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

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

OMB No 1545-0047

A For the 2016 calendar year, or tax year beginning 07-01-2016 , and ending 06-30-2017
B Check If applicable
[0 Address change
[ Name change

O Intial return

Final

[Eeturn/terminated
O Amended return
O Application pendinglj

2016

Open to Public

Inspection

C Name of arganization
St Elizabeth Hospital Inc

Doing business as

39-0816818

D Employer identification number

Number and street (or P O box if mail i1s not delivered to street address)
1506 South Oneida Street

Room/suite

E Telephone number

(314) 733-8000

City or town, state or province, country, and ZIP or foreign postal code
Appleton, WI 549151397

G Gross receipts $ 206,516,004

F Name and address of principal officer
Bernard Sherry

400 W River Woods Parkway

Glendale, WI 53212

I Tax-exempt status 501(e)(3) L] 501(c)( ) 4 (insertno)

] s0a7¢a)1yor [ 527

J Website: » www affinityhealth org

subordinates?

H(b) Are all subordinates

included?

H(a) Is this a group return for

DYes No
D Yes DNO

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

H(c) Group exemption number » 0928

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

L Year of formation 1899

M State of legal domicile WI

Summary

1 Briefly describe the organization’s mission or most significant activities
@ To improve the health and well-being of all people in the communities we serve
Q
g
e
Z 2 Check this box » O if the organization discontinued its operations or disposed of more than 25% of its net assets
I 3 Number of voting members of the governing body (Part VI, line 1a) 3 12
’j 4 Number of iIndependent voting members of the governing body (Part VI, line 1b) 4 9
g 5 Total number of individuals employed in calendar year 2016 (Part V, line 2a) 5 1,381
E_, 6 Total number of volunteers (estimate If necessary) 6 280
2 7a Total unrelated business revenue from Part VIII, column (C), line 12 7a 222,740
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) 494,496 220,952
é 9 Program service revenue (Part VIII, line 2g) 195,730,799 204,834,164
é 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d ) 27,515 109,291
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢c, 10c, and 11e) 5,265,614 854,356
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line 12) 201,518,424 206,018,763
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 0
14 Benefits paid to or for members (Part IX, column (A), line 4) 0
9 15 Salaries, other compensation, employee benefits (Part IX, column (A), ines 5-10) 83,567,284 64,712,182
@ 16a Professional fundraising fees (Part IX, column (A), line 11e) 0
g b Total fundraising expenses (Part IX, column (D), line 25) #0
"ﬁ 17 Other expenses (Part IX, column (A), ines 11a-11d, 11f-24e) 86,159,250 106,309,044
18 Total expenses Add lines 13-17 (must equal Part IX, column (A), line 25) 169,726,534 171,021,226
19 Revenue less expenses Subtract line 18 from line 12 . 31,791,890 34,997,537
x 2 Beginning of Current Year End of Year
8%
3; 20 Total assets (Part X, line 16) 227,851,961 214,170,022
;g 21 Total habilities (Part X, line 26) 90,381,683 95,406,975
z3 22 Net assets or fund balances Subtract line 21 from line 20 . 137,470,278 118,763,047

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

2018-05-11
R Signature of officer Date
Sign
Here Tonya Mershon Tax Officer
Type or print name and title
Print/Type preparer's name Preparer's signature Date PTIN
. Check D if
Paid self-employed
Preparer Firm’s name : Firm's EIN
Firm’s address Phone no
Use Only

