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- 990 Return of Organization Exempt From Income Tax OMB No 15450047
orm

Und tion 501(c), 527, 4947 1) of the Int IR Cod t privat
| foanedrast?:nlst;n (c) or (a)(1) o e Internal Revenue Code (except private 2016

Department of the Treasun
Internal Revenue Service

» Do not enter social security numbers on this form as it may be made public
» Information about Form 990 and its instructions I1s at www IRS gov/form990

Open to Public

Inspection

A For the 2016 calendar year, or tax year beginning 04-01-2016 , and ending 03-31-2017

C Name of arganization
B Check if applicable Bowling Green Warren County Community
O Address change Hospital Corporation

[ Name change

D Employer identification number

61-0920842

Doing business as

U Initial return The Medical Center

Final
Ldeturn/terminated Number and street (or P O box If mail i1s not delivered to street address) | Room/suite
O Amended return 800 Park Street

O Application pendinglj

E Telephone number

(270) 745-1500

City or town, state or province, country, and ZIP or foreign postal code
Bowling Green, KY 42102

G Gross receipts $ 402,930,752

F Name and address of principal officer

H(a) Is this a group return for

Connie Smith
800 Park Street subordinates? DYes No
Are all subordinates
Bowling Green, KY 42102 H(b) i [dyes [No
I Tax-exempt status 501(c)(3) |:| 501(c)( ) d(insertno) |:| 4947(a)(1) or |:| 527 If "No," attach a list (see instructions)

J Website:» www mcbg org

H(c) Group exemption number »

K Form of organization Corporation D Trust D Association D Other »

L Year of formation 1977 | M State of legal domicile KY

W summary

] 1 Briefly describe the organization’s mission or most significant activities
Provides inpatient and outpatient acute care services by or under the supervision of physicians in bowling green and scottsville, kentucky
8 and in the surrounding counties
&
5
8 2 Check this box » O i the organization discontinued its operations or disposed of more than 25% of its net assets
2 3 Number of voting members of the governing body (Part VI, line 1a) 3 12
5: 4 Number of iIndependent voting members of the governing body (Part VI, ine 1b) . . . . . 4 9
é 5 Total number of individuals employed in calendar year 2016 (Part V, line 2a) 5 3,128
b 6 Total number of volunteers (estimate If necessary) 6 0
< 7a Total unrelated business revenue from Part VIII, column (C), line 12 7a 9,432,736
b Net unrelated business taxable income from Form 990-T, line 34 7b 0
Prior Year Current Year
@ 8 Contributions and grants (Part VIII, line 1h) 99,001 121,144
é 9 Program service revenue (Part VIII, line 2g) 328,220,546 336,678,455
é 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d ) 4,220,201 6,602,473
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢c, 10c, and 11e) 21,654,636 24,114,440
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line 12) 354,194,384 367,516,512
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 75,080 56,606
14 Benefits paid to or for members (Part IX, column (A), line 4) [0} 0
& 15 Salaries, other compensation, employee benefits (Part IX, column (A), ines 5-10) 136,421,969 145,435,527
2 16a Professional fundraising fees (Part IX, column (A), line 11e) [0} 0
g b Total fundraising expenses (Part IX, column (D), line 25) #0
d 17 Other expenses (Part IX, column (A), ines 11a-11d, 11f-24e) 179,843,329 200,444,923
18 Total expenses Add lines 13-17 (must equal Part IX, column (A), line 25) 316,340,378 345,937,056
19 Revenue less expenses Subtract line 18 from line 12 37,854,006 21,579,456
x 2 Beginning of Current Year End of Year
8%
3; 20 Total assets (Part X, line 16) 475,403,713 498,812,558
;g 21 Total habilities (Part X, line 26) 205,203,495 205,329,391
z3 22 Net assets or fund balances Subtract line 21 from line 20 270,200,218 293,483,167

m Signature Block

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

any knowledge

FHE ek 2018-01-18
R Signature of officer Date
Sign
Here RON SOWELL EVP - CFO
Type or print name and title
Print/Type preparer's name Preparer's signature Date I:l PTIN
. Angela L Zirkelbach CPA Angela L Zirkelbach CPA 2018-01-18 | Check if | PO0572603
Pald self-employed
Preparer Firm’s name : Blue & Co LLC Firm's EIN # 35-1178661
Firm’'s address # 500 N Meridian St Suite 200 Phone no (317) 633-4705
Use Only (317)
Indianapolis, IN 46204
May the IRS discuss this return with the preparer shown above? (see instructions) . Yes LINo
For Paperwork Reduction Act Notice, see the separate instructions. Cat No 11282Y Form 990 (2016)



Form 990 (2016) Page 2
ZXEit] statement of Program Service Accomplishments

Check If Schedule O contains a response or note to any lineinthisPartIII . . . . . .+ . .+ .+ .« + .« « .

1

Briefly describe the organization’s mission

OUR MISSION IS TO CARE FOR PEOPLE AND IMPROVE THE QUALITY OF LIFE IN THE COMMUNITIES WE SERVE

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 890 or 990-EZ? . . . +« « « 4 o+ 4w wa e awaa Lyes MnNo
If "Yes," describe these new services on Schedule O

3 Did the organization cease conducting, or make significant changes Iin how it conducts, any program
SErvICesS? .+ & 4w a a w anaw e whaawe e DYesNo
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 $ 146,960,986  including grants of $ 56,606 ) (Revenue $ 171,249,918)
See Additional Data

4b  (Code ) (Expenses $ 147,739,404  including grants of $ ) (Revenue $ 171,547,989 )
See Additional Data

4c (Code ) (Expenses $ including grants of $ ) (Revenue $ )

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

4e Total program service expenses P 294,700,390

Form 990 (2016)
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Page 3
EEXEY Checklist of Required Schedules

Yes No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes," complete Yes
Schedule A % 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 candidates No
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 4 Yes
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? N
If "Yes," complete Schedule C, Part III %) 5 °
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the right
to provide advice on the distribution or investment of amounts in such funds or accounts? N
If "Yes," complete Schedule D, Part I %) 6 °
Did the organization receive or hold a conservation easement, including easements to preserve open space, N
the environment, historic land areas, or historic structures? If "Yes, " complete Schedule D, Part II )l 7 °
Did the organization maintain collections of works of art, historical treasures, or other similar assets? N
If "Yes," complete Schedule D, Part III %) 8 °
Did the organization report an amount in Part X, line 21 for escrow or custodial account lability, serve as a custodian
for amounts not listed in Part X, or provide credit counseling, debt management, credit repair, or debt negotiation N
services?If "Yes," complete Schedule D, Part IV %) 9 °
Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments, 10 Yes
permanent endowments, or quasi-endowments? If "Yes,” complete Schedule D, Part V @,
If the organization’s answer to any of the following questions Is "Yes," then complete Schedule D, Parts VI, VII, VIII, IX,
or X as applicable
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? Y.
If "Yes," complete Schedule D, Part VI % . e e e e e 11a es
Did the organization report an amount for investments—other securities in Part X, line 12 that 1s 5% or more of Its total N
assets reported In Part X, line 167 If "Yes,” complete Schedule D, Part VII @) 11ib °
Did the organization report an amount for investments—program related in Part X, ine 13 that is 5% or more of Its N
total assets reported in Part X, line 16? If "Yes," complete Schedule D, Part VIII %) .. 11c °
Did the organization report an amount for other assets in Part X, line 15 that 1s 5% or more of Its total assets reported N
In Part X, line 167 If "Yes, " complete Schedule D, Part IX %) e e e e 11d °
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes, " complete Schedule D, Part X %) 11e | Yes
Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses 11f | Yes
the organization’s lability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X %)
Did the organization obtain separate, independent audited financial statements for the tax year?
If "Yes," complete Schedule D, Parts XI and XII %) . 12a | Yes
Was the organization included in consolidated, independent audited financial statements for the tax year? 12b | Yes
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 N

o

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 . P 14b No
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or for any
foreign organization? If "Yes,” complete Schedule F, Parts Il and IV . 15 No
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other assistance to
or for foreign individuals? If “Yes, ” complete Schedule F, Parts III and IV . . 16 No
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part IX, 17 No
column (A), ines 6 and 11e? If "Yes," complete Schedule G, Part I (see Instructions)
Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part VIII,
lines 1c and 8a? If "Yes,"” complete Schedule G, Part II . 18 No
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? If "Yes,”
complete Schedule G, Part IIT . .. 19 No

Form 990 (2016)



Form 990 (2016) Page 4
m Checklist of Required Schedules (continued)
Yes No
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H . . . . %) 20a | Yes
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return® %) 20b| v
es
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or domestic 21 Yes
government on Part IX, column (A), line 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 IX, 22 N
column (A), ine 2? If “"Yes,” complete Schedule I, Parts I and III . @, °
23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the organization’s
current and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes," 23 Yes
complete Schedule J . f e e
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $100,000 as of
the last day of the year, that was i1ssued after December 31, 20027 If "Yes, ” answer lines 24b through 24d and Y.
complete Schedule K If "No,” go to line 25a P %) 24a es
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . b
24 No
c Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . 24c No
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? 24d No
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations.
Did the organization engage in an excess benefit transaction with a disqualified person during the year? If "Yes, " 25 N
complete Schedule L, PartI . e . @, 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, PartI . . . « v &+ « « 4 e x4 e s s« s .. %)
26 Did the organization report any amount on Part X, line 5, 6, or 22 for recelvables 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 II @,
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor or employee thereof, a grant selection committee member, or to a 35% controlled entity or family member | 27 No
of any of these persons? If "Yes,” complete Schedule L, Part III . e . @,
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,
o
Part IV . . . . . . . . . . . . . . . . . . . . . . . . .J 28a Yes
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, Part
£ % 28b | Yes
c An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was an v
officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, Part IV . ®, 28c es
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 conservation
contributions? If "Yes," complete Schedule M 30 No
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N, PartI . N
31 °
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets?
If "Yes," complete Schedule N, Part II 32 No
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations sections Y.
301 7701-2 and 301 7701-3? If "Yes,” complete Schedule R, Part I ®, 33 s
34 Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Part II, III, or IV, and
Part 'V, line 1 e [ . Al 34 Yes
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 entity 35b N
within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V, line 2 @, °
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related N
organization? If "Yes," complete Schedule R, Part V, line 2 P ®, 36 °
37 Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization and that N
Is 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, ines 11b and 19? Note.
All Form 990 filers are required to complete Schedule O 38 Yes

Form 990 (2016)



Form 990 (2016)

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 .

la

2a

3a

4a

5a

9a

10

11

12a

13

14a

Yes No

Enter the number reported In Box 3 of Form 1096 Enter -0- If not applicable . . 1a 277
Enter the number of Forms W-2G included in line 1a Enter -0- If not applicable ib 0
Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
(gambling) winnings to prize winners? P . 1c Yes
Enter the number of employees reported on Form W-3, Transmittal of Wage and
Tax Statements, filed for the calendar year ending with or within the year covered by
thisreturn = . . « + . & 0 4 4 0 e e e 2a 3,128
If at least one Is 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 Is greater than 250, you may be required to e-file (see instructions)
Did the organization have unrelated business gross income of $1,000 or more during the year? 3a Yes
If “Yes,” has it filed a Form 990-T for this year?If "No” to line 3b, provide an explanation in Schedule O 3b Yes
At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a
financial account In a foreign country (such as a bank account, securities account, or other financial account)?

4a No
If "Yes," enter the name of the foreign country #»
See Instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR)
Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a No
Did any taxable party notify the organization that it was or 1s a party to a prohibited tax shelter transaction? 5b No
If "Yes," to line 5a or 5b, did the organization file Form 8886-T?

5¢c
Does the organization have annual gross receipts that are normally greater than $100,000, and did the organization 6a No
solicit any contributions that were not tax deductible as charitable contributions? .
If "Yes," did the organization include with every solicitation an express statement that such contributions or gifts were
not tax deductible? e . 6b
Organizations that may receive deductible contributions under section 170(c).
Did the organization receive a payment In excess of $75 made partly as a contribution and partly for goods and services| 7a No
provided to the payor? e .
If "Yes," did the organization notify the donor of the value of the goods or services provided? 7b
Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required to file
Form 82827 7c No
If "Yes," indicate the number of Forms 8282 filed during the year . . . . | 7d |
Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?

7e No
Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f No
If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as
required? . e e 79
If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form
1098-C? . P 7h
Sponsoring organizations maintaining donor advised funds.
Did a donor advised fund maintained by the sponsoring organization have excess business holdings at any time during
the year? e . 8
Did the sponsoring organization make any taxable distributions under section 4966? 9a
Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b
Section 501(c)(7) organizations. Enter
Initiation fees and capital contributions included on Part VIII, hne 12 . . . 10a
Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities | 10b
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 or received fromthem) . . . . . . . . . . 11b
Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10412 12a
If "Yes," enter the amount of tax-exempt interest received or accrued during the year b

12

Section 501(c)(29) qualified nonprofit health insurance issuers.
Is the organization licensed to Issue qualified health plans in more than one state?’Note. See the instructions for
additional information the organization must report on Schedule O 13a
Enter the amount of reserves the organization is required to maintain by the states in
which the organization is licensed to i1ssue qualified health plans . . . . 13b
Enter the amount of reservesonhand . . . . . . . . . . . . 13c
Did the organization receive any payments for indoor tanning services during the tax year? 14a No
If "Yes," has it filed a Form 720 to report these payments?If "No," provide an explanation in Schedule O . 14b

Form 990 (2016)



Form 990 (2016) Page 6

m Governance, Management, and Disclosurefor each "Yes" response to lines 2 through 7b below, and for a "No" response to lines
8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O See instructions

Check If Schedule O contains a response or note to any line inthisPartVI . . . . . . . . .« .+« . .+« . .
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 year 1a 12
If there are material differences in voting rights among members of the governing
body, or If the governing body delegated broad authority to an executive committee or
similar committee, explain in Schedule O
b Enter the number of voting members included in line 1a, above, who are independent
ib 9
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? . . . . . . & &+ 4 4w wwaaw 2 No
3 Did the organization delegate control over management duties customarily performed by or under the direct supervision 3 No
of officers, directors or trustees, or key employees to a management company or other person?
4 Did the organization make any significant changes to Its governing documents since the prior Form 990 was filed?
PR . 4 No
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 No
Did the organization have members or stockholders? . . . . . .+ . .+ .+ .+ .+ .« & .+ . . 6 Yes
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or more
members of the governing body? . . . . . . .+ .+« .+ .« .« .« . . P 7a Yes
b Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders, or 7b No
persons other than the governing body? P
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by
the following
a Thegoverning body? . . . . .+« & o v 4 4w e e e e e e 8a | Yes
Each committee with authority to act on behalf of the governing body?> . . . . . . . . . . . . 8b Yes
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization’s mailing address? If "Yes," provide the names and addresses in Schedule O . . . . . . . 9 No
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes No
10a Did the organization have local chapters, branches, or affiliates> . . . . . . . . .+ .+ . . 10a No
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters, affiliates,
and branches to ensure their operations are consistent with the organization's exempt purposes? 10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the
L ' e e E R CH
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," go to lne 13 . . . . . . . 12a| Yes
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to
conflicts? . . . . . . w h e e e e e e e 12b | Yes
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes," describe in
Schedule O how thiswasdone . . . .+ .+ « « +« +« + « . e e e 12¢c | 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
Other officers or key employees of the organization . . . . . . .+ .+ « + + « « .+ . . 15b | Yes
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a
taxable entity duringtheyear? . . . . . + . . 4 v 4 4 4w e e e 16a | Yes
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its participation
In Jjoint venture arrangements under applicable federal tax law, and take steps to safeguard the organization’s exempt
status with respect to such arrangements® . . . . . . . . . . . . 16b No

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

KY
18 Section 6104 requires an organization to make its Form 1023 (or 1024 if applicable), 990, and 990-T (501(c)(3)s only)
avallable for public inspection Indicate how you made these available Check all that apply
] own website [ Another's website Upon request 1 other (explain in Schedule O)

19 Describe In Schedule O whether (and If so, how) the organization made I1ts governing documents, conflict of interest
policy, and financial statements 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
] Larry Vaughn 800 Park Street Bowling Green, KY 421029876 (270) 745-1500

Form 990 (2016)



Form 990 (2016) Page 7

Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated Employees,
and Independent Contractors

Check If Schedule O contains a response or note to any line inthisPart VIL . . . Ve e e . O
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

1a Complete this table for all persons required to be listed Report compensation for the calendar year ending with or within the organization’s tax
year

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

® List all of the organization’s current key employees, If any See instructions for definition of "key employee "

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

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

® List all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations

List persons In the following order Individual trustees or directors, institutional trustees, officers, key employees, highest
compensated employees, and former such persons

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

(A) (B) (9] (D) (E) (F)

Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per 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 organizations from the
for related o >~ o T (W- 2/1099- (W-2/1099- organization and

23| = |8 y = [
organizations | = 7 | 3 § r2as (= MISC) MISC) related
below dotted | &= | 5§ |2 |4 |2% |3 organizations
line) P =S Il = N -
[REETA I 1.2.“ B3 o
“EE| R
Iy = D -
T | = T
T |4 o
T B
T a-‘
(=8
(1) ELI JACKSON III DMD 200
............................................................................... X X o] o} 0
Chairman 200
(2) Dr Paul Cook 200
............................................................................... X X o] o} 0
Vice Chairman 200
(3) Joe Natcher 200
............................................................................... X X o] o} 0
Secretary 600
(4) Cathy Bishop 200
............................................................................... X o] o} 0
Director 200
(5) Dr Donna Blackburn 200
............................................................................... X o] o} 0
Director 400
(6) Janet Johnson 200
............................................................................... X o] o} 0
Director 000
(7) Tommy Loving 200
............................................................................... X o] o} 0
Director 4 00
(8) Mohammed Kazimuddin MD 200
............................................................................... X 37,750 o} 0
Director 000
(9) Doug Thomson MD 200
............................................................................... X o] 1,813 0
director 200
(10) Donald Brown MD 200
............................................................................... X o] 603,883 31,156
Director 000
(11) CONNIE SMITH 200
............................................................................... X X o] 868,646 11,764
Director/President & CEO 52 00
(12) Bob Hovious 200
............................................................................... X o] o} 0
director 600
(13) BARBARA JEAN CHERRY 100
............................................................................... X o] 514,333 11,076
clo/executive vice president 51 00
(14) Betsy Kullman 200
............................................................................... X o] 287,075 18,694
CNO/Executive Vice President 50 00
(15) Ronald G Sowell 200
............................................................................... X o] 524,676 10,548
CFO/Executive Vice President 50 00
(16) Sarah Moore 100
....................................................................................... X 0 165,271 5,540
Exec Vice Pres (retired 7/1/16) 50 00
(17) Eric Hagan 200
............................................................................... X o] 258,474 18,182
Vice President/ Administration 49 00

Form 990 (2016)



Form 990 (2016)

Page 8

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

(A) (B) (<) (D) (E) (F)

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

23| = = [T
organizations [ 2 5 | 3 g rl3a |2 MISC) related
below dotted | & 2 [ & | ¢ | ?. z13 organizations
line) Pelz |13 |7a |2
78 |¢a Tt
= = - 5
I |2
e | = Pl =
T = n
T f-;’; &
; 8
T T
=9
(18) WADE R STONE 100
............................................................................................. X 0 287,329 26,818
executive vice president 50 00
(19) Alan Alexander 40 00
............................................................................................. X 166,730 0 33,565
Vice President/ Administration 0 00
(20) Aric Polston 40 00
............................................................................................. X 167,105 0 11,618
Director/Pharmacy 0 00
(21) DAVID REEVES 40 00
............................................................................................. X 174,061 0 30,312
Pharmacy Manager 0 00
(22) Eddie Scott 40 00
............................................................................................. X 191,785 0 15,931
Director/Radiology 0 00
(23) Swaranyit Chani MD 40 00
............................................................................................. X 256,114 0 14,229
Physician MCC 0 00
(24) Sarah Rogers 40 00
............................................................................................. X 185,070 0 11,658
Physicist 0 00
ibSub-Total . . . . . . . . .« « .+ .+ « & . . P
c Total from continuation sheets to Part VII, Section A . . . . »
dTotal (add linesiband1c) . . . . . . . . . . . » 1,178,615 3,511,500 251,091
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000
of reportable compensation from the organization » 48
Yes No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated employee on
line 1a? If "Yes," complete Schedule J for such individual . . . .« .« « « « & & &« o« . . 3 No
4 For any individual listed on line 1a, I1s 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 .« . . . . . 0 0 0 e e e e e e e g Yes
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for
services rendered to the organization?If "Yes," complete Schedule J for such person . . . .« .+« .+« . . 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

(R) (B) (C)
Name and business address Description of services Compensation
INFOPARTNERS INC SANTA ROSA CONSULTING Professional fees 4,514,586
PO BOX 347747
Pittsburgh, PA 152514747
Aramark Corporation Biomed Equip Repair Services 4,344,243
12483 Collections Center Drive
Chicago, IL 60693
Morrison Management Specialists inc Cafeteria Services 3,116,810
PO Box 102289
Atlanta, GA 303682289
Wehr Constructors Inc Construction Services 1,855,767
2517 Plantside Drive
Louisville, KY 40299
Logans Uniform Rental Inc Laundry Services 1,543,901
PO Box 643958
Cincinnati, OH 45264
2 Total number of independent contractors (including but not imited to those listed above) who received more than $100,000 of
compensation from the organization #» 52

Form 990 (2016)
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m Statement of Revenue

