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

» Do not enter social security numbers on this form as 1t may be made public

OMB No 1545-0047

2015

Open to Public

» Information about Form 990 and 1ts instructions Is at www IRS gov/form990

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

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

|_ Final

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

, and ending 09-30-2016

Inspection

€ Name of organization
MOSES H CONE MEMORIAL HOSPITAL
OPERATING CORPORATION
% JEFFREY JONES

Doing business as

58-1588823

D Employer identification number

E Telephone number

T Tax-exempt status

J Website: » wwwconehealth com

Number and street (or P O box if mail 1s not delivered to street address)| Room/suite
1200 NORTH ELM STREET (336)832-7000
City or town, state or province, country, and ZIP or foreign postal code
GREENSBORO, NC 27401 G Gross receipts $ 1,210,299,374
F Name and address of principal officer H(a) Is this a group return for
JEFFREY JONES
-
1200 NORTH ELM STREET S;tgord'”ates [ Yes v
GREENSBORO,NC 27401
H(b) Are all subordinates Myes [ No
[V 501(c)(3) [ 501(c)( ) d(msertno) [ 4947(a)(1)or [ 527 included?
If"No," attach a hst (see instructions)
H(c) Group exemption number #

K Form of organization

|7 Corporation I_ Trust I_ Association I_ Other P

L Year of formation 1985

M State of legal domicle NC

EXEN summary

1 Briefly describe the organization’s mission or most significant activities
WE SERVE OUR COMMUNITIES BY PREVENTING ILLNESS, RESTORING HEALTH AND PROVIDING COMFORT, THROUGH
EXCEPTIONAL PEOPLE DELIVERING EXCEPTIONAL CARE

Activities & Govemance

2 Check this box » [ 1fthe organization discontinued its operations or disposed of more than 25% of its net assets

3 Number of voting members of the governing body (Part VI, line 1a) 3 19
4 Number of Independent voting members of the governing body (Part VI, line 1b) 4 14
5 Total number of individuals employed In calendar year2015 (Part V, line 2a) 5 9,583
6 Total number of volunteers (estimate iIf necessary) 6
7a Total unrelated business revenue from Part VIII, column (C), hne 12 7a 152,094
b Net unrelated business taxable income from Form 990-T, line 34 7b 151,094
Prior Year Current Year
Contributions and grants (Part VIII, line 1h) 3,860,679 5,452,524
% 9 Program service revenue (Part VIII, line 2g) 1,058,690,263 1,110,918,299
%’ 10 Investment income (Part VIII, column (A), lines 3,4, and 7d ) 151,884 -523,539
@ 11 Other revenue (Part VIII, column (A), ines 5, 6d, 8c, 9c,10c,and 11e) 23,379,260 27,219,438
12 'Il';t)alrevenue—addIlneSSthrough 11 (must equal Part VIII, column (A), ine 1,086,082,086 1,143,066,722
13 Grants and similar amounts paid (Part IX, column (A), hnes 1-3 ) 478,439 719,346
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 510,156,868 555,986,054
%]
E 16a Professional fundraising fees (Part IX, column (A), line 11¢e) 0 0
5 b Total fundraising expenses (Part IX, column (D), line 25) »0
17 Other expenses (Part IX, column (A), ines 11a-11d, 11f-24e) 483,493,230 521,358,264
18 Total expenses Add lines 13-17 (must equal Part IX, column (A ), line 25) 994,128,537 1,078,063,664
19 Revenue less expenses Subtract line 18 from line 12 91,953,549 65,003,058
w
Sg Beginning of Current Year End of Year
8
R
3; 20 Total assets (Part X, line 16) 718,118,018 789,166,137
;g 21 Total habilities (Part X, line 26) 157,732,307 179,664,861
ZE 22 Net assets or fund balances Subtract line 21 from line 20 560,385,711 609,501,276

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

FrEEEE 2017-08-11
Sign Signature of officer Date
Here JEFFREY JONES CFO
Type or pnnt name and title
Print/Type preparer's name Preparer's signature Date PTIN
. MARK D YARBROUGH MARK D YARBROUGH Check [ if | poos3sazs
Pald self-employed
Firm's name # PRICEWATERHOUSECOOPERS LLP Firm's EIN P
Preparer
Firm’'s address # 800 GREEN VALLEY RD STE 500 Phone no (336) 665-2700
Use Only
GREENSBORO, NC 27408
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 if Schedule O contains a response or note toany inemthisPart 111 . . . . . . . . .« .« . . . .~

1

Briefly describe the organization’s mission

WE SERVE OUR COMMUNITIES BY PREVENTING ILLNESS, RESTORING HEALTH AND PROVIDING COMFORT, THROUGH
EXCEPTIONAL PEOPLE DELIVERING EXCEPTIONAL CARE

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 990 0or 990-EZ? . . .+« « . e e e e e [“Yes [«/No
If "Yes," describe these new services on Schedule O
3 Did the organization cease conducting, or make significant changes In how 1t conducts, any program
SEIVICES? v v v e e e e e e e e e e e e e [“Yes [«No
If "Yes," describe these changes on Schedule O
4 Describe the organization’s program service accomplishments for each of its three largest program services, as measured by
expenses Section 501(c)(3)and 501(c)(4) organizations are required to report the amount of grants and allocations to others,
the total expenses, and revenue, If any, for each program service reported
4a (Code ) (Expenses $ 970,329,233  including grants of $ 719,346 ) (Revenue $ 1,110,918,299 )
See Additional Data
4b (Code ) (Expenses $ including grants of $ ) (Revenue $ )
4c (Code ) (Expenses $ including grants of $ ) (Revenue $ )
4d Other program services (Describe in Schedule O )
(Expenses $ including grants of $ ) (Revenue $ )
4de Total program service expenses » 970,329,233

Form 990 (2015)



Form 990 (2015)

10

11

12a

13

14a

15

16

17

18

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 e e e e e e . 4 No
Is the organization a section 501(c)(4), 501 (c)(5),0or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 N
If "Yes," complete Schedule C, Part III 5 0
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the
right to provide advice on the distribution or investment of amounts In such funds or accounts? N
If "Yes," complete Schedule D, Part I EJ 6 0
Did the organization receive or hold a conservation easement, including easements to preserve open space, N
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Part I ?:l 7 0
Did the organization maintain collections of works of art, historical treasures, or other similar assets? 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 No
negotiation services?If "Yes," complete Schedule D, Part IV %) 9
Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments,| 10 No
permanent endowments, or quasi-endowments? If "Yes," complete Schedule D, Part V %)
If the organization’s answer to any of the following questions 1s "Yes," then complete Schedule D, Parts VI, VII,
VIII, IX, or X as applicable
Did the organization report an amount for land, buildings, and equipment in Part X, line 107 v
If "Yes," complete Schedule D, Part VI 11a €s
Did the organization report an amount for iInvestments —other securities I1n Part X, line 12 that 1s 5% or more of v
Its total assets reported in Part X, line 167 If "Yes," complete Schedule D, Part VII ®, 11b €3
Did the organization report an amount for iInvestments—program related in Part X, line 13 that 1s 5% or more of N
Its total assets reported in Part X, line 167 If "Yes," complete Schedule D, Part VIII EJ 11c 0
Did the organization report an amount for other assets in Part X, line 15 that1s 5% or more of its total assets N
reported in Part X, ine 167 If "Yes," complete Schedule D, Part IX ?bl .. . 1id 0
Did the organization report an amount for other liabilities I1n Part X, line 257? If "Yes," complete Schedule D, Part X 11e | ves
@
Did the organization’s separate or consolidated financial statements for the tax year include a footnote that 11f | ves
addresses the organization’s hability for uncertain tax positions under FIN 48 (ASC 740)?
If "Yes," complete Schedule D, Part X EJ
Did the organization obtain separate, iIndependent audited financial statements for the tax year?
If "Yes," complete Schedule D, Parts XI and xII % 12a No
Was the organization included In consolidated, independent audited financial statements for the tax year? 12b | ves
If "Yes,"and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XII is optional %)
Is the organization a school described in section 170(b)(1)(A)(n)? If "Yes," complete Schedule E 13 No
Did the organization maintain an office, employees, or agents outside of the United States? 14a No
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
business, investment, and program service activities outside the United States, or aggregate foreign investments
valued at $100,000 or more? If "Yes," complete Schedule F, Parts I and IV 14b No
Did the organization report on Part IX, column (A), ine 3, more than $5,000 of grants or other assistance to or N
for any foreign organization? If “Yes,” complete Schedule F, Parts IT and IV . 15 0
Did the organization report on Part IX, column (A), hine 3, more than $5,000 of aggregate grants or other N
assistance to or for foreign individuals®? If “Yes,” complete Schedule F, Parts IIT and IV 16 °
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Partf 44 No
IX, column (A), hines 6 and 11e? If "Yes," complete Schedule G, Part I (see Instructions)
Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part
VIII, hines 1c and 8a? If "Yes," complete Schedule G, Part IT 18 No
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? If 19 N
"Yes," complete Schedule G, Part 111 . 0
Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH . . . . %) 20a | Yes
If"Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? % 20b | Yes

Form 990 (2015)



