9b

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

Initiation fees and capital contributions included on Part VIII,line12 . . . 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club 10b
facilities

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

Gross Income from members or shareholders . . . . . . . . . 11a
Gross Income from other sources (Do not net amounts due or paid to other sources
against amounts due orreceived from themy) . . . . . . . . . . 11ib
12a Section 4947(a)(1) non-exempt charitable trusts.Is the organization filing Form 990 in lieu of Form 1041°? 12a

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

year 12b

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

a Is the organization licensed to 1ssue qualified health plans in more than one state?Note. See the instructions for

additional information the organization must report on Schedule O 13a
b Enter the amount of reserves the organization 1s required to maintain by the states
in which the organization i1s licensed to Issue qualified health plans . . . . 13b
¢ Enter the amount of reservesonhand . . . . . . . . . . . . 13c
14a Did the organization receive any payments for indoor tanning services during the tax year? . . . . . 14a No
b If"Yes," has it filed a Form 720 to report these payments?If "No," provide an explanation in Schedule O . . 14b

Form 990 (2015)



Form 990 (2015) Page 6

m Governance, Management, and Disclosure
For each "Yes" response to lines 2 through 7b below, and for a "No" response to lines 8a, 8b, or 10b below,
describe the circumstances, processes, or changes in Schedule O. See instructions.
Check If Schedule O contains a response or notetoany ineinthisPartVl . . . . . . . . . . . . . .+«
Section A. Governing Body and Management

Yes No

1a Enter the number of voting members of the governing body at the end of the tax 1a 18

year

If there are material differences In voting rights among members of the governing

body, or if the governing body delegated broad authority to an executive committee

or similar committee, explain in Schedule O
b Enter the number of voting members included in line 1a, above, who are

independent ib 15
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any

other officer, director, trustee, or key employee? . . . . . . . . .+ & . ... 2 No
3 Did the organization delegate control over management duties customarily performed by or under the direct 3 No

supervision of officers, directors or trustees, or key employees to a management company or other person?
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was

filed? . . .. 0o L0 a e e e e e e e e e e e e 4 No
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 No
6 Did the organization have members or stockholders? . . . . . . . . . . . . . . . . 6 Yes
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or

more members of the governing body? . . . . . . . . . . . . . . ... ... 7a | Yes

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

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

a The governing body? . . . . . . . . .. a e e e e e e e e 8a Yes
b Each committee with authority to act on behalf of the governing body> . . . . . . . . . . . .| 8b Yes
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization’s mailing address? If "Yes," provide the names and addresses in ScheduleO . . . 9 No
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes No
10a Did the organization have local chapters, branches, or affilhates? . . . . . . . . . . . . 10a No

b If"Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? 10b

11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing
theform? . . . . . . . . . . . . o w e e e e e e e e e . ] 11a No

b Describe in Schedule O the process, If any, used by the organization to review this Form 990

12a Did the organization have a written conflict of interest policy? If "No,"gotoline13 . . . . . . . 12a | Yes
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
rise to conflicts? . . . . L L L Lo o e e e e e e e e e e e 12b | Yes
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes," describe
in Schedule O how this was done . . . . « . & « « & o« . wa e . 12c | Yes
13 Did the organization have a written whistleblower policy? . . . . . . . . .+ .+ . .+ . . . 13 Yes
14 Did the organization have a written document retention and destruction policy? . . . . . . . . . 14 Yes

15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?

The organization’s CEO, Executive Director, or top management official . . . . . . . . . . . 15a No

b Other officers or key employees of the organization . . . . . . . . .+ . . . . . . . 15b No

If"Yes" to line 15a or 15b, describe the process in Schedule O (see instructions)

16a Did the organization invest in, contribute assets to, or participate In a joint venture or similar arrangement with a
taxable entity during the year? . . . . . . . . . .. oo e 16a No

b If"Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization’s exempt status with respect to such arrangements? . . . . . . . . . . . . 16b

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

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

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

20 State the name, address, and telephone number of the person who possesses the organization's books and records
»lack Keller 135 East Swan St Centerville, TN 370331717 (931)729-4271

Form 990 (2015)



Form 990 (2015) Page 7
m Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors
Check If Schedule O contains a response or note to any line in this Part VII . . . . . . .
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed Report compensation for the calendar year ending with or within the organization’s

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

of compensation Enter -0- in columns (D}, (E), and (F) if no compensation was paid
® List all of the organization’s current key employees, if any See instructions for definition of "key employee "

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

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

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

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

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

See Additional Data Table

Form 990 (2015)
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Page 8

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

(A) (B) ()

Name and Title Average Position (do not check
hours per more than one box, unless
week (list person Is both an officer
any hours and a director/trustee)
for related 535 _Jolx [tz [

organizations | & S| 28 |2
[ S|all R |3
below == 2| |v |2F |2
dotted line) E c | = 2 122 |7

a2 o = |vo

2Rl [ | 2

%n‘ = D 'g

I |z 2

T =3

T .!‘

=9

(D)
Reportable
compensation
from the
organization (W-
2/1099-MISC)

(E)
Reportable
compensation
from related
organizations (W-
2/1099-MISC)

(F)
Estimated
amount of other
compensation
from the
organization and
related
organizations

See Additional Data Table

ib  Sub-Total . >
¢ Total from continuation sheets to Part VII, Section A >
d Total (add lines 1b and 1c) > 1,567,088 6,463,773 290,268
2 Total number of individuals (including but not limited to those listed above) who received more than
$100,000 of reportable compensation from the organization » 10
Yes No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated employee
on line 1a? If "Yes,” complete Schedule J for such individual .« « « « &« &« « .« e e s 3 Yes
4 For any individual listed on line 13, 1s the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? If "Yes," complete Schedule J for such
individual '+« 4 4 4 w4 4w e a a a wa o a w2 w o ow o oaoowooa o« w4 | Yes
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for
services rendered to the organization?If "Yes," complete Schedule J for such person .« .« . e s 5 No

Section B. Independent Contractors

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

(A)
Name and business address

(B)

Description of services

(C)

Compensation

2 Total number of iIndependent contractors (including but not limited to those listed above) who received more than

$100,000 of compensation from the organization » 0

Form 990 (2015)
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Page 9

Part VIIL

Statement of Revenue

Check iIf Schedule O contains a response or note to any line in this Part VIII .. .. . [v
(A) (B) (<) (D)
Total revenue Related or Unrelated Revenue
exempt business excluded from
function revenue tax under
revenue sections
512-514
la Federated campaigns 1a
n
g § b Membership dues ib 0
- Q
o £ ¢ Fundraisingevents . . . . 1c
s <
£ 5 d Related organizations 1d 1,952,301
Q=
& £ e Government grants (contributions) ie
_§ f f Al other contnbutions, gifts, grants, and  1f
- o similar amounts not included above
- =
——4 g Noncash contributions included in lines
£0O 1a-1f $
=T
8 g h Total. Add lines 1a-1f > 1,952,301
1 Business Code
=
E 2a Hospital 621990 8,893,659 8,893,659
>
& b Nursing Home 623000 1,402,973 1,402,973
3 € Rural Health Clinic 621400 1,744,168 1,744,168
; d
- e
&
5 f All other program service revenue 0 0 0 0
<
& g Total. Add lines 2a-2f » 12,040,800
3 Investment income (including dividends, interest,
and other similar amounts) . 953 953
Income from investment of tax-exempt bond proceeds , ., #»
5 Royalties >
(1) Real (1) Personal
6a Gross rents
b Less rental
expenses
¢ Rental income 0] 0
or {loss)
d Netrental income or (loss) »
(1) Securities (n) Other
7a Gross amount
from sales of
assets other
than inventory
b Less costor
other basis and 85
sales expenses
¢ Gain or (loss) 0 -85
d Netgainor (loss) > -85 -85
® 8a Gross income from fundraising
= events (not including
3 s
; of contributions reported on line 1c)
o d See Part IV, line 18
s a
=
6 b Less direct expenses . . . b
c¢ Netincome or (loss) from fundraising events . . p
9a Gross Income from gaming activities
See Part1V, line 19
a
b Less direct expenses . . . b
c¢ Netincome or (loss) from gaming activities .
»
10a Gross sales of Inventory, less
returns and allowances
a
b Less costofgoodssold . . b
c¢ Netincome or (loss) from sales of inventory . . p
Miscellaneous Revenue Business Code
11a prug Gvt Program 900099 577,378 577,378
b Cafeteria Revenue 722514 17,368 17,368
C TN Safety Net 900099 36,420 36,420
d All otherrevenue 12,112 12,112 0 0
e Total.Add lines 11a-11d »
643,278
12 Total revenue. See Instructions »
14,637,247 12,666,710 0 18,236

Form 990 (2015)



Form 990 (2015)
m Statement of Functional Expenses

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

Page 10

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

[v
Do not include amounts reported on lines 6b, (A) Prograff’)semce Managé::n)ent and Funtg?a)lsmg
7b, 8b, 9b, and 10b of Part VIII. Total expenses expenses general expenses expenses
1 Grants and other assistance to domestic organizations and
domestic governments See Part IV, line 21 54.900 54,900
2 Grants and other assistance to domestic
individuals See Part IV, line 22 0 0
3 Grants and other assistance to foreign organizations, foreign
governments, and foreign individuals See Part IV, lines 15
and 16 0 0
Benefits paid to or for members 0 0
5 Compensation of current officers, directors, trustees, and
key employees 370,032 370,032 0
6 Compensation not included above, to disqualified persons
(as defined under section 4958(f)(1)) and persons
described in section 4958(c){3)(B) 0 0
Other salaries and wages 5,518,615 3,886,837 1,631,778
Pension plan accruals and contributions (include section 401 (k)
and 403 (b) employer contributions) 243,417 182,563 60,854
9 Other employee benefits 646,015 514,159 131,856
10 Payroll taxes
362,314 271,735 90,579
11 Fees for services (non-employees)
a Management
b Legal
¢ Accounting 553,686 415,264 138,422
d Lobbying
e Professional fundraising services See PartIV,line 17
f Investment management fees
g Other(Ifline 11g amount exceeds 10% ofline 25, column (A)
amount, list line 11g expenses on Schedule O} 2,036,343 1,527,258 509,085 1]
12 Advertising and promotion 11,408 8,556 2,852
13 O ffice expenses
14 Information technology 16,700 12,525 4,175
15 Royalties
16 Occupancy 472,854 354,640 118,214
17 Travel 29,736 22,302 7,434
18 Payments of travel or entertainment expenses for any federal,
state, or local public officials
19 Conferences, conventions, and meetings
20 Interest
21 Payments to affiliates
22 Depreciation, depletion, and amortization 523,696 392,772 130,924
23 Insurance 67,956 50,967 16,989
24 Other expenses Itemize expenses not covered above (List
miscellaneous expenses in line 24e Ifline 24e amount exceeds
10% ofline 25, column (A) amount, list line 24e expenses on
Schedule O )
a Corporate Allocations 2,153,628 1,615,221 538,407
b Other Expenses 345,520 262,264 83,256
¢ Supplies 659,538 494,653 164,885
d Cost of Goods Sold 184,298 138,224 46,074
e All other expenses 0 0 0 0
25 Total functional expenses. Add lines 1 through 24e 14,250,656 10,204,840 4,045,816 0
26 Joint costs.Complete this line only If the organization

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

Form 990 (2015)



Form 990 (2015)

IEZIIEY Balance Sheet

Page 11

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

i

(A)