Page 9

Check If Schedule O contains a

response or note to any line in this Part VIII

O

(A) (B) (<) (D)
Total revenue Related or Unrelated Revenue
exempt business excluded from
function revenue tax under sections
revenue 512-514
P 1a Federated campaigns | 1a |
2
< g b Membership dues | 1ib |
2 s
(9 £ | ¢ Fundraising events . . | ic |
=
.3‘2: ‘E d Related organizations | 1d | 91,930
-0
(D = | e Government grants (contributions) | le | 22,514
4 E
= U_7 f All other contributions, gifts, grants,
[=] and similar amounts not included
- - 1f 6,700
= o above
- =
'E 5 g Noncash contributions included
- In hnes la-1f $
=T
o <
O ® | h Total.Add lines 1a-1f . » 121,144
1 Business Code
=
E 2a OUTPATIENT SERVICES 621400 168,783,880 168,783,880
>
& b INPATIENT SERVICES 621110 167,894,575 167,894,575
3
[
z
X d
c e
©
& | f All other program service revenue
o 336,678,455
& | gTotal.Add lines 2a-2f . »
3 Investment income (including dividends, interest, and other
similar amounts) » 5,754,667 5,754,667
4 Income from investment of tax-exempt bond proceeds »
5 Royalties »
(1) Real (1) Personal
6a Gross rents
2,975,834
b Less rental expenses 3,942,175
¢ Rental iIncome or -966,341
(loss)
d Net rental income or (loss) > -966,341 -966,341
(1) Securities (1) Other
7a Gross amount
from sales of 32,318,021 1,850
assets other
than inventory
b Less costor
other basis and 31,468,500 3,565
sales expenses
€ Gain or (loss) 849,521 1,715
d Net gain or (loss) » 847,806 847,806
8a Gross Income from fundraising events
® (not including $ of
3 contributions reported on line 1c)
§ See Part IV, line 18 a
é’ bLess direct expenses b
; c Net income or (loss) from fundraising events . . »
£ |9a Gross income from gaming activities
O See Part IV, line 19
a
b Less direct expenses b
c Net income or (loss) from gaming activities . . »
10aGross sales of inventory, less
returns and allowances
a
b Less cost of goods sold b
¢ Net income or (loss) from sales of inventory . . »
Miscellaneous Revenue Business Code
11laRETAIL PHARMACY SALES 446110 12,985,607 4,633,580 8,352,027
b MEDICAL EQUIPMENT SALES 453000 6,521,393 2,381,432 4,139,961
€ Misc Income 621500 3,857,003 3,197,808 659,195
d All other revenue 1,716,778 540,212 1,176,566
e Total. Add lines 11a-11d »
25,080,781
12 Total revenue. See Instructions >
367,516,512 342,797,907 9,432,736 15,164,725

Form 990 (2016)



Form 990 (2016) Page 10
Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns All other organizations must complete column (A)
Check If Schedule O contains a response or note to any line in this Part IX . . [l
Do not include amounts reported on lines 6b, (A) Pro ra(r:?)semce Mana érfllnt and (D)
7b, 8b, 9b, and 10b of Part VIII. Total expenses gxpenses gener?al expenses Fundraisingexpenses
1 Grants and other assistance to domestic organizations and 56,606 56,606
domestic governments See Part IV, line 21
2 Grants and other assistance to domestic individuals See Part
IV, line 22
3 Grants and other assistance to foreign organizations, foreign
governments, and foreign individuals See Part IV, line 15
and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors, trustees, and
key employees
6 Compensation not included above, to disqualified persons (as
defined under section 4958(f)(1)) and persons described In
section 4958(c)(3)(B) PR
7 Other salaries and wages 106,808,323 101,814,870 4,993,453
8 Pension plan accruals and contributions (include section 401 9,546,647 9,091,838 454,809
(k) and 403(b) employer contributions)

9 Other employee benefits 21,187,795 20,178,392 1,009,403
10 Payroll taxes 7,892,762 7,516,391 376,371
11 Fees for services (non-employees)

a Management 15,634,219 83,000 15,551,219
b Legal 976,560 84,324 892,236
c Accounting 460,552 2,400 458,152
d Lobbying
e Professional fundraising services See Part IV, line 17
f Investment management fees
g Other (If ine 11g amount exceeds 10% of line 25, column 30,011,783 30,011,783
(A) amount, list line 11g expenses on Schedule O)
12 Advertising and promotion 1,251,501 142,364 1,109,137
13 Office expenses 18,432,071 12,298,842 6,133,229
14 Information technology 5,376,671 5,376,671
15 Royalties
16 Occupancy 3,815,620 3,405,425 410,195
17 Travel 1,090,567 978,507 112,060
18 Payments of travel or entertainment expenses for any
federal, state, or local public officials
19 Conferences, conventions, and meetings
20 Interest 3,417,053 2,737,190 679,863
21 Payments to affiliates
22 Depreciation, depletion, and amortization 15,060,743 10,420,312 4,640,431
23 Insurance 4,940,271 4,553,829 386,442
24 Other expenses Itemize expenses not covered above (List
miscellaneous expenses In line 24e If line 24e amount
exceeds 10% of line 25, column (A) amount, list line 24e
expenses on Schedule O )
a Taxes 295,000 295,000
b MEDICAL SUPPLIES 76,978,853 76,808,888 169,965
c PHYSICIAN EXPENSE 16,762,180 4,340,381 12,421,799
d OTHER TAXES AND LICENSE 4,251,612 4,057,759 193,853
e All other expenses 1,689,667 740,618 949,049
25 Total functional expenses. Add lines 1 through 24e 345,937,056 294,700,390 51,236,666 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 (2016)



Form 990 (2016) Page 11
m Balance Sheet
Check If Schedule O contains a response or note to any line in this Part IX . . O
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing 26,097,370 1 22,375,702
2 Savings and temporary cash investments 233,747174( 2 226,968,729
3 Pledges and grants receivable, net 3
4 Accounts recelvable, net 40,604,080 4 53,426,195
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees Complete Part 5
II of Schedule L
6 Loans and other receivables from other disqualified persons (as defined under
section 4958(f)(1)), persons described in section 4958(c)(3)(B), and
contributing employers and sponsoring organizations of section 501(c)(9) 6
voluntary employees' beneficiary organizations (see Instructions) Complete
19 Part IT of Schedule L
‘a,’ 7 Notes and loans recelvable, net 7
& Inventories for sale or use 10,922,838 11,514,716
< 9 Prepaid expenses and deferred charges 14,020,757 9 16,704,091
10a Land, buildings, and equipment cost or other
basis Complete Part VI of Schedule D 10a 384,104,922
b Less accumulated depreciation 10b 245,579,006 124,418,009( 10c 138,525,916
11 Investments—publicly traded securities 14,781,933 11 18,390,070
12 Investments—other securities See Part IV, line 11 12
13 Investments—program-related See Part 1V, line 11 2,429,446( 13 2,324,537
14 Intangible assets 14
15 Other assets See Part IV, line 11 8,382,106 15 8,582,602
16 Total assets.Add lines 1 through 15 (must equal line 34) 475,403,713 16 498,812,558
17 Accounts payable and accrued expenses 40,878,803 17 45,656,084
18 Grants payable 18
19 Deferred revenue 1,186,711] 19 1,297,337
20 Tax-exempt bond labilities 100,193,121 20 95,110,028
» |21 Escrow or custodial account liability Complete Part IV of Schedule D 21
2 22 Loans and other payables to current and former officers, directors, trustees,
=
- key employees, highest compensated employees, and disqualified
~
3] persons Complete Part II of Schedule L 22
=23  secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities (including federal income tax, payables to related third parties, 62,944,860 25 63,265,942
and other habilities not included on lines 17-24)
Complete Part X of Schedule D
26 Total liabilities.Add lines 17 through 25 205,203,495( 26 205,329,391
q"‘) Organizations that follow SFAS 117 (ASC 958), check here » and
Q complete lines 27 through 29, and lines 33 and 34.
&|27 Unrestricted net assets 268,623,249( 27 291,817,633
5 28 Temporarily restricted net assets 28
T |29 Permanently restricted net assets 1,576,969 29 1,665,534
E Organizations that do not follow SFAS 117 (ASC 958),
5 check here » [ and complete lines 30 through 34.
«~ | 30 Capital stock or trust principal, or current funds . 30
§ 31 Paid-in or capital surplus, or land, building or equipment fund 31
é 32 Retained earnings, endowment, accumulated income, or other funds 32
@ |33 Total net assets or fund balances 270,200,218| 33 293,483,167
z 34 Total liabilities and net assets/fund balances 475,403,713| 34 498,812,558

Form 990 (2016)



Form 990 (2016) Page 12
m Reconcilliation of Net Assets
Check If Schedule O contains a response or note to any line in this Part XI
1 Total revenue (must equal Part VIII, column (A), line 12) 1 367,516,512
2 Total expenses (must equal Part IX, column (A), line 25) 2 345,937,056
3 Revenue less expenses Subtract line 2 from line 1 3 21,579,456
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) 4 270,200,218
5 Net unrealized gains (losses) on investments 5 3,971,943
6 Donated services and use of facilities 6
7 Investment expenses 7
8 Prior period adjustments 8
9 Other changes In net assets or fund balances (explain in Schedule O) 9 -2,268,450
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33, column (B))| 10 293,483,167
m Financial Statements and Reporting
Check If Schedule O contains a response or note to any line in this Part XII
Yes No
1 Accounting method used to prepare the Form 990 O cash Accrual [ other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a No
If ‘Yes,” check a box below to indicate whether the financial statements for the year were compiled or reviewed on a
separate basis, consolidated basis, or both
O Separate basis [ consolidated basis [ Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? 2b Yes
If 'Yes,” check a box below to indicate whether the financial statements for the year were audited on a separate basis,
consolidated basis, or both
O Separate basis [ consolidated basis Both consolidated and separate basis
c 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? 2c Yes
If the organization changed either its oversight process or selection process during the tax year, explain in Schedule O
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the Single
Audit Act and OMB Circular A-133? 3a No
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the required
audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits 3b

Form 990 (2016)



Additional Data

Software 1ID:
Software Version:
EIN: 61-0920842

Name: Bowling Green Warren County Community
Hospital Corporation
Form 990 (2016)

Form 990, Part III, Line 4a:

THE HOSPITAL IS AN ACUTE CARE HOSPITAL ENGAGED IN PROVIDING SERVICE TO INPATIENTS, BY OR UNDER THE SUPERVISION OF PHYSICIANS, DIAGNOSTIC AND
THErapeutic SERVICES FOR MEDICAL DIAGNOSIS, TREATMENT, AND CARE OF INJURED, DISABLED OR SICK PERSONS, OR REHABILITATION OF INJURED, DISABLED, OR
SICK PERSONS ORGANIZATIONBOWLING GREEN - WARREN COUNTY COMMUNITY HOSPITAL CORPORATION, DBA THE MEDICAL CENTER ("THE MEDICAL CENTER"), A
KENTUCKY NON-STOCK, NON-PROFIT CORPORATION EXEMPT FROM INCOME TAXES UNDER SECTION 501(C)(3) OF THE INTERNAL REVENUE CODE OF 1986, WAS
ESTABLISHED TO ACT AND OPERATE EXCLUSIVELY FOR CHARITABLE PURPOSES SERVING THE LOCAL CITY, COUNTY AND SURROUNDING COUNTIES IN SOUTH-CENTRAL
KENTUCKY BEGUN IN 1926, THE MEDICAL CENTER HAS A RICH HERITAGE OF SERVING OUR COMMUNITY'S HEALTHCARE NEEDS AND BEING THE LEADER IN PROVIDING
QUALITY CARE IN A TECHNOLOGICALLY ADVANCED SETTING THE MEDICAL CENTER IS LICENSED BY THE CABINET FOR HEALTH AND FAMILY SERVICES, COMMONWEALTH
OF KENTUCKY, PURSUANT TO IRS CHAPTER 216B AND THE REGULATIONS PROMULGATED THEREUNDER, OPERATING WITH CAMPUSES IN BOWLING GREEN, KY AND
SCOTTSVILLE, KY THE MEDICAL CENTER's LICENSED BEDS INCLUDE BOWLING GREEN SCOTTSVILLE CAVERNA TOTALACUTE CARE 313 313CRITICAL ACCESS ACUTE
25 25 50PSYCHIATRIC 24 24NURSING FACILITY 110 110SUBTOTAL- BEDS 337 135 25 497 SERVICES THE MEDICAL CENTER IS PRIMARILY ENGAGED IN PROVIDING TO
INPATIENTS, BY OR UNDER THE SUPERVISION OF PHYSICIANS, DIAGNOSTIC AND THERAPEUTIC SERVICES FOR MEDICAL DIAGNOSIS, TREATMENT, AND CARE OF
INJURED, DISABLED, OR SICK PERSONS, OR REHABILITATION SERVICES FOR THE REHABILITATION OF INJURED, DISABLED, OR SICK PERSONS AS A HOSPITAL, IT
MAINTAINS CLINICAL RECORDS ON ALL PATIENTS AND HAS BYLAWS IN EFFECT CONCERNING ITS STAFF OF PHYSICIANS IT REQUIRES THAT EVERY PATIENT MUST BE
UNDER THE CARE OF A PHYSICIAN AND PROVIDES 24-HOUR NURSING SERVICE BY OR SUPERVISED BY A REGISTERED PROFESSIONAL NURSE, AND HAS A LICENSED
PRACTICAL NURSE OR REGISTERED PROFESSIONAL NURSE ON DUTY AT ALL TIMES IT HAS IN EFFECT A HOSPITAL UTILIZATION REVIEW PLAN AND IS LICENSED OR IS
APPROVED BY THE STATE OF KENTUCKY AS MEETING THE STANDARDS ESTABLISHED FOR SUCH LICENSING IT ALSO MEETS OTHER HEALTH AND SAFETY REQUIREMENTS
OF THE SECRETARY OF HEALTH AND HUMAN SERVICES SERVICES OFFERED INCLUDE - ACUTE MEDICAL CARE- SKILLED MEDICAL CARE- INTENSIVE/CORONARY CARE-
PHARMACY- INVASIVE CARDIOLOGY- PHYSICAL THERAPY- LABORATORY, CLINICAL AND PATHOLOGY- RADIATION MEDICINE (INPATIENT / OUTPATIENT ONCOLOGY)-
HOME HEALTH SERVICES- SURGICAL INPATIENT SERVICES- SURGICAL OUTPATIENT SERVICES- EMERGENCY ROOM SERVICES- OUTPATIENT SERVICES- RESPIRATORY
THERAPY SERVICES- RADIOLOGY, INCLUDING MAMMOGRAPHY, DIAGNOSTIC X-RAY, NUCLEAR MEDICINE, CAT SCANNING, ULTRASOUND, CARDIOLOGY, POSITRON
EMISSION TOMOGRAPHYTHE MEDICAL CENTER'S PROFESSIONAL STAFF INCLUDES PHYSICIANS WHO ARE ENGAGED IN THE PRACTICE OF MEDICINE AND WHO REPRESENT
MULTIPLE SPECIALTIES, INCLUDING FAMILY PRACTICE AND EMERGENCY CARE THE STAFF ALSO INCLUDES NURSES, PHYSICAL, OCCUPATIONAL, AND SPEECH
THERAPISTS, PSYCHOLOGISTS, RESPIRATORY THERAPISTS, NUTRITIONISTS AND OTHERS USING AN INTERDISCIPLINARY TEAM APPROACH, THE STAFF WORK
COLLABORATIVELY TO PROVIDE PRIMARY QUTPATIENT CARE, RENDERED IN AN EMERGENCY ROOM AND OUTPATIENT SETTING, AND SECONDARY CARE CONSISTING OF
INPATIENT SERVICES OF A GENERAL AND SPECIALIZED NATURE COMMUNITY BENEFIT AND CHARITYAS A HOSPITAL, THE MEDICAL CENTER (1) IS ORGANIZED AS A
NONPROFIT CHARITABLE ORGANIZATION FOR THE PURPOSE OF OPERATING AS A HOSPITAL FOR THE CARE OF THE SICK,(2) IS OPERATED FOR THE CARE OF ALL
PERSONS IN THE COMMUNITY REGARDLESS OF ABILITY TO PAY THE COST THEREOF, EITHER DIRECTLY OR THROUGH THIRD-PARTY REIMBURSEMENT,(3) WILL NOT
RESTRICT USE OF ITS FACILITIES TO A PARTICULAR GROUP OF PHYSICIANS AND SURGEONS TO THE EXCLUSION OF ALL OTHER QUALIFIED DOCTORS, AND(4) WILL NOT
PERMIT ANY OF ITS EARNINGS TO INURE DIRECTLY OR INDIRECTLY TO THE BENEFIT OF ANY PRIVATE SHAREHOLDER OR INDIVIDUAL THE MEDICAL CENTER PROVIDES
CARE TO PATIENTS WHO MEET CERTAIN CRITERIA UNDER THEIR CARE POLICY WITHOUT CHARGE OR AT AMOUNTS LESS THAN THEIR ESTABLISHED RATES BECAUSE THE
MEDICAL CENTER DOES NOT PURSUE COLLECTION OF AMOUNTS DETERMINED TO QUALIFY AS CHARITY CARE, REVENUE IS NOT RECORDED FOR SUCH SERVICES THE
MEDICAL CENTER MAINTAINS RECORDS TO IDENTIFY AND MONITOR THE LEVEL OF CHARITY CARE THEY PROVIDE THESE RECORDS INCLUDE THE AMOUNT OF CHARGES
FORGONE FOR SERVICES AND SUPPLIES FURNISHED UNDER THEIR CHARITY CARE POLICY OTHER UNCOMPENSATED CARE RELATES PRINCIPALLY TO CONTRACTUAL
ALLOWANCES FOR GOVERNMENT PAYERS, DISCOUNTS TAKEN BY COMMERCIAL PAYERS AND BAD DEBTS BENEFITS FOR THE POOR INCLUDE SERVICES PROVIDED TO
PERSONS WHO CANNOT AFFORD HEALTH CARE BECAUSE OF INADEQUATE RESOURCES OR WHO ARE UNINSURED THIS INCLUDES TRADITIONAL CHARITY CARE AT
STANDARD BILLING RATES AND THE COSTS OF TREATING MEDICAID BENEFICIARIES IN EXCESS OF GOVERNMENT PAYMENTS THE MEDICAL CENTER DOES NOT PURSUE
THE COLLECTION OF AMOUNTS DETERMINED TO BE TRADITIONAL CHARITY CARE THEREFORE, THESE AMOUNTS ARE NOT INCLUDED IN NET PATIENT SERVICE REVENUE
BENEFITS FOR THE BROADER COMMUNITY INCLUDE SERVICES PROVIDED TO OTHER NEEDY INDIVIDUALS WHO MAY NOT QUALIFY AS INDIGENT BUT WHO NEED SPECIAL
SERVICES AND SUPPORT EXAMPLES INCLUDE THE ELDERLY, SUBSTANCE ABUSERS, VICTIMS OF CHILD ABUSE, AND THE DISABLED THEY ALSO INCLUDE THE COST OF
HEALTH PROMOTION AND EDUCATION, HEALTH CLINICS AND SCREENINGS, AND THE UNREIMBURSED COST OF MEDICAL TRAINING, WHICH BENEFIT THE BROADER
COMMUNITY IN ADDITION TO THE ABOVE, THE MEDICAL CENTER PROVIDES A WIDE RANGE OF COMMUNITY BENEFITS INCLUDING COORDINATION OF CHARITABLE
ACTIVITIES BY THE MEDICAL CENTER STAFF AND PROVIDING MEDICAL CENTER SPACE FOR COMMUNITY GROUPS THAT CANNOT BE QUANTIFIED SIGNIFICANT PROGRAM
SERVICE ACHIEVEMENTS DAYS OF ACUTE PATIENT CARE (INCLUDING NURSERY) 98,350DAYS OF SKILLED NURSING CARE 38,702BIRTHS 2,4960PEN HEART PROCEDURES
302SURGERIES 13,127EMERGENCY ROOM VISITS 63,910AMBULANCE RUNS 22,661




Form 990, Part II1I, Line 4b:

The Hospital serves the community by providing certain outpatient services including an emergency department by or under the supervision of physicians, diagnostic and
therapeutic services for medical diagnosis, treatment, and care of injured, disabled, or sick persons, or rehabilitation of injured, disabled, or sick persons
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SCHEDULE A Public Charity Status and Public Support

OMB No 1545-0047

(Form 990 or Complete if the organization is a section 501(c)(3) organization or a section 2 0 1 6
990EZ)

Department of the Treasurs P Information about Schedule A (F_orm 990 or 990-EZ) and its instructions is at Open to P_Ub“C
Lutemal Revcnue Serc www.irs.qov/form990. Inspection

4947(a)(1) nonexempt charitable trust.

P Attach to Form 990 or Form 990-EZ.