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

DYes DNo

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

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 8,936

j Total Add lines 1c through 1i 8,936
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
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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?
If "Yes," complete Schedule C, Part III 5 No
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?
If "Yes," complete Schedule D, Part I 6 No
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes, " complete Schedule D, Part II 7 No
Did the organization maintain collections of works of art, historical treasures, or other similar assets?
If "Yes," complete Schedule D, Part III 8 No
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
services?If "Yes," complete Schedule D, Part IV . .. . 9 No
Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments, 10 No
permanent endowments, or quasi-endowments? If "Yes,” complete Schedule D, Part V .
If the organization’s answer to any of the following questions 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
assets reported In Part X, line 167 If "Yes,” complete Schedule D, Part VII 11b No
Did the organization report an amount for investments—program related in Part X, ine 13 that is 5% or more of Its
total assets reported in Part X, line 16? If "Yes," complete Schedule D, Part VIII 11c No
Did the organization report an amount for other assets in Part X, line 15 that 1s 5% or more of Its total assets reported
In Part X, ine 167 If "Yes," complete Schedule D, Part IX 11d No
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 No
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 No
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
column (A), ine 2? If “"Yes,” complete Schedule I, Parts I and III . No
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
complete Schedule K If "No,” go to line 25a 24a No
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . b
24
c Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . 24c
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? 24d
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations.
Did the organization engage in an excess benefit transaction with a disqualified person during the year? If "Yes, "
complete Schedule L, Part 1 . 25a No
b Is the organization aware that it engaged In an excess benefit transaction with a disqualified person in a prior year, and
that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ? 25b No
If "Yes," complete Schedule L, Part I s e e e e
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 P .. P
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 .
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part IV
instructions for applicable filing thresholds, conditions, and exceptions)
a A current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L,
Part IV
28a No
b A family member of a current or former officer, director, trustee, or key employee'? If "Yes," complete Schedule L, Part
v . P . P . 28b No
c An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was an
officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, Part IV . 28c No
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
301 7701-2 and 301 7701-3? If "Yes," complete Schedule R, Part I 33 No
34 Was the organization related to any tax-exempt or taxable entity? If "Yes, " complete Schedule R, Part II, III, or IV and 34 v
Part 'V, line 1 s
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 | v
within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V, line 2 @, es
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related
organization? If "Yes," complete Schedule R, Part V, line 2 36 No
37 Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization and that
Is treated as a partnership for federal iIncome tax purposes? If "Yes," complete Schedule R, Part VI 37 No
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)
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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 38
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 1,381
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 Yes
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
o ' e I ) No
b Describe in Schedule O the process, If any, used by the organization to review this Form 990
12a Did the organization have a written conflict of interest policy? If "No," 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 No
Other officers or key employees of the organization . . . . . . .+ .+ « + + « « .+ . . 15b No
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a
taxable entity duringtheyear? . . . . . + . . 4 v 4 4 4w e e e 16a No
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

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

WI

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
»David Mannes 400 W River Woods Parkway Glendale, WI 53212 (414) 465-4571

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 in this Part VII 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) (<) (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 235 ] - g IR 2/1099-MISC) (W-2/1099- organization and

organizations | T =2 | 3 [ | 125 |2 MISC) related
below dotted | &= | 5 [T & =% |3 organizations
line) Ee s (13 |F-alt
=o | o T E s
P - = E
3|2
e | = L=
T = T
T [ = o
D 4 B
b T
(=8
(1) JOHN RUSSO 03
................. X X 0 0 0
CHAIRMAN 15
(2) WAYNE WIETING 03
................. X X 0 0 0
VICE-CHAIRMAN 15
(3) MARK W FAUSTICH MD 03
................. X X 0 464,782 33,026
SECRETARY 411
(4) BRIAN WALLACE 03
................. X X 0 0 0
TREASURER 15
(5) LANE EARNS 03
................. X 0 0 0
BOARD MEMBER 15
(6) MARLIN GREENFIELD 03
................. X 0 0 0
BOARD MEMBER 15
(7) MARK KEHRBERG MD 04
................. X 0 0 0
BOARD MEMBER 16
(8) KEVIN RAFLOFSKY 03
................. X 0 0 0
BOARD MEMBER
(9) KATHRYN SIEMAN 03
................. X 0 0 0
BOARD MEMBER 15
(10) SUDEEP S SODHI MD 03
................. X 0 969,587 48,890
BOARD MEMBER 411
(11) MONICA VOMASTIC 03
................. X 0 0 0
BOARD MEMBER 15
(12) WENDY SCHROEDER DO 03
................. X 0 331,895 49,240
BOARD MEMBER 411
(13) MONICA A HILT 280
................. X 0 732,037 40,775
PRESIDENT, ST ELIZABETH HOSPITAL 120
(14) DANIEL E NEUFELDER 100
................. X 0 1,825,757 28,416
SR VP HOSP OPS (END 5/2016) 295
(15) LAWRENCE DONATELLE 400
................. X 0 334,728 38,062
VICE PRESIDENT OF MEDICAL AFFAIRS 00
(16) TONYA L DEDERING 400
................. X 215,649 0 37,793
Reg Dir Foundations 06
(17) MICHAEL A HOFMANN 400
................. X 154,444 0 32,171
Dir Patient Care Srvcs 0