(B)
Beginning of year End of year
1 Cash-non-interest-bearing 996,657 1 467,385
2 Savings and temporary cash investments 62,479 2 62,544
3 Pledges and grants receivable, net 3
4 Accounts receivable, net 3,133,357 4 1,248,041
5 Loans and other receivables from current and former officers, directors, trustees,
key employees, and highest compensated employees Complete Part Il of
Schedule L P P
0| 5 0
6 Loans and other receivables from other disqualified persons (as defined under
section 4958(f)(1)), persons described in section 4958(c)(3)(B), and
contributing employers and sponsoring organizations of section 501(c})(9)
voluntary employees' beneficiary organizations (see instructions) Complete Part
%] 1T of Schedule L
I
& o] s
2 Notes and loans receivable, net 7
Inventories for sale or use 129,007 8 152,346
Prepaid expenses and deferred charges 25,1121 9 495
10a Land, buildings, and equipment cost or other basis
Complete Part VI of Schedule D 10a 10,131,626
b Less accumulated depreciation 10b 4,436,539 5,569,508 10c 5,695,087
11 Investments —publicly traded securities 11
12 Investments—other securities See PartIV, line 11 of 12
13 Investments—program-related See PartIV,line 11 of 13
14 Intangible assets 0] 14 396,991
15 Other assets See PartIV, line 11 268,654| 15 2,780,832
16 Total assets.Add lines 1 through 15 (must equal line 34) 10,184,774 16 10,803,721
17 Accounts payable and accrued expenses 932,704 17 1,136,786
18 Grants payable 18
19 Deferred revenue 19
20 Tax-exempt bond lLiabilities 20
21 Escrow or custodial account hiability Complete Part IV of Schedule D 21
@
Q 22 Loans and other payables to current and former officers, directors, trustees,
= key employees, highest compensated employees, and disqualified
= persons Complete Part IT of Schedule L 22
T
] 23 Secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other hiabilities (including federal iIncome tax, payables to related third parties,
and other liabilities not included on lines 17-24)
Complete Part X of Schedule D
. .. .. .. .. .. 839,650 25 932,846
26 Total liabilities.Add lines 17 through 25 1,772,354 26 2,069,632
Organizations that follow SFAS 117 (ASC 958), check here » [, and complete
q"; lines 27 through 29, and lines 33 and 34.
2
s 27 Unrestricted net assets 8,412,420 27 8,734,089
<
(o8] 28 Temporarily restricted net assets 28
z 29 Permanently restricted net assets P 29
. Organizations that do not follow SFAS 117 (ASC 958), check here » [ and
o complete lines 30 through 34.
?3 30 Capital stock or trust principal, or current funds 30
g 31 Paid-in or capital surplus, or land, building or equipment fund 31
f 32 Retained earnings, endowment, accumulated income, or other funds 32
% 33 Total net assets or fund balances 8,412,420| 33 8,734,089
34 Total habilities and net assets/fund balances 10,184,774| 34 10,803,721

Form 990 (2015)



Form 990 (2015)
[ZIE Reconcilliation of Net Assets

Page 12

Check If Schedule O contains a response or note to any line I1n this Part XI v
1 Total revenue (must equal Part VIII, column (A), line 12)
1 14,637,247
2 Total expenses (must equal Part IX, column (A}, line 25)
2 14,250,656
3 Revenueless expenses Subtractline 2 from line 1
3 386,591
4 Netassets or fund balances at beginning of year (must equal Part X, line 33, column (A})
4 8,412,420
5 Netunrealized gains (losses) on investments
5 0
6 Donated services and use of facilities
6 0
7 Investment expenses
7 0
8 Prior period adjustments
8 0
9 Other changes In net assets or fund balances (explain in Schedule O}
9 -64,922
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33,
column (B)) 10 8,734,089

EEITE%i1 Financial Statements and Reporting

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

-

2a

3a

Accounting method used to prepare the Form 990 [ cash [« Accrual [ Other
If the organization changed 1ts method of accounting from a prior year or checked "Other,” explain in
Schedule O

Were the organization’s financial statements compiled or reviewed by an independent accountant?

If‘'Yes, check a box below to indicate whether the financial statements for the year were compiled or reviewed on
a separate basis, consolidated basis, or both

[~ Separate basis [~ Consoldated basis [~ Both consolidated and separate basis

Were the organization’s financial statements audited by an independent accountant?

If'Yes, check a box below to indicate whether the financial statements for the year were audited on a separate
basis, consolidated basis, or both

[ Separate basis [ consohdated basis [ Both consolidated and separate basis

If"Yes," toline 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an iIndependent accountant?

If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O

As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-133?

If"Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits

Yes No
2a No
2b Yes
2c Yes
3a No
3b

Form 990 (2015)



Additional Data

Software ID:

Software Version:

EIN:
Name:

15000238

2015v3.0

58-1737573

Saint Thomas Hickman Hospital

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

(A) (B) (€) (D) (E) (F)

Name and Title Average Position (do not check Reportable Reportable Estimated
hours per more than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization (W- organizations from the
for related o3 — g >~ |t T | 2/1099-MISC) (W-2/1099- organization and

organizations a a 2 [ F|E T%v.._’.._ 2 MISC) related
below =< 3 |e e |33 organizations
I'E ol = =13 |4l
dotted line) )y = o~
72 | < 2 [T o
EREIRAE
w = D =
T o= T
I ’?‘. o
T 8
T T
=5
CLARK BAKER 10
................. X X 0 0 (
CHAIRMAN 90
ANTHONY HEARD 10
................. X X 0 0 (
VICE CHAIRMAN 90
LEE MOSS 10
................. X X 0 0 (
TREASURER 90
CRAIG POLKOW 10
................. X X 0 297,173 22,367
CHAIRMAN (END 8/1/15) 470
PATRICK R SHEPHERD 10
................. X X 0 0 (
SECRETARY 90
KAREN SPRINGER
10
SECRETARY/TREASURER (END 3/12/13)  [rrrereeeseesseees X X 0 1,000,073 14,37¢
PRESIDENT/CHAIRMAN/CEO STHE {BEGIN 49 0
3/13/15)
LISA DAVIS 10
SECRETARY & CFO STHE (BEGIN 3/13/16) | X X 0 449,326 18,244
(INTERIM 8/2/15 - 3/12/16) 470
SAMAR ALI 10
................. X 0 0 (
BOARD MEMBER 90
WILLIAM ANDERSON 10
................. X 0 0 (
BOARD MEMBER 90
DELL CROSSLIN 10
................. X 0 0 (
BOARD MEMBER 90




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

(A) (B) (€) (D) (E) (F)
Name and Average Position (do not check Reportable Reportable Estimated
Title hours per more than one box, compensation | compensation amount of
week (list unless person Is both an from the from related other
any hours officer and a organization | organizations | compensation
for related director/trustee) (W-2/1099- (W-2/1099- from the
organizations [ — ol= |t Tl MISC) MISC) organization
below NEA § T |2a |2 and related
LS (3 paRea )
dotted line) ('ﬁ =13 |& 5 SE2 organizations
[ YRR SN I -0 | T
= =) el
selc 2|t
RN
Iy = D =)
T c €T
| = o
D 4 B
I ©
o
EMIL HASSAN 10
T X 0 0
MEMBER 90
MARK
PEACOCK MD 10
N X
MEMBER (END 20
12/31/15)
MARK PETERS
MD 10
T X
MEMBER (END 20
12/31/15)
STEVE
SCHWAB MD 10
................. X
BOARD 90
MEMBER
SCOTT
STANDARD MD 10
................. X
BOARD 90
MEMBER
BRIAN WILCOX
MD 10
................. X
BOARD 90
MEMBER
JOHN JAY
WILLIAMS MD 1o
................. X
BOARD 90
MEMBER
SISTER HELEN
BREWER DC
10
BOARD ~ |rrererrrereeeeens X
MEMBER 90
(BEGIN
7/1/15)
KEN PETRONI
MD
10
BOARD ~ |rrererrrereeeeens X
MEMBER 90
(BEGIN
1/1/16)
NICOLE
SCHLECHTER
MD 10
T X
MEMBER 90
(BEGIN

1/1/16)




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

Compensated Employees, and Independent Contractors

(A) (B) () (D) (E) (F)
Name and Average Position (do not check Reportable Reportable Estimated
Title hours per more than one box, compensation | compensation amount of
week (list unless person is both an from the from related other
any hours officer and a organization | organizations | compensation
for related director/trustee) (W-2/1099- (W-2/1099- from the
organizations 25] = g = [t I MISC) MISC) organization
below =1 > |3 K3 3G |2 and related
dotted line) E =13 |x 5 =% ? organizations
|2 |L 2aln
) C P=1 PR B
E‘. =0 T% n%- O
I
o D =
I ‘-;, g
T T
=5
JACK KELLER 400
pRES/CEO | X 0 229,873 37,420
HICKMAN 00
BAILEY PRATT
400
CHIEF FINANCIAL |rxxreemrrennnrees X 140,970 13,896 8,825
OFFICER (END 400
11/23/2015)
MONAM AWAN MD 400
................. X 381,056 0 27,446
PHYSICIAN 0
MAREK 40 0
DURAKIEWICZ MD|,.....ccuieunines X 413,598 0 12,014
PHYSICIAN 0
MUHAMMAD 40 0
MIRZAMD  |..eieeeens X 363,190 0 34,251
PHYSICIAN 0
KAREN GEORGE 40 0
ohARMACY [T X 133,083 0 5,480
MANAGER 0
DAWN GLENN 40 0
NURSE [ X 135,191 0 21,930
PRACTITIONER 0
ALAN STRAUSS 00
FORMER OFFICER | ™™™ X 0 1,567,370 48,771
(END 4/2012) 500
MICHAEL
SCHATZLEIN MD 10
................. X 0 2,906,062 39,144
PRESIDENT/CEQ 635
(END 3/12/15)




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - | DLN: 93493135127487]

OMB No 1545-0047
SCHEDULE A Public Charity Status and Public Support
(Form 990 or Complete if the organization is a section 501(c)(3) organization or a section ! 0 1 5
990EZ) 4947(a)(1) nonexempt charitable trust.
P Attach to Form 990 or Form 990-EZ. Open to Public
P Information about Schedule A (Form 990 or 990-EZ) and its instructions is at p .
Department of the . Inspection
Treasury www.irs.qgov/form990.
Internal Revenue Service

Name of the organization Employer identification number
Saint Thomas Hickman Hospital

58-1737573

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

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

2 - A school described In section 170(b)(1)(A)(ii).(Attach Schedule E (Form 990 or 990-EZ})

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

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

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

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

7 [ Anorganization that normally recelves a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part IT )

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

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

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

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

a - Type I. A supporting organization operated, supervised, or controlled by 1ts supported organization(s), typically by giving the
supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting
organization You must complete Part IV, Sections A and B.

b [~ Type II. A supporting organization supervised or controlled in connection with 1ts supported organization(s), by having control or
management of the supporting organization vested in the same persons that control or manage the supported organization(s) You
must complete Part IV, Sections A and C.

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

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

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

f  Enter the number of supported organizations . .