Name of the organization
Bowling Green Warren County Community
Hospital Corporation

Employer identification number

61-0920842

m Reason for Public Charity Status (All organizations must complete this part.) See Instructions.
The organization Is not a private foundation because it 1s (For lines 1 through 12, 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 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 [J An organization operated for the benefit of a college or university owned or operated by a governmental unit described in section 170
(b)(1)(A)(iv). (Complete Part II )

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

[0 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 II )
[0 A community trust described in section 170(b)(1)(A)(vi) (Complete Part II )
[ An agricultural research organization described in 170(b)(1)(A)(ix) operated in conjunction with a land-grant college or university or a
non-land grant college of agriculture See Instructions Enter the name, city, and state of the college or university
10 [0 Anorganization that normally receives (1) more than 331/3% of its support from contributions, membership fees, and gross receipts
from activities related to its exempt functions—subject to certain exceptions, and (2) no more than 331/3% of its support from gross
Investment income and unrelated business taxable income (less section 511 tax) from businesses acquired by the organization after June
30, 1975 See section 509(a)(2). (Complete Part III )
11 [0 Anorganization organized and operated exclusively to test for public safety See section 509(a)(4).
12 [J Anorganization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of one or
more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check the box
In lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g

a [0 Type I. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving the supported
organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting organization You must
complete Part IV, Sections A and B.

b [0 Type IL A supporting organization supervised or controlled in connection with its supported organization(s), by having control or
management of the supporting organization vested in the same persons that control or manage the supported organization(s) You
must complete Part IV, Sections A and C.

c [0 Type III functionally integrated. A supporting organization operated in connection with, and functionally integrated with, its
supported organization(s) (see instructions) You must complete Part IV, Sections A, D, and E.

d [0 Type III non-functionally integrated. A supporting organization operated in connection with its supported organization(s) that is not
functionally integrated The organization generally must satisfy a distribution requirement and an attentiveness requirement (see
instructions) You must complete Part IV, Sections A and D, and Part V.

e [0 Check this box If the organization received a written determination from the IRS that it 1s a Type I, Type II, Type III functionally
Integrated, or Type III non-functionally integrated supporting organization

f  Enter the number of supported organizations

9  Provide the following information about the supported organization(s)

(i)Name of supported organization (i1)EIN (iii) Type of (iv) (v) (vi)
organization Is the organization listed in Amount of Amount of other
(described on lines your governing document? monetary support support (see
1- 10 above (see (see Instructions) Instructions)
Instructions))
Yes No
Total
For Paperwork Reduction Act Notice, see the Instructions for Cat No 11285F Schedule A (Form 990 or 990-EZ) 2016

Form 990 or 990-EZ.
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IEETEM support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)
(Complete only If you checked the box on line 5, 7, 8, or 9 of Part I or If the organization failed to qualify under Part
III. If the organization fails to qualify under the tests listed below, please complete Part III.)
Section A. Public Support

(or ﬁscafifa“rd;;g‘gﬁf‘gng in) > (a)2012 (b)2013 (c)2014 (d)2015 (e)2016 (F)Total

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

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

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

4 Total. Add lines 1 through 3

5 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)

6 Public support. Subtract line 5 from
line 4

Section B. Total Support

(or ﬁscaf;:fa"rd;;g‘gﬁzgng in) > (a)2012 (b)2013 (c)2014 (d)2015 (e)2016 (f)Total

7 Amounts from line 4

8 Gross Income from interest,
dividends, payments received on
securities loans, rents, royalties and
Income from similar sources

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

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

11 Total support. Add lines 7 through

12 Glrgss receipts from related activities, etc (see instructions) | 12 |
13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3) organization,
checkthlsboxandstophere........................................PD
Section C. Computation of Public Support Percentage
14 Public support percentage for 2016 (line 6, column (f) divided by line 11, column (f)) 14
15 Public support percentage for 2015 Schedule A, Part II, line 14 15
16a 33 1/3% support test—20186. If the organization did not check the box on line 13, and line 14 1s 33 1/3% or more, check this box
and stop here. The organization qualifies as a publicly supported organization »
b 33 1/3% support test—2015. If the organization did not check a box on line 13 or 16a, and line 15 1s 33 1/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization » [

17a 10%-facts-and-circumstances test—2016. If the organization did not check a box on line 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 » [
b 10%-facts-and-circumstances test—2015. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 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 | 4 |:|
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
instructions » ]

Schedule A {Form 990 or 990-EZ) 2016
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.m Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only If you checked the box on line 10 of Part I or If the organization failed to qualify under Part II. If

Page 3

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

Section A. Public Support

Calendar year
(or fiscal year beginning in) P
Gifts, grants, contributions, and
membership fees received (Do not
include any "unusual grants ")
Gross receipts from admissions,
merchandise sold or services
performed, or facilities furnished in
any activity that is related to the
organization's tax-exempt purpose

Gross receipts from activities that are
not an unrelated trade or business
under section 513

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 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 Add lines 7a and 7b

8

Public support. (Subtract line 7c
from line 6 )

(a)2012

(b)2013

(c)2014

(d)2015

(e)2016

(f)Total

Section B. Total Support

Calendar year
(or fiscal year beginning in) P

9 Amounts from line 6
10a Gross income from Interest,

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

b Unrelated business taxable income

(less section 511 taxes) from
businesses acquired after June 30,
1975

¢ Add lines 10a and 10b
11 Net income from unrelated business

activities not included in line 10b,
whether or not the business i1s
regularly carried on

12 Other income Do not include gain or

loss from the sale of capital assets
(Explain in Part VI )

13 Total support. (Add lines 9, 10c,

14

11, and 12)

(a)2012

(b)2013

(c)2014

(d)2015

(e)2016

(f)Total

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

check this box and stop here

» [

Section C. Computation of Public Support Percentage

15 Public support percentage for 2016 (line 8, column (f) divided by line 13, column (f)) 15

16 Public support percentage from 2015 Schedule A, Part III, line 15 16
Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2016 (line 10c, column (f) divided by line 13, column (f)) 17

18 Investment income percentage from 2015 Schedule A, Part 111, ine 17 18

193 331/3% support tests—2016. If the organization did not check the box on line 14, and line 15 s more than 33 1/3%, and line 17 Is not

20

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—2015. If 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

Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions

» ]
» [

Schedule A {(Form 990 or 990-EZ) 2016
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Im Supporting Organizations
(Complete only If you checked a box on line 12 of Part I If you checked 12a of Part I, complete Sections A and B If you checked 12b of
Part I, complete Sections A and C If you checked 12c of Part I, complete Sections A, D, and E If you checked 12d of Part I, complete

Page 4

Sections A and D, and complete Part V )

Section A. All Supporting Organizations

3a

4a

5a

9a

10a

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
(@)(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 in section 501(c)(4), (5), or (6)? If "Yes," answer (b) and (c)
below

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

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

Was any supported organization not organized in the United States ("foreign supported organization")? If "Yes” and if you
checked 12a or 12b in Part I, answer (b) and (c) below

Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign supported
organization? If "Yes,” describe in Part VI how the organization had such control and discretion despite being controlled or
supervised by or in connection with its supported organizations

Yes

3a

3b

3c

4b

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

to the foreign supported organization was used exclusively for section 170(c)(2)(B) purposes

4c

Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,” answer (b) and
(c) below (if applicable) Also, provide detail in Part VI, including (1) the names and EIN numbers of the supported
organizations added, substituted, or removed, (1) the reasons for each such action, (i) the authority under the

organization’s organizing document authorizing such action, and (iv) how the action was accomplished (such as by

5a

amendment to the organizing document)

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

5b

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

5c

Did the organization provide support (whether in the form of grants or the provision of services or facilities) to anyone other
than (1) its supported organizations, (i) individuals that are part of the charitable class benefited by one or more of its
supported organizations, or (i1) 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
section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity with regard to a

substantial contributor? If "Yes,” complete Part I of Schedule L (Form 990 or 990-EZ)

Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 7? If "Yes,”

complete Part I of Schedule L (Form 990 or 990-EZ)

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(a)(1) or (2))? If "“Yes,”

provide detail in Part VI.

Did one or more disqualified persons (as defined in line 9a) hold a controlling interest in any entity in which the supporting

organization had an interest? If "Yes,” provide detail in Part VI,

9b

Did a disqualified person (as defined in line 9a) 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.

9c

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

answer line 10b below

10a

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

the organization had excess business holdings)

10b

Schedule A {Form 990 or 990-EZ) 2016
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Im Supporting Organizations (continued)

Page 5

11

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?

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

Yes

11a

11b

11c

Section B. Type I Supporting Organizations

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

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

Yes

Section C. Type IT Supporting Organizations

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)

Yes

Section D. All Type III Supporting Organizations

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, (1) a copy of the
Form 990 that was most recently filed as of the date of notification, and (111) copies of the organization’s governing
documents In effect on the date of notification, to the extent not previously provided?

Were any of the organization’s officers, directors, or trustees either (1) appointed or elected by the supported organization
(s) or (u1) 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 supported organization(s)

By reason of the relationship described in (2), did the organization’s supported organizations have a significant voice in the
organization’s investment policies and in directing the use of the organization’s income or assets at all times during the tax
year? If "Yes," describe in Part VI the role the organization’s supported organizations played in this regard

Yes

S

ection 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 [[J The organization is the parent of each of its supported organizations Complete line 3 below

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

Activities Test Answer (a) and (b) below.

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

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

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

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

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 in Part VI. the role played by the organization in this regard

Yes

2a

2b

3a

3b

Schedule A {(Form 990 or 990-EZ) 2016
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lm Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations
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1

Check here If the organization satisfied the Integral Part Test as a qualifying trust on Nov 20, 1970 See instructions. All other
Type III non-functionally integrated supporting organizations must complete Sections A through E

SO N b W NR

~N

Section A - Adjusted Net Income

Net short-term capital gain
Recoveries of prior-year distributions
Other gross iIncome (see Instructions)
Add lines 1 through 3

Depreciation and depletion

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

Other expenses (see Instructions)

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

(A) Prior Year

(B) Current Year
{optional)

| bh|WIN|=

~N

oD o n T o

iy

W N O

Section B - Minimum Asset Amount

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

Average monthly value of securities

Average monthly cash balances

Fair market value of other non-exempt-use assets
Total (add lines 1a, 1b, and 1c)

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

Acquisition indebtedness applicable to non-exempt use assets
Subtract line 2 from line 1d

Cash deemed held for exempt use Enter 1-1/2% of line 3 (for greater amount, see
Instructions)

Net value of non-exempt-use assets (subtract line 4 from line 3)
Multiply line 5 by 035
Recoveries of prior-year distributions

Minimum Asset Amount (add line 7 to line 6)

(A) Prior Year

(B) Current Year
{optional)

1a

1ib

1c

id

N

W

NG| b

SO N b W N

~N

Section C - Distributable Amount

Adjusted net income for prior year (from Section A, line 8, Column A)
Enter 85% of line 1

Minimum asset amount for prior year (from Section B, line 8, Column A)
Enter greater of line 2 or line 3

Income tax imposed In prior year

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

Current Year

aln|bh| W|IN|=

[[] Check here if the current year Is the organization's first as a non-functionally-integrated Type III supporting organization (see

Instructions)

Schedule A (Form 990 or 990-FE7Z) 2016
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lm Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
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S

ection D - Distributions

Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

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

excess of Income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions (describe in Part VI) See instructions

Total annual distributions. Add lines 1 through 6

3
4
5
6
7
8

detalls In Part VI) See instructions

Distributions to attentive supported organizations to which the organization Is responsive (provide

9 Distributable amount for 2016 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see
instructions)

(i)

Excess Distributions

(ii) (iit)
Underdistributions Distributable
Pre-2016 Amount for 2016

1 Distributable amount for 2016 from Section C, line

6

2 Underdistributions, If any, for years prior to 2016

(reasonable cause required--see Instructions)

3 Excess distributions carryover, If any, to 2016

b

c From 2013.

d From 2014,

e From 2015.

f Total of lines 3a through e

g Applied to underdistributions of prior years

h Applied to 2016 distributable amount

i Carryover from 2011 not applied (see
instructions)

j Remainder Subtract ines 3g, 3h, and 31 from 3f

4

Distributions for 2016 from Section D, line 7
$

a Applied to underdistributions of prior years

b Applied to 2016 distributable amount

c Remainder Subtract lines 4a and 4b from 4

5

Remaining underdistributions for years prior to
2016, If any Subtract lines 3g and 4a from line 2
(if amount greater than zero, see Instructions)

Remaining underdistributions for 2016 Subtract
lines 3h and 4b from line 1 (if amount greater than
zero, see Instructions)

7 Excess distributions carryover to 2017. Add lines

3j and 4c

8 Breakdown of line 7

b Excess from 2013.

c Excess from 2014,

d Excess from 2015.

e Excess from 2016.

Schedule A (Form 990 or 990-EZ) (2016)
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Im Supplemental Information.
Provide the explanations required by Part II, ine 10; Part II, ine 17a or 17b; Part III, ine 12; Part IV, Section A,
lines 1, 2, 3b, 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 1c, 2a, 2b, 3a and 3b; Part V, line 1; Part V,

Section B, line 1le; 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).

Page 8
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SCHEDULE C Political Campaign and Lobbying Activities OMB No 1545-0047
;:onrm 990 or 990- For Organizations Exempt From Income Tax Under section 501(c) and section 527 2 0 1 6
) »Complete if the organization is described below. PAttach to Form 990 or Form 990-EZ.
) »Information about Schedule C (Form 990 or 990-EZ) and its instructions is at Open to Public
Department of the Treasun www.irs.qov/form990. Inspection

Internal Revenue Service

If the organization answered "Yes" on Form 990, Part IV, Line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
e Section 501(c)(3) organizations Complete Parts I-A and B Do not complete Part |-C
e Section 501(c) (other than section 501(c)(3)) organizations Complete Parts I-A and C below Do not complete Part |-B
e Section 527 organizations Complete Part |-A only
If the organization answered "Yes" on Form 990, Part IV, Line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
e Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)) Complete Part II-A Do not complete Part II-B
@ Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)) Complete Part [I-B Do not complete Part lI-A
If the organization answered "Yes" on Form 990, Part IV, Line 5§ (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35c
(Proxy Tax) (see separate Iinstructions), then
e Section 501(c)(4), (5), or (6) organizations Complete Part Il

Name of the organization Employer identification number
Bowling Green Warren County Community
Hospital Corporation 61-0920842

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

1 Provide a description of the organization’s direct and indirect political campaign activities in Part IV
2 Political expenditures » $

3 Volunteer hours
148 0:] Complete if the organization is exempt under section 501(c)(3).

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

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

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

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

3 Total exempt function expenditures Add lines 1 and 2 Enter here and on Form 1120-POL, line 17b » $

4 Did the filing organization fileForm 1120-POL for this year? O ves O No

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

(a) Name (b) Address (c) EIN (d) Amount paid from (e) Amount of political
filing organization’'s contributions received
funds If none, enter and promptly and

-0- directly delivered to a

separate political
organization If none,
enter -0-

6

For Paperwork Reduction Act Notice, see the instructions for Form 990 or 990-EZ. Cat No 50084S Schedule € (Form 990 or 990-EZ) 2016



Schedule C (Form 990 or 990-EZ) 2016
m Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

Page 2

section 501(h)).

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

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

Limits on Lobbying Expenditures
(The term "expenditures” means amounts paid or incurred.)

(a) Filing
organization's
totals

(b) Affiliated
group totals

- O O 0o T

Total lobbying expenditures to influence public opinion (grass roots lobbying)

Total lobbying expenditures to influence a legislative body (direct lobbying)

Total lobbying expenditures (add lines 1a and 1b)

Other exempt purpose expenditures

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

Lobbying nontaxable amount Enter the amount from the following table in both

columns

If the amount on line 1e, column (a) or (b) is: [The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 1e

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000
Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000
Over $17,000,000 51,000,000

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

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

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

If there 1s an amount other than zero on either line 1h or line 11, did the organization file Form 4720 reporting

section 4911 tax for this year?

D Yes |:| No

4-Year Averaging Period Under section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five
columns below. See the separate instructions for lines 2a through 2f.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

beginning In) (a) 2013 (b) 2014 (c) 2015 (d) 2016 (e) Total
2a Lobbying nontaxable amount

b Lobbying celling amount

(150% of line 2a, column(e))
c Total lobbying expenditures
d Grassroots nontaxable amount
e Grassroots celling amount

(150% of line 2d, column (e))
f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2016
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1 B ec:l Complete if the organization is exempt under section 501(c)(3) and has NOT filed
Form 5768 (election under section 501(h)).

For each "Yes" response on lines 1a through 11 below, provide in Part IV a detailed description of the lobbying (a) (b)
actvity Yes No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local legislation,
including any attempt to influence public opinion on a legislative matter or referendum, through the use of
a Volunteers? No
b Paid staff or management (include compensation in expenses reported on lines 1c through 11)? No
¢ Media advertisements? No
d Mailings to members, legislators, or the public? No
e Publications, or published or broadcast statements? No
f Grants to other organizations for lobbying purposes? No
g Direct contact with legislators, their staffs, government officials, or a legislative body? No
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? No
i Other activities? Yes 26,785
j Total Add lines 1c through 1i 26,785
2a Did the activities In line 1 cause the organization to be not described in section 501(c)(3)? No |
b If "Yes," enter the amount of any tax incurred under section 4912
c If "Yes," enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?

m Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section 501(c)

(6).
Yes | No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? 2
3 Did the organization agree to carry over lobbying and political expenditures from the prior year? 3

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

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

m Supplemental Information

Provide the descriptions required for Part I-A, line 1, Part |-B, line 4, Part |I-C, line 5, Part II-A (affiliated group list), Part II-A, lines 1 and 2 (see
instructions), and Part lI-B, line 1 Also, complete this part for any additional information

| Return Reference Explanation

Part 1I-B, Line 1 LOBBYING EXPENSES SCHEDULE C, PART II-B, LINE 11 THE CORPORATION IS A MEMBER OF THE
KENTUCKY HOSPITAL ASSOCIATION THE PORTION OF THE DUES PAID WHICH ARE ATTRIBUTABLE TO
LOBBYING TOTAL $16,785 Bowling Green Warren County Community Hospital Corporation also engaged the
services of Whitehouse-Riddle Strategic Solutions to keep them updated on related healthcare and
government happenings pertaining to and effecting Acute Care Hospitals

Schedule C (Form 990 or 990EZ) 2016
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gfrt'lﬁg)”'-'f D Supplemental Financial Statements
» Complete if the organization answered "Yes," on Form 990, 2 0 1 6

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

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

Name of the organization Employer identification number
Bowling Green Warren County Community
Hospital Corporation 61-0920842

.m Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete If the organization answered "Yes" on Form 990, Part IV, line 6.

(a) Donor advised funds (b)Funds and other accounts
1 Total number at end of year
2 Aggregate value of contributions to (during
year)
3 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? O vYes O Ne

6 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 iImpermissible private benefit? O ves O No

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

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

] Preservation of land for public use (e g, recreation or education) 1  Preservation of an historically important land area
O] Protection of natural habitat ] Preservation of a certified historic structure
] Preservation of open space

2 Complete lines 2a through 2d If the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year Held at the End of the Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure included In (a) 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a historic 2d

structure listed in the National Register

3 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 O Ne

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

7 Amount of expenses incurred In monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
L g

8 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)(1)? O ves O No

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

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 If the organization elected, as permitted under SFAS 116 (ASC 958), not to report In its revenue statement and balance sheet works of

art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service,
provide, in Part XIII, the text of the footnote to its financial statements that describes these items

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

(i) Revenue included on Form 990, Part VIII, line 1 >3

(ii)Assets included in Form 990, Part X >3

2 If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958) relating to these items

a Revenue included on Form 990, Part VIII, line 1 >3

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) 2016
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m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its collection
d O

e L1 other

Loan or exchange programs

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

3
items (check all that apply)
a [ public exhibition
b
O Scholarly research
¢ |:| Preservation for future generations
4
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?

D Yes D No

IEEIE 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, hne 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 |:| No
b If "Yes," explain the arrangement in Part XIII and complete the following table Amount
C  Beginning balance 1c
d  Additions during the year id
€ 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 liability? O ves O No
b "Yes," explain the arrangement in Part XIII Check here If the explanation has been provided inPart XIII . . . . . . . . D

m Endowment Funds. Complete If the organization answered "Yes" on Form 990, Part IV, line 10.

{a)Current year {b)Prior year {c)Two years back | (d)Three years back | (e)Four years back
1a Beginning of year balance 241,203,716 228,617,044 185,947,976 149,275,587 133,305,497
b Contributions 11,133,950 17,434,934 40,175,373 35,537,621 16,715,019
c Net investment earnings, gains, and losses 9,861,268 1,879,540 5,590,037 7,776,408 4,113,651
d Grants or scholarships
e Other expenditures for facilities
and programs 23,234,320 6,285,286 2,595,782 6,180,689 4,455,656
f Administrative expenses 564,173 442,516 500,560 460,951 402,824
g End of year balance 238,400,441 241,203,716 228,617,044 185,947,976 149,275,687
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as
Board designated or quasi-endowment » 99 000 %
b Permanent endowment » 1 000 %
¢ Temporarily restricted endowment »
The percentages on lines 2a, 2b, and 2c should equal 100%
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by Yes | No
(i) unrelated organizations 3a(i) No
(ii) related organizations + . . & 4« 4 w4 4 e e 3a(ii) No
b If "Yes" on 3a(il), are the related organizations listed as required on Schedule R? 3b
4 Describe in Part XIII the intended uses of the organization's endowment funds

m Land, Buildings, and Equipment.

Complete If the or

anization answered 'Yes' on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property {a) Cost or other basis (b)Cost or other basis (other) {c)Accumulated depreciation {d)Book value
(investment)
1a Land 17,453,110 17,453,110
b Buildings 172,144,525 103,718,737 68,425,788
c Leasehold improvements
d Equipment 193,521,895 141,860,269 51,661,626
e Other . 985,392 985,392
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), Iine 10(c) ) . . » 138,525,916

Schedule D (Form 990) 2016
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m Investments—Other Securities. Complete If the organization answered 'Yes' on Form 990, Part IV, line 11b.
See Form 990, Part X, line 12.

(a) Description of security or category (b)Book (c)Method of valuation
(including name of security) value Cost or end-of-year market value
(1)Financial derivatives
(2)Closely-held equity interests
(3)Other
(A)
(B)
(<)
(D)
(E)
(F)
(G)
(H)
Total. (Column (b) must equal Form 990, Part X, col (B) line 12 ) »

W Investments—Program Related. Complete If the organization answered 'Yes' on Form 990, Part IV, line 11c.
See Form 990, Part X, line 13.