Form 990 (2016)
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m Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(A) (B) (9] (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 (list Is both an officer and a from the from related compensation
any hours director/trustee) organization (W- | organizations (W- from the
for related e g >t T | 2/1099-MISC) 2/1099-MISC) organization and

organizations| T 5 [ 3 |® (T |25 |2 related
below dotted | &= | 5 |2 [& ?,' Z |3 organizations
line) ';fE— ST (3]74|2
AR - |E
D o= o = | O
T | B - 3
2| = 3
e | = Bl =
T = T
T f-;’; @
: g2
T T
(=N
(18) FAYE E KAMRATH 400
0 X 165,654 0 25,448
DirRadiology Srves | e .
(19) NANETTE W KRIZENEKSY 400
0 X 181,642 0 42,742
RN Lead-ICU Mrkts | e -
(20) SCOTT D MOON 400
...................... X 158,382 58,105 30,232
Sr Medical Physicist 00
(21) NICHOLAS DESIEN 00
...................... X 0 2,710,823 443
FORMER OFFICER (END 12/2015) 00
(22) JEFFREY FRANCIS 00
...................... X 0 225,000 0
FORMER OFFICER (END 9/2015) 00
1b Sub-Total P e e >
c Total from continuation sheets to Part VII, Section A »
d Total (add lines 1b and 1c) . » 875,771 7,652,714 407,238
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 » 37
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 . 3 Yes
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 4 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
INTEGRATED HEALTH NETWORK OF WISCONSIN LLC MEDICAL SERVICES 548,322
19601 W BLUEMOUND ROAD
SUITE 200
BROOKFIELD, WI 53045
GREEN BAY ONCOLOGY LTD ONCOLOGY SERVICES 362,082
1726 SHAWANO AVE
GREEN BAY, WI 543033216
PHYSICIAN SERVICES 151,492

MOSAIC FAMILY HEALTH INC

229 S MORRISON STREET
APPLETON, WI 549115725

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 » 3

Form 990 (2016)
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m Statement of Revenue

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

(A)

Total revenue

(B)

exempt
function
revenue

Related or

(<)
Unrelated
business
revenue

(D)
Revenue
excluded from
tax under sections
512-514

ilar Amounts

Contributions, Gifts, Grants
imi

and Other S

1a Federated campaigns . . 1a

b Membership dues . .

c Fundraising events . . ic

208,769

e Government grants (contributions) le 8,426

f All other contributions, gifts, grants,
and similar amounts not included
above

1f

[ ta |
| 1 |
| te |
d Related organizations | id |
| te |
‘ ‘ 3,757

g Noncash contributions included
In hnes la-1f $

h Total.Add nes 1a-1f . . . . . . . P

220,952

Program Service Revenue

Business Code

2a NET PATIENT REVENUE

621990

202,024,511

201,808,871

215,640

b RENT FROM AFFILIATES

531120

2,633,631

2,633,631

€ PHARMACY REVENUE

446110

647,318

647,318

d Income from Affiliates

561000

530,925

530,925

€ EHR Incentive Revenue

621990

350,048

350,048

-1,352,269

-1,352,269

f All other program service revenue

204,834,164

gTotal.Add lines 2a-2f . . . . »

Other Revenue

3 Investment income (including dividends, interest, and other

similar amounts) . . . . . . »

-33,009

-33,009

4 Income from investment of tax-exempt bond proceeds »

5Royalties . . . . . .+ .+ . . . . »

(1) Real (1) Personal

6a Gross rents
17,776

b Less rental expenses

¢ Rental iIncome or 17,776 [0}

(loss)

d Net rental incomeor (loss) . . . . . . »

17,776

17,776

(1) Securities (1) Other

7a Gross amount
from sales of
assets other
than inventory

142,300

b Less costor
other basis and 0]
sales expenses

€ Gain or (loss) 0 142,300

d Netganor(loss) . . . . . »

142,300

142,300

8a Gross Income from fundraising events
(not including $ of

contributions reported on line 1c)
See PartIV,line 18 . . . . a

bless direct expenses . . . b

c Net income or (loss) from fundraising events . . »

9a Gross Income from gaming activities
See Part IV, line 19 . . .

bLess direct expenses . . . b

c Net income or (loss) from gaming activities . . »

10aGross sales of inventory, less
returns and allowances . .

a 1,047,040

bless cost of goodssold . . b 497,241

¢ Net income or (loss) from sales of inventory . . »

549,799

549,799

Miscellaneous Revenue Business Code

11appyUCATION REVENUE 611430

43,354

43,354

b FITNESS CLUB 713940

20,520

20,520

€ RESEARCH REVENUE 900099

9,440

9,440

d All other revenue . . . .