Form 990 (2015) Page 4
IEETTEY Checklist of Required Schedules (continued)
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or 21 Yes
domestic government on Part IX, column (A), ine 1? If “Yes,” complete Schedule I, Parts I and II
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on Part | 55 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 31,2002? If "Yes,”answer lines 24b through 24d N
and complete Schedule K If "No,” go to line 25a 24a °
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? b
24
c Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? 24c
d Did the organization act as an "on behalf of" 1ssuer for bonds outstanding at any time during the year? 24d
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations.
Did the organization engage In an excess benefit transaction with a disqualified person during the year? If "Yes," 25 N
complete 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 T @,
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 in non-cash contributions? If "Yes," complete Schedule M 29 No
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified N
conservation contributions? If "Yes," complete Schedule M 30 °
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N, Part I No
31
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? N
If "Yes," complete Schedule N, Part I 32 0
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations N
sections 301 7701-2 and 301 7701-37 If "Yes," complete Schedule R, Part I @, 33 0
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part II, III, or IV,
Y 34 Yes
and Part V, line 1
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? 35a | Yes
b If'Yes’'to line 35a, did the organization receive any payment from or engage In any transaction with a controlled 3sb | v
entity within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V, line 2 =, es
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related 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 i1s treated as a partnership for federal iIncome 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 . v
Yes No
1a Enter the number reported in Box 3 of Form 1096 Enter -0- if not applicable . .| 1a 1,557
b Enter the number of Forms W-2G included in line 1a Enter -0- if not applicable ib 0
c Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) winnings to prize winners? 1c Yes
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and
Tax Statements, filed for the calendar year ending with or within the year covered
by this return . . . . . . . .. .o 2a 9,583
b Ifatleast one s reported on line 2a, did the organization file all required federal employment tax returns? 2b | Yes
Note.If the sum of lines 1a and 2a I1s greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a Yes
b If“Yes,” has it filed a Form 990-T for this year?If "No” to /ine 3b, provide an explanation in Schedule O 3b Yes
4a At any time during the calendar year, did the organization have an Iinterest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
account)? 4a No
b If"Yes," enter the name of the foreign country »
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts
(FBAR)
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a No
b Did any taxable party notify the organization that it was oris a party to a prohibited tax shelter transaction? 5b No
c If"Yes," to line 5a or 5b, did the organization file Form 8886-T?
5c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the 6a No
organization solicit any contributions that were not tax deductible as charitable contributions?
b If"Yes," did the organization include with every solicitation an express statement that such contributions or gifts
were not tax deductible? 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods and 7a Yes
services provided to the payor? P e .
b 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 1t was required to
file Form 82827 e e e e e e . Ce e 7c No
d If"Yes," indicate the number of Forms 8282 filed during the year . . . . | 7d |
e Did the organization receive any funds, directly orindirectly, to pay premiums on a personal benefit contract?
7e No
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f No
g Ifthe organization received a contribution of qualified intellectual property, did the organization file Form 8899 as
required? 79
h Ifthe organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a
Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds.
Did a donor advised fund maintained by the sponsoring organization have excess business holdings at any time
during the year? 8
9a Did the sponsoring organization make any taxable distributions under section 4966°? 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b
10 Section 501(c)(7) organizations. Enter
Initiation fees and capital contrnibutions included on Part VIII, line12 . . . 10a
Gross recelipts, included on Form 990, Part VIII, ine 12, for public use of club 10b
facilities
11 Section 501(c)(12) organizations. Enter
Gross Income from members or shareholders . . . . . . . . . 11a
Gross Income from other sources (Do not net amounts due or paid to other sources
against amounts due orreceived fromthem) . . . . . . . . . . 11b
12a Section 4947(a)(1) non-exempt charitable trusts.Is the organization filing Form 990 in lieu of Form 1041°? 12a
b If"Yes," enter the amount of tax-exempt Iinterest received or accrued during the
year 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to 1ssue qualified health plans in more than one state?Note. See the Instructions for
additional information the organization must report on Schedule O 13a No
b Enter the amount of reserves the organization Is required to maintain by the states
in which the organization i1s licensed to i1ssue qualified health plans . . . . 13b
¢ Enterthe amount ofreservesonhand . . . . . . . . . . . . 13c
14a Did the organization receive any payments for indoor tanning services during the tax year? 14a No
b If"Yes," has it filed a Form 720 to report these payments?If "No," provide an explanation 1n 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 19
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 ib 14
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any
other officer, director, trustee, or key employee? . . . . . . . . . . . .« . . . . . 2 No
3 Did the organization delegate control over management duties customarily performed by or under the direct 3 Yes
supervision of officers, directors or trustees, or key employees to a management company or other person?
4 Did the organization make any significant changes to 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 No
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or
more members of the governing body? . . . . . . . . . . . ..o .o a 7a No
b Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders,| 7b No
or persons other than the governing body?
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the
year by the following
a The governing body? . . . . . . . . .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®»
NC

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
[ Own website [ 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
PIEFFREY JONES 1200 NORTH ELM STREET GREENSBORO, NC 27401 (336)832-7791

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)
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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 — Jolx & T | 2/1099-MISC) 2/1099-MISC) organization and
organizations |2 & S| R\ 2 |2 related
o< = S e s 27 (=
below S = S|l | [T |2 organizations
I'E [S = = |3 oo T
dotted hine) |2 € = T~
RS o T::lT T O
T o = b 5
3 =2
e | = P S
T = n
I o 3
I '%
See Additional Data Table
ib  Sub-Total >
c Total from continuation sheets to Part VII, Section A >
d Total (add lines 1b and 1c) > 7,822,677 6,738,541 1,386,357
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 » 457
Yes No
3 Did the organization hst any former officer, director or trustee, key employee, or highest compensated employee
on line 1a? If "Yes,"complete Schedule J for such individual = « « &« &« &« &« &« & & & = = 3 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« 4 4 4w w & w a & a a aw a a w2 s w x o owoa o2 x| a | Yes
5 Did any person listed on line 1a recelve or accrue compensation from any unrelated organization or individual for
services rendered to the organization?If "Yes," complete Schedule J for such person « « &« &« « « & 5 No

Section B. Independent Contractors

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

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

(<)

Compensation

McKesson Plasma and Biologics LLC, Medical Services

16578 Collections Center DR
CHICAGO, IL 60693

20,620,607

EA Health Corporation, Medical Services

440 Stevens Avenue Suite 150
SOLANA BEACH, CA 92075

3,076,529

Central Carolina Surgery PA, Medical Services

1002 N Church St Ste 302
GREENSBORO, NC 27401

3,008,159

Healthcare Quality Catalyst LLC, Medical Services

3165 Millrock Drive Suite 400
SALT LAKE CITY,UT 84121

2,505,547

Smith Moore Leatherwood LLP, Legal Services

300 N Greene Street Suite 1400
GREENSBORO, NC 27401

2,351,920

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 » 167

Form 990 (2015)



Form 990 (2015) Page 9

m Statement of Revenue

Check If Schedule O contains a response or note to any line in this Part VIII e e e e e e e e [
(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 . . . . 1b
- Q
o £ ¢ Fundraisingevents . . . . 1c
b < _
£ 5 d Related organizations . . . 1d 280,676
Q= -
& £ e Govemment grants (contnbutions) ie
S w -
o f  All other contnbutions, gifts, grants, and  1f 5,171,848
- o similar amounts not included above —
- =
——4 Noncash contnbutions included in lines
= g 13,500
£0O 1a-1f $ :
=T
8 g h Total.Add lines 1a-1f . . . . . . . > 5,452,524
Business Code
T
E 2a PATIENT REVENUE 621400 1,090,699,219 1,090,457,346 241,873
1
é b SERVICES TO PATIENTS 621400 11,882,896 11,882,896
T € SERVICES TO GOVERNMENTAL AGENCIES 621400 2,047,113 2,047,113
o
= d SERVICES TO AFFILIATED 621400 1,008,564 1,008,564
3 ORGANIZATIONS
— e SERVICES TO NON-AFFILIATED 621400 2,629,697 2,629,697
% ORGANIZATIONS
;03 f Allother program service revenue 2,650,810 2,650,810
&
g Total.Add lines2a-2f . . . . . . . . P 1,110,918,299
3  Investment income (including dividends, interest, 285 660 285 660
and othersimilaramounts) . . . . . . . » ' '
Income from investment of tax-exempt bond proceeds , .| P 0
5 Royaltles . . . « +« v v v W« . . P 0
(1) Real (n) Personal
6a Gross rents 1,314,232 184,322
b Less rental 798,000 111,920
expenses
¢ Rental income 516,232 72,402
or (loss)
d Netrentalincomeor(loss) . . . . . . . p 588,634 -89,779 678,413
(1) Securities (n) Other
7a Gross amount
from sales of 65,013,533
assets other
than inventory
b Less costor
other basis and 66,322,732
sales expenses
¢ Gainor(loss) -1,309,199
d Netgamor(loss) . . . . .+ . . . . . -1,309,199 -1,309,199
8a Gross income from fundraising
g events (not including
$ 8
> of contributions reported on line 1¢)
Q See Part IV, line 18
o ’
- a
£ b Less direct expenses . . . b
o} ¢ Netincome or (loss) from fundraising events . . p 0
9a Gross Income from gaming activities
See Part IV, line 19
a
b Less direct expenses . . . b
¢ Netincome or (loss) from gaming activities . . . 0
»
10a Gross sales of iInventory, less
returns and allowances
a
b Less costofgoods sold . . b
¢ Netincome or (loss) from sales of inventory . . p 0
Miscellaneous Revenue Business Code
11a SERVICES TO EMPLOYEES 900099 21,379,593 21,379,593
b EQUITY SHARE INCOME FROM 621400 5,076,649 5,076,649
JOINT VENTURES
€ MEDICAL RECORDS DEPOSIT 621400 113,087 113,087
d Allotherrevenue . . . . 55,475 55,475
e Total.Add lines 11a-11d . . . . . . »
26,630,804
12 Total revenue. See Instructions . . . . . »
1,143,066,722 1,137,307,230 152,094 154,874

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
Do not include amounts reported on lines 6b, (A) ngm:)semce Managérs'\)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 21 719,346 719,346
2 Grants and other assistance to domestic
individuals See Part IV, line 22 0
3 Grants and other assistance to foreign organizations, foreign
governments, and foreign individuals See Part IV, lines 15
and 16 0
Benefits paid to or for members 0
5 Compensation of current officers, directors, trustees, and
key employees 6,152,251 5,537,026 615,225
6 Compensation not included above, to disqualified persons
(as defined under section 4958(f)(1)) and persons
described Iin section 4958(c)(3)(B) 0
7 Other salaries and wages 383,756,579 345,380,921 38,375,658
Pension plan accruals and contributions (include section 401 (k)
and 403 (b) employer contributions) 30,353,534 27,318,181 3,035,353
9 Other employee benefits 101,611,633 91,450,470 10,161,163
10 Payroll taxes
34,112,057 30,700,851 3,411,206
11 Fees for services (non-employees)
a Management 40,218,193 36,196,374 4,021,819
b Legal 3,897,640 3,507,876 389,764
¢ Accounting 15,709,019 14,138,117 1,570,902
d Lobbying 0
e Professional fundraising services See Part IV, line 17 0
f Investment management fees 0
g Other (Ifline 11g amount exceeds 10% of line 25, column (A)
amount, hist ine 11g expenses on Schedule O) 24,236,660 21,812,994 2,423,666
12 Advertising and promotion 4,923,918 4,431,526 492,392
13 Office expenses 23,290,683 20,961,615 2,329,068
14 Information technology 27,202,692 24,482,423 2,720,269
15 Royalties 0
16 Occupancy 36,403,564 32,763,208 3,640,356
17 Travel 2,265,342 2,038,808 226,534
18 Payments of travel or entertainment expenses for any federal,
state, or local public officials 0
19 Conferences, conventions, and meetings 0
20 Interest 50,600 45,540 5,060
21 Payments to affilates -66,900,004 -60,210,004 -6,690,000
22 Depreciation, depletion, and amortization 51,504,943 46,354,449 5,150,494
23 Insurance 2,638,041 2,374,237 263,804
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 SERVICES & SUPPLIES 293,172,386 263,855,147 29,317,239
b UTILITIES AND REPAIRS 31,636,017 28,472,415 3,163,602
¢ RECRUITMENT-RETENTION & EDU 2,240,637 2,016,573 224,064
d TAXES & LICENSURE 26,537,494 23,883,745 2,653,749
e All other expenses 2,330,439 2,097,395 233,044
25 Total functional expenses. Add lines 1 through 24e 1,078,063,664 970,329,233 107,734,431 0
26 Joint costs.Complete this line only If the organization
reported in column (B) joint costs from a combined
educational campaign and fundraising solicitation
Check here » [ if following SOP 98-2 (ASC 958-720)

Form 990 (2015)



