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Return of Organization Exempt From Income Tax

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

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

OMB No 1545-0047

2015

Open to Public

Inspection

A For the 2015 calendar year, or tax year beginning 10-01-2015

B Check if applicable
I_ Address change
I_ Name change
I_ Initial retum

, and ending 09-30-2016

€ Name of organization
BARBARA ANN KARMANOS CANCER HOSPITAL

Doing business as
Kamanos Cancer Center

D Employer identification number

20-1649466

|_ Final E Telephone number
retum/terminated Number and street (or P O box if mail 1s not delivered to street address)| Room/suite
1400 JOHN R
|_Amended return (800)527-6266
I_Appl|cat|on pending City or town, state or province, country, and ZIP or foreign postal code
DETROIT, MI 482012013 G Gross receipts $ 279,810,177
F Name and address of principal officer H(a) Is this a group return for
GEROLD BEPLER MD
5
1400 JOHN R s;t;ordmates [ Yes [v
DETROIT,MI 482012013 A Il subordinat
Tax-exempt status H(b) Areal sibordinates |_YeS I_ No
I [V 501(c)(3) [ 501(c)( ) d(msertno) [ 4947(a)(1)or [ 527 included?
If"No," attach a hst (see instructions)
J Website:» WWW KARMANOS ORG
H(c) Group exemption number #

K Form of organization

|7 Corporation I_ Trust I_ Association I_ Other P

L Year of formation 2004

M State of legal domicle MI

EXEN summary

1 Briefly describe the organization’s mission or most significant activities
THE BARBARA ANN KARMANOS CANCER HOSPITAL IS DEDICATED TO THE DELIVERY OF CANCER CARE SERVICES, THE
TREATMENT AND CARE OF CANCER PATIENTS AND THE PREVENTION OF CANCER
3
o
<
£
@
; 2 Check this box » [ 1fthe organization discontinued its operations or disposed of more than 25% of its net assets
]
’? 3 Number of voting members of the governing body (Part VI, line 1a) 3 16
A
@ 4 Number of Independent voting members of the governing body (Part VI, line 1b) 4 13
E 5 Total number of individuals employed In calendar year2015 (Part V, line 2a) 5 1,072
<
g 6 Total number of volunteers (estimate if necessary) 6 270
7a Total unrelated business revenue from Part VIII, column (C), hne 12 7a 0
b Net unrelated business taxable income from Form 990-T, line 34 7b 0
Prior Year Current Year
Contributions and grants (Part VIII, line 1h) 189,704 2,953,508
% 9 Program service revenue (Part VIII, line 2g) 253,409,561 276,538,526
%’ 10 Investment income (Part VIII, column (A), lines 3,4, and 7d ) 536,287 -4,769,237
@ 11 Other revenue (Part VIII, column (A), ines 5, 6d, 8c, 9c,10c,and 11e) 514,522 221,189
12 'Il';t)alrevenue—add lines 8 through 11 (must equal Part VIII, column (A), line 254,650,074 274,943,986
13 Grants and similar amounts paid (Part IX, column (A), hnes 1-3 ) 220,146 162,580
14 Benefits paid to or for members (Part IX, column (A), line 4) 0 0
% 15 ?illagl)es,other compensation, employee benefits (Part IX, column (A), lines 70,157,452 70,573,931
%]
E 16a Professional fundraising fees (Part IX, column (A), line 11¢e) 0 0
5 b Total fundraising expenses (Part IX, column (D), line 25) »0
17 Other expenses (Part IX, column (A), ines 11a-11d, 11f-24e) 176,744,009 182,977,594
18 Total expenses Add lines 13-17 (must equal Part IX, column (A ), line 25) 247,121,607 253,714,105
19 Revenue less expenses Subtract line 18 from line 12 7,528,467 21,229,881
w
5 g Beginning of Current Year End of Year
8
R
3; 20 Total assets (Part X, line 16) 131,637,026 145,859,370
;g 21 Total habilities (Part X, line 26) 56,608,476 50,885,661
ZE 22 Net assets or fund balances Subtract line 21 from line 20 75,028,550 94,973,709
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, 1t 1s true, correct, and complete Declaration of preparer (other than officer) 1s based on all information of which
preparer has any knowledge
FEEEEE 2017-08-09
Sign Signature of officer Date
Here BRIAN GAMBLE CFO
Type or pnnt name and title
Print/Type preparer's name Preparer's signature Date PTIN
. Carol Lalonde CPA Carol Lalonde CPA 2017-08-09 | Check [ 1f | pon181637
Pald self-employed
Firm's name # PLANTE & MORAN PLLC Firm’'s EIN # 38-1357951
Preparer
Firm's address # 750 Trade Centre Way Ste 300 Phone no (269) 567-4500
Use Only
Portage, MI 49002
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
[ZXfEii] Statement of Program Service Accomplishments

Check iIf Schedule O contains a response ornotetoany inemthisPart II1 . . . . . . . . .« « « « . .«
1 Briefly describe the organization’s mission

THE BARBARA ANN KARMANOS CANCER HOSPITAL IS DEDICATED TO THE DELIVERY OF CANCER CARE SERVICES, THE
TREATMENT AND CARE OF CANCER PATIENTS AND THE PREVENTION OF CANCER ADDITIONALLY, KARMANOS PROMOTES,
ENCOURAGES, AIDS AND PERFORMS SCIENTIFIC INVESTIGATIONS AND RESEARCH ADDRESSING THE CAUSE, TREATMENT AND
PREVENTION OF CANCER ESSENTIAL CANCER MEDICAL SERVICES ARE PROVIDED TO THE COMMUNITY

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 990 0r 990-EZ? .« v« v v e e e e 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 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 $ 54,064,844  including grants of $ 12,482 ) (Revenue $ 97,616,234 )
See Additional Data

4b (Code ) (Expenses $ 158,243,475 including grants of $ 42,542 ) (Revenue $ 163,710,335)
See Additional Data

4c (Code ) (Expenses $ 15,700,587 including grants of $ 107,556 ) (Revenue $ 15,211,957 )
See Additional Data

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

4de Total program service expenses » 228,008,906

Form 990 (2015)
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Page 3
IZXRE 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 . . 4 No
Is the organization a section 501(c)(4), 501 (c)(5),0or 501(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 III 5 0
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 EJ 6 0
Did the organization receive or hold a conservation easement, including easements to preserve open space, N
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Part I ?:l 7 0
Did the organization maintain collections of works of art, historical treasures, or other similar assets? v
If "Yes," complete Schedule D, Part I11 %) 8 es
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 No
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 107 v
If "Yes," complete Schedule D, Part VI 11a €s
Did the organization report an amount for iInvestments —other securities I1n Part X, line 12 that 1s 5% or more of N
Its total assets reported in Part X, line 167 If "Yes," complete Schedule D, Part VII ®, 11b 0
Did the organization report an amount for iInvestments—program related in Part X, line 13 that 1s 5% or more of N
Its total assets reported in Part X, line 167 If "Yes," complete Schedule D, Part VIII EJ 11c 0
Did the organization report an amount for other assets in Part X, line 15 that1s 5% or more of its total assets v
reported in Part X, ine 167 If "Yes," complete Schedule D, Part IX ?bl .. . 1id €3
Did the organization report an amount for other liabilities I1n Part X, line 257? 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 No
addresses the organization’s hability for uncertain tax positions under FIN 48 (ASC 740)?
If "Yes," complete Schedule D, Part X EJ
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 In 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)(n)? 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), ine 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 0
Did the organization report on Part IX, column (A), hine 3, more than $5,000 of aggregate grants or other N
assistance to or for foreign individuals®? If “Yes,” complete Schedule F, Parts IIT and IV 16 °
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Partf 44 No
IX, column (A), hines 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, hines 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 . 0
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
IEETTEY 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 No
domestic government on Part IX, column (A), ine 1? If “Yes,” complete Schedule I, Parts I and II
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on Part | 55 v
IX, column (A), hine 2? If “Yes,” complete Schedule I, Parts I and 111 ®, €3
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 31,2002? If "Yes,”answer lines 24b through 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
¢ 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 outstanding at any time during the year? 24d
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations.
Did the organization engage In an excess benefit transaction with a disqualified person during the year? If "Yes," 25 N
complete Schedule L, Part T 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, ine 5, 6, or 22 forreceivables from or payables to any current
or former officers, directors, trustees, key employees, highest compensated employees, or disqualified persons? 26 No
If "Yes," complete Schedule L, Part I
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor or employee thereof, a grant selection committee member, or to a 35% controlled entity or family 27 No
member of any of these persons? If "Yes," complete Schedule L, Part I1]
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 e e e . 28a No
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L,
Part IV 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 0
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M 29 No
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified N
conservation contributions? If "Yes," complete Schedule M 30 0
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N, Part I No
31
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? N
If "Yes," complete Schedule N, Part I 32 0
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations N
sections 301 7701-2 and 301 7701-3? If "Yes," complete Schedule R, Part I ®, 33 0
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 Did 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 receive any payment from or engage In any transaction with a controlled 3sb | v
entity within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V, line 2 @, es
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related N
organization? If "Yes," complete Schedule R, Part V, line 2 @, 36 0
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization N
and that 1s treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R, Part VI %) 37 °
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, hines 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 line in this Part V

1a

2a

3a

4a

5a

9a

10

11

12a

13

14a

Yes No

Enter the number reported In Box 3 of Form 1096 Enter -0- if not applicable . .| 1a
Enter the number of Forms W-2G included in line 1a Enter -0- if not applicable ib
Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) winnings to prize winners? 1c
Enter the number of employees reported on Form W-3, Transmittal of Wage and
Tax Statements, filed for the calendar year ending with or within the year covered
by thisreturn . . . . . . . .. .. e e e 2a 1,072
If at least one I1s 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)
Did the organization have unrelated business gross income of $1,000 or more during the year? 3a No
If"Yes,” has 1t filed a Form 990-T for this year?If "No” to line 3b, provide an explanation in Schedule O 3b
At any time during the calendar year, did the organization have an Iinterest in, or a signature or other authority
over, a financial account I1n a foreign country (such as a bank account, securities account, or other financial
account)? 4a No
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)
Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a No
Did any taxable party notify the organization that 1t was oris a party to a prohibited tax shelter transaction? 5b No
If "Yes," to line 5a or 5b, did the organization file Form 8886-T?

5c
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?
If"Yes," did the organization include with every solicitation an express statement that such contributions or gifts
were not tax deductible? 6b
Organizations that may receive deductible contributions under section 170(c).
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? P e .
If "Yes," did the organization notify the donor of the value of the goods or services provided? 7b
Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required to
file Form 82827 e e e e e e . Ce e 7c No
If "Yes," indicate the number of Forms 8282 filed during the year . . . . | 7d |
Did the organization receive any funds, directly orindirectly, to pay premiums on a personal benefit contract?

7e No
Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f No
If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as
required? 79
If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a
Form 1098-C? 7h
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? 8
Did the sponsoring organization make any taxable distributions under section 49667? 9a
Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b
Section 501(c)(7) organizations. Enter
Initiation fees and capital contrnibutions included on Part VIII, line12 . . . 10a
Gross recelpts, included on Form 990, Part VIII, hine 12, for public use of club 10b
facilities
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 fromthem) . . . . . . . . . . 11b
Section 4947(a)(1) non-exempt charitable trusts.Is the organization filing Form 990 1n heu of Form 10417 12a
If "Yes," enter the amount of tax-exempt Interest received or accrued during the
year 12b
Section 501(c)(29) qualified nonprofit health insurance issuers.
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
Enter the amount of reserves the organization 1s required to maintain by the states
in which the organization i1s licensed to i1ssue qualified health plans . . . . 13b
Enter the amount ofreservesonhand . . . . . . . . . . . . 13c
Did the organization receive any payments for indoor tanning services during the tax year? 14a No
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 iIf Schedule O contains a response ornotetoany inemthisPartVl . . . . . . . . . . . . . .+«
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 16

year

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

body, orif 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 1ib 13
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 1ts governing documents since the prior Form 990 was

1 =T 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? . . . . . . . . . . . ..o .o a 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? . . . . . . . . .o 0 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 Interna/ Revenue Code.)
Yes No
10a Did the organization have local chapters, branches, or afflhates? . . . . . . . . . . . . 10a No

b If"Yes," did the organization have written policies and procedures governing the activities of such chapters,
affilates, 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? . . . . . . . . . . . . . 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
nse to conflicts? . . . . L L L Lo e o e e e e e e e e e 12b [ Yes
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes," describe
in Schedule O how this was done . . . . « « & « « &« . 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 CEQ, Executive Director, or top management official . . . . . . . . . . . 15a No

b Other officers or key employees of the organization . . . . . . . .+ .« .+ . . .« . . . 15b | Yes

If"Yes" to hine 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? . . . . . . . . . ... a e e e 16a No

b If"Yes," did the organization follow a written policy or procedure requiring the organization to evaluate 1ts
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 1s required to be filed®»

18 Section 6104 requires an organization to make 1ts Form 1023 (or 1024 1f applicable), 990, and 990-T (501 (c)
(3)s only) available for public inspection Indicate how you made these available Check all that apply
[T Ownwebsite [ Another's website [« Uponrequest [ Other (explainin Schedule 0)

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

20 State the name, address, and telephone number of the person who possesses the organization's books and records
PBRIAN GAMBLE 4100 JOHN R DETROIT, M1 482012013 (313)576-8935