213,467

206,367

e Total. Add lines 11a-11d . . . . . . »

12 Total revenue. See Instructions . . . . . >

286,781

206,018,763

204,

661,878

222,740

913,193

Form 990 (2016)
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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 an

line in this Part IX

O

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
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 51,717,607 46,776,622 4,940,985
8 Pension plan accruals and contributions (include section 401 914,490 827,122 87,368
(k) and 403(b) employer contributions)

9 Other employee benefits 8,273,030 7,482,644 790,386
10 Payroll taxes 3,807,055 3,443,338 363,717
11 Fees for services (non-employees)

a Management
b Legal 9,000 9,000
c Accounting 1,080 1,080
d Lobbying 8,936 8,936
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 4,368,757 2,764,998 1,603,759 0
(A) amount, list line 11g expenses on Schedule O)
12 Advertising and promotion 5,142 4,592 550
13 Office expenses 879,848 437,266 442,582
14 Information technology 55,760 13,966 41,794
15 Royalties
16 Occupancy 4,075,598 1,306,754 2,768,844
17 Travel 64,766 48,494 16,272
18 Payments of travel or entertainment expenses for any
federal, state, or local public officials
19 Conferences, conventions, and meetings 36,479 33,441 3,038
20 Interest 2,210,647 2,210,647
21 Payments to affiliates
22 Depreciation, depletion, and amortization 12,650,175 6,328,905 6,321,270
23 Insurance 269,613 269,613
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 Medical Supplies 35,173,376 35,173,376
b Corporate Overhead Allocation 29,762,149 29,762,149
¢ Purchased Services 9,681,674 2,220,932 7,460,742
d Provider Tax Expense 4,320,293 4,320,293
e All other expenses 2,735,751 2,024,343 711,408 0
25 Total functional expenses. Add lines 1 through 24e 171,021,226 108,896,873 62,124,353 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)
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m Balance Sheet

Page 11

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 5035 1 4,930
2 Savings and temporary cash investments 13,105,349 2 772,689
3 Pledges and grants receivable, net o 3 4,937
4 Accounts recelvable, net 29,468,960 4 31,032,880
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees Complete Part
of 5 0
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 0
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 2,816,246 4,045,032
< 9 Prepaid expenses and deferred charges 264,588| 9 262,709
10a Land, buildings, and equipment cost or other
basis Complete Part VI of Schedule D 10a 211,856,923
b Less accumulated depreciation 10b 43,394,856 175,694,919( 10c 168,462,067
11 Investments—publicly traded securities 11
12 Investments—other securities See Part IV, line 11 0o 12
13 Investments—program-related See Part 1V, line 11 1,764,808 13 3,257,666
14 Intangible assets 14 0
15 Other assets See Part IV, line 11 4,731,966| 15 6,327,112
16 Total assets.Add lines 1 through 15 (must equal line 34) 227,851,961| 16 214,170,022
17 Accounts payable and accrued expenses 10,238,047 17 11,794,454
18 Grants payable 18
19 Deferred revenue 209,636| 19 240,282
20 Tax-exempt bond labilities 20
» |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, 79,934,000 25 83,372,239
and other habilities not included on lines 17-24)
Complete Part X of Schedule D
26 Total liabilities.Add lines 17 through 25 90,381,683 26 95,406,975
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 137,222,396( 27 118,445,336
5 28 Temporarily restricted net assets 247,882 28 317,711
T |29 Permanently restricted net assets 29
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 137,470,278 33 118,763,047
z 34 Total liabilities and net assets/fund balances 227,851,961| 34 214,170,022

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) 1 206,018,763
2 Total expenses (must equal Part IX, column (A), line 25) 2 171,021,226
3 Revenue less expenses Subtract line 2 from line 1 3 34,997,537
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) 4 137,470,278
5 Net unrealized gains (losses) on investments 5 -48,377
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 -53,656,391
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33, column (B))| 10 118,763,047

m Financial Statements and Reporting

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

O

2a

3a

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

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

O Separate basis [ consolidated basis [ Both consolidated and separate basis

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

O Separate basis Consolidated basis [ Both consolidated and separate basis

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

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

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?