(a) Description of investment (b) Book value (c) Method of valuation
Cost or end-of-year market value
(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)
(9)
Total. (Column (b} must equal Form 990, Part X, col (B) line 13 ) »
m Other Assets. Complete If the organization answered 'Yes' on Form 990, Part IV, line 11d See Form 990, Part X, line 15
(a) Description (b) Book value
(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)
(9)
Total. (Column (b) must equal Form 990, Part X, col (B) line 15 ) v e e e e e »
Other Liabilities. Complete If the organization answered 'Yes' on Form 990, Part IV, line 11e or 11f.
See Form 990, Part X, line 25.
1. (a) Description of liability (b) Book value
(1) Federal income taxes
Amounts Due Affilated Companies 3,289,406
Long-term PL / GL Liability 4,463,000
Accrued Retirement 54,865,515
Capital Leases 648,021
(5)
(6)
(7)
(8)
(9)
Total. (Column (b} must equal Form 990, Part X, col (B) line 25 ) » | 63,265,942

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 in Part XIII
Schedule D (Form 990) 2016
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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.
1 Total revenue, gains, and other support per audited financial statements 1 373,162,180
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12
a Net unrealized gains (losses) on Investments 2a 3,971,943
b Donated services and use of facilities 2b
c Recoveries of prior year grants 2c
d Other (Describe In Part XIII ) 2d -2,268,450
e Add lines 2a through 2d 2e 1,703,493
3 Subtract line 2e from line 1 3 371,458,687
Amounts included on Form 990, Part VIII, ine 12, but not on line 1
a Investment expenses not included on Form 990, Part VIII, line 7b da
Other (Describe In Part XIII ) 4b -3,942,175
¢ Addlines 4a and 4b . 4c -3,942,175
5 Total revenue Add lines 3 and 4c. (This must equal Form 990, Part I, line 12 ) . 5 367,516,512
m Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete If the organization answered 'Yes' on Form 990, Part IV, line 12a.
1 Total expenses and losses per audited financial statements 1 349,879,231
2 Amounts included on line 1 but not on Form 990, Part IX, line 25
a Donated services and use of facilities 2a
b  Prior year adjustments 2b
c Other losses 2c
d Other (Describe In Part XIII ) 2d 3,942,175
e Add lines 2a through 2d 2e 3,942,175
3 Subtract line 2e from line 1 3 345,937,056
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 da
Other (Describe In Part XIII ) 4b
¢ Addlines 4a and 4b . 4c 0
5 Total expenses Add lines 3 and 4c. (This must equal Form 990, Part I, line 18 ) 5 345,937,056

IEELXsiE]  supplemental Information

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

Return Reference

Explanation

See Additional Data Table

Schedule D (Form 990) 2015
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Supplemental Information (continued)
Return Reference Explanation
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Additional Data

Supplemental Information

Software 1ID:
Software Version:
EIN: 61-0920842

Name: Bowling Green Warren County Community
Hospital Corporation

Return Reference

Explanation

Part V, Line 4

THE MEDICAL CENTER'S ENDOWMENT CONSISTS OF FUNDS ESTABLISHED FOR A VARIETY OF PURPOSES TH
E ENDOWMENT INCLUDES BOTH DONOR-RESTRICTED ENDOWMENT FUNDS AND FUNDS DESIGNATED BY THE
BOA

RD OF DIRECTORS TO FUNCTION AS ENDOWMENTS (BOARD-DESIGNATED ENDOWMENT FUNDS) AS
REQUIRED

BY GAAP, NET ASSETS ASSOCIATED WITH ENDOWMENT FUNDS, INCLUDING BOARD-DESIGNATED
ENDOWMENT

FUNDS, ARE CLASSIFIED AND REPORTED BASED ON THE EXISTENCE OR ABSENCE OF DONOR-IMPOSED REST
RICTIONS UNRESTRICTED NET ASSETS INCLUDED $236,734,907 OF BOARD-DESIGNATED ENDOWMENT FUND
S FOR FUTURE CAPITAL IMPROVEMENTS AND OTHER PURPOSES AS DETERMINED BY THE BOARD OF DIRECTO
RS Funds on deposit with trustees in connection with various bond indentures, called trus

tee-held funds, are to be used only for interest, retiring indebtedness, or capital expend

Itures as specified by the various bond indenture agreements The fund balance for trustee

-held funds 1s $5,920,295 PERMANENTLY RESTRICTED NET ASSETS INCLUDED $1,665,534 OF DONOR-
RESTRICTED ENDOWMENT FUNDS




Supplemental Information

Return Reference

Explanation

Part X, Line 2

MOST OF THE INCOME RECEIVED BY THE MEDICAL CENTER IS EXEMPT FROM TAXATION UNDER SECTION 50
1(A) OF THE INTERNAL REVENUE CODE SOME OF ITS INCOME IS SUBJECT TO TAXATION AS UNRELATED
BUSINESS INCOME THE MEDICAL CENTER FILES FEDERAL INCOME TAX RETURNS, AS WELL AS AN INCOME
TAX RETURN IN KENTUCKY THE MEDICAL CENTER IS NO LONGER SUBJECT TO U S FEDERAL INCOME TA

X EXAMINATIONS BY TAX AUTHORITIES FOR YEARS BEFORE 2013 FINANCIAL ACCOUNTING STANDARDS BO
ARD (FASB) ACCOUNTING STANDARDS CODIFICATION TOPIC 740 CLARIFIES THE ACCOUNTING FOR UNCERT
AINTY IN INCOME TAXES RECOGNIZED IN A COMPANY'S FINANCIAL STATEMENTS AND PRESCRIBES A RECO
GNITION THRESHOLD AND MEASUREMENT ATTRIBUTE FOR THE FINANCIAL STATEMENT RECOGNITION AND
ME

ASUREMENT OF A TAX POSITION TAKEN, OR EXPECTED TO BE TAKEN, IN A TAX RETURN TOPIC 740 ALS

O PROVIDES GUIDANCE ON DESCRIPTION, CLASSIFICATION, INTEREST AND PENALTIES, ACCOUNTING IN
INTERIM PERIODS, DISCLOSURE AND TRANSITION THE MEDICAL CENTER DOES NOT HAVE ANY UNCERTAIN
TAX POSITIONS RECOGNIZED FOR 2017 OR 2016 THE MEDICAL CENTER'S PRACTICE IS TO RECOGNIZE
INTEREST AND/OR PENALTIES RELATED TO INCOME TAX MATTERS IN INCOME TAX EXPENSE




Supplemental Information

Return Reference Explanation

Part XI, Line 2d - Other Change In Defined Benefit Plan -2,991,143 Transfer from Affiliates 634,128 Perm Resticted Investment
Adjustments 88,565




Supplemental Information

Return Reference

Explanation

Part XI, Line 4b - Other
Adjustments

Rental Expenses -3,942,175




Supplemental Information

Return Reference

Explanation

Part XII, Line 2d - Other
Adjustments

Rental Expenses 3,942,175
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Department of the
Treasun

Hospitals

» Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
» Attach to Form 990.
» Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990.

N4HE 5T the dfyanization
Bowling Green Warren County Community
Hospital Corporation

61-0920842

2016

Employer identification number

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 1a | Yes
b If "Yes," was it a written policy? 1b | Yes
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of the financial
assistance policy to its various hospital facilities during the tax year
Applied uniformly to all hospital facilities O Applied uniformly to most hospital facilities
O Generally tallored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of the
organization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free care?
If "Yes," indicate which of the following was the FPG family income imit for eligibility for free care 3a | Yes
L 100% [ 150% 200% [ other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate
which of the following was the family income limit for eligibility for discounted care 3b No
[ 200% [ 250% [ 300% [ 350% [ 400% [ other %
c If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria
used for determining eligibility for free or discounted care Include in the description whether the organization
used an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care
4 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 | Yes
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 No
6a Did the organization prepare a community benefit report during the tax year? 6a | Yes
b If "Yes," did the organization make It available to the public? 6b | Yes
Complete the following table using the worksheets provided in the Schedule H instructions Do not submit these worksheets
with the Schedule H
7 Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and

Government Programs

a

b

(a) Number of
activities or programs
(optional)

{b) Persons served
(optional)

(c) Total community
benefit expense

(d) Direct offsetting

Means-Tested revenue

{e) Net community
benefit expense

(f) Percent of

total e

xpense

Financial Assistance at cost

(from Worksheet 1) 3 4,155 6,291,009 4,482,056

1,808,953

0520 %

Medicaid {from Worksheet 3,

column a) 3 75,977,597 58,316,551

17,661,046

5110 %

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

Total Financial Assistance and
Means-Tested Government

Programs 6 4,155 82,268,606 62,798,607

19,469,999

5630 %

i
k

Other Benefits

Community health improvement
services and community benefit

operations (from Worksheet 4) 376 37,032 2,949,946

2,949,946

0850 %

Health professions education

(from Worksheet 5) 11 4,260,254

4,260,254

1230 %

Subsidized health services (from

Worksheet 6) 2 1,545 15,665,146 10,118,184

5,546,962

1 600 %

Research (from Worksheet 7)

Cash and in-kind contributions
for community benefit (from

Worksheet 8) 889 34,825

34,825

0010 %

Total. Other Benefits 1,278 39,430 22,910,171 10,118,184

12,791,987

3 690 %

Total. Add lines 7d and 7) 1,284 43,585 105,178,777 72,916,791

32,261,986

9 320 %

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

Cat No 501927
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Community Building Activities Complete this table If the organization conducted any community building activities
during the tax year, and describe in Part VI how 1ts community building activities promoted the health of the
communities It serves.

(a) Number of (b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community | (f) Percent of
activities or programs (optional) building expense revenue building expense total expense
(optional)

Physical improvements and housing
Economic development 5 7,388 7,388 0 %

Community support

Environmental improvements

g |k |w N e

Leadership development and
training for community members

)]

Coalition building

7 Community health improvement
advocacy

8 Workforce development

9 Other 1 70,833 70,833 0 020 %
10 Total 6 78,221 78,221 0 020 %
Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Heathcare Financial Management Association Statement

No 152 . v v v a h h w w h w e e e e e e 1 | Yes
2 Enter the amount of the organization's bad debt expense Explain in Part VI the

methodology used by the organization to estimate this amount . . . . . . 2 16.149 463

3 Enter the estimated amount of the organization's bad debt expense attributable to patients
eligible under the organization's financial assistance policy Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale, If any, for
including this portion of bad debt as community benefit . . . . . . 3 1,842,248

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 in the attached financial statements

Section B. Medicare

5 Enter total revenue received from Medicare (including DSH and IME) . . . . . | 5 | 119,542,636
6 Enter Medicare allowable costs of care relating to payments online5 . . . . . | 6 | 150,516,702
7 Subtract line 6 from line 5 This 1s the surplus (or shortfall) . . . . . . . . | 7 | -30,974,066
8 Describe In Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit

Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6
Check the box that describes the method used
O cost accounting system Cost to charge ratio O other

Section C. Collection Practices

9a Did the organization have a written debt collection policy during the tax year> . . . . . . . . . . 9a | Yes

b If "Yes," did the organization’s collection policy that applied to the largest number of its patients during the tax year
contain provisions on the collection practices to be followed for patients who are known to qualify for financial assistance?
Describe InPart VI .« & &« &+ v 0w e e a e e e 9b | Yes

m Management Companies and Joint Ventures

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

(a) Name of entity {b) Description of primary (c) Organization's (d) Officers, directors, {e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees’ profit % ownership %

or stock ownership %

Schedule H (Form 990) 2016
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IEZEXA 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?
3

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)

[eudeay pasuaniT
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Facility reporting
Other (Describe) group

See Additional Data Table
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Facility Information (continued)
Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
THE MEDICAL CENTER at BOWLING GREEN

Name of hospital facility or letter of facility reporting group

Line number of hospital facility, or line numbers of hospital facilities in a facility 1
reporting group (from Part V, Section A):
Yes | No

Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recogmzed by a state as a hospital facility in the current tax

year or the iImmediately preceding tax year?. . . . . . D e e e e e e e e e 1 No
2  Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or the iImmediately

preceding tax year? If “Yes,” provide detalls of the acquisition in Section C P e e e e e e e . 2 No

3 During the tax year or either of the two iImmediately preceding tax years, did the hospital facility conduct a community health
needs assessment (CHNA)? If "No," skip to line 12 Ve e e e e e e e e e 3 Yes

If "Yes," indicate what the CHNA report describes (check all that apply)

a A definition of the community served by the hospital facility
b Demographics of the community

c ¥ Existing health care facilities and resources within the community that are available to respond to the health needs of the
community
d M How data was obtained

e M The significant health needs of the community
f ] Primary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and minority

groups
[¢] The process for identifying and prioritizing community health needs and services to meet the community health needs
h The process for consulting with persons representing the community’s interests

i [ The impact of any actions taken to address the significant health needs identified in the hospital facility's prior CHNA(s)

i O other (describe in Section C)
4  Indicate the tax year the hospital facility last conducted a CHNA 20 15

5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the broad
Interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the

community, and identify the persons the hospital facility consulted . . . . . + .« .« « + « « + + .+ . . 5 Yes
6 a Was the hospital facility’s CHNA conducted with one or more other hospital facilities? If "Yes," list the other hospital facilities
INSection C v v & v v s ke e h e e e e e e e e e e e e e 6a | Yes
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the
other organizations in Section C . . . . f e e e e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 Yes

If "Yes," indicate how the CHNA report was made widely available (check all that apply)

a Hospital facility’s website (list url) www mcbg org/about_us/documents/bowlinggreen pdf

b L1 other website (hist 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," skiptoline1l . . . . . . .« + + + « « « = 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
If "Yes" (list url) www mcbg org/about_us/documents/bowlinggreen pdf
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

11 Describe in Section C how the hospital facility 1s addressing the significant needs identified 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)? . v & v 4 v 4 h e h e e e e e e e e e e 12a No

b If "Yes" on line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . . . .+ . . . 12b

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $
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IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
THE MEDICAL CENTER at BOWLING GREEN
Name of hospital facility or letter of facility reporting group
Yes | No

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

a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200 000000000000
% and FPG family income Iimit for eligibility for discounted care of %

b Income level other than FPG (describe in Section C)
c Asset level

d Medical indigency

e [ 1nsurance status

f ] Underinsurance discount
gl Residency

h [ other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients® . . . . . . . . .+ .« .+ .+ .+ « .« . . 14 | Yes

15 Explained the method for applying for financial assistance? . . . . . . « « « + « + &« & 4 4 4 a4 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 Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process

d [] Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes

If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
www cfrbilling patientcompass com/RA/General/BillingPolicies/_FinancialAssi

b The FAP application form was widely available on a website (list url)
www cfrbilling patientcompass com/RA/General/BillingPolicies/_FinancialAssi

c A plain language summary of the FAP was widely available on a website (list url)
www cfrbilling patientcompass com/RA/General/BillingPolicies/_FinancialAssi

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

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by
recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

i The FAP, FAP application form, and plain language summary of the FAP were translated into the primary language(s)
spoken by LEP populations

i other (describe in Section C)
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Facility Information (continued)
Billing and Collections

THE MEDICAL CENTER at BOWLING GREEN

Name of hospital facility or letter of facility reporting group

Yes | No

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party may take upon non-
payment? . . . . 4 4 0w e e e e e e e e e e e e e e e e 17 | Yes

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

al[] Reporting to credit agency(ies)

b [] Selling an individual’s debt to another party

< Deferring, denying, or requiring a payment before providing medically necessary care due to nonpayment of a previous
bill for care covered under the hospital facility's FAP

d [ Actions that require a legal or judicial process

e [] other similar actions (describe in Section C)

f (] None of these actions or other similar actions were permitted

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 faciity’'s FAP? . . . . . . . . .+ . . . 19 No

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

a[] Reporting to credit agency(ies)
b [] Selling an individual’s debt to another party
c[ Deferring , denying, or requiring a payment before providing medically necessary care due to nonpayment of a previous
bill for care covered under the hospital facility's FAP
d [ Actions that require a legal or judicial process
e [ ] 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 Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the
FAP at least 30 days before initiating those ECAs
b Made a reasonable effort to orally notify individuals about the FAP and FAP application process
c Processed incomplete and complete FAP applications
d Made presumptive eligibility determinations
e [ other (describe in Section C)
f ] None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that required
the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals regardless of their|
eligibility under the hospital facility’s financial assistance policy? . . + « « +« + &« « &« v &« & 4 a4 w . 21 | Yes

If "No," indicate why

al[] 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 C)
d [ other (describe in Section C)
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IEZEXA  Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
THE MEDICAL CENTER at BOWLING GREEN
Name of hospital facility or letter of facility reporting group
Yes | No
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 a look-back method based on claims allowed by Medicare fee-for-service during a prior 12-month
period
b [ The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and all private health
insurers that pay claims to the hospital facility during a prior 12-month period
c [ The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or In combination with
Medicare fee-for-service and all private health insurers that pay claims to the hospital facility during a prior 12-month
period
d The hospital facility used a prospective Medicare or Medicaid method
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had insurance
covering such care? . 23 No
If "Yes," explain in Section C
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross charge for any
service provided to that individual? . C e e e e e e e e e e e 24 No

If "Yes," explain in Section C
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Facility Information (continued)
Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
THE MEDICAL CENTER AT SCOTTSVILLE

Name of hospital facility or letter of facility reporting group

Line number of hospital facility, or line numbers of hospital facilities in a facility 5
reporting group (from Part V, Section A):
Yes | No

Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recogmzed by a state as a hospital facility in the current tax

year or the iImmediately preceding tax year?. . . . . . D e e e e e e e e e 1 No
2  Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or the iImmediately

preceding tax year? If “Yes,” provide detalls of the acquisition in Section C P e e e e e e e . 2 No

3 During the tax year or either of the two iImmediately preceding tax years, did the hospital facility conduct a community health
needs assessment (CHNA)? If "No," skip to line 12 Ve e e e e e e e e e 3 Yes

If "Yes," indicate what the CHNA report describes (check all that apply)

a A definition of the community served by the hospital facility
b Demographics of the community

c ¥ Existing health care facilities and resources within the community that are available to respond to the health needs of the
community
d M How data was obtained

e M The significant health needs of the community
f ] Primary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and minority

groups
[¢] The process for identifying and prioritizing community health needs and services to meet the community health needs
h The process for consulting with persons representing the community’s interests

i [ The impact of any actions taken to address the significant health needs identified in the hospital facility's prior CHNA(s)

i O other (describe in Section C)
4  Indicate the tax year the hospital facility last conducted a CHNA 20 15

5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the broad
Interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the

community, and identify the persons the hospital facility consulted . . . . . + .« .« « + « « + + .+ . . 5 Yes
6 a Was the hospital facility’s CHNA conducted with one or more other hospital facilities? If "Yes," list the other hospital facilities
INSection C v v & v v s ke e h e e e e e e e e e e e e e 6a | Yes
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the
other organizations in Section C . . . . f e e e e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 Yes

If "Yes," indicate how the CHNA report was made widely available (check all that apply)

a Hospital facility’s website (list url) www themedicalcenterscottsville org/about_us/documents/Scottsville pdf

b L1 other website (hist 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," skiptoline1l . . . . . . .« + + + « « « = 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
If "Yes" (list url) www themedicalcenterscottsville org/about_us/documents/Scottsville pdf
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

11 Describe in Section C how the hospital facility 1s addressing the significant needs identified 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)? . v & v 4 v 4 h e h e e e e e e e e e e 12a No

b If "Yes" on line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . . . .+ . . . 12b

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $
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IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
THE MEDICAL CENTER AT SCOTTSVILLE
Name of hospital facility or letter of facility reporting group
Yes | No

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

a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200 000000000000
% and FPG family income Iimit for eligibility for discounted care of %

b Income level other than FPG (describe in Section C)
c Asset level

d Medical indigency

e [ 1nsurance status

f ] Underinsurance discount
gl Residency

h [ other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients® . . . . . . . . .+ .« .+ .+ .+ « .« . . 14 | Yes

15 Explained the method for applying for financial assistance? . . . . . . « « « + « + &« & 4 4 4 a4 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 Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process

d [] Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes

If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
www cfrbilling patientcompass com/RA/General/BillingPolicies/_FinancialAssi

b The FAP application form was widely available on a website (list url)
www cfrbilling patientcompass com/RA/General/BillingPolicies/_FinancialAssi

c A plain language summary of the FAP was widely available on a website (list url)
www cfrbilling patientcompass com/RA/General/BillingPolicies/_FinancialAssi

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

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by
recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

i The FAP, FAP application form, and plain language summary of the FAP were translated into the primary language(s)
spoken by LEP populations

i other (describe in Section C)
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Facility Information (continued)
Billing and Collections

THE MEDICAL CENTER AT SCOTTSVILLE

Name of hospital facility or letter of facility reporting group

Yes | No

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party may take upon non-
payment? . . . . 4 4 0w e e e e e e e e e e e e e e e e 17 | Yes

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

al[] Reporting to credit agency(ies)

b [] Selling an individual’s debt to another party

< Deferring, denying, or requiring a payment before providing medically necessary care due to nonpayment of a previous
bill for care covered under the hospital facility's FAP

d [ Actions that require a legal or judicial process

e [] other similar actions (describe in Section C)

f (] None of these actions or other similar actions were permitted

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 faciity’'s FAP? . . . . . . . . .+ . . . 19 No

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

a[] Reporting to credit agency(ies)
b [] Selling an individual’s debt to another party
c[ Deferring , denying, or requiring a payment before providing medically necessary care due to nonpayment of a previous
bill for care covered under the hospital facility's FAP
d [ Actions that require a legal or judicial process
e [ ] 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 Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the
FAP at least 30 days before initiating those ECAs
b Made a reasonable effort to orally notify individuals about the FAP and FAP application process
c Processed incomplete and complete FAP applications
d Made presumptive eligibility determinations
e [ other (describe in Section C)
f ] None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that required
the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals regardless of their|
eligibility under the hospital facility’s financial assistance policy? . . + « « +« + &« « &« v &« & 4 a4 w . 21 | Yes

If "No," indicate why

al[] 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 C)
d [ other (describe in Section C)
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IEZEXA  Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
THE MEDICAL CENTER AT SCOTTSVILLE
Name of hospital facility or letter of facility reporting group
Yes | No
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 a look-back method based on claims allowed by Medicare fee-for-service during a prior 12-month
period
b [ The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and all private health
insurers that pay claims to the hospital facility during a prior 12-month period
c [ The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or In combination with
Medicare fee-for-service and all private health insurers that pay claims to the hospital facility during a prior 12-month
period
d The hospital facility used a prospective Medicare or Medicaid method
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had insurance
covering such care? . 23 No
If "Yes," explain in Section C
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross charge for any
service provided to that individual? . C e e e e e e e e e e e 24 No

If "Yes," explain in Section C
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Facility Information (continued)
Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
The Medical Center at Caverna

Name of hospital facility or letter of facility reporting group

Line number of hospital facility, or line numbers of hospital facilities in a facility 3
reporting group (from Part V, Section A):
Yes | No

Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recogmzed by a state as a hospital facility in the current tax

year or the iImmediately preceding tax year?. . . . . . D e e e e e e e e e 1 No
2  Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or the iImmediately

preceding tax year? If “Yes,” provide detalls of the acquisition in Section C P e e e e e e e . 2 No

3 During the tax year or either of the two iImmediately preceding tax years, did the hospital facility conduct a community health
needs assessment (CHNA)? If "No," skip to line 12 Ve e e e e e e e e e 3 Yes

If "Yes," indicate what the CHNA report describes (check all that apply)

a A definition of the community served by the hospital facility
b Demographics of the community

c ¥ Existing health care facilities and resources within the community that are available to respond to the health needs of the
community
d M How data was obtained

e M The significant health needs of the community
f ] Primary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and minority

groups
[¢] The process for identifying and prioritizing community health needs and services to meet the community health needs
h The process for consulting with persons representing the community’s interests

i [ The impact of any actions taken to address the significant health needs identified in the hospital facility's prior CHNA(s)

i O other (describe in Section C)
4  Indicate the tax year the hospital facility last conducted a CHNA 20 15

5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the broad
Interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the

community, and identify the persons the hospital facility consulted . . . . . + .« .« « + « « + + .+ . . 5 Yes
6 a Was the hospital facility’s CHNA conducted with one or more other hospital facilities? If "Yes," list the other hospital facilities
INSection C v v & v v s ke e h e e e e e e e e e e e e e 6a | Yes
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the
other organizations in Section C . . . . f e e e e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 Yes

If "Yes," indicate how the CHNA report was made widely available (check all that apply)

a Hospital facility’s website (list url) http //cavernahospital com/community_health_needs_assessment aspx

b L1 other website (hist url)