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 linein 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
e 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
e List all of the organization’s current key employees, ifany 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

e 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 hine) |2 € = 2 v~ |-
a2 P = (v 2
T o = b 5
; —
e | = B
T = n
I o 3
I '%
=9

See Additional Data Table

Form 990 (2015)



Form 990 (2015)
m Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

Page 8

(R) (B) (<) (D) (E) (F)
Name and Title Average Position (do not check Reportable Reportable Estimated
hours per more than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization (W- [ organizations (W- from the
for related o s — Jolx & T | 2/1099-MISC) 2/1099-MISC) organization and
organizations |2 & S| R\ 2 |2 related
o< = S e s 27 (=
below S = S|l | [T |2 organizations
I'E [S = = |3 oo T
dotted hine) |2 € = =
a2 o = v o
T o = b 5
3 =2
e | = P S
T = n
I o 3
I '%
co
See Additional Data Table
ib  Sub-Total >
c Total from continuation sheets to Part VII, Section A >
d Total (add lines 1b and 1c) > 3,564,066 8,446,483 932,027
2 Total number of individuals (including but not mited to those listed above) who received more than
$100,000 of reportable compensation from the organization » 87
Yes No
3 Did the organization hst any former officer, director or trustee, key employee, or highest compensated employee
on line 1a? If "Yes,"complete Schedule J for such individual = « « &« &« &« &« &« & & & = = 3 No
4 For any individual listed on line 1a, 1s the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If "Yes," complete Schedule J for such
individual '+« 4« 4 4 4w w & w a & a a aw a a w2 s w x o owoa o2 x| a | Yes
5 Did any person listed on line 1a recelve or accrue compensation from any unrelated organization or individual for
services rendered to the organization?If "Yes," complete Schedule J for such person « « &« &« « « & 5 No

Section B. Independent Contractors

1

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

(A) (B)
Name and business address Description of services

(<)

Compensation

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)



Form 990 (2015)

m Statement of Revenue

Page 9

Check If Schedule O contains a response or note to any line in this Part VIII .. .. .. [
(A) (B) () (D)
Total revenue Related or Unrelated Revenue
exempt business excluded from
function revenue tax under
revenue sections
512-514
la Federated campaigns . . 1a
n
= § b Membershipdues . . . . ib
0
- Q
o £ ¢ Fundraisingevents . . . . 1c
s <
£ 5 d Related organizations . . . 1id 2,720,158
Q=
& £ e Govemment grants (contnbutions) ie
£
o f Al other contnbutions, gifts, grants, and  1f 233,350
- o similar amounts not included above
- =
——4 g Noncash contnbutions included in lines
£0O 1a-1f $
=T
=] h Total.Add lines 1a-1f 2,953,508
Om >
py Business Code
§ 2a OUTPATIENT MEDICAL SERVICES 621400 149,539,182 149,539,182
>
QJE b  INPATIENT MEDICAL SERVICES 622000 97,616,234 97,616,234
3 € DRUG CLINICAL STUDIES 900099 15,211,957 15,211,957
; d PROFESSIONAL MEDICAL SERVICES 621400 3,349,301 3,349,301
£ € PROFESSIONAL SERVICES REVENUE, OT 900099 1,261,732 1,261,732
©
5 f Allother program service revenue 9,560,120 9,560,120
<
& g Total.Add lines 2a-2f » 276,538,526
3  Investment income (including dividends, interest,
and other similar amounts) . 36,247 36,247
Income from investment of tax-exempt bond proceeds | | »
5 Royalties >
(1) Real (n) Personal
6a Gross rents 3,104
b Less rental 0
expenses
¢ Rental income 3,104
or (loss)
d Net rental income or (loss) » 3,104 3,104
(1) Securities (n) Other
7a Gross amount
from sales of 60,707
assets other
than inventory
b Less costor
other basis and 4,866,191
sales expenses
¢ Gainor(loss) -4,805,484
d Netgainor (loss) > -4,805,484 -4,805,484
® 8a Gross income from fundraising
= events (not including
3 s
; of contributions reported on line 1c)
o d See Part IV, line 18
e
5 a
g b Less direct expenses . . . b
¢ Netincome or (loss) from fundraising events . . p
9a Gross income from gaming activities
See Part IV, line 19
a
b Less direct expenses . . . b
¢ Netincome or (loss) from gaming activities .
»
10a Gross sales of Inventory, less
returns and allowances
a
b Less costofgoodssold . . b
¢ Netincome or (loss) from sales of iInventory . . p
Miscellaneous Revenue Business Code
11a VALET PARKING 900099 155,766 155,766
b MISCELLANEOUS 900099 62,319 62,319
d All other revenue
e Total.Add lines 11a-11d »
218,085
12  Total revenue. See Instructions »
274,943,986 276,538,526 0 -4,548,048

Form 990 (2015)



Form 990 (2015)

Page 10

m Statement of Functional Expenses

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

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

[v
Do not include amounts reported on lines 6b, (A) ngmg)semce Managérsw)ent and Funég?smg
7b, 8b, 9b, and 10b of Part VIII. Total expenses expenses general expenses expenses
1 Grants and other assistance to domestic organizations and
domestic governments See Part IV, line 21
2 Grants and other assistance to domestic
individuals See Part IV, line 22 162,580 162,580
3 Grants and other assistance to foreign organizations, foreign
governments, and foreign individuals See Part IV, lines 15
and 16
Benefits paid to or for members
5 Compensation of current officers, directors, trustees, and
key employees 1,201,929 135,689 1,066,240
6 Compensation not included above, to disqualified persons
(as defined under section 4958 (f)(1)) and persons
described in section 4958(c)(3)(B)
7 Other salaries and wages 56,339,653 54,959,700 1,379,953
Pension plan accruals and contributions (include section 401 (k)
and 403(b) employer contributions) 941,917 930,699 11,218
9 Other employee benefits 8,455,886 7,198,599 1,257,287
10 Payroll taxes
3,634,546 3,591,424 43,122
11 Fees for services (non-employees)
a Management
b Legal 301,634 301,634
¢ Accounting 386,816 386,816
d Lobbying
e Professional fundraising services See PartIV,line 17
f Investment management fees
g Other(Ifhine 11g amount exceeds 10% ofline 25, column (A)
amount, list ine 11g expenses on Schedule O) 82,018,330 73,625,230 8,393,100
12 Advertising and promotion 607,277 1,200 606,077
13 Office expenses 62,164,097 62,048,437 115,660
14 Information technology 10,709,216 10,709,216
15 Royalties
16 Occupancy 6,661,074 6,358,584 302,490
17  Travel 159,623 142,756 16,867
18 Payments of travel or entertainment expenses for any federal,
state, or local public officials
19 Conferences, conventions, and meetings 74,228 69,804 4,424
20 Interest 323,526 152,785 170,741
21 Payments to affiliates 25,000 25,000
22 Depreciation, depletion, and amortization 5,964,095 5,762,839 201,256
23 Insurance 666,136 666,136
24 Other expenses Itemize expenses not covered above (List
miscellaneous expenses in line 24e Ifline 24e amount exceeds
10% of hine 25, column (A) amount, list line 24e expenses on
Schedule O )
a QAAP AND PROPERTY TAXES 8,160,964 8,160,964
b BAD DEBT EXPENSE 4,435,411 4,435,411
c¢ PERMITS & LICENSES 147,371 141,511 5,860
d DUES & MEMBERSHIPS 108,544 63,532 45,012
e Allother expenses 64,252 42,162 22,090
25 Total functional expenses. Add lines 1 through 24e 253,714,105 228,008,906 25,705,199 0
26 Joint costs.Complete this line only iIf the organization
reported in column (B) joint costs from a combined
educational campaign and fundraising solicitation
Check here » [ iffollowing SOP 98-2 (ASC 958-720)

Form 990 (2015)



Form 990 (2015)

IEEXiEd Balance Sheet

Page 11

Check iIf 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 18,159,472 1 32,663,041
2 Savings and temporary cash investments 2
3 Pledges and grants receivable, net 1,360,683 3 2,563,375
4 Accounts recelvable, net 12,156,779 4 18,386,502
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees Complete Part
IT of
Schedule L
5
6 Loans and other receivables from other disqualified persons (as defined under
section 4958(f)(1)), persons described 1n section 4958(c)(3)(B), and
contributing employers and sponsoring organizations of section 501(c)(9)
voluntary employees' beneficiary organizations (see instructions) Complete Part
%
-~ IT of Schedule L
Q
& 6
%
L~ ¢ 7 Notes and loans receivable, net 7
Inventories for sale or use 3,447,381 8 3,867,596
Prepaid expenses and deferred charges 677,392 9 484,017
10a Land, buildings, and equipment cost or other basis
Complete Part VI of Schedule D 10a 60,523,022
b Less accumulated depreciation 10b 13,620,075 48,639,749| 10c 46,902,947
11 Investments—publicly traded securities 11
12 Investments—other securities See Part IV, line 11 12
13 Investments—program-related See Part IV, line 11 113,029 13 232,334
14 Intangible assets 14
15 Other assets See Part IV, line 11l 47,082,541 15 40,759,558
16 Total assets.Add lines 1 through 15 (must equal line 34) 131,637,026 16 145,859,370
17 Accounts payable and accrued expenses 33,235,716 17 37,047,311
18 Grants payable 18
19 Deferred revenue 263,912| 19 613,495
20 Tax-exempt bond habilities 20
21 Escrow or custodial account hability Complete Part IV of Schedule D 21
@
Q 22 Loans and other payables to current and former officers, directors, trustees,
= key employees, highest compensated employees, and disqualified
= persons Complete Part Il of Schedule L 22
T
= 23 Secured mortgages and notes payable to unrelated third parties 18,995,821 23 7,341,221
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other habilities (including federal iIncome tax, payables to related third parties,
and other liabilities not included on lines 17-24)
Complete Part X of Schedule D
. . . . . . . . . . . 4,113,027 25 5,883,634
26 Total liabilities.Add lines 17 through 25 56,608,476 26 50,885,661
Organizations that follow SFAS 117 (ASC 958), check here » [/ and complete
q"; lines 27 through 29, and lines 33 and 34.
g
& 27 Unrestricted net assets 74,312,129 27 93,412,767
[+
o 28 Temporarily restricted net assets 716,421| 28 1,560,942
b3 29 Permanently restricted net assets . 29
S
- Organizations that do not follow SFAS 117 (ASC 958), check here » [ and
) complete lines 30 through 34.
.Z‘.; 30 Capital stock or trust principal, or current funds 30
ﬁ 31 Paid-in or capital surplus, or land, building or equipment fund 31
f 32 Retained earnings, endowment, accumulated income, or other funds 32
% 33 Total net assets or fund balances 75,028,550 33 94,973,709
34 Total habilities and net assets/fund balances 131,637,026| 34 145,859,370

Form 990 (2015)



Form 990 (2015)
Il Reconcilliation of Net Assets

Page 12

Check If Schedule O contains a response or note to any line in this Part XI v
1 Total revenue (must equal Part VIII, column (A), hine 12)
1 274,943,986
2 Total expenses (must equal Part IX, column (A), line 25)
2 253,714,105
3 Revenue less expenses Subtract line 2 from line 1
3 21,229,881
4 Netassets or fund balances at beginning of year (must equal Part X, line 33, column (A))
4 75,028,550
5 Netunrealized gains (losses) on Investments
5 5,319
6 Donated services and use of facilities
6
7 Investment expenses
7
8 Prior period adjustments
8
9 Other changes In net assets or fund balances (explain in Schedule O)
9 -1,290,041
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33,
column (B)) 10 94,973,709
[EITE%i1 Financial Statements and Reporting
Check iIf Schedule O contains a response or note to any line in this Part XI1I [v
Yes No
1 Accounting method used to prepare the Form 990 [ cash [« Accrual [ Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a No
If'Yes, check a box below to indicate whether the financial statements for the year were compiled or reviewed on
a separate basis, consolidated basis, or both
[~ separate basis [~ Consolidated basis [~ Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? 2b Yes
If'Yes, check a box below to indicate whether the financial statements for the year were audited on a separate
basis, consolidated basis, or both
[~ Separate basis [ consolidated basis [ Both consolidated and separate basis
c If"Yes," 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? 2c Yes
If the organization changed either 1ts oversight process or selection process during the tax year, explain in
Schedule O
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-133°? 3a No
b If"Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why 1n Schedule O and describe any steps taken to undergo such audits 3b

Form 990 (2015)



Additional Data

Software ID:
Software Version:
EIN: 20-1649466
Name: BARBARA ANN KARMANOS CANCER HOSPITAL

Form 990, Part III, Line 4a

4a

(Code ) (Expenses $ 54,064,844  including grants of $ 12,482 ) (Revenue $ 97,616,234 )

INPATIENT HEALTH CARE DELIVERY & MANAGEMENT BARBARA ANN KARMANOS CANCER HOSPITAL IS DEDICATED TO THE DELIVERY OF CANCER CARE SERVICES,
THE TREATMENT AND CARE OF CANCER PATIENTS AND THE PREVENTION OF CANCER ADDITIONALLY, KARMANOS PROMOTES, ENCOURAGES, AIDS AND PERFORMS
SCIENTIFIC INVESTIGATIONS AND RESEARCH ADDRESSING THE CAUSE, TREATMENT AND PREVENTION OF CANCER ESSENTIAL CANCER MEDICAL SERVICES ARE
PROVIDED TO THE COMMUNITY FROM OCTOBER 2015 TO SEPTEMBER 2016, KARMANOS HAD 25,191 PATIENT DAYS AND 3,288 DISCHARGES FOR AN AVERAGE
LENGTH OF STAY OF 7 66 DAYS IN ADDITION, THERE WERE 281 BONE MARROW TRANSPLANT CASES, 973 INPATIENT SURGICAL CASES, AND 2,600 INPATIENT
IMAGING CASES