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

Yes No

2a

No

2b

Yes

2c

Yes

3a

Yes

3b

Yes

Form 990 (2016)
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Software ID: 16000421
Software Version: 2016v3.0
EIN: 39-0816818
Name: St Elizabeth Hospital Inc

Form 990 (2016)

Form 990, Part III, Line 4a:

ST ELIZABETH HOSPITAL, INC PROVIDES INPATIENT, OUTPATIENT, EMERGENCY ROOM, AND ANCILLARY SERVICES REGARDLESS OF AN INDIVIDUAL'S ABILITY TO PAY

THE HOSPITAL ALSO PROVIDES EDUCATIONAL PROGRAMS AND SERVICES ON HEALTH CARE ISSUES TO THE COMMUNITY IT SERVES SEE SCHEDULE H FOR FURTHER
DETAILS
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OMB No 1545-0047
SCHEDULE A Public Charity Status and Public Support
(Form 990 or Complete if the organization is a section 501(c)(3) organization or a section 2 0 1 6
990EZ) 4947(a)(1) nonexempt charitable trust.
P Attach to Form 990 or Form 990-EZ. .
Department of the Treasurs P Information about Schedule A (Form 990 or 990-EZ) and its instructions is at Open to P_Ubllc
Lutemal Revcnue Serc www.irs.qov/form990. Inspection

Name of the organization
St Elizabeth Hospital Inc

Employer identification number

39-0816818
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).
A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ))

2
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

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 )

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

An organization 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 )

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

O OO 00 00ORO0O

An organization that normally receives (1) more than 331/3% of its support from contributions, membership fees, and gross receipts
from activities related to its exempt functions—subject to certain exceptions, and (2) no more than 331/3% of its support from gross
Investment 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

1g -,h,,]r. IEcc Lomm immkviimkiama) _inctriiabinns,




Schedule A (Form 990 or 990-EZ) 2016 Page 2

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



Schedule A (Form 990 or 990-EZ) 2016

.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



Schedule A (Form 990 or 990-EZ) 2016

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

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?

Yes

3a

3b

If "Yes," explain in Part VI what controls the organization put in place to ensure such use

3c

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

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.

9a

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 Interﬁﬂ%fiﬂim‘iﬁﬁlm_eﬁr? iii o~
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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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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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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 le; Part V.Secyon D, (ines 5.6, apd 8:and Part W Section E. ings 2. 3. and 6, Also complete this

a

]
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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
St Elizabeth Hospital Inc

39-0816818
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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Page 3
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)).
Ef_mu;njg ! Fi“i_,’-‘qgjingme 1a thewioh U helanearnwda i Pert Wk fofviad dacarptagnf, tha in hymﬂ_'_! (a) T |1 (b)

For Paperwork Reduction Act Notice, see the separate instructions. Cat No 11282Y Form 990 (2016)
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. . OMB No 1545-0047
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
St Elizabeth Hospital Inc

39-0816818

.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 &

Mironlame A€ kol

Our Mission as part of a Catholic health care system Is to further the healing ministry of Jesus by continually improving the health and well-being of
all people, especially the poor, 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 DYes No
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 Clyes MINo
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 $ 108,896,873  including grants of $ ) (Revenue $ 204,661,878 )
See Additional Data

4b (Code ) (Expenses $ including grants of $ ) (Revenue $ )
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m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its collection
items (check all that apply)
a [ Ppublic exhibition d O woanor exchange programs
b e
] scholarly research LI other
¢ |:| Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose In
Part XIII
5 During the year, did the organization solicit or receive donations of art, historical treasures or other similar

assets to be sold to raise funds rather than to be maintained as part of the organization’s collection?

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 in Part XIII D

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

1a
b

c
d
e

-

3a

b
4

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

Beginning of year balance

Contributions

Net investment earnings, gains, and losses

Grants or scholarships

Other expenditures for facilities
and programs

Administrative expenses

End of year balance

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

Permanent endowment »

Temporarily restricted endowment »

The percentages on lines 2a, 2b, and 2c should equal 100%
Are there endowment funds not in the possession of the organization that are held and administered for the

organization by Yes

(i) unrelated organizations 3a(i)

(ii) related organizations . . . 3a(ii)

If "Yes" on 3a(l1), are the related organizations listed as required on Schedule R? 3b

Describe in Part XIII the intended uses of the organization's endowment funds

m Land, Buildings, and Equipment.

