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990

%)

Department of the
Treasury

Intemal Revenue Service

foundations)

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

» 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

, and ending 09-30-2016

€ Name of organization
Deaconess Hospital Inc

D Employer identification number

I_Address change 35-0593390
[ Name change Doing business as
I_ Initial retum
|_ Final E Telephone number
retum/terminated Number and street (or P O box if mail 1s not delivered to street address)| Room/suite
600 Mary Street
[ Amended return v (812)450-3296
I_Appl|cat|on pending City or town, state or province, country, and ZIP or foreign postal code
Evansville, IN 47747 G Gross receipts $ 953,444,378
F Name and address of principal officer H(a) Is this a group return for
SHAWN WMCCOY CAO
5
600 Mary Street s;t;ordmates [ Yes [v
Evansville,IN 47747
H(b) Are all subordinates

I Tax-exempt status > [Yes [ No

[V 501(c)(3) [ 501(c)( ) d(msertno) [ 4947(a)(1)or [ 527 included

If"No," attach a hst (see instructions)
J Website: » www deaconess com
H(c) Group exemption number #

K Form of organization

|7 Corporation I_ Trust I_ Association I_ Other P

L Year of formation 1895

M State of legal domiclle IN

EXEN summary

1 Briefly describe the organization’s mission or most significant activities
PROVIDE QUALITY HEALTH CARE SERVICES WITH A COMPASSIONATE AND CARING SPIRIT CONTINUE TO SCHO TO
PERSONS, FAMILIES AND COMMUNITIES OF THE TRI-STATE

3
=
5
; 2 Check this box » [ 1fthe organization discontinued its operations or disposed of more than 25% of its net assets
]
’f 3 Number of voting members of the governing body (Part VI, line 1a) 3 18
é 4 Number of Independent voting members of the governing body (Part VI, line 1b) 4 11
E 5 Total number of individuals employed In calendar year2015 (Part V, line 2a) 5 5,667
2 6 Total number of volunteers (estimate if necessary) 6 158
7a Total unrelated business revenue from Part VIII, column (C), hne 12 7a 13,030,443
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) 1,644,867 2,030,190
% 9 Program service revenue (Part VIII, line 2g) 665,781,752 683,619,698
g 10 Investment income (Part VIII, column (A), lines 3,4, and 7d ) 17,303,274 16,188,212
@ 11 Other revenue (Part VIII, column (A), ines 5, 6d, 8c, 9c,10c,and 11e) 62,063,963 69,611,307
12 'Il';t)alrevenue—addIlneSSthrough 11 (must equal Part VIII, column (A), ine 746,793,856 771,449,407
13 Grants and similar amounts paid (Part IX, column (A), hnes 1-3 ) 837,277 1,150,755
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 277,414,878 301,561,936
% 16a Professional fundraising fees (Part IX, column (A), line 11¢e) 0 0
S b Total fundraising expenses (Part IX, column (D), line 25) 450,982
17 Other expenses (Part IX, column (A), ines 11a-11d, 11f-24e) 318,504,910 358,007,989
18 Total expenses Add lines 13-17 (must equal Part IX, column (A ), line 25) 596,757,065 660,720,680
19 Revenue less expenses Subtract line 18 from line 12 150,036,791 110,728,727
Sg Beginning of Current Year End of Year
%i 20 Total assets (Part X, line 16) 1,080917,664 1,238,423,966
;g 21 Total habilities (Part X, line 26) 387,504,210 457,277,189
ZE 22 Net assets or fund balances Subtract line 21 from line 20 693,413,454 781,146,777

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 2017-02-13
Sign Signature of officer Date
Here Shawn W McCoy Chief Administrative Officer
Type or pnnt name and title
Print/Type preparer's name Preparer's signature Date PTIN
. Carme A Mernll CPA Carme A Mernll CPA 2017-02-10 | Check [ 1f | poos32283
Pald self-employed
Firm's name # Blue & Co LLC Firm's EIN » 35-1178661
Preparer
Firm’'s address # 500 N Mendian St Suite 200 Phone no (317) 633-4705
Use Only
Indianapolis, IN 46204
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

See Schedule O

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 a w e e e e e e e e e e e e |_Yes|7No
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 $ 142,924,563 including grants of $ 0 ) (Revenue $ 366,519,211)
Patient Service Revenue See schedule o
4b (Code ) (Expenses $ 438,795,659  Including grants of $ 0 ) (Revenue $ 314,792,638 )
Chanty Care/Subsidized Care See Schedule O
4c (Code ) (Expenses $ 13,707,405 including grants of $ 0 ) (Revenue $ 2,307,849 )
GRADUATE MEDICAL EDUCATION, MEDICAL EDUCATION AND COMMUNITY BENEFIT SEE SCHEDULE O
See Additional Data
4d Other program services (Describe in Schedule O )
(Expenses $ 1,150,755 including grants of $ 1,150,755 ) (Revenue $ 37,431,239)
4de Total program service expenses » 596,578,382

Form 990 (2015)
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13

14a
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19

20a

b

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 @, 4 Yes
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 98-19? N
If "Yes," complete Schedule C, Part I11 % 5 °
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the
right to provide advice on the distribution or investment of amounts In such funds or accounts? N
If "Yes," complete Schedule D, Part I ?:l 6 0
Did the organization receive or hold a conservation easement, including easements to preserve open space, No
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Part I EJ 7
Did the organization maintain collections of works of art, historical treasures, or other similar assets? N
If "Yes," complete Schedule D, Part I11 % 8 °
Did the organization report an amount in Part X, line 21 for escrow or custodial account hability, serve as a
custodian for amounts not listed in Part X, or provide credit counseling, debt management, credit repair, or debt N
negotiation services?If "Yes," complete Schedule D, Part IV 9 °
Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments,| 10 Yes
permanent endowments, or quasi-endowments? If "Yes," complete Schedule D, Part V @,
If the organization’s answer to any of the following questions Is "Yes," then complete Schedule D, Parts VI, VII,
VIII, IX, or X as applicable
Did the organization report an amount for land, buildings, and equipment in Part X, line 107 v
If "Yes," complete Schedule D, Part VI 1ia €3
Did the organization report an amount for iInvestments —other securities I1n Part X, line 12 that 1s 5% or more of No
Its total assets reported in Part X, line 167 If "Yes," complete Schedule D, Part VII 3‘ 11b
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 ?:l 11c 0
Did the organization report an amount for other assets in Part X, line 15 that1s 5% or more of its total assets No
reported in Part X, ine 167 If "Yes," complete Schedule D, Part IX 3‘ .. . 1id
Did the organization report an amount for other liabilities 1n 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 | ves
addresses the organization’s hability for uncertain tax positions under FIN 48 (ASC 740)?
If "Yes," complete Schedule D, Part X ®,
Did the organization obtain separate, iIndependent audited financial statements for the tax year?
If "Yes," complete Schedule D, Parts XI and XII %l 12a No
Was the organization included 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 °
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 Part| 4 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, lines 1c and 8a? If "Yes," complete Schedule G, Part IT @, 18 | Yes
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? If 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 Yes
domestic government on Part IX, column (A), ine 1? If “Yes,” complete Schedule I, Parts I and I1
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on Part | 55 N
IX, column (A), hine 2? If “Yes,” complete Schedule I, Parts I and 111 ®, 0
23 Did the organization answer "Yes" to Part VII, Section A, line 3,4, or 5 about compensation of the organization’s v
current and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes," 23 es
complete Schedule J @,
24a Did the organization have a tax-exempt bond 1ssue with an outstanding principal amount of more than $100,000
as of the last day of the year, that was 1ssued after December 31, 20027 If "Yes,”answer lines 24b through 24d v
and complete Schedule K If "No,” go to line 25a ®, 24a es
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? b
24 No
c Did the organization maintain an escrow account other than a refunding escrow at any time during the year v
to defease any tax-exempt bonds? 24c es
d Did the organization act as an "on behalf of" 1ssuer for bonds outstanding at any time during the year? 24d No
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations.
Did the organization engage In an excess benefit transaction with a disqualified person during the year? If "Yes," 25 N
complete Schedulel, Part 1 . . . . . . . .+ .« .« . . @, 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 28a | Yes
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L,
Part IV - 28b | Yes
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was Yes
an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, Part IV @, 28c
29 Did the organization receive more than $25,000 1n non-cash contributions? If "Yes," complete Schedule M . 3‘ 29 Yes
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified No
conservation contributions? If "Yes," complete Schedule M @, 30
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 v
sections 301 7701-2 and 301 7701-3? If "Yes," complete Schedule R, Part I @, 33 €s
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part II, III, or IV,
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 No
organization? If "Yes," complete Schedule R, Part V, line 2 @, 36
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 314
Enter the number of Forms W-2G included in line 1a Enter -0- if not applicable ib 0
Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) winnings to prize winners? 1c Yes
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 5,667
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 Yes
If"Yes,” has it filled a Form 990-T for this year?If "No” to line 3b, provide an explanation in Schedule O 3b Yes
At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
account)? 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 Yes
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 Yes
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 recelipts, included on Form 990, Part VIII, ine 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 18
year
If there are materal 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 11
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 No
or persons other than the governing body?
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the
year by the following
a The governing body? . . . . . . . . .o 0 e e e e e e e 8a | Yes
b Each committee with authority to act on behalf of the governingbody? . . . . . . . . . . . .| 8b Yes
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization’s mailing address? If "Yes," provide the names and addresses in ScheduleO . . . 9 No
Section B. Policies (This Section B requests information about policies not required by the 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? . . . . . . . . . . . & . 4« 4 4 w4 4w 4444w . . J11a] Yes
b Describe in Schedule O the process, If any, used by the organization to review this Form 990
12a Did the organization have a written conflict of interest policy? If "No,"gotoline13 . . . . . . . 12a | Yes
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
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?
a The organization’s CEQ, Executive Director, or top management official . . . . . . . . . . . 15a | Yes
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 | Yes
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 | Yes

Section C. Disclosure
17 List the States with which a copy of this Form 990 1s required to be filed®»
IN

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
PpCheryl A Wathen 600 Mary Street Evansville, IN 47747 (812)450-3296

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)

Page 8

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

(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 _ g > £ 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 = |vo
T o = b 5
3 =2
e | = P S
T = n
I o 3
I '%
=9
See Additional Data Table
ib  Sub-Total >
c Total from continuation sheets to Part VII, Section A >
d Total (add lines 1b and 1c) > 9,689,586 2,162,419 1,563,726
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 » 257
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 « « « « &« &« & . e e e s 3 Yes
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 4w 4w w s w x s e a e aa e oo g | ves
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 . e e e 5 No

Section B. Independent Contractors

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

(A)
Name and business address

(B)

Descnption of services

(<)

Compensation

EVANSVILLE SURGERY CENTER

PO Box 2185
Evansville, IN 47728

Surgical Services

27,843,423

Progressive Health Indiana LLC

150 N Rosenberger Ave
evansville, IN 47712

Physical Therapy

15,041,058

Tn-State Radiation Oncology

1500 Rosecrans Avenue Ste 400
Manhattan Beach, CA 90266

Oncology Services

7,835,019

Evolent Health LLC

800 glebe rd Suite 500
Arlington, VA 22203

consulting services

7,128,097

CH Gamong Son Inc

3050 Poplar St
Termre Haute, IN 47803

construction services

5,691,487

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 » 73

Form 990 (2015)



Form 990 (2015)

m Statement of Revenue

Check If Schedule O contains a response or note to any line in this Part VIII

Page 9

-

(A) (B) () (D)
Total revenue Related or Unrelated Revenue
exempt business excluded from
function revenue tax under
revenue sections
512-514
la Federated campaigns . . 1a
n
g § b Membershipdues . . . . ib
- Q
O E ¢ Fundraisingevents . . . . 1c 392,100
s <
b o d Related organizations . . . id
Q=
& E e Govemment grants (contnbutions) ie 156,674
£
o f Al other contnbutions, gifts, grants, and  1f 1,481,416
- o similar amounts not included above
":" *-=" N h tnbut luded in |
fryed g oncash contnbutions Included In lines 37 640
£0O 1a-1f $ :
5 =2 2,030,190
= h Total.Add lines 1a-1f /030,
Om >
py Business Code
§ 2a Net patient Revenue 900099 683,619,698 683,619,698
>
& b
v
X c
; d
- e
&
5 f Allother program service revenue
<
& g Total.Add lines2a-2f . . . . . . . . P 683,619,698
3  Investment income (including dividends, interest,
and other similar amounts) . 14,367,824 14,367,824
Income from investment of tax-exempt bond proceeds | | »
5 Royalttes . . . .+« .+« « « o« W« . . P
(1) Real (n) Personal
6a Gross rents 8,354,208
b Less rental 3,186,222
expenses
¢ Rental income 5,167,986
or (loss)
d Net rental income or (loss) > 5,167,986 5,167,986
(1) Securities (n) Other
7a Gross amount
from sales of 179,890,527 569,288
assets other
than inventory
b Less costor
other basis and 178,454,358 185,069
sales expenses
¢ Gainor(loss) 1,436,169 384,219
d Netgamor(oss) . . . . . . . . . 1,820,388 1,820,388
8a Gross income from fundraising
g events (not including
5 $ 392,100
> of contributions reported on line 1c)
& See Part IV, line 18
= a 43,480
£ b Less direct expenses . . . b 169,322
o} ¢ Netincome or (loss) from fundraising events . . p -125,842 -125,842
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 [NVESTMENT IN JOINT 900099 34,401,889 34,401,889
VENTURES
b Other Hospital Services 900099 14,072,012 14,072,012
Laboratory Sales 621500 12,275,945 12,275,945
d All other revenue 3,819,317 3,029,350 754,498 35,469
e Total.Add lines 11a-11d . . . . . . »
64,569,163
12 Total revenue. See Instructions . . . . . »
771,449,407 721,050,937 13,030,443 35,337,837

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 1,150,755 1,150,755
2 Grants and other assistance to domestic
individuals See Part IV, line 22
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 6,545,521 6,545,521
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 226,893,330 215,606,578 11,004,005 282,747
Pension plan accruals and contributions (include section 401 (k)
and 403(b) employer contributions) 15,317,197 14,605,872 690,579 20,746
9 Other employee benefits 37,009,911 36,649,676 360,235
10 Payroll taxes
15,795,977 14,680,232 1,097,968 17,777
11 Fees for services (non-employees)
a Management
b Legal 2,649,263 1,780,109 869,154
¢ Accounting 241,018 241,018
d Lobbying 15,646 15,646
e Professional fundraising services See PartIV,line 17
f Investment management fees 623,718 600,317 23,401
g Other(Ifhine 11g amount exceeds 10% ofline 25, column (A)
amount, list ine 11g expenses on Schedule O) 94,444,947 73,852,288 20,565,405 27,254
12 Advertising and promotion 1,126,864 104,716 1,022,148
13  Office expenses 12,190,397 10,378,015 1,770,632 41,750
14 Information technology 11,284,865 9,329,496 1,955,369
15 Royalties
16 Occupancy 18,357,895 16,791,337 1,566,558
17  Travel 950,112 818,828 131,284
18 Payments of travel or entertainment expenses for any federal,
state, or local public officials
19 Conferences, conventions, and meetings 1,177,155 838,581 330,811 7,763
20 Interest 6,964,472 6,964,472
21 Payments to affiliates
22 Depreciation, depletion, and amortization 38,418,814 35,581,201 2,837,613
23 Insurance 3,724,512 2,434,997 1,289,515
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 Medical/Surgical Supph 112,337,570 112,337,570
b Medicaid Assessment Fee 19,733,745 19,733,745
¢ Equip Rental/Maintenanc 13,712,879 12,892,975 819,904
d Agency Collection Fees 7,496,726 5,036,340 2,460,386
e Allother expenses 12,557,391 5,010,599 7,517,248 29,544
25 Total functional expenses. Add lines 1 through 24e 660,720,680 596,578,382 63,691,316 450,982
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) Page 11
IEEXiEd Balance Sheet
Check iIf Schedule O contains a response or note to any line in this Part X P I
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing 1
2 Savings and temporary cash investments 84,938,043 2 54,287,091
3 Pledges and grants receivable, net 3
4 Accounts receivable, net 108,500,680 4 121,891,403
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees Complete Part
IT of
Schedule L
5
6 Loans and other receivables from other disqualified persons (as defined under
section 4958(f)(1)), persons described In section 4958(c)(3)(B), and
contributing employers and sponsoring organizations of section 501 (c)(9)
» voluntary employees' beneficiary organizations (see instructions) Complete
-a Part IT of Schedule L
& 6
%
L~ ¢ 7 Notes and loans receivable, net 1,203,431 7 1,665,608
Inventories for sale or use 6,858,270 8 7,135,745
Prepaid expenses and deferred charges 7,028,211 9 13,654,386
10a Land, buildings, and equipment cost or other basis
Complete Part VI of Schedule D 10a 793,330,825
b Less accumulated depreciation 10b 461,979,172 312,970,967| 10c 331,351,653
11 Investments—publicly traded securities 479,595,643 11 625,302,549
12 Investments—other securities See Part IV, line 11 36,965,695 12 41,295,362
13 Investments—program-related See Part IV, line 11 13
14 Intangible assets 16,289,093| 14 18,509,986
15 Other assets See PartIV, line 11l 26,566,731| 15 23,330,183
16 Total assets.Add lines 1 through 15 (must equal line 34) 1,080,917,664( 16 1,238,423,966
17 Accounts payable and accrued expenses 72,745,847 17 68,514,028
18 Grants payable 18
19 Deferred revenue 258,765| 19 1,540,466
20 Tax-exempt bond habilities 206,636,701| 20 202,156,996
21 Escrow or custodial account hability Complete Part IV of Schedule D 21
@
Q 22 Loans and other payables to current and former officers, directors, trustees,
= key employees, highest compensated employees, and disqualified
= persons Complete Part IT of Schedule L 22
T
[ 23 Secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other hiabilities (including federal iIncome tax, payables to related third parties,
and other liabilities not included on lines 17-24)
Complete Part X of Schedule D
. .. .. .. .. .. 107,862,897 25 185,065,699
26 Total liabilities.Add lines 17 through 25 387,504,210| 26 457,277,189
" Organizations that follow SFAS 117 (ASC 958), check here » [/ and
8 complete lines 27 through 29, and lines 33 and 34.
g 27 Unrestricted net assets 687,470,484 27 774,015,950
5 28 Temporarily restricted net assets 4,149,539 28 5,297,883
= 29 Permanently restricted net assets . 1,793,431 29 1,832,944
E Organizations that do not follow SFAS 117 (ASC 958), check here » [ and
5 complete lines 30 through 34.
wn 30 Capital stock or trust principal, or current funds 30
M)
3 31 Paid-in or capital surplus, or land, building or equipment fund 31
o
< 32 Retained earnings, endowment, accumulated income, or other funds 32
g 33 Total net assets or fund balances 693,413,454 33 781,146,777
34 Total habilities and net assets/fund balances 1,080,917,664| 34 1,238,423,966