Form 990, Part III, Line 4b

4b

(Code ) (Expenses $ 158,243,475 including grants of $ 42,542 ) (Revenue $ 163,710,335)

AMBULATORY SERVICES THE BARBARA ANN KARMANOS CANCER HOSPITAL PROVIDED MEDICAL SERVICES TO CANCER PATIENTS INCLUDING RADIATION
ONCOLOGY, CHEMOTHERAPY, BONE MARROW TRANSPLANT, MAMMOGRAPHY AND HEMATOLOGY CONSULTATIVE, DIAGNOSTIC AND TREATMENT SERVICES
ESSENTIAL CANCER AND MEDICAL SERVICES ARE PROVIDED TO THE COMMUNITY FROM OCTOBER 2015 TO SEPTEMBER 2016, THE FOLLOWING OUTPATIENT
STATISTICS WERE REPORTED CLINICAL VISITS OF 63,268, INFUSION PATIENTS OF 30,698, IMAGING PROCEDURES OF 56,361, PHERESIS PATIENTS TOTALLED
3,558, INPATIENT AND OUTPATIENT RADIATION ONCOLOGY PROCEDURES OF 25,706 AND OUTPATIENT SURGICAL CASES OF 2,037




Form 990, Part III, Line 4c

4c (Code ) (Expenses $ 15,700,587 including grants of $ 107,556 ) (Revenue $ 15,211,957 )

THE BARBARA ANN KARMANOS CANCER HOSPITAL PROMOTES, AIDS AND PERFORMS SCIENTIFIC INVESTIGATIONS AND RESEARCH ADDRESSING THE CAUSE,
TREATMENTS AND PREVENTION OF CANCER PHASE 1 CLINIC VISITS OF 651, PHASE 1 INFUSION PATIENT VISITS OF 2,730 AT SEPTEMBER 30, 2016, KCC HAD 322
ACTIVE CLUNICAL DRUG TRIALS, 828 PATIENTS WILLING TO PARTICIPATE OF WHICH 486 WERE ELIGIBLE AND REGISTERED AS PARTICIPANTS




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

Compensated Employees, and Inde

pendent Contractors

(A) (B) (€) (D) (E) (F)

Name and Title Average Position (do not check Reportable Reportable Estimated amount
hours per more than one box, unless compensation compensation of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization (W- | organizations (W- from the
forrelated 5= - - 2/1099-MISC) 2/1099-MISC) organization and

organizations a 3 5 |3 731 2 related
below 'i = 3|2 = ? organizations
[=% c - T
dotted line) .’-% g ; % =
= ., = =
sl |3 2
T = D 2
T = T
T 53 ]
D4 B
I T
o
THOMAS A GOSS 100
............................................................................. X X 0 0
CHAIR 100
TIMOTHY MONAHAN 100
............................................................................. X X 0 0
VICE CHAIR 100
MARGARET DIMOND 40 00
............................................................................. X X 633,677 27,116
PRESIDENT KCC (PARTIAL FY) 100
JIM BENNETHUM 100
............................................................................. X 0 0
BOARD MEMBER 000
GEROLD BEPLER MD PHD 2000
............................................................................. X 757,147 220,450
PRESIDENT KCI/BOARD MEMBER 20 00
KAREN CULLEN 100
............................................................................. X 0 0
BOARD MEMBER 000
MYRON FRASIER 100
............................................................................. X 0 0
BOARD MEMBER 000
RICHARD M GABRYS 100
............................................................................. X 0 0
BOARD MEMBER 100
REV FR S SCOTT HUNTER 100
............................................................................. X 0 0
BOARD MEMBER 000
PHIL INCARNATI 100
.................................................................................... X 6,165,080 447,301

BOARD MEMBER




pendent Contractors

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

(A) (B) (€) (D) (E) (F)

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

organizations | 2 & S |2 25 =2 related
[ S (a | 2=
below = = 2|z o |32 organizations
dotted line) EE‘ = ENESE
a2 o = |& 9
T o S 5 3
2 = [ =
© = D 2
T = T
T 53 ]
T =3
I T
o
TOM KALAS 100
............................................................... X 0 0
BOARD MEMBER 000
W JAMES PROWSE 100
............................................................... X 0 0
BOARD MEMBER 200
DANIEL RET 100
............................................................... X 0 0
BOARD MEMBER 000
ANTHONY ] RUSCIANO 100
............................................................... X 0 0
BOARD MEMBER 000
JACK SOBEL MD 100
............................................................... X 0 0
BOARD MEMBER 100
ANTOINETTE ] WOZNIAK MD 100
............................................................... X 0 0
BOARD MEMBER 000
GEORGE H YOO MD 40 00
............................................................... X 115,999 0 626
CHIEF MEDICAL OFFICER 000
ELIZABETH HEATH 100
............................................................... X 0 0
BOARD MEMBER (PARTIAL FY) 000
MAUREEN L STAPLETON 100
............................................................... X 0 0
BOARD MEMBER (PARTIAL FY) 000
MANUEL VALDIVISEO 100
............................................................... X 0 0
BOARD MEMBER (PARTIAL FY) 000




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

Compensated Employees, and Inde

pendent Contractors

(A) (B) (€) (D) (E) (F)

Name and Title Average Position (do not check Reportable Reportable Estimated amount
hours per more than one box, unless compensation compensation of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization (W- organizations (W- from the
for related 235 — (g [z [Ex[= 2/1099-MISC) 2/1099-MISC) organization and

organizations | 2 & > |2 Z2S|=2 related
[ S (a | 2=
below S = I |l | |53 organizations
I'E [ = = |3 Heo|lr
dotted hine) |2 € = Earadh
a2 o = |l 9
T o S 5 3
2 = © =
© = D 2
T = T
T 53 ]
T =3
I T
o
JUSTIN KLAMERUS MD 2000
......................................................................... X 0 490,271 24,236
INTERIM PRESIDENT KCC 20 30
BRIAN GAMBLE 2000
......................................................................... X 0 222,256 18,946
TREASURER/CFO 000
PAMELA MOLLAN 2000
......................................................................... X 0 178,052 11,375
CONTROLLER 20 00
KATHLEEN CAROLIN 4000
......................................................................... X 230,549 0 13,402
SENIOR VP, AMBULATORY AND SUPPORT SVCS 000
KAREN GOLDMAN 40 00
......................................................................... X 221,062 0 12,970
SENIOR VP, CNO 000
NATASHA ROBINETTE 40 00
......................................................................... X 649,660 0 34,329
RADIOLOGIST 000
HUSSEIN AOUN 40 00
......................................................................... X 617,018 0 33,996
RADIOLOGIST 000
ALIT AMIT-YOUSIF 40 00
......................................................................... X 595,010 0 30,805
RADIOLOGIST 000
MICHAEL PETRICH 4000
......................................................................... X 578,275 0 22,901
RADIOLOGIST 000
JULIE SULTZ 40 00
......................................................................... X 556,493 0 33,574
RADIOLOGIST 000




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - | DLN: 93493223005267]

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 ! O 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-E2) and its instructions is at p p
Department of the A Inspection
Treasury www.irs.gov /form990.
Intemal Revenue Service

Name of the organization Employer identification number
BARBARA ANN KARMANOS CANCER HOSPITAL

20-1649466

m Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization 1s not a private foundation because 1t 1s (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 I1)

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

7 [ Anorganization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part I1 )

8 [~ A community trustdescribed in section 170(b)(1)(A)(vi) (Complete PartII )

9 - An organization that normally receives (1) more than 331/3% ofits support from contributions, membership fees, and gross
receipts from activities related to 1its exempt functions—subject to certain exceptions, and (2) no more than 331/3% of 1ts support
from gross investment income and unrelated business taxable iIncome (less section 511 tax) from businesses acquired by the
organization after June 30, 1975 Seesection 509(a)(2). (Complete Part II1)

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 1n 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 1its supported organization(s), by having control or
management of the supporting organization vested In the same persons that control or manage the supported organization(s) You
must complete Part IV, Sections A and C.

c [~ Type III functionally integrated. A supporting organization operated 1n 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 1ts 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 thatitis a Type I, Type II, 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) (i)EIN (iin) (iv) (v) (vi)
Name of supported organization Type of Is the organization Amount of Amount 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
IEZITEIN Ssupport 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 qualfy 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 (F)Total

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

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

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

Total. Add lines 1 through 3

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

(f)
Public support. Subtract line 5
from line 4

Section B. Total Support

(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 1s regularly
carried on

Other income 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 1s 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
15
16a

17a

18

Public support percentage for 2015 (line 6, column (f) divided by line 11, column (f)) 14

Public support percentage for 2014 Schedule A, Part II, hine 14 15

33 1/3% support test—2015.1f the organization did not check the box on line 13, and hine 14 1s 33 1/3% or more, check this box
and stop here. The organization qualifies as a publicly supported organization >
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 >

10%-f acts-and-circumstances test—2015.1f the organization did not check a box on hine 13, 16a, or 16b, and line 14
1s 10% or more, and If the organization meets the facts-and-circumstances test, check this box and stop here. Explain
In Part VI how the organization meets the "facts-and-circumstances" test The organization qualifies as a publicly supported

organization >
10%-f acts-and-circumstances test—2014.1f the organization did not check a box on hine 13, 16a, 16b,0r 17a, and line

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

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

supported organization >
Private foundation.If the organization did not check a box on hine 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
I1. If the organization fails to qualify under the tests listed below, please complete Part I1.)
Section A. Public Support

(orﬁscaf?f:rds;gi‘;:ng iny > (a)2011 (b)2012 (€)2013 (d)2014 (€)2015 (F)Total
1 Gifts, grants, contributions, and
membership fees received (Do
not include any "unusual grants ")
2 Gross receipts from admissions,
merchandise sold or services
performed, or facilities furnished
In any activity that s 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
pald to or expended on its behalf
5 The value of services or facilities
furnished by a governmental unit
to the organization without charge
6 Total. Add lines 1 through 5
7a Amounts included on lines 1, 2,
and 3 received from disqualified
persons
b Amounts included on lines 2 and
3 received from other than
disqualified persons that exceed
the greater of $5,000 or 1% of
the amount on line 13 for the year
c Addlines 7a and 7b
8 Public support. (Subtract hine 7c¢
from line 6 )
Section B. Total Support
(orfiscacl:?/I::rds(regii?\?ng iny > (a)2011 (b)2012 (€)2013 (d)2014 (€)2015 (F)Total
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 Is regularly carried on
12 Otherincome Do not include
gain or loss from the sale of
capital assets (Explain in Part
VI)
13  Total support. (Add lines 9, 10c,
11,and 12 )
14  First five years.If the Form 990 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 Investment income percentage from 2014 Schedule A, Part III, line 17 18
19a 33 1/3% support tests—2015.1f the organization did not check the box on line 14, and line 15 I1s 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—2014.1f the organization did not check a box on line 14 or line 19a, and line 16 1s more than 33 1/3% and line
18 1s not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization >
20  private foundation.Ifthe organization did not check a box on line 14, 19a, or 19b, check this box and see instructions » |_

Schedule A (Form 990 or 990-EZ) 2015



Schedule A (Form 990 or 990-EZ) 2015

m Supporting Organizations

(Complete only If you checked a box on line 11 of Part I Ifyou checked 11a of Part I, complete Sections A and B Ifyou checked
11bof Part I, complete Sections A and C Ifyouchecked 11c of Part I, 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

-3

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

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

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

Did the organization have a supported organization described 1n 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 1n 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 berng controlled or supervised
by or 1n connection with its supported organizations

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

If “Yes,”explain i1n 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 1n 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 otherthan (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 detarl in Part VI.

Did one or more disqualified persons (as defined in hine 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 1n 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 Il supporting organizations, and all Type III non-functionally integrated supporting
organizations)? If “"Yes,” answer b below

Did the organization have any excess business holdings I1n 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 (a) above?

c A 35% controlled entity of a person described 1n (a) or (b) above?If "Yes”toa, b, or c, provide detail i1n Part VI

Yes

No

3a

3b

3c

4a

4b

5a

5b

5c

9a

9b

9c

10a

10b

11a

11b

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 (n) serving on the governing body of a supported organization?
If "No," explain in Part VI how the organization maintained a close and continuous working relationship with the 2
supported organization(s)

3 By reason of the relationship described in (2), did the organization’s supported organizations have a significant
volce 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

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

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

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

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

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

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

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

Schedule A (Form 990 or 990-EZ) 2015



Schedule A (Form 990 or 990-EZ) 2015 Page 6
Im 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 ITI non-functionally Integrated supporting organizations must complete Sections A through E [
Section A - Adjusted Net Income (A) Prior Y ear (B)((;:trlrf:;;ear
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross iIncome (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
7 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)((;:trlf:;l;(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
c Fair market value of other non-exempt-use assets ic
d Total (add lines 1a, 1b, and 1c) id
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 3
a Cash deemed held for exempt use Enter 1-1/2% of line 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% of line 1 2
3 Minimum asset amount for prior year (from Section B, line 8, Column A) 3
4 Enter greater of ine 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 s the organization's first as a non-functionally-integrated Type 111 supporting organization (see

instructions) [

Schedule A (Form 990 or 990-EZ) 2015
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Im 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 pald to perform activity that directly furthers exempt purposes of supported organizations, In
excess of Income from activity

3 Administrative expenses paid to accomplish exempt purposes of supported organizations

4 Amounts pald to acquire exempt-use assets

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

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 1s 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

- T . ) (i) (i)
Section E Dl_Snt;;bu(t:It(_):nglhcatIOnS (see Excess Di(s:zributions Underdistributions Distributable
1 ructi ) Pre-2015 Amount for 2015

1 Distributable amount for 2015 from Section C, line
6

2 Underdistrnibutions, If any, for years priorto 2015
(reasonable cause required--see Instructions)

3 Excess distributions carryover, ifany,to 2015
a

b

c

d From2013.

e From 2014. ..

f Total of lines 3a through e

g Appled to underdistributions of prior years
h Applied to 2015 distributable amount

i Carryover from 2010 not applied (see
Instructions)

j Remainder Subtract lines 3g, 3h, and 31 from 3f
4 Distributions for 2015 from Section D, hine 7
$

a Applied to underdistributions of prior years

b Appled to 2015 distributable amount

¢ Remainder Subtract lines 4a and 4b from 4

5 Remaining underdistributions for years prior to
2015, 1fany Subtract lines 3g and 4a from line 2
(if amount greater than zero, see Instructions)

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

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

8 Breakdown of line 7

a
b
¢ Excess from2013.