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

(i) (ii)EIN (iii) (iv) (v) (vi)
Name of supported organization Type of Is the organization Amount of A mount of other
organization listed In your governing monetary support support (see
(described on lines document? (see instructions) Instructions)
1- 9 above (see
instructions))
Yes No
Total
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990EZ. Cat No 11285F

Schedule A (Form 990 or 990-EZ) 2015



Schedule A (Form 990 or 990-EZ) 2015 Page 2
IEETEl support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

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

Section A. Public Support

(or fiscal year beginning in) P

1

B

6

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

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

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

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

Total. Add lines 1 through 3

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

(f

Public support. Subtract line 5
from line 4

Section B. Total Support

(or fiscal year beginning in) P

7
8

10

11

12
13

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

Amounts from line 4

Gross Income from interest,

dividends, payments received on
securities loans, rents, royalties
and income from similar sources

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

Otherincome Do not include
gain or loss from the sale of
capital assets (Explain in Part
VI)

Total support. Add lines 7
through 10

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

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

check this box and stophere . . . . . . . . . . . . .+ .. »[
Section C. Computation of Public Support Percentage
14 Public support percentage for 2015 (line 6, column (f) divided by line 11, column (f}) 14
15 Public support percentage for 2014 Schedule A, PartII, ine 14 15
16a 33 1/3% support test—2015.I1f the organization did not check the box on line 13, and line 14 1s 33 1/3% or more, check this box
and stop here. The organization qualifies as a publicly supported organization >
b 33 1/3% support test—2014.1f the organization did not check a box on line 13 or 16a, and line 15 1s 33 1/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization >
17a 10%-facts-and-circumstances test—2015.If the organization did not check a box on line 13, 16a,or 16b, and line 14
I1Is 10% or more, and If the organization meets the facts-and-circumstances test, check this box and stop here. Explain
in Part VI how the organization meets the "facts-and-circumstances" test The organization qualifies as a publicly supported
organization >
b 10%-facts-and-circumstances test—2014.1f the organization did not check a box online 13, 16a, 16b, or 17a, and lne
15 1s 10% or more, and If the organization meets the "facts-and-circumstances” test, check this box and stop here.
Explainin Part VI how the organization meets the "facts-and-circumstances” test The organization qualifies as a publicly
supported organization >
18 Private foundation.If the organization did not check a box online 13, 16a, 16b, 17a, or 17b, check this box and see
Instructions >

Schedule A (Form 990 or 990-EZ) 2015



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

.m Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only If you checked the box on line 9 of Part I or If the organization failed to qualify under Part
II. If the organization fails to qualify under the tests listed below, please complete Part II.)
Section A. Public Support
Calendar year
(or fiscal year beginning in) P
1 Gifts, grants, contributions, and
membership fees received (Do
not include any "unusual grants ")
2 Gross receipts from admissions,
merchandise sold or services
performed, or facilities furnished
In any activity that is related to
the organization's tax-exempt
purpose
3 Gross recelpts from activities
that are not an unrelated trade or
business under section 513
4 Tax revenues levied for the
organization's benefit and either
paid to or expended on its behalf
5 The value of services or facilities
furnished by a governmental unit
to the organization without charge
6 Total. Add lines 1 through 5
7a Amounts included onlines 1, 2,
and 3 received from disqualified
persons
b Amounts included on lines 2 and
3 recelved from other than
disqualified persons that exceed
the greater of $5,000 or 1% of
the amount on line 13 for the year
c Addlines 7aand 7b
8 Public support. (Subtract line 7c¢
from line 6 )
Section B. Total Support

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

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

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

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

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

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

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

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

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

19a 33 1/3% support tests—2015.I1f the organization did not check the box on line 14, and line 15 1s more than 33 1/3%, and line 17 1s not

more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization >
b 33 1/3% support tests—2014.I1f the organization did not check a box on line 14 or line 1943, and line 16 1s more than 33 1/3% and line

18 1s not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization >
20 private foundation.If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions » |_

Schedule A (Form 990 or 990-EZ) 2015
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m Supporting Organizations

(Complete only If you checked a box online 11 of Part I Ifyou checked 11a of PartI, complete Sections A and B If you checked
11b of Part I, complete Sections A and C Ifyouchecked 11c of PartI, complete Sections A, D, and E Ifyou checked 11d of Part

Page 4

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

Section A. All Supporting Organizations

3a

4a

5a

9a

10a

11

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

Did the organization have any supported organization that does not have an IRS determination of status under
section 509(a)(1)or (2)?

If "Yes," explain in Part VI how the organization determined that the supported organization was described in section
509(a)(1) o (2)

Did the organization have a supported organization described in section 501(c)(4), (5}, or (6)?

If "Yes,"answer (b) and (c) below

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

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

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

Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization?

If “Yes,”describe in Part VI how the organization had such control and discretion despite being contiolled or supervised
by or in connection with its suppoited organizations

Did the organization support any foreign supported organization that does not have an IRS determination under
sections 501(c)}(3)and 509(a)(1)or (2)?

If “Yes,”explain in Part VI what controls the organization used to ensure that all support to the foreign supported
organization was used exclusively for section 170(c)(2)(B) purposes

Did the organization add, substitute, or remove any supported organizations during the tax year?

If “Yes,”answer (b) and (c) below (if applicable) Also, provide detail in Part VI, including (1) the names and EIN
numbers of the supported organizations added, substituted, or removed, (11) the reasons for each such action, (111) the
authority under the organization's organizing document authorizing such action, and (1v) how the action was
accomplished (such as by amendment to the organizing document)

Type I or Type II only. Was any added or substituted supported organization part of a class already designated In
the organization's organizing document?

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

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

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

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

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

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

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

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

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

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

A person who directly or indirectly controls, either alone or together with persons described in {(b) and (c) below,

the governing body of a supported organization?

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

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

Yes

No

3a

3b

3c

4a

4b

4c

5a

5b

5c

9a

9b

9c

10a

10b

11a

11ib

1ic

Schedule A (Form 990 or 990-EZ) 2015
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m Supporting Organizations (continued)
Section B. Type I Supporting Organizations

Yes No
1 Did the directors, trustees, or membership of one or more supported organizations have the power to regularly
appoint or elect at least a majority of the organization’s directors or trustees at all times during the tax year?
If "No,” describe in Part VI how the supported organization(s) effectively operated, supervised, or controlled the
organization’s activities If the organization had more than one supported organization, describe how the powers to
appoint and/or remove directors or trustees were allocated among the supported organizations and what conditions or
restrictions, if any, applied to such powers during the tax year 1
2 Did the organization operate for the benefit of any supported organization other than the supported organization(s)
that operated, supervised, or controlled the supporting organization?
If “Yes,”explain in Part VI how providing such benefit carried out the purposes of the supported organization(s) that
operated, supervised or controlled the supporting organization 2
Section C. Type II Supporting Organizations
Yes No
1 Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors or
trustees of each of the organization’s supported organization(s)?
If "No,” describe in Part VI how control or management of the supporting organization was vested in the same persons
that controlled or managed the supported organization(s) 1
Section D. All Type III Supporting Organizations
Yes No

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

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

3 By reason of the relationship described in (2}, did the organization’s supported organizations have a significant
voice In the organization’s investment policies and in directing the use of the organization’s income or assets at
all times during the tax year?

If "Yes,"describe in Part VI the role the organization’s supported organizations played in this regard 3

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

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

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

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

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

b Did the activities described in (a) constitute activities that, but for the organization’s involvement, one or more of
the organization’s supported organization(s) would have been engaged In?
If "Yes," explain in Part VI the reasons for the organization’s position that its supported organization(s) would have
engaged 1n these activities but for the organization’s involvement 2b

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

a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or trustees off

each of the supported organizations? Provide details in Part VI 3a
b Did the organization exercise a substantial degree of direction over the policies, programs and activities of each
of Its supported organizations? If "Yes,” describe 1n Part VI the role played by the organization in this regard 3b

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

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

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

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

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

Section D - Distributions

Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

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

excess of Income from activity

3 Administrative expenses paid to accomplish exempt purposes of supported organizations

4 Amounts paid to acquire exempt-use assets

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

6 Otherdistributions (describe in Part VI) See instructions

7 Total annual distributions. Add lines 1 through 6

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

detalls in Part VI) See instructions

9 Distributable amount for 2015 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see
instructions)

(i)

Excess Distributions

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

1 Distributable amount for 2015 from Section C, line
6

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

3 Excess distributions carryover, iIfany, to 2015

b

c

d From2013.

e From2014.

f Total of lines 3a through e

g Applied to underdistributions of prior years

h Applied to 2015 distributable amount

i Carryover from 2010 not applied (see
instructions)

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

4 Distributions for 2015 from Section D, line 7
$

a Applied to underdistributions of prior years

b Applied to 2015 distributable amount

¢ Remainder Subtract lines 4a and 4b from 4

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

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

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

8 Breakdown ofline 7

b

¢ Excess from 2013.

[~

From 2014.

e From2015.

Schedule A (Form 990 or 990-EZ) (2015)
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m Supplemental Information.
Provide the explanations required by Part II, ine 10; Part II, ine 17a or 17b; Part III, ine 12; Part IV,
Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9¢, 11a, 11b, and 11c; Part IV, Section B, lines 1 and 2;
Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b, 3a and 3b;
Part Vv, line 1; Part V, Section B, line 1e; Part V Section D, lines 5, 6, and 8; and Part V, Section E, lines 2, 5,
and 6. Also complete this part for any additional information. (See instructions).

Facts And Circumstances Test

Return Reference Explanation

Schedule A (Form 990 or 990-EZ) 2015
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SCHEDULE D

OMB No 1545-0047

Supplemental Financial Statements

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

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

Internal Revenue Service

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

Name of the organization Employer identification number

Saint Thomas Hickman Hospital

58-1737573

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

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

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

Total number at end of year

Aggregate value of contributions to (during
year)

Aggregate value of grants from (during year)

Aggregate value at end of year

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

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

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

1

[~ T o T = S ]

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

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

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

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

Held at the End of the Year

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

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

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

tax year »

Number of states where property subject to conservation easement Is located »

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

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

»

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

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

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

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

Complete If the organization answered "Yes" on Form 990, Part IV, line 8.

1a Ifthe organization elected, as permitted under SFAS 116 (ASC 958), not to report In Its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research i1n furtherance of public
service, provide, In Part XIII, the text of the footnote to its financial statements that describes these items
b Ifthe organization elected, as permitted under SFAS 116 (ASC 958), to report In its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research i1n furtherance of public
service, provide the following amounts relating to these items
(i) Revenue included on Form 990, Part VIII, line 1 »s
(ii) Assets included in Form 990, Part X >3
2 If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958) relating to these items
a Revenue Included on Form 990, Part VIII, line 1 »s
b Assets included in Form 990, Part X >3

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 52283D Schedule D (Form 990) 2015
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m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets
(continued)

3 Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply}

a [ Public exhibition d [T Loan or exchange programs

b
|_ Scholarly research e I_ Other

€ [ Preservation for future generations

4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose In

Part XIII
5 During the year, did the organization solicit or receive donations of art, historical treasures or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection? [ Yes [ No

IEEYTEY 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, line 21.
1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not

included on Form 990, Part X? |_Yes I_No
b If "Yes," explain the arrangement in Part XIII and complete the following table Amount
c Beginning balance 1c
d Additions during the year id
e Distributions during the year le
f Ending balance 1f

2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account hability? [ Yes [ No

b If"Yes," explain the arrangement in Part XIII Check here if the explanation has been provided in Part XIII . . . . . . . . I:l
m Endowment Funds. Complete If the organization answered "Yes" to Form 990, Part IV, line 10.
(a)Current year {b)Prior year b (c)Two years back | (d)Three years back | (e)Four years back

1a Beginning of year balance

b  Contrnibutions

¢ Netinvestment earnings, gains, and
losses

d Grants or scholarships

Other expenditures for facilities
and programs

f Administrative expenses

g End ofyear 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 Permanent endowment »

€ 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 . . . . . . . . o 4w .. 3a(i)
(ii) related organizations . . . . . v v e e e e e 3a(ii)
b If"Yes" on 3a(n), are the related organizations listed as required on ScheduleR?> . . . . . . . . . 3b
4 Describe in Part XIII the intended uses of the organization's endowment funds

IZEXXXZ Land, Buildings, and Equipment.
Complete If the organization answered 'Yes' to Form 990, Part IV, line 11a.See Form 990, Part X, line 10.

Description of property (a) (b) Accumulated (d)Book value
Cost or other basis | Cost or other basis (c)depreciation
(investment) (other)
1a Land . . . . . e e e e e e e e 296,743 296,743
b Builldings . . . . . . . . . . . ... 6,538,671 2,956,216 3,582,455
¢ Leasehold improvements
d Equipment . . . . . . . . . .0 3,198,329 1,480,323 1,718,006
e Other . . . v v « v w e 97,883 97,883
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), ine 10(c)) . . . . . . . P 5,695,087

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

See Form 990, Part X, line 12.

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

(b)Book value

(c)Method of valuation

Cost or end-of-year market value

(1)Financial derivatives

(2)Closely-held equity Interests

(3)Other

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

Investments—Program Related.

Complete If the organization answered 'Yes' on Form 9

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

(a) Description of Investment

(b) Book value

(c) Method of valuation

Cost or end-of-year market value

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

»

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

(a) Description (b) Book value
(1) Other Assets 12,810
(2) Intercompany Receivables 465,738
(3) Third Party Settlements 2,302,284
Total. (Column (b) must equal Form 990, Pait X, col (B) line 15) » 2,780,832

Other Liabilities. Complete If the organization answe
See Form 990, Part X, line 25.