Form 990 (2015) Page 11
IEEXiEd Balance Sheet
Check iIf Schedule O contains a response or note to any line in this Part X P I
(R) (B)
Beginning of year End of year
1 Cash-non-interest-bearing 7,483,626 1 -9,806,308
2 Savings and temporary cash investments 35,626,957 2 11,118,180
3 Pledges and grants receivable, net o] 3 0
4 Accounts receivable, net 131,192,955 4 204,560,314
5 Loans and other receivables from current and former officers, directors, trustees,
key employees, and highest compensated employees Complete Part I1 of
Schedule L P P
0| 5 0
6 Loans and other receivables from other disqualified persons (as defined under
section 4958(f)(1)), persons described 1n section 4958(c)(3)(B), and
contributing employers and sponsoring organizations of section 501 (c)(9)
voluntary employees' beneficiary organizations (see instructions) Complete Part
%] IT of Schedule L
I
bys 0 6 0
2 7 Notes and loans receivable, net 258,652,768 7 286,078,495
Inventories for sale or use 22,240,546 8 22,384,317
9 Prepaid expenses and deferred charges 26,081,137 9 13,575,781
10a Land, buildings, and equipment cost or other basis
Complete Part VI of Schedule D 10a 396,521,659
b Less accumulated depreciation 10b 204,744,387 184,410,699 10c 191,777,272
11 Investments—publicly traded securities of 11 0
12 Investments—other securities See Part IV, line 11 44,100,420 12 44,820,225
13 Investments—program-related See Part IV, line 11 of 13 0
14 Intangible assets 2,635,580 14 2,635,580
15 Other assets See Part IV, line 11 5,793,330 15 22,022,281
16 Total assets.Add lines 1 through 15 (must equal line 34) 718,118,018| 16 789,166,137
17 Accounts payable and accrued expenses 51,269,643| 17 55,540,024
18 Grants payable 74,167 18 74,167
19 Deferred revenue 2,087,952| 19 1,914,546
20 Tax-exempt bond habilities o 20 0
21 Escrow or custodial account hability Complete Part IV of Schedule D of 21 0
@
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 of 22 0
T
[ 23 Secured mortgages and notes payable to unrelated third parties of 23 0
24 Unsecured notes and loans payable to unrelated third parties of 24 0
25 Other habilities (including federal iIncome tax, payables to related third parties,
and other liabilities not included on lines 17-24)
Complete Part X of Schedule D
. .. .. .. .. .. 104,300,545| 25 122,136,124
26 Total liabilities.Add lines 17 through 25 157,732,307 26 179,664,861
Organizations that follow SFAS 117 (ASC 958), check here » [, and complete
q"; lines 27 through 29, and lines 33 and 34.
2
s 27 Unrestricted net assets 563,780,744 27 604,638,387
<
(oe] 28 Temporarily restricted net assets 6,604,967 28 4,862,889
z 29 Permanently restricted net assets . of 29 0
. Organizations that do not follow SFAS 117 (ASC 958), check here » [ and
o complete lines 30 through 34.
?3 30 Capital stock or trust principal, or current funds 30
g 31 Paid-in or capital surplus, or land, building or equipment fund 31
f 32 Retained earnings, endowment, accumulated income, or other funds 32
% 33 Total net assets or fund balances 560,385,711 33 609,501,276
34 Total habilities and net assets/fund balances 718,118,018| 34 789,166,137

Form 990 (2015)



Form 990 (2015)
Il Reconcilliation of Net Assets

Page 12

1

10

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

Total revenue (must equal Part VIII, column (A), ine 12)

1 1,143,066,722
Total expenses (must equal Part IX, column (A), line 25)

2 1,078,063,664
Revenue less expenses Subtract line 2 from line 1

3 65,003,058
Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A))

4 560,385,711
Net unrealized gains (losses) on Investments

5 273,865
Donated services and use of facilities

6
Investment expenses

7
Prior period adjustments

8 -105,298
Other changes In net assets or fund balances (explain in Schedule O)

9 -16,056,060
Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33,
column (B)) 10 609,501,276

[EITE%i1 Financial Statements and Reporting

Check iIf Schedule O contains a response or note to any line in this Part XI1I

-

2a

3a

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

Were the organization’s financial statements compiled or reviewed by an independent accountant?
If'Yes, check a box below to indicate whether the financial statements for the year were compiled or reviewed on
a separate basis, consolidated basis, or both

[~ separate basis [~ Consolidated basis [~ Both consolidated and separate basis

Were the organization’s financial statements audited by an independent accountant?
If'Yes, check a box below to indicate whether the financial statements for the year were audited on a separate
basis, consolidated basis, or both

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

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

If the organization changed either 1ts oversight process or selection process during the tax year, explain in
Schedule O

As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-1337

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

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

Form 990 (2015)



Additional Data

Software ID:
Software Version:
EIN: 58-1588823

Name: MOSES H CONE MEMORIAL HOSPITAL
OPERATING CORPORATION

Form 990, Part III, Line 4a

4a (Code ) (Expenses $ 970,329,233  including grants of $ 719,346 ) (Revenue $ 1,110,918,299 )

PROVISION OF HEALTHCARE SERVICES DURING THE FISCAL YEAR, MOSES H CONE MEMORIAL OPERATING SYSTEM HAD A TOTAL OF 49,509 PATIENT
DISCHARGES, 211,436 DAYS OF CARE, 899,422 TOTAL OUTPATIENT VISITS AND AN AVERAGE DAILY CENSUS OF 629 3




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

Compensated Employees, and Inde

pendent Contractors

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

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

organizations a 3 5 |3 731 2 related
below = = 3 T ? organizations
dotted line) B c = 731 pt =
“s B 2|3
w = D 2
T |z 5
I ‘-l_'. a
I T
co
Terrence B Akin 00
..................................................................................... X 1,864,615 100,745
President & CEO 400
Jacob B Balsley III 00
.............................................................................. 0 0
Trustee 00
Carol Bruce 00
.............................................................................. 0 0
Trustee 00
John F Campbell MD 400
..................................................................................... 418,625 0 55,334
Trustee 00
Edward F Cone 00
.............................................................................. 0 0
Trustee 00
Dwight M Davidson III 00
.............................................................................. X 0 0
Vice Chair 00
Allen E Gant Jr 00
.............................................................................. 0 0
Trustee 00
Deborah Hooper 00
.............................................................................. 0 0
Trustee 00
FD Homaday 00
.............................................................................. X 0 0
Chair 00
] Wayne Keeling MD 00
.............................................................................. 0 0
Trustee 00




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

Compensated Employees, and Inde

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

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

organizations | 2 & S |2 25 =2 related
[ S (a | 2=
below = = 2|z o |32 organizations
dotted line) = = 3 725
S o P T—':l— L)
T e S 5 3
2 = © =
w = D 2
T = T
I o @
D4 B
I T
co
J Edward Kitchen 00
................................................................. X 0 0
Trustee 00
David F Leeper 00
................................................................. X 0 0
Trustee 00
James H Maxwell MD 00
................................................................. X 0 0
Trustee 00
M Lee McAllister 00
................................................................. X 0 0
Trustee 00
Chapman T McQueen MD 00
................................................................. X 0 0
Trustee 00
Rev Diane L Givens Moffett DMin 00
................................................................. X 0 0
Trustee 00
Inez Tuck RN PhD 00
................................................................. X 0 0
Trustee 00
Peter W Whitfield MD 00
................................................................. X 0 0
Trustee 00
Nancy Hemrc 00
................................................................. X 0 0
TRUSTEE 00
Noel Burt 400
................................................................. X 633,374 0 60,612
Executive VP & Asst Secretary 00




pendent Contractors

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

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

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

organizations | 2 & S |2 25 =2 related
[ S (a | 2=
below = = 2|z o |32 organizations
dotted line) E c = 731 ==
a2 o = |l 9
T e S 5 3
2 = © =
w = D 2
T = T
I o @
D4 B
I T
(=N
Mary Jo Cagle MD
........................................................................ X 734,565 65,746
Chief Clinical Officer
........................................................................ X 322,186 0 42,486
VP and General Council
Timothy J Clontz
........................................................................ X 378,671 0 59,238
Senior VP and Asst Secretary
Mehee Haywood
................................................................................ X 92,234 44,679
........................................................................ X 131,822 0 21,035
................................................................................ X 777,340 79,894
CFO and Secretary
................................................................................ X 330,688 35,564
Chief Invest Officer and Treas
........................................................................ X 517,891 0 63,027
Executive VP & Asst Secretary
Judith A Schanel
................................................................................ X 314,784 371,592 61,707
Chief Operating Officer
........................................................................ X 285,410 0 35,215
VP and Asst Treasurer



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

Compensated Employees, and Inde

pendent Contractors

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

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

organizations |~ 2 S |2 25 =2 related
[ S (a | 2=
below S = I |l | |53 organizations
I'E ol = = |3 oD
dotted hine) |2 € = Earadh
a2 o = |l 9
T e S 5 3
2 = © =
© = D 2
T |z 5
T ? =
I ';R‘
cCu
Rex Street 160
....................................................................................... X 123,534 272,008 60,372
VP and Asst Treasurer 240
Joan Evans 400
............................................................................... X 366,334 0 50,393
EVP Innovation & Transformatio 00
Cynthia Farrand 400
............................................................................... X 282,246 0 22,696
Site Pres-Women's Hospital 00
Mickey Foster 400
............................................................................... X 433,595 0 45,236
Site President-Cone Hospital 00
Deborah Green 400
X 276,713 0 33,674
Site Pres-Annie Penn Hospital 00
Stephen Horsley 400
............................................................................... X 481,900 0 35,472
SVP & CIO 00
Paul Jeffrey 400
............................................................................... X 393,458 0 38,823
Site Pres-Wesley Long Hospital 00
Bruce Swords 400
............................................................................... X 525,048 0 52,448
Chief Medical Officer
00
Willlam Bowman MD 400
............................................................................... X 412,367 0 72,909
Physician 00
Jeffrey Hatcher MD 400
............................................................................... X 367,095 0 42,036
Physician 00




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

Compensated Employees, and Inde

pendent Contractors

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

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

organizations | 2 & S |2 25 =2 related
[ S (a | 2=
below S = I |l | |53 organizations
I'E [ = =3 |7q|T
dotted hine) |2 € = Earadh
a2 o = |& 9
T e S 5 3
2 = © =
© = D 2
T = T
I o @
D4 B
I T
co
Glenn Jennings MD 400
............................................................................... X 350,156 0 29,127
Physician 00
Janardhana Jonnalagadda MD 400
............................................................................... X 446,228 0 49,502
Physician 00
Cornelius VanDam MD 400
............................................................................... X 361,240 0 45,973
Physician 00
Theresa Brodenck 00
............................................................................... X 0 696,413 74,592
Former CNO 00
R Timothy Rice 00
....................................................................................... X 0 1,599,086 7,822
Former CEO 00




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - | DLN: 93493226006427]

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
MOSES H CONE MEMORIAL HOSPITAL

OPERATING CORPORATION

58-1588823

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
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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
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.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
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Im Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations