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)
1 771,449,407
2 Total expenses (must equal Part IX, column (A), line 25)
2 660,720,680
3 Revenue less expenses Subtract line 2 from line 1
3 110,728,727
4 Netassets or fund balances at beginning of year (must equal Part X, line 33, column (A))
4 693,413,454
5 Netunrealized gains (losses) on Investments
5 33,469,891
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 -56,465,295
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33,
column (B)) 10 781,146,777
[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)
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Software ID:
Software Version:
EIN: 35-0593390
Name: Deaconess Hospital Inc

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

(Code ) (Expenses $ 1,150,755 including grants of $ 1,150,755 ) (Revenue $ 37,431,239 )




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

(R) (B) (c) (D) (E) (F)

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

organizations 25 - g IR MISC) MISC) organization
below “a |2 |2 |I2S |2 and related
L2 |5 AR
dotted line) ('ﬁ =3 |y 5 5% |7 organizations
[} VRS I ~ ol
) C = PR B
Te|a 1.2.“ B3 o
EEIRAE
%) = D =
I ?‘ g
I T
Co
Linda White 30 00
....................................................................................... X X 1,302,624 377,647 246,346
President/ CEO 35 00
Steven Titzer 500
............................................................................... X 0 0 0
Chaiman 10 00
Daniel Hermann 500
............................................................................... X 0 0 0
Vice Chairman 500
John Engelbrecht 500
............................................................................... X 0 0 0
Treasurer 500
Bruce Stallings 500
............................................................................... X 0 0 0
Secretary 500
Bruce Adye MD 500
............................................................................... X 0 0 0
Director 500
Magbool Ahmed MD 500
....................................................................................... X 0 1,057,702 56,030
Director 55 00
Jerome Benkert Jr 500
............................................................................... X 0 0 0
Director 500
dr Linda Bennett 500
............................................................................... X 0 0 0
Director 500
steven Church 500
............................................................................... X 0 0 0

Director




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

(R) (B) (c) (D) (E) (F)

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

organizations 25 - g IR MISC) MISC) organization
below “a |2 |2 |I2S |2 and related
L2 |5 AR
dotted line) ('ﬁ =3 |y 5 5% |7 organizations
P o) c - s o |n
) O P=3 PR B
R = to
EEIRAE
%) = D =
I ?‘ g
I T
Co
lisa Collins 500
............................................................................... X 0 0 0
Director 500
rev Dr Joseph Fraccaro 500
............................................................................... X 0 0 0
Director 500
Robert Keller 500
............................................................................... X 0 0 0
Director (10/1-4/25/16) 500
David Koehler MD 500
....................................................................................... X 20,928 44,110 0
Director (10/1-10/31/15) 10 00
Mathias Kolleck II 50 00
....................................................................................... X 393,431 5,200 42,352
director 500
Barmry Phillips MD 500
....................................................................................... X 10,220 438,674 34,428
Director 55 00
Sharon Reed Walker 500
............................................................................... X 0 0 0
Director 500
David Ryon MD 50 00
....................................................................................... X 486,475 4,600 41,747
Director 500
Jonathan Weinzapfel 500
............................................................................... X 0 0 0
Director 500
Daniel WHITEHEAD MD 500
............................................................................... X 0 0 0
Director 500




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

(R) (B) (c) (D) (E) (F)

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

organizations [[5— ol=x |t T|= MISC) MISC) organization
below =23 § T I2a |2 and related
L2 |5 AR
dotted line) ('ﬁ =3 |y 5 5% |7 organizations
[} VRS I ~ ol
y ~ o —~> -
E‘. =3 o Tg—- n%- O
EEIRAE
o 3 D =
I ? o
b g ';R‘
fuy
Shawn McCoy 50 00
....................................................................................... X 847,480 7,400 169,269
Chief Administrative Officer 10 00
Cheryl Wathen 30 00
............................................................................... X 424,339 221,086 154,318
Chief Financial Officer 35 00
James Porter MD 50 00
....................................................................................... X 696,559 3,200 158,980
Chief Medical Officer 10 00
Cherona Hajewski 50 00
............................................................................... X 431,326 0 117,468
Chief Nursing Officer 000
Kathy Schenk 50 00
............................................................................... X 150,877 0 36,230
HR Director 000
Lynn Lingafelter 50 00
............................................................................... X 345,594 0 93,010
Vice President of Operations 000
Marc Florence 50 00
............................................................................... X 237,549 0 55,095
Vice President 500
Kenneth Dicken 50 00
....................................................................................... X 230,326 2,800 25,851
Controller, Director Finance 000
Richard Perry 50 00
............................................................................... X 205,700 0 27,329
Controller 000
Carolyn Morton 50 00
............................................................................... X 182,038 0 42,160
Pharmacy Director 000




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

(R) (B) (c) (D) (E) (F)

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

organizations 25 - g IR MISC) MISC) organization
below “a |2 |2 |I2S |2 and related
L2 |5 AR
dotted line) ('ﬁ =3 |y 5 5% |7 organizations
[} VRS I ~ ol
) C = PR B
Te|a 1.2.“ B3 o
IR
%) = D =
I ?‘ g
b g T
Co
LARRY PILE 2500
....................................................................................... X 230,105 39,974
Attomey 000
Venkatesh Madadi MD 50 00
....................................................................................... X 766,676 50,841
ANESTHESIOLOGIST 000
Nirmal Joshi MD 50 00
....................................................................................... X 714,905 43,028
Anesthesiologist 000
Rajesh Patel MD 50 00
....................................................................................... X 643,075 42,728
Anesthesiologist 000
Dan Vardi MD 50 00
....................................................................................... X 635,030 38,773
Physician 000
Candido Guiao MD 50 00
....................................................................................... X 587,904 36,459
Anesthesiologist 000
G Wilham Kennedy 000
....................................................................................... X 146,425 11,310
Former HR Director 000
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OMB No 1545-0047
SCHEDULE A Public Charity Status and Public Support
(Form 990 or Complete if the organization is a section 501(c)(3) organization or a section ! 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
Deaconess Hospital Inc

35-0593390

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
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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

Return Reference Explanation

Schedule A (Form 990 or 990-EZ) 2015
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SCHEDULE C Political Campaign and Lobbying Activities OMB No 1545-0047
(Form 990 or For Organizations Exempt From Income Tax Under section 501(c) and section 527 2 O 1 5
990- EZ) P Complete if the organization is described below. PAttach to Form 990 or Form 990-EZ.

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

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

Name of the organization
Deaconess Hospital Inc

Employer identification number

35-0593390
m Complete if the organization is exempt under section 501(c) or is a section 527 organization.

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

Political expenditures » $

3 volunteer hours

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

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

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

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

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

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

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

(a) Name

(b) Address

(¢) EIN

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

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

6

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

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



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

Page 2

under section 501(h)).

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

expenses, and share of excess lobbying expenditures)

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

Limits on Lobbying Expenditures

(The term "expenditures” means amounts paid or incurred.)

(a) Filing
organization's
totals

(b) Affiliated
group totals

1a

Total lobbying expenditures to influence public opinion (grass roots
lobbying)
Total lobbying expenditures to influence a legislative body (direct lobbying)

b
c Total lobbying expenditures (add lines 1a and 1b)
d Other exempt purpose expenditures
e Total exempt purpose expenditures (add lines 1c and 1d)
f Lobbying nontaxable amount Enter the amount from the following table in both columns
If the amount on line 1e, column (a) or (b) is: The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 1e
Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000
Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000
Over $17,000,000 51,000,000
g Grassroots nontaxable amount (enter 25% of line 1f)
h Subtract ine 1g from line 1a If zero or less, enter -0-
i Subtract line 1f from line 1c Ifzero orless, enter-0-
j If there 1s an amount other than zero on either line 1h or line 11, did the organization file Form 4720
reporting section 4911 tax for this year?
[T Yes [ No
4-Year Averaging Period Under section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five
columns below. See the separate instructions for lines 2a through 2f.)
Lobbying Expenditures During 4-Year Averaging Period
Calendar year (or fiscal year (a)2012 (b)2013 (c)2014 (d)2015 (e) Total
beginning In)
2a Lobbying nontaxable amount
b Lobbying ceiling amount
(150% of line 2a, column(e))
¢ Total lobbying expenditures
d Grassroots nontaxable amount
e Grassroots celling amount
(150% of line 2d, column (e))
f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2015
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-1a@sCl: B Complete if the organization is exempt under section 501(c)(3) and has NOT
filed Form 5768 (election under section 501(h)).

For each "Yes " response on lines 1athrough 11 below, provide in Part IV a detailed description of the lobbying (a) (b)
activity No Amount
Yes
1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or referendum,
through the use of

a Volunteers? No

b Paid staffor management (include compensation in expenses reported on lines 1c through 11)? No

¢ Media advertisements? No

d Mailings to members, legislators, or the public? No

e Publications, or published or broadcast statements? No

f Grants to other organizations for lobbying purposes? No

g Direct contact with legislators, their staffs, government officials, or a legislative body? No

h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? No

i Otheractivities? Yes 15,646

j Total Add hnes 1c through 11 15,646
2a Did the activities In line 1 cause the organization to be not described in section 501 (c)(3)? No

b If"Yes," enter the amount of any tax incurred under section 4912

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

d Ifthe filing organization incurred a section 4912 tax, did 1t file Form 4720 for this year?
m Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c)(6).
Yes | No

1 Were substantially all (90% or more) dues received nondeductible by members? 1

2 Did the organization make only In-house lobbying expenditures of $2,000 or less? 2

3 Did the organization agree to carry over lobbying and political expenditures from the prior year? 3

Ela@iegd:] Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part III-A, lines 1 and 2, are answered "No" OR (b) Part III-A,
line 3, is answered “Yes."

1 Dues, assessments and similar amounts from members 1
2 Section 162 (e) nondeductible lobbying and political expenditures (do not include amounts of political
expenses for which the section 527(f) tax was paid).
a Current year 2a
b Carryover from last year 2b
c Total 2c
3 Aggregate amount reported In section 6033 (e)(1)(A) notices of nondeductible section 162 (e) dues 3
4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the excess
does the organization agree to carryover to the reasonable estimate of nondeductible lobbying and
political expenditure next year? 4
5 Taxable amount of lobbying and political expenditures (see instructions) 5

m Supplemental Information

Provide the descriptions required for Part I-A, ine 1, Part1-B, hine 4, Part I-C, line 5, Part II-A (affihated group hst), Part I1-A, lines 1 and
2 (see Instructions), and Part lI-B, ine 1 Also, complete this part for any additional information

| Return Reference Explanation

Part I1-B, Line 1 LOBBYING EXPENDITURES CONSISTED OF A PORTION OF MEMBERSHIP DUESTO
PROFESSIONAL ORGANIZATIONS IN WHICH DEACONESS HOSPITAL AND ITS EMPLOYEES
ARE MEMBERS THE LOBBYING PORTION OF THE DUES IS NOTED ON THE MEMBERSHIP
APPLICATION ORBILLING STATEMENT

Schedule C (Form 990 or 990EZ) 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

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

Intemal Revenue Service

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

Name of the organization Employer identification number

Deaconess Hospital Inc

35-0593390

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
(i) Assets included in Form 990, Part X » s
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
{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

|_ Scholarly research e I_ Other

€ [ Preservation for future generations

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

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

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

included on Form 990, Part X? |_Yes I_No

b If "Yes," explain the arrangement in Part XIII and complete the following table Amount

c Beginning balance 1c

d Additions during the year id

e Distributions during the year le

f Ending balance 1f
2a Did the organization include an amount on Form 990, Part X, hine 21, for escrow or custodial account hability? |_Yes I_No

b If "Yes," explain the arrangement in Part XIII Check here if the explanation has been provided in Part XIIT . . . . . . . . I:l
m Endowment Funds. Complete If the organization answered "Yes" to Form 990, Part IV, line 10.

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

1a Beginning of year balance . . . R 6,660,917 6,749,437 6,119,408 5,544,426 8,353,428

b Contributions 50 1,327 3,639 1,890 6,871

¢ Netinvestment earnings, gains, and

losses 445,045 -39,488 662,188 611,864 541,295
d Grants orscholarships
e Other expenditures for facilities 538 574 50,341 35 708 38,483 3357 168
and programs ' ' ' ' 1327,
f Administrative expenses . . . . 18 289
g Endofyearbalance 6,867,438 6,660,917 6,749,437 6,119,408 5,544,426

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as
a Board designated or quasi-endowment » 14000 %
b Permanent endowment » 86 000 %

€ Temporarily restricted endowment » 0 %
The percentages on lines 2a, 2b, and 2c should equal 100%

3a Are there endowment funds not In the possession of the organization that are held and administered for the

organization by Yes | No

(i) unrelated organizations . . . . . . .+« 444w e 3a(i) No

(ii) related organizations . . . . . . e e e e e 3a(ii) No
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

ZXXX4 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 . . . . . .. 000 e e 1,800,662 13,444,419 15,245,081
b Buildings
P 18,659,207 502,832,573 299,137,355 222,354,425

¢ Leasehold improvements

d Equipment . . . . . . ..o 222,163,513 162,841,817 59,321,696
e Other

e e e e e e e e 34,430,451 34,430,451

Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), ine 10(c)) . . . . . . . P 331,351,653

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 (b)Book value (c)Method of valuation
(including name of security) 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.
1 1
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
Total. (Column (b) must equal Form 990, Part X, col (B) line 15 ) P
Other Liabilities. Complete If the organization answered 'Yes' on Form 990, Part IV, line 11le or 11f.
See Form 990, Part X, line 25.
1. (a) Description of liability (b) Book value
Federal income taxes
Accrued Retirement Benefits 117,840,012
Estimated Third Party Settlements 5,821,249
TAXABLE BOND- SERIES 2012C 4,560,000
Capital Lease O bligations 628,933
Related Organization Payables 3,215,505
Taxable Bond- Series 2016 53,000,000
Total. (Column (b) must equal Form 990, Part X, col (B) ne 25) ™ 185,065,699

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

XIIT [«

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

PartV, Line 4 TEMPORARILY RESTRICTED NET ASSETS INCLUDE THOSE ASSETS WHOSE USE BY THE
SYSTEM HAS BEEN TEMPORARILY LIMITED PRIMARY FOR CAPITAL PROJECTS ORA
SPECIFIED TIME PERIOD ORPURPOSE TEMPORARILY RESTRICTED NET ASSETS HAVE BEEN
RESTRICTED FOR USE IN PATIENT MEDICAL CARE, EDUCATION AND SCHOLARSHIPS,
CAPITAL PROJECTS, AND OTHER SYSTEM SUPPORT PERMANENTLY RESTRICTED NET
ASSETS ARE CONTRIBUTED WITH DONOR RESTRICTIONS REQUIRING THEY BE HELD IN
PERPETUITY WITH INCOME USED TO SUPPORT THE SYSTEM'S ACTIVITIES PERMANENTLY
RESTRICTED NET ASSETS INCLUDE BENEFICIAL INTEREST IN TRUSTS AND OTHER
PERMANENT RESTRICTIONS

Schedule D (Form 990) 2015
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Page 5
Supplemental Information (continued)

Return Reference Explanation
Part VII and IX

Sections are not required as the totals for each line are less than 5% of the total assets listed on
Form 990, part X, line 16

SECTIONS ARE NOT REQUIRED AS THE ORGANIZATION IS PART OF A CONSOLIDATED
FINANCIAL STATEMENT THE CONSOLIDATED FINANCIAL STATEMENT IS AUDITED BY AN

INDEPENDENT ACCOUNTING FIRM AND IS PREPARED IN ACCORDANCE WITH GENERALLY
ACCEPTED ACCOUNTING PRINCIPLES

PART XI AND XII

Schedule D (Form 990) 2015
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SCHEDULE G Supplemental Information Regarding OMB No 1>45-0047
(Form 990 or 990-EZ) Fundraising or Gaming Activities 20 1 5

Complete If the organization answered "Yes" on Form 990, Part IV, lines 17, 18, or 19, or if the

organization entered more than $15,000 on Form 990-EZ, line 6a "
Department of the Treasury P Attach to Form 990 or Form 990-EZ Open to Public
Internal Revenue Service ’Informatlon about Schedule G (Form 990 or990-EZ) and its instructions i1s at www s gov/form990 InSpeCtlon
Name of the organization Employer identification number

Deaconess Hospital Inc

35-0593390

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

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

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

d [ In-personsolicitations

2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees
or key employees listed in Form 990, Part VII) or entity Iin connection with professional fundraising [ Yes[ No
services?

b If"Yes," list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser s
to be compensated at least $5,000 by the organization

(i) Name and address of (ii) Activity (iit) Did (iv) Gross receipts (v) Amount paid to (vi) Amount paid to
individual fundraiser have from activity (or retained by) (or retained by)
or entity (fundraiser) custody or fundraiser listed in organization
control of col (i)
contributions?
Yes No
1
2
3
4
5
6
7
8
9
10
Total | 4

3 List all states in which the organization i1s registered or licensed to solicit contributions or has been notified it 1s exempt from
registration or licensing

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

Page 2

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

receipts greater than $5,000.