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

1. (a) Description of liability

(b) Book value

Federal Income taxes

A /R Credit Balances

3rd Party Payor Settlements 576,325
Self-Insurance Liability 83,952
Other Liability 12,810
Noncurrent Liabilities

ah savings plan hability 73,214
pension hability 186,545
Total. (Column (b) must equal Form 990, Part X, col (B) hine 25 ) » 932,846

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

X1 [

Schedule D (Form 990) 2015
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m Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
Complete If the organization answered 'Yes' on Form 990, Part IV, line 12a.

Page 4

Total revenue, gains, and other support per audited financial statements . . . . . . . 1
Amounts included on line 1 but not on Form 990, Part VIII, line 12
a Net unrealized gains (losses) on Investments 2a
b Donated services and use of facilities 2b
c Recoveries of prior year grants 2c
d Other (Describe in Part XIII ) 2d
e Add lines 2a through 2d 2e
Subtract line 2e from line 1 3
Amounts included on Form 990, Part VIII, line 12, but not on line 1
a Investment expenses not included on Form 990, Part VIII, line 7b 4a
Other (Describe in Part XIII ) 4b
c Add lines 4a and 4b 4c
5 Total revenue Add lines 3 and 4c.(This must equal Form 990, PartI, line 12 ) 5

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

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

a Donated services and use of facilities 2a

b Prior year adjustments 2b

c Other losses 2c

d Other (Describe in Part XIII ) 2d

e Add lines 2a through 2d 2e
Subtract line 2e from line 1 3
Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part VIII, ine 7b 4a
Other (Describe in Part XIII ) 4b

c Add lines 4a and 4b 4c

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

EZL35iE] Supplemental Information

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

information

Return Reference

Explanation

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

From the consolidated audited financial statements of Ascension Health Alllance and 1its member
organizations ("The System") which include the activity of Saint Thomas Hickman Hospital The
System accounts for uncertainty in income tax provisions by applying a recognition threshold and
measurement attribute for financial statement recognition and measurement of a tax position taken or
expected to be taken in a tax return The System has determined that no material unrecognized tax
benefits or liabilities exist as of June 30,2016

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

Return Reference Explanation
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DLN: 93493135127487]

SCHEDULE H Hospitals
(Form 990)
» Complete if the organization answered "Yes” on Form 990, Part IV, question 20.
Department of the » Attach to Form 990.
Treasury

Internal Revenue

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

Service OMB No 1545-0047

Open to Public
Inspection

Name of the organization
Saint Thomas Hickman Hospital

Employer identification number

58-1737573
m Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a m
b If"Yes," was it a written policy? ib | Yes
2 Ifthe organization had multiple hospital facilities, indicate which of the following best describes application of the
financial assistance policy to its various hospital facilities during the tax year
[ Applied uniformly to all hospital facilities [ Applied uniformly to most hospital facilities
[~ Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of the
organization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free care?
If"Yes," indicate which of the following was the FPG family income limit for eligibility for free care 3a | Yes
[T 100% [ 150% [« 200% [ Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate
which of the following was the family income limit for eligibility for discounted care 3b | Yes
[T 200% [ 250% [v 300% [ 350% [ 400% [ Other %
c Ifthe organization used factors other than FPG I1n determining eligibility, describe in Part VI the criteria
used for determining eligibility for free or discounted care Include in the description whether the organization
used an asset test or other threshold, regardless of Income, as a factor in determining eligibility for free or
discounted care
4 Didthe organization's financial assistance policy that applied to the largest number of its patients during the tax year]
provide for free or discounted care to the "medically indigent"? 4 |Yes
5a Did the organization budget amounts for free or discounted care provided under i1ts financial assistance policy during
the tax year? 5a | Yes
b If"Yes," did the organization's financial assistance expenses exceed the budgeted amount? 5b No
If"Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligibile for free or discounted care? 5¢c
6a Did the organization prepare a community benefit report during the tax year? 6a | Yes
b If"Yes," did the organization make 1t available to the public? 6b | Yes
Complete the following table using the worksheets provided in the Schedule H instructions Do not submit these
worksheets with the Schedule H
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community (f) Percent of
Means-Tested activities or programs (optional) benefit expense revenue benefit expense total expense
Government Programs (optional)
a Financial Assistance at cost
(from Worksheet 1) 466,550 0 466,550 327%
b Medicaid (from Worksheet 3,
column a) 3,254,393 4,297,832 0 0%
Costs of other means-tested
¢ government programs {from
Warksheet 3, column b) 0 0 0 0%
Total Financial Assistance and
d Means-Tested Government
Programs 0 0 3,720,943 4,297,832 466,550 327%
Other Benefits
Community health improvement
e services and community benefit
operations (from Worksheet 4) 43,125 27,181 15,944 011 %
£ Health professions education
(from Worksheet 5) 2,521 1,406 1,115 001 %
Subsidized health services (from
9 worksheet 6) 630 0 630 0 %
h Research (from Worksheet 7) 0 0 0 0%
Cash and in-kind contributions for
i community benefit (from
Worksheet 8) 45,077 0 45,077 032%
] Total. Other Benefits 0 0 91,353 28,587 62,766 044 %
k Total. Add lines 7d and 7) 0 0 3,812,296 4,326,419 529,316 371%

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

Page 2

(b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community | (f) Percent of
(a) Number of (optional) building expense revenue building expense | total expense
activities or programs
(optional)
1 Physical improvements and housing 0 0 %
2 Economic development 0 0 %
3 Community support 0 0 %
4 Environmental improvements 0 0 %
5 Leadership development and
training for community members 0 0 %
6 Coalition building 1,419 1,419 001 %
7 Community health improvement
advocacy 0 0 %
Workforce development 15,000 15,000 011 %
9 Other 0 0 %
10 Total 0 0 16,419 0 16,419 012 %
[ZXXEii] Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Heathcare Financial Management Association
Statement No 157? e e e e .o 1 No
2 Enter the amount of the organization's bad debt expense Explainin Part VI the
methodology used by the organization to estimate this amount 2 1,665,490
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy Explainin Part VI
the methodology used by the organization to estimate this amount and the rationale, If
any, for including this portion of bad debt as community benefit 3
4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt expense
or the page number on which this footnote Is contained in the attached financial statements
Section B. Medicare
5 Enter total revenue received from Medicare (including DSH and IME) . . . . . 5 2,266,710
6 Enter Medicare allowable costs of care relating to paymentsonline5 . . . . .| 6 3,049,559
7 Subtract line 6 from line 5 This Is the surplus (or shortfall) . 7 -782,849
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6
Check the box that describes the method used
|_Cost accounting system |7Cost to charge ratio |_Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? 9a | Yes
b If"Yes," did the organization’s collection policy that applied to the largest number of its patients during the tax year
contain provisions on the collection practices to be followed for patients who are known to qualify for financial
assistance? Describe In Part VI 9b |Yes

m Management Companies and Joint Ventures

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

(a) Name of entity

(b) Description of prnimary
activity of entity

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

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

{e) Physicians'
profit % or stock
ownership %

10

11

12

13
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Page 2

m Facility Information

Section A. Hospital Facilities

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

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

See Additional Data Table
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m Facility Information (continued)
Section B. Facility Policies and Practices
{Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A}
Saint Thomas Hickman Hospital
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 1
reporting group (from Part V, Section A):
Yes [ No
Community Health Needs A ssessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the current
tax year or the immediately preceding tax year?
1 No
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or the
immediately preceding tax year? If "Yes,” provide detalls of the acquisition in Section C
2 No
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a community
health needs assessment (CHNA)? If "No," skip to line 12
3 |Yes
If "Yes," indicate what the CHNA report describes (check all that apply)
a [v A definition of the community served by the hospital facility
b [v Demographics of the community
c |7EX|st|ng health care facilities and resources within the community that are available to respond to the health needs
of the community
d [v How data was obtained
e [v The significant health needs of the community
f |7Pr|mary and chronic disease needs and other health iIssues of uninsured persons, low-income persons, and minority
groups
g |7The process for identifying and prioritizing community health needs and services to meet the community health
needs
h [v The process for consulting with persons representing the community’s interests
i [« Information gaps that mit the hospital facility’s ability to assess the community’s health needs
j [« Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA 20 15
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the
broad interests of the community served by the hospital facility, including those with special knowledge of or expertise
In public health? If "Yes," describe in Section C how the hospital facility took into account input from persons who
represent the community, and identify the persons the hospital facility consulted
5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital facilities? If "Yes," list the other hospital
facilities 1n Section C
6a [Yes
b Was the hospital facility’'s CHNA conducted with one or more organizations other than hospital facilities?” If "Yes,” list
the other organlzatlons In Section C
6b [Yes
7 D|d the hospltal faC|I|ty make its CHNA report W|dely avallable to the publlc? 7 |Yes
If "Yes," indicate how the CHNA report was made widely available (check all that apply)
http //www sthealth com/about-us/mission-integration/community-
a [/ Hospital facility’s website (list url) health/community-health-needs-assessm
b [~ Other website (list url)
c [« Made a paper copy available for public inspection without charge at the hospital facility
d [ Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line 11 8 |Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 15
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?
. 10 [ Yes
http //www sthealth com/about-us/mission-integration/community-
alf"yes" (listurl) health/community-health-needs-assessm
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?
e e e e . 10b No
11 Describe in Section C how the hospital facility 1s addressing the significant needs 1dentified In 1ts most recently
conducted CHNA and any such needs that are not being addressed together with the reasons why such needs are not
being addressed
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a CHNA as
required by section 501 (r){(3)?
12a No
b If "Yes" on line 12a, did the organization file Form 4720 to report the section 4959 excise tax?
e e e e e e 12b
cIf"Yes" online 12b, what 1s the total amount of section 4959 excise tax the organization reported on Form 4720 for
all of its hospital facilities? $

Schedule H (Form 990) 2015
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m Facility Information (continued)
Financial Assistance Policy (FAP)

Saint Thomas Hickman Hospital

Name of hospital facility or letter of facility reporting group

Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? 13 | Yes
If “Yes,” Indicate the eligibility criteria explained in the FAP
a [v Federal poverty guidelines (FPG), with FPG family income limit for ehgibility for free care of
2000 % and FPG family income limit for eligibility for discounted care of
3000 %
b [ Income level other than FPG (describe in Section C)
c [ Assetlevel
d [v Medical indigency
e [ Insurance status
f [v Underinsurance discount
g [ Residency
h [ Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? 14 | Yes
15 Explained the method for applying for financial assistance? P 15 [ Yes
If “Yes,” indicate how the hospital facility’s FAP or FAP application form (including accompanying instructions})
explained the method for applying for financial assistance (check all that apply)
a [v 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
¢ [v Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
d [v Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications
e [ Other (describe in Section C)
16 Included measures to publicize the policy within the community served by the hospital facility? 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)
a [v The FAP was widely available on a website (list url)
http //www sthealth com/patients-and-visitors/financial-assistance
b [« The FAP application form was widely available on a website (list url)
http //www sthealth com/patients-and-visitors/financial-assistance
¢ [v A plain language summary of the FAP was widely available on a website (list url)
http //www sthealth com/patients-and-visitors/financial-assistance
d [v The FAP was available upon request and without charge (in public locations in the hospital facility and by mail)
e [v The FAP application form was available upon request and without charge (in public locations In the hospital facility
and by mail}
f [« A plainlanguage summary of the FAP was available upon request and without charge (in public locations in the
hospital facility and by mail)
g [v Notice of availability 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? . . . . L . 0 0 o e e e e e e e e e e e e e e 17 [ Yes
18 Check all of the following actions against an individual that were permitted under the hospital facility's policies during
the tax year before making reasonable efforts to determine the individual’s eligibility under the facility’s FAP
a [ Reporting to credit agency(les)
b [ Selling an individual’s debt to another party
c [ Actions that require a legal or judicial process
d [ Othersimilar actions (describe in Section C)
e [« None ofthese actions or other similar actions were permitted

Schedule H (Form 990) 2015



Schedule H (Form 990) 2015 Page 6

m Facility Information (continued)