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

Type ITI non-functionally Integrated supporting organizations must complete Sections A through E [
Section A - Adjusted Net Income (A) Prior Y ear (B)((;:trlrf:;;ear
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross iIncome (see Instructions) 3
4 Add lines 1 through 3 4
5 Depreciation and depletion 5
Portion of operating expenses paid or incurred for production or collection of
6 gross income or for management, conservation, or maintenance of property
held for production of Income (see instructions) 6
7 Other expenses (see Instructions)
Adjusted Net Income (subtract lines 5,6 and 7 from line 4)
Section B - Minimum Asset Amount (A) Prior Y ear (B)((;:trlf:;l;(ear
1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year) 1
a Average monthly value of securities 1a
b Average monthly cash balances ib
c Fair market value of other non-exempt-use assets ic
d Total (add lines 1a, 1b, and 1c) id
e Discount claimed for blockage or other factors
(explain in detail in Part VI)
Acquisition indebtedness applicable to non-exempt use assets 2
Subtract line 2 from line 1d 3
a Cash deemed held for exempt use Enter 1-1/2% of line 3 (for greater
amount, see Instructions) 4
5 Net value of non-exempt-use assets (subtract line 4 from line 3) 5
6 Multiply ine 5 by 035 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, Column A) 1
2 Enter 85% of line 1 2
3 Minimum asset amount for prior year (from Section B, line 8, Column A) 3
4 Enter greater of ine 2 or line 3 4
5 Income tax imposed In prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency temporary reduction (see instructions) 6
7 Check here if the current year s the organization's first as a non-functionally-integrated Type 111 supporting organization (see

instructions) [

Schedule A (Form 990 or 990-EZ) 2015
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Im Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D - Distributions Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

2 Amounts pald to perform activity that directly furthers exempt purposes of supported organizations, In
excess of Income from activity

3 Administrative expenses paid to accomplish exempt purposes of supported organizations

4 Amounts pald to acquire exempt-use assets

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

6 Otherdistributions (describe in Part VI) See instructions

7 Total annual distributions. Add lines 1 through 6

8 Distributions to attentive supported organizations to which the organization 1s responsive (provide
detalls in Part VI) See instructions

9 Distributable amount for 2015 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

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

1 Distributable amount for 2015 from Section C, line
6

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

3 Excess distributions carryover, ifany,to 2015
a

b

c

d From2013.

e From 2014. ..

f Total of lines 3a through e

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

i Carryover from 2010 not applied (see
Instructions)

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

a Applied to underdistributions of prior years

b Appled to 2015 distributable amount

¢ Remainder Subtract lines 4a and 4b from 4

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

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

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

8 Breakdown of line 7

a
b
¢ Excess from2013.

=X

From 2014.
e From2015.

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

Facts And Circumstances Test

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

OMB No 1545-0047

Supplemental Financial Statements

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

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

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

Intemal Revenue Service

Name of the organization Employer identification number

MOSES H CONE MEMORIAL HOSPITAL
OPERATING CORPORATION

58-1588823

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

b
|_ Scholarly research e I_ Other

€ [ Preservation for future generations

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

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

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 ic
d Additions during the year id
e Distributions during the year le
f Ending balance 1f

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

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

b  Contributions

¢ Netinvestment earnings, gains, and
losses

Grants or scholarships

Other expenditures for facilities
and programs

f Administrative expenses

g Endofyearbalance

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

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

3a Are there endowment funds not In the possession of the organization that are held and administered for the
organization by Yes | No

(i) unrelated organizations . . . . . . .+« 444w e 3a(i)
(ii) related organizations . . . . . v 0 0w e e 3a(ii)
b If"Yes" on 3a(n), are the related organizations listed as required on ScheduleR? . . . . . . . . . 3b
4 Describe in Part XIII the intended uses of the organization's endowment funds

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

Description of property (a) (b) Accumulated (d)Book value
Cost or other basis | Cost or other basis (c)depreciation
(investment) (other)
ia Land
b Buildings
¢ Leasehold improvements . . . . . . . . . . . 1,245,117 322,124 922,993
d Equipment . . . . . . ..o 369,823,366 204,422,263 165,401,103
e Other
e e e e e e e e 25,453,176 25,453,176
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), ine 10(c)) . . . . . . . P 191,777,272

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

See Form 990, Part X, line 12.

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

(b)Book value

(c)Method of valuation

Cost or end-of-year market value

(1)Financial derivatives

(2)Closely-held equity Interests

(3)Other
(A)INVESTMENT IN JOINT VENTURES

44,820,225

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

44,820,225

Investments—Program Related.

Complete If the organization answered 'Yes' on Form 990, Part 1V, line 11C.gee Form 990, Part X, line 13.

(a) Description of Investment

(b) Book value

(c) Method of valuation

Cost or end-of-year market value

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

»

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

(a) Description

(b) Book value

Total. (Column (b) must equal Form 990, Part X, col (B) line 15 )

»

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

See Form 990, Part X, line 25.

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

1. (a) Description of liability (b) Book value
Federal income taxes 0
DEFERRED COMPENSATION LIABILITIES 15,649,439
SELF INSURANCE RESERVES 19,379,121
PENSION LIABILITY 74,240,572
CAPITAL LEASE OBLIGATION AND OTHER NON-

CURRENT LIABILITIES 1,064,907
OTHER CURRENT LIABILITIES 11,802,085
Total. (Column (b) must equal Form 990, Part X, col (B) line 25 ) > 122,136,124

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

XL [¢

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 1,143,320,911
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 Iin Part XIII )
2d -655,731
e Add lines 2athrough2d . . . . . . . . . . ... e e e 2e -655,731
3 Subtract hine 2efromline1 . . . . . . . . . . . 44 .. ... 3 1,143,976,642
4 Amounts included on Form 990, Part VIII, line 12, but not on hine 1
Investment expenses not included on Form 990, Part VIII, ine 7b . 4a
Other (Describe in Part XIII') . . . . . .+ .+ . . . . 4b -909,920
c Addlines4aandd4b . . . . . . . . . .00 e e 4c -909,920
5 Total revenue Add lines 3 and 4c.(This must equal Form 990, PartI,line12) . . . . 5 1,143,066,722

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

Total expenses and losses per audited financial statements . . . . . . . . . . . 1 1,078,440,000
2 Amounts included on hine 1 but not on Form 990, Part IX, line 25
a Donated services and use of facilities . . . . . . . . . 2a
b Prior year adjustments . . . . . . . . . . . . 2b
c Otherlosses . . . . .« .+ + + . 4 4 .. 2c
d Other (Describe in Part XI1II) . . . . . .+ .+ . . . . .| ad 1,060,406
e Add lines 2athrough2d . . . . . . . . . . . . ... 2e 1,060,406
3 Subtract ine 2efromlinel . . . . . . . . . .+ .. e a .. 3 1,077,379,594
Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part VIII, line 7b
4a
b Other (Describe in Part XI11I1) . . . . . . .+ . . . . .| 4b 684,070
C Add linesd4aandd4b . . . . . . . . . . 040w e 4c 684,070
5 Total expenses Add lines 3 and 4c. (This must equal Form 990, PartI,line18) . . . . . . 5 1,078,063,664

EZLE5iE] supplemental Information

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

| Return Reference Explanation

See Additional Data Table
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Supplemental Information (continued)

Return Reference Explanation
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Supplemental Information

Software ID:
Software Version:
EIN: 58-1588823

Name: MOSES H CONE MEMORIAL HOSPITAL
OPERATING CORPORATION

Return Reference

Explanation

TEXT OF FIN
48 (ASC 740)
FOOTNOTE

FORM 990, SCHEDULE D,PART X, LINE 2 As of September 30,2016 and 2015, the Health System
had no uncertain tax positions under FASB ASC 740, Income Taxes, requiring adjustments to

Its consolidated financial statements The health system does not expect that unrecognized

tax benefits will maternally increase within the next 12 months



Supplemental Information

Return Reference Explanation
Other SCHEDULE D, PART XI,LINE 2D Contribution Expense $ (684,070) Income Attributed to Annie P
Amounts Not enn$ 28,339 ----------- Total $ (655,731) ===========
on Return




Supplemental Information

Return Reference Explanation

Other Revenue Schedule D, Part XI, Line 4B Rental Expense $ (909,920)
NotonLine 1




Supplemental Information

Return Reference

Explanation

Other
Amounts
onlLine 1l

Not

Schedule D, Part XII, Line 2D Rental Expense $ 909,920 Expense Attributed to Annie Penn $ 150,486

Total $ 1,060,406



Supplemental Information

Return Reference Explanation

Other Schedule D, Part XII, Line 4B Contribution Expense $ (684,070)
Amounts Not
on Return
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DLN: 93493226006427]

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
MOSES H CONE MEMORIAL HOSPITAL

Employer identification number

OPERATING CORPORATION 58-1588823
m Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a m
b If"Yes," was it a written policy? 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 [~ Applied uniformly to most hospital facilities
[ Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of the
organization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining ehgibility for providing free care?
If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care 3a | Yes
[T 100% [ 150% [ 200% [ Other %
b Did the organization use FPG as a factor in determining ehigibility for providing discounted care? If "Yes," indicate
which of the following was the family income hmit for ehigibility for discounted care 3b | Yes
[ 200% [ 250% [ 300% [ 350% [« 400% [ Other %
¢ Ifthe organization used factors other than FPG In determining ehigibility, describe in Part VI the criteria
used for determining eligibility for free or discounted care Include I1n the description whether the organization
used an asset test or other threshold, regardless of Income, as a factor in determining eligibility for free or
discounted care
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the tax year]
provide for free or discounted care to the "medically indigent"? 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) 95,427,980 95,427,980 8 850 %
b Medicaid (from Worksheet 3,
column a) 209,592,875 158,366,317 51,226,558 4 750 %
Costs of other means-tested
¢ govemment programs (from
Worksheet 3, column b) 557,977,234 410,868,489 147,111,745 13 650 %
Total Financial Assistance and
d Means-Tested Govemment
Programs 862,998,089 569,234,806 293,766,283 27 250 %
Other Benefits
Community health improvement
e services and community benefit
operations (from Worksheet 4) 3,422,954 3,422,954 0 320 %
£ Health professions education
(from Worksheet 5) 832,275 832,275 0 080 %
Subsidized health services (from
9 Worksheet 6)
h Research (from Worksheet 7)
Cash and in-kind contnbutions for
i community benefit (from
Worksheet 8) 1,185,510 1,185,510 0110 %
j Total. Other Benefits 5,440,739 5,440,739 0510 %
k Total. Add lines 7d and 7) 868,438,828 569,234,806 299,207,022 27 760 %

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.

(@) Number of

(b) Persons served | (c) Total community

(d) Direct offsetting | (e) Net community

(f) Percent of

(optional) building expense revenue bullding expense total expense
activities or programs
(optional)
1 Physical improvements and housing
2 Economic development
3 Community support
4 Environmental improvements
5 Leadership development and

training for community members

6 Coalition bulding

Community health improvement

advocacy

Workforce development
9 Other
10 Total

m Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense

1 Did the organization report bad debt expense In accordance with Heathcare Financial Management Association

Statement No 157

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

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

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)

0 N O

Enter Medicare allowable costs of care relating to payments on line 5

Subtract hine 6 from line 5 This i1s the surplus (or shortfall)

Describe in Part VI the extent to which any shortfall reported 1n line 7 should be treated as community benefit
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6

Check the box that describes the method used

[ Cost accounting system

Section C. Collection Practices

[ Cost to charge ratio

9a Did the organization have a written debt collection policy during the tax year?