(a)Event #1 (b)Event #2 (c)Other events (d)
Total events
DH Party of Yr DH Classic 0 (add col (a) through
(event type) (event type) (total number) col (c))
e
=
i
3 1 Gross recelpts 204,800 230,780 435,580
[24
2 Less Contributions . 177,300 214,800 392,100
3 Gross income (line 1 minus
line 2) 27,500 15,980 43,480
4 Cash prizes
5 Noncash prizes 34,452 34,452
" 6 Rent/facility costs 27,272 669 27,941
<@
ch 7 Food and beverages 48,540 32,203 80,743
q
L% 8 Entertainment 9,550 5,692 15,242
g 9 Otherdirect expenses 6,504 4,440 10,944
O |10 Direct expense summary Add lines 4 through 9 in column (d) | 4 169,322
11 Net income summary Subtract line 10 from line 3, column (d) » -125,842
Gaming.
Complete If the organization answered "Yes" on Form 990, Part IV, line 19, or reported more than $15,000 on
Form 990-EZ, line 6a.
@ (a)Bingo (b)Pull tabs/Instant (c)Other gaming (d)
= bingo/progressive bingo Total gaming (add col
g (a) through col (c))
]
x 1 Gross revenue
$ 2 Cash prizes
I}
o
8 3 Noncash prizes
)
g 4 Rent/facility costs
el
5 Otherdirect expenses
I T— %.. [ Yes ... %, | Yes_ ... %..
6 Volunteerlabor [ No [ No [ No
7 Direct expense summary Add lines 2 through 5 In column (d) | 4
8 Netgaming Income summary Subtract ine 7 from line 1, column (d). | 4

10a

Enter the state(s) Iin which the organization conducts gaming activities

Is the organization licensed to conduct gaming activities In each of these states? I_Yes |_No
If "No," explain
Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year? I_Yes |_No

If "Yes," explain

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

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

formed to administer charitable gaming? [ Yes [ No

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

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

Name P
Address P
15a Does the organization have a contract with a third party from whom the organization receives gaming
revenue? [ Yes [ No
b If"Yes," enter the amount of gaming revenue received by the organization ™ $ and the

amount of gaming revenue retained by the third party ™ $

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

Name P

Address

16 Gaming manager information

Name P
Gaming manager compensation P $

Description of services provided

| 4
[ Director/officer [ Employee [ Independent contractor

17 Mandatory distributions
a Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming license? [Yes [ No
b Enter the amount of distributions required under state law distributed to other exempt organizations or spent
In the organization's own exempt activities during the tax year® $

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

Return Reference Explanation

Schedule G (Form 990 or 990-EZ) 2015
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SCHEDULE H Hospitals
(Form 990)
» Complete if the organization answered "Yes” on Form 990, Part IV, question 20.
Department of the » Attach to Form 990.
Treasury

Intemal Revenue

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

Service OMB No 1545-0047

Open to Public
Inspection

Name of the organization
Deaconess Hospital Inc

35-0593390

Employer identification number

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

Yes | No

[ 1a [ves |

b If"Yes," was it a written policy? 1b | Yes
2 Ifthe organization had multiple hospital facilities, indicate which of the following best describes application of the
financial assistance policy to i1ts various hospital facilities during the tax year
~ Applied uniformly to all hospital facilities ~ Apphied 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 3a | Yes
r100% [ 150% [~ 200% r 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 3b | Yes
200% [ 250% [ 300% 7 350% [~ 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"? 4 |Yes
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during
the tax year? 5a | Yes
b If"Yes," did the organization's financial assistance expenses exceed the budgeted amount? 5b No
¢ If"Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligibile for free or discounted care? 5c
6a Did the organization prepare a community benefit report during the tax year? 6a | Yes
b If"Yes," did the organization make 1t available to the public? 6b | Yes
Complete the following table using the worksheets provided i1n the Schedule H instructions Do not submit these
worksheets with the Schedule H
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community (f) Percent of
Means-Tested activities or programs (optional) benefit expense revenue benefit expense total expense
Government Programs (optional)
a Financial Assistance at cost
(from Worksheet 1) 11,317,066 11,317,066 1 560 %
b Medicaid (from Worksheet 3,
column a) 121,745,825 96,870,198 24,875,627 3420 %
Costs of other means-tested
¢ govemment programs (from
Worksheet 3, column b)
Total Financial Assistance and
d Means-Tested Govemment
Programs 133,062,891 96,870,198 36,192,693 4980 %
Other Benefits
Community health improvement
e services and community benefit
operations (from Worksheet 4) 790,278 790,278 0110 %
£ Health professions education
(from Worksheet 5) 7,145,974 2,328,151 4,817,823 0 660 %
Subsidized health services (from
9 Worksheet 6) 2,712,760 372,970 2,339,790 0320 %
h Research (from Worksheet 7)
Cash and in-kind contnbutions for
i community benefit (from
Worksheet 8) 1,934,135 23,038 1,911,097 0260 %
j Total. Other Benefits 12,583,147 2,724,159 9,858,988 1 350 %
k Total. Add lines 7d and 7) 145,646,038 99,594,357 46,051,681 6330 %

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

Page 2

(b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community | (f) Percent of
(a) Number of (optional) buillding expense revenue building expense | total expense
activities or programs
(optional)
1 Physical improvements and housing 2,251 2,251 0 %
2 Economic development 27,238 27,238 0 %
3 Community support 13,633 13,633 0 %
4 Environmental improvements
5 Leadership development and
training for community members 6,300 6,300 0 %
6 Coalition bulding 13,983 13,983 0 %
7 Community health improvement
advocacy
Workforce development 74,946 16,674 58,272 0 010 %
9 Other
10 Total 138,351 16,674 121,677 0 010 %
[EXXEii] Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense In accordance with Heathcare Financial Management Association
Statement No 157 e e e e .o 1 |Yes
2 Enter the amount of the organization's bad debt expense Explain in Part VI the
methodology used by the organization to estimate this amount 2 6,569,954
3 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
4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt expense
or the page number on which this footnote 1s contained I1n the attached financial statements
Section B. Medicare
5 Enter total revenue received from Medicare (including DSH and IME) 5 150,945,812
6 Enter Medicare allowable costs of care relating to payments on line 5 6 167,606,353
7 Subtract hine 6 from line 5 This i1s the surplus (or shortfall) . 7 -16,660,541
8 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
r Cost accounting system r Cost to charge ratio - Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? 9a | Yes
b If"Yes," did the organization’s collection policy that applied to the largest number of its patients during the tax year
contain provisions on the collection practices to be followed for patients who are known to qualify for financial
assistance? Describe In Part VI 9b [Yes

m Management 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 pnmary

activity of entity

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

(d)

employees’ profit %
or stock ownership %

Officers, directors,
trustees, or key

(e) Physicians’
profit % or stock
ownership %

10

11

12

13

Schedule H (Form 990) 2015
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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?

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)
DEACONESS HOSPITAL INC

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 - A defimtion of the community served by the hospital facility
b ~ Demographics of the community
C '~_E><|st|ng health care facilities and resources within the community that are available to respond to the health needs
of the community
d - Howdata was obtained
e - The significant health needs of the community
f '~_Pr|mary and chronic disease needs and other health 1Issues of uninsured persons, low-income persons, and minority
groups
g [T The 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 hmit 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 [Yes
b Was the hospital facility’'s CHNA conducted with one or more organizations other than hospital facilities?” If"Yes,” list
the other organlzatlons In Section C
P 6b [Yes
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)

- Hospital facility's website (hst url) http //www deaconess com/CHNA

- Other website (hst url)

an o

— 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" (hst url) http //www healthyswin org/
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? $
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m Facility Information (continued)

Financial Assistance Policy (FAP)

DEACONESS HOSPITAL INC
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 - Federal poverty guidelines (FPG), with FPG family income hmit for eligibility 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)
¢ - Assetlevel
d — Medical indigency
e  Insurance status
f  Undennsurance 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
¢ - Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
d  Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications
e - Other (describe in Section C)
16 Included measures to publicize the policy within the community served by the hospital faciity? . . . . . . . .| 16 | Yes

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

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

r A plain language summary of the FAP was widely available on a website (hst url)

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

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

hospital facility and by mail)
r— Notice of availability of the FAP was conspicuously displayed throughout the hospital facility

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

- Other (describe In Section C)

Billing and Collections

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

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

r Reporting to credit agency(ies)

r Selling an individual’s debt to another party
 Actions that require a legal or judicial process
r Othersimilar actions (describe in Section C)

® QO n T

— None of these actions or other similar actions were permitted
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Page 6
m Facility Information (continued)

DEACONESS HOSPITAL INC
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
a  Reporting to credit agency(les)

b  Selling an individual’s debt to another party
¢ Actions thatrequire a legal or judicial process
d r Othersimilar 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 of the financial assistance policy on admission
b — Notified individuals of the financial assistance policy prior to discharge

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

d T~ Documented its determination of whether individuals were ehgible 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?

21 | Yes
If"No," indicate why
a r The hospital facility did not provide care for any emergency medical conditions
b  The hospital facility’s policy was not in writing
¢  The hospital facility hmited who was eligible to receive care for emergency medical conditions (describe in Section
<)
d  Other (describe in Section C)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care

a I The hospital facility used 1ts lowest negotiated commercial insurance rate when calculating the maximum amounts
that
can be charged

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

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

d - Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-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

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
If"Yes," explain in Section C

24
No
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Schedule H (Form 990) 2015 Page 4

m Facility Information (continued)
Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities or facility reporting groups histed in Part V, Section A)
DEACONESS GATEWAY HOSPITAL

Name of hospital facility or letter of facility reporting group

Line number of hospital facility, or line numbers of hospital facilities in a facility 5
reporting group (from Part V, Section A):
Yes | No
Community Health Needs 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 - A defimtion of the community served by the hospital facility
b ~ Demographics of the community
C '~_E><|st|ng health care facilities and resources within the community that are available to respond to the health needs
of the community
d - Howdata was obtained
e - The significant health needs of the community
f '~_Pr|mary and chronic disease needs and other health 1Issues of uninsured persons, low-income persons, and minority
groups
g [T The 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 hmit 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 [Yes
b Was the hospital facility’'s CHNA conducted with one or more organizations other than hospital facilities?” If"Yes,” list
the other organlzatlons In Section C
P 6b [Yes
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)

- Hospital facility's website (hst url) http //www deaconess com/CHNA

- Other website (hst url)

an o

— 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" (hst url) http //www healthyswin org/
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? $
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m Facility Information (continued)

Financial Assistance Policy (FAP)

DEACONESS GATEWAY 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 - Federal poverty guidelines (FPG), with FPG family income hmit for eligibility 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)
¢ - Assetlevel
d — Medical indigency
e  Insurance status
f  Undennsurance 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
¢ - Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
d  Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications
e - Other (describe in Section C)
16 Included measures to publicize the policy within the community served by the hospital faciity? . . . . . . . .| 16 | Yes

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

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

r A plain language summary of the FAP was widely available on a website (hst url)

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

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

hospital facility and by mail)
r— Notice of availability of the FAP was conspicuously displayed throughout the hospital facility

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

- Other (describe In Section C)

Billing and Collections

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

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

r Reporting to credit agency(ies)

r Selling an individual’s debt to another party
 Actions that require a legal or judicial process
r Othersimilar actions (describe in Section C)

® QO n T

— None of these actions or other similar actions were permitted
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Page 6
m Facility Information (continued)

DEACONESS GATEWAY 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
a  Reporting to credit agency(les)

b  Selling an individual’s debt to another party
¢ Actions thatrequire a legal or judicial process
d r Othersimilar 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 of the financial assistance policy on admission
b — Notified individuals of the financial assistance policy prior to discharge

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

d T~ Documented its determination of whether individuals were ehgible 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?

21 | Yes
If"No," indicate why
a r The hospital facility did not provide care for any emergency medical conditions
b  The hospital facility’s policy was not in writing
¢  The hospital facility hmited who was eligible to receive care for emergency medical conditions (describe in Section
<)
d  Other (describe in Section C)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care

a I The hospital facility used 1ts lowest negotiated commercial insurance rate when calculating the maximum amounts
that
can be charged

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

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

d - Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-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

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
If"Yes," explain in Section C

24
No
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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)
DEACONESS CROSS POINTE

Name of hospital facility or letter of facility reporting group

Line number of hospital facility, or line numbers of hospital facilities in a facility 3
reporting group (from Part V, Section A):
Yes | No
Community Health Needs 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 - A defimtion of the community served by the hospital facility
b ~ Demographics of the community
C '~_E><|st|ng health care facilities and resources within the community that are available to respond to the health needs
of the community
d - Howdata was obtained
e - The significant health needs of the community
f '~_Pr|mary and chronic disease needs and other health 1Issues of uninsured persons, low-income persons, and minority
groups
g [T The 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 hmit 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 [Yes
b Was the hospital facility’'s CHNA conducted with one or more organizations other than hospital facilities?” If"Yes,” list
the other organlzatlons In Section C
P 6b [Yes
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)

- Hospital facility's website (hst url) http //www deaconess com/CHNA

- Other website (hst url)

an o

— 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" (hst url) http //www healthyswin org/
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? $
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m Facility Information (continued)

Financial Assistance Policy (FAP)

DEACONESS CROSS POINTE
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 - Federal poverty guidelines (FPG), with FPG family income hmit for eligibility 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)
¢ - Assetlevel
d — Medical indigency
e  Insurance status
f  Undennsurance 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
¢ - Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
d  Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications
e - Other (describe in Section C)
16 Included measures to publicize the policy within the community served by the hospital faciity? . . . . . . . .| 16 | Yes

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

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

r A plain language summary of the FAP was widely available on a website (hst url)

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

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

hospital facility and by mail)
r— Notice of availability of the FAP was conspicuously displayed throughout the hospital facility

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

- Other (describe In Section C)

Billing and Collections

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

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

r Reporting to credit agency(ies)

r Selling an individual’s debt to another party
 Actions that require a legal or judicial process
r Othersimilar actions (describe in Section C)

® QO n T

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

Page 6
m Facility Information (continued)

DEACONESS CROSS POINTE
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
a  Reporting to credit agency(les)

b  Selling an individual’s debt to another party
¢ Actions thatrequire a legal or judicial process
d r Othersimilar 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 of the financial assistance policy on admission
b — Notified individuals of the financial assistance policy prior to discharge

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

d T~ Documented its determination of whether individuals were ehgible 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?