Saint Thomas Hickman Hospital
Name of hospital facility or letter of facility reporting group

Yes | No

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

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

[ Selling an individual’s debt to another party

[ Actions that require a legal or judicial process

Qa n T O

[ Other similar actions (describe in Section C)

20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed
(whether or not checked) inline 19 (check all that apply)

a [« Notified individuals of the financial assistance policy on admission

b [« Notified individuals of the financial assistance policy prior to discharge

c [v Notified individuals of the financial assistance policy in communications with the individuals regarding the
individuals’ bills

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

e [ Other (describe in Section C)

f [ None of these efforts were made

Policy Relating to Emergency Medical Care

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

21 [ Yes
If "No," indicate why

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

b [ The hospital facility’s policy was not in writing

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

d [ Other (describe in Section C)

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care

a [ 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

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

d [« Other (describe in Section C)

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

23 No

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

If "Yes," explain in Section C

Schedule H (Form 990) 2015
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m Facility Information (continued)

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

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

Form and Line Reference Explanation

Schedule H (Form 990) 2015
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m Facility Information (continued)

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

How many non-hospital health care facilities did the organization operate during the tax year? 3
Name and address Type of Facility (describe)
1 Hickman Community Nursing Home Intermediate Care Nursing Home

135 East Swan St
Centerville, TN 370331417

2 Hickman Medical Clinic Centerville Rural Health Clinic
135 East Swan St
Centerville, TN 370331417

Vi|IN|jv|»n|h|W
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m Supplemental Information

Provide the following information

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

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

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

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

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

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

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

Form and Line Reference Explanation

Schedule H, Part I, Line 6b Saint Thomas Hickman Hospital is included in the consolidated community benefit report prepared by

C ommunity Benefit Report Saint Thomas Health




Form and Line Reference Explanation

Schedule H, Part I, Line 7g SAINT THOMAS HICKMAN HOSPITAL EMPLOYS ITS PHYSICIANS IN ITS EMERGENCY ROOM
AND AT PHYSICIAN CLINICS, THUS THE ASSOCIATED COSTS AND CHARGES RELATING TO
THE PHYSICIAN SERVICES ARE INCLUDED IN ALL RELEVANT CATEGORIES IN PART I

Subsidized Health Services




Form and Line Reference

Explanation

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

ITHE COST OF PROVIDING CHARITY CARE, MEANS TESTED GOVERNMENT PROGRAMS, AND
COMMUNITY BENEFIT PROGRAMS IS ESTIMATED USING INTERNAL COST DATA,AND IS
CALCULATED IN COMPLIANCE WITH CATHOLIC HEALTH ASSOCIATION ("CHA")
GUIDELINES SAINT THOMAS HICKMAN HOSPITAL USES A COST ACCOUNTING SYSTEM
THAT ADDRESSES ALL PATIENT SEGMENTS (FOR EXAMPLE, INPATIENT, OUTPATIENT,
EMERGENCY ROOM, PRIVATE INSURANCE, MEDICAID, MEDICARE, UNINSURED, OR SELF
PAY) THE BEST AVAILABLE DATA WAS USED TO CALCULATE THE AMOUNTS REPORTED IN
ITHE TABLE FOR CERTAIN CATEGORIES IN THE TABLE, THIS WAS A COST ACCOUNTING

SYSTEM, IN OTHER CATEGORIES, A SPECIFIC COST-TO-CHARGE RATIO WAS APPLIED




Form and Line Reference

Explanation

Schedule H, Part IT Community
Building Activities

SOCIAL DETERMINATES ARE THE CONDITIONS OF COMMUNITIES WITHIN WHICH PEOPLE
LIVE THAT AFFECT THEIR HEALTH AND WELL-BEING AND INCLUDE, HOUSING, CRIME,
POVERTY,EDUCATION, DISCRIMINATION, AND OTHERS ADDRESSING THE SOCIAL
DETERMINATES OF HEALTH THROUGH COMMUNITY BUILDING IS AN IMPORTANT
COMPONENT IN IMPROVING THE CONTRIBUTING FACTORS THAT DETERMINE THE HEALTH
OF THE COMMUNITY ST HICKMAN SUPPORTS A VARIETY OF EFFORTS AND CONTINUES TO
WORKIN COLLABORATION WITH OTHER COMMUNITY AGENCIES TO ADDRESS THE HEALTH
AND WELL-BEING OF THE COMMUNITY, ESPECIALLY THE POOR AND VULNERABLE,
INCLUDING REPRESENTATION ON COMMUNITY/NON-PROFIT BOARDS AND COMMITTEES
WHICH WORK TO IMPROVE THE HEALTH AND ADDRESS ITS SOCIAL DETERMINATES




Form and Line Reference

Explanation

Schedule H, Part I1I, Line 2 Bad debt
expense - methodology used to
estimate amount

AFTER SATISFACTION OF AMOUNTS DUE FROM INSURANCE AND REASONABLE EFFORTS TO
COLLECT FROM THE PATIENT HAVE BEEN EXHAUSTED, THE CORPORATION FOLLOWS
ESTABLISHED GUIDELINES FOR PLACING CERTAIN PAST-DUE PATIENT BALANCES WITHIN
COLLECTION AGENCIES, SUBJECT TO THE TERMS OF CERTAIN RESTRICTIONS ON
COLLECTION EFFORTS AS DETERMINED BY ASCENSION HEALTH ACCOUNTS RECEIVABLE
ARE WRITTEN OFF AFTER COLLECTION EFFORTS HAVE BEEN FOLLOWED IN ACCORDANCE
WITH THE CORPORATION'S POLICIES




Form and Line Reference

Explanation

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

IThe provision for doubtful accounts 1s based upon management's assessment of expected net
collections considering economic conditions, historical experience, trends i1n healthcare coverage,
and other collection indicators Periodically throughout the year, management assesses the
adequacy of the allowance for doubtful accounts based upon historical write-off experience by payor
category, including those amounts not covered by insurance The results of this review are then used
to make any modifications to the provision for doubtful accounts to establish an appropriate
allowance for doubtful accounts After satisfaction of amounts due from insurance and reasonable
efforts to collect from the patient have been exhausted, the System follows established guidelines for
placing certain past-due patient balances with collection agencies, subject to the terms of certain
restrictions on collection efforts as determined by the System Accounts recelvable are written off
after collection efforts have been followed In accordance with the System's policies




Form and Line Reference Explanation

Schedule H, Part T11, Line 8 Ascension Health and related health ministrnies follow the Catholic Health Association (CHA)
guidelines for determining community benefit CHA community benefit reporting guidelines suggest

Community benefit & methodology for
that Medicare shortfall 1s not treated as community benefit

determining medicare costs




Form and Line Reference

Explanation

Schedule H, Part III, Line 9b
Collection practices for patients
eligible for financial assistance

Saint Thomas Hickman Hospital "Hickman") has a written debt collection policy that also includes a
provision on the collection practices to be followed for patients who are known to qualify for charity
care or financial assistance If a patient qualifies for charity or financial assistance certain collection
practices do not apply Hickman is a icensed hospital in the state of Tennessee which serves as a
general medical and surgical hospital Itis also a Critical Access Hospital for the purposes of
Medicare and TennCare reimbursement which operates a 24-hour emergency room




Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line
16a FAP website

- Saint Thomas Hickman Hospital
visitors/financilal-assistance,

Line 16a URL http //www sthealth com/patients-and-




Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line
16b FAP Application website

- Saint Thomas Hickman Hospital
visitors/financilal-assistance,

Line 16b URL http //www sthealth com/patients-and-




Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line
16c FAP plain language summary
website

- Saint Thomas Hickman Hospital
visitors/financilal-assistance,

Line 16c URL http //www sthealth com/patients-and-




Form and Line Reference

Explanation

Schedule H, Part VI, Line 2 Needs
assessment

Community Health Needs Assessment (CHNA) 1s conducted every three years, with the most recent
conducted in fiscal year 2016 The CHNA was conducted jointly as noted above The objectives of
the CHNA and subsequent hospital specific implementation strategies were 1 Provide an unbiased
comprehensive assessment of Hickman County's health needs and assets, 2 Use the CHNA to
prioritize the Saint Thomas Health Community Benefit Program strategy and 3 Fulfill Internal
Revenue Service regulations related to 501(c}(3) non-profit hospital status for federal iIncome taxes
Along with the components cited in Part V, the 2016 CHNA also includes an evaluation of the actions
taken to address the priority health needs 1dentified in the 2013 CHNA For complete description of
CHNA methodology, identification of priority needs, and findings, please review the Hospital's CHNA
online at http //www sthealth com/about-us/mission-integration/community-health/community-
health-needs-assessment In addition to the reported CHNA, the organization, Saint Thomas Health
(STH), assesses the health needs of the communities i1t serves through representation on local health
councils and non-profits addressing the needs of the underserved




Form and Line Reference

Explanation

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

Education of eligibility for assistance at Saint Thomas Hickman Hospital ("Hickman") begins at
registration with signage displayed at all registration points notifying patients that we have a
Financial Assistance Program, as well as contact information for the patient to use should they need
assistance Brochures containing this information are also available for patients at all registration
points Hickman registration assoclates discuss the estimated balance that will be due with both
insured and self-pay patients Should the associate identify that the patient may need assistance
with that balance, he/she will provide the patient with a Financial Assistance Application and help
them complete it, If needed All self-pay and underinsured patients are screened by Hickman for
alternative coverage including Medicaid, SSI/SSD, Cobra, student coverage, and crime victims'
compensation If no alternative is identified, an associate will work with the patient to complete a
Financial Assistance Application Also, contact information 1s isted on Hickman billing statements
for the patient to use in the event they need assistance with their balances, and collections
assoclates have been trained to offer patients a Financial Assistance Application iIf needed by the
patient Hickman works with third party collection vendors who are required to follow the hospital's

Financial Assistance Policy




Form and Line Reference

Explanation

Schedule H, Part VI, Line 4
Community information

Located in Centerville, Tennessee, Saint Thomas Hickman Hospital primarily serves Hickman County
and secondarily portions of the surrounding counties ST Hickman Hospital 1s a 25-bed Critical
Access Hospital and a 40-bed Intermediate Care Nursing Facility, with one provider-based Rural
Health Clinic In calendaryear 2015, 70% of inpatient stays and over 90% of emergency
department cases originated within the county Hickman County 1s one of 95 counties within the state
of Tennessee and I1s located in the Middle Tennessee region Tennessee Is located in the
Southeastern region of the United States Hickman County 1s a rural county which encompasses 613
square miles, having a population density of 40 3 persons per square mile United States Census
Quick Facts for 2015 Indicates an estimated population of 24,363 2015 Community Demographic
highlights include 47 6% Female, 92 4% White, 5 6% Persons under 5 years, 15 9% Persons 65
years and over, 76 2% High school graduate or higher (% persons age 25+,2011-2015), 37 1
minutes mean travel time to work (2011-2015), $17,957 per capita income in the past 12 months
(2011-2015), $36,334 median household income (2011-2015), and 20 4% persons In poverty

A merican Fact Finder, American Community Survey (2011-2015 5-Year Estimate) notes 17 6% of
the total civilian noninstitutionalized population and 7 7% of children (ages 0-17), 25 7% ages 18-
64,0 5% 65 years and older, and 30 2% ages 19-25 in Hickman County were uninsured There Is
one hospital iIn Hickman County Much of Hickman County 1s considered an underserved healthcare
area for primary care, dental and mental health For complete description of the community
demographics and selection for CHNA purposes please review the Hospital's CHNA online at

http //www sthealth com/about-us/mission-integration/community-health/community-health-needs-
assessment