Complete If the organization answered 'Yes' on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

{a) Cost or other basis (b)Cost or other basis (other) {c)Accumulated depreciation {d)Book value

Description of property
(investment)

1la Land

b Buildings

c Leasehold improvements
d Equipment

e Other

4,067,024

4,067,024

153,525,042

19,382,660

134,142,382

6,425

321

6,104

47,767,162

23,579,937

24,187,225

6,491,270

431,938

6,059,332

Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), Iine 10(c) ) . . »

168,462,067

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) Iine 15 ) T »
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

See Additional Data Table

Total. (Column (b} must equal Form 990, Part X, col (B) line 25 ) » | 83,372,239

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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Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

Complete If the organization answered 'Yes' on Form 990, Part IV, line 12a.

m a o6 T w

Total revenue, gains, and other support per audited financial statements
Amounts included on line 1 but not on Form 990, Part VIII, line 12

Net unrealized gains (losses) on Investments

Donated services and use of facilities

Recoveries of prior year grants

Other (Describe In Part XIII )

Add lines 2a through 2d
Subtract line 2e from line 1
Amounts included on Form 990, Part VIII, ine 12, but not on line 1

Investment expenses not included on Form 990, Part VIII, ine 7b

Other (Describe In Part XIII )

Add lines 4a and 4b .
Total revenue Add lines 3 and 4c. (This must equal Form 990, Part I, line 12 )

1
2a
2b
2c
2d
2e
3
4a
4b
4c
5

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

5

m a o6 T w

C

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

Donated services and use of facilities

Prior year adjustments

Other losses

Other (Describe In Part XIII )

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

Investment expenses not included on Form 990, Part VIII, ine 7b

Other (Describe In Part XIII )

Add lines 4a and 4b .
Total expenses Add lines 3 and 4c. (This must equal Form 990, Part I, line 18 )

1
2a
2b
2c
2d
2e
3
4a
4b
4c
5

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

Schedule D (Form 990) 2016



Additional Data

Software ID:
Software Version:
EIN:

Name:

Form 990, Schedule D, Part X, - Other Liabilities
1 (a) Description of Liability

16000421

2016v3.0

39-0816818

St Elizabeth Hospital Inc

(b) Book Value

Pension Liability

457(b) Plan

Deferred tax liability

other liabilities

Estimated Settlement to Third-Party Payor 3,370,800
Due to Affiliates 15,558,097
Lease Liability 156,334
Net Long-Term Debt 62,740,319
FIN48 Liability 326,774

Other Miscellaneous Liabilities

145,331




Form 990, Schedule D, Part X, - Other Liabilities

1

(a) Description of Liability

(b) Book Value

Recovery Tall Liability

443,017

AH Savings Plan Liability

631,567




Supplemental Information

Return Reference

Explanation

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

THE SYSTEM ACCOUNTS FOR UNCERTAINTY IN INCOME TAX POSITIONS BY APPLYING A RECOGNITION THRE
SHOLD AND MEASUREMENT ATTRIBUTE FOR FINANCIAL STATEMENT RECOGNITION AND MEASUREMENT OF A
T
AX POSITION TAKEN OR EXPECTED TO BE TAKEN IN A TAX RETURN THE SYSTEM HAS DETERMINED THAT
NO MATERIAL UNRECOGNIZED TAX BENEFITS OR LIABILITIES EXIST AS OF JUNE 30, 2017




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - | DLN: 93493131022988])