21 | Yes
If"No," indicate why
a r The hospital facility did not provide care for any emergency medical conditions
b  The hospital facility’s policy was not in writing
¢  The hospital facility hmited who was eligible to receive care for emergency medical conditions (describe in Section
<)
d  Other (describe in Section C)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care

a I The hospital facility used 1ts lowest negotiated commercial insurance rate when calculating the maximum amounts
that
can be charged

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

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

d - Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-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

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
If"Yes," explain in Section C

24
No

Schedule H (Form 990) 2015



Schedule H (Form 990) 2015 Page 7
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



Schedule H (Form 990) 2015 Page 8

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? 38
Name and address Type of Facility (describe)
1 See Additional Data Table

2

3

4

5

6

7

8

9

10

Schedule H (Form 990) 2015



Schedule H (Form 990) 2015 Page 9

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 1t 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

Deaconess Hospital prepares an annual community benefit report The report is made available in the
following ways 1 Mailed to all the major employers in the tri-state area 2 An advertisement 1s placed
in the Sunday paper of the Evansville Courier and Press 3 Is made available on the Deaconess
website at http //www deaconess com/Careers/For-Our-Employees/ Our-Community/Community-
Benefit aspx

Part I, Line 6a




Form and Line Reference Explanation

Part 1, Line 7 A cost to charge ratio was used for most of the calculations for the table IRS Instruction's
Worksheet 2 was used for this calculation We did not use the cost to charge ratio for line 7G as it
was not relevant to these services The actual cost from our costing system was used when
avallable The cost to charge ratio for each service type was used to estimate cost when not
available from our internal costing system




Form and Line Reference

Explanation

PartI,Line 7g

SUBSIDIZED HEALTH SERVICES ATTRIBUTED TO PHYSICIAN CLINICS HAVE A COST OF
$422,576 THESE CLINICS ARE OPERATED AS A BENEFIT TO THE COMMUNITY




Form and Line Reference

Explanation

Part I,Ln 7 Col(f)

IThe Bad Debt expense Is not included on form 990, part IX, line 25, column (a) due to early adoption

of accounting standards update (ASU)2011-07, Healthcare entities (Topic 954)




Form and Line Reference

Explanation

Part IT, Community Building
A ctivities

Population Health - Deaconess developed and manages the only comprehensive population health
initiative in the region Current hospital partners include Methodist Hospital (KY), Gibson General
Hospital, Good Samaritan Hospital, Memorial Hospital and Health Care Center, Wabash General
Hospital, Fairfield Memonrial Hospital, and Ferrell Hospital Foundation In FY15-16, we launched the
O neCare Specialist Council to foster efficient, optimal referral relationships We expanded our care
programs to include Catastrophic Care and Advanced Iliness Care Due to our infrastructure and
experience, the Deaconess ACO was selected as a Care Management delegation pilot site by

A nthem and selected to participate In the Next Generation ACO Model Increased Childhood
ImmunizationFor 2016, the Indiana State Department of Health Immunization Program analyzed
immunization rates for completion ofthe 4 3 1 3 3 1 4 series (4 doses of DTaP, 3 doses of IPV, 1
dose of MMR, 3 doses of Hib, 3 doses of Hep B, 1 dose of varicella and 4 doses of PCV) The average
immunization rate in Indiana was 60% for completion ofthe4 3 1 3 3 1 4 series at 19-35 months
Nearly 70% of the counties were at or above the rate of 60%, with a median (or midpoint) of 64 5%
IVanderburgh County's rate was 71% That is a vast improvement from our 52% completion rate Iin
2014 and our 67% completionrate in 2015 The positive momentum 1s thanks to an immunization
task force created by the Vanderburgh County Health Department Deaconess had heavy
participation in the work of the task force HeartSaver Program - The Heart Hospital and Deaconess
Foundation, thru a program called HeartSaver, continue to collaborate on installing automated
external defibrillators (AEDs) In Tri-State schools, churches, organizations and community gathering
facilities As of September 2016, the committee has raised enough money and placed 85 AEDs
Homeless Connect and Community First Health FairDeaconess continued to provide on-site services
at two community events intended to Increase access to health care for the homeless, near
homeless, and those living In poverty Services include blood pressure checks, blood sugar
screenings, prostate checks (DRE and blood test), mammograms, immunizations, connecting people
with needed services Mobile Breast CenterThe 40 ft coach travelled throughout the tri-state area
providing mammograms to women where they live and work Grant dollars are available for immediate
use for women with no or inadequate Iinsurance needing a mammogram InFY15-16, Deaconess
sponsored programs and activities for 180 organizations, contributing more than $1 3 million
(Disease-Related Organization or Event - $94,666 02, Service Provider - $328,374 00, Medical-
Related Organization - $305,757 75, School Donations - $214,189 23, Public Service
Organizations - $3,800 00, Economic Development - $193,750 00, Other Groups - $194,904 70)
A1l of that money stayed In our service area to improve the health and safety of the

community Trauma Education - Deaconess Trauma Services and the Business Development Group
increased the amount of time and resources devoted to educating EMS personnel and other first
responders In the region This includes pre-hospital training and building relationships with tri-state
EMS groups Health Science Institute - We held the 26th annual Health Science Institute, a hands-
lon summer program for high school students Interested in the medical profession The students
spend two weeks living In dorm-style housing at the hospital while learning about all facets of patient
care Suicide Prevention - Members of our mental health hospital travel around the region to provide
suicide prevention training to schools, churches, non-profit groups, etc Deaconess also provides free
and reduced care within our hospital buildings Through our Medication Assistance Program, our
Family Practice Residency Clinic, and community health screenings, area residents can access the
high quality healthcare they need in convenient locations and at a price they can afford




Form and Line Reference Explanation

Part 111, Line 4 THE FOOTNOTE DESCRIBING BAD DEBT EXPENSES IS INCLUDED IN THE ATTACHED
AUDITED FINANCIAL STATEMENTS UNDER FOOTNOTE "CHARITY CARE, COMMUNITY

BENEFIT AND ASSISTANCE TO THE UNINSURED" STARTING ON PAGE 11 AND "PATIENT

ACCOUNTS RECEIVABLE AND NET PATIENT SERVICE REVENUE" STARTING ON PAGE 12




Form and Line Reference Explanation

ITHE SOURCE USED TO DETERMINE THE AMOUNT OF MEDICARE REVENUE AND ALLOWABLE
COSTS REPORTED FOR PART III, SECTION B, LINE8 THE MEDICARE TOTAL REVENUE AND
IALLOWABLE COSTS WERE ACTUAL BASED UPON THE 2014 MEDICARE COST REPORT THE
MEDICARE SHORTFALL FOR DEACONESS HOSPITAL ISTREATED AS COMMUNITY BENEFIT

DUE TO THE HOSPITAL PROVIDING CARE TO MEDICARE PATIENTS AT LESS THAN THE
IAWLLOWABLE MEDICARE COSTS

Part III, Line 8




Form and Line Reference Explanation

part 111, Line 9b DEACONESS HOSPITAL MAKES A DISTINCTION BETWEEN CHARITY AND BAD DEBT IN

DETERMINING AN INDIVIDUAL OR FAMILY'S ABILITY TO PAY, DEACONESS HOSPITAL
EVALUATES WHETHER OR NOT THE RESPONSIBLE PARTY HAS SUFFICIENT RESOURCES FOR
PAYMENT IF AN INDIVIDUAL IS DETERMINED TO NOT HAVE SUFFICIENT RESOURCES TO
PAY, THEY WILL BE CONSIDERED ELIGIBLE FOR CHARITY CARE AND WILL NOT BE
PROCESSED THROUGH EITHER INTERNAL OR EXTERNAL COLLECTIONS ACCOUNTS OF
CHARITY CARE PATIENTS WHO ARE UNABLE TO PAY DO NOT RESULT IN BAD DEBT AND ARE
NOT COLLECTED UPON




Form and Line Reference

Explanation

Part VI, Line 2

NEEDS ASSESSMENT PROCESS IN ADDITION TO THE CHNA REPORTED IN PART V, SECTION
B DEACONESS HOSPITAL UTILIZES A VARIETY OF SOURCES TO GATHER DATA ON LOCAL
HEALTH CARE NEEDS A MAJOR SOURCEIS THE 7-COUNTY HEALTH SURVEY CONDUCTED
BY WELBORN BAPTIST FOUNDATION DEACONESS ALSO USES DATA FROM THE UNITED WAY
OF SOUTHWESTERN INDIANA'S COMPREHENSIVE NEEDS ASSESSMENT, COUNTY HEALTH
RANKINGS WEBSITE, INDIANA STATE DEPARTMENT OF HEALTH, CENTERS FOR DISEASE
CONTROLAND PREVENTION, NATIONAL CENTER FOR HEALTH STATISTICS,AND THEU S
CENSUS BUREAU ADDITIONAL INFORMATION COMES THROUGH THE HOSPITAL'S
INTERACTION WITH LOCAL SERVICE PROVIDERS AND OTHER NON-PROFIT
ORGANIZATIONS




Form and Line Reference

Explanation

Part VI, Line 3

Patient Education of Eligibility for Assistance Deaconess Hospital utilizes financial counselors to
educate, Inform and assist patients and families in understanding their financial oblhigation, ability to
qualify for financial assistance through Deaconess Hospital's financial assistance program and
payment options Specifically, financial counselors staff the emergency department, registration
areas, cashier area, as well as, float among Inpatient areas to ensure each and every patient requiring
assistance 1s reached In addition to the personal and individualized counseling provided by the
financial counselors, various forms of media are distributed throughout Deaconess Hospital explaining
the financial assistance process Additionally, policies for financial assistance are posted widely
throughout Deaconess Hospital and on the internet at www deaconess com

http //www deaconess com/DeaconessHospital/Business-0 ffice/Financial-Assistance aspx




Form and Line Reference

Explanation

Part VI, Line 4

Deaconess defines i1ts community as all people living in Vanderburgh and Warrick Counties at any
time during the year Vanderburgh County - According to the 2015 County Health Rankings,

[V anderburgh County ranks 78th out of 92 Indiana counties for health outcomes Vanderburgh
County's population is similar to the statewide population, with 85 6% of the population being White,
9% Black/African American, 1 2% Asian, and the remainder being of Other or 2 or More Races
IThere are also fewer Hispanic/Latinos, at 2 7% of the population Approximately 10 5% of families
are living In poverty, which 1s shghtly lower than the state The median household income for
IVanderburgh County at $44,396 Is about $5,000 lower than the state overall HCI's SocioNeeds
Index identified the zip codes 0f 47708 and 47713 as having the greatest socioeconomic need
Warrick County - According to the 2015 County Health Rankings, Warrick County ranks 30th out of
92 Indiana counties In overall health outcomes Warrick County demographics are similar to those of
the overall Indiana state population, with about 2% less 18-24 year olds and 1 5% more 65 and
older Less than 6% of Warrick County residents are non-white or Caucasian The median household
income Is about $66,500 annually which 1s about $17,500 more than that of the state median, and
roughly 6 6% of Warrick County families are living in poverty, which 1s lower than the state HCI's
SocioNeeds Index identified the zip codes 0f47523 and 47637 as having the greatest
socloeconomic need




Form and Line Reference

Explanation

Part VI,Line 5

OTHER IMPORTANT COMMUNITY HEALTH PROMOTION A MAJORITY OF ORGANIZATION'S

GOVERNING BODY IS INDEPENDENT AND COMPRISED OF PERSONS WHO RESIDED IN THE

ORGANIZATION'S PRIMARY SERVICE AREA, EXTENDS MEDICAL STAFF PRIVILEGES TO ALL
QUALIFIED PHYSICIANS IN ITS COMMUNITY, AND APPLIES SURPLUS FUNDSTO

IMPROVEMENTS IN PATIENT CARE




Form and Line Reference

Explanation

Part VI, Line 6

A ffillated Health Care System Deaconess Hospital works In concert with Deaconess Health System
and Deaconess Clinic to provide healthcare services with a compassionate and caring spirit to
persons, families and communities of the tri-state Deaconess Health System works to Iincrease
access to healthcare services within our community through Deaconess Hospital and Deaconess
Clinic Deaconess Hospital 1s a medical institution dedicated to providing quality patient care with
unrelenting attention to clinical excellence, patient safety and an unparalleled passion and
commitment to assure the very best healthcare for the patients served Deaconess clinic provides
excellent primary and multi-specialty healthcare in a personalized fashion with a dedicated focus to
serve the community with excellent, timely and compassionate patient care Part VI, line 7, hist of

states receiving community benefit report Indiana
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Additional Data

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

Section A. Hospital Facilities

(hst in order of size from largest to

smallest—see instructions)

How many hospital facilities did the

organization operate during the tax year?
3

Name, address, primary website address,
and state license number

|[endeny pasuaai]

JL3I0ING § (LIPS [CIBURY)

—
[

[cudsoy s ualp|y

Software ID:
Software Version:
EIN:
Name:

deoy bunpoes |

fcy

35-0593390
Deaconess Hospital Inc

Lupoey Yoreasay
snoy +2-Y3
1ayo-43

[cydsoy §62a030 [0IIUI7)

Other (Describe)

Facility reporting
group

DEACONESS HOSPITAL INC
600 Mary Street
Evansville,IN 47747

www deaconess com
15-005074-1

Deaconess Gateway Hospital
4011 Gateway Blvd
Newburgh,IN 47630

www deaconess com
15-005074-1

DEACONESS CROSS POINTE
7200 E Indiana Street
evansville,IN 47715

www deaconess com
15-005074-1




Form 990 Part V Section C Supplemental Information for Part V, Section B.

A" "Facility B," etc.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,
21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility

Form and Line Reference

Explanation

DEACONESS HOSPITAL,INC

PartV, Section B, Line5 DESCRIPTION OF COMMUNITY INPUT Teams from Deaconess Health
System, St Mary's Health, ECHO Community Health Care, Vanderburgh County Health Department,
United Way of Southwest Indiana, and the Welborn Baptist Foundation planned for and executed a
second Community Health Needs Assessment in 2015 With assistance from Healthy Communities
Institute (HCI), data was gathered in May and June 2015 through 12 focus groups and 17 "key
informant interviews " Representation included social service agencies, education, law enforcement,
public service, business and industry, government, non-profit organizations, and healthcare related
lorganizations from both Vanderburgh County and Warrick County The secondary data used in this
assessment was obtained and analyzed from the HCI Data Platform which includes a comprehensive
dashboard of over 100 community health and quality of life indicators covering over 20 topic areas
Indicator values for each county were compared to other counties In Indiana and nationwide to score
health topics and compare relative areas of need Other considerations for health areas of need
included trends over time, Healthy People 2020 targets, and disparities by age, gender, and
race/ethnicity Primary and secondary data were evaluated and synthesized to i1dentify the significant
community health needs Iin each county These needs were assessed and prioritized taking into
consideration the ability to impact change, the opportunity to intervene at a prevention level, the
magnitude of the health 1ssue, and whether or not 1t addresses underserved and vulnerable
populations Behavioral Health (including substance abuse, tobacco use, and mental health) and
Exercise, Nutrition, and Weight were two health needs identified for both Vanderburgh and Warrick
County Maternal-child health was also selected as an i1dentified health need for Vanderburgh County
and Cancer (specifically breast and prostate) was 1dentified for Warrick County A work group
composed of people and organizations directly involved with each identified health need has been
established These groups are in the process of selecting specific goals for their topic area and will
spend the next three years collectively working toward those goals Our collaborative also created a
public website called HealthySWIN to share not only our CHNA data but all publicly reportable data
relevant to the identified health needs 1n our community It can be found at www healthyswinorg A
public presentation was held on June 22,2016 at a local library to reviewthe 2013-2015 CHNA
successes and challenges as well as reveal the results from the 2015 CHNA Our priority areas for

leach county were shared at this time




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS GATEWAY HOSPITAL |PartV,SectionB, Line5 Description of Community Input i1s reported the same as Deaconess
Hospital, Inc (Hospital Facility #1)




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS CROSS POINTE Part V, Section B, Line5 DESCRIPTION OF COMMUNITY INPUT Is reported the same as
Deaconess Hospital, Inc (Hospital Facility #1)




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS HOSPITAL, INC Part V, Section B, Line 6a Other Hospital Facilities CHNA was conducted with Deaconess Gateway
HospitalDeaconess Cross PointeSt Mary's Health




Form 990 Part V Section C Supplemental Information for Part V, Section B.

A" "Facility B," etc.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,
21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility

Form and Line Reference

Explanation

DEACONESS GATEWAY HOSPITAL

Part V, Section B, Line 6a Other Hospital Facilities CHNA was conducted i1s reported the same as

Deaconess Hospital, Inc (Hospital Facility #1)




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS CROSS POINTE Part V, Section B, Line 6a Other Hospital Facilities CHNA was conducted with I1s reported the same
as Deaconess Hospital, Inc (Hospital Facility #1)




Form 990 Part V Section C Supplemental Information for Part V, Section B.