Form and Line Reference

Explanation

Schedule H, Part VI, Line 5
Promotion of community health

The Saint Thomas Health's governing body 1s comprised of persons representing diverse aspe cts
and interests of the community Many members of the Saint Thomas Health governing body reside
in the organization's primary service area, who are neither employees nor independ ent
contractors of the organization, nor family members thereof Medical Staff The organi zation
extends medical staff privileges to all qualified physicians in its community for s ome or all of its
departments or specialties Patient care ST Hickman i1s designated as a Crnitical Access Hospital
by the State of Tennessee, also providing a 24-hour emergency roo m to the community The
hospital participates in Medicaid, Medicare, TennCare, CHAMPUS, Tr icare, and other
government-sponsored health care programs ST Hickman provides financial assistance, both full
and partial adjustments, to those who cannot afford to pay (both ins ured and uninsured) Saint
Thomas Health Foundation Patients and families of ST DeKalb, S T Hickman, ST Highlands, ST
Midtown, ST River Park, ST Stones River and ST West have acces s to the Irene and Melvin Lewis,
Transplant, Mandy Moore, and Francis Gluck Funds which as sist patients who are financially
unable to provide for needed medical-related expenditure s There 1s also a fund available to all
employees of Saint Thomas Health who are experien cing hardship This fund, the Sister Juliana
Beurlein Employee Financial Assistance Fund, offered system-wide over $76,613 I1n assistance in
FY2016 Health Professions Education ST Hickman serves as a clinical site for allied health
students Infiscal year 2016, 5 stud ents spent more than 160 hours of instructional time 1n the
hospital (Community Health Ne ed Health Education and Access to Care) Health education -
Diabetes Monthly health educa tion sessions were held throughout fiscal year 2016, with a focus
on diabetes Meetings we re held at ST-Hickman Hospital and were available to the public
Additionally, nutrition ¢ onsults were available free of charge with ST-Hickman's Director of Food &
Nutrition Servi ces (Community Health Need Health Education) Preventive Food Pantry ST
Hickman, in part nership with Second Harvest Food Bank and the Centerville Church of Christ
Outreach Center , distributes medically-sensitive food boxes to patients impacted by food
insecurity, with the health improvement goals of alleviating hunger, improving
individual/community knowle dge regarding proper nutrition and reducing acute episodes of chronic
disease InFY16, 36 8 boxes were distributed to 129 individuals and 416 total household
members (Community He alth Need Access to Healthy Food and Health Education) Alzheimer's
caregiver support grou p ST Hickman offers a monthly support group for those 1n the role of caring
(or supportin g those who are carnng) for someone with Alzheimer's disease or other chronic
medical cond ition These may be family members, friends, neighbors, clergy, or professional
caregivers Monthly sessions provide both relevant health education and support to attendees
Progra m goals include maintain wellness and increase self-care, decrease stress, Increase
knowl edge of resources In fiscal year 2016, twelve sessions were held, with an average of thre e
attendees each session and eleven new attendees participating throughout the year (Comm unity
Health Need Mental Health and Health Education) Behavioral Health Awareness STH pr ovided
leadership to the Hickman Suicide Prevention Taskforce 1n fiscal year 2016, as 1t s ought to
reduce suicides and increase awareness that depression 1s the #1 nisk factor for suicide Seven
awareness events were held in fiscal year 2016, the goal of awareness event s Is to reduce the
stigma of mental illness/emotional 1Issues In addition to reducing suici de The number of mental
health professionals working in Hickman County increased from two to three, with the addition of a
Psychiatric Nurse Practitioner at ST-Hickman's medical c linic (Community Health Need Access
to Healthy Food and Mental Health) CPR/First Ai1d Cla sses ST Hickman provides training to
Hickman County School faculty and staff, with the he alth goal to increase access to urgent and
emergent care In FY16, four classes were condu cted and a total of 59 were trained and certified
(Community Health Need Health Educatio n and Access to Care) Medical Missions at Home A
medical mission event was held in Hickma n County within a low iIncome community on May 21,
2016 Volunteers from all of STH entitie s participated, and community volunteer providers offered
health screenings, referrals, co nsultations, dental care, eye exams, glasses, health education,
and a health ministry pres ence to persons who otherwise have limited access to health care This
one event, which in cluded numerous volunteers and community partners, served 160 community
members in a total of 540 encounters (Community Health Need Access to Care) Youth Sports
Physicals ST Hic kman provides free youth sports physicals for loca




Form and Line Reference

Explanation

Schedule H, Part VI, Line 5
Promotion of community health

I high school and middle school students with the goal to of increasing the number of area youths
who participate 1n organized sports and increase overall participation in physical activity During
FY16, a total of 258 students received necessary sports physicals (Comm unity Health Need
Physical Activity and Access to Care) Community Benefit Cash and In-Kin d Contributions ST
Hickman supports a variety of efforts and continues to work in collabo ration with other community
agencles to address the health and well-being of our community , especially the poor and
vulnerable, including The hospital has provided access to its ¢ onference rooms at no charge to
some community organizations whose programs align with its mission ST Hickman participates in
local health fairs and community events providing hea Ith education Hickman County Economic
and Community Development Association ST Hickman p rovides funds to support development of
a workforce development strategic plan, with ident iIfying opportunities for the currently
unemployed and underemployed as the primary target population (Community Health Need
Poverty) Hickman County Schools ST Hickman provides s upport to Hickman County Schools’
Office of Coordinated School Health to install AEDs in t he county's middle and high schools, so
that a victim of sudden cardiac arrest will be eff ectively treated (Community Health Need

Access to Care) Hope Smiles ST Hickman provides funds to support its participation in the health
system's Medical Missions at Home events (Community Health Need Oral Health and Access to
Care) Lutheran Services i1n Tennessee ST Hickman, ST Midtown, ST Rutherford and ST West
provide funds to support the Healthy Gar dens initiative, an individualized raised-bed garden
program that teaches families in pove rty to grow their own vegetables, increasing the amount of
nutritious food available and c onsumed (Community Health Need Wellness/Obesity/Food) O ne
Generation Away ST Hickman, S T Midtown, ST Rutherford and ST West provide funds to support
Its mission of Increasing ac cess to healthy foods to those experiencing food insecurity
(Community Health Need Welln ess/Obesity/Food) Women are Safe ST Hickman provides funds
to support its Rural Domestic Violence Shelter program, improving the physical and emotional
safety of victims of domest ic violence in rural Tennessee, In particular in the area served by ST
Hickman (Community Health Need Mental Health)




Form and Line Reference

Explanation

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

Saint Thomas Hickman Hospital, established in 1964, 1s a 25-bed hospital in Centerville,
Tennessee Its services include emergency care, iInpatient care, primary care clinic, and a local
home health program ST Hickman is the first hospital in Tennessee to qualify as a Critical Access
Hospital The Hospital is part of Saint Thomas Health Saint Thomas Health (STH) 1s Middle
Tennessee's faith-based, not-for-profit health care system united as one healing community Saint
Thomas Health 1s focused on transforming the healthcare experience and helping people live
healthier lives, with special attention to the poor and vulnerable The regional health system included,
in FY16, nine (9) hospitals Saint Thomas Hospital for Specialty Surgery, Saint Thomas Midtown
Hospital and Saint Thomas West Hospital in Nashville, Saint Thomas Rutherford Hospital in
Murfreesboro, Saint Thomas Hickman Hospital in Centerville, Saint Thomas Stones River Hospital in
Woodbury, Saint Thomas DeKalb Hospital in Smithville, Saint Thomas Highlands Hospital in Sparta,
and Saint Thomas River Park Hospital in McMinnville A comprehensive network of affiliated joint
ventures, medical practices, clinics and rehabilitation facilities complements the hospital services
Saint Thomas Health i1s a member of Ascension, a Catholic organization that is the largest not-for-
profit health system in the United States Saint Thomas Health i1s committed to providing care to the
communities 1t serves with attention to the poor and vulnerable STH's mission provides a strong
foundation and guidance for its work as a caring ministry of healing, including 1ts commitment to
community service and to provide access to quality healthcare for all The STH Mission, Vision and
V alues are the key factors influencing their approach and commitment to addressing community
health needs through their community benefit activity




Form and Line Reference

Explanation

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

Software ID:
Software Version:
EIN:

Name:

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

15000238

2015v3.0

58-1737573

Saint Thomas Hickman Hospital

. . I — o110 — O m m
Section A. Hospital Facilities sl |z |s|§ @ |
gz |=|al|l5|® 5 &
- = - [ —~
(Iist In order of size from largest to Plels |3 |2|8|51F
o - 1] 2] > | 3 <
smallest—see instructions) -~ |2 |® s 2| g
How many hospital facilities did the s 1&12 1% x| 8|
organization operate during the tax year? 2 o 5 I ® =
1 Tl x| |2 ||
= | e | 2 o
>»
2 o4
Name, address, primary website address, = o
and state license number 3 Facility reporting
- Other (Describe) group
1
Saint Thomas Hickman Hospital
135 East Swan St
Centerville, TN 370331417 X X X X
www sths com
0000000056
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Schedule I . . . OMB No 1545-0047
(,Sofmug‘;o) Grants and Other Assistance to Organizations,

Governments and Individuals in the United States 20 1 5

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

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

Name of the organization Employer identification number

Saint Thomas Hickman Hospital
58-1737573

m General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees‘ eligibility for the grants or assistance, and
the selection criteria used to award the grants or assistance? . . . P [ Yes [~ No
2 Describe in Part IV the organization's procedures for monitoring the use ofgrant funds n the Unlted States

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

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- (f) Method of (g) Description of (h) Purpose of grant
organization If applicable grant cash valuation non-cash assistance | orassistance
or government assistance (book, FMV,
appraisal,
other)

See Additional Data Table

2 Enter total number of section 501(c)(3) and government organizations listedinthehine i table. . . . . . . . . . . . . . . . . P 4

3 Enter total number of other organizations listed inthe ineltable. . . . . . . . . . . .+ .+« .+ + « « o i a0 e P 0

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50055P Schedule I (Form 990) 2015
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Page 2

Grants and Other Assistance to Domestic Individuals. Complete If the organization answered "Yes" on Form 990, Part IV, line 22

Part III can be duplicated iIf additional space 1s needed

(a)Type of grant or assistance

(b)Number of
recipients

(c)A mount of
cash grant

(d)Amount of
non-cash assistance

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

(f)Description of non-cash assistance

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

Return Reference Explanation

Schedule I (Form 990) 2015



Additional Data

Software ID:
Software Version:
EIN:

Name:

15000238
2015v3.0
58-1737573

Saint Thomas Hickman Hospital

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

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- [(f) Method of valuation (g) Description of (h) Purpose of grant
organization If applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)
Hope Smiles 26-0829468 501C3 7,500 O ffset expenses for
115 Penn Warren Drive planning, operating and
Suite 300-301 following up with
Brentwood, TN 37027 patients needing dental
care
Hickman County Schools 62-6000673 Govt' Entity 7,850 Provide defibrillators to
115 Murphree Ave local schools
Centerville, TN 37033
Women Are Safe 58-1797065 501C3 20,000 Support domestic
131 West End Ave violence shelter
Centerville, TN 37033




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

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- [(f) Method of valuation (g) Description of (h) Purpose of grant
organization If applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)
Hickman County Economic 62-1447514 501C3

Development
130 Progress Center Plaza
Centerville, TN 37033

15,000

To support economic
growth and strategic
planning in Hickman

County
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Schedule ]
(Form 990)

Department of the
Treasury

Internal Revenue Service

Compensation Information OMB No 1545-0047

For certain Officers, Directors, Trustees, Key Employees, and Highest

Compensated Employees
» Complete if the organization answered "Yes" on Form 990, Part 1V, line 23.

» Attach to Form 990.