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

Yes | No
1 Yes
2 106,034,683
3 28,567,977
5 410,868,489
6 557,977,234
7 -147,108,745
[ other
9a | Yes
9b |Yes

m Management Companles and J0|nt Ventures

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

(@) Name of entity

(b) Descnption of prmary
activity of entity

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

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

(e) Physicians’
profit % or stock
ownership %

[

Randolph Cancer Ctr

Provision of Cancer Care

40 %
2 Guilf Adult Health Care to Disadvantaged 50 %
3 Advanced Homecare Home Health Care 35 49 %
4 PACE of GuilRocking Home Health Care 22 9,
5 PACE of Southem Pie Home Health Care 55 9,

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?

5
Name, address, primary website address,
and state license number (and If a group
return, the name and EIN of the subordinate
hospital organization that operates the
hospital facility)
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Facility reporting
Other (Describe) group

See Additional Data Table
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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)
A

Name of hospital facility or letter of facility reporting group

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

Yes | No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the current
tax year or the iIimmediately preceding tax year?
1 No
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital Iin the current tax year or the
immediately preceding tax year? If "Yes,” provide details of the acquisition in Section C
2 No
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a community
health needs assessment (CHNA)? If "No," skip to line 12
3 |Yes
If "Yes," indicate what the CHNA report describes (check all that apply)
a [v A definition of the community served by the hospital facility
b [v Demographics of the community
C |7E><|st|ng health care facilities and resources within the community that are available to respond to the health needs
of the community
d [ How data was obtained
e [v The significant health needs of the community
f |7Pr|mary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and minority
groups
g |7The process foridentifying and prioritizing community health needs and services to meet the community health
needs
h [ The process for consulting with persons representing the community’s interests
i [« Information gaps that mit the hospital facility’s ability to assess the community’s health needs
j [ Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA 20 15
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the
broad interests of the community served by the hospital facility, including those with special knowledge of or expertise
In public health? If "Yes," describe in Section C how the hospital facility took into account input from persons who
represent the community, and i1dentify the persons the hospital facility consulted
5 |Yes
6a Was the hospital facility’'s CHNA conducted with one or more other hospital facilities? If "Yes," list the other hospital
facilities 1n Section C
6a [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)

a [v Hospital facility's website (list url) www conehealth com

b [ Other website (list url)

c [« Made a paper copy available for public inspection without charge at the hospital facility
d [ Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If"No," skiptohne 11 . . . . . . . . . . . . . . 8 |Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 15
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?

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

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

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

A
Name of hospital facility or letter of facility reporting group
Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that
13 Explained ehgibility critena for financial assistance, and whether such assistance included free or discounted care? 13 | Yes
If"Yes,” indicate the eligibility criteria explained in the FAP
a [v Federal poverty guidelines (FPG), with FPG family income limit for ehigibility for free care of
200 % and FPG family income limit for eligibility for discounted care of
400 %
b [« Income level other than FPG (describe in Section C)
c [ Assetlevel
d [v Medical indigency
e [ Insurance status
f [v Underinsurance discount
g [ Residency
h [ Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . . . .+ .« o+ o« . . . 14 | Yes
15 Explained the method for applying for financial assistance? . . . . . . . + « +« « v« 4 W e w0 . . 15 [ Yes

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

her application
c [v Provided the contact information of hospital facility staff who can provide an individual with information about the

FAP and FAP application process
d [v Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications
e [ Other (describe in Section C)
16 Included measures to publicize the policy within the community served by the hospital faciity? . . . . . . . .| 16 | Yes

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

www conehealth com

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

c [ A plainlanguage summary of the FAP was widely available on a website (list url)

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

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

hospital facility and by mail)
g [v Notice of availability of the FAP was conspicuously displayed throughout the hospital facility

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

i [ Other(describe in Section C)

Billing and Collections

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

17 | Yes

noN-payment? . . . . . . v h h e e a e e e e e e e e e e e
18 Check all of the following actions against an individual that were permitted under the hospital facility's policies during
the tax year before making reasonable efforts to determine the individual’s eligibility under the facility’s FAP

a [v Reporting to credit agency(ies)

b [ Selling an individual’s debt to another party

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

e [ Noneofthese actions or other similar actions were permitted

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

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 | Yes

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

[ Selling an individual’s debt to another party

[« Actions that require a legal or judicial process

Q n T o

[ Other similar actions (describe in Section C)

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

a [ Notified individuals ofthe financial assistance policy on admission
b [« Notified individuals of the financial assistance policy prior to discharge

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

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

e [v 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 [ The hospital facility did not provide care for any emergency medical conditions
b [ The hospital facility’s policy was not in writing
c [ The hospital facility mited who was eligible to receive care for emergency medical conditions (describe in Section
<)
d [ Other (describe in Section C)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-
eligible individuals for emergency or other medically necessary care

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

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

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

d [ Other (describe in Section C)

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

23 No

If"Yes," explainin Section C

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

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

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

Provide descriptions required for Part V, Section B, lines 2, 33, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 161, 18d, 19d, 20e, 21c,
21d, 22d, 23, and 24. If applicable, provide separate descriptions for each hospital facility in a facility reporting group,
designated by facility reporting group letter and hospital facility ine number from Part V, Section A (“A, 1,” “A, 4," "B, 2,”
"B, 3,” etc.) and name of hospital facility.

Form and Line Reference Explanation

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

Page 8

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

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

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

Name and address

Type of Facility (describe)

1 Med Center High Point O utpatient Services & ED
2630 Willard Dairy Road
High Point, NC 27265

2 Med Center Kernersville O utpatient Services
1635 NC 66 South
Kernersville, NC 27284

3 Cone Health Cancer Center Cancer Treatment Facility
501 North Elam Avenue
Greensboro, NC 27403

4 Moses Cone Surgery Center O utpatient Surgical Center
1127 N Church Street
Greensboro, NC 27401

5 Wesley Long Surgery Center O utpatient Surgical Center
509 North Elam Avenue
Greensboro, NC 27403

6

7

8

9

10

Schedule H (Form 990) 2015
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m Supplemental Information

Provide the following information

Required descriptions. Provide the descriptions required for Part I, ines 3¢, 6a, and 7, Part IT and Part III, lines 2, 3, 4,8 and 9b
Needs assessment. Describe how the organization assesses the health care needs of the communities 1t serves, 1n addition to any
CHNAs reported in Part V, Section B

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

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

FORM 990, SCHEDULE H, PART II OUR PROGRAMS TO IMPROVE COMMUNITY HEALTH ARE
FOCUSED ON EDUCATION AND FREE HEALTH SCREENINGS FOR MEMBERS OF OUR
COMMUNITIES, PARTICULARLY THOSE IN UNDERSERVED AND MINORITY POPULATIONS
ITHESE PROGRAMS IMPROVE ACCESSTO HEALTHCARE SERVICES AND HELP MEMBERS OF
THE COMMUNITY IDENTIFY POTENTIALLY SERIOUS HEALTH CONDITIONS AND ALLOW
THEM TO RECEIVE EARLY TREATMENT WHICH IMPROVES OUTCOMES WE ARE COMMITTED
TO BEING A GOOD CORPORATE CITIZEN AND REGULARLY MAKE GENEROUS DONATIONS TO
ORGANIZATIONS IN THE COMMUNITY THAT WORK TO IMPROVE ECONOMIC CONDITIONS
IAND ACCESS TO HEALTHCARE EMPLOYEES VOLUNTEERED 122,169 HOURS OF SERVICE
IACROSS THE COMMUNITY IN A WIDE RANGE OF ORGANIZATIONS

COMMUNITY BUILDING
JACTIVITIES




Form and Line Reference

Explanation

COSTING METHODOLOGY

FORM 990, SCHEDULE H, PART I, LINE 7 THE AMOUNTS REPORTED ON THIS SCHEDULE ARE
REPORTED AT COST,COMPUTED USING THE COST TO CHARGE RATIO




Form and Line Reference

Explanation

BAD DEBT EXPENSE

FORM 990, SCHEDULE H, PART III, SECTION A FOR OUR FINANCIAL STATEMENTS, THE
DIFFERENCE BETWEEN GROSS CHARGES AND THE AMOUNT WE ESTIMATE WE WILL COLLECT
IS CATEGORIZED AS CONTRACTUAL ADJUSTMENT, CHARITY, OR BAD DEBT EXPENSE THE
DIFFERENCE BETWEEN GROSS CHARGES AND THE PAYABLE AMOUNT PER THIRD-PARTY
CONTRACTS OR GOVERMENT PAYMENT FORMULAS IS CATEGORIZED AS CONTRACTUAL
IADJUSTMENTS THE AMOUNT OF CONTRACT ALLOWABLE THAT WE ESTIMATE WILL NOT BE
COLLECTED IS DIVIDED BETWEEN CHARITY CARE AND BAD DEBT EXPENSE BASED ON THE
DEMOGRAPHICS OF OUR PATIENT POPULATION AND OUR ESTIMATE FROM THESE
DEMOGRAPHICS ASTO THE PORTION OF THISUNCOLLECTED AMOUNT APPLICABLETO
INDIVIDUALS QUALIFYING FOR OUR CHARITY CARE POLICY CONTRACTUAL
IADJUSTMENTS, CHARITY CARE AND BAD DEBT EXPENSE ARE VALUED AT THE CHARGES FOR
ITHE RELATED SERVICES




Form and Line Reference Explanation

FORM 990, SCHEDULE H, PART III,SECTION B, LINE 8 THE ENTIRE SHORTFALL IS REPORTED
IAS COMMUNITY BENEFIT WE DO NOT RECEIVE ENOUGH IN MEDICARE REIMBURSEMENTS
TO COVER OUR COSTS ASSOCIATED WITH THE PROVISION OF THESE SERVICES,YET WE
CONTINUE TO PROVIDE MEDICARE SERVICESTO OUR COMMUNITY REGARDLESS OF THE
REIMBURSEMENT LEVELS THEREFORE WE FEEL JUSTIFIED IN REPORTING THIS AS PART OF
OUR COMMUNITY BENEFIT

MEDICARE SHORTFALL




Form and Line Reference Explanation

FORM 990, SCHEDULE H, PART III, SECTION B, LINE 8 THE AMOUNT OF THE MEDICARE
SHORTFALLINCLUDED AS COMMUNITY BENEFIT IS REPRESENTED AT COST,AND IS
COMPUTED USING COST TO CHARGE RATIO OF THE CHARGES BOOKED IN THE FINANCIAL
STATEMENTS AS MEDICARE