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

Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS HOSPITAL, INC Part V, Section B, Line 6b Other organizations CHNA was conducted with ECHO Community Health

C areUnited Way of Southwest IndianaWelborn Baptist FoundationV anderburgh County Health
Department




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS GATEWAY HOSPITAL [PartV,SectionB, Line 6b Other organizations CHNA was conducted Is reported the same as
Deaconess Hospital, Inc (Hospital Facility #1)




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS CROSS POINTE Part V, Section B, Line 6b Other organizations CHNA was conducted i1s reported the same as
Deaconess Hospital, Inc (Hospital Facility #1)




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS HOSPITAL, INC Part V, Section B, Line 7d The CHNA 1s made widely available on the hospital's website The hospital
community health needs assessment 1s located at http //www deaconess com/CHNA




Form 990 Part V Section C Supplemental Information for Part V, Section B.

A" "Facility B," etc.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,
21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility

Form and Line Reference

Explanation

DEACONESS GATEWAY HOSPITAL

Part V, Section B, Line 7d The CHNA 1s made widely available on the hospital's website The hospital

community health needs assessment 1s located at http //www deaconess com/CHNA




Form 990 Part V Section C Supplemental Information for Part V, Section B.

A" "Facility B," etc.

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

Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,
21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility

Form and Line Reference

Explanation

DEACONESS CROSS POINTE

Part V, Section B, Line 7d The CHNA IS MADE WIDELY AVAILABLE ON THE HOSPITAL'S
WEBSITE THE HOSPITAL COMMUNITY HEALTH NEEDS ASSESSMENT IS LOCATED AT

HTTP //WWW DEACONESS COM/CHNA




Form 990 Part V Section C Supplemental Information for Part V, Section B.

A" "Facility B," etc.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,
21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility

Form and Line Reference

Explanation

DEACONESS HOSPITAL,INC

Part V, Section B, Line 11 As part of our agreement with the CHNA collaborative, Deaconess will
focus time and resources for three years on creating positive change in the four identified topic areas
from our 2015/2016 Community Health Needs Assessment Our "scorecard” at the end ofthe 2013-
2015 CHNA showed improvement in the overall health of the community, a decrease In the number of
adult smokers, some progress with adult obesity, and an improvement in poor mental health

days Actions taken In the final year of our original CHNA include Tobacco Report- We partnered with
the Vanderburgh County Health Department to create and sustain the Baby and Me Tobacco Free
Program At the one-year mark, 118 women had participated in the program with 21 women In the post
stage, 53 women actively participating, and 13 partners participating with the woman We had 44
lwomen drop out of the program giving us a 63 percent success rate Deaconess referred 29 of the
participants to the program Obesity Report- Deaconess partnered with all of the Indiana District 10
hospitals to create "Healthy Baby Steps " This community education and resource campaign
lencourages women to do three things - get early prenatal care, stop smoking, and take a prenatal
vitamin This initiative followed the Vanderburgh County Health Department's sharing of statistics
showing 60 percent of all fetal/infant deaths (in Vand Co ) had mothers who were at an unhealthy
weight (17% were overweight, 26% were obese, and 17% were morbidly obese) - Continuation of
Healthier U Walks For 12 Saturdays in April through June, individuals meet each week at a different
park or walking trail to walk from 9-10am The program encourages exercise but also provides people
with the opportunity to explore new places to walk with the safety of a "tour guide and a group to walk
with We also have a service line attend each walk This gives participants the opportunity to ask
about heart care, cancer, women's health, pediatrics, etc - Deaconess Hospital and the West Side Nut
Club collaborated for a 4th year to provide a "Wise Choice" Fall Festival munchie map The Fall
Festival in Evansville (Vanderburgh County) has been said to be the second largest street festival
next to Mardi Gras and draws over 200,000 individuals each year The festival i1s known for their deep
fried and other unhealthy options The Wise Choice map features food items that are low calorie, low
fat, and low sodium - Continuation of a summer/fall farmers' market at both Deaconess Hospital
locations and our downtown clinic Continued participation in the Downtown Farmers' Market by
providing healthy recipes, health information, and other service line related tests and information each
week at the market In 2015, we also participated in the Historic Newburgh Farmers' Market, the New
Harmony Farmers' Market, and the Franklin Street Bazaar - Our already robust employee wellness
program was further enhanced with the addition of a Health Reimbursement Account Employees now
have a monetary Iincentive to get active and meet their fithess goals Substance Abuse and Mental
Health Report- The Healthcare Leadership Council honored Deaconess and St Mary's with a Wellness
Frontier Award for its Youth Mental Health First Aid Training, Project AWARE Project AWARE was
developed in 2015 with the goal of Increasing awareness of mental health and substance abuse i1ssues
lamong school age youth The Healthcare Leadership Council created the Wellness Frontiers Award to
recognize health and wellness best practices and programs 1n communities and organizations across
the nation Winners are organizations developing and activating cost-effective, measurable community
programs promoting wellness and disease prevention




Form 990 Part V Section C Supplemental Information for Part V, Section B.

A" "Facility B," etc.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,
21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility

Form and Line Reference

Explanation

DEACONESS GATEWAY HOSPITAL

Part V, Section B, Line 11 How the Significant needs are being addressed I1s reported the same as

Deaconess Hospital, Inc (Hospital Facility #1)




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS CROSS POINTE Part V, Section B, Line 11 How the Significant needs are being addressed i1s reported the same as
Deaconess Hospital, Inc (Hospital Facility #1)




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS HOSPITAL, INC Part V, Section B, Line 15e Med Assist 1s avallable to Deaconess Health System patients to assist
with applying for Medicaid or Exchange products




Form 990 Part V Section C Supplemental Information for Part V, Section B.

A" "Facility B," etc.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,
21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility

Form and Line Reference

Explanation

DEACONESS GATEWAY HOSPITAL

Part V, Section B, Line 15e Other method used for applying for financial assistance Is the same as

Deaconess Hospital, Inc (Hospital Facility #1)




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS CROSS POINTE Part V, Section B, Line 15e Other method used for applying for financial assistance I1s the same as
Deaconess Hospital, Inc (Hospital Facility #1)




Form 990 Part V Section C Supplemental Information for Part V, Section B.

A" "Facility B," etc.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,
21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility

Form and Line Reference

Explanation

DEACONESS HOSPITAL,INC

PartV, Section B, Line 161 OTHER METHOD USED TO PUBLICIZE THE FINANCIAL ASSISTANCE
POLICY DEACONESS HOSPITAL SEEKS OUT THE PATIENTS THAT ARE SELF-PAY AND
INTERVIEWS THESE PATIENTS WHILE THEY AREIN THE FACILITY THE FINANCIAL
IASSISTANCE POLICY IS PROMOTED TO PATIENTS DEACONESS HOSPITAL SEEKS OUT
THOSE PATIENTS THAT WOULD QUALIFY FORTHE FINANCIAL ASSISTANCE POLICY
COLLECTABILITY SCORING IS ALSO COMPLETED AND ALLOWANCES ARE MADE BASED UPON
THESE SCORES DEACONESS HOSPITAL FOR FISCAL YEAR 16 IMPACTED THE LIVES OF MORE
THAN 9,400 MEMBERS OF OUR COMMUNITY BY HELPING THEM OBTAIN INSURANCE OR
PROVIDE ASSISTANCE FOR THE UNDERINSURED




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS GATEWAY HOSPITAL [PartV,SectionB, Line 161 Other method used to publicize the financial assistance policy 1s reported
the same as Deaconess Hospital, Inc (Hospital Facility #1)




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS CROSS POINTE Part V, Section B, Line 161 OTHER METHOD USED TO PUBLICIZE THE FINANCIAL ASSISTANCE
POLICY is reported the same as Deaconess Hospital, Inc (Hospital Facility #1)




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS HOSPITAL, INC (Fj’art v, ?ectlon B, Line 22d Deaconess uses a weighted average of medicare and managed care
Iscounts




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS GATEWAY HOSPITAL (Fj’art v, fectlon B, Line 22d Deaconess uses a weighted average of medicare and managed care
Iscounts




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.
Provide descriptions required for Part V, Section B, lines 13, 3, 4, 5d, 61, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d,

21, and 22. If applicable, provide separate descriptions for each facility in a facility reporting group, designated by "Facility
A" "Facility B," etc.

Form and Line Reference

Explanation

DEACONESS CROSS POINTE (Fj’art v, ?ectlon B, Line 22d Deaconess uses a weighted average of medicare and managed care
Iscounts




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

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

(hst in order of size, from largest to smallest)

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

Name and address Type of Facility (describe)

1 1-DEACONESSPROCEDURE CENTER Outpatient Services
421 Chestnut street
Evansville,IN 47713

1 2 - Deaconess Hospital Physical Medicine Outpatient Services
520 Mary Street Suite 280
Evansville,IN 47747

2 3 - Deaconess Chemotherapy Infusion Ctr Outpatient Services
4055 Gateway Blvd Suite 1200
Newburgh,IN 47630

3 4 - Deaconess Clinic Gateway Reg Lab Diagnostic Center
4233 Gateway Blvd
Newburgh,IN 47630

4 5 - Deaconess Comprehensive Pain Ctr & Prog Outpatient Services
4600 W Lloyd Expressway
Evansville,IN 47712

5 6 - Deaconess Hospital Infusion Svcs Outpatient Services
421 Chestnut street
Evansville,IN 47713

6 7 - Deaconess Hospital Physical Medicine Outpatient Services
10455 Orthopaedic Drive
Newburgh,IN 47630

7 8 - Deaconess Comprehensive Pain Ctr-Gateway Outpatient Services
4099 Gateway Blvd
Newburgh,IN 47630

8 9 - Chancellor Center for Oncology Outpatient Services
4055 Gateway Blvd
Newburgh,IN 47630

9 10 - Deaconess Sleep Lab Outpatient Services
350 W Columbia Street Suite 210
Evansville,IN 47710

10 11 - Deaconess Sleep Lab Dilagnostic Center
350 W Columbia Street Suite LL-10
Evansville,IN 47710

11 12 - Deaconess Hospital Breast Center Diagnostic Center
520 Mary Street Suite 140
Evansville,IN 47710

12 13 - Deaconess Clinic West Reg Lab Radiology Outpatient Physician Clinic
545 S Boehne Camp Road
Evansville,IN 47712

13 14 - Deaconess Clinic Princeton Radiology Srv Outpatient Physician Clinic
685 Vail Street
Princeton,IN 47670

14 15 - Deaconess Wound Care Center Outpatient Services
350 W Columbia Street Suite 350
Evansville,IN 47710




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

Recognized as a Hospital Facility

(hst in order of size, from largest to smallest)

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

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

Name and address

Type of Facility (describe)

16

10

11

12

13

14

16 - Deaconess Anticoagulation Clinic
4107 Gateway Blvd
Newburgh,IN 47630

Outpatient Services

17 - Mt Vernon Medical Center Lab & Radiology
1900 W Fourth Street
MT Vernon,IN 47620

Diagnostic Center

18 - Midwest Radiologic Imaging
10455 Orthopaedic Drive
Newburgh,IN 47630

Diagnostic Center

19 - Midwest Radiclogical Imaging
4087 Gateway Blvd
Newburgh,IN 47630

Diagnostic Center

20 - Deaconess Regional Laboratory
4133 Gateway Blvd Suite 110
Newburgh,IN 47630

Diagnostic Center

21 - Deaconess Riley Children's Specialty Ctr
4133 Gateway Blvd
Newburgh,IN 47630

Outpatient Physician Clinic

22 - Deaconess Riley Speciality CtrOP
4121 Gateway Blvd
Newburgh,IN 47630

Outpatient Physician Chinic

23 - Deaconess Primary Care for Seniors
4498 First Avenue
Evansville,IN 47710

Outpatient Physician Clinic

24 - Deaconess Primary Care for Seniors
1750 Oak Hill Road
Evansville,IN 47710

Outpatient Physician Chinic

25 - Deaconess Diabetes Center - Education
421 Chestnut street
Evansville,IN 47713

Outpatient Services

26 - Deaconess Pre-admission testing
520 Mary Street Suite 330
Evansville,IN 47747

Diagnostic Center

27 - Deaconess Gateway Gastroenterology
4133 Gateway Blvd
Newburgh,IN 47630

Outpatient Physician Clinic

28 - Deaconess Weight Loss Solutions
310 W Iowa Street
Evansville,IN 47710

Outpatient Physician Chinic

29 - Deaconess Hospital Mammography & Imaging
421 Chestnut street
Evansville,IN 47713

Diagnostic Center

30 - Deaconess Regional Laboratory
4494 N First Avenue
Evansville,IN 47710

Diagnostic Center




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

(hst in order of size, from largest to smallest)

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

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

Name and address

Type of Facility (describe)

31

31 - Deaconess Regional Laboratory
421 Chesnut Street
Evansville,IN 47713

Diagnostic Center

32 - Deaconess Regional laboratory
1204 W Wilhams Street
Oakland City,IN 47660

Diagnostic Center

33 - Deaconess Cross Pointe Outpatient Chinic

445 Cross Pointe Blvd
Evansville,IN 47715

Outpatient Physician Clinic

34 - deaconess cross pointe
7200 E indiana
evansville,IN 47715

Outpatient Physician Clinic

35 - deaconess radiology lab & Radioclogy
8600 north kentucky avenue
evansville,IN 47725

Diagnostic Center

36 - Deaconess Family Medicine Residency
415 W Columbia St Suite 110
Evansville,IN 47710

Outpatient Physician Clinic

37 - Deaconess Sleep Center-East
7307 E Columbia St
Evansville,IN 47715

Diagnostic Center

38 - Deaconess Hospital Physical Medicine
4600 W Lloyd Expressway Suite B
Evansville,IN 47715

Outpatient services
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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

Deaconess Hospital Inc
35-0593390

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)

See Additional Data Table

2 Enter total number of section 501(c)(3) and government organizations listed intheline 1 table. . . . . . . . . . . . . . . . . P 34

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
recipients

(c)Amount of
cash grant

(d)A mount of
non-cash assistance

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

(f)Description of non-cash assistance

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

Return Ref erence Explanation

PartI, Line 2 DEACONESS HOSPITAL CONFIRMS ALL RECIPIENTS OF FUNDS ARE ORGANIZATIONS WHOSE GOALS COINCIDE WITH DEACONESS'

MISSION OF PROVIDING QUALITY HEALTH CARE WITH A COMPASSIONATE AND CARING SPIRIT THE ORGANIZATIONS PROVIDE NEEDED
SERVICES TO OUR COMMUNITY TO IMPROVE HEALTH AND WELLNESS FORTHE CITIZENS IN THE SURROUNDING AREA

Schedule I (Form 990) 2015



Additional Data

Software ID:
Software Version:
EIN:

Name:

35-0593390

Deaconess Hospital Inc

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

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- [(f) Method of valuation (g) Description of (h) Purpose of grant
organization iIf applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)
American Heart Association 13-5613797 501(c)(3) 7,500 General Support
7272 Greenville Ave
Dallas, TX 75231
American red cross 53-0196605 501(c)(3) 10,000 General Support
29 s stockwell rd
Evansville,IN 47714
Easter seals rehabilitation 35-1087526 501(c)(3) 38,925 General Support &
center Capital Campaign
3701 Bellemeade Ave
Evansville,IN 47714




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

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- [(f) Method of valuation (g) Description of (h) Purpose of grant
organization iIf applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)
Echo Community Health Care 35-1791786 501(c)(3) 30,000 Family Practce -
315 Mulberry Street Multicultural Chinic
Evansville,IN 47713
Economic Development 32-0152563 501(c)(6) 25,000 O ne Region-One
Coalition of Southwestern Economy-0One Voice
Indiana Campaign
318 Main Street Suite 400
Evansville,IN 47708
Evansville Area Community of 35-0886837 501(c)(3) 12,000 Food for Food Pantries

Churches
713 N 2nd Ave
Evansville,IN 47710




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

(a) Name and address of
organization
or government

(b) EIN

(c) IRC section
iIf applicable

(d) Amount of cash
grant

(e) Amount of non-
cash
assistance

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

(g) Description of
non-cash assistance

(h) Purpose of grant
or assistance

Evansville Vanderburgh
School Corp

1 SE Ninth Street
Evansville,IN 47708

35-1071682

501(c)(3)

19,990

classroom supplies

Evansville-Vanderburgh
County Convention & Visitors
Commission Sports Compl
4300 Heckel Road
Evansville,IN 47711

47-2582515

501(c)(3)

50,000

Support Health Trail

Ivy Tech Foundation
3501 N 1st Avenue
Evansville,IN 47710

23-7073977

501(c)(3)

33,200

general support &
Scholarships




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

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- [(f) Method of valuation (g) Description of (h) Purpose of grant
organization iIf applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)
Junior Achievement of SW 35-6048156 501(c)(3) 20,000 lIAdopt a school program
Indiana & General Support
431 E Diamond Avenue
Evansville,IN 47711
Komen Greater Evansville 75-2844632 501(c)(3) 15,000 general support
Affiliate
4424 Vogel Rd Ste 205
Evansville,IN 47715
Marian university 35-0868175 501(c)(3) 25,000 D O Program