=X

From 2014.
e From2015.

Schedule A (Form 990 or 990-EZ) (2015)
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Im Supplemental Information.
Provide the explanations required by Part II, ine 10; Part II, ine 17a or 17b; Part III, ne 12; Part IV,
Section A, lines 1, 2, 3b, 3¢, 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 1¢, 2a, 2b, 3a and 3b;
Part V, ine 1; PartV, 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

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 O 1 5

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

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

Intemal Revenue Service

Name of the organization Employer identification number

BARBARA ANN KARMANOS CANCER HOSPITAL

20-1649466

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 In writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legal control? [ Yes [~ No

Did the organization inform all grantees, donors, and donor advisors 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

Qa 0o T o

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 ofopen space

Complete lines 2a through 2d if the organization held a qualfied 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 1n (a) 2c

Number of conservation easements included in (c) acquired after8/17/06, and noton a
historic structure listed in the National Register 2d

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

tax year #»

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

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

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

»

Amount of expenses incurred Iin monitoring, inspecting, handling of viclations, and enforcing conservation easements during the year
> s

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)()? [~ Yes [T No

In Part XIII, describe how the organization reports conservation easements In Its revenue and expense statement, and
balance sheet, and include, iIf 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 In 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 I1ts revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research In furtherance of public
service, provide the following amounts relating to these items
(1) Revenue included on Form 990, Part VIII, hine 1 » s 0
(i) Assets included in Form 990, Part X » s 24,074
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, ine 1 » s
b Assets included in Form 990, Part X » s

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

Page 2

{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 Loanorexchange programs

b
[T scholarly research €

[ oOther

€ [ 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?

m 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

["Yes [ No

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 ic
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, hine 21, for escrow or custodial account hability? |_Yes I_No

[l

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

m Endowment Funds. Complete If the organization answered "Yes" to Form 990, Part IV, line 10.
(d)Three years back

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

1a Beginning of year balance

b  Contributions

¢ Netinvestment earnings, gains, and
losses

Grants or scholarships

Other expenditures for facilities
and programs

f Administrative expenses

g Endofyearbalance

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
(i) unrelated organizations

Yes | No

3a(i)

(ii) related organizations . . . . . . 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

IZEXXX% 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)

ia Land 6,142,862 6,142,862
b Buildings

24,194,369 3,194,363 21,000,006

¢ Leasehold improvements 4,184,104 930,929 3,253,175

d Equipment 19,892,519 8,130,073 11,762,446

e Other
e e e e e e e e e e e e e e 6,109,168 1,364,710 4,744,458
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), ine 10(c)) . . . . . . . P 46,902,947

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) lne 12)

Investments—Program Related.

Complete If the organization answered 'Yes' on Form 990, Part 1V, 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) Iine 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) INTERCOMPANY RECEIVABLES 40,541,975
(2)BED LICENSES 150,000
(3) MCLAREN-MALPRACTICE SELF INS TRUST 49,583
(4) MPP LICENSES 18,000
Total. (Column (b) must equal Form 990, Part X, col (B) line 15 ) » 40,759,558

Other Liabilities. Complete If the organization answered 'Yes' on

See Form 990, Part X, line 25.

Form 990, Part IV, line 11e or 11f.

1. (a) Description of liability

(b) Book value

Federal income taxes

MALPRACTICE INSURANCE RESERVE 4,712,970
MEDICAL STAFF FUNDS 252,358
RETIREMENT 457B 918,306
Total. (Column (b) must equal Form 990, Part X, col (B) line 25 ) > 5,883,634

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 hability for uncertain tax positions under FIN 48 (ASC 740) Check here if the text of the footnote has been provided Iin Part

X111 [~

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.

Total revenue, gains, and other support per audited financial statements . . . . . . . 1
2 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 yeargrants . . . . . . . . . . . 2c
d Other (Describe in Part XI1II') . . . . . .+ .+ . . . . .| 2d
e Add lines 2athrough2d . . . . . . . . . . . .o . . e e 2e
3 Subtract line 2efromlinet . . . . . . . . . . . 00w . 3
Amounts included on Form 990, Part VIII, line 12, but not on hine 1
a Investment expenses not included on Form 990, Part VIII, ine 7b . 4a
Other (Describe in Part XIII') . . . . . .+ .+ . . . . 4b
c Add lines4aandd4b . . . . . . . . . . ..o 0w e e 4c
5 Total revenue Add lines 3 and 4c.(This must equal Form 990, PartI,line12) . . . . 5

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

Total expenses and losses per audited financial statements . . . . . . . . . . . 1
2 Amounts included on line 1 but noton Form 990, Part IX, ine 25
a Donated services and use of faciitties . . . . . . . . . 2a
b Prioryear adjustments . . . . . . . . . . . . 2b
c Otherlosses . . . .+ .« .+ .+ & . 4 . 2c
d Other (Describe in Part XIII) . . . . . . .+ .+ . . . . 2d
e Add lines 2athrough2d . . . . . . . . . . . . ... .. 2e
3 Subtract ine 2efromhine1l . . . . . . . . . . .04 . 3
Amounts included on Form 990, Part IX, hine 25, but not on line 1:
a Investment expenses not included on Form 990, Part VIII, ine7b . .| 4a
Other (Describe in Part XI111) . . . . . . . . . . . .| 4b
c Add lines 4a and 4b
5 Total expenses Add lines 3 and 4c. (This must equal Form 990, Part I, hine 18 ) 5

EZLE5iE] 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, hne 2, Part XI, hnes 2d and 4b, and Part XII, lines 2d and 4b Also complete this part to provide any additional
information

| Return Reference Explanation

See Additional Data Table

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

Return Reference Explanation

Schedule D (Form 990) 2015



Additional Data

Software ID:
Software Version:
EIN: 20-1649466
Name: BARBARA ANN KARMANOS CANCER HOSPITAL

Supplemental Information

Return Reference Explanation

Part III, Line ARTWORK IS DISPLAYED FOR PATIENT ENJOYMENT AND RELAXATION
4
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SCHEDULE H Hospitals
(Form 990)

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

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

Service OMB No 1545-0047

Open to Public
Inspection

Name of the organization Employer identification number

BARBARA ANN KARMANOS CANCER HOSPITAL

20-1649466

m Financial Assistance and Certain Other Community Benefits at Cost

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

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

2 Ifthe organization had multiple hospital facilities, indicate which of the following best describes application of the
financial assistance policy to i1ts 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 ehgibility for providing free care?

If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care

[T 100% [ 150% [ 200% [ Other %

b Did the organization use FPG as a factor in determining ehigibility for providing discounted care? If "Yes," indicate
which of the following was the family income hmit for ehigibility for discounted care

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

¢ Ifthe organization used factors other than FPG In determining ehigibility, describe in Part VI the criteria
used for determining eligibility for free or discounted care Include I1n the description whether the organization
used an asset test or other threshold, regardless of Income, as a factor in determining eligibility for free or
discounted care

4 Did the organization's financial assistance policy that applied to the largest number of its patients during the tax year]

provide for free or discounted care to the "medically indigent"?

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

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

¢ If"Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligibile for free or discounted care?

6a Did the organization prepare a community benefit report during the tax year?
b If"Yes," did the organization make It available to the pubhc?

Complete the following table using the worksheets provided i1n the Schedule H instructions Do not submit these
worksheets with the Schedule H

Yes | No

[ 1a [ves |

ib | Yes

3a | Yes

3b | Yes

4 Yes

5a | Yes

5b [ Yes

5c¢ No
6a No
6b

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
Means-Tested activities or programs (optional) benefit expense revenue benefit expense

Government Programs (optional)

(f) Percent of
total expense

a Financial Assistance at cost

(from Worksheet 1) 8,313,077 8,313,077

3330 %

Medicaid (from Worksheet 3,

column a) 53,536,914 42,917,956 10,618,958

4 260 %

Costs of other means-tested
¢ govemment programs (from
Worksheet 3, column b)

Total Financial Assistance and
d Means-Tested Govemment

Programs 61,849,991 42,917,956 18,932,035

7 590 %

Other Benefits

Community health improvement
e services and community benefit
operations (from Worksheet 4)

Health professions education
(from Worksheet 5)

Subsidized health services (from
9 Worksheet 6)

h Research (from Worksheet 7)

Cash and in-kind contnbutions for
i community benefit (from
Worksheet 8)

j Total. Other Benefits

k Total. Add lines 7d and 7) 61,849,991 42,917,956 18,932,035

7 590 %

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

(@) Number of

(b) Persons served

(c) Total community

(d) Direct offsetting

(e) Net community

(f) Percent of

(optional) building expense revenue bullding expense total expense
activities or programs
(optional)

1 Physical improvements and housing
2 Economic development
3 Community support
4 Environmental improvements
5 Leadership development and

training for community members
6 Coalition bulding
7 Community health improvement

advocacy

Workforce development
9 Other
10 Total

m Bad Debt, Medicare, & Collection Practices

1

2

4

0 N O

9a
b

Section A. Bad Debt Expense Yes | No
Did the organization report bad debt expense In accordance with Heathcare Financial Management Association
Statement No 157 e e e e .o 1 No
Enter the amount of the organization's bad debt expense Explain in Part VI the
methodology used by the organization to estimate this amount 2 4,435,411
Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy ExplaimninPart 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 1,513,287
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 1s contained I1n the attached financial statements
Section B. Medicare
Enter total revenue received from Medicare (including DSH and IME) 5 49,113,465
Enter Medicare allowable costs of care relating to payments online5 . . . . .| 6 59,025,327
Subtract hine 6 from line 5 This i1s the surplus (or shortfall) . 7 -9,911,862
Describe in Part VI the extent to which any shortfall reported 1n 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 |7€ost to charge ratio |_Other
Section C. Collection Practices
Did the organization have a written debt collection policy during the tax year? 9a | Yes
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 Companles and J0|nt Ventures

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

(@) Name of entity

(b) Descnption of prmary
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

Schedule H (Form 990) 2015
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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 histed in Part V, Section A)
BARBARA ANN KARMANOS CANCER 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 Assessment
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 iIimmediately preceding tax year?
1 No
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital Iin the current tax year or the
immediately preceding tax year? If "Yes,” provide details of the acquisition in Section C
2 No
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a 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 |7E><|st|ng health care facilities and resources within the community that are available to respond to the health needs
of the community
d [ How data was obtained
e [v The significant health needs of the community
f |_Pr|mary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and minority
groups
g |7The process foridentifying and prioritizing community health needs and services to meet the community health
needs
h [ The process for consulting with persons representing the community’s interests
i [ Information gaps that 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 i1dentify 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 No
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
P 6b No
7 Dld the hospltal faC|I|ty make 1ts CHNA report W|dely ava|IabIe to the publlc? . Coe e e e e e e 7 |Yes

If"Yes," indicate how the CHNA report was made widely available (check all that apply)
a |¥ Hospital facility’s website (st url) HTTPS //WWW KARMANOS ORG/?ID=539&51D=1

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," skiptohne 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
a If"Yes" (hsturl) HTTPS //WWW KARMANOS ORG/?ID=539&SID=1
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?
P 10b No
11 Describe Iin Section C how the hospital facility 1s addressing the significant needs i1dentified In its most recently
conducted CHNA and any such needs that are not being addressed together with the reasons why such needs are not
being addressed
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a CHNA as
required by section 501(r)(3)?
- . 12a No
b If“Yes“ on I|ne 12a dld the organlzatlon ﬂle Form 4720 to report the section 4959 excise tax?
12b

c If“Yes“ on I|ne 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for
all of 1its hospital facilities? $

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

BARBARA ANN KARMANOS CANCER 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 ehgibility critena 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 ehigibility for free care of
200 000000000000 % and FPG family income hmit for eligibihty for discounted care of
400 000000000000 %
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? . . . . . . . . . . .+ .« o+ o« . . . 14 | Yes
15 Explained the method for applying for financial assistance? . . . . . . . + « +« « v« 4 W e w0 . . 15 [ Yes

If"Yes,” Indicate how the hospital facility’s FAP or FAP application form (including accompanying instructions)
explained the method for applying for financial assistance (check all that apply)
a [ Described the information the hospital facility may require an individual to provide as part of his or her application
b [« Described the supporting documentation the hospital facility may require an individual to submit as part of his or

her application
c [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 faciity? . . . . . . . .| 16 | Yes

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

HTTP //WWW MCLAREN ORG/MAIN/FINANCIAL ASPX

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

HTTP //WWW MCLAREN ORG/MAIN/FINANCIAL ASPX
¢ [v A plain language summary of the FAP was widely available on a website (list url)
HTTP //WWW MCLAREN ORG/MAIN/FINANCIAL ASPX
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 [v 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

17 | Yes

noN-payment? . . . . . . v h h e e a e e e e e e e e e e e
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(ies)

b [ Selling an individual’s debt to another party

c [ Actions that require a legal or judicial process
d [ Othersimilaractions (describe in Section C)

e [ None ofthese actions or other similar actions were permitted

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

BARBARA ANN KARMANOS CANCER 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 facility’'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 orjudicial process

Q 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) in line 19 (check all that apply)

a [ Notified individuals ofthe 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 Diud 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 ehigibility under the hospital facility’s financial assistance policy?