¢ [ 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," skiptoline1l . . . . . . .« + + + « « « = 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
If "Yes" (list url) http //cavernahospital com/sites/www/Uploads/files/Caverna%?20CHNA pdf
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

11 Describe in Section C how the hospital facility 1s addressing the significant needs identified 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)? . v & v 4 v 4 h e h e e e e e e e e e e 12a No

b If "Yes" on line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . . . .+ . . . 12b

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $
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IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
The Medical Center at Caverna
Name of hospital facility or letter of facility reporting group
Yes | No

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

a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200 000000000000
% and FPG family income Iimit for eligibility for discounted care of %

b Income level other than FPG (describe in Section C)
c Asset level

d Medical indigency

e [ 1nsurance status

f ] Underinsurance discount
gl Residency

h [ other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients® . . . . . . . . .+ .« .+ .+ .+ « .« . . 14 | Yes

15 Explained the method for applying for financial assistance? . . . . . . « « « + « + &« & 4 4 4 a4 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 Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process

d [] Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes

If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
www cfrbilling patientcompass com/RA/General/BillingPolicies/_FinancialAssi

b The FAP application form was widely available on a website (list url)
www cfrbilling patientcompass com/RA/General/BillingPolicies/_FinancialAssi

c A plain language summary of the FAP was widely available on a website (list url)
www cfrbilling patientcompass com/RA/General/BillingPolicies/_FinancialAssi

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

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by
recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

i The FAP, FAP application form, and plain language summary of the FAP were translated into the primary language(s)
spoken by LEP populations

i other (describe in Section C)

Schedule H (Form 990) 2016
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Facility Information (continued)
Billing and Collections

The Medical Center at Caverna

Name of hospital facility or letter of facility reporting group

Yes | No

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party may take upon non-
payment? . . . . 4 4 0w e e e e e e e e e e e e e e e e 17 | Yes

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

al[] Reporting to credit agency(ies)

b [] Selling an individual’s debt to another party

< Deferring, denying, or requiring a payment before providing medically necessary care due to nonpayment of a previous
bill for care covered under the hospital facility's FAP

d [ Actions that require a legal or judicial process

e [] other similar actions (describe in Section C)

f (] None of these actions or other similar actions were permitted

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 faciity’'s FAP? . . . . . . . . .+ . . . 19 No

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

a[] Reporting to credit agency(ies)
b [] Selling an individual’s debt to another party
c[ Deferring , denying, or requiring a payment before providing medically necessary care due to nonpayment of a previous
bill for care covered under the hospital facility's FAP
d [ Actions that require a legal or judicial process
e [ ] 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 Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the
FAP at least 30 days before initiating those ECAs
b Made a reasonable effort to orally notify individuals about the FAP and FAP application process
c Processed incomplete and complete FAP applications
d Made presumptive eligibility determinations
e [ other (describe in Section C)
f ] None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that required
the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals regardless of their|
eligibility under the hospital facility’s financial assistance policy? . . + « « +« + &« « &« v &« & 4 a4 w . 21 | Yes

If "No," indicate why

al[] 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 C)
d [ other (describe in Section C)

Schedule H (Form 990) 2016
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IEZEXA  Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
The Medical Center at Caverna
Name of hospital facility or letter of facility reporting group
Yes | No
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 a look-back method based on claims allowed by Medicare fee-for-service during a prior 12-month
period
b [ The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and all private health
insurers that pay claims to the hospital facility during a prior 12-month period
c [ The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or In combination with
Medicare fee-for-service and all private health insurers that pay claims to the hospital facility during a prior 12-month
period
d The hospital facility used a prospective Medicare or Medicaid method
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had insurance
covering such care? . 23 No
If "Yes," explain in Section C
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross charge for any
service provided to that individual? . C e e e e e e e e e e e 24 No

If "Yes," explain in Section C

Schedule H (Form 990) 2016



Schedule H (Form 990) 2016 Page 8
A 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, 163, 18e, 19e, 20e, 21c, 21d, 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 line 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
See Add'l Data

Schedule H (Form 990) 2016
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Page 9

A Facility Information (continued)

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

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

How many non-hospital health care facilities did the organization operate during the tax year? 1

Name and address

Type of Facility (describe)

1 1 - THE MEDICAL CENTER HEALTH & WELLNESS Ctr
1857 Tucker Way
Bowling Green, KY 42104

Community Wellness Center

VNG| bW N

=
o
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Schedule H (Form 990) 2016 Page 10
IEAZ] Supplemental Information

Provide the following information

1
2

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

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

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

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 )

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

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

990 Schedule H, Supplemental Information

Form and Line Reference Explanation

Part I, Line 3c

[THE INCOME LIMIT FOR CHARITY CARE IS 200% OF THE FEDERAL POVERTY LEVEL DISCOUNTS ARE
PROVIDED TO ALL PATIENTS WHO ARE UNINSURED WHOSE INCOME EXCEEDS THE LIMITS TO QUALIFY
FOR CHARITY CARE SELF-PAY DISCOUNTS ARE NOT LIMITED BASED ON INCOME THE HOSPITAL ALSO
PROVIDES PAYMENT PLANS FOR SELF-PAY PATIENTS




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Part I, Line 7

[THE AMOUNTS REPORTED ON LINE 7G ARE DETERMINED BY MULTIPLYING REVENUE BY THE MEDICARE
ICOST TO CHARGE RATIO BAD DEBTS ARE DIRECTLY REMOVED FROM PATIENT SERVICE REVENUE, THE
IAMOUNT REMOVED FROM INPATIENT AND OUTPATIENT REVENUE TOTALED $16,149,463 COST OF
CHARITY CARE WAS CALCULATED WITH A COST TO CHARGE RATIO USING WORKSHEET 2 THE COSTS
RELATED TO MEDICAID PATIENTS WAS DETERMINED USING THE HOSPITAL's COST ACCOUNTING SYSTEM
FOR SUBSIDIZED SERVICES THE HOSPITAL'S COST ACCOUNTING SYSTEM IS USED TO DETERMINE COSTS
RELATED TO THE SPECIFIC SERVICE EXCLUDING TRADITIONAL MEDICAID AND MEDICAID MANAGED
PATIENTS COSTS FOR CHARITY AND BAD DEBT ACCOUNTS ARE DEDUCTED USING A RATIO OF COST TO
ICHARGE SPECIFIC TO THAT SUBSIDIZED SERVICE COSTS FOR OTHER PROGRAMS REFLECT THE DIRECT
JAND INDIRECT COSTS OF PROVIDING THOSE PROGRAMS




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Part II, Community Building Activities

COMMUNITY BUILDING ACTIVITIES INCLUDE PARTICIPATION IN THE CHAMBER OF COMMERCE,
DOWNTOWN REDEVELOPMENT AND LEADERSHIP BOWLING GREEN




990 Schedule H, Supplemental Information

Form and Line Reference Explanation

Part III, Line 2 IThe organization's audited financial statements do not contain a footnote that describes bad debt expense
! [The hospital elected to early adopt ASU 2011-07 Accordingly, bad debt expense Is reflected as a deduction
from revenue rather than an operating expense for financial reporting purposes




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Part III, Line 3

Charity I1s recognized for patients who do not have the ability to pay for services received The hospital uses

a standard of 200% of the Federal Poverty Guidelines for qualifying patients who are unable to pay The
gross charges are converted to costs using the hospital's cost to charge ratio




990 Schedule H, Supplemental Information

Form and Line Reference Explanation

Part 111 Line 8 [COSTS REPORTED ON LINE 6 ARE OBTAINED FROM THE MEDICARE COST REPORT WHICH ARE BASED ON A
' COST TO CHARGE RATIO




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Part III, Line 9b

THE MEDICAL CENTER PROVIDES CARE TO PATIENTS WHO MEET CERTAIN CRITERIA UNDER THEIR CARE
POLICY WITHOUT CHARGE OR AT AMOUNTS LESS THAN THE ESTABLISHED RATES BECAUSE THE MEDICAL
CENTER DOES NOT PURSUE COLLECTION OF AMOUNTS DETERMINED TO QUALIFY AS CHARITY CARE,
REVENUE IS NOT RECORDED FOR SUCH SERVICES THE MEDICAL CENTER MAINTAINS RECORDS TO
I[DENTIFY AND MONITOR THE LEVEL OF CHARITY CARE THEY PROVIDE THESE RECORDS INCLUDE THE
[AMOUNT OF CHARGES FORGONE FOR SERVICES AND SUPPLIES FURNISHED UNDER THEIR CHARITY CARE
POLICY OTHER UNCOMPENSATED CARE RELATES PRINCIPALLY TO CONTRACTUAL ALLOWANCES FOR
GOVERNMENT PAYERS, DISCOUNTS TAKEN BY COMMERCIAL PAYERS AND BAD DEBTS BENEFITS FOR THE
POOR INCLUDE SERVICES PROVIDED TO PERSONS WHO CANNOT AFFORD HEALTH CARE BECAUSE OF
INADEQUATE RESOURCES OR WHO ARE UNINSURED THIS INCLUDES TRADITIONAL CHARITY CARE AT
STANDARD BILLING RATES AND THE COSTS OF TREATING MEDICAID BENEFICIARIES IN EXCESS OF
GOVERNMENT PAYMENTS THE MEDICAL CENTER DOES NOT PURSUE THE COLLECTION OF AMOUNTS
DETERMINED TO BE TRADITIONAL CHARITY CARE THEREfoRE, THESE AMOUNTS ARE NOT INCLUDED IN
NET PATIENT REVENUE




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Part VI, Line 2

THE MEDICAL CENTER IS BUILT UPON THE FOUNDATION OF SERVING OUR COMMUNITY, DAY IN AND DAY
OUT, WITH QUALITY DEPENDABLE HEALTHCARE A COMMUNITY HEALTH NEEDS ASSESSMENT WAS
COMPLETED AS PART OF A COMMUNITY EFFORT LED BY THE BARREN RIVER DISTRICT HEALTH
DEPARTMENT WHO COORDINATED THE EFFORTS OF MULTIPLE INTERESTED PARTIES AS NEEDS ARISE IN
THE COMMUNITY AND SURROUNDING COUNTIES, THE MEDICAL CENTER RESPONDS THE MEDICAL
ICENTER IS PART OF AN INTEGRATED HEALTHCARE DELIVERY SYSTEM AS DESCRIBED IN QUESTION 6
BELOW THE MULTIPLE FACILITIES INCLUDING THE COMMONWEALTH HEALTH FREE CLINIC ARE EVIDENCE
OF THE MEDICAL CENTER'S COMMITMENT TO RESPONDING TO HEALTH NEEDS IN QUR COMMUNITY AND

THE SURROUNDING RURAL COUNTIES




990 Schedule H, Supplemental Information

Form and Line Reference Explanation

UPON REGISTRATION, PATIENTS ARE PROVIDED A PATIENT HANDBOOK WHICH CONTAINS INFORMATION
REGARDING FINANCIAL ASSISTANCE ADDITIONALLY, SIGNAGE AND BROCHURES DESCRIBING FINANCIAL
IJASSISTANCE POLICIES ARE AVAILABLE AT ADMISSIONS AREAS EACH PATIENT WILL RECEIVE A
STATEMENT REFERRED TO AS A FIRST NOTICE THE FIRST NOTICE STATES THAT IT IS NOT A BILL, BUT IT
[S SUMMARY OF THE PATIENT'S CHARGES THIS NOTICE AND EACH SUBSEQUENT STATEMENT CONTAINS
INFORMATION CONCERNING FINANCIAL ASSISTANCE AS WELL AS CONTACT INFORMATION FOR
IQUESTIONS THE MEDICAL CENTER ALSO MAINTAINS A WEBSITE FOR BILLING AND COLLECTIONS
[QUESTIONS FINANCIAL ASSISTANCE POLICIES ARE POSTED TO THIS WEBSITE AS WELL AS FREQUENTLY
IASKED QUESTIONS REGARDING BILLINGS

Part VI, Line 3




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Part VI, Line 4

BOWLING GREEN WARREN COUNTY COMMUNITY HOSPITAL CORPORATION(THE MEDICAL CENTER) IS
DESIGNATED AS A REGIONAL REFERRAL CENTER BY THE BARREN RIVER REGIONAL HEALTH PLANNING
COUNCIL, AN AGENCY OF THE COMMONWEALTH OF KENTUCKY THE MEDICAL CENTER SERVES PATIENTS
THROUGHOUT AN AREA COMPRISING TEN COUNTIES, CALLED THE BARREN RIVER AREA DEVELOPMENT
DISTRICT (THE DISTRICT), IN SOUTH CENTRAL KENTUCKY THE POPULATION OF THE MEDICAL CENTER'S
PRIMARY SERVICE AREA IS APPROXIMATELY 286,000 PEOPLE THE COMMUNITY IS GROWING AND WE
SERVE A GROWING UNINSURED AND UNDERINSURED POPULATION THERE ARE TWO ACUTE CARE
HOSPITALS IN THE COMMUNITY THE PERCENTAGE OF UNINSURED PERSONS IN THE COUNTIES SERVED
BY THE MEDICAL CENTER RANGE FROM 18% TO 24%, WHICH IS HIGHER THAN THE KENTUCKY AVERAGE
THE NUMBER OF RESIDENTS IN THE DISTRICT IN HOUSEHOLDS BELOW THE FEDERAL POVERTY
GUIDELINES VARY BY COUNTY AND RANGE FROM 16 1% TO 26 7% COMPARED TO THE KENTUCKY
POVERTY RATE OF 18 6% THE THREE HIGHEST POPULATED COUNTIES IN THE DISTRICT ARE WARREN,
BARREN AND ALLEN WHOSE AVERAGE MEDIAN HOUSEHOLD INCOME IS $43,509, $37,587 AND $36,123
RESPECTIVELY, As of the period 2008- 2012 THE PERCENTAGE OF THE POPULATION, as of 2013, in the
three highest populated counties who are over 65 years old Is approximately 18 9%, 19 9%, and 19 7%
[According to the survey conducted by the barren river district health department, the most serious health
problems in the community are obesity, alcohol and drug abuse, not enough physical activity, tobacco use

and poor diet




Form and Line Reference

Explanation

Part VI, Line 6

BOWLING GREEN WARREN COUNTY COMMUNITY HOSPITAL CORPORATION ("THE MEDICAL CENTER") IS
OWNED AND CONTROLLED BY COMMONWEALTH HEALTH CORPORATION ("CHC") - CHC HAS BEEN
DETERMINED TO BE A PUBLICLY SUPPORTED ORGANIZATION DESCRIBED IN SECTION 509(A)(2) OF THE
CODE AND A CHARIT ABLE ORGANIZATION AS DESCRIBED IN SECTION 501(C)(3) OF THE CODE AND IS
EXEMPT FROM FEDERAL INCOME TAXATION BY VIRTUE OF SECTIONS 501(A) AND 501(C)(3) OF THE
CODE THE BOWLING GREEN WARREN COUNTY COMMUNITY HOSPITAL CORPORATION IS A NON-STOCK,
NONPROFIT KENTUCKY CORPORATI ON, UNDER THE NAME " THE MEDICAL CENTER OR "THE MEDICAL
CENTER AT BOWLING GREEN AND, SINCE OCTOBER 1996, A HOSPITAL AND NURSING HOME FACILITY IN
SCOTTSVILLE, KENTUCKY, UNDER THE NA ME "THE MEDICAL CENTER AT SCOTTSVILLE " The Medical
Center also began operating a hospital in Horse Cave, Kentucky on January 1, 2016 under the name "The
Medical Center at Caverna "THE MEDICAL CENTER AT BOWLING GREEN BOWLING GREEN WARREN
COUNTY COMMUNITY HOSPITAL'S BOWL ING GREEN FACILITY IS A GENERAL ACUTE CARE HOSPITAL
LICENSED FOR 337 BEDS IN 1980, THE BO WLING GREEN FACILITY MOVED INTO A NEW, SIX-STORY,
STATE-OF-THE-ART FACILITY, OCCUPYING 298 ,000 SQUARE FEET ON A 17-ACRE CAMPUS SINCE 1980,
BECAUSE OF AN EXPANDING DEMAND FOR OUTPA TIENT SERVICES, SEVERAL ADDITIONS TO THE
BOWLING GREEN FACILITY HAVE BEEN MADE AND BOTH CL INICAL AND PATIENT AREAS HAVE BEEN
RENOVATED AND MODERNIZED TODAY, THE CAMPUS INCLUDES 56 ACRES AND THE BUILDINGS ON THE
CAMPUS CONTAIN A TOTAL OF APPROXIMATELY 462,000 SQUARE FEE T OF SPACE IN ADDITION, THE
HOSPITAL OPERATES THE WHOLLY OWNED MEDICAL CENTER EMS, LLC , W HICH PROVIDES THE ONLY
EMERGENCY MEDICAL SERVICE IN WARREN COUNTY THE HOSPITAL IS ALSO A 50% PARTNER WITH
ANOTHER NONPROFIT IN OPERATING THE NON-PROFIT BARREN RIVER REGIONAL CANCE R CENTER,

INC , AN OUTPATIENT ONCOLOGY CENTER LOCATED IN GLASGOW, KENTUCKY THE MEDICAL CEN TER AT
SCOTTSVILLE TO MORE FULLY SERVE THE HEALTH NEEDS OF SOUTH CENTRAL KENTUCKY, THE MED
ICAL CENTER MERGED IN OCTOBER 1996 WITH AN AFFILIATED ENTITY, HEALTH ENDOWMENT
PROPERTIES A-C, INC , A KENTUCKY NON-STOCK, NONPROFIT CORPORATION, WHICH OWNED AND
OPERATED THE MEDIC AL CENTER AT SCOTTSVILLE (THE "SCOTTSVILLE FACILITY") THE SCOTTSVILLE
FACILITY OPENED IN 1996 AND IS COMPRISED OF A 25-BED medicare designated CRITICAL ACCESS
HOSPITAL AND 110 NUR SING CARE BEDS THESE BEDS ARE LOCATED IN AN 85,000 SQUARE FOOT
BUILDING ON APPROXIMATELY 13 ACRES OF LAND IN ALLEN COUNTY, NEAR SCOTTSVILLE,

KENTUCKY THE MEDICAL CENTER AT CAVERNA THE MEDICAL CENTER AT CAVERNA, LOCATED IN HORSE
CAVE, KENTUCKY, BECAME A PART OF THE BOWL ING GREEN WARREN COUNTY COMMUNITY HOSPITAL
CORPORATION ON JANUARY 1, 2016 THE HOSPITAL IS A 25-BED medicare designated CRITICAL ACCESS
HOSPITAL AND ALSO OPERATES TWO RURAL HEALTH CLINICS, ONE IN MUNFORDVILLE, KY AND ONE IN
HORSE CAVE, KY COMMONWEALTH HEALTH CORPORATION CHC IS A HOLDING COMPANY FOR A TOTAL
OF Twelve FOR-PROFIT AND NONPROFIT CORPORATIONS AND PARTNERSHIPS (COLLECTIVELY, THE
"AFFILIATES") ENGAGED IN VARIOUS ASPECTS OF THE HEALTHCARE INDUSTRY CHC HAS ESTABLISHED
VARIOUS DIVISIONS FOR ITS OPERATIONS, INCLUDING (1) BOWLING GREEN WARREN COUNTY
COMMUNITY HOSPITAL CORPORATION ("THE MEDICAL CENTER"), (2) COMMONWEAL TH HEALTH FREE
CLINIC, INC, (3) THE MEDICAL CENTER AT FRANKLIN, INC , (4) THE MEDICAL CEN TER AT Albany, (5)
COMMONWEALTH REGIONAL SPECIALTY HOSPITAL, INC , AND (6) VARIOUS non-pro fit and FOR-PROFIT
CORPORATIONS AND PARTNERSHIPS CHC OWNS AND OPERATES MULTIPLE PHYSICIAN PRACTICES AND
EMPLOYS GENERAL PRACTITIONERS, CARDIAC SURGEONS, VASCULAR SURGEONS, NEUROSUR GEONS,
NEUROLOGISTS, OBSTETRIC/GYNECOLOGISTS, ORTHOPAEDICS, HOSPITALISTS, OTOLARYNGOLOGIST S,
PSYCHIATRISTS, INFECTION DISEASE AND TRAVEL MEDICINE PHYSICIANS, HEMATOLOGY AND
ONCOLOG Y PHYSICIANS and GENERAL SURGEONS CHC HAS ACQUIRED THE PHYSICIAN PRACTICES IN
ORDER TO AT TRACT AND RETAIN HIGHLY SKILLED PHYSICIANS IN SPECIALTIES THAT SUPPORT THE
MISSION OF CHC AND ITS AFFILIATES IN ADDITION, CHC OPERATES AND PROVIDES VARIOUS
CORPORATE SUPPORT SERVI CES INCLUDING PATIENT BILLING, COLLECTIONS, ACCOUNTING,
MATERIALS MANAGEMENT, ENGINEERING, SECURITY, HUMAN RESOURCES, INFORMATION SYSTEMS,
AND ADMINISTRATIVE SUPPORT SINCE 1990, C HC'S WHOLLY-OWNED CENTER CARE HEALTH BENEFITS
PROGRAM ("CENTER CARE"), A PREFERRED PROVIDE R ORGANIZATION (PPO), HAS ASSISTED
EMPLOYERS IN MANAGING THE RISING COST OF THEIR HEALTHCA RE THE PPO OFFERS EMPLOYER
GROUPS AND PAYORS IN THIS REGION AND ACROSS KENTUCKY A COMPREH ENSIVE NETWORK OF
PHYSICIANS AND FACILITIES WITH GREATER COST SAVINGS POTENTIAL THAN OTHER NATIONAL
ORGANIZATIONS TODAY, CENTER CARE SERVES AS THE LOCAL, REGIONAL OR STATEWIDE NET WORK
FOR VARIOUS MANAGED CARE ORGANIZATIONS FOR THEIR COMMERCIAL, MEDICARE AND/OR MEDICAID
MEMBERSHIP CENTER CARE PRESENTLY HAS OVER 500,000 MEMBERS BY PROVIDING ACCESS TO OVER
20,000 PROVIDERS IN KENTUCKY, TENNESSEE, INDIANA, OHIO, AND ILLINOIS SINCE 2008, CHC HAS
BEE N THE SOLE OWNER OF BLUEGRASS OUTPATIENT CENTER OF