3200 cold spring road

Indianapohis,IN 462221997

Scholarships




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

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

OTHERS 5000 146,785 General Support
Ronald McDonald House 35-1748468 501(c)(3) 14,850 General Support
Charities of the O hio Valley

3540 Washington Avenue

Evansville,IN 477140136

Tri-State Food Bank 35-1539870 501(c)(3) 15,000 General Support

801 E Michigan Street
Evansville,IN 477115631




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

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- [(f) Method of valuation (g) Description of (h) Purpose of grant
organization iIf applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)
United Caring Shelters 35-1892153 501(c)(3) 76,196 123(Cost Medical Supplies Homeless Medical
324 NW Sixth Street Respite & General
Evansville,IN 47708 Support
United Way of Southwestern 35-0868069 501(c)(3) 20,200 general support
Indiana
PO Box 18
Evansville,IN 477010018
University of Evansville 35-0868074 501(c)(3) 35,333 Start-Up Fund for

1800 Lincoln Avenue
Evansville,IN 47722

Physician Assistant
Program & General

Support




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

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

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

UNIVERSITY OF SOUTHERN 23-7042320 501(c)(3) 47,800 General Support

INDIANA Foundation

8600 University Boulevard

Evansville,IN 47712

YMCA of SW Indiana Inc 35-0869074 501(c)(3) 32,833 General Support

222 NW 6th St

Evansville,IN 47708

Youth First 35-2050168 501(c)(3) 9,667 General Support

3420 East Morgan Ave Ste A
Evansville,IN 47715




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

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

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

YWCA 35-0869075 501(c)(3) 35,000 General Support

118 Vine st

Evansville,IN 47708

Ark Crisis Child Care Center 35-1553918 501(c)(3) 9,000 General Support

415 Lincoln Ave

Evansville,IN 47713

Aurora Inc 35-1759576 501(c)(3) 10,300 Homeless O utreach

1100 Lincoln Avenue PO Box

74
Evansville,IN 47701




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

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

Children's Museum of 35-1951848 501(c)(3) 25,000 Capital Campaign
Evansville
22 SE 5th Street
Evansville,IN 47701
Alhance Initiatives Fund 35-2116083 501(c)(3) 250,000 Graduate Medical
5000 E Virginia St Education Consortium
Evansville,IN 47715
Community Patient Safety 61-1646052 501(c)(3) 18,752 General Support

Coalition
13113 Browning Road
Evansville,IN 47725




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

(a) Name and address of
organization
or government

(b) EIN

(c) IRC section
iIf applicable

(d) Amount of cash
grant

(e) Amount of non-
cash
assistance

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

(g) Description of
non-cash assistance

(h) Purpose of grant
or assistance

Evansville-Area Tralls
Coalition Inc
PO Box 5644
Evansville,IN 47716

27-1556835

501(c)(3)

21,000

General Support

Four Rivers Resource
Services Inc dba Ride
Solution

PO Box 367 1001 E Main St
Washington,IN 47501

35-1665140

501(c)(3)

10,000

General Support

Henderson Community
College

2660 S Green Street
Henderson,KY 42420

61-6035281

501(c)(3)

11,600

Scholarships & general
Support




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

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

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

American Cancer Soclety 13-1788491 501(c)(3) 10,000 General Support

5250 Vogel Rd Suite A

Evansville,IN 47715

Evansville Regional Business 03-0408032 501(c)(3) 10,000 General Support

Committee Inc

One Vectren Square

Evansville,IN 47708

Evansville Parks Foundation 35-1520591 501(c)(3) 6,400 Capital & General

Inc
PO Box 3112
Evansville,IN 47730

Support




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

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

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

Juvenile Diabetes Research 23-1907729 501(c)(3) 15,000 General Support

Foundation

10401 N Meridian Street

Suite 150

Indianapohis,IN 46290

Leadership Evansville 31-0883858 501(c)(3) 6,300 General Support

PO Box 2449

Evansville,IN 47728

WNIN Tri-State Public Media 35-1307165 501(c)(3) 27,000 General Support &

405 Carpenter Street
Evansville,IN 47705

Capital Campaign
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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
Deaconess Hospital Inc
35-0593390
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
[ compensation committee [T written employment contract
[v 1Independent compensation consultant [V Compensation survey or study | | |
[ Form 990 of other organizations [ 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? d4a | Yes
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 | Yes
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
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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
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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 1la

Social club dues are paid for Linda White and Shawn McCoy for organization business only Any personal use of the club must be paid by the employees

Part I, Lines 4a-b

SEVERANCE, NONQUALIFIED, AND EQUITY-BASED PAYMENTS SEVERANCE NONQUALIFIED EQUITY-BASED LINDA E WHITE $ -0- $18,000 $
-0- DAVID A KOEHLER,JR,MD 0 18,0000 SHAWN W MCCOY 0 18,000 0JAMESR PORTER,MD 018,000 0 CHERONA J HAJEWSKI 0 18,0000
DAVID LRYON,MD 0 18,000 0 VENKATESH R MADADI,MD 0 18,000 0 RAJESH J PATEL,MD 0 18,000 0 NIRMALJOSHI,MD 0 18,0000
CHERYLA WATHEN O 18,000 0 LYNN C Lingafelter 0 18,000 0 DanVardi, MD 0 18,000 0 CandidoM Guiao,MD $-0-%$12,212 % -0-G Wilham
Kennedy 27,686 0 0 PART I,4B LINDA WHITE SUPPLEMENTALACCUMULATION ACCOUNT CONTRIBUTIONS OF $194,273 SUPPLEMENTAL
ACCUMULATION ACCOUNT PAYOUT OF $397,458 SHAWN MCCOY SUPPLEMENTALACCUMULATION ACCOUNT CONTRIBUTIONS OF
$118,508 SUPPLEMENTAL ACCUMULATION ACCOUNT PAYOUT OF $177,028 CHERYL WATHEN SUPPLEMENTAL ACCUMULATION ACCOUNT
CONTRIBUTIONS OF $92,071 SUPPLEMENTALACCUMULATION ACCOUNT PAYOUT OF $75,769 JAMES PORTER SUPPLEMENTAL
ACCUMULATION ACCOUNT CONTRIBUTIONS OF $102,543 SUPPLEMENTALACCUMULATION ACCOUNT PAYOUT OF $90,140 CHERONA
HAJEWSKI SUPPLEMENTALACCUMULATION ACCOUNT CONTRIBUTIONS OF $52,186 SUPPLEMENTAL ACCUMULATION ACCOUNT PAYOUT
OF $42,188 LYNN LINGAFELTER SUPPLEMENTALACCUMULATION ACCOUNT CONTRIBUTIONS OF $46,407 Marc Florence SUPPLEMENTAL
ACCUMULATION ACCOUNT PAYOUT OF $16,979

PartI, Line 6

RELATED ORG COMPENSATION CONTINGENT UPON NET EARNINGS INCENTIVE COMPENSATION PAYMENTS ARE BASED UPON
SUCCESSFUL ACHIEVEMENT OF ESTABLISHED INPATIENT SATISFACTION MEASURES, OUTPATIENT SATISFACTION MEASURES,
COMPLIANCE WITH PUBLICLY REPORTED QUALITY INDICATORS, OPERATING MARGIN AS WELL AS OTHERTECHNICAL AND PERSONAL
FUNCTIONAL GOALS DEACONESS HOSPITAL'S INCENTIVE COMPENSATION PROGRAMS ARE FORMULATED TO REWARD BEHAVIOR THAT
BALANCES PATIENT NEEDS AND EFFICIENT DELIVERY OF PATIENT CARE TO ENSURE THE BEST OUTCOMES ARE ACHIEVED

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: 35-0593390
Name: Deaconess Hospital Inc

(A) Name and Title

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation in

(i (ii) (iii) other deferred benefits (BY(n-(D) column (B)
Base Bonus & O ther compensation reported as deferred
Compensation incentive reportable on prior Form 990
compensation compensation
1Lnda WhitePresident/ CEO () 369,071 345,622 587,931 127,413 5,698 1,435,735 0
() 371,647 0 6,000 107,537 - - 0
5,698 490,882
1Magbool Ahmed MDDirector 0} 0 0 0 0 0 0 0
() 887,205 167,851 2,646 33,007 - - 0
23,023 1,113,732
2Mathias Kolleck Ildirector Q) 236,826 89,273 67,332 22,820 19,532 435,783 0
(i 0 0 5,200 0 - - 0
0 5,200
3Bary Phillips MDDirector 0 0 0 10,220 0 0 10,220 0
() 350,349 86,233 2,092 13,314 - - 0
21,114 473,102
4David Ryon MDDirector [O) 344,289 100,786 41,400 18,830 22,917 528,222 0
() 0 0 4,600 0 - - 0
0 4,600
5Shawn McCoy | 478,982
Sshawn McCoy = . 478,982 188,026 180,472 139,281 29,988 1,016,749 0
() 0 0 7,400 0 - - 0
0 7,400
gﬁheryl Wathen 0 204,639 139,468 80,232 72,829 16,595 513,763 0
ief Financial Officer | 7| _ ____________
() 213,086 0 8,000 48,299 - - 0
16,595 285,980
7)ames Porter MD | 455,118
7James Porter MD M 455118 149,633 91,808 131,243 27,737 855,539 0
() 0 0 3,200 0 - - 0
0 3,200
g(riherona Hajewski ( 285,993 96,633 48,700 91,618 25,850 548,794 0
lef Nursing Officer | | o e oo
() 0 0 0 0 - - 0
0 0
9Kathy SchenkHR Director (m 124,868 24,704 1,305 13,400 22,830 187,107 0
() 0 0 0 0 - - 0
0 0
10Lynn Lingafelter ) 258,354 85,849 1,391 86,198 6,812 438,604 0
Vice President of Operatons | | _ _ _ o .o __._. ! ! ! . !
() 0 0 0 0 - - 0
0 0
\1/1Marc Florence O} 199,043 37,400 1,106 32,816 22,279 292,644 0
ice President | __ ___________
() 0 0 0 0 - - 0
0 0
éZKenneth Dicken (n 192,256 36,629 1,441 3,006 22,845 256,177 0
ontroller, Director Finance | | __ ___________
() 0 0 2,800 0 - - 0
0 2,800
13Richard PerryController 0 172,855 32,194 651 18,453 8,876 233,029 0
() 0 0 0 0 - - 0
0 0
F1):llCarolyn Morton 0) 151,624 29,119 1,295 14,809 27,351 224,198 0
armmacy Director | | Ll D e oo
() 0 0 0 0 - - 0
0 0
15LARRY PILEAttomey M 191,173 35,183 3,749 22,277 17,697 270,079 0
() 0 0 0 0 - - 0
0 0
16Venkatesh Madadi MD | 717,257
ANESTHESIOLOGIST o 71725 0 49,419 28,245 22,596 817,517 0
() 0 0 0 0 - - 0
0 0
/i:N'rma' Joshi MD (m 551,462 103,385 60,058 18,705 24,323 757,933 0
esthesiologist | | o _____.
() 0 0 0 0 - - 0
0 0
18Rajesh Patel MD 0) 607,074 0 36,001 18,163 24,565 685,803 0
Anesthesiologist | | o e e oo ! ! . :
() 0 0 0 0 - - 0
0 0
19Dan Vardi MDPhysician ()] 348,324 231,939 54,767 24,130 14,643 673,803 0
(n 0 0 0 0 - - 0
0 0




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

(A) Name and Title

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation in

o) (i) (i) other deferred benefits (BY(1)-(D) column (B)
Base Bonus & Other compensation reported as deferred
Compensation Incentive reportable on prior Form 990
compensation compensation
i:Ca"d'do Guiao MD m 546,363 0 41,541 14,590 21,869 624,363 0
esthesiologist [ _____.
() 0 0 0 0 - - 0
0 0
I:!.G Willlam Kennedy n 92,502 13,013 40,910 8,888 2,422 157,735 0
ormmer HR Director | | _ . _____._._
() 0 0 0 0 - - 0
0 0
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Schedule K . OMB No 1545-0047
(Form 990) Supplemental Information on Tax Exempt Bonds
» Complete if the organization answered "Yes” to Form 990, Part IV, line 24a. Provide descriptions, 2 O 1 5
explanations, and any additional information in Part VI.

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

Name of the organization Employer identification number
Deaconess Hospital Inc

35-0593390
EZL3d Bond Issues
(a) Issuer name (b) Issuer EIN (c) CUSIP # (d) Date 1ssued (e) Issue price (f) Description of purpose (g) Defeased (h) On (i) Pool
behalf of financing
Issuer
Yes No Yes No Yes No
A INDIANA FINANCE 35-1602316 45471AES7 12-02-2011 20,667,197 |3/15/99 refunding X X X
AUTHORITY
B INDIANA FINANCE 35-1602316 11-20-2012 13,005,000 (1992 refunding X X X
AUTHORITY
C INDIANA FINANCE 35-1602316 45471ALU4 07-23-2013 40,180,000 [3/29/09 Refunding X X X
AUTHORITY
D INDIANA FINANCE 35-1602316 45471aky7 03-05-2013 71,336,168 |5/27/04 AND 3/26/09 X X X
AUTHORITY-2013a Refunding
A B C D
1 Amount of bonds retired. . . . . . . . . . . . 4,240,000 2,945,000 705,000
2 Amount of bonds legally defeased .
3  Totalproceeds ofissue 20,667,197 13,005,000 40,180,000 71,336,168
4 Gross proceeds In reserve funds .
5 Capitalized interest from proceeds .
6 Proceeds In refunding escrows .
7 Issuance costs from proceeds . . . . . . .« .+« W .44 397,197 103,657 180,000 729,538
8 Credit enhancement from proceeds .
9 Working capital expenditures from proceeds .
10 Capital expenditures from proceeds .
11 Otherspentproceeds . . . . . . . . . . . . . 20,270,000 12,901,343 40,000,000 70,606,631
12 Other unspent proceeds .
13 Year of substantial completion .
Yes No Yes No Yes No Yes No
14 Were the bonds I1ssued as part of a current refunding i1ssue? . . . . X X X X
15 Were the bonds I1ssued as part of an advance refunding 1ssue?. . . . . X X X X
16 Has the final allocation of proceeds been made?. . . . . . . . . . X X X X
17 Does the organization maintain adequate books and records to support the final
allocation of proceeds? X X X X
m Private Business Use
A B C D
Yes No Yes No Yes No Yes No
1 Was the organization a partnern a partnership, or a member of an LLC, which owned
X X X X
property financed by tax-exempt bonds? .
2 Are there any lease arrangements that may result in private business use of bond- X X X X
financed property? .

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50193E Schedule K (Form 990) 2015



Schedule K (Form 990) 2015 Page 2
Private Business Use (Continued)
C
Yes No Yes No Yes No Yes No
3a Are there any management or service contracts that may result in private business use
X X X X
of bond-financed property? . .
b If"Yes" to hine 3a, does the organlzatlon routlnely engage bond counsel or other outside
counsel to review any management or service contracts relating to the financed
property?
c Are there any research agreements that may result in private business use of bond-
financed property? . X X X X
d If"Yes" to line 3¢, does the organization routinely engage bond counsel or other outside
counsel to review any research agreements relating to the financed property?
4 Enter the percentage of financed property used I1n a private business use by entities
other than a section 501(c)(3) organization or a state or local government. . . .» 0 % 0400 %
5 Enter the percentage of financed property used I1n a private business use as a result of
unrelated trade or business activity carried on by your organization, another section 0 %
501(c)(3) organization, or a state or local government .
»
Total of ines 4 and 5 . 0 % 0 400 %
7 Does the bond Issue meet the private security or payment test? . X X X X
8a Has there been a sale or disposition of any of the bond-financed property to a
nongovernmental person other than a 501(c)(3) organlzatlon since the bonds were X X X X
Issued?. . .. .
b If"Yes" to line 8a, enterthe percentage of bond ﬁnanced property sold or disposed of
c If"Yes" to ine 8a, was any remedial action taken pursuant to Regulatlons sections
1141-12 and1145-27, . L
9 Has the organization established written procedures to ensure that aII nonqualified
bonds of the Issue are remediated in accordance with the requirements under X X X X
Regulations sections 1 141-12 and 1 145-27.
IR Arbitrage
A C
Yes No Yes No Yes No Yes No
1 Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield X X X X
Reduction and Penalty In Lieu of Arbitrage Rebate? .
2 If"No" to hine 1, did the following apply? .
a Rebate notdueyet?. . . . . . . X X X X
b Exception to rebate?. . . . . . . . X X X X
c No rebatedue?. . . . . . . . . X X X X
If"Yes" to ine 2¢c, provide In Part VI the date the rebate
computation was performed . .
3 Is the bond Issue a variable rate 1Issue? . . . . . X X X X
4da Has the organization or the governmental 1Issuer entered X X X X
Into a qualified hedge with respect to the bond I1ssue?
b Name of provider.
c Term of hedge .
d Was the hedge superintegrated? .
e Was the hedge terminated? .