MEDICARE COST METHOD




Form and Line Reference

Explanation

NEEDS ASSESSMENT

FORM 990, SCHEDULE H, PART VI OUR BOARD INCLUDES REPRESENTATIVES FROM A WIDE
RANGE OF STAKEHOLDERS IN THE COMMUNITY WE ENGAGE OUR COMMUNITIES WITH
INTEGRITY AND TRANSPARENCY AND WE EMBRACE OUR RESPONSIBILITY TO PROMOTE
HEALTH AND WELL-BEING TO THOSE ENDS, WE HAVE PARTNERED WITH THE GUILFORD
COUNTY HEALTH DEPARTMENT AS WELL AS OTHER AREA HOSPITALS AND FOUNDATIONS
TO CONDUCT A COMMUNITY HEALTH NEEDS ASSESSMENT A NUMBER OF OVERARCHING
SOCIO-ECONOMIC CHALLENGES THAT CONTRIBUTE TO POOR HEALTH OUTCOMES WERE
IDENTIFIED, AND FROM THESE, MAJOR NEEDS AND PRIORITIES WERE DETERMINED THESE
INCLUDE ACCESSTO CLINICAL CARE FOR MINORITY POPULATIONS, INCREASED MENTAL
HEALTH AND SUBSTANCE ABUSE SERVICES, EFFORTS TO ENSURE HEALTHY PREGNANCIES
IAND EFFORTS TO REDUCE OBESITY THE HEALTH SYSTEM IS CURRENTLY ENGAGED IN
SEVERAL INITIATIVES TO ADDRESS THESE PRIORITIES




Form and Line Reference Explanation

PATIENT EDUCATION FORM 990, SCHEDULE H, PART VI THE FINANCIAL ASSISTANCE POLICY IS COMMUNICATED
TO ALLPATIENTS THROUGH MEANS WHICH INCLUDE, BUT ARE NOT LIMITED TO POSTING
ON THE HEALTH SYSTEM'S WEBSITE, INCLUSION WITH ALL BILLING STATEMENTS, POSTING
AT CONSPICUOUS LOCATIONS THROUGHOUT THE FACILITY, DISCUSSIONS DURING
FINANCIAL COUNSELOR PATIENT INTERVIEWS, AND DURING PATIENT ACCOUNTING
CUSTOMER SERVICE PATIENT INTERACTIONS AFTER RECEIVING A REQUEST FOR
FINANCIAL ASSISTANCE AND ANY FINANCIAL INFORMATION OR OTHER DOCUMENTATION
NEEDED TO DETERMINE ELIGIBILITY FOR FINANCIAL ASSISTANCE, THE PATIENT WILL BE
NOTIFIED OF THEIR ELIGIBILITY DETERMINATION WITHIN A RESONABLE PERIOD OF TIME




Form and Line Reference

Explanation

COMMUNITY INFORMATION

FORM 990, SCHEDULE H, PART VITHE POPULATION OF GUILFORD COUNTY IN THE 2010
CENSUS WAS 488,406 AND 87 3% OF THE POPULATION LIVES IN AN URBAN SETTING
IANNUAL GROWTH IS ESTIMATED TO BE JUST BELOW 1% THE COUNTY WAS ONCE AN
INDUSTRIAL-BASED CENTER, BUT HAS SEEN DECLINES IN THE MANUFACTURING OF
TEXTILES, APPAREL AND FURNITURE PRESENTLY, GUILFORD COUNTY SCHOOLS IS THE
LARGEST EMPLOYER IN THE COUNTY,FOLLOWED BY CONE HEALTH SYSTEM AND THE CITY
OF GREENSBORO THE ESTIMATED MEDIAN FAMILY INCOME IS $58,551 INDIVIDUALS AND
FAMILY IN GUILFORD COUNTY ARE STILL DEALING WITH THE IMPACT OF THE ECONOMIC
RECESSION IN SEPTEMBER OF 2015, GUILFORD COUNTY UNEMPLOYMENT RATE WAS 5 5%
IAND 17 6% OF THE POPULATION HAD INCOME BELOW THE FEDERAL POVERTY LINE 26 4%
OF THE POPULATION IS UNDER AGE 20, WHEREAS 18 6% IS AGE 60 OR ABOVE




Form and Line Reference

Explanation

PROMOTION OF COMMUNITY
HEALTH

FORM 990, SCHEDULE H, PART VI CONE HEALTH'S SUPPORT FOR THE HEALTH AND WELL-
BEING OF ITS COMMUNITIES GOES WELL BEYOND JUST ADDRESSING THE HEALTH
CONCERNS IN THE COMMUNITY NEEDS ASSESSMENT THE FOLLOWING ARE SOME OF THE
PROGRAMS WE PARTICIPATED IN DURING 2016 (1)ENSURING THE HEALTH OF STUDENTS
BY HELPING FINANCIALLY-STRAPPED FAMILIES PREPARE FOR THE RETURN TO SCHOOL (2)
COMING TO THE AID OF DISPLACED RESIDENTS BY COLLECTING DONATIONS (3)ACTIVE
PARTICIPATION OF OUR STAFF IN WALKING TO FIND A CURE FOR DIABETES AND OTHER
SIMILAR EVENTS (4) FEEDING THE HUNGRY THROUGH GENEROUS DONATIONS TO THE
"OUT OF THE GARDEN" PROJECT OUR PROGRAMS TO IMPROVE COMMUNITY HEALTH ARE
FOCUSED ON EDUCATION AND FREE HEALTH SCREENINGS FOR MEMBERS OF OUR
COMMUNITIES, PARTICULARLY THOSE IN UNDERSERVED AND MINORITY POPULATIONS
ITHESE PROGRAMS IMPROVE ACCESSTO HEALTHCARE SERVICES AND HELP MEMBERS OF
THE COMMUNITY IDENTIFY POTENTIALLY SERIOUS HEALTH CONDITIONS AND ALLOW
THEM TO RECEIVE EARLY TREATMENT WHICH IMPROVES OUTCOMES WE ARE COMMITTED
TO IMPROVING THE SKILLS AND TRAINING FOR HEALTHCARE PROVIDERS BECAUSE BETTER
ITRAINED PROVIDERS LEAD TO BETTER HEALTH OUTCOMES FOR OUR COMMUNITY WE ARE
COMMITTED TO BEING A GOOD CORPORATE CITIZEN AND REGULARLY MAKE GENEROUS
DONATIONS TO ORGANIZATIONS IN THE COMMUNITY THAT WORK TO IMPROVE
ECONOMIC CONDITIONS AND ACCESSTO HEALTHCARE EMPLOYEES OF THE HEALTH
SYSTEM VOLUNTEERED 2,429 HOURS OF SERVICE ACROSS THE COMMUNITY IN A WIDE
RANGE OF ORGANIZATIONS




Form and Line Reference

Explanation

JAFFILIATED HEALTH CARE
SYSTEM

FORM 990, SCHEDULE H, PART VI THE ORGANIZATION IS A MEMBER OF CONE HEALTH
SYSTEM IN ADDITION TO THE SERVICES PROVIDED UNDER THE MOSES H CONE MEMORIAL
HOSPITAL OPERATING CORPORATION, THE CONE HEALTH MEDICAL GROUP INCLUDES
FOUR CORPORATE ENTITIES THAT OPERATE PHYSICIAN PRACTICES ACROSS THE
COMMUNITY THESE INCLUDE PROVIDERS OF BOTH PRIMARY CARE AND A WIDE RANGE OF
SPECIALTIES ALAMANCE REGIONAL MEDICAL CENTER AND ALAMANCE EXTENDED CARE
PROVIDE HEALTH CARE SERVICES, INCLUDING OPERATION OF A LONG-TERM CARE
FACILITY TO THE COMMUNITY IN ALAMANCE COUNTY THE MOSES CONE-WESLEY LONG
COMMUNITY FOUNDATION AND IMPACT ALAMANCE FOUNDATION FUNDS NUMEROUS
COMMUNITY ORGANIZATIONS THAT ARE CONDUCTING ACTIVITIES THAT WILL ADDRESS
THE PRIORITIES IDENTIFIED UNDER OUR COMMUNITY NEEDS ASSESSMENT




Schedule H (Form 990) 2015



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?
5

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

|[endeny pasuaai]

Software ID:
Software Version:

JL3I0ING § (LIPS [CIBURY)

EIN:

Name:

—
[

[cudsoy s ualp|y

deoy bunpoes |

fcy

58-1588823

MOSES H CONE MEMORIAL HOSPITAL
OPERATING CORPORATION

Lupoey Yoreasay
snoy +2-Y3
1ayo-43

[cydsoy §62a030 [0IIUI7)

Other (Describe)

Facility reporting
group

Moses H Cone Memorial Hospital
1200 North EIm Street
Greensboro,NC 274011004
www conehealth com

X General Service Hospital

A

Wesley Long Community Hospital
501 North Elam Avenue
Greensboro,NC 274031118
www conehealth com

X General Service Hospital

A

Women's Hospital of Greensboro
801 Green Valley Road
Greensboro,NC 274087021
www conehealth com

Maternity and Infant
Care

Annie Penn Hospital

618 South Main Street
Reidsville, NC 273205020
www conehealth com

X General Service Hospital

A

Behavioral Health Hospital
700 Walter Reed Drive
Greensboro,NC 27403
www conehealth com

Psychiatric Care
Hospital
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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.

Department of the P Attach to Form 990. Open to P_ublic
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
MOSES H CONE MEMORIAL HOSPITAL

OPERATING CORPORATION 58-1588823

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 21

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

MONITORING PROCEDURES FORM 990,SCHEDULE I, PART I, LINE 2 ASSISTANCE IS GIVEN TO QUALIFIED TAX EXEMPT ORGANIATIONS TO FURTHER THE MISSION OF

THE ORGANIZATION AND IS REPORTED TO THE CEO AND THE BOARD FOR REVIEWON A QUARTERLY BASIS

Schedule I (Form 990) 2015



Additional Data

Software ID:
Software Version:
EIN:

Name:

58-1588823

MOSES H CONE MEMORIAL HOSPITAL
OPERATING CORPORATION

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 ofcash | (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)
HOSPICE & PALLIATIVE 56-1249146 501(C)(3) 52,700 Support of end of life
CARE OF GREENSBORO care
2500 SUMMIT AVENUE
Suite 100-A
GREENSBORO,NC 27405
Greensboro Chamber of 23-7181435 501(C)(3) 79,649 Economic development
Commerce
342 North EIm Street
GREENSBORO,NC 27401
ACTION GREENSBORO 56-2251250 501(C)(3) 35,000 Urban development &
203 South Church Street reduction of poverty
GREENSBORO,NC 27401




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)
ACC Foundation 58-1511004 501(C)(3) 60,000 Education of health
1247 Jimmie Kerr Road PO care providers
Box 8000
Graham,NC 27253
PIEDMONT TRIAD 56-1750279 501(C)(3) 25,000 Urban development &
PARTNERSHIP reduction of poverty
416 GALIMORE DAIRY
ROAD
GREENSBORO,NC 27409
FREE CLINIC OF 56-2003143 501(C)(3) 15,750 IAccess to healthcare

ROCKINGHAM COUNTY
315 S MAIN STREET
REIDSVILLE,NC 27320

for the indigent




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)
GUILFORD COLLEGE 56-0529982 501(C)(3) 15,000 Education of health
5800 WFRIENDLY AVE care providers
GREENSBORO,NC 27410
Alamance Co Area Chamber 56-0156970 501(C)(3) 54,250 Economic development
of Commerce
610 Lexington Avenue
Burlington, NC 27215
NC BUSINESS LEADERS FOR 46-2988453 501(C)(3) 10,000 Education for health