Form and Line Reference

Explanation

Part VI, Line 6

BOWLING GREEN, LLC ("BLUEGRASS") BLUEGRASS PROVIDES COMPREHENSIVE REHABILITATION
THERAPY SERVICES COMMONWEALTH HEALTH FREE CLINIC, INC COMMONWEALTH HEALTH FREE
CLINIC, INC ("C HFC") WAS ORGANIZED TO OPERATE A CLINIC, WHICH PROVIDES BASIC MEDICAL AND
DENTAL DIAGNOSTI C AND TREATMENT SERVICES FOR CHARITABLE PURPOSES FOR THE UNINSURED
AND UNDERINSURED OF SOU TH-CENTRAL KENTUCKY AND ALSO SERVES INDIVIDUALS WHO MAY BE
COVERED BY SOME FORM OF INSURAN CE, BUT WHO ARE UNABLE TO ACCESS A PROVIDER FOR ACUTE
OR CHRONIC HEALTHCARE ISSUES THE CL INIC OFFERS SERVICES INCLUDING NON-EMERGENCY
CLINICAL SERVICES, DENTISTRY, COMMUNITY HEALT H EDUCATION AND COUNSELING,
DISEASE/CONDITION SPECIFIC EDUCATION AND COUNSELING, AND ACCES S TO

PHARMACEUTICALS THE MEDICAL CENTER AT FRANKLIN, INC The Medical Center at Frankhn, Inc,
("MCF") OPERATES A HOSPITAL IN THE COMMUNITY OF FRANKLIN, SIMPSON COUNTY, KENTUCKY THIS
LOCATION IS JUST 20 MILES FROM THE MEDICAL CENTER'S BOWLING GREEN CAMPUS MCF IS A ME
DICARE DESIGNATED CRITICAL ACCESS HOSPITAL OFFERING ACUTE CARE INPATIENT AND OUTPATIENT
PR OGRAMS IN ITS 25 BED ACUTE CARE FACILITY THE MEDICAL CENTER AT Albany On April 1, 2016, th e
Medical Center acquired the assets of Clinton County Hospital, Inc, an acute-care facil ity, in order to
maintain the facility as an acute-care hospital The Medical Center at Al bany Is a 42-bed acute care
hospital that earns revenue by providing inpatient, outpatient , and emergency care services in Clinton
County and surrounding counties in Kentucky COMM ONWEALTH REGIONAL SPECIALTY HOSPITAL,

INC COMMONWEALTH REGIONAL SPECIALTY HOSPITAL IS A L ONG-TERM ACUTE CARE HOSPITAL THAT
OPERATES AS A HOSPITAL WITHIN A HOSPITAL BY LEASING 28 B EDS FROM THE MEDICAL CENTER ON
THE MEDICAL CENTER'S BOWLING GREEN CAMPUS IT IS AN ACUTE C ARE HOSPITAL FOR THOSE
PATIENTS REQUIRING AN EXTENDED HOSPITAL STAY (ANTICIPATED LENGTH OF STAY BETWEEN 18-35
DAYS) AND GENERALLY HAVING COMPLEX OR CHRONIC MEDICAL CONDITIONS COMMO NWEALTH
HEALTH FOUNDATION, INC CHC ENDORSED THE ESTABLISHMENT OF COMMONWEALTH HEALTH FOUN
DATION ("THE FOUNDATION") FOR THE PURPOSE OF FOSTERING, SUPPORTING AND INITIATING
ACTIVITI ES FOR THE ADVANCEMENT OF THE HEALTH CARE OBJECTIVES OF CHC AND THE MEDICAL
CENTER AND/OR AFFILIATED NON-PROFIT 501(C)(3) ORGANIZATIONS THE CHAIRMAN OF CHC'S BOARD
OF DIRECTORS OR HIS/HER DESIGNEE, CHC'SPRESIDENT AND CEO, AND THE CHIEF FINANCIAL OFFICER
OF THE MEDICAL CENTER SERVE AS EX-OFFICIO DIRECTORS OF THE FOUNDATION THEY ALL THREE ARE
COUNTED FOR QUO RUM PURPOSES AND HAVE THE RIGHTS AND PRIVILEGES OF OTHER DIRECTORS
INCLUDING THE RIGHT TO VOTE ON ALL MATTERS PROPERLY BEFORE THE BOARD
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Hospital Facilities
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Bowling Green Warren County Community
Hospital Corporation

Section A. Hospital Facilities

(list in order of size from largest to

smallest—see instructions)

How many hospital facilities did the

organization operate during the tax year?
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Other (Describe)

Facility
reporting group

800 PARK STREET
bowling green, KY 42101
100404

1 THE MEDICAL CENTER at BOWLING GREEN X

x

2 the medical center at scottsville
456 burnley road

scottsville, KY 42164

600076

X X nursing facility

3 The Medical Center at Caverna
1501 S Dixie Street

Horse Cave, KY 42749
600065

X X Rural Health Chnic




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, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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

THE MEDICAL CENTER at BOWLING
GREEN

Part V, Section B, Line 5 AN INITIAL ASSESSMENT OF LOCAL HEALTH CARE NEEDS WAS PERFORMED
IN 2011-2012, WHEN IN APRIL OF 2011, THE BARREN RIVER DISTRICT HEALTH DEPARTMENT (BRDhD)
C ONVENED A GROUP OF LOCAL HEALTH CARE AND PUBLIC HEALTH LEADERS TO DISCUSS THE NEED
TO IMPR OVE OVERALL HEALTH STATUS WITHIN THE 10-COUNTY BARREN RIVER AREA DEVELOPMENT
DISTRICT(BRAD D) THE GROUP FORMED THE BARREN RIVER COMMUNITY HEALTH PLANNING
COUNCIL WHICH BEGAN A YEAR -LONG COMMUNITY HEALTH ASSESSMENT PHASE THAT RAN FROM
NOVEMBER 2011 THROUGH MAY 2012 MEMB ERS EXPLORED A NUMBER OF QUESTIONS, IDENTIFIED
FIVE PRIORITY HEALTH ISSUES AND SOUGHT INPU T ABOUT THESE ISSUES FROM PEERS,
CONSTITUENTS, EMPLOYEES, ORGANIZATIONS, AND FAMILIES WIT H THE RESULTING INFORMATION,
FOUR STAKEHOLDER GROUPS WERE CREATED TO DEVELOP ACTION PLANS TO ADDRESS THE
PRIORITY HEALTH ISSUES THE STAKEHOLDER GROUPS ADDRESSED THE HEALTHCARE DEL IVERY
SYSTEM, WORKSITES, EDUCATIONAL SYSTEM AND COMMUNITIES AND THEIR ROLE IN TARGETING CA
RDIOVASCULAR DISEASE, OBESITY, DIABETES, LUNG CANCER, AND DRUG ABUSE AND ADDICTION A
HEAL TH PLAN WAS DEVELOPED FOR 2013-15 TO UPDATE THE COMMUNITY HEALTH NEEDS
ASSESSMENT AND EVAL UATE CURRENT NEEDS, A UNIQUE PARTNERSHIP OF THE BARREN RIVER
DISTRICT HEALTH DEPARTMENT (B RDHD), THE BARREN INITIATIVE TO GET HEALTHY TOGETHER
(BRIGHT) COALITION, AND FOUR COMMUNIT Y STAKEHOLDER GROUPS WITH THE GOAL TO IMPROVE
OVERALL HEALTH STATUS WITHIN THE 10-COUNTY B ARREN RIVER AREA DEVELOPMENT DISTRICT
CAME TOGETHER IN THE LATTER MONTHS OF 2014 TO REVIEW COMMUNITY HEALTH NEEDS THE
BRDHD STAFF AND BRIGHT MEMBERS DEVELOPED A COMMUNITY SURVEY TO ASSESS PROGRESS AND
NEED IN FIVE IMPORTANT WELLNESS-RELATED AREAS THE ONE-PAGE SURVEY WA S DISSEMINATED
TO CITIZENS IN THE 10 BRADD COUNTIES DURING JANUARY TO MARCH OF 2015 A TOT AL OF 6,258
ADULTS OVER THE AGE OF 18 RESPONDED TO THE SURVEY RESPONDERS REPRESENTED EACH OF
THE TEN COUNTIES IN THE BRADD THIS COMMUNITY SURVEY SHOWS THAT BRDHD AND BRIGHT
HAVE A LREADY BEEN QUITE SUCCESSFUL IN INCREASING AWARENESS ABOUT THE IMPORTANCE OF
PREVENTION, W ELLNESS AND HEALTHY LIVING THROUGHOUT THE DISTRICT HOWEVER, THIS
SUCCESS AND AWARENESS VA RIES BY SEVERAL FACTORS, INCLUDING GENDER, AGE, EDUCATION
LEVEL, AND GEOGRAPHY TO BETTER UNDERSTAND THE POTENTIAL INFLUENCES ON CITIZEN
KNOWLEDGE AND ENGAGEMENT IN HEALTH BEHAVIOR S, RESPONSES TO QUESTIONS ABOUT EACH OF
THE FIVE WELLNESS AREAS WERE EXAMINED IN DEPTH FAC TORS AFFECTING SELF AND FAMILY'S
HEALTH ANYWHERE FROM 45 TO 56% OF SURVEY RESPONDERS SAID THEY HAD LITTLE OR NO
CONCERNS ABOUT THEIR ABILITY TO BUY FRESH AND HEALTHY FOODS, HAVING PLACES TO BE
PHYSICALLY ACTIVE, THEIR EXPOSURE TO TOBACCO, AFFORDING MEDICATIONS AND DOCT ORS' FEES
AND ACCESSING A DOCTOR WHEN NEEDED HOWEVER, OTHER PARTICIPANTS EXPRESSED MODERA
TE TO HUGE CONCERNS ABOUT THEIR ABILITY TO HAVE THESE THINGS AND FELT THIS COULD HAVE
A SE VERE EFFECT ON THEIR OWN HEALTH OR THAT OF THEIR FAMILY - WOMEN EXPRESSED MORE
CONCERNS AB OUT MOST OF THESE AREAS, PARTI




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, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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

THE MEDICAL CENTER at BOWLING
GREEN

CULARLY IN BUYING FRESH AND HEALTHY FOODS (40%) AND HAVING ACCESS TO PLACES TO BE
PHYSICAL LY ACTIVE (31%)- INABILITY TO BUY HEALTHY FOODS RANKED HIGHEST AMONG THE
OLDEST (42%) AND YOUNGEST (41%) PARTICIPANTS- THE YOUNGEST AGE GROUP ALSO PERCEIVED
MORE OF AN IMPACT ON TH EIR HEALTH RELATED TO DOCTORS WHO WON'T ACCEPT INSURANCE
(21%)- INDIVIDUALS WITH ONLY HIGH SCHOOL OR LESS EDUCATION RANKED EACH OF THE 11
POSSIBLE ITEMS ON THE SURVEY AS HAVING A M ODERATE TO HUGE IMPACT ON THEIR HEALTH
COMPARED TO THOSE WITH SOME COLLEGE OR MORE - NEARL Y HALF OF INDIVIDUALS WITH HIGH
SCHOOL OR LESS SAID NOT BEING ABLE TO BUY FRESH AND HEALTH Y FOODS WOULD AFFECT THEIR
HEALTH COMMUNITY SURVEY QUESTIONS RELATED TO FIVE MAJOR WELLNES S-RELATED AREAS
-IMPACT OF FACTORS ON SELF AND ON FAMILY'S HEALTH -USE OF LOCAL FARMERS M ARKET IN 2014
-AVAILABILITY AND USE OF EMPLOYER WELLNESS PROGRAMS -SOURCE OF PAYMENT FOR H EALTH
CARE AND DENTAL SERVICES IN PAST 12 MONTHS -TRAVEL QUT OF HOME COUNTY FOR HEALTH-REL
ATED SERVICES SURVEY PARTICIPANTS WERE ASKED ABOUT 11 FACTORS THAT MIGHT AFFECT THEIR
OWN OR THEIR FAMILY MEMBERS' HEALTH RESPONSES WERE RATED WITH A LIKERT SCALE THAT
RANGED FROM LITTLE OR NO IMPACT TO A MODERATE TO HUGE IMPACT ON HEALTH OVERALL, THERE
WAS CONSIDERAB LE DISPARITY IN RESPONDER ANSWERS, FROM NOT APPLICABLE OR "NO IMPACT"
TO "HUGE IMPACT " AM ONG FACTORS RANKED MODERATE TO HUGE IMPACT, ONE THIRD OF
RESPONDENTS (33 1%) IDENTIFIED IN ABILITY TO BUY FRESH AND HEALTH FOODS AS HAVING HIGH
IMPACT ON THEIR HEALTH, FOLLOWED BY N O ACCESS TO PLACES TO BE PHYSICALLY ACTIVE (30 2%)
TABLE 3 SHOWS THE RANGE OF RESPONSES T O EACH OF THESE FACTORS TABLE 3 PARTICIPANT
RESPONSES TO FACTORS THAT IMPACT PERSONAL OR FAMILY HEALTH (N=6,181) POTENTIAL HEALTH
FACTORS NOT APPLICABLE(%) LITTLE OR NO IMPACT(%) MODERATE TO HUGE IMPACT (%) Not able to
buy fresh and healthy foods 15 2 51 8 33 1 No acce ss to places to be physically active 15 2 54 7 30 2
Tobacco being used at work 32 2 51 2 1 6 6 Tobacco being used at child's school 34 8 44 7 20 4 Lack of
physical activity at child 's school 29 5 41 6 29 0 Use of food as reward at child's school 32 147 0 20 9
Can't affo rd medications 21 4 53 2 25 3 Can't get transportation to medical visits 28 3592 12 6 Can't
get doctor's appointment when needed 21 6 52 2 26 2 Can't afford doctor's fees 21 2 53 5 25 3 Doctor
won't accept insurance 27 556 0 16 5




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, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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

THE MEDICAL CENTER AT SCOTTSVILLE

Part V, Section B, Line 5 AN INITIAL ASSESSMENT OF LOCAL HEALTH CARE NEEDS WAS
PERFORMED IN 2011-2012, WHEN IN APRIL OF 2011, THE BARREN RIVER DISTRICT HEALTH
DEPARTMENT (BRDHD) C ONVENED A GROUP OF LOCAL HEALTH CARE AND PUBLIC HEALTH
LEADERS TO DISCUSS THE NEED TO IMPR OVE OVERALL HEALTH STATUS WITHIN THE 10-COUNTY
BARREN RIVER AREA DEVELOPMENT DISTRICT(BRAD D) THE GROUP FORMED THE BARREN RIVER
COMMUNITY HEALTH PLANNING COUNCIL WHICH BEGAN A YEAR -LONG COMMUNITY HEALTH
ASSESSMENT PHASE THAT RAN FROM NOVEMBER 2011 THROUGH MAY 2012 MEMB ERS EXPLORED
A NUMBER OF QUESTIONS, IDENTIFIED FIVE PRIORITY HEALTH ISSUES AND SOUGHT INPU T
ABOUT THESE ISSUES FROM PEERS, CONSTITUENTS, EMPLOYEES, ORGANIZATIONS, AND FAMILIES
WIT H THE RESULTING INFORMATION, FOUR STAKEHOLDER GROUPS WERE CREATED TO DEVELOP
ACTION PLANS TO ADDRESS THE PRIORITY HEALTH ISSUES THE STAKEHOLDER GROUPS
ADDRESSED THE HEALTHCARE DEL IVERY SYSTEM, WORKSITES, EDUCATIONAL SYSTEM AND
COMMUNITIES AND THEIR ROLE IN TARGETING CA RDIOVASCULAR DISEASE, OBESITY, DIABETES,
LUNG CANCER, AND DRUG ABUSE AND ADDICTION A HEAL TH PLAN WAS DEVELOPED FOR 2013-
15 TO UPDATE THE COMMUNITY HEALTH NEEDS ASSESSMENT AND EVAL UATE CURRENT NEEDS, A
UNIQUE PARTNERSHIP OF THE BARREN RIVER DISTRICT HEALTH DEPARTMENT (B RDHD), THE
BARREN INITIATIVE TO GET HEALTHY TOGETHER (BRIGHT) COALITION, AND FOUR COMMUNIT Y
STAKEHOLDER GROUPS WITH THE GOAL TO IMPROVE OVERALL HEALTH STATUS WITHIN THE 10-
COUNTY B ARREN RIVER AREA DEVELOPMENT DISTRICT CAME TOGETHER IN THE LATTER MONTHS
OF 2014 TO REVIEW COMMUNITY HEALTH NEEDS THE BRDHD STAFF AND BRIGHT MEMBERS
DEVELOPED A COMMUNITY SURVEY TO ASSESS PROGRESS AND NEED IN FIVE IMPORTANT
WELLNESS-RELATED AREAS THE ONE-PAGE SURVEY WA S DISSEMINATED TO CITIZENS IN THE 10
BRADD COUNTIES DURING JANUARY TO MARCH OF 2015 A TOT AL OF 6,258 ADULTS OVER THE
AGE OF 18 RESPONDED TO THE SURVEY RESPONDERS REPRESENTED EACH OF THE TEN COUNTIES
IN THE BRADD THIS COMMUNITY SURVEY SHOWS THAT BRDHD AND BRIGHT HAVE A LREADY BEEN
QUITE SUCCESSFUL IN INCREASING AWARENESS ABOUT THE IMPORTANCE OF PREVENTION, W
ELLNESS AND HEALTHY LIVING THROUGHOUT THE DISTRICT HOWEVER, THIS SUCCESS AND
AWARENESS VA RIES BY SEVERAL FACTORS, INCLUDING GENDER, AGE, EDUCATION LEVEL, AND
GEOGRAPHY TO BETTER UNDERSTAND THE POTENTIAL INFLUENCES ON CITIZEN KNOWLEDGE AND
ENGAGEMENT IN HEALTH BEHAVIOR S, RESPONSES TO QUESTIONS ABOUT EACH OF THE FIVE
WELLNESS AREAS WERE EXAMINED IN DEPTH FAC TORS AFFECTING SELF AND FAMILY'S HEALTH
ANYWHERE FROM 45 TO 56% OF SURVEY RESPONDERS SAID THEY HAD LITTLE OR NO CONCERNS
ABOUT THEIR ABILITY TO BUY FRESH AND HEALTHY FOODS, HAVING PLACES TO BE PHYSICALLY
ACTIVE, THEIR EXPOSURE TO TOBACCO, AFFORDING MEDICATIONS AND DOCT ORS' FEES AND
ACCESSING A DOCTOR WHEN NEEDED HOWEVER, OTHER PARTICIPANTS EXPRESSED MODERA TE
TO HUGE CONCERNS ABOUT THEIR ABILITY TO HAVE THESE THINGS AND FELT THIS COULD HAVE A
SE VERE EFFECT ON THEIR OWN HEALTH OR THAT OF THEIR FAMILY - WOMEN EXPRESSED MORE
CONCERNS AB OUT MOST OF THESE AREAS, PARTI




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, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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

THE MEDICAL CENTER AT SCOTTSVILLE

CULARLY IN BUYING FRESH AND HEALTHY FOODS (40%) AND HAVING ACCESS TO PLACES TO BE
PHYSICAL LY ACTIVE (31%)- INABILITY TO BUY HEALTHY FOODS RANKED HIGHEST AMONG THE
OLDEST (42%) AND YOUNGEST (41%) PARTICIPANTS- THE YOUNGEST AGE GROUP ALSO PERCEIVED
MORE OF AN IMPACT ON TH EIR HEALTH RELATED TO DOCTORS WHO WON'T ACCEPT INSURANCE
(21%)- INDIVIDUALS WITH ONLY HIGH SCHOOL OR LESS EDUCATION RANKED EACH OF THE 11
POSSIBLE ITEMS ON THE SURVEY AS HAVING A M ODERATE TO HUGE IMPACT ON THEIR HEALTH
COMPARED TO THOSE WITH SOME COLLEGE OR MORE - NEARL Y HALF OF INDIVIDUALS WITH HIGH
SCHOOL OR LESS SAID NOT BEING ABLE TO BUY FRESH AND HEALTH Y FOODS WOULD AFFECT
THEIR HEALTH COMMUNITY SURVEY QUESTIONS RELATED TO FIVE MAJOR WELLNES S-RELATED
AREAS -IMPACT OF FACTORS ON SELF AND ON FAMILY'S HEALTH -USE OF LOCAL FARMERS M
ARKET IN 2014 -AVAILABILITY AND USE OF EMPLOYER WELLNESS PROGRAMS -SOURCE OF PAYMENT
FOR H EALTH CARE AND DENTAL SERVICES IN PAST 12 MONTHS -TRAVEL OUT OF HOME COUNTY
FOR HEALTH-REL ATED SERVICES SURVEY PARTICIPANTS WERE ASKED ABOUT 11 FACTORS THAT
MIGHT AFFECT THEIR OWN OR THEIR FAMILY MEMBERS' HEALTH RESPONSES WERE RATED WITH A
LIKERT SCALE THAT RANGED FROM LITTLE OR NO IMPACT TO A MODERATE TO HUGE IMPACT ON
HEALTH OVERALL, THERE WAS CONSIDERAB LE DISPARITY IN RESPONDER ANSWERS, FROM NOT
APPLICABLE OR "NO IMPACT" TO "HUGE IMPACT " AM ONG FACTORS RANKED MODERATE TO HUGE
IMPACT, ONE THIRD OF RESPONDENTS (33 1%) IDENTIFIED IN ABILITY TO BUY FRESH AND HEALTH
FOODS AS HAVING HIGH IMPACT ON THEIR HEALTH, FOLLOWED BY N O ACCESS TO PLACES TO BE
PHYSICALLY ACTIVE (30 2%) TABLE 3 SHOWS THE RANGE OF RESPONSES T O EACH OF THESE
FACTORS TABLE 3 PARTICIPANT RESPONSES TO FACTORS THAT IMPACT PERSONAL OR FAMILY
HEALTH (N=6,181) POTENTIAL HEALTH FACTORS NOT APPLICABLE(%) LITTLE OR NO IMPACT(%)
MODERATE TO HUGE IMPACT (%) Not able to buy fresh and healthy foods 15 2 51 8 33 1 No acce ss
to places to be physically active 15 2 54 7 30 2 Tobacco being used at work 32 2 51 2 1 6 6 Tobacco
being used at child's school 34 9 44 7 20 4 Lack of physical activity at child 's school 29 541 6 29 0
Use of food as reward at child's school 32 1 47 0 20 9 Can't affo rd medications 21 4 53 2 25 3 Can't
get transportation to medical visits 28 3 59 2 12 6 Ca n't get doctor's appointment when needed 21 6
52 2 26 2 Can't afford doctor's fees 21 2 53 5 25 3 Doctor won't accept insurance 27 556 0 16 5