Schedule K (Form 990) 2015
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m Arbitrage (Continued)

5a

Page 3

Were gross proceeds Invested In a guaranteed investment
contract (GIC)?

Yes

No

Yes

No

Yes

No

Yes

No

Name of provider.

Term of GIC .

Was the regulatory safe harbor for establishing the fair market
value of the GIC satisfied? .

Were any gross proceeds Invested beyond an available temporary
period?

Has the organization established written procedures to monitor
the requirements of section 1487 .

Procedures To Undertake Corrective Action

Yes

No

Yes

No

Yes

No

Yes

No

Has the organization established written procedures to ensure
that violations of federal tax requirements are timely 1dentified
and corrected through the voluntary closing agreement program If
self-remediation Is not available under applicable regulations?

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

Schedule K (Form 990) 2015
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Schedule K . OMB No 1545-0047
(Form 990) Supplemental Information on Tax Exempt Bonds
» Complete if the organization answered "Yes” to Form 990, Part IV, line 24a. Provide descriptions, 2 O 1 5
explanations, and any additional information in Part VI.

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

Name of the organization Employer identification number
Deaconess Hospital Inc

35-0593390
EZL3d Bond Issues
(a) Issuer name (b) Issuer EIN (c) CUSIP # (d) Date issued (e) Issue price (f) Description of purpose (g) Defeased (h) On (i) Pool
behalf of financing
Issuer
Yes No Yes No Yes No
A INdiana Finance Authority- 35-1602316 03-05-2013 21,440,000 |5/27/04 Refunding X X X
2013b
B IndianA FINANCE 35-1602316 45506DUL7 07-09-2015 49,772,341 |03/26/2009 Refunding X X X
AUTHORITY-2015A
A B C D
1 Amount of bonds retired. . . . . . . . . . . . 2,945,000
2 Amount of bonds legally defeased .
3 Total proceeds of Issue 21,440,000 49,772,341
4 Gross proceeds In reserve funds .
5 Capitalized interest from proceeds .
6 Proceeds inrefundingescrows . . . . . . . . . . . . . . . 49,170,494
7 Issuance costs from proceeds . . . . . . . . . . . . . . . 125,000 601,847
8 Credit enhancement from proceeds .
9 Working capital expenditures from proceeds .
10 Capital expenditures from proceeds .
11 Otherspentproceeds. . . . . . . . . . . . . 21,315,000
12 Other unspent proceeds .
13 Year of substantial completion .
Yes No Yes No Yes No Yes No
14 Were the bonds I1ssued as part of a current refunding i1ssue? . . . . X X
15 Were the bonds I1ssued as part of an advance refunding 1ssue?. . . . . X X
16 Has the final allocation of proceeds been made?. . . . . . . . . . X X
17 Does the organization maintain adequate books and records to support the final
allocation of proceeds? X X
m Private Business Use
A B C D
Yes No Yes No Yes No Yes No
1 Was the organization a partnern a partnership, or a member of an LLC, which owned
X X
property financed by tax-exempt bonds? .
2 Are there any lease arrangements that may result in private business use of bond- X X
financed property? .

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50193E Schedule K (Form 990) 2015



Schedule K (Form 990) 2015 Page 2
Private Business Use (Continued)
C
Yes No Yes No Yes No Yes No
3a Are there any management or service contracts that may result in private business use X X
of bond-financed property? . .
b If"Yes" to hine 3a, does the organlzatlon routlnely engage bond counsel or other outside
counsel to review any management or service contracts relating to the financed
property?
c Are there any research agreements that may result in private business use of bond-
financed property? . X X
d If"Yes" to line 3¢, does the organization routinely engage bond counsel or other outside
counsel to review any research agreements relating to the financed property?
4 Enter the percentage of financed property used I1n a private business use by entities
other than a section 501(c)(3) organization or a state or local government. . . .» 0700 % 0 %
5 Enter the percentage of financed property used I1n a private business use as a result of
unrelated trade or business activity carried on by your organization, another section 0100 % 0 %
501(c)(3) organization, or a state or local government .
»
Total of ines 4 and 5 . 0800 % 0 %
7 Does the bond i1ssue meet the private security or payment test? . X X
8a Has there been a sale or disposition of any of the bond-financed property to a
nongovernmental person other than a 501(c)(3) organlzatlon since the bonds were X X
Issued?. . .. .
b If"Yes" to line 8a, enterthe percentage of bond ﬁnanced property sold or disposed of
c If"Yes" to ine 8a, was any remedial action taken pursuant to Regulatlons sections X
1141-12 and1145-27, . L
9 Has the organization established written procedures to ensure that aII nonqualified
bonds of the Issue are remediated in accordance with the requirements under X X
Regulations sections 1 141-12 and 1 145-27.
IR Arbitrage
A B C
Yes No Yes No Yes No Yes No
1 Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield X X
Reduction and Penalty In Lieu of Arbitrage Rebate? .
2 If"No" to hine 1, did the following apply? .
a Rebate notdueyet?. . . . . . . X X
b Exception to rebate? . X X
c No rebate due? . X X
If"Yes" to ine 2¢c, provide In Part VI the date the rebate
computation was performed . .
3 Is the bond Issue a variable rate 1Issue? . . . . . X X
4da Has the organization or the governmental 1Issuer entered X X
Into a qualified hedge with respect to the bond I1ssue?
b Nameofprovider. . . . . . . . . . Fifth Third
C Term ofhedge. . . . . . . . . 1600 0000000000 %
d Was the hedge superintegrated? . X
e Was the hedge terminated? . X

Schedule K (Form 990) 2015
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m Arbitrage (Continued)
A
Yes No Yes No Yes No Yes No
5a Were gross proceeds Invested In a guaranteed investment X X
contract (GIC)?
b Name of provider.
c Term of GIC .
d Was the regulatory safe harbor for establishing the fair market
value of the GIC satisfied? . e
6 Were any gross proceeds Invested beyond an available temporary X X
period?
7 Has the organization established written procedures to monitor X X
the requirements of section 1487 .
Procedures To Undertake Corrective Action
A
Yes No Yes No Yes No Yes No
Has the organization established written procedures to ensure
that violations of federal tax requirements are timely 1dentified X X

and corrected through the voluntary closing agreement program If
self-remediation Is not available under applicable regulations?

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

Schedule K (Form 990) 2015
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Schedule L
(Form 990 or 990-EZ)

Department of the
Treasury

Intemal Revenue Service

Transactions with Interested Persons
» Complete if the organization answered
"Yes" on Form 990, Part IV, lines 25a, 25b, 26, 27, 28a, 28b, or 28c,
or Form 990-EZ, Part V, line 38a or 40b.
» Attach to Form 990 or Form 990-EZ.
»Information about Schedule L (Form 990 or 990-EZ) and its instructions is at

www.irs.gov /form990.

OMB No 1545-0047

2015

Open to Public
Inspection

Name of the organization
Deaconess Hospital Inc

35-0593390

Employer identification number

m Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and 501(c)(29) organizations only)

Complete If the organization answered "Yes" on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b

1 (a) Name of disqualified person (b) Relationship between disqualified person and (c) Description of (d) Corrected?
organization transaction Yes No
2 Enter the amount of tax Incurred by organization managers or disqualified persons during the year under section
4958 . > 3
3 Enter the amount oftax, ifany, on line 2, above, reimbursed by the organization . | K
IEZXZE:] Loans to and/or From Interested Persons.
Complete If the organization answered "Yes" on Form 990-EZ, Part V, ine 38a, or Form 990, Part IV, line 26, or If the
organization reported an amount on Form 990, Part X, ine 5,6, 0r 22
(a) Name of |(b) Relationship (c) (d) Loan to (e)Onginal| (f)Balance (g) In (h) (iYWritten
Interested with Purpose of| orfrom the principal due default? Approved agreement?
person organization loan organization? amount by board or
committee?
To From Yes No | Yes No Yes No
Total | 3

m Grants or Assistance Benefiting Interested Persons.

Complete If the organization answered

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

(a) Name of interested
person

(b) Relationship between
Interested person and the
organization

(c) Amount of assistance

(d) Type of assistance

(e) Purpose of assistance

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

Cat No 50056A

Schedule L (Form 990 or 990-EZ) 2015



Schedule L (Form 990 or 990-EZ) 2015

Page 2

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

(a) Name of Interested person (b) Relationship (c) Amount of (d) Description of transaction [(e) Sharing
between Interested transaction of

person and the organization's
organization revenues?
Yes No
(1) Letta Fraccaro Family of BD Mbr 47,974 |Comp No
(2) Misty Adye Family of BD Mbr 20,377 |Comp No
(3) Alex Seibert Family of Officer 88,089 |Comp No
(4) Evansville Radiology PC Common board Member 792,886 [Mgmt Srvs No
(5) Vectren energy Deliverly common board Member 5,552,982 |Gas/Electricy No
(6) Ehzabeth Voegel family of officer 38,468 |Comp No
(7) Suzanne Seibert family of officer 31,778 |Comp No
(8) Joan McCoy family of officer 19,837 |Comp No
(9) University of Southern Indiana Common board Member 84,650 |Support No
(10)Ivy Tech Foundation Common board Member 40,500 |Donation and Support No

m Supplemental Information

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

| Return Reference |

Explanation

SCHL,PART IV, ABBREVIATION

|BD MBR = board memberComp = Reportable CompensationSRVS = Services

Schedule L (Form 990 or 990-EZ) 2015
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SCHEDULE M . . R
(Form 990) Noncash Contributions S e 2 ntd

»Complete if the organizations answered "Yes"” on Form 990, Part IV, lines 29 or 30. 2 O 1 5

» Attach to Form 990.

Department of the »Information about Schedule M (Form 990) and its instructions is at www.irs.gov/form990 Open to Public
Treasury Inspection
Intemal Revenue Service
Name of the organization Employer identification number
Deaconess Hospital Inc
35-0593390
m Types of Property
(a) (b) (<) (d)
Check Number of contributions Noncash contribution Method of determining
If or items contributed amounts reported on noncash contribution amounts
applicable Form 990, Part VIII, line
1g
1 Art—Works ofart
2 Art—Historical treasures
3 Art—Fractional interests
4 Books and publications
5 Clothing and household
goods PR
6 Cars and other vehicles
7 Boats and planes
8 Intellectual property
9 Securities—Publicly traded
10 Securities—Closely held stock
11 Secunities—Partnership, LLC,
or trust interests P
12 Securnties—Miscellaneous
13 Qualified conservation
contribution—Historic
structures .
14 Qualified conservation
contribution—Other
15 Real estate—Residential
16 Real estate—Commercial
17 Real estate—Other
18 Collectibles
19 Food Iinventory
20 Drugs and medical supplies
21 Taxidermy
22 Historical artifacts
23 Scientific specimens
24 Archeological artifacts
25 Otherw» ( X 1 27,940|Cost
Miscellanous )
26 Otherw ( X 1 9,700(Cost
Jewelry )
27 Otherw» ( )
28 Otherw ( )
29 Number of Forms 8283 received by the organization during the tax year for contributions
for which the organization completed Form 8283, Part IV, Donee Acknowledgement 29 0
Yes | No
30a During the year, did the organization receive by contribution any property reported in Part I, lines 1 through 28, that
It must hold for at least three years from the date of the initial contribution, and which 1s not required to be used
for exempt purposes for the entire holding period? . . . . . . . .+ . . . . .« . . ... 30a No
b If"Yes," describe the arrangement in Part I
31 Does the organization have a gift acceptance policy that requires the review of any non-standard contributions? 31 | Yes
32a Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
contributions? 32a No
b If"Yes," describe in Part I1I
33 Ifthe organization did not report an amount in column (c) for a type of property for which column (a) 1s checked,
describe in Part I1

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 51227] Schedule M (Form 990) (2015)



Schedule M (Form 990) (2015) Page 2
Supplemental Information.
Provide the information required by Part I, lines 30b, 32b, and 33, and whether the organization 1s reporting
in Part I, column (b), the number of contributions, the number of items received, or a combination of both.
Also complete this part for any additional information.

| Return Reference Explanation

PartI, Line 32b Schedule M - Supplemental Information The number of contributions reported in Column B on
Schedule M i1s the actual number of items received from each contributor

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

(Form 990 or
990-EZ)

Department of the
Treasury

Internal Revenue
Service

OMB No 1545-0047

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.

Name of the organization Employer identification number

Deaconess Hospital Inc

35-0593390

Return
Reference

Explanation

Form 990, Part Ill,
Line 1,
Organization's
Mssion

DEACONESS HOSPITAL PROVIDES QUALITY HEALTHCARE SERVICES WITH A COMPASSIONATE AND CARING SPIRIT TO
PERSONS, FAMLIES AND COMMUNITIES OF THE TR-STATE AT DEACONESS HOSPTAL, OUR VALUES ARE BASED ON
OUR COMMITMENT TO QUALITY WE DEFINE QUALITY AS THE CONTINUOUS IMPROVEMENT OF SERVICES TO MEET THE
NEEDS AND EXCEED THE EXPECTATIONS OF THE CUSTOMERS WE SERVE OUR VALUES ARE QUALITY IN EVERY THING
WE DO, RESPECT FOR ALL PEOPLE, EFFICIENCY AND EFFECTIVENESS IN THE USE OF RESOURCES, INNOVATION
TOWARD CONTINUOUS SY STEMS IMPROV EMENT, PARTNERSHIP WITH THOSE WE SERVE AND WITH SUPPLIERS,
EDUCATION FOR CONTINUOUS GROWTH AND KNOWLEDGE AND PRIDE IN WORKMANSHIP TO ACCOMPLISH ITS MISSION,
DEACONESS HOSPITAL IS COMMITTED TO IMPROVING THE QUALITY OF LIFE FOR THE PEOPLE OF THE TR-STATEBY
DEMONSTRATING EXCELLENCE IN HEALTHCARE SERVICES, PROVIDING ACCESS TO HEALTHCARE, PROVIDING CHARITY
CARE TO THOSE IN NEED,PROMOTING HEALTHY LIFESTYLES, OFFERING SPIRITUAL AND PSY CHOLOGICAL SUPPORT,
SUPPORTING HEALTH RELATED EDUCATION, AND ADVANCING HEALTH KNOWLEDGE THROUGH RESEARCH




Return
Reference

Explanation

Form 990,
Part Ill, Line
4A

PROGRAM SERVICES ACCOMPLISHMENT 1 PATIENT SERVICE REVENUE DEACONESS HOSPITAL IS A MAJOR REFERRAL
CENTER FOR A 26 COUNTY TRI-STATE AREA IN SOUTHWESTERN INDIANA, WESTERN KENTUCKY AND SOUTHEASTERN
ILLINOIS THE HOSPITAL AND ITS FACILITIES ARE LOCATED ON FOUR CAMPUSES WHICH INCLUDE THE MAIN 28-ACRE
CAMPUS ON THE NEAR NORTH SIDE OF EVANSVILLE IN VANDERBURGH COUNTY, THE 63-ACRE GATEWAY CAMPUS
LOCATED IN WARRICK COUNTY ON THE EASTERN BORDER OF VANDERBURGH COUNTY , AND TWO OTHER EASTSIDE
EVANSVILLE LOCATIONS FOR PSY CHIATRIC BEHAVIORAL SERVICES AND REHABILITATION SERVICES THE HOSPITAL
OPERATES A MAIN CAMPUS WITH A TOTAL OF 266 BEDS CONSISTING OF 38 INTENSIVE CARE BEDS, 16 CARDIAC INTENSVE
CAREBEDS, 45 CARDIAC BEDS, 23 ONCOLOGY/ PULMONOLOGY BEDS, 61 ORTHOPAEDIC/ NEUROLOGICAL BEDS, 44
MEDICAL/ SURGICAL BEDS, 39 Medical Renal Beds IN ADDITION, THE HOSPITAL PROVIDES A FULL-ARRAY OF
COMPREHENSIVE OUTPATIENT AND AMBULATORY SERVICES ON ITS MAIN CAMPUS AND OTHER SPECIFIC SERVICES AT
MULTIPLE SITES WITHIN ITS PRIMARY AND SECONDARY SERVICEAREAS THE HOSPITAL OPERATES THE 190 BED
DEACONESS GATEWAY HOSPITAL WHICH WAS OPENED IN JANUARY 2006, ON THE GATEWAY CAMPUS CONSISTING OF 13
ADULT INTENSIVE CARE BEDS, 17 PEDIATRIC AND PEDIATRIC INTENSIV E CARE BEDS, 16 NEUROSURGICAL BEDS, 32
ORTHOPAEDIC BEDS, 16 NEURO INTENSIVE CARE BEDS, 32 SURGICAL ONCOLOGY BEDS AND 64 GENERAL MEDY TEHLEMETRY
BEDS THE HOSPITAL PROVIDES A FULL ARRAY OF COMPREHENSIVE OUTPATIENT AND AMBULATORY SERVICE ON THE
GATEWAY CAMPUS THE HOSPITAL OWNS AND OPERATES DEACONESS CROSS POINTE, A FREE-STANDING, 60 BED
INPATIENT PSY CHIATRIC HOSPITAL LOCATED APPROXIMATELY 7 MILES EAST OF THE MAIN CAMPUS IN EVANSVILLE