Ce e e e e e 21 No
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

c [ The hospital facility mited 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 facihity 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-ehlgible 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," explainin Section C
24 During the tax year, did the hospital facility charge any FAP-ehlgible individual an amount equal to the gross charge for
any service provided to that individual? . . . . . . . . 0 0 o 0w o 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, 33, 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 Iin order of size, from largest to smallest)

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

Name and address Type of Facility (describe)

VI |N|a|B|h|W|IN| =

[
o

Schedule H (Form 990) 2015
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m Supplemental Information

Provide the following information

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

Needs assessment. Describe how the organization assesses the health care needs of the communities 1t serves, 1n 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 Is part of an affiliated health care system, describe the respective roles of the
organization and its affilates 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

Bad debt expense of $4,435,411 was Included in Form 990, part IX, Line 25 but subtracted when
calculating Sch H, PartI, Line 7, Col fPART III,LINE 2 COST TO CHARGE RATIO CALCULATED
USING WORKSHEET 2 FROM THE INSTRUCTIONS

Part I,Ln 7 Col(f)




Form and Line Reference

Explanation

Part I1I, Line 4

IWACCOUNTS RECEIVABLE FROM PATIENTS, INSURANCE COMPANIES, AND GOVERNMENTAL
IAGENCIES ARE BASED ON GROSS CHARGES AN ALLOWANCE FOR CONTRACTUAL
IADJUSTMENTS AND INTERIM PAYMENT ADVANCES IS BASED ON EXPECTED PAYMENT
RATES FROM PAYORS BASED ON CURRENT REIMBURSEMENT METHODOLOGIES THIS
JIAMOUNT ALSO INCLUDES AMOUNTS RECEIVED AS INTERIM PAYMENTS AGAINST UNPAID
CLAIMS BY CERTAIN PAYORS ACCOUNTS RECEIVABLE ARE REDUCED BY AN ALLOWANCE
FOR DOUBTFUL ACCOUNTS IN EVALUATING THE COLLECTIBILITY OF ACCOUNTS
RECEIVABLE, THE CORPORATION ANALYZES ITS PAST HISTORY AND IDENTIFIES TRENDS
FOR EACH OFITS MAJORPAYOR SOURCES OF REVENUE TO ESTIMATE THE APPROPRIATE
IWLLOWANCE FORDOUBTFULACCOUNTS AND PROVISION FOR BAD DEBTS MANAGEMENT
REGULARLY REVIEWS DATA ABOUT THESE MAJOR PAYOR SOURCES OF REVENUE IN
EVALUATING THE SUFFICIENCY OF THE ALLOWANCE FOR DOUBTFUL ACCOUNTS FOR
RECEIVABLES ASSOCIATED WITH SERVICES PROVIDED TO PATIENTS WHO HAVE THIRD-
PARTY COVERAGE, THE CORPORATION ANALYZES CONTRACTUALLY DUE AMOUNTS AND
PROVIDES AN ALLOWANCE FORDOUBTFULACCOUNTS AND A PROVISION FOR BAD DEBTS,
IF NECESSARY (FOR EXAMPLE, FOR EXPECTED UNCOLLECTIBLE DEDUCTIBLES AND
COPAYMENTS ON ACCOUNTS FOR WHICH THE THIRD-PARTY PAYOR HAS NOT YET PAID, OR
FOR PAYORS WHO ARE KNOWN TO BE HAVING FINANCIAL DIFFICULTIES THAT MAKE THE
REALIZATION OF AMOUNTS DUE UNLIKELY) FOR RECEIVABLES ASSOCIATED WITH SELF-
PAY PATIENTS (WHICH INCLUDE BOTH PATIENTS WITHOUT INSURANCE AND PATIENTS
WITH DEDUCTIBLE AND COPAYMENT BALANCES DUE FOR WHICH THIRD-PARTY COVERAGE
EXISTS FOR PART OF THE BILL), THE CORPORATION RECORDS A SIGNIFICANT PROVISION
FOR BAD DEBTS IN THE PERIOD OF SERVICE ON THE BASIS OF ITS PAST EXPERIENCE,
WHICH INDICATES THAT MANY PATIENTS ARE UNABLE ORUNWILLING TO PAY THE
PORTION OF THEIR BILL FOR WHICH THEY ARE FINANCIALLY RESPONSIBLE THE
DIFFERENCE BETWEEN THE STANDARD RATES (OR THE DISCOUNTED RATES, IF
NEGOTIATED)AND THE AMOUNTS ACTUALLY COLLECTED AFTER ALL REASONABLE
COLLECTION EFFORTS HAVE BEEN EXHAUSTED IS CHARGED OFF AGAINST THE
IWLLOWANCE FORDOUBTFULACCOUNTS IN THE PERIOD THEY ARE DETERMINED TO BE
UNCOLLECTIBLE




Form and Line Reference

Explanation

Part III, Line 8

SHORTFALL OF MEDICARE COST OVER MEDICARE PAYMENTS OF ($9,911,862) SHOULD BE
INCLUDED AS A COMMUNITY BENEFIT THE MAJORITY OF OUR MEDICARE PATIENTS ARE
CROSSOVER PATIENTS WITH MEDICAID AS SECONDARY




Form and Line Reference

Explanation

Part 111, Line 9b

PROVIDERS CAN DEEM MEDICARE BENEFICIARIES INDIGENT OR MEDICALLY INDIGENT
WHEN SUCH INDIVIDUALS HAVE ALSO BEEN DETERMINED ELIGIBLE FOR MEDICAID AS
EITHER CATEGORICALLY NEEDY INDIVIDUALS OR MEDICALLY NEEDY INDIVIDUALS,
RESPECTIVELY ONCE INDIGENCE IS DETERMINED AND THE PROVIDER CONCLUDES THAT
THERE HAD BEEN NO IMPROVEMENT IN THE BENEFICIARY'S FINANCIAL CONDITION, THE

DEBT MAY BE DEEMED UNCOLLECTABLE




Form and Line Reference

Explanation

Part VI, Line 2

THE REVIEW OF SURVEILLANCE, EPIDEMIOLOGY, AND END RESULTS (SEER) DATA IN OUR
IMMEDIATE SERVICE AREAS OF WAYNE, OAKLAND AND MACOMB COUNTIES WITH
PARTICULARATTENTION TO THE MORBIDITY RATES IN CERTAIN AGE AND ETHNIC
GROUPS COLLABORATIVE WORK WITH OTHER NCI DESIGNATED FACILITIES TO TRACK
TRENDS IN OTHER LIKE COMMUNITIES IN THE PAST, FOCUS GROUPS AND COLD CALLS
HAVE BEEN USED TO ASSESS COMMUNITY NEEDS IN 2015, THE ORGANIZATION ALSO
CONDUCTED A FULLCOMMUNITY NEEDS ASSESSMENT IMPLEMENTATION STRATEGIES FOR
BARRIERS IS ONGOING




Form and Line Reference Explanation

Part VI, Line 3 IALL PATIENTS RECEIVE A COPY OF THEIR PATIENT RIGHTS UPON REGISTRATION AS A NEW
PATIENT PATIENTS ARE ASKED ABOUT HEALTH CARE COVERAGE WHEN SCHEDULING AN

IAPPOINTMENT AND VERIFIED DURING THE PRE-REGISTRATION PROCESS THOSE

PATIENTS WITHOUT HEALTH INSURANCE ORTHAT ARE UNDERINSURED ARE THEN

DIRECTED TO SPECIAL GRANT PROGRAMS ORTO A FINANCIAL COUNSELOR FOR
IAPPLICATIONS TO OTHER PROGRAMS




Form and Line Reference Explanation

Part VI, Line 4 ITHE BARBARA ANN KARMANOS CANCER INSTITUTE AND BARBARA ANN KARMANOS CANCER
HOSPITAL (KCC)ISLOCATED IN MID-TOWN DETROIT, MICHIGAN AND IS ONE OF ONLY 41
NATIONAL CANCER INSTITUTE-DESIGNATED COMPREHENSIVE CANCER CENTERS IN THE
UNITED STATES KCC HAS BEEN RANKED AS ONE OF AMERICA'S BEST HOSPITALS FOR
PATIENT EXPERIENCE BY WOMEN CERTIFIED IN 2011,2012 AND 2014 IN 2015, THE
BARBARA ANN KARMANOS HOSPITAL RECEIVED THE WOMEN'S CHOICE AWARD ASONE OF
IAMERICA'S BEST HOSPITALS FOR CANCER CARE WE ARE A UNIQUE CENTER OF RESEARCH,
PATIENT CARE AND EDUCATION, DEDICATED TO THE PREVENTION, EARLY DETECTION,
TREATMENT AND EVENTUAL ERADICATION OF CANCER




Form and Line Reference

Explanation

Part VI,Line 5

EVERY YEAR KARMANOS PROVIDES UP-TO-DATE CANCER EDUCATION FOR MEDICAL
PROFESSIONALS AND THE LAY PUBLIC ANNUAL SYMPOSIUMS ARE HELD ON LUNG, BREAST,
PROSTATE, GASTROINTESTINAL AND GYNCECOLOGIC CANCER THE PATIENT AND
COMMUNITY EDUCATION DEPARTMENT PROVIDES EDUCATION TO INDUSTRY (GENERAL
MOTORS, FIAT/CHRYSLER), CHURCHES AND SCHOOLS IN THE FORM OF HEALTH FAIRS AND
CANCER PREVENTION AND EARLY DETECTION PRESENTATION THE PROSTATE ADVOCACY
GROUP INITIATED A TRAINING SERIES TO ENCOURAGE MEMBERS TO BECOME GRANT
READERS AND STATE GOVERNMENT LOBBY DAY PARTICIPANTS FOR MANY YEARS,
KARMANOS HAS BEEN ABLE TO SUPPORT BREAST CANCER PATIENTS THROUGH A GRANT-
FUNDED PROGRAM CALLED "HELPING HANDS " THE GRANT HAS EVOLVED FROM PROVIDING
COMPREHENSIVE DIAGNOSTIC BREAST SERVICES FOR PATIENTS WHO WERE UNINSURED
TO ALSO PROVIDING MORE SOCIAL SUPPORT SERVICES,SUCH AS ASSISTING WITH THE
COST OF HIGH INSURANCE DEDUCTIBLES AND CO-PAYS COMMUNITY PARTNERSHIPS
CONTINUE TO EVOLVE AS WELL WAYNE STATE UNIVERSITY PROVIDES LEGAL
CONSULTATION SERVICES FREE-OF-CHARGE EVERY MONDAY THE DETROIT COMMUNITY
HEALTH CONNECTION PARTICIPATED IN KARMANOS CANCER INSTITUTE'S THIRD ANNUAL
COLORECTAL CANCER AWARENESS DAY BY PROVIDIDNG EDUCATION AND FOBT KITS WITH
FOLLOW-UP CARE




Form and Line Reference

Explanation

Part VI, Line 6

ITHE BARBARA ANN KARMANOS CANCER HOSPITAL PATIENTS, ALONG WITH THE GENERAL
SURROUNDING POPULATION, RECEIVED HEALTH EDUCATION THROUGH COMMUNITY
EDUCATION PROGRAMS, CORPORATE OUTREACH AND THIRD PARTY EVENTS IN 2016,
KARMANOS HELD 184 COMMUNITY HEALTH EDUCATION PROGRAMS, PROVIDED SOCIAL
WORK AND SUPPORTIVE SERVICES TO 2,800 BENEFICIARIES, AND CONFERENCE AND
SYMPOSIUMS (INCLUDING BREAST, GASTROINTESTINAL, HEMATOLOGY AND PROSTATE

CANCERS)ATTENDED BY OVER 400 PERSONS




Schedule H (Form 990) 2015



Additional Data

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

Software ID:
Software Version:
EIN:
Name:

20-1649466

BARBARA ANN KARMANOS CANCER HOSPITAL

. . —_— o110 — O m m
Section A. Hospital Facilities F'T I 53 x g 2 P B
gz |=|al|l5|® 5 &
- = - [ —~
(Iist In order of size from largest to Plels |3 |2|8|51F
fa' - ] o s o =
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 gl slalealTIlT
= | 2| 2 o
2 B
Name, address, primary website address, = 5
and state license number 3 Facility reporting
- Other (Describe) group
1 BARBARA ANN KARMANOS CANCER
HOSPITAL
4100 JOHN R X X
DETROIT,MI 48201
WWW KARMANOS ORG
830520A
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Schedule I . R OMB No 1545-0047
(:ofmUQSO) 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 IV, line 21 or 22.
P Attach to Form 990.