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

Name of the organization Employer identification number
Saint Thomas Hickman Hospital
58-1737573
m Questions Regarding Compensation
Yes | No
1a Check the appropiate box(es) If the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a Complete Part III to provide any relevant information regarding these items
[T First-class or charter travel [T Housing allowance or residence for personal use
[T Travel for companions [ Payments for business use of personal residence | | |
[T Tax idemnification and gross-up payments [T Health or social club dues or initiation fees | | |
[T Discretionary spending account [T Personal services (e g, maid, chauffeur, chef) | | |
b Ifany ofthe boxes in line 1a are checked, did the organization follow a written policy regarding payment or
reimbursement or provision of all of the expenses described above? If "No," complete Part III to explain 1ib
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, officers, including the CEO /Executive Director, regarding the items checked in line 13? 2
3 Indicate which, If any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director Check all that apply Do not check any boxes for methods
used by a related organization to establish compensation of the CEO/Executive Director, but explain in Part II1
[T Compensation committee [T wntten employment contract
[T 1Independent compensation consultant [T cCompensation survey or study | | |
[T Form 990 of other organizations [T Approval by the board or compensation committee | | |
4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a with respect to the filing organization
or a related organization
a Recelve a severance payment or change-of-control payment? 4a No
Participate I1n, or receive payment from, a supplemental nonqualified retirement plan? 4b No
¢ Participate Iin, or receive payment from, an equity-based compensation arrangement? 4c No
If"Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part III
Only 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of
a The organization? 5a No
Any related organization? 5b No
If"Yes," online 5a or 5b, describe In Part ITI
6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of
The organization? 6a No
Any related organization? 6b No
If"Yes," online 6a or 6b, describe in Part IT1
7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described inlines 5 and 6? If "Yes," describe in Part II1 7 No
8 Were any amounts reported on Form 990, Part VII, paid or accured pursuant to a contract that was
subject to the initial contract exception described in Regulations section 53 4958-4(a)(3)? If "Yes," describe
in Part ITL 8 No
9 If"Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in Regulations
section 53 4958-6(c)? 9

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



Schedule J (Form 990) 2015

Page 2

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

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row {1} and from related organizations, described I1n the
instructions, on row (11) Do not list any individuals that are not listed on Form 990, Part VII
Note. The sum of columns (B)(1)-(1n) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E}) amounts for that individual

(A) Name and Title

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

Base
(1) compensation

(1i)
Bonus & incentive
compensation

(1in)
Other reportable
compensation

(C) Retirement and
other deferred
compensation

(D) Nontaxable
benefits

(E) Total of columns

(B)(1)-(D)

(F) Compensation in

column(B}) reported

as deferred on prior
Form 990

See Additional Data Table

Schedule J (Form 990) 2015



Schedule J (Form 990) 2015
m Supplemental Information

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

Page 3

Explanation

Schedule J, Part I, Line 3
Arrangement used to establish the
top management official’'s
compensation

Ascension Health, a related organization of Saint Thomas Hickman Hospital, uses the following to establish the compensation of the organization's CEO -
Compensation Committee - Independent Compensation Consultant - Compensation Survey or study - Approval by the Board or Compensation committee

Schedule J (Form 990) 2015



Additional Data

Software ID:
Software Version:

EIN:
Name:

15000238
2015v3.0
58-1737573
Saint Thomas Hickman Hospital

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

(A) Name and Title

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation in

0 (ii) (iii) other deferred benefits (B)(1)-(D) column (B}
Base Bonus & Other compensation reported as deferred
Compensation incentive reportable on prior Form 990
compensation compensation
1MICHAEL SCHATZLEIN MD | 0
PRESIDENT/CEO (END o 0 0 0 0 0 0
3/12/15) | | TTTTTTTIIITT T mmmmmmmmmmmmo| mmmmmmmmmmmmm| mmmmmmmmmmmmm [ mmmmmmmmmmmm | mmmmmmmmmmms] mmmmmmmmmmm e
() 960,751 1,660,416 284,896 7,950 - - 0
31,194 2,945,206
1CRAIG POLKOW | 0
CHAIRMAN (END 8/1/15) o 0 0 0 0 0 0
(m) 278,345 0 18,828 7,073 - - 0
15,294 319,540
2KAREN SPRINGER | 0
SECRETARY/TREASURER o 0 0 0 0 0 0
(END 3/12/13) |, 77T TN v e m e s m | mmmmmmmmmmmmm ] mmmmmmmmmmmmm| mmmmmmmmmmeo]| mmmmmmmmmsms| mmmmmmmemmme
PRESIDENT/CHAIRMAN/CEO (m 599,231 220,306 180,536 7,950 - - 0
STHE (BEGIN 3/13/15) 6,426 1,014,449
3LISA DAVIS | 0
SECRETARY & CFO STHE o 0 0 0 0 0 0
(BEGIN 3/13/16) (INTERIM |, | ~ " 77777777777 mmmmmmmmmmmmo| mmmmmmmmmmmmm | mmmmmmmmmmmm s [ mmmmmmmmmmmm | mmmmmmmmmmmm ] mmmmmmmm - mm e
8/2/15 - 3/12/16) () 336,027 86,909 26,390 7,950 - - 0
10,294 467,570
4ALAN STRAUSS | 0
FORMER OFFICER (END o 0 0 0 0 0 0
42012y || TTTTTTTIIIT T mmmmmmmmmmmmm mmmmmmmmmmmmm | mmmmmmmmmmmms ] mmmmmmmmmmme mmmmmmmmmmmn| mmmmmmmmmm
(i 572,725 826,689 167,956 14,575 - - 0
34,196 1,616,141
5JACK KELLER | 0
PRES/CEQ HICKMAN o 0 0 0 0 0 0
(m 163,505 61,537 4,831 26,886 - - 0
10,534 267,293
6BAILEY PRATT | 96,858
CHIEF FINANCIAL OFFICER o 96858 43,970 142 7,045 979 148,994 0
END 11/23/2015) |, | 77T T TTTTIIT I | mmmmmmmmmmmm ] mmmmmmmmmmmmo] mmmmmmmmmmmmo| mmmmmmmsmsmms| mmmsmmmmmmmm| memmmmmmmm
(END 11/23/2013) () 13,896 0 0 692 - - 0
109 14,697
7MONAM AWAN MD 1 380,790
OLVSICIAN o 380,78C 0 266 7,950 19,496 408,502 0
(m 0 0 0 0 - - 0
0 0
8MAREK DURAKIEWICZ MD | 412,836
DLYSIC AN Wy 412.83€ 0 762 7,950 4,064 425,612 0
(n 0 0 0 0 - - 0
0 0
9MUHAMMAD MIRZA MD 1 363,018
DLYSICIAN o 363,018 0 172 7,950 26,301 397,441 0
(m 0 0 0 0 - - 0
0 0
10DAWN GLENN 1 125,217
NURSE PRACTITIONER W 125217 3,372 6,602 2,672 19,258 157,121 0
(n 0 0 0 0 - - 0
0 0
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ OMB Mo 154570047
(Form 990 or o ) N ) 2 1 5
990- EZ) Complete to provide information for responses to specific questions on

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

» Attach to Form 990 or 990-EZ. Open to Public
Department of the » Information about Schedule O (Form 990 or 990-EZ) and its instructions is at Inspection
Treasury www.irs.gov/form990.

Internal Revenue
Service

Name of the organization Employer identification number
Saint Thomas Hickman Hospital

58-1737573

Return Reference Explanation

Form 990, Part IV, Line 20b | The activity of Saint Thomas Hickman Hospttal ("STHH") 1s reported in the consolidated financial statements of
Explanation of Financial Ascension Health Allance No individual audit of STHH Is completed Therefore, the attached audited financial
Statements statements are of Ascension Health Allance and Affiliates, w hich include the activity of STHH




Return
Reference

Explanation

Form 990, Part
VI, Line 15
process for
determining
compensation

IN DETERMINING THE COMPENSATION OF THE ORGANIZATION'S CEO, THE PROCESS PERFORMED BY ASCENSION
HEALTH, A RELATED ORGANIZATION OF SAINT THOMAS HICKMAN HOSPITAL, INCLUDED A REVIEW AND APPROVAL BY
INDEPENDENT PERSONS, COMPARABILITY DATA AND CONTEMPORANEOUS SUBSTANTIATION OF THE DELIBERATION
AND DECISION THE COMPENSATION COMMITTEE REVIEWED AND APPROVED THE COMPENSATION IN THE REVIEW OF
THE COMPENSATION, THE CEO WAS COMPARED TO INDVIDUALS AT OTHER HOSPITALS IN THE AREA THAT HOLD THE
SAMETITLE DURING THE REVIEW AND APPROVAL OF THE COMPENSATION, DOCUMENTATION OF THE DECISION WAS
RECORDED IN THE COMMITTEE MINUTES THE INDIVIDUAL WAS NOT PRESENT WHEN COMPENSATION WAS DECIDED IN
DETERMINING THE COMPENSATION OF OTHER OFFICERS OF THE ORGANIZATION, THE PROCESS, PERFORMED BY SAINT
THOMAS HEALTH, INCLUDED A REVIEW AND APPROVAL BY INDEPENDENT PERSONS, COMPARABILITY DATA, AND
CONTEMPORANEOUS SUBSTANTIATION OF THE DELIBERATION AND DECISION THE AUDIT COMMITTEE REVIEWED AND
APPROVED THE COMPENSATION IN THE REVIEW OF THE COMPENSATION, THE OTHER OFFICERS OR KEY EMPLOY EES OF
THE ORGANIZATION WERE INDIVIDUALS AT OTHER HEALTH SY STEMS IN THE AREA THAT HOLD THE SAME TITLE
DURING THE REVIEW AND APPROVAL OF THE COMPENSATION, DOCUMENTATION OF THE DECISION WAS RECORDED IN
THE BOARD MINUTES INDIVIDUALS WERE NOT PRESENT WHEN COMPENSATION WAS DECIDED




Return Reference Explanation

Form 990, Part V|, Line 6 Classes of members or Saint Thomas Hickman Hospital has a single corporate member, Baptist Health Care
stockholders Affilates, Inc




Return Reference Explanation

Form 990, Part VI, Line 7a Members or Saint Thomas Hickman Hospital has a single corporate member, Baptist Health Care Affiliates,
stockholders electing members of governing Inc , who has the ability to elect members to the governing body of Saint Thomas Hickman
body Hospital




Return Reference

Explanation

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

All decisions that have a material mpact to Saint Thomas Hickman Hospital's financial information or corporation as a
w hole are subject to approval by its sole corporate member, Baptist Health Care Affiliates, Inc (a member of Saint
Thomas Health) Ascension Health, the sole corporate member of Saint Thomas Health, has designed a system
authority matrix w hich assigns authority for key decisions that are necessary in the operation of the System Specific
areas that are identified in the authority matrix are new organizations & major transactions, governing documents,
appointments/removals, evaluation, debt limits, strategic & financial plans, assets, and system policies & procedures
These areas are subject to certain levels of approval by Ascension per the system authority matrix




Return Reference Explanation

Form 990, Part VI, Line 11b Review | MANAGEMENT WORKS DILIGENTLY TO COMPLETE THE FORM 990 IN A THOROUGH MANNER DUE TO
of form 990 by governing body TIMING, LEADERSHIP REVIEWED THE RETURN IN LIEU OF THE RETURN BEING PROVIDED TO THE FULL
BOARD




Return
Reference

Explanation

Form 990, Part
VI, Line 12¢
Conflict of
interest policy

The organization regularly and consistently monitors and enforces compliance w ith the conflict of interest policy in that any
director, principal officer, or member of a committee w ith governing board delegated pow ers, w ho has a direct or indirect
financial interest, must disclose the existence of the financial interest and be given the opportunity to disclose all material
facts to the directors and members of the committees w ith governing board delegated pow ers considering the proposed
transaction or arrangement The remaining individuals on the governing board or committee w ill decide iIf conflicts of interest
exist Each director, principal officer and member of a committee w ith governing board delegated pow ers annually signs a
statement w hich affirms such person has received a copy of the conflict of interest policy, has read and understands the
policy, has agreed to comply with the policy, and understands that the organization 1s charitable and in order to maintain its
federal tax exemption it must engage primarily in activities w hich accomplish its tax-exempt purpose




Return Reference Explanation

Form 990, Part VI, Line 19 Required documents avallable to the | The organization w ill provide any documents open to public inspection upon
public request




Return Reference

Explanation

Form 990, Part VII,
Line 11d Other
Miscellaneous
Revenue

Pharmacy - Total Revenue 9090, Related or Exempt Function Revenue 9090, Unrelated Business Revenue ,
Revenue Excluded from Tax Under Sections 512, 513, or 514 , Medical Records - Total Revenue 3043, Related or
Exempt Function Revenue 3043, Unrelated Business Revenue , Revenue Excluded from Tax Under Sections 512,
513, or 514 |, Cther - Total Revenue -21, Related or Exempt Function Revenue -21, Unrelated Business Revenue
Revenue Excluded from Tax Under Sections 512, 513, or 514




Return
Reference

Explanation

Form 990, Part
[X, Line 11g
Other Fees

Dietary - Total Expense 561251, Program Service Expense 420939, Management and General Expenses 140312,
Fundraising Expenses , Environmental - Total Expense 243711, Program Service Expense 182783, Management and General
Expenses 60928, Fundraising Expenses , Medical Services - Total Expense 132951, Program Service Expense 99713,
Management and General Expenses 33238, Fundraising Expenses , Repairs/Maintenance - Total Expense 312446, Program
Service Expense 234335, Management and General Expenses 78111, Fundraising Expenses , Other - Total Expense 48869,
Program Service Expense 36652, Management and General Expenses 12217, Fundraising Expenses , Professional Fees -
Total Expense 737115, Program Service Expense 552836, Management and General Expenses 184279, Fundraising
Expenses ,




Return Reference Explanation

Form 990, Part XI, Line 9 Other changes In net assets or fund balances pension adjustment - -64922,
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DLN: 93493135127487|

SCHEDULE R
(Form 990)

Department of the Treasury
Internal Revenue Service

» Attach to Form 990.