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, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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

The Medical Center at Caverna

Part V, Section B, Line 5 AN INITIAL ASSESSMENT OF LOCAL HEALTH CARE NEEDS WAS PERFORMED
IN 2011-2012, WHEN IN APRIL OF 2011, THE BARREN RIVER DISTRICT HEALTH DEPARTMENT (BRDHD)
C ONVENED A GROUP OF LOCAL HEALTH CARE AND PUBLIC HEALTH LEADERS TO DISCUSS THE NEED
TO IMPR OVE OVERALL HEALTH STATUS WITHIN THE 10-COUNTY BARREN RIVER AREA DEVELOPMENT
DISTRICT(BRAD D) THE GROUP FORMED THE BARREN RIVER COMMUNITY HEALTH PLANNING
COUNCIL WHICH BEGAN A YEAR -LONG COMMUNITY HEALTH ASSESSMENT PHASE THAT RAN FROM
NOVEMBER 2011 THROUGH MAY 2012 MEMB ERS EXPLORED A NUMBER OF QUESTIONS, IDENTIFIED
FIVE PRIORITY HEALTH ISSUES AND SOUGHT INPU T ABOUT THESE ISSUES FROM PEERS,
CONSTITUENTS, EMPLOYEES, ORGANIZATIONS, AND FAMILIES WIT H THE RESULTING INFORMATION,
FOUR STAKEHOLDER GROUPS WERE CREATED TO DEVELOP ACTION PLANS TO ADDRESS THE
PRIORITY HEALTH ISSUES THE STAKEHOLDER GROUPS ADDRESSED THE HEALTHCARE DEL IVERY
SYSTEM, WORKSITES, EDUCATIONAL SYSTEM AND COMMUNITIES AND THEIR ROLE IN TARGETING CA
RDIOVASCULAR DISEASE, OBESITY, DIABETES, LUNG CANCER, AND DRUG ABUSE AND ADDICTION A
HEAL TH PLAN WAS DEVELOPED FOR 2013-15 TO UPDATE THE COMMUNITY HEALTH NEEDS
ASSESSMENT AND EVAL UATE CURRENT NEEDS, A UNIQUE PARTNERSHIP OF THE BARREN RIVER
DISTRICT HEALTH DEPARTMENT (B RDHD), THE BARREN INITIATIVE TO GET HEALTHY TOGETHER
(BRIGHT) COALITION, AND FOUR COMMUNIT Y STAKEHOLDER GROUPS WITH THE GOAL TO IMPROVE
OVERALL HEALTH STATUS WITHIN THE 10-COUNTY B ARREN RIVER AREA DEVELOPMENT DISTRICT
CAME TOGETHER IN THE LATTER MONTHS OF 2014 TO REVIEW COMMUNITY HEALTH NEEDS THE
BRDHD STAFF AND BRIGHT MEMBERS DEVELOPED A COMMUNITY SURVEY TO ASSESS PROGRESS AND
NEED IN FIVE IMPORTANT WELLNESS-RELATED AREAS THE ONE-PAGE SURVEY WA S DISSEMINATED
TO CITIZENS IN THE 10 BRADD COUNTIES DURING JANUARY TO MARCH OF 2015 A TOT AL OF 6,258
ADULTS OVER THE AGE OF 18 RESPONDED TO THE SURVEY RESPONDERS REPRESENTED EACH OF
THE TEN COUNTIES IN THE BRADD THIS COMMUNITY SURVEY SHOWS THAT BRDHD AND BRIGHT
HAVE A LREADY BEEN QUITE SUCCESSFUL IN INCREASING AWARENESS ABOUT THE IMPORTANCE OF
PREVENTION, W ELLNESS AND HEALTHY LIVING THROUGHOUT THE DISTRICT HOWEVER, THIS
SUCCESS AND AWARENESS VA RIES BY SEVERAL FACTORS, INCLUDING GENDER, AGE, EDUCATION
LEVEL, AND GEOGRAPHY TO BETTER UNDERSTAND THE POTENTIAL INFLUENCES ON CITIZEN
KNOWLEDGE AND ENGAGEMENT IN HEALTH BEHAVIOR S, RESPONSES TO QUESTIONS ABOUT EACH OF
THE FIVE WELLNESS AREAS WERE EXAMINED IN DEPTH FAC TORS AFFECTING SELF AND FAMILY'S
HEALTH ANYWHERE FROM 45 TO 56% OF SURVEY RESPONDERS SAID THEY HAD LITTLE OR NO
CONCERNS ABOUT THEIR ABILITY TO BUY FRESH AND HEALTHY FOODS, HAVING PLACES TO BE
PHYSICALLY ACTIVE, THEIR EXPOSURE TO TOBACCO, AFFORDING MEDICATIONS AND DOCT ORS' FEES
AND ACCESSING A DOCTOR WHEN NEEDED HOWEVER, OTHER PARTICIPANTS EXPRESSED MODERA
TE TO HUGE CONCERNS ABOUT THEIR ABILITY TO HAVE THESE THINGS AND FELT THIS COULD HAVE
A SE VERE EFFECT ON THEIR OWN HEALTH OR THAT OF THEIR FAMILY - WOMEN EXPRESSED MORE
CONCERNS AB OUT MOST OF THESE AREAS, PARTI




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, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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

The Medical Center at Caverna

CULARLY IN BUYING FRESH AND HEALTHY FOODS (40%) AND HAVING ACCESS TO PLACES TO BE
PHYSICAL LY ACTIVE (31%)- INABILITY TO BUY HEALTHY FOODS RANKED HIGHEST AMONG THE
OLDEST (42%) AND YOUNGEST (41%) PARTICIPANTS- THE YOUNGEST AGE GROUP ALSO PERCEIVED
MORE OF AN IMPACT ON TH EIR HEALTH RELATED TO DOCTORS WHO WON'T ACCEPT INSURANCE
(21%)- INDIVIDUALS WITH ONLY HIGH SCHOOL OR LESS EDUCATION RANKED EACH OF THE 11
POSSIBLE ITEMS ON THE SURVEY AS HAVING A M ODERATE TO HUGE IMPACT ON THEIR HEALTH
COMPARED TO THOSE WITH SOME COLLEGE OR MORE - NEARL Y HALF OF INDIVIDUALS WITH HIGH
SCHOOL OR LESS SAID NOT BEING ABLE TO BUY FRESH AND HEALTH Y FOODS WOULD AFFECT THEIR
HEALTH COMMUNITY SURVEY QUESTIONS RELATED TO FIVE MAJOR WELLNES S-RELATED AREAS
-IMPACT OF FACTORS ON SELF AND ON FAMILY'S HEALTH -USE OF LOCAL FARMERS M ARKET IN 2014
-AVAILABILITY AND USE OF EMPLOYER WELLNESS PROGRAMS -SOURCE OF PAYMENT FOR H EALTH
CARE AND DENTAL SERVICES IN PAST 12 MONTHS -TRAVEL QUT OF HOME COUNTY FOR HEALTH-REL
ATED SERVICES SURVEY PARTICIPANTS WERE ASKED ABOUT 11 FACTORS THAT MIGHT AFFECT THEIR
OWN OR THEIR FAMILY MEMBERS' HEALTH RESPONSES WERE RATED WITH A LIKERT SCALE THAT
RANGED FROM LITTLE OR NO IMPACT TO A MODERATE TO HUGE IMPACT ON HEALTH OVERALL, THERE
WAS CONSIDERAB LE DISPARITY IN RESPONDER ANSWERS, FROM NOT APPLICABLE OR "NO IMPACT"
TO "HUGE IMPACT " AM ONG FACTORS RANKED MODERATE TO HUGE IMPACT, ONE THIRD OF
RESPONDENTS (33 1%) IDENTIFIED IN ABILITY TO BUY FRESH AND HEALTH FOODS AS HAVING HIGH
IMPACT ON THEIR HEALTH, FOLLOWED BY N O ACCESS TO PLACES TO BE PHYSICALLY ACTIVE (30 2%)
TABLE 3 SHOWS THE RANGE OF RESPONSES T O EACH OF THESE FACTORS TABLE 3 PARTICIPANT
RESPONSES TO FACTORS THAT IMPACT PERSONAL OR FAMILY HEALTH (N=6,181) POTENTIAL HEALTH
FACTORS NOT APPLICABLE(%) LITTLE OR NO IMPACT(%) MODERATE TO HUGE IMPACT (%) Not able to
buy fresh and healthy foods 15 2 51 8 33 1 No acce ss to places to be physically active 15 2 54 7 30 2
Tobacco being used at work 32 2 51 2 1 6 6 Tobacco being used at child's school 34 8 44 7 20 4 Lack of
physical activity at child 's school 29 5 41 6 29 0 Use of food as reward at child's school 32 147 0 20 9
Can't affo rd medications 21 4 53 2 25 3 Can't get transportation to medical visits 28 3592 12 6 Can't
get doctor's appointment when needed 21 6 52 2 26 2 Can't afford doctor's fees 21 2 53 5 25 3 Doctor
won't accept insurance 27 556 0 16 5




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

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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
Scottsville, Caverna Memorial Hospital(now named the Medical Center at Caverna), commonwealth

Regional hospital, Greenview Regional Hospital, Logan Memorial Hospital, Medical Center at Franklin,
Monroe County Medical Center, TJ Samson Community Hospital




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

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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
THE MEDICAL CENTER AT SCOTTSVILLE Part V, Section B, Line 6a THE HOSPITAL'S CHNA WAS CONDUCTED WITH The Medical Center BOWlIng
Green, The Medical Center at Caverna(now named the Medical Center at Caverna), commonwealth

Regional hospital, Greenview Reglional Hospital, Logan Memorial Hospital, Medical Center at Franklin,
Monroe County Medical Center, TJ Samson Community Hospital




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

Form and Line Reference

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, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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.

The Medical Center at Caverna

Explanation

Part V, Section B, Line 6a THE HOSPITAL'S CHNA WAS CONDUCTED WITH The Medical Center Bowling
Green, Medical Center of Scottsville, commonwealth Regional hospital, Greenview Regional Hospital,
Logan Memorial Hospital, Medical Center at Franklin, Monroe County Medical Center, TJ Samson
Community Hospital




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

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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
THE MEDICAL CENTER at BOWLING GREEN

Part V, Section B, Line 11 The Medical Center provides free care for persons at or below 200% of the
federal poverty level




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

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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
THE MEDICAL CENTER AT SCOTTSVILLE

Part V, Section B, Line 11 The Medical Center provides free care for persons at or below 200% of the
federal poverty level




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

Form and Line Reference

The Medical Center at Caverna

V, Section A ("A, 1,” “A, 4," B, 2,” "B, 3,” etc.) and name of hospital facility.

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, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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

Explanation

Part V, Section B, Line 11 The Medical Center at Caverna provides free care for persons at or below
200% of the federal poverty level




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

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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

THE MEDICAL CENTER at BOWLING GREEN

Part V, Section B, Line 13b Because there may be circumstances where a patient/guarantor may end up
owing an amount that 1s large In relation to his iIncome, but still not meet our Standard Charity
Guidelines, and because we do not want to create what iIs commonly known as "medical indigency,” we
will also apply the following guidelines to charity applications 1) Only persons or families who make less
than 20 times (2000%) of the single person FPL are eligible for Catastrophic Charity The purpose of this
requirement Is to limit the incentive to not purchase health insurance If a person can afford it 2) A self-
pay portion of a bill greater than 20% of annual income qualifies a person for Catastrophic Charity 3)
Also, the amount due from Catastrophic Charity applicants will be capped at 50% of their documented
and verified annual iIncome plus the amount the patient's liquid assets exceed their Immediate needs as
per the Asset Test above 4) We will allow payment of this capped amount over a period of up to 10
years, with up to 15 years available with the approval of the Director of CFR 5) The payments will be

treated as long-term pay, 1 e they will require a written agreement, and the payments will be interest
free for the remaining portion of the balance due




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

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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

THE MEDICAL CENTER AT SCOTTSVILLE

Part V, Section B, Line 13b Because there may be circumstances where a patient/guarantor may end
up owing an amount that I1s large in relation to his income, but still not meet our Standard Charity
Guidelines, and because we do not want to create what iIs commonly known as "medical indigency,” we
will also apply the following guidelines to charity applications 1) Only persons or families who make less
than 20 times (2000%) of the single person FPL are eligible for Catastrophic Charity The purpose of
this requirement Is to limit the incentive to not purchase health insurance If a person can afford it 2) A
self-pay portion of a bill greater than 20% of annual income qualifies a person for Catastrophic

Charity 3) Also, the amount due from Catastrophic Charity applicants will be capped at 50% of their
documented and verified annual income plus the amount the patient's liquid assets exceed their
immediate needs as per the Asset Test above 4) We will allow payment of this capped amount over a
period of up to 10 years, with up to 15 years available with the approval of the Director of CFR 5) The

payments will be treated as long-term pay, 1 e they will require a written agreement, and the payments
will be interest free for the remaining portion of the balance due




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

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20¢, 21¢, 21d, 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

The Medical Center at Caverna

Part V, Section B, Line 13b Because there may be circumstances where a patient/guarantor may end up
owing an amount that 1s large In relation to his iIncome, but still not meet our Standard Charity
Guidelines, and because we do not want to create what iIs commonly known as "medical indigency,” we
will also apply the following guidelines to charity applications 1) Only persons or families who make less
than 20 times (2000%) of the single person FPL are eligible for Catastrophic Charity The purpose of this
requirement Is to limit the incentive to not purchase health insurance If a person can afford it 2) A self-
pay portion of a bill greater than 20% of annual income qualifies a person for Catastrophic Charity 3)
Also, the amount due from Catastrophic Charity applicants will be capped at 50% of their documented
and verified annual iIncome plus the amount the patient's liquid assets exceed their Immediate needs as
per the Asset Test above 4) We will allow payment of this capped amount over a period of up to 10
years, with up to 15 years available with the approval of the Director of CFR 5) The payments will be

treated as long-term pay, 1 e they will require a written agreement, and the payments will be interest
free for the remaining portion of the balance due
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OMB No 1545-0047
f,f:f:,";;g) Grants and Other Assistance to Organizations,

Governments and Individuals in the United States 2016

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

Open to Public

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

Internal Revenue Service

Name of the organization Employer identification number

Bowling Green Warren County Community

Hospital Corporation 61-0920842
m General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants or assistance? . . . . + « & & + 4 4 4 w4 4 e e awwaaa Yes O No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United 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 Part II can be duplicated If additional space is needed

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash (e) Amount of non- | (f) Method of valuation (g) Description of (h) Purpose of grant
organization If applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)
(1) 61-1320380 50,000 Scholarships

Kentucky Community and
Technical College System
1845 Loop Drive

Bowling Green, KY 42101

(2) College Heights Foundation 61-0459494 5,156 Scholarships
1906 College Heights Blvd
Bowling Green, KY 42101

2 Enter total number of section 501(c)(3) and government organizations listed in the line 1 table .

v?

3 Enter total number of other organizations listed in the line 1 table .

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50055P Schedule I (Form 990) 2016



Schedule I (Form 990) 2016

Page 2

m 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 Is needed

(a) Type of grant or assistance

(b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
non-cash assistance

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

(f) Description of non-cash assistance

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

Return Reference Explanation

Schedule I (Form 990) 2016
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Schedule ]
(Form 990)

Department of the
Treasury

Internal Revenue
Service

Compensation Information OMB No 1545-0047

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

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

» Attach to Form 990.

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

Name of the organization Employer identification number
Bowling Green Warren County Community
Hospital Corporation 61-0920842
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
 First-class or charter travel  Housing allowance or residence for personal use
r Travel for companions — Payments for business use of personal residence
r Taxidemnification and gross-up payments ~ Health or social club dues or initiation fees
~ Discretionary spending account ~ Personal services (e g, maid, chauffeur, chef)
b Ifany ofthe boxes in line 1a are checked, did the organization follow a written policy regarding payment or
reimbursement or provision of all of the expenses described above? If "No," complete Part III to explain 1ib
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, officers, including the CEO /Executive Director, regarding the items checked in line 13? 2
3 Indicate which, If any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director Check all that apply Do not check any boxes for methods
used by a related organization to establish compensation of the CEO/Executive Director, but explain in Part II1
[ Compensation committee - Written employment contract
I~ Independent compensation consultant - Compensation survey or study
 Form 990 of other organizations - Approval by the board or compensation committee
4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a with respect to the filing organization
or a related organization
a Recelve a severance payment or change-of-control payment? 4a No
Participate I1n, or receive payment from, a supplemental nonqualified retirement plan? 4b | Yes
¢ Participate Iin, or receive payment from, an equity-based compensation arrangement? 4c No
If"Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part III
Only 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of
a The organization? 5a No
Any related organization? 5b No
If"Yes," online 5a or 5b, describe in Part IT1
6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of
The organization? 6a No
Any related organization? 6b No
If"Yes," online 6a or 6b, describe in Part IT1
7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described inlines 5 and 6? If "Yes," describe in Part II1 7 No
8 Were any amounts reported on Form 990, Part VII, paid or accured pursuant to a contract that was
subject to the initial contract exception described in Regulations section 53 4958-4(a)(3)? If "Yes," describe
in Part ITL 8 No
9 If"Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in Regulations
section 53 4958-6(c)? 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 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 I1n the
instructions, on row (11) Do not list any individuals that are not listed on Form 990, Part VII
Note. The sum of columns (B)(1)-(1n) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E}) amounts for that individual

(A) Name and Title

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

Base
(1) compensation

(1i)
Bonus & incentive
compensation

(1in)
Other reportable
compensation

(C) Retirement and
other deferred
compensation

(D) Nontaxable
benefits

(E) Total of columns

(B)(1)-(D)

(F) Compensation in

column(B}) reported

as deferred on prior
Form 990

See Additional Data Table

Schedule J (Form 990) 2015



Schedule J (Form 990) 2015 Page 3

m Supplemental Information

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

| Return Reference Explanation

PartI, Line 4b CERTAIN EXECUTIVES OF COMMONWEALTH HEATH CORPORATION PARTICIPATE IN A SUPPLEMENTAL RETIREMENT PLAN THE CURRENT
YEARINCREASE IN THE ACCRUED BENEFIT,AS ACTUARIALLY DETERMINED, IS REPORTED AS COMPENSATION THE FOLLOWING ARE THE
INDIVIDUALS PARTICIPATING IN THE PLAN AND THE CURRENT YEARINCREASES REPORTED AS COMPENSATION CONNIE SMITH $171,036
RONALD SOWELL $80,028 JEAN CHERRY $72,099

Schedule J (Form 990) 2015



Additional Data

Form 990, Schedule J, Part II - Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
(A) Name and Title

Software ID:
Software Version:

EIN:
Name:

61-0920842
Bowling Green Warren County Community

Hospital Corporation

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns (F) Compensation in

0 (i) (iii) other deferred benefits (BY(1)-(D} column (B}
Base Bonus & Other compensation reported as deferred
Compensation Incentive reportable on prior Form 990
compensation compensation
1Donald Brown MDDirector 0 o} 0 0 0 0 0 0
() 601,663 0 2,220 0 - - 0
31,156 635,039
1CONNIE SMITH | 0
Director/President & CEO ot 0 0 0 0 0 0
) 684,572 0 184,074 0 - - 0
11,764 880,410
2BARBARA JEAN CHERRY | 0
cio/executive vice president o 0 0 0 0 0 0
(m 432,993 0 81,340 0 - - 0
11,076 525,409
3Betsy Kullman | 0
CNO/Executive Vice President ot 0 0 0 0 0 0
() 278,417 0 8,658 0 - - 0
18,694 305,769
4Ronald G Sowell | 0
CFO/Executive Vice President o 0 0 0 0 0 0
(m 433,521 0 91,155 0 - - 0
10,548 535,224
5Sarah Moore | 0
Exec Vice Pres (retired o 0 0 0 0 0 0
7 ¥ L e (e e s e e
) () 151,083 0 14,188 0 - - 0
5,540 170,811
6Enc Hagan | 0
Vice President/ Administration o 0 0 0 0 0 0
(II) 250,758 0 7,716 0 - - 0
18,182 276,656
7WADE R STONE ) 0 0 o o o 0 o
executive vice president | | L o o Lo
() 285,421 0 1,908 0 - - 0
26,818 314,147
8Alan Alexander | 162,012
Vice Prosdonty Adminstration o 162,012 0 4,718 3,451 30,114 200,295 0
) 0 0 0 0 - - 0
0 0
9Arc Polston m 162,472 0 4,633 0 11,618 178,723 0
Director/Pharmacy | | ___________.__ ! ! :
(i) Y 0 0 0 - - 0
0 0
10DAVID REEVES 0 156,475 0 17,586 0 30,312 204,373 0
Pharmacy Manager | | _ oo oo _. ! ! 4
) 0 0 0 0 - - 0
0 0
11Eddie Scott 0) 178,221 0 13,564 0 15,931 207,716 0
Director/Radiology | | _____________ ! ! :
(i) Y 0 0 0 - - 0
0 0
;.r?SwaranthhamMD 0 253,756 0 2,358 4,371 9,858 270,343 0
ysician MCC | L e e e e e e e e oo
) 0 0 0 0 - - 0
0 0
13Sarah RogersPhysicist m 184,074 0 996 5,659 5,999 196,728 0
(i) Y 0 0 0 - - 0
0 0
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Schedule K
(Form 990)

Department of the Treasury
Internal Revenue Service

Supplemental Information on Tax Exempt Bonds

» Complete if the organization answered "Yes"” to Form 990, Part IV, line 24a. Provide descriptions,
explanations, and any additional information in Part VI.