Open to Public

Department of the

Treasury P Information about Schedule I (Form 990) and its instructions is at www.irs.qgov /form990. Inspection
Intemal Revenue Service
Name of the organization Employer identification number

BARBARA ANN KARMANOS CANCER HOSPITAL
20-1649466

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 In 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 iIf 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 iIf applicable grant cash valuation non-cash assistance | orassistance
or government assistance (book, FMV,
appraisal,
other)
2 Enter total number of section 501(c)(3) and government organizations hsted inthe ine 1 table. . . . . . . . . . . . . . . . . P
3 Enter total number of other organizations listed inthe hne 1 table. . . . . . . . . .+ . +« « v « v v o v aa e

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



Schedule I (Form 990) 2015

Page 2

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

Part III can be duplicated If additional space 1s needed

(a)Type of grant or assistance

(b)Number of

(c)Amount of

(d)A mount of

(e)Method of valuation (book,

(f)Description of non-cash assistance

recipients cash grant non-cash assistance FMV, appraisal, other)
(1) LODGING 196 31,931
(2) TREATMENT ASSISTANCE 28 56,943
(3) TRAVEL & MILEAGE 220 73,256
(4) OTHER 3 450

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

Return Ref erence

Explanation

PartI, Line 2

MONITOR MONTHLY BY REVIEWING THE ACTIVITY AND MONTHLY ACCOUNT RECONCILIATIONS AND BY COMPARISON TO BUDGETS AND
CONTRACTS

Schedule I (Form 990) 2015
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Schedule ]
(Form 990)

Department of the
Treasury

Intemal 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
BARBARA ANN KARMANOS CANCER HOSPITAL
20-1649466
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 I1I 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 [ Health or social club dues or initiation fees | | |
[T Discretionary spending account [T Personal services (e g, maid, chauffeur, chef) | | |
b Ifany of the boxes In line 1a are checked, did the organization follow a written policy regarding payment or
reimbursement or provision of all of the expenses described above? If "No," complete Part III to explain ib | Yes
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, officers, including the CEO/Executive Director, regarding the items checked in line 1a? 2 |ves
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 CEQO/Executive Director, but explain in Part I11
[T Compensation committee [T written employment contract
[T Independent compensation consultant [T Compensation 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 fiing organization
or a related organization
a Recelve a severance payment or change-of-control payment? 4a No
Participate I1n, or recelve payment from, a supplemental nonqualified retirement plan? 4b | Yes
c Participate I1n, or recelve 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 ITI
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," on line 5a or 5b, describe in Part I11
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," on line 6a or 6b, describe in Part I11
7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 6? If "Yes," describe in Part 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 Iin Regulations section 53 4958-4(a)(3)? If "Yes," describe
In Part IT1 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 50053T 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 In the
instructions, on row (11) Do not st any individuals that are not listed on Form 990, Part VII

Note. The sum of columns (B)(1)-(in) for each hsted 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
(i) compensation

(i)
Bonus & incentive
compensation

(iii)
Other reportable
compensation

(C) Retirement and
other deferred
compensation

(D) Nontaxable
benefits

(E) Total of columns

(B)(1)-(D)

(F) Compensation in

column(B) reported

as deferred on prior
Form 990

See Additional Data Table

Schedule J (Form 990) 2015



Schedule J (Form 990) 2015 Page 3

m Supplemental Information

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

| Return Ref erence Explanation

PartI, Line 1a THE CEO/EXECUTIVE DIRECTOR WAS COMPENSATED BY A RELATED ORGANIZATION, AND THEREFORE NONE OF THE LINE 1 BOXES HAVE
BEEN CHECKED THE CORPORATE CEO,SUBSIDIARY CEOS AND CORPORATE VICE-PRESIDENTS IN SOME INSTANCES HAVE RECEIVED TAX
INDEMNIFICATION FORTHE FOLLOWING BENEFITS VEHICLE COSTS, GROUP TERM LIFE INSURANCE, SUPPLEMENTAL NONQUALIFIED
RETIREMENT PLANS, AND HEALTH CLUB OR SOCIAL DUES THESE BENEFITS HAVE BEEN INCLUDED IN TAXABLE COMPENSATION
MEMBERSHIP DUES, TREATED AS TAXABLE COMPENSATION, ARE PAID ON BEHALF OF MARGARET DIMOND, PRESIDENT (PARTIAL YEAR)

PartI, Line 3 THE CEO/EXECUTIVE DIRECTOR WAS COMPENSATED BY A RELATED ORGANIZATION, AND THEREFORE NONE OF THE LINE 3 BOXES HAVE
BEEN CHECKED THE RELATED ORGANIZATION USED THE FOLLOWING METHODOLOGIES TO ESTABLISH THE COMPENSATION OF THE
CEO/EXECUTIVE DIRECTOR OF THE FILING ORGANIZATION COMPENSATION COMMITTEE, INDEPENDENT COMPENSATION CONSULTANT,
FORM 990 OF OTHER ORGANIZATIONS, COMPENSATION SURVEY OR STUDY, AND APPROVAL BY THE BOARD OR COMPENSATION
COMMITTEE

PartI, Line 4b LINE 4B MCLAREN MAINTAINS TWO SUPPLEMENTAL NONQUALIFIED RETIREMENT PLANS FOR A SELECT GROUP OF MANAGEMENT OR
HIGHLY COMPENSATED EMPLOYEES (THE "SERPS") THE OLD SERP WAS CLOSED TO NEW PARTICIPANTS ON OCTOBER 1,2006, AND THE
NEW SERP BECAME EFFECTIVE AS OF JANUARY 1,2007 NO EMPLOYEE MAY PARTICIPATE IN BOTH OF THE SERPS THE OLD SERP IS
STRUCTURED AS A DEFINED BENEFIT PLAN THAT ESSENTIALLY REPLACES THE BENEFITS THE PARTICIPANT IS NOT PERMITTED TO
RECEIVE UNDER MCLAREN'S QUALIFIED RETIREMENT PLAN DUE TO IRS LIMITATIONS APPLICABLE TO QUALIFIED PLANS THE BENEFIT
UNDER THE OLD SERP IS PAYABLE IN EITHER THE FORM OF A LUMP SUM DISTRIBUTION OR IN MONTHLY PAYMENTS EQUALTO THE
ACTUARIALEQUIVALENT OF THE PARTICIPANT'S ACCRUED BENEFIT THE BENEFIT IS PAID AT AGE 55, AND IF THE PARTICIPANT REMAINS
EMPLOYED, THE BENEFIT IS PAID UPON TERMINATION OF EMPLOYMENT, REDUCED TO TAKE INTO ACCOUNT THE BENEFIT PREVIOUSLY
PAID THE NEW SERP IS STRUCTURED AS A DEFINED CONTRIBUTION PLAN, AND MCLAREN CONTRIBUTES 15 PERCENT OF EACH
PARTICIPANT'S COMPENSATION TO THE PLAN EACH YEAR FOR ALLOCATION TO THE PARTICIPANT'S ACCOUNT PARTICIPANTS IN THE
NEW SERP BECOME VESTED IN THEIR ACCOUNTS UPON THE EARLIER OF FIVE YEARS OF PARTICIPATION IN THE PLAN ORATTAINMENT OF
AGE 60 PARTICIPANTS IN THE NEW SERP SELF-DIRECT THE INVESTMENT OF THEIR ACCOUNTS AND HAVE THE ACTUAL INVESTMENT
RETURN CREDITED OR DEBITED TO THEIR ACCOUNTS THE BENEFIT UNDER THE NEW SERP IS EQUAL TO THE PARTICIPANT'S ACCOUNT
BALANCE, AND THE BENEFIT IS PAID IN A SINGLE SUM WITHIN 60 DAYS OF THE PARTICIPANT'S TERMINATION DATE BENEFITS UNDER
BOTH SERPS ARE PROVIDED ON A TAX-NEUTRAL BASIS BOTH SERPS ARE DESIGNED TO COMPLY WITH INTERNAL REVENUE CODE
SECTIONS 457(F) AND 409A

PartI, Line 6 MCLAREN HEALTH CARE CORPORATION (MHCC)HAS A LEADERSHIP INCENTIVE PROGRAM FOR LEADERS OF THE CORPORATION,
SUBSIDIARY EXECUTIVES AND DIRECTORS, AND MANAGERS THE PURPOSE OF THE PLAN IS TO ENHANCE THE ORGANIZATION'S ABILITY
TO ACHIEVE ITS GOALS BY PROVIDING TOP OFFICIALS AND THE BOARD OF DIRECTORS WITH A TOOL FOR (A) CLEARLY COMMUNICATING
PERFORMANCE ON THE PART OF KEY LEADERS, (B) STIMULATING AND REWARDING SUPERIOR LEVELS OF PERFORMANCE ON THE PART OF
KEY LEADERS WHICH WILL ULTIMATELY BENEFIT THE COMMUNITIES MHCC SERVES, AND (C)PROTECTING MHCC'S ABILITY TO COMPETE
WITH OTHER EMPLOYERS FOR HIGH-TALENT LEADERS

Schedule J (Form 990) 2015



Additional Data

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

Software ID:

Software Version:

EIN:
Name:

20-1649466
BARBARA ANN KARMANOS CANCER HOSPITAL

(A) Name and Title

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

(C) Retirement and
other deferred

(D) Nontaxable
benefits

(E) Total of columns

(F) Compensation in

) (ii) (i) (BY(1)-(D) column (B)
Base Bonus & Other compensation reported as deferred
Compensation Incentive reportable on prior Form 990
compensation compensation
1MARGARET DIMOND | 0
PRESIDENT KCC (PARTIAL o 0 0 0 0 0 0
21 s e s e e e
(1) 349,789 105,847 178,041 13,250 - - 0
13,866 660,793
1GEROLD BEPLER MD PHD | 0
PRESIDENT KCI/BOARD o 0 0 0 0 0 0
MEMBER | L, a4 - °°"°"°"°°T=="f TTTT==TT- """ TTTTTTT/Te/mET/T TETEEETTTTTT) TTOTTETETEET TTETTETEETTECC
() 533,701 185,442 38,004 203,613 - - 0
16,837 977,597
2PHIL INCARNATI 1 0
BOARD MEMBER o 0 0 0 0 0 0
() 1,451,545 1,950,625 2,762,910 432,935 - - 0
14,366 6,612,381
3JUSTIN KLAMERUS MD | 0
INTERIM PRESIDENT KCC o 0 0 0 0 0 0
(1) 409,165 80,620 486 5,300 - - 0
18,936 514,507
4BRIAN GAMBLE 1 0
TREASURER/CFO S 0 0 0 ° °
() 220,560 0 1,696 3,967 - - 0
14,979 241,202
5PAMELA MOLLAN | 0
CONTROLLER o ¢ 0 0 0 0 0 0
() 142,415 34,598 1,039 2,807 - - 0
8,568 189,427
6KATHLEEN CAROLIN 1 198,977
SENIOR VP, AMBULATORY o 198977 29,250 2,322 3,894 9,508 243,951 0
L T L G T I e e [
() 0 0 0 0 - - 0
0 0
7KAREN GOLDMAN 1 189,292
ZENIOR VP, CNO o 189,292 27,527 4,243 3,735 9,235 234,032 0
() 0 0 0 0 - - 0
0 0
8NATASHA ROBINETTE | 577,560
haliapbatin S 71,682 418 5,300 29,029 683,989 0
() 0 0 0 0 - - 0
0 0
9HUSSEIN AOUN 1 546,792
Py o 546,792 69,958 268 5,300 28,696 651,014 0
() 0 0 0 0 - - 0
0 0
10ALIT AMIT-YOUSIF | 533,272
RADIOLOGIST o 53327 61,292 446 5,300 25,505 625,815 0
() 0 0 0 0 - - 0
0 0
11MICHAEL PETRICH | 508,017
R ADIOL OGSt o~ 508017 69,990 268 5,300 17,601 601,176 0
() 0 0 0 0 - - 0
0 0
12JULIE SULTZRADIOLOGIST (1 483,483 72,564 446 5,300 28,274 590,067 0
() 0 0 0 0 - - 0
0 0
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SCHEDULE O
(Form 990 or
990-EZ)

Department of the
Treasury

Supplemental Information to Form 990 or 990-EZ oMb No 154570047

Complete to provide information for responses to specific questions on 2 O I 5

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

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

Internal Revenue
Service

Name of the organization

BARBARA ANN KARMANOS CANCER HOSPITAL

Employer identification number

20-1649466

990 Schedule O, Supplemental Information

Return
Reference

Explanation

VI, Section A, | INSTITUTE
line 6

Form 990, Part | THE SOLE MEMBER OF BARBARA ANN KARMANOS CANCER HOSHITAL IS THE BARBARA ANN KARMANOS CANCER




990 Schedule O, Supplemental Information

Return Explanation
Reference

Form 990, Part | BARBARA ANN KARMANOS CANCER INSTITUTE, THE SOLE MEMBER, HAS THE POWER TO RECOMMEND AND NOM
V|, Section A, | INATE CANDIDATES FOR THE BARBARA ANN KARMANOS CANCER HOSPITAL BOARD OF DIRECTORS THE MEMB
line 7a ER MAY ALSO REMOVE DIRECTORS




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Form 990, Part
VI, Section A,
line 7b