Related Organizations and Unrelated Partnerships

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

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

OMB No 1545-0047

Name of the organization
Saint Thomas Hickman Hospital

58-1737573

Open to Public
Inspection

Employer identification number

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

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

(b)
Primary activity

(c)
Legal domicile (state
or fareign country)

(d)

Total iIncome

End-of-year assets

(e)

(f)
Direct controlling
entity

m Identification of Related Tax-Exempt Organizations Complete If th

or more related tax-exempt organizations during the tax year.

e organization answered "Yes" on Form 990, Part IV, line 34 because 1t had one

(a) (b) (c) (d) (e) f (g)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public chanty status Direct controlling Section 512(b)
or fareign country) (1f section 501(c){3)) entity (13) controlled
entity?
Yes No
See Additional Data Table

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

Cat No 50135Y

Schedule R (Form 990) 2015



Schedule R (Form 990) 2015

Pa

ge 2

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

(a) (b) (c) (d) (e) (] (9) (h) 1) (6)] (k)
Name, address, and EIN of Primary activity Legal Direct Predominant Share of Share of |Disproprtionate| Code V-UBI |General or| Percentage
related organization domicile| controlling income(related, [total iIncome| end-of- allocations? amount In | managing ownership
(state or entity unrelated, year box 20 of partner?
foreign excluded from assets Schedule K-1
country) tax under (Form 1065)
sections 512-
514)
Yes No Yes | No
(1) OWNS AND TN NA N/A 0 %
BAPTIST WOMENS HEALTH CENTER LLC OPERATES
SPECIALTY
1900 CHURCH STREET SUITE 300 HOSPITAL
NASHVILLE, TN 37203
62-1772195
(2) STHS SLEEP CENTER LLC OPERATES A SLEEP| TN NA N/A 0 %
CENTER
102 WOODMONT BOULEVARD SUITE 800
NASHVILLE, TN 37205
20-3664894
(3) MIDDLE TENNESSEE IMAGING LLC DIAGNOSTIC TN NA N/A 0 %
IMAGING CENTER
400 N HIGHLAND AVENUE
MURFREESBORO, TN 37219
01-0570490
(4) RADS OF AMERICA LLC AMBULATORY TN NA N/A 0 %
SURGERY CENTER
PO BOX 249
GOODLETTSVILLE, TN 370700249
20-0597581
(5) DIAGNOSTIC TN NA N/A 0 %
MURFREESBORO DIAGNOSTIC IMAGING IMAGING CENTER
LLC
400 N HIGHLAND AVENUE
MURFREESBORO, TN 37219
20-0291952
(6) MTMC HOSPITALIST SERVICES LLC PHYSICIAN TN NA N/A 0 %
SERVICES
1700 MEDICAL CENTER PARKWAY
MURFREESBORO, TN 37219
62-1792824

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

(a) (b) (c) (d) (e) (f) (g) (h) 1)
Name, address, and EIN of Primary activity Legal Direct controling | Type of entity Share of total |Share of end-of- Percentage Section 512
related organization domicile entity (C corp, S corp, Income year ownership (b)(13)
(state or foreign or trust) assets controlled
country) entity?
Yes No
(1)SOVA INC HEALTH SERVICES TN NA C Corporation No
102 WOODMONT BOULEVARD
SUITE 700
NASHVILLE, TN 37205
26-1319638
BAPTIST HEALTH CARE HOLDING COMPANY TN NA C Corporation No
(2)VENTURES INC
2000 CHURCH STREET
NASHVILLE, TN 37236
62-0469214
MISSIONPOINT HEALTH ACCOUTABLE CARE TN NA C Corporation No
(3)PARTNERS ORGANIZATION
102 WOODMONT BOULEVARD
SUITE 700
NASHVILLE, TN 37205
45-2958482
(4) PHARMACY TN NA C Corporation Yes

MID-STATE PROPERTIES INC

2000 CHURCH STREET
NASHVILLE, TN 37236
62-1232018

Schedule R (Form 990) 2015



Schedule R (Form 990) 2015 Page 3

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

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

a Receipt of (i) Iinterest, (ii)annuities, (iii)royalties, or(iv)rent from a controlledentity . . . . . . . . .« . . .+« . .44 1a No
b Gift, grant, or capital contribution to related organization(s) . . . . . . . . oo 0w w e e e e e e e e e e ib No
c Gift, grant, or capital contribution from related organization(s) . . . . .+ . . . o« www e e e e e e e e e e 1c | Yes
d Loans or loan guarantees to or for related organization(s) . . . . . .« 0w w4 e e e e e e e e e e e id No
e Loans or loan guarantees by related organization(s) . . . . . . . . oo ww e e e e e e e e e e le No
f Dividends from related organization(s) . . .« & . 4 e e e e e e e e e e e e e 1f No
g Saleofassets torelated organization(s) . . . . . . . . 0w o e e e e e e e e e e 1g No
h Purchase of assets from related organization{(s} . . . . . .« . o+« 44w e e e e e e e e 1h No
i Exchange of assets with related organization(s) . . . . . .+« o0 a e e e e e e e e e 1i No
j Lease offacilities, equipment, or other assets to related organization{s) . . . . . . . .+« .+ & & o 4w aww e e e 1j No
k Lease of facilities, equipment, or other assets from related organization(s) . . . . . .+« .« « «  « .+« W a4 e e 1k No
I Performance of services or membership or fundraising solicitations for related organization(s) 1l No
m Performance of services or membership or fundraising solicitations by related organization{s} . . . . . . . .+ .+ .« « .« .« o« . . . im No
n Sharing of facilities, equipment, mailing lists, or other assets with related organization{(s) . . . . . . . .+ +« « « « « o« . ... in No
o Sharing of paid employees with related organization(s) . . . . . . . ..o o e e e e e e e e e 1o No

Reimbursement paid to related organization(s) for expenses . . . . . . .+« w4 e awwe e e e e e e e 1ip No
q Reimbursement paid by related organization(s) forexpenses . . . . . . . .+ w 4 e e e e e e e e e e e iq No
r Othertransfer of cash or property to related organization(s) . . . . .+ + . . o0 ww e e e e e e e e e ir | Yes
s Othertransfer of cash or property from related organization(s) . . . . .« « o .+« ww e e e e e e e e e e 1s | Yes

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

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

Schedule R (Form 990) 2015



Schedule R (Form 990) 2015 Page 4

Unrelated Organizations Taxable as a Partnership Complete If the organization answered "Yes" on Form 990, Part IV, line 37.

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities {(measured by total assets or gross
revenue) that was not a related organization See instructions regarding exclusion for certain investment partnerships

(a) (b) (c) (d) (e) Q)] (9) (h) ) ) (k)

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

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

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

foreign unrelated, organizations? of Schedule

country) |excluded from K-1

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

Schedule R (Form 990) 2015



Schedule R (Form 990) 2015 Page 5

m Supplemental Information

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

| Return Reference Explanation

Schedule R (Form 990) 2015



Additional Data

Software ID: 15000238
Software Version: 2015v3.0
EIN: 58-1737573
Name: Saint Thomas Hickman Hospital

Form 990, Schedule R, Part II - Identification of Related Tax-Exempt Organizations
(a) (b) (c) (d) (e) (f) (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section 512
(state section status entity (b)(13)
or foreign (if section 501 (c) controlled
country) (3)) entity?
Yes No
NATIONAL HEALTH MO 501(c)(3 Type I NA No
ASCENSION HEALTH ALLIANCE SYSTEM
PO BOX 45998
ST LOUIS, MO 631455998
45-3358926
NATIONAL HEALTH MO 501(c)(3 Type I ASCENSION HEALTH No
ASCENSION HEALTH SYSTEM ALLIANCE
PO BOX 45998
ST LOUIS, MO 63145
31-1662309
SYSTEM PARENT TN 501(c)(3 Type III-FI ASCENSION HEALTH No
SAINT THOMAS HEALTH
4220 HARDING ROAD
NASHVILLE, TN 37205
58-1716804
HOSPITAL TN 501(c)(3 3 SAINT THOMAS No
SAINT THOMAS WEST HOSPITAL HEALTH
4220 HARDING ROAD
NASHVILLE, TN 37205
62-0347580
HEALTH INVESTMENT TN 501(c)(3 9 SAINT THOMAS No
SAINT THOMAS NETWORK ENTITY HEALTH
4220 HARDING ROAD
NASHVILLE, TN 37205
62-1284994
OPERATES TN 501(c)(3 7 SAINT THOMAS No
SAINT THOMAS HEALTH FOUNDATIONS FOUNDATION NETWORK
PO BOX 380
NASHVILLE, TN 37202
58-1663055
INACTIVE TN 501(c)(3 SAINT THOMAS No
COVENANT CARE INC NETWORK
102 WOODMONT BLVD SUITE 800
NASHVILLE, TN 37205
62-1695737
HOSPITAL TN 501(c)(3 3 SAINT THOMAS No
SAINT THOMAS RUTHERFORD HOSPITAL HEALTH
1700 MEDICAL CENTER PARKWAY
MURFREESBORO, TN 37219
62-0475842
FOUNDATION TN 501(c)(3 SAINT THOMAS No
SAINT THOMAS RUTHERFORD FOUNDATION RUTHERFORD
1700 MEDICAL CENTER PARKWAY HOSPITAL
MURFREESBORO, TN 37219
62-1167917
ACUTE CARE TN 501(c)(3 3 SAINT THOMAS No
SAINT THOMAS MIDTOWN HOSPITAL HOSPITAL HEALTH
4220 HARDING ROAD
NASHVILLE, TN 37205
62-1869474
INACTIVE TN 501(c)(3 SAINT THOMAS No
BAPTIST HOSPITAL FOUNDATION OF NASHVILLE INC MIDTOWN HOSPITAL
2000 CHURCH STREET
NASHVILLE, TN 37236
58-1861378
COMMUNITY HEALTH TN 501(c)(3 SAINT THOMAS No
BAPTIST HEALTH CARE AFFILIATES PROMOTION NETWORK
2000 CHURCH STREET
NASHVILLE, TN 37236
58-1509251
HEALTHCARE TN 501(c)(3 3 SAINT THOMAS No
SAINT THOMAS MEDICAL PARTNERS PROVIDER NETWORK
2000 CHURCH STREET
NASHVILLE, TN 37236
62-1529858
HOME HEALTH CARE TN 501(c)(3 9 SAINT THOMAS Yes
SAINT THOMAS HOME CARE HICKMAN HOSPITAL
135 EAST SWAN STREET
CENTERVILLE, TN 37033
62-1836937
HEALTHCARE TN 501(c)(3 3 SAINT THOMAS No
SAINT THOMAS REGIONAL HOSPITALS PROVIDER HEALTH
4220 HARDING PIKE
NASHVILLE, TN 37205
47-4063046