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

OMB No 1545-0047

2016

Open to Public

Name of the organization
Bowling Green Warren County Community

Employer identification number

61-0920842

Hospital Corporation
@ Bond Issues

(a) Issuer name (b) Issuer EIN (c) CUSIP # (d) Date i1ssued (e) Issue price (f) Description of purpose (g) Defeased (h) On (i) Pool
behalf of financing
Issuer
Yes No Yes No Yes No
A county of Warren Kentucky 61-6000710 08-01-2012 44,126,651 |See Part V X X X
B  county of Warren Kentucky 61-6000710 05-22-2013 47,871,948 |See Part V X X X
C  County of Warren Kentucky 61-6000710 04-08-2015 24,434,000 |See Part V X X X
m Proceeds
A B C D
1 Amount of bonds retired .
2 Amount of bonds legally defeased .
3 Total proceeds of issue . 44,126,652 47,871,948 24,434,000
4 Gross proceeds in reserve funds .
5 Capitalized interest from proceeds .
6 Proceeds In refunding escrows .
7 Issuance costs from proceeds . 272,944 554,286
8 Credit enhancement from proceeds .
9 Working capital expenditures from proceeds .
10 Capital expenditures from proceeds . 16,302,725
11 Other spent proceeds . 27,550,983 47,317,661 24,434,000
12  Other unspent proceeds .
13  Year of substantial completion . 2012 2013 2015
Yes No Yes No Yes No Yes No
14  Were the bonds issued as part of a current refunding 1ssue? . X X X
15 Were the bonds issued as part of an advance refunding issue? . X X X
16 Has the final allocation of proceeds been made~ . X X X
17 Does the organization maintain adequate books and records to support the final allocation of X N X
proceeds? . v e
Private Business Use
A B C D
Yes No Yes No Yes No Yes No
1 Was the organization a partner in a partnership, or a member of an LLC, which owned property X X ¥
financed by tax-exempt bonds? . T
2 Are there any lease arrangements that may result in private business use of bond-financed X X X
property? .

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

Cat No 50193E

Schedule K (Form 990) 2016



Schedule K (Form 990) 2016

Page 2

Private Business Use (Continued)

C
Yes No Yes No Yes No Yes No
3a  Are there any management or service contracts that may result in prlvate business use of N N X
bond-financed property? . . .
b If "Yes" to line 3a, does the organlzatlon routlnely engage bond counsel or other outside N N X
counsel to review any management or service contracts relating to the financed property?
c Are there any research agreements that may result in private business use of bond-financed
property? . X X X
d If "Yes" to line 3¢, does the organization routinely engage bond counsel or other outside
counsel to review any research agreements relating to the financed property?
4 Enter the percentage of financed property used In a private business use by entities other than
a section 501(c)(3) organization or a state or local government. . . . P 0 040 % 0 040 %
5 Enter the percentage of financed property used in a private business use as a result of
unrelated trade or business activity carried on by your organization, another section 501(c)(3) 0 070 % 0070 % 0 040 %
organization, or a state or local government. . . . . . . . . P
6 Total of lines 4 and 5. 0110 % 0110 % 0 040 %
7 Does the bond issue meet the private security or payment test? . X X X
8a Has there been a sale or disposition of any of the bond-financed property to a
nongovernmental person other than a 501(c)(3) organization since the bonds were X X X
Issued?. .
b If "Yes" to line 8a, enter the percentage of bond flnanced property sold or disposed of .
c If "Yes" to line 8a, was any remedial action taken pursuant to Regulatlons sections 1 141-12
and 1 145-27,
9 Has the organization establlshed wrltten procedures to ensure that all nonqualified bonds of
the issue are remediated In accordance with the requirements under X X X
Regulations sections 1 141-12 and 1 145-2°,
Arbitrage
A B C
Yes No Yes No Yes No Yes No
1 Has the issuer filed Form 8038-T, Arbltrage Rebate, Yield Reduction and X N X
Penalty In Lieu of Arbitrage Rebate? .
2 If "No" to line 1, did the following apply? .
a Rebate not dueyet>. . . . . . . X X
b Exception to rebate? .
c No rebate due?. . . . . . . . . X X X
If "Yes" to line 2¢, provide in Part VI the date the rebate
computation was performed . . .
3 Is the bond Issue a variable rate 1ssue?. . . . . X X X
4a Has the organization or the governmental issuer entered into a qualified X N X
hedge with respect to the bond issue?
b Name of provider .
¢ Term of hedge .
Was the hedge superintegrated? .
e Was the hedge terminated? .

Schedule K {Form 990)Y 2016



Schedule K (Form 990) 2016 Page 3
m Arbitrage (Continued)
A B
Yes No Yes No Yes No Yes No
5a Were gross proceeds invested In a guaranteed Investment contract
X X X
(GIC)?
b Name of provider .
¢ Term of GIC.
d Was the regulatory safe harbor for establishing the fair market value of
the GIC satisfied? . Ve e
6 Were any gross proceeds invested beyond an available temporary ¥ X
period?
7 Has the organization established written procedures to monitor the ¥ X X
requirements of section 148? .,
Procedures To Undertake Corrective Action
A
Yes No Yes No Yes No Yes No
Has the organization established written procedures to ensure that violations of
federal tax requirements are timely identified and corrected through the X X X

voluntary closing agreement program If self-remediation Is not available under

applicable regulations?

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

Return Reference

Explanation

SCH K, Part 1, Line A, Column

F

THE SERIES 2012 BONDS

BOND A - DESCRIPTION OF PURPOSE TO (1) Fund construction of the Medical Center-WKU Health Science education
building, (2)refund a portion of the 2008 bonds iIssued on March 20, 2008, (3) AND TO PAY THE COSTS OF ISSUING




Return Reference Explanation

SCH K, Part 1, Line B, Column [BOND B - DESCRIPTION OF PURPOSE TO (1) LEGALLY DEFEASE the balance OF THE 2008 BONDS ISSUED ON
F MARCH 20, 2008, AND (2) TO PAY THE COSTS OF ISSUING THE SERIES 2013 BONDS




Return Reference Explanation

BOND C - DESCRIPTION OF PURPOSE TO (1) CURRENTLY REFUND VARIABLE RATE DEMAND HOSPITAL REVENUE
SCH K, Part 1, Line ¢, Column (BONDS, SERIES 2007A (BOWLING GREEN-WARREN COUNTY COMMUNITY HOSPITAL CORPORATION PROJECT) THAT
F WERE ISSUED ON March 15, 2007, (2) FUND A DEBT SERVICE RESERVE FUND FOR THE BONDS, AND (3) PAY
COSTS OF ISSUING THE Bonds
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Schedule L Transactions with Interested Persons OMS No  1545-0047
(Form 990 or 990-EZ) » 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. 2 0 1 6
» Attach to Form 990 or Form 990-EZ.

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

Name of the organization Employer identification number

Bowling Green Warren County Community

Hospital Corporation 61-0920842

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
31 - T &
3 Enter the amount of tax, If any, on line 2, above, reimbursed by the organization . e

m Loans to and/or From Interested Persons.
Complete If the organization answered "Yes" on Form 990-EZ, Part V, line 38a, or Form 990, Part IV, line 26, or If the organization
reported an amount on Form 990, Part X, line 5, 6, or 22

(a) Name of (b) Relationship [(c) Purpose| (d) Loan to or from the | (e)Original [ (f)Balance (g) In (h) (i)Written
Interested person|with organization| of loan organization? principal due default? [Approved by agreement?
amount board or
committee?
To From Yes [ No | Yes | No | Yes No
Total | -3

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 (c) Amount of assistance (d) Type of assistance (e) Purpose of assistance
Interested person and the
organization

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat No 50056A Schedule L {(Form 990 or 990-EZ) 2016



Schedule L (Form 990 or 990-EZ) 2016

Page 2

IEETE1 Business Transactions Involving Interested Persons.
Complete If the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person

(b) Relationship
between Interested
person and the
organization

(c) Amount of
transaction

(d) Description of transaction

(e) Sharing
of
organization's
revenues?

Yes No

(1) graves gilbert clinic

ron sowell, officer

135,080

leasing & Physician services - RON
SOWELL IS AN OFFICER OF THE
MEDICAL CENTER MR SOWELL'S
WIFE, DR DEBRA SOWELL, IS THE
MEDICAL DIRECTOR OF GRAVES
GILBERT CLINIC (GGC) THE
MEDICAL CENTER LEASES
PROPERTY TO GGC AND ALSO
PURCHASES PHYSICIAN SERVICES
FROM THEM ALL TRANSACTIONS
ARE CONDUCTED ON AN ARM'S
LENGTH BASIS

No

(2) stephanie blackburn

donna blackburn,
director

60,524

COMPensation OF Daughter-IN-
LAW - DONNA BLACKBURN
SERVES AS A DIRECTOR OF THE
MEDICAL CENTER Dr
BLACKBURN'S DAUGHTER-IN-
LAW, STEPHANIE BLACKBURN, IS
EMPLOYED BY THE MEDICAL
CENTER

No

(3) Dustin Bateman

Betsy Kullman Officer

23,983

COMPensation OF Son-IN-LAW -
Dustin Is the son-in-law of Betsy
Kullman, the director on the
medical center at franklin,
commonwealth regional speciality
hospital, commonwealth health
foundation, commonwealth health
free clinic, commonwealth health
corporation, and bowling green
warren county community
hospital

No

(4) Nisarfathima Kazimuddin

Dr Mohammed
Kazimuddin, director

28,800

COMPensation OF Spouse -
Nisarfathima is the spouse of Dr
Mohammed Kazimuddin, a board
member at Commonwealth health
corporation

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) 2016
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. OMB No 1545-0047
SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 990 or 990- Complete to provide information for responses to specific questions on 2 0 1 6
EZ) Form 990 or 990-EZ or to provide any additional information.
» Attach to Form 990 or 990-EZ. .
R » Information about Schedule O (Form 990 or 990-EZ) and its instructions is at Open to P_Ubllc
]'Depnm‘n:m of lhe{Trensur\ www.irs.gov/form990., Inspection
Name of the organization

Employer identification number
Bowling Green Warren County Community

Hospital Corporation

61-0920842

990 Schedule O, Supplemental Information

Return

Explanation
Reference

Form 990, ARTICLE 2 OF THE BYLAWS IDENTIFIES COMMONWEALTH HEALTH CORPORATION BOARD OF DIRECTORS AS T
Part VI, HE MEMBER ARTICLE 2 OF THE BYLAWS SAYS THE MEMBER SHALL APPOINT A NOMINATING COMMITTEE WH

Section A, ICH SHALL MEET AND DESIGNATE NOMINEES FOR ALL POSITIONS TO BE FILLED BY APPOINTMENT BY THE
line 6 MEMBER




990 Schedule O, Supplemental Information

Return Explanation
Reference
Form 990, ARTICLE 2 OF THE BYLAWS IDENTIFIES COMMONWEALTH HEALTH CORPORATION BOARD OF DIRECTORS AS T
Part VI, HE MEMBER ARTICLE 2 OF THE BYLAWS SAYS THE MEMBER SHALL APPOINT A NOMINATING COMMITTEE WH
Section A, ICH SHALL MEET AND DESIGNATE NOMINEES FOR ALL POSITIONS TO BE FILLED BY APPOINTMENT BY THE
line 7a MEMBER




990 Schedule O, Supplemental Information

Return Explanation
Reference
Form 990, FORM 990 IS PLACED ELECTRONICALLY ON A COMPANY WEBSITE USED TO SHARE INFORMATION WITH BOAR
Part VI, D MEMBERS EACH BOARD MEMBER IS PROVIDED ACCESS TO THE WEBSITE AND IS ASKED TO REVIEW FORM
Section B, 990 PRIOR TO A DESIGNATED DATE ON WHICH THE RETURN WILL BE FILED AT LEAST TWO WEEKS OF A
line 11b DVANCE NOTICE IS GIVEN TO BOARD MEMBERS SO THEY MAY REVIEW THE RETURN




990 Schedule O, Supplemental Information

Return Explanation
Reference
Form 990, THE COMMONWEALTH HEALTH CORPORATION (CHC) (APPLICABLE TO THE CORPORATION AND/OR ITS AFFILI
Part VI, ATES) CODE OF CONDUCT EXPLICITLY STATES MEMBERS OF THE BOARD, ADMINISTRATION, THE MEDICAL
Section B, STAFF, AND ALL EMPLOYEES ARE EXPECTED TO AVOID CONFLICTS OF INTEREST IN A TIMELY MANNER A
line 12¢ LL INDIVIDUALS SIGN AN ACKNOWLEDGEMENT UPON EMPLOYMENT THAT THEY HAVE RECEIVED A COPY OF T

HE CODE OF CONDUCT, ARE FAMILIAR WITH ITS CONTENT, AND UNDERSTAND THEIR RESPONSIBILITIES T

O AVOID NON-COMPLIANT ACTIVITY CHC'S REGULATORY COMPLIANCE COMMITTEE (RCC) REVIEWS AND AP
PROVES ALL CONTRACTS between CHC and/or its affiliates and disqualified entittes THE REVI

EW IS DESIGNED TO IDENTIFY POTENTIAL CONFLICTS OF INTEREST BY BOARD MEMBERS AND/OR OFFICER

S RCC MEMBERS ARE PROHIBITED FROM TAKING PART IN DECISIONS REGARDING TRANSACTIONS WITH WH
ICH HE/SHE HAS A CONFLICT OF INTEREST ANNUALLY, WRITTEN INQUIRY 1S MADE-BY-QUESTIONNAIRE

OF BOARD MEMBERS AND OFFICERS SEEKING DISCLOSURE OF CONFLICTS OF INTEREST OR INFORMATION T
HAT RELATES TO FAMILY MEMBERS TRANSACTIONS ARISING ARE REVIEWED BY MANAGEMENT AS THEY OCC
UR




990 Schedule O, Supplemental Information

Return Explanation
Reference
Form 990, EMPLOYEE OFFICERS OF THIS ENTITY ARE EMPLOYEES OF COMMONWEALTH HEALTH CORPORATION WHICH US
Part VI, ES INDEPENDENT CONSULTANTS TO ANNUALLY REVIEW COMPENSATION COMPENSATION-RELATED DETERMINA
Section B, TIONS ARE CONDUCTED IN ACCORDANCE WITH APPLICABLE REQUIREMENTS OF THE INTERNAL REVENUE COD
line 15 E AND REGULATIONS TO QUALIFY FOR THE PRESUMPTION THAT THE COMPENSATION IS REASONABLE, INCL

UDING BUT NOT LIMITED TO APPROVAL BY AN AUTHORIZED COMMITTEE OF THE BOARD OF DIRECTORS WHO
DO NOT HAVE A CONFLICT OF INTEREST, OBTAINING AND RELYING ON APPROPRIATE DATA AS TO COMPA
RABILITY AND CONCURRENT DOCUMENTATION OF THE BASIS FOR THE COMPENSATION DETERMINATIONS




990 Schedule O, Supplemental Information

Return Explanation
Reference
Form 990, GOVERNING DOCUMENTS, CONFLICT OF INTEREST POLICY AND FINANCIAL STATEMENTS ARE ONLY MADE AV
Part VI, AILABLE IF REQUIRED, AND IN THE MANNER REQUIRED, BY A GOVERNING AGENCY
Section C,
line 19




990 Schedule O, Supplemental Information

Return Explanation
Reference
Form 990, Change in Minimum Pension Liability -2,991,143 Permanent Restricted 88,565 Transer from Affilates 634,128
Part XI, line
9




990 Schedule O, Supplemental Information

Return Explanation
Reference

Form 990, THE BOARD OF DIRECTORS ASSUMES RESPONSIBILITY FOR OVERSIGHT OF THE AUDIT OF THE FINANCIAL
Part XIl, Line | STATEMENTS AND SELECTION OF THE INDEPENDENT ACCOUNTANT, NO PROCESSES HAVE CHANGED FROM PRI
2C OR YEAR
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SCHEDULE R
(Form 990)

» Attach to Form 990.

Department of the Treasun
Internal Revenue Service

Related Organizations and Unrelated Partnerships

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

OMB No 1545-0047

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

Name of the organization
Bowling Green Warren County Community
Hospital Corporation

Employer identification number

61-0920842

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

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

(b)

Primary activity

(<)
Legal domicile (state
or foreign country)

(d)

Total iIncome

(e) ()
End-of-year assets Direct controlling
entity

(1) Medical Center Pharmacy of Bowling Green
800 Park Street

Bowling Green, KY 42101

06-1778164

Pharmacy

KY

179,179

1,930,796

(2) Medical Center EMS LLC
800 Park Street

Bowling Green, KY 42101
56-2332847

EMERG MED sVC

KY

1,110,892

(3) Enspire Quality Partners LLC
800 Park Street

bowling Green, KY 42101
46-4379627

Physician services

KY

124,689

124,689

m Identification of Related Tax-Exempt Organizations Complete If the organization answered "Yes" on Form 990, Part IV, line 34 because 1t had one or more

related tax-exempt organizations during the tax year.

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

(b)

Primary activity

(¢}
Legal domicile (state
or foreign country)

(d)

Exempt Code section

(e) (f)
Public charity status Direct controlling
(1f section 501(c){3)) entity

(g)

Section 512(b)
(13) controlled
entity?

Yes

No

(1)The Medical Center At Franklin Inc
800 Park Street

Bowling Green, KY 42101
61-1362001

Hospital

KY 501(c)(3)

Line 3 CHC Inc

No

(2)Commonwealth Health Corporation INc
800 Park Street

Bowling Green, KY 42101
31-1118087

Support

KY

501(c)(3)

Line 10

N/A

No

(3)Commonwealth Regional Specialty Hospital
800 Park Street

Bowling Green, KY 42101
54-2142034

Hospital

KY

501(c)(3)

Line 3 CHC INc

(4)Commonwealth Health Free Clinic INc
800 Park Street

Bowling Green, KY 42101
61-1292739

Healthcare

KY

501(c)(3)

Line 3 CHC INC

(5)Commonwealth Health Foundation Inc
800 Park Street

Bowling Green, KY 42101
61-1362000

Support

KY

501(c)(3)

Line 7 CHC INc

No

(6)The Medical Center at Albany
800 Park Street

Bowling Green, KY 42101
81-1312058

Healthcare

KY

501(c)(3)

Line 3 CHC INc

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

Cat No 50135Y

Schedule R (Form 990) 2016



Schedule R (Form 990) 2016

Page 2

IEEILEEE] 1dentification of Related Organizations Taxable as a Partnership Complete If the organization answered "Yes" on Form 990, Part 1V, line 34 because it had
one or more related organizations treated as a partnership during the tax year.

(a) (b) (<) (d) (e) (f) (9) (h) (i) )] (k)
Name, address, and EIN of Primary Legal Direct Predominant |Share of total|Share of end-|Disproprtionate| Code V-UBI |General or| Percentage
related organization activity domicile| controlling income(related, Income of-year allocations? amount In | managing ownership
(state entity unrelated, assets box 20 of partner?
or excluded from Schedule K-1
foreign tax under (Form 1065)
country) sections 512-
514)
Yes No Yes | No
(1) Urgentcare Properties Real Estate KY N/A
800 Park Street
Bowling Green, KY 42101
(2) Medical Plaza Partners LTD Real Estate KY Related 272,216 699,531 No No 92 600 %

800 Park Street
Bowling Green, KY 42101

I 1dentification of Related Organizations Taxable as a Corporation or Trust Complete If the organization an

because 1t had one or more related organizations treated as a corporation or trust during the tax year.

swered "Yes" on Form 990, Part IV, line 34

a) (b) (c) (d) (e) (f) (g) (h) ()
Name, address, and EIN of Primary activity Legal Direct controlling | Type of entity Share of total [Share of end-of- Percentage Section 512(b)
related organization domicile entity (C corp, S corp, Income year ownership (13) controlled
(state or foreign or trust) assets entity?
country) Yes No
Healthcare KY N/A C No

(1)Urgentcare of Bowling Green Inc

800 Park Street
Bowling Green, KY 42101
61-1035393

Schedule R (Form 990) 2016



Schedule R (Form 990) 2016 Page 3
XA Transactions With Related Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.
Note. Complete line 1 If any entity is 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-IV?

a Receipt of (i) interest, (ii)annuities, (iii) royalties, or(iv) rent from a controlled entity . la| Yes
b Gift, grant, or capital contribution to related organization(s) . ib No

c Gift, grant, or capital contribution from related organization(s) . 1c| Yes
d Loans or loan guarantees to or for related organization(s) id No
e Loans or loan guarantees by related organization(s) le No
f Dividends from related organization(s) 1f No
g Sale of assets to related organization(s) . 1g No
h Purchase of assets from related organization(s) . ih No

i Exchange of assets with related organization(s) . 1i | Yes

j Lease of facilities, equipment, or other assets to related organization(s) 1j [ Yes

k Lease of facilities, equipment, or other assets from related organization(s) . 1k | Yes

I Performance of services or membership or fundraising solicitations for related organization(s) 1l | Yes
m Performance of services or membership or fundraising solicitations by related organization(s) im No
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . in No

o Sharing of paid employees with related organization(s) . lo| Yes

p Reimbursement paid to related organization(s) for expenses . 1p | Yes
q Reimbursement paid by related organization(s) for expenses . 1q No
r Other transfer of cash or property to related organization(s) . ir No
s Other transfer of cash or property from related organization(s) . 1s No

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

(a)

Name of related organization

(b)
Transaction
type (a-s)

(c)

Amount involved

(d)

Method of determining amount involved

Schedule R (Form 990) 2016



Schedule R (Form 990) 2016

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)

Primary activity

()
Legal
domicile
(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

(f)
Share of
total
income

(9)
Share of
end-of-year
assets

(h)

Disproprtionate

allocations?

Yes

()
Code V-UBI
amount In box

of Schedule
K-1
(Form 1065)

) (k)
General or Percentage
managing ownership

partner?
Yes No

Schedule R (Form 990) 2016



Schedule R (Form 990) 2016 Page 5

m Supplemental Information

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

| Return Reference Explanation

Schedule R {Form 990)Y 2016



Additional Data

Software ID:

Software Version:

EIN: 61-0920842

Name: Bowling Green Warren County Community
Hospital Corporation

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

(a) (b) (c) (d) (e) (f) (g9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section 512
(state section status entity (b)(13)
or foreign country) (If section 501(c) controlled
(3)) entity?
Yes No
(1) Hospital KY 501(c)(3) Line 3 CHC Inc No
800 Park Street
Bowling Green, KY 42101
61-1362001
(1) Support KY 501(c)(3) Line 10 N/A No
800 Park Street
Bowling Green, KY 42101
31-1118087
(2) Hospital KY 501(c)(3) Line 3 CHC INc No
800 Park Street
Bowling Green, KY 42101
54-2142034
(3) Healthcare KY 501(c)(3) Line 3 CHC INC No
800 Park Street
Bowling Green, KY 42101
61-1292739
(4) Support KY 501(c)(3) Line 7 CHC INc No
800 Park Street
Bowling Green, KY 42101
61-1362000
(5) Healthcare KY 501(c)(3) Line 3 CHC INc No
800 Park Street
Bowling Green, KY 42101
81-1312058