BARBARA ANN KARMANOS CANCER INSTITUTE, SOLE MEMBER OF BARBARA ANN KARMANOS CANCER HOSPITAL
, HAS THE POWER TO APPROVE ANY AMENDMENT OF THE ARTICLES OF INCORPORATION OF THE CORPORATI

ON AND APPROVE ANY AMENDMENT OF THE BY LAWS OF THE CORPORATION THE SOLE MEMBER MAY ALSO AP
PROVE THE MERGER, CONSOLIDATION, DISSOLUTION, SALE OR OTHER TRANSFER OF SUBSTANTIALLY ALL
ASSETS OF BARBARA ANN KARMANOS CANCER HOSPITAL, OR OTHER CHANGE IN CORPORATE FORM




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Form 990, Part
VI, Section B,
line 11

THE FORM 990 DATA IS PREPARED INTERNALLY AND SUBMITTED TO OUR AUDITING FIRM FOR RETURN PRE
PARATION ONCE THE RETURNS HAVE BEEN COMPLETED, THE FORMS ARE REVIEWED BY ENTITY CFOAND T
HE CORPORATE FINANCE LEADERSHIP OF MCLAREN HEALTH CARE CORPORATION (MHCC) COPIES OF DRAFT
RETURNS ARE MADE AVAILABLE TO THE MHCC BOARD MEMBERS, WHO SERVE AS THE OVERALL GOVERNING
BOARD RETURNS ARE AVAILABLE FORALL CORPORATIONS OF WHICH MHCC IS THE SOLE MEMBER AS WH_L
AS OTHER RELATED ENTITIES OF THOSE CORPORATIONS FOR REVIEW RATHER THAN HAVING THELOCAL B
OARDS REVIEW THE RETURNS THE BOARD OF MHCC IS THE ULTIMATE ACCOUNTABLE ORGANIZATION FOR T
HE SYSTEM, AS SUCH IT IS THE OV ERALL GOVERNING BOARD OF THE SY STEM, WHOSE RESPONSIBILITIES
INCLUDE BUT ARENOT LIMTED TO APPROVING ALL SUBSIDIARY BOARD MEMBERS, FINANCIAL BUDGETS

, AND ISSUANCE OF DEBT




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Form 990, Part
VI, Section B,
line 12¢

THE CORPORATE COMPLIANCE DEPARTMENT, IN ACCORDANCE WITH THE MCLAREN HEALTH CARE (MHC) BOAR
D CONFLICT OF INTEREST POLICY, ANNUALLY DISTRIBUTES THE CONFLICT OF INTEREST DISCLOSURE SU

RVEY TO ALL MHC CORPORATE AND SUBSIDIARY ORGANIZATION BOARD MEMBERS, EXECUTIVES AND OTHER
LEADERSHIP EMPLOY EES THE CORPORATE COMPLIANCE DEPARTMENT THROUGH THE GOV ERNANCE COMMITTEE
, COMPILES AND ANALY ZES SURVEY DATA BY ORGANIZATION, INVESTIGATES AND REVIEWS POTENTIAL CO
NFLICTS WITH THE ORGANIZATIONS CEO AND BOARD CHAIR, AND WHEN NECESSARY, RECOMMENDS ACTION
S TO BE TAKEN TO RESOLVE IDENTIFIED CONFLICTS A COMALETE REPORT OF ALL CORPORATE AND SUBS
IDIARY BOARD MEMBER AND EXECUTIVE DISCLOSURES, CONFLICTS IDENTIFIED AND ACTIONS TAKEN IS R
EVIEWED BY THE MHC GOV ERNANCE COMMITTEE AND EACH SUBSIDIARY CEO AND BOARD CHAIR RECEIVES A
REPORT SPECIFIC TO THEIR ORGANIZATION'S BOARD MEMBERS AND EXECUTIVES CONFLICTS ARE DISCL

OSED TO THE FULL BOARD AND BOARD COMMITTEES SO APPROPRIATE ACTIONS CAN BE TAKEN ACTIONS M
AY INCLUDE PROHBITING A BOARD MEMBER FROM PARTICIPATING IN DELIBERATIONS INVOLVING TRANSA
CTIONS WITH A COMPANY WITH WHICH THEY CONDUCT FINANCIAL TRANSACTIONS, BOARD MEMBERS FAILIN
G TO COMPLETE A DISCLOSURE SURVEY OR INTENTIONALLY FAILING TO REPORT A KNOWN CONFLICT OF |
NTEREST ARE RELIEVED OF THER SERVICE TO MHC




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Form 990, Part
VI, Section B,
line 15b

THE COMPENSATION COMMITTEE IS APPOINTED BY THE BOARD OF DIRECTORS TO REVIEW THE PERFORMANC

E AND RECOMMEND THE TOTAL COMPENSATION PACKAGE OF THE MCLAREN HEALTHCARE CORPORATION'S CEO
TO THEBOARD FURTHER THE COMMITTEE ESTABLISHES THE SALARY RANGES AND PREREQUISITES OF TH

E OTHER MOST HIGHLY COMPENSATED OFFICERS (MHC VICE-PRESIDENTS AND MHC HOSPICE SUBSIDIARIES
CEO'S) TO THEBOARD THE MEMBERS OF THE COMMITTEE MUST MEET THE INDEPENDENCE REQUIREMENTS

OF THE APPLICABLE PROVISIONS OF SECTION 4958 OF THE INTERNAL REVENUE CODE OF 1986, AS AME

NDED AND FINAL TREASURY REGULATIONS SECTION 53 4958-6(C)(1)(lll) THE COMMITTEE RETAINS TH

E SERVICES OF AN INDEPENDENT FIRM WITH SIGNIFICANT QUALIFICATIONS AND EXPERIENCE TO CONDUC

T A REVIEW OF THE CORPORATION'S EXECUTIVE COMPENSATION PROGRAM THE RETAINED FIRM UTILIZES
APPROPRIATE COMPENSATION COMPARABILITY DATA THE RETAINED FIRM CONDUCTS ANALY SIS OF THEC
OMPETITIVENESS OF THESE PROGRAMS AND EXPRESSES AN OPINION TO THE REASONABLENESS OF THESE C
OMPENSATION PROGRAMS ALL DATA UTILIZED BY THE COMMITTEE, DELIBERATIONS OF THE COMMITTEE,

AND FINAL COMPENSATION DECISIONS BY THE COMMITTEE ARE DOCUMENTED IN FORMAL REPORTS AND MIN
UTES THE CORPORATE COMPENSATION COMMITTEE WORKS UNDER AND PERIODICALLY RENEWS THE MCLAREN
HEALTH CARE CORPORATION COMPENSATION COMMITTEE CHARTER AND MCLAREN HEALTH CARE CORPORATIO
N COMPENSATION PHILOSOPHY THE MOST RECENT Y EAR THIS PROCESS WAS UNDERTAKEN WAS FISCAL Y EA
R2016




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Form 990, Part
VI, Section C,
line 19

THE BARBARA ANN KARMANOS CANCER HOSPITAL GOV ERNING DOCUMENTS, CONFLICT OF INTEREST STATEME
NTS AND FINANCIAL STATEMENTS ARE AVAILABLE TO THE PUBLIC UPON REQUEST




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Form 990, Part
X, ine 11g

PURCHA SED SERVICES - DMC & WSU Program service expenses 44,878,611 Management and genera

| expenses 601,437 Fundraising expenses 0 Total expenses 45,480,048 SERVICE & MAINTENAN

CE CONTRACTS Program service expenses 12,987,967 Management and general expenses 274,563
Fundraising expenses 0 Total expenses 13,262,530 CLINICAL TRIALS Program service expe

nses 9,832,591 Management and general expenses 0 Fundraising expenses 0 Total expenses

9,832,591 OTHER Program service expenses 5,926,061 Management and general expenses 7,51

7,100 Fundraising expenses 0 Total expenses 13,443,161




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Form 990, Part
Xl, ine 9

FUNDS RELEASED FROM KCl FOR CAPTAL PROJECTS 2,514,292 GRANT REVENUE FROMKCI-2,720,158
IMPAIRMENT COSTS -1,200,182 OTHER TRANSFERS/ACTIVITY 116,007
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SCHEDULE R
(Form 990)

Department of the Treasury
Intemal 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.gov/form990.

OMB No 1545-0047

Name of the organization

BARBARA ANN KARMANOS CANCER HOSPITAL

20-1649466

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)
Pnmary activity

(c)
Legal domicle (state
or foreign country)

(d)

Total iIncome

(e)

End-of-year assets

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) (9)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public chanty status Direct controlling Section 512(b)
or foreign country) (1f section 501(c)(3)) entity (13) controlled
entity?
Yes No
See Additional Data Table

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

Cat No 50135Y

Schedule R (Form 990) 2015



Schedule R (Form 990) 2015

Page 2

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

(a) (b) (c) (d) (e) f (9) (h) (i) (6)] (k)
Name, address, and EIN of Pnmary activity Legal Direct Predominant Share of Share of |Disproprtionate| Code V-UBL | General or| Percentage
related organization domicile| controlling | iIncome(related, |total iIncome |end-of-year| allocations? amount In | managing ownership
(state or entity unrelated, assets box 20 of partner?
foreign excluded from Schedule K-1
country) tax under (Form 1065)
sections 512-
514)
Yes Yes | No
MCLAREN - NORTHERN EQUITIES RENTAL REAL MI N/A
(1) CANCER CENTER PROJECT LLC ESTATE
39000 COUNTRY CLUB DRIVE
FARMINGTON HILLS, MI 48331
26-3112935
MOUNT CLEMENS REGIONAL HEALTH BUILDING MI N/A
(2) BUILDING HEALTH PARTNERS MANAGEMENT

1000 HARRINGTON ST
MOUNT CLEMENS, MI 48043
26-2524717

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

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

(b)
Pnmary activity

(c)

Legal
domicile
(state or foreign
country)

(d)
Direct controlling
entity

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

Share of total
income

(9)
Share of end-
of-year
assets

See Additional Data Table

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

controlled
entity?
Yes No

Schedule R (Form 990) 2015



Schedule R (Form 990) 2015 Page 3

IEZIEXA 1ransactions With Related Organizations Complete If the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.

Note. Complete hine 1 if any entity 1s listed in Parts II, III, or IV of this schedule Yes | No
1 During the tax year, did the orgranization engage In any of the following transactions with one or more related organizations listed in Parts II-1V?
a Receipt of () interest, (ii)annuities, (ili)royalties, or(iv)rent from a controlledentity . . . . . . . .+ .« « o o .+« & 4. la No
b Gift, grant, or capital contribution to related organization(s) . . . . . . . .o 0w ww e e e e e e e e e e 1b No
¢ Gift, grant, or capital contrnibution from related organization(s) . . . .+« .o o wwww e e e e e e e e e e 1c | Yes
d Loans orloan guarantees to or for related organization(s) . . . . . . o 00w w e e e e e e e e e e e e id No
e Loans orloan guarantees by related organization(s) . . .« . .+« w oo e e e e e e e e e e le | Yes
f Dividends from related organization(s) . .+  « .« . e w0 e e e e e e e e e e e 1f No
g Sale of assets to related organization(s) . . . .+ . . . oo 0w e e e e e e e e e e e e 1g No
h Purchase of assets from related organization(s) . . . .+ .« « .« . .+« w e e e e e e e e e e 1h No
i Exchange of assets with related organization(s) . . . . .« « o o« oo e e e e e e e e e e 1i No
j Lease of facilities, equipment, or other assets to related organization(s) . . . .+ .« « .« .+« w4 e e e e e 1j No
k Lease of facilities, equipment, or other assets from related organization(s) . . . . .+« .+« « «  « &+« ww e e 1k | Yes
I Performance of services or membership or fundraising solicitations for related organization(s) 1l | Yes
m Performance of services or membership or fundraising solicitations by related organization(s) . . . . .+ .« « .« .« .« .« o« o« 4 . . . im| Yes
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . . . . .+ .« « .« .« « « « o« 4 4 . in| Yes
Sharing of paid employees with related organization(s) . . . .« o o+« w4 4w e e e e e e e e e 1o | Yes
p Remmbursement paid to related organization(s) for expenses . . . . . . . o 4 0w w e e e e e e e e e e 1p | Yes
Reimbursement paid by related organization(s) forexpenses . . . . . .+« ww e e wwe e e e e e e e e e e 1q No
r Othertransfer of cash or property to related organization(s) . . . . . «  « .« oo w e e e e e e e e e ir No
s Othertransfer of cash or property from related organization(s) . . . . « «  « & o 0w ww e e e e e e e e e 1s No

2 Ifthe answerto any of the above 1s "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds

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

See Additional Data Table

Schedule R (Form 990) 2015



Schedule R (Form 990) 2015

Page 4

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

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets or gross

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

(a)
Name, address, and EIN of entity

(b)
Prmary activity

(c)
Legal
domialle
(state or
foreign
country)

(d)
Predominant
income
(related,
unrelated,
excluded from
tax under
sections 512-
514)

(e)

Are all partners
section
501(c)(3)
organizations?

Yes| No

(f
Share of
total
income

(9)
Share of

end-of-year
assets

(h)
Disproprtionate
allocations?

(M)
Code V-UBL
amount in

box 20
of Schedule

K-1

(Form 1065)

@)
General or
managing

partner?