Return Explanation
Reference
Form 990, PROGRAM SERVICES ACCOMPLISHMENT 2 CHARITY CARE SUBSIDIZED CARE DEACONESS HOSPITAL MAKES A
Part lll, Line | DISTINCTION BETWEEN CHARITY CARE AND BAD DEBT IN DETERMINING AN INDVIDUAL OR FAMLY'S ABILITY TO PAY,
4B DEACONESS HOSPITAL EVALUATES WHETHER OR NOT THE RESPONSIBLE PARTY HAS SUFFICIENT RESOURCES AVAILABLE

FORPAY MENT IF AN INDIVIDUAL IS DETERMNED TO NOT HAVE SUFFICIENT RESOURCES TO PAY, THEY ARE CONSIDERED
ELIGIBLE FOR CHARITY CARE AND WILL NOT BE PROCESSED THROUGH EITHER INTERNAL OR EXTERNAL COLLECTIONS
ACCOUNTS OF CHARITY CARE PATIENTS WHO ARE UNABLE TO PAY DO NOT RESULT IN BAD DEBT AND ARE NOT
COLLECTED UPON DEACONESS HOSPITAL PROVIDES CARE TO PERSONS COVERED BY GOVERNMENTAL PROGRAMS
BELOW COST RECOGNIZING ITS MISSION TO THE COMMUNITY , SERVICES ARE PROVIDED TO BOTH MEDICARE AND MEDICAID
PATIENTS TO THE EXTENT OF REIMBURSEMENT IS BELOW COST, DEACONESS HOSPTAL ABSORBS THESE COSTS IN
MEETING TS MISSION TO THE COMMUNITY IN SUPPORT OF ITS MSSION, DEACONESS HOSPITAL PROVIDED $11 4 MLLION OF
CHARITY CARE AND $20 0 MILLION OF SUBSIDIZED SERVICES TO THE MEDICAID PROGRAM, AND $64 1 MILLION OF
SUBSIDIZED SERVICES TO THE MEDICARE PROGRAM




Return Explanation
Reference
Form 990, PROGRAM SERVICES ACCOMPLISHMENT 3 GRADUA TE MEDICAL EDUCATION, MEDICAL EDUCATION & COMMUNITY
Part lll, Line BENEFITS DEACONESS HOSPITAL PLAY S AN ACTIVE ROLE IN MEDICAL EDUCATION, OPERATING A THREE Y EAR FAMLLY
4C MEDICINE RESIDENCY PROGRAMAND A POST-GRADUATE PHARMACY RESIDENCY PROGRAM DEACONESS HOSPTAL

ALSO PROVIDES CONTINUING MEDICAL EDUCATION PROGRAMS FOR ATTENDING PHY SICIANS, OTHER HEALTH
PROFESSIONALS, OTHER ALLIED HEALTH PROGRAMS, COMMUNITY HEALTH PROGRAMS AND A CHAPLAIN RESIDENCY
PROGRAM IN ADDITION TO EDUCATIONAL SERVICES, DEACONESS HOSPITAL PROVIDED $11 4 MILLION IN COMMUNITY
BENEFIT ACTIVITIES (ALL ON A COST BASIS), SERVING A MINIMUM OF 981,016 PEOPLE WITHIN THE TR-STATE AREA




Return Explanation
Reference

Form 990, Part I, | ALL OTHER ACCOMPLISHMENTS OTHER PROGRAM SERVICE REVENUE CONSISTS OF DEACONESS HOSPITAL'S INCOME
Line 4d FROM THE INVESTMENT IN JOINT VENTURES OTHER PROGRAM SERVICE EXPENSES CONSISTED OF COMMUNITY BENEFIT
GRANTS/ASSISTANCE




Return Reference Explanation

Form 990, Part VI, Section A, Class of Members or Stockholders Deaconess Health System, Inc Is the sole corporate member of
line 6 Deaconess Hospital, Inc




Return
Reference

Explanation

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

Hection of Governing body The board of directors may elect one or more non-medical staff members of the governing body
through an approved election and approval process The election and approval process for non-medical staff members begins
w ith a recommendation by the governance committee for membership to the Board of Directors That recommendation is then
review ed and approved by the Board of Directors Depending on the decision reached by the Board of Directors, membership
may or may not be granted to that individual Medical Staff Executive Council leadership are appointed to Board of Director
membership through their position as elected medical staff leaders Through the election process of the medical staff
executive councll, their appointment is confirmed and approved




Return
Reference

Explanation

Form 990, Part
VI, Section B,
line 11

FORM 990 REVIEW PROCESS THE PROCESS THAT DEACONESS HOSPITAL UTILIZES TO PRESENT THE FORM 990 TO ITS
GOVERNING BODY PRIOR TO FILING IS TO PRESENT THE FORM 990 TO THE CFO AND CEO OF THE ORGANIZATION FOR
REVIEW AFTER THIS REVIEW IS PERFORMED AND ALL QUESTIONS ARE ANSWERED, THE FORM 990 IS PRESENTED TO
THE BOARD OF DIRECTORS AT THE BOARD MEETING PRIOR TO THE FILING DATE OF THE FORM 990 ANY ADDITIONAL
QUESTIONS ARE ANSWERED AND THE FINAL FILING IS THEN COMPLETED




Return Explanation
Reference
Form 990, COMPLIANCE WITH CONFLICT OF INTEREST POLICY CONFLICT OF INTEREST REVIEW AND COMPLIANCE ACTIVITIES ARE
Part VI, CONDUCTED THROUGHOUT THE Y EAR UNDER THE DIRECTION OF DEACONESS HOSPITAL'S CORPORATE COMPLIANCE
Section B, OFFICER. UPON APPOINTMENT AND, ANNUALLY , THEREAFTER, OFFICERS, DIRECTORS, TRUSTEES, AND KEY EMPLOY EES,
line 12¢ ALSO KNOWN AS INTERESTED PERSONS, ARE REQUIRED TO COMPLETE "THE CONFLICTS OF INTEREST QUESTIONNAIRE

AND/OR "THE DISCLOSURE QUESTIONNAIRE" THESE DOCUMENTS SERV E TO ENSURE INTERESTED PERSONS OR COMMITTEE
MEVBERS WITH BOARD DELEGATED POWERS HAVE AN APPROPRIATE AND TIMELY MANNER IN WHICH TO DISCLOSE ANY
POTENTIAL CONFLICTS CONFLICTS ARE CONSIDERED WITH RESPECT TO OUTSIDE INTEREST, INVESTMENTS, OUTSIDE
ACTIVITIES, AND BUSINESS INTERESTS AMONG THE INTERESTED PERSONS AS WHLL AS THER FAMLY MEMBERS ON A
PERIODIC BASIS, REVIEWS OCCUR TO ENSURE DEACONESS HOSPITAL OPERATES INA MANNER CONSISTENT WITH ITS
CHARITABLE PURPOSE SUBJECTS THAT ARE REVIEWED ON A PERIODIC BA SIS INCLUDE COMPENSATION, PHY SICIAN
RE_ATIONSHIPS, PARTNERSHIP AND JOINT VENTURE ARRANGEMENTS




Return Explanation
Reference
Form 990, COMPENSATION FOR TOP OFFICIALS AND OTHER OFFICERS DEACONESS HOSPITAL UTILIZES A COMPENSATION
Part VI, COMMITTEE TO APPROV E EXECUTIVE, DIRECTOR AND PHY SICIAN COMPENSATION AS WHELL AS EXECUTIVE AND PHY SICIAN
Section B, BENEFITS PROGRAMS THE COMPENSATION COMMITTEE IS APPOINTED BY THE BOARD OF DIRECTORS AND MUST MEET THE
line 15 INDEPENDENCE REQUIREMENTS OF THE SEC THE COMMITTEE HAS THE POWER AND AUTHORITY TO 1 ANNUALLY REVIEW

AND APPROVE AND RECOMMEND TO THE BOARD OF DIRECTORS FOR ITS FINAL APPROVAL FOR THE CEO AND EACH
OTHER EXECUTIV E OFFICER OF THE SY STEMALL ELEMENTS OF EXECUTIVE COMPENSATION 2 MONITOR BROADLY THE
STRUCTURE, PHILOSOPHY OR COMPETITIVENESS OF THE SY STEMS GENERAL HIRING OR COMPENSATION PRACTICES 3
OVERSEE THE ESTABLISHMENT AND ADMINISTRATION OF THE COMPANY 'S BROAD-BASED BENEFIT PLANS AND
PROGRAMS 4 REVIEW OR APPROVE SIGNIFICANT AMENDMENTS OR CHANGES TO THE PLANS AND PROGRAMS 5 RETAIN
AND TERMINATE ANY COMPENSATION CONSULTANT TO BE USED TO ASSIST IN THE EVALUATION OF DIRECTOR, CEO OR
EXECUTIVE OFFICE COMPENSATION 6 SOLEAUTHORITY TO APPROVE THE CONSULTANT'S FEES AND OTHER RETENTION
TERMS 7 OBTAIN ADVICE AND ASSISTANCE FROM INTERNAL OR EXTERNAL LEGAL, ACCOUNTING OR OTHER ADVISORS
8 APPROVEALL PHY SICIAN AND PHY SICIAN RELATED CONTRACTS 9 MAKE REGULAR REPORTS TO THEBOARD




Return
Reference

Explanation

Form 990, Part
VI, Section C,
line 19

GOV ERNING DOCUMENTS DISCLOSURE EXPLANATION DEACONESS HOSPITAL'S ARTICLES OF INCORPORATION ARE
AVAILABLE ON THE SECRETARY OF STATES WEBSITE DEACONESS HOSPITAL IS PART OF A CONSOLIDATED FINANCIAL
STATEMENT WHICH IS AVAILABLE WITH THE PUBLIC DISCLOSURE COPY OF THE IRS FORM 990 ALSO, AS REQUIRED BY
LAW, THE HOSPITAL SUBMTS ITS CONSOLIDATED FINANCIAL STATEMENTS TO THE INDIANA DEPARTMENT OF HEALTH
WHICH ARE PUBLISHED ON ITS WEBSITE GOV ERNING DOCUMENTS, ASIDE FROM THE ARTICLES OF INCORPORATION, AND
THE CONFLICT OF INTEREST POLICY ARE NOT AVAILABLE FOR PUBLIC INSPECTION




Return
Reference

Explanation

Form 990, Part
X, ine 11g

professional fees Program service expenses 60,962,490 Management and general expenses 20,174,693 Fundraising
expenses 27,254 Total expenses 81,164,437 professional fees- physicians Program service expenses 12,889,798
Management and general expenses 390,712 Fundraising expenses 0 Total expenses 13,280,510




Return
Reference

Explanation

Form 990, Part XI|,
line 9

Change In Pension Liability -29,112,043 Foundation monies granted from Restriction -795,832 Change in General Fund
Equity -26,596,934 Change in Beneficial interests in trusts 39,514




Return Reference Explanation

Form 990, Part XI|, line 2¢, | THEBOARD OF DIRECTORS ASSUMES RESPONSBBILITY FOR OVERSIGHT OF THE AUDIT OF THE FINANCIAL
Oversight of Audtt STATEMENTS AND SELECTION OF THE INDEPENDENT ACCOUNTANT, AND NO PROCESSES HAVE CHANGED
FROMPRIORY EAR
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SCHEDULE R
(Form 990)

Department of the Treasury

Intemal Revenue Service

Related Organizations and Unrelated Partnerships

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

» Attach to Form 990.

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

OMB No 1545-0047

Name of the organization
Deaconess Hospital Inc

35-0593390

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 domicile (state
or foreign country)

(d)

Total iIncome

End-of-year assets

(e)

f
Direct controlling
entity

(1) regional emergency department
600 mary st

evansville, IN 47710

46-3509500

healthcare

45,934

o

Deaconess Hospital

(2) Ready Development LLC
600 mary st

Evansville, IN 47747
47-2051747

Real Estate

1,658,120

Deaconess Hospital

(3) Ready Development of Indiana
600 mary st

Evansville, IN 47747

47-2040018

Real Estate

o

Deaconess Hospital

m Identification of Related Tax-Exempt Organizations Complete If the organization ans

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

wered "Yes" on Form 990, Part IV, line 34 because it had one

(a)

Name, address, and EIN of related organization

(b)

Primary activity

(c)
Legal domicile (state

(d)

Exempt Code section

(e)

Public chanty status

Direct controlling

(9)
Section 512(b)

or foreign country) (if section 501(c)(3)) entity (13) controlled
entity?

Yes No
(1)Deaconess Health System Inc Healthcare IN 501(c)(3) Line 11a, I No
600 Mary Street

N/A

Evansville, IN 47747
35-1532889
(2)Deaconess Clinic Inc Healthcare IN 501(c)(3) Line 3 Deaconess Health System No
421 Chesnut Street
Evansville, IN 47713
26-3083364
(3)Deaconess Regional Healthcare Services Illinois Inc healthcare IL 501(c)(3) Line 3 Deaconess Health System No

600 Mary Street

evansville, IN 47747
81-0693478

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) (g) (h) (i) (6)] (k)
Name, address, and EIN of Pnmary activity | Legal Direct Predominant | Share of total | Share of end- |Disproprtionate| Code V-UBI | General or| Percentage
related organization domicle| controlling income(related, Income of-year allocations? amount In | managing ownership
(state or entity unrelated, assets box 20 of partner?
foreign excluded from Schedule K-1
country) tax under (Form 1065)
sections 512-
514)
Yes No Yes | No
(1) DEACONESS HEALTH PLANS LLC Preferred IN Deaconess Related 527,166 2,082,443 No No 95 150 %
Provider Hospital
350 W Columbia Suite 400 network
Evansville, IN 47710
38-3492529
(2) Progressive Health of IN LLC Outpatient IN Deaconess Related 3,696,489 1,776,999 No No 51 000 %
Hospital
150 N Rosenberger
Evansville, IN 47712
20-8480988
(3) Hospital DE Deaconess Related 8,033,670 13,741,287 No No 51 000 %
Heart Hospital at Deaconess Gateway LLC Hospital
4007 Gateway Blvd
Newburgh, IN 47630
26-1766835
(4) Tn-State Radiation Oncology outpatient DE Deaconess related 4,328,566 2,687,552 No No 51 000 %
Hospital
1500 rosecrans Avenue
manhattan Beach, CA 90266
26-3706834
(5) MAINSPRING MANAGERS LLC Neurology IN Deaconess Related 974,906 841,053 No No 51 000 %
Services Hospital
4011 Gateway Blvd
Newburgh, IN 47630
46-4601001
(6) VascMed LLC Vascular IN Deaconess Related 467,669 582,521 No No 51 000 %
Services Hospital
600 Mary Street
Evansville, IN 47747
47-2578168
Identification of Related Organizations Taxable as a Corporation or Trust Complete If the organization answered "Yes" on Form 990, Part IV, line
34 because It had one or more related organizations treated as a corporation or trust during the tax year.
(a) (b) (c) (d) (e) (h) M)
Name, address, and EIN of Pnmary activity Legal Direct controlling | Type of entity | Share of total |Share of end-of- Percentage Section 512
related organization domicile entity (C corp, S comp, Income year ownership (b)(13)
(state or foreign assets controlled
country) or trust) entity?
Yes No
TRI-STATE MEDICAL Physician Management IN Deaconess C 100 000 % Yes
(1)MANAGEMENT INC Hospital

600 Mary Street
Evansville, IN 47747
35-1875888

Schedule R (Form 990) 2015
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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 No
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 No
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 [ Yes
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 No
m Performance of services or membership or fundraising solicitations by related organization(s) . . . . .+ .« « .« .« .« .« o« o« 4 . . . im No
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . . . . .+ .« « .« .« « « « o« 4 4 . in No
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 | Yes
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) () (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)
(1)Heart Hosp at Deac Gateway LLC 0 2,229,780
(2)Heart Hosp at Deac Gateway LLC P 3,177,283
(3 )Deaconess Health Plans LLC Q 141,879
(4)Heart Hosp at Deac Gateway LLC Q 5,309,293
(5)Mainspnng Managers LLC Q 177,503
(6)VascMed LLC Q 160,743

Schedule R (Form 990) 2015
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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
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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: 35-0593390
Name: Deaconess Hospital Inc

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

(a) (b) (<) (d)
Name of related organization Transaction Amount Involved
Method of determining amount
type(a-s)
involved
(1) Heart Hosp at Deac Gateway LLC o} 2,229,780
(1) Heart Hosp at Deac Gateway LLC P 3,177,283
(2) Deaconess Health Plans LLC Q 141,879
(3) Heart Hosp at Deac Gateway LLC Q 5,309,293
(4) Mainspring Managers LLC Q 177,503
(5) VascMed LLC Q 160,743