SCHEDULE H HOSpIta|S OMB No 1545-0047
(Form 990) 20 1 6
» Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
Department of the » Attach to Form 990. Open to Public
Treasun » Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990. Inspection
N4HE 5T the dfyanization Employer identification number
St Elizabeth Hospital Inc
39-0816818
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," wasitawrnttenpolicy? . . . . . . . . . . ..o o e e e e 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
pplied uniformly to all hospital facilities pplied uniformly to most hospital facilities
[Vl Applied uniformly to all hospital facilit [ Applied uniformly t t hospital facilit
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
I 100% [ 150% [ 200% Other 25000 %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate
which of the following was the family income limit for eligibility for discounted care 3b | Yes
1 200% [ 250% [ 300% [ 350% 400% [ oOther %
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 (a) Number of (b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community | (f) Percent of
Means-Tested act|V|t|(es t°r pr;))grams (optional) benefit expense revenue benefit expense total expense
Government Programs optiona
a Financial Assistance at cost
(from Worksheet 1) 0 o] 1,632,937 o} 1,632,937 095 %
b Medicaid (from Worksheet 3,
column a) 0 o] 2,781,115 o} 2,781,115 163 %
¢ Costs of other means-tested
government programs (from
Worksheet 3, column b) 0 0 3,176 0 3,176 0%

d Total Financial Assistance and
Means-Tested Government

Programs 0 0 4,417,228 0 4,417,228 258 %
Other Benefits

e Community health improvement
services and community benefit

operations (from Worksheet 4) 9 1,608 266,720 8,940 257,780 015%
f Health professions education

(from Worksheet 5) 3 5 1,711,868 176,948 1,534,920 090 %
g Subsidized health services (from

Worksheet 6) 2 o] 4,007,989 2,480,713 1,527,276 089 %
h Research {from Worksheet 7) 1 0 19,064 0 19,064 001 %

1 Cash and in-kind contributions
for community benefit (from

Worksheet 8) 8 219 75,327 0 75,327 004 %
j Total. Other Benefits 23 1,832 6,080,968 2,666,601 3,414,367 200 %
k Total. Add lines 7d and 7) 23 1,832 10,498,196 2,666,601 7,831,595 458 %

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 501927 Schedule H (Form 990) 2016



Schedule H (Form 990) 2016

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

Page 2

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)
1 Physical improvements and housing 0 0 0 0 0 0 %
2 Economic development 0 0 0 0 0 0 %
3 Community support 0 0 0 0 0 0 %
4 Environmental improvements 0 0 0 0 0 0 %
5 Leadership development and
training for community members 0 0 0 0 0 0 %
6 Coalition building 0 0 0 0 0 0 %
7 Community health improvement
advocacy 0 0 0 0 0 0 %
8 Workforce development 0 0 0 0 0 0 %
9 Other 0 0 0 0 0 0 %
10 Total 0 0 0 0 0 0 %
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 15? 1 No
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 2 202,750
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 0
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 | 77,694,514
6 Enter Medicare allowable costs of care relating to payments online5 . . . . . | 6 | 76,248,945
7 Subtract line 6 from line 5 This 1s the surplus (or shortfall) . . . . . . . . | 7 | 1,445,569
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? e e e e 9a | Yes
b If "Yes," did the organization’s collection policy that applied to the largest number of its patients during the tax year
contain provisions on the collection practices to be followed for patients who are known to qualify for financial assistance?
Describe In Part VI 9b | Yes

m Management Companies and Joint Ventures

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

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

or stock ownership %

{e) Physicians'
profit % or stock

ownership %

Schedule H (Form 990) 2016
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Page 3

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?
1

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

[eudeay pasuaniT
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1BY30-43

Facility reporting
Other (Describe) group

See Additional Data Table

Schedule H (Form 990) 2016
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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)
St Elizabeth Hospital Inc

Name of hospital facility or letter of facility reporting group

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

Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly 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
[l How data was obtained

V1 The significant health needs of the community

- 0 o

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 | Yes
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)

http //www affinityhealth org/Affinity-Files/Community-Health-Needs-
a ¥V Hospital facility’s website (list url) Assessments/2016/StElizabethHosp

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

http //www affinityhealth org/Affinity-Files/Community-Health-Needs-
a If "Yes" (list url) Assessments/2016/StElizabethHosp

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? $

Schedule H (Form 990) 2016
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IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)

St Elizabeth Hospital Inc
Name of hospital facility or letter of facility reporting group

Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that
13 Explained 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 250 0
% and FPG family income limit for eligibility for discounted care of 400 0 %
b [ income level other than FPG (describe In Section C)
c Asset level
d Medical indigency
e Insurance status
f Underinsurance discount
g Residency
h [ other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients® . . . . . . . . .+ .« .+ .+ .+ « .« . . 14 | Yes
15 Explained the method for applying for financial assistance? . . . . . . « « « + « + &« & 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)
https //healthcare ascension org/financial-assistance/wisconsin

b The FAP application form was widely available on a website (list url)
https //healthcare ascension org/financial-assistance/wisconsin

c A plain language summary of the FAP was widely available on a website (list url)
https //healthcare ascension org/financial-assistance/wisconsin

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 Notifled 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

St Elizabeth Hospital Inc

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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Page 7

IEZEXA  Facility Information (continued)

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)

St Elizabeth Hospital Inc

Name of hospital facility or letter of facility reporting group

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? .