No

(k)
Percentage
ownership

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 Ref erence Explanation

Schedule R (Form 990) 2015



Additional Data

Software ID:

Software Version:

EIN:
Name:

20-1649466

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

BARBARA ANN KARMANOS CANCER HOSPITAL

(a) (b) (c) (d) (e) (f) (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public chanty Direct controlling Section 512
(state section status entity (b)(13)
or foreign (if section 501 (c) controlled
country) 3N entity?
Yes No
FOUNDATION MI 501(c)(3) Line 11a,I MCLAREN BAY REGION | Yes
MCLAREN BAY MEDICAL FOUNDATION
1900 COLUMBUS AVE
BAY CITY, MI 48708
38-2156534
HOSPITAL MI 501(c)(3) Line 3 MCLAREN HEALTH Yes
MCLAREN BAY REGION CARE CORPORATION
1900 COLUMBUS AVE
BAY CITY, MI 48708
38-1976271
SUPPORTING MI 501(c)(3) Line11a,l MCLAREN BAY REGION | Yes
BAY REGIONAL MEDICAL CENTER AUXILIARY ORGANIZATION
1908 COLUMBUS AVENUE
BAY CITY, MI 48708
38-6081235
HOSPITAL MI 501(c)(3) Line 3 MCLAREN BAY REGION | Yes
MCLAREN BAY SPECIAL CARE
1900 COLUMBUS AVE
BAY CITY, MI 48708
38-3161753
HOSPITAL MI 501(c)(3) Line 3 MCLAREN HEALTH Yes
MCLAREN CENTRAL MICHIGAN CARE CORPORATION
1221 SOUTH DRIVE
MT PLEASANT, MI 48858
38-1420304
SKILLED NURSING MI 501(c)(3) Line 9 MCLAREN NORTHERN Yes
CHARLEVOIX NURSING HOME CORPORATION DBA FACILITY MICHIGAN
BOULDER PARK TERRACE
14676 WEST UPRIGHT
CHARLEVOIX, MI 49720
38-3038683
CANCER CARE CENTER MI 501(c)(3) Line 7 MCLAREN HEALTH Yes
GREAT LAKES CANCER INSTITUTE CARE CORPORATION
401 S BALLENGER HWY
FLINT, MI 48532
38-3584572
FOUNDATION MI 501(c)(3) Line 7 MCLAREN GREATER Yes
MCLAREN GREATER LANSING FOUNDATION LANSING
401 S GREENLAWN AVE
LANSING, MI 48910
38-2463637
HOSPITAL MI 501(c)(3) Line 3 MCLAREN HEALTH Yes
MCLAREN GREATER LANSING CARE CORPORATION
401 S GREENLAWN AVE
LANSING, MI 48910
38-1434090
CANCER RESEARCH & MI 501(c)(3) Line 7 MCLAREN HEALTH Yes
KARMANOS CANCER INSTITUTE CARE CENTER CARE CORPORATION
4100 JOHN R ST
DETROIT, MI 48201
38-1613280
HOSPITAL MI 501(c)(3) Line 3 MCLAREN HEALTH Yes
MCLAREN LAPEER REGION CARE CORPORATION
1375 N MAIN ST
LAPEER, MI 48446
38-2689033
FOUNDATION MI 501(c)(3) Line 11a,I MCLAREN LAPEER Yes
MCLAREN LAPEER REGION FOUNDATION REGION
1375 N MAIN ST
LAPEER, MI 48446
38-2689603
NURSING HOME MI 501(c)(3) Line 9 MCLAREN PORT HURON| Yes
MARWOOD MANOR NURSING HOME
PO BOX 5011
PORT HURON, MI 48060
38-2683251
SUPPORTING ORG MI 501(c)(3) Line 11a,I N/A No
MCLAREN HEALTH CARE CORPORATION
G-3235 Beecher Road Suite B
FLINT, MI 48532
38-2397643
SUPPORTING ORG MI 501(c)(3) Line11a,l MCLAREN HEALTH Yes
MCLAREN HEALTH CARE VILLAGE FOUNDATION CARE CORPORATION
401 S BALLENGER HIGHWAY
FLINT, MI 48532
26-2693350
INSURANCE MI 501(c)(4) MCLAREN HEALTH Yes
MCLAREN HEALTH PLAN COMMUNITY PLAN
G-3245 BEECHER ROAD SUITE 200
FLINT, MI 48532
27-2204037
HEALTH CARE MI 501(c)(4) MCLAREN HEALTH Yes
MCLAREN HEALTH PLAN INC SERVICES CARE CORPORATION
G-3245 BEECHER ROAD
FLINT, MI 48532
38-3252216
FOUNDATION MI 501(c)(3) Line 11a,I VISITING NURSE Yes
MCLAREN HOSPICE & HOME CARE FOUNDATION SERVICES OF
1515 CAL DR MICHIGAN
DAVISON, MI 48423
46-3643089
HOSPITALITY HOUSE MI 501(c)(3) Line 7 MCLAREN HEALTH Yes
MCLAREN HOSPITALITY HOUSE CARE CORPORATION
401 S BALLENGER HIGHWAY
FLINT, MI 48532
45-5567669
MANAGEMENT MI 501(c)(3) Line 11a,I MCLAREN HEALTH Yes
MCLAREN MEDICAL GROUP COMPANY CARE CORPORATION
401 S BALLENGER HWY
FLINT, MI 48532
38-2988086




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

(a)

Name, address, and EIN of related organization

(b)

Primary activity

(c)
Legal domicile
(state
or foreign
country)

(d)
Exempt Code
section

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

(30

(f)
Direct controlling
entity

(9)
Section 512

(b)(13)
controlled
entity?

Yes No

MCLAREN NORTHERN MICHIGAN
416 CONNABLE AVENUE
PETOSKEY, MI 49770
38-2146751

ACUTE CARE HOSPITAL

MI

501(c)(3)

Line 3

MCLAREN HEALTH
CARE CORPORATION

Yes

MCLAREN NORTHERN MICHIGAN FOUNDATION
360 CONNABLE AVENUE

PETOSKEY, MI 49770

38-2445611

FOUNDATION

MI

501(c)(3)

Linel1la,l

MCLAREN NORTHERN
MICHIGAN

Yes

MCLAREN PORT HURON
1221 PINE GROVE AVENUE
PORT HURON, MI 48060
38-1369611

HOSPITAL

MI

501(c)(3)

Line 3

MCLAREN HEALTH
CARE CORPORATION

Yes

MCLAREN FLINT

401 S BALLENGER HWY
FLINT, MI 48532
38-2383119

HOSPITAL

MI

501(c)(3)

Line 3

MCLAREN HEALTH
CARE CORPORATION

Yes

MICHIGAN CANCER SOCIETY
4100 JOHN R ST

DETROIT, MI 48201
38-2823451

CANCER RESEARCH

MI

501(c)(3)

Line 7

KARMANOS CANCER
INSTITUTE

Yes

MOUNT CLEMENS REGIONAL HEALTHCARE FOUNDATION

PO BOX 326
MOUNT CLEMENS, MI 48046
38-2578873

FOUNDATION

MI

501(c)(3)

Line 9

MCLAREN MACOMB

Yes

MCLAREN MACOMB

1000 HARRINGTON

MOUNT CLEMENS, MI 48043
38-1218516

HOSPITAL

MI

501(c)(3)

Line 3

MCLAREN HEALTH
CARE CORPORATION

Yes

NORTH OAKLAND NORTH MACOMB IMAGING INC
355 BARCLAY CIR STE A

ROCHESTER HILLS, MI 48307

38-2807040

MRI IMAGING

MI

501(c)(3)

Line 3

MCLAREN OAKLAND

Yes

NORTHERN MICHIGAN HEMATOLOGY AND ONCOLOGY
416 CONNABLE AVENUE

PETOSKEY, MI 49770

32-0020293

PHYSICIAN PRACTICE

MI

501(c)(3)

Line 3

MCLAREN NORTHERN
MICHIGAN

Yes

NORTHERN MICHIGAN MEDICAL MANAGEMENT
416 CONNABLE AVENUE

PETOSKEY, MI 49770

20-8458840

PHYSICIAN PRACTICE

MI

501(c)(3)

Line 3

MCLAREN NORTHERN
MICHIGAN

Yes

PARKVIEW PROPERTY MANAGEMENT CORPORATION
PO BOX 5011

PORT HURON, MI 48060

38-2467310

MANAGEMENT CORP

MI

501(c)(3)

Linella,l

MCLAREN PORT HURON

Yes

MCLAREN OAKLAND FOUNDATION
50 NORTH PERRY STREET
PONTIAC, MI 48342

20-0442217

FOUNDATION

MI

501(c)(3)

Line 11¢, III-FI

MCLAREN OAKLAND

Yes

MCLAREN OAKLAND

50 NORTH PERRY STREET
PONTIAC, MI 48342
38-1428164

HOSPITAL

MI

501(c)(3)

Line 3

MCLAREN HEALTH
CARE CORPORATION

Yes

PORT HURON HOSPITAL FOUNDATION
PO BOX 5011

PORT HURON, MI 48060

38-2777750

FOUNDATION

MI

501(c)(3)

Linel1la,l

MCLAREN PORT HURON

Yes

REGIONAL EMERGENCY MEDICAL SERVICE INC
25400 W 8 MILE ROAD

SOUTHFIELD, MI 48034

38-3255499

AMBULANCE SERVICE

MI

501(c)(3)

Line 9

MCLAREN MEDICAL
MANAGEMENT INC

Yes

THE CARDIAC INSTITUTE DBA MICHIGAN HEART &
VASCULAR SPECIALISTS

416 CONNABLE AVENUE

PETOSKEY, MI 49770

26-2774689

PHYSICIAN PRACTICE

MI

501(c)(3)

Line 3

MCLAREN NORTHERN
MICHIGAN

Yes

VISITING NURSE SERVICE OF MICHIGAN
1515 Cal Drive

DAVISON, MI 48423

38-3491714

HEALTH CARE
SERVICES

MI

501(c)(3)

Line 9

MCLAREN HEALTH
CARE CORPORATION

Yes

VITALCARE INC

761 LAFAYETTE AVENUE
CHEBOYGAN, MI 49721
38-2527255

HOSPICE CARE/HOME
HEALTH SERVICES

MI

501(c)(3)

Line 9

MCLAREN NORTHERN
MICHIGAN

Yes

WOMENS HOSPITAL ASSOCIATION OF FLINT MICHIGAN
401 S BALLENGER HIGHWAY

FLINT, MI 48532

38-1358053

SUPPORTING
ORGANIZATION

MI

501(c)(3)

Linella,l

MCLAREN HEALTH
CARE CORPORATION

Yes




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

(a) (b) (c) (d) (e) (f) (9) (h) (1)
Name, address, and EIN of Primary activity Legal Direct controlling | Type of entity Share of total Share of end-of- Percentage Section
related organization domicile entity (C corp, S Income year ownership 512(b)(13)
(state or foreign corp, assets controlled
country) or trust) entity?
Yes No
(1)CLARKSTON PROPERTY ASSOCIATES |[REAL ESTATE MI N/A C No
50 NORTH PERRY STREET
PONTIAC, MI 48342
43-2006072
(1)DELPHINUS INVESTMENT INC HOLD PASSIVE MI N/A C No
4100 JOHN R ST INVESTMENT
DETROIT, MI 48075
45-4758176
(2)HEALTH ADVANTAGE INC INSURANCE MI N/A C No
G3245 BEECHER ROAD
FLINT, MI 48532
91-2141720
(3)HOSPITAL HEALTH CARE INC HEALTH CARE MI N/A C No
50 NORTH PERRY STREET
PONTIAC, MI 48342
38-2643070
(4)MCLAREN INSURANCE COMPANY LTD [INSURANCE [op] N/A C No
10 MAIN ST
GRAND CAYMAN
[op]
(5)MID-MICHIGAN PHYSICIANS PC PHYSICIAN MI N/A C No
2510 KERRY STREET SUITE 200 PRACTICE
LANSING, MI 48912
38-3267121
(6)MCLAREN PHYSICIAN PARTNERS MANAGED MI N/A C No
50 NORTH PERRY STREET CARE
PONTIAC, MI 48342
38-3136458
(7) RETAIL MI N/A C No
RAPIN & RAPIN INC DBA PRESCRIPTION [PHARMACY
SERVICES PHARMACY
416 CONNABLE AVENUE
PETOSKEY, MI 49770
38-3465261
(8) SALE AND MI N/A C No
VITALCARE HOME MEDICAL EQUIPMENT [RENTAL OF
INC DURABLE
761 LAFAYETTE AVENUE MEDICAL
CHEBOYGAN, MI 49721 EQUIPMENT
38-2662954
(9) WILLOW ENTERPRISES Occupational MI N/A C No
PO BOX 5011 Health Clinic
PORT HURON, MI 48061 and Outpatient
38-2491659 Pharmacies




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

(a) (b) (c) (d)
Name of related organization Transaction Amount Involved
Method of determining amount
type(a-s) involved
(1) KARMANOS CANCER INSTITUTE C 2,720,158 CASH
(1) KARMANOS CANCER INSTITUTE E 10,375,484 OTHER
(2) KARMANOS CANCER INSTITUTE K 1,242,324 ALLOCATION OF COST
(3) KARMANOS CANCER INSTITUTE M 18,774,820 ALLOCATION OF COST
(4) KARMANOS CANCER INSTITUTE L 523,587 ALLOCATION OF COST
(5) KARMANOS CANCER INSTITUTE 0] 3,462,071 COST OF COMPENSATION
(6) KARMANOS CANCER INSTITUTE p 218,625,180 ALLOCATION OF COST