EDUCATION
2826 LAZY LANE
WINSTONSALEM,NC 27106

care providers




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 ofcash | (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)

Elon University 56-0532302 501(C)(3) 45,000 Education of health care

100 Campus Drive providers

Elon,NC 27244

Alamance Burlington School 56-1957903 501(C)(3) 32,000 Promotion of healthy

System lifestyles

1712 Vaughn Road

Burlington, NC 27217

United Way of Alamance 56-0599239 501(C)(3) 30,300 Support of community

County
803 Heritage Road
Burlington, NC 27217

non-profit organizations




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 13-5613797 501(C)(3) 36,020 Funding heart research

ASSOCIATION

7272 GREENVILLE AVENUE

DALLAS, TX 75321

JDRF Piedmont Triad 23-1907729 501(C)(3) 27,500 Funding research for a

26 Broadway 14th Floor cure to juvenile

New York, NY 10004 diabetes

UNITED WAY OF GREATER 56-0668555 501(C)(3) 81,500 Support of community

GREENSBORO
1500 YANCEYVILLE ST
GREENSBORO,NC 27405

non-profit organizations




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 ofcash | (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)

Piedmont Health Services Inc 56-0952737 501(C)(3) 25,000 Improvement of

229 Lloyd Street community health

Carrboro,NC 27510

School Health Corporation 36-4109801 501(c)(3) 14,950 Promotion of healthy

865 Murfield Drive lifestyles

Hanover Park,IL 60133

NC Physicians Health 56-1846599 501(c)(3) 13,500 Education for health

Program

220 Horizon Drive
Suite 201
Raleigh,NC 27615

care providers




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)
March of Dimes 13-1846366 501(c)(3) 10,000 Funding research for
410 Brookstown Avenue prevention and
WinstonSalem,NC 27101 treatment for birth
defects and to improve
infant mortality
Blue Ridge Parkway 31-1512730 501(c)(3) 7,500 Support of Cone family
Foundation U S National park site
717 S Marshall Street
Suite 105b
WinstonSalem,NC 27101
Greensboro Medical Society 91-2047364 501(c)(3) 6,500 Education for health

Foundation
1593 Yanceyville Street
Suite 200
Greensboro,NC 27402

care providers
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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
MOSES H CONE MEMORIAL HOSPITAL
OPERATING CORPORATION 58-1588823
m Questions Regarding Compensation
Yes | No
1a Check the appropiate box(es) If the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a Complete Part III to provide any relevant information regarding these items
[T First-class or charter travel [T Housing allowance or residence for personal use
[T Travel for companions [ Payments for business use of personal residence | | |
[T Tax idemnification and gross-up payments [T Health or social club dues or initiation fees | | |
[T Discretionary spending account [T Personal services (e g, maid, chauffeur, chef) | | |
b Ifany 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
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
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 [ written employment contract
[v 1Independent compensation consultant [V Compensation survey or study | | |
[T 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 No
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 II1
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 | Yes
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



Schedule J (Form 990) 2015

Page 2

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

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row (1) and from related organizations, described In the
instructions, on row (11) Do not st any individuals that are not listed on Form 990, Part VII

Note. The sum of columns (B)(1)-(in) for each hsted individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that individual

(A) Name and Title

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

Base
(i) compensation

(i)
Bonus & incentive
compensation

(iii)
Other reportable
compensation

(C) Retirement and
other deferred
compensation

(D) Nontaxable
benefits

(E) Total of columns

(B)(1)-(D)

(F) Compensation in

column(B) reported

as deferred on prior
Form 990

See Additional Data Table

Schedule J (Form 990) 2015
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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

SEVERANCE AND OTHER
PAYMENTS

FORM 990, SCHEDULE J,PART I, LINE 4 Theresa Broderick $ 771,005 Timothy Rice $ 1,606,908

EARNINGS CONTINGENT COMP

FORM 990, SCHEDULE J,PART I, LINE 6 OFFICERS ARE PAID BY MOSES H CONE MEMORIAL HOSPITAL OPERATING CORPORATION, INC AND
PARTICIPATE IN THE MANAGEMENT INCENTIVE COMPENSATION PROGRAM UNDER THIS PROGRAM, A PORTION OF THE SALARY OF THOSE
AT A LEVEL OF DEPARTMENT DIRECTOR AND HIGHER IS SET ASIDE AND IS CONTINGENT UPON THE HEALTH SYSTEM'S PERFORMANCE ON

SEVERAL MEASURES, INCLUDING NET EARNINGS NOTE IF THESE MEASURES ARE NOT MET, THEIR COMPENSATION WILL BE BELOW THE
MARKET LEVEL FORTHEIR JOB

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: 58-1588823

Name: MOSES H CONE MEMORIAL HOSPITAL
OPERATING CORPORATION

(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 (i) (iii) other deferred benefits (BY(n)-(D) column (B)
Base Bonus & Other compensation reported as deferred
Compensation Incentive reportable on prior Form 990
compensation compensation
1Terrence B Akin | 0
President & CEO W] 0 0 0 0 ° °
() 1,001,936 834,290 28,389 73,939 - - 0
26,806 1,965,360
1Noel Burt | 397,440
o P & Aot Secretary mp 39744 171,584 64,350 48,702 11,910 693,986 0
(n) 0 0 0 0 - - 0
0 0
2Mary Jo Cagle MD 1 0
Chief Clinical Officer o 0 0 0 0 0 0
() 526,844 177,284 30,437 44,643 - - 0
21,103 800,311
3John F Campbell MDTrustee ) 249,219 103,995 65,411 48,151 7,183 473,959 0
) 0 0 0 0 - - 0
0 0
3§obertBCarter ) 237,521 67,526 17,139 33,488 8,998 364,672 0
and General Counal | | __________.___
(n) 0 0 0 0 - - 0
0 0
5Timothy J Clontz | 229,807
S ecrotary W 229807 99,143 49,721 52,430 6,808 437,909 0
) 0 0 0 0 - - 0
0 0
E\J/galn Evans ) 235,267 91,643 39,424 47,143 3,250 416,727 0
nnovaton& | | _ L _ o _______..
Transformato |, | ~T-TTT-==T===~"| =TT/ TT/ETT//T~T/| T°TT/T/TE/T/ET/T//|T)| TEETETTETTT/T| O TTETTETETEETST| TTTTTOTTTETTT
(n) 0 0 0 0 - - 0
0 0
;Cynthla Farand ) 211,421 52,137 18,688 16,338 6,358 304,942 0
ite Pres-Women's Hospital | | _____________
) 0 0 0 0 - - 0
0 0
ngckey Foster )] 289,971 103,066 40,558 36,000 9,236 478,831 0
ite President-Cone Hospital | | _ ____________
() 0 0 0 0 - - 0
0 0
9Deborah Green | 206,791
e e Hosptal wp 206,79 50,470 19,452 28,776 4,898 310,387 0
(n) 0 0 0 0 - - 0
0 0
10Stephen HorsleySVP & CIO 0] 340,073 88,672 53,155 29,989 5,483 517,372 0
() 0 0 0 0 - - 0
0 0
;1Pau| Jeffrey ) 281,216 69,100 43,142 29,517 9,306 432,281 0
ite Pres-Wesley long | | _____________
[T e e N Bl B T Bl B Bt B il
p (n) 0 0 0 0 - - 0
0 0
121ulie Johnson m 130,585 0 1,237 19,237 1,798 152,857 0
Asst Treasurer | | _ o ______._ ! ! : .
(n) 0 0 0 0 - - 0
0 0
13Jeffrey Jones | 0
CFO and Secretary W] 0 0 0 0 ° °
) 525,582 222,017 29,741 47,396 - 0
32,498 857,234
14)ohn M Miller | 0
Chief Invest Officer and Treas o 0 0 0 0 0 0
(m 237,536 68,358 24,794 28,284 - - 0
7,280 366,252
15James Roskelly | 332,053
Executive VP & Asst Secretary o 332,05 110,206 75,632 53,837 9,190 580,918 0
(n) 0 0 0 0 - - 0
0 0
16Judith A Schanel | 133,697
e cor Wy 133,697 126,606 54,481 16,386 2,290 333,460 0
() 347,290 0 24,302 19,604 - - 0
23,427 414,623
17Mike SImms | 202,226
VP and Asst Treasurer o 20222 65,819 17,365 26,838 8,377 320,625 0
(n) 0 0 0 0 - - 0
0 0
18Rex Street | 114,321
VP and Asst Treasurer o 114321 0 9,213 11,522 3,063 138,119 0
() 164,511 86,901 20,596 40,702 - 0
5,085 317,795
19Bruce Swords | 384,884
LoBruce Sworde W 384,884 88,688 51,476 43,996 8,452 577,496 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

) (i) (i) other deferred benefits (BY(n)-(D) column (B)
Base Bonus & Other compensation reported as deferred
Compensation Incentive reportable on prior Form 990
compensation compensation
21Willlam Bowman MD ()] 280,725 85,045 46,597 65,487 7,422 485,276 0
Physican || o ____._._.__
(n) 0 0 0 0 - - 0
0 0
1)effrey Hatcher MDPhysician 0 249,168 98,689 19,238 34,432 7,604 409,131 0
() 0 0 0 0 - - 0
0 0
2Glenn Jennings MDPhysician () 222,548 113,324 14,284 24,737 4,390 379,283 0
(n) 0 0 0 0 - - 0
0 0
3ideagardhana Jonnalagadda 0 270,626 118,568 57,034 42,966 6,536 495,730 0
e N R BTl T e e e B R
Y (m 0 0 0 0 - - 0
0 0
4Comelius VanDam MD ()] 207,700 93,844 59,696 36,687 9,286 407,213 0
Physican || o ______._._.__
(n) 0 0 0 0 - - 0
0 0
5Theresa Brodenck | 0
pheresa B S 0 0 0 0 0 0
() 358,393 309,934 28,086 41,950 - - 0
32,642 771,005
6R Timothy RiceFormer CEO ) 0 0 0 0 0 0 0
() 59,357 1,514,812 24,917 4,909 - - 0
2,913 1,606,908
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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

MOSES H CONE MEMORIAL HOSPITAL

OPERATING CORPORATION

58-1588823

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 Iinterested transaction of
person and the organization's
organization revenues?
Yes No
(1) Peter Whitfield MD Trustee 2,914,923 |Legal fees pd to wife law firm No

m Supplemental Information

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

Return Reference

Explanation

Schedule L (Form 990 or 990-EZ) 2015
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ oMb No 154570047
(Form 990 or 2 1
990- EZ) Complete to provide information for responses to specific questions on

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

» Attach to Form 990 or 990-EZ. Open to Public

Department of the » Information about Schedule O (Form 990 or 990-EZ) and its instructions is at Inspection
Treasury WWW.irs.gov/form990.
Internal Revenue
Service
Name of the organization Employer identification number

MOSES H CONE MEMORIAL HOSPITAL
OPERATING CORPORATION

58-1588823

990 Schedule O, Supplemental Information

Return Explanation
Reference

GOVERNING FORM 990, PART VI, SECTION C, LINE 19 These documents are proprietary and are not made available to the public
DOCUMENTS




990 Schedule O, Supplemental Information

Return Explanation
Reference
COMPENSATION | FORM 990, PART VI, SECTION B, LINE 5 THE FOLLOWING METHODS ARE USED TO ESTABLISH COMPENSAT
REVIEW ION OF OFFICERS COMPENSATION COMMITTEE, INDEPENDENT COMPENSATION CONSULTANT, WRITTEN EMPL
PROCESS OY EMENT CONTRACT, COMPENSATION SURVEY OR STUDY AND APPROVAL BY THE BOARD OR COMPENSATION C
OMMITTEE




990 Schedule O, Supplemental Information

Return Explanation
Reference
INFORMATION | FORM 990, PART VI, SECTION A, LINE 3 CONE HEALTH SY STEM HAS CONTRACTED WITH CAROLINAS HEAL
REGARDING TH SY STEM (CHS) TO PERFORM THE FOLLOWING MANAGEMENT DUTIES (1) PROVIDE EXECUTIVE STAFF, (
DH.EGATION | 2) MANAGED CARE CONTRACTING, (3) BEST PRACTICES CONSULTING FOR OPERATIONS ACROSS THE HEALT

H SY STEM, (4) PROVIDE ACCESS TO CHS PURCHASING CONTRACTS, AND (5) COLLABORATION OF QUALITY
DATA ANALY SIS THAT WILL ALLOW THEM TO BETTER MANAGE THE CONV ERSION OF REIMBURSEMENT FROM
VOLUME-BASED MODELS TO VALUE-BASED MODH_S AS IS REQUIRED UNDER THE AFFORDABLE CAREACT Th
e follow ing officers w ere compensated by CHS during the calendar year ending w ithin the co

mpany's tax year Terrence Akin, Chief Executive Officer $1,965,360 Jeffrey Jones, Chief

Financial Officer $857,234 Judith Schanel, Chief Operating Officer $748,082 Mary Jo Cagl

e, Chief Clinical Officer $800,311 Theresa Broderick, Former CNO $771,005 R Timothy Ric

e, Former Chief Executive Officer $1,190,523




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990 FORM 990, PART V|, SECTION B, LINE 11 AN ELECTRONIC VERSION OF THE RETURN IS MADE AVAILABL
REVIEW E on the board portal TO all BOARD MEMBERS in advance of the FILING date Representatives
PROCESS of the FINANCE STAFF are AVAILABLE TO ADDRESS ANY QUESTIONS OR address any ISSUES before t
he return is filed




990 Schedule O, Supplemental Information

Return Explanation
Reference

CONFLICT OF | FORM 990, PART VI, SECTION B, LINE 12C BEFORE EVERY BOARD OR COMMITTEE MEETING, THE CHAIR
INTEREST WILL ASK EVERY MEMBER TO REVIEW THE AGENDA AND TO DISCLOSE ANY AREA WHERE A CONFLICT MAY E
POLICY XIST SO THAT THE DISCLOSURE IS COMPLETE PRIOR TO THE DISCUSSION




990 Schedule O, Supplemental Information

Return Explanation
Reference
OTHER FORM 990, PART X, LINE 9 OTHER COMPREHENSIV E INCOME $(16,006,923) DECREASE IN TEMPORARILY
CHANGES IN RESTRICTED FUNDS $ (1,746,474) INCREASE IN UNRESTRICTED FUNDS $ 1,697,337 ------------- T
NET ASSETS OTAL CHANGE IN NET ASSETS OR FUND BALANCE $(16,056,060)
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SCHEDULE R
(Form 990)

Department of the Treasury
Intemal Revenue Service

» Attach to Form 990.

Related Organizations and Unrelated Partnerships

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

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

OMB No 1545-0047

2015

Open to Public
Inspection

Name of the organization
MOSES H CONE MEMORIAL HOSPITAL

OPERATING CORPORATION

58-1588823

Employer identification number

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

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

(b)
Pnmary activity

(c)
Legal domicle (state
or foreign country)

(d)

Total iIncome

(e)

End-of-year assets

Direct controlling
entity

m Identification of Related Tax-Exempt Organizations Complete If th

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

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

(a)

(b)

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

See Additional Data Table

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

Cat No 50135Y

Schedule R (Form 990) 2015



Schedule R (Form 990) 2015

Page 2

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

(a) (b) (c) (d) (e) (f (9) (h) (i) @) (k)
Name, address, and EIN of Prnmary activity Legal Direct Predominant Share of Share of |Disproprtionate| Code V-UBL | General or| Percentage
related organization domicile| controlling income( related, |total iIncome |end-of-year| allocations? amount In | managing ownership

(state or entity unrelated, assets box 20 of partner?

foreign excluded from Schedule K-1

country) tax under (Form 1065)

sections 512-
514)
Yes No Yes | No

(1) MEBANE MEDICAL INVESTORS LLC REAL ESTATE NC ARMC N/A No No
10350 Ormsby Park PL Ste 300
Louisville, KY 40223
35-2283901
(2) NSC GREENSBORO WEST LLC PHYSICIANS NC MC MED SVCS [N/A No No
1200 North EIm Street
Greensboro, NC 27401
47-2847536
(3) Wellsmith LLC Software NC WLCHS N/A No No
1200 N Elm St
Greensboro, NC 27401
81-0901611

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

(a) (b) (c) (d) (e) g (h) (i)
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 comp, S corp, Income year ownership (b)(13)
(state or foreign assets controlled
country) or trust) entity?
Yes No
Wesley Long Community Medical Services NC MC PARENT C Yes
(1)Health Services
1200 North EIm Street
Greensboro, NC 27401
56-1441377
Care-N-Care of North INSURANCE NC WLCHS C Yes
(2)Carolina

1200 North EIm Street
Greensboro, NC 27401
47-2847536

Schedule R (Form 990) 2015



Schedule R (Form 990) 2015 Page 3

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

Note. Complete hine 1 if any entity 1s listed in Parts II, III, or IV of this schedule Yes | No
1 During the tax year, did the orgranization engage In any of the following transactions with one or more related organizations listed in Parts II-1V?
a Receipt of () interest, (ii)annuities, (ili)royalties, or(iv)rent from a controlledentity . . . . . . . .+ .« « o o .+« & 4. la No
b Gift, grant, or capital contribution to related organization(s) . . . . . . . .o 0w ww e e e e e e e e e e 1b No
¢ Gift, grant, or capital contrnibution from related organization(s) . . . .+« .o o wwww e e e e e e e e e e 1c | Yes
d Loans orloan guarantees to or for related organization(s) . . . . . . o 00w w e e e e e e e e e e e e id No
e Loans orloan guarantees by related organization(s) . . .« . .+« w oo e e e e e e e e e e le 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 | Yes

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

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

See Additional Data Table

Schedule R (Form 990) 2015



Schedule R (Form 990) 2015

Page 4

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

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

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

(a)
Name, address, and EIN of entity

(b)
Prmary activity

(c)
Legal
domialle
(state or
foreign
country)

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

(e)

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

Yes| No

(f
Share of
total
income

(9)
Share of

end-of-year
assets

(h)
Disproprtionate
allocations?

(M)
Code V-UBL
amount in

box 20
of Schedule

K-1

(Form 1065)

@)
General or
managing

partner?

No

(k)
Percentage
ownership

Schedule R (Form 990) 2015



Schedule R (Form 990)2015 Page 5

m Supplemental Information

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

| Return Ref erence Explanation

Schedule R (Form 990) 2015



Additional Data

Software ID:

Software Version:

EIN:
Name:

58-1588823

MOSES H CONE MEMORIAL HOSPITAL
OPERATING CORPORATION

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

(a)

Name, address, and EIN of related organization

(b)

Primary activity

()
Legal domicile
(state
or foreign
country)

(d)
Exempt Code
section

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

(30

(f)
Direct controlling
entity

(9)
Section 512

(b)(13)
controlled
entity?

Yes No

The Moses H Cone Memornial Hospital Inc
1200 North Elm Street

Greensboro, NC 27401

56-0532302

Parent

NC

501(C)(3)

NA

No

Moses Cone Medical Services Inc
1200 North Elm Street
Greensboro, NC 27401
56-1714318

Physicians

NC

501(C)(3)

MC PARENT

Yes

Moses Cone Physiclan Services Inc
1200 North EIm Street
Greensboro, NC 27401
80-0249057

Physicians

NC

501(C)(3)

MC PARENT

Yes

Moses Cone Affillated Physicians Inc
1200 North Elm Street

Greensboro, NC 27401
30-0554775

Physicians

NC

501(C)(3)

MC PARENT

Yes

Reidsville OB & GYN
1200 North Elm Street
Greensboro, NC 27401
80-0217430

Physicians

NC

501(C)(3)

MC AFFIL PHY

Yes

Annie Penn Memorial Hospital Foundation
618 S Main Street

Reidsville, NC 27320

58-1897269

Funding

NC

501(c)(3)

NA

No

ARMC Health Care
1200 North Elm Street
Greensboro, NC 27401
58-1681363

O perations

NC

501(C)(3)

MC PARENT

Yes

Alamance Regional Medical Center Inc
1200 North Elm Street

Greensboro, NC 27401

56-0529994

O perations

NC

501(C)(3)

ARMC HC

Yes

Alamance Extended Care INC
1200 NORTH ELM STREET
Greensboro, NC 27401
58-1681364

L-T Care

NC

501(C)(3)

ARMC HC

Yes

Alamance Regional Medical Center Foundat
1200 NORTH ELM STREET

Greensboro, NC 27401

56-1681560

Funding

NC

501(C)(3)

ARMC HC

Yes

PACE of Southern Piedmont Inc
1200 North Elm Street
Greensboro, NC 27401
27-4683614

OPERATIONS

NC

501(C)(3)

MC OPERATING

Yes

ARMC Physicians Care Inc
1200 NORTH ELM STREET
GREENSBORO, NC 27401
56-2095382

PHYSICIANS

NC

501(C)(3)

ARMC HC

Yes

Alamance Community & Health Foundation
1200 NORTH ELM STREET
GREENSBORO, NC 27401

46-2505818

Funding

NC

501(C)(3)

MC Parent

Yes

MC - WL Community Health Foundation
1200 NORTH ELM STREET
GREENSBORO, NC 27401
56-2001399

Funding

NC

501(C)(3)

MC Parent




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

(a) (b) (c) (d)
Name of related organization Transaction Amount Involved
Method of determining amount
type(a-s)
involved
(1) Moses Cone Medical Services Inc P 600,683 Accrual
(1) Moses Cone Physician Services Inc P 11,894,564 Accrual
(2) Moses Cone Affiliated Physicians Inc P 9,075,241 Accrual
(3) Alamance Extended Care Inc P 119,785 Accrual
(4) Moses Cone Medical Services Inc Q 4,406,032 Accrual
(5) Moses Cone Physician Services Inc Q 6,490,939 Accrual
(6) Moses Cone Affiliated Physicians Inc Q 146,120 Accrual
(7) Alamance Regional Medical Center Inc Q 32,241,271 Accrual
(8) Alamance Extended Care Inc Q 854,734 Accrual
(9) Alamance Physicians Inc Q 546,989 Accrual
(10) Moses Cone Affilated Physicians Inc S 152,622 Accrual