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? . Poe e e e e e e e e e e

If "Yes," explain in Section C

Yes

23

No

24

No

Schedule H (Form 990) 2016
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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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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? 0
Name and address Type of Facility (describe)
1

2

3

4

5

6

7

8

9

10

Schedule H (Form 990) 2016
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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
Schedule H, Part I, Line 3c Other It 1s the policy of St Elizabeth Hospital, Inc to provide medically necessary health care services to people
Factors other than FPG in the communities It serves, regardless of their ability to pay Affinity Care financial assistance Is granted

based upon the patient's inability to pay and to individuals who are uninsured, underinsured or medically
indigent Affinity Care works in collaboration with other financial (both public and private) assistance
programs This is to ensure holistic wellness of patients by facilitating knowledge of abailable services and
programs for health while practicing good stewardship of funds Key criteria utilized to determine eligibility
for Affinity Care financial assistance includes family size, federal poverty income guidelines and available
assets The avallable asset test includes consideration of the amount of equity in a home, automobiles,
and savings accounts which are considered part of total allowable iIncome when assessing against the
federal poverty income guidelines

Schedule H, Part V, Section B, Line During tax year 2017, the organization learned via verbal comments of IRS agents at public events that
17 Billing and Collection Policy the IRS intends that the "readily obtainable" standard in the 501(r) regulations for the AGB calculation and

billing and collection policy 1s only met If those items are posted to the organization's web site The
organization had interpreted that web posting standard to be a safe harbor after consulting with external
counsel and tax advisors, and timely took other steps to make the information readily obtainable
Consequently, the organization does not believe its decision to not post these documents to its web site
rises to the level of a fallure, nor does It believe the circumstances were either willful or egregious, having
otherwise timely taken the steps necessary to attain and continue to maintain compliance with the other
requirements related to the billing and collection policy and the AGB, as part of its policies and procedures
for ensuring compliance with all aspects of 501(r) However, the organization i1s making this voluntary
disclosure in order to communicate to the IRS the changes It Is undertaking in response to the recent IRS
informal guidance on this specific point concerning the "readily obtainable” standard, and the fact that the
organization has started the work necessary to post its AGB information and billing and collection policy to
its web site and will complete those additional postings as soon as reasonably possible The other web
postings required under 501(r) (1 e , those related to the community health needs assessment and the
financial assistance policy) were timely completed and continue to remain in place as required The
organization believes its safeguards worked as intended in this case (I e , the organization has regular
communications with a number of external law firms and tax consultants and the timely attention to the
recent guidance was supported by the framework of regular access to subject matter experts) These
changes are In the process of being incorporated into corporate policies and procedures that apply to the
organization




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Schedule H, Part I, Line 6a
Community benefit report prepared
by related organization

ST ELIZABETH HOSPITAL, INC IS INCLUDED IN THE ANNUAL COMMUNITY BENEFIT REPORT WHICH IS
PUBLISHED BY MINISTRY HEALTH CARE, INC (EIN 39-1490371) AND AVAILABLE TO THE PUBLIC ON ITS
WEBSITE, WWW MINISTRYHEALTH ORG THIS REPORT INCLUDES ALL OF THE RELATED ENTITIES
WITHIN THE MINISTRY HEALTH CARE NETWORK OF HOSPITALS, CLINICS AND OTHER HEALTH-RELATED
ORGANIZATIONS

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

The cost of providing charity care, means-tested government programs, and other community benefit
programs Is estimated using Internal cost data, and Is calculated in compliance with Catholic Health
Assoclation ("CHA") guidelines The organization uses a cost accounting system that addresses all patient
segments (for example, inpatient, outpatient, emergency room, private insurance, Medicaid, Medicare,
uninsured, or self pay) The best avallable data was used to calculate the amounts reported in the table
For the information In the table, a cost-to-charge ratio was calculated and applied




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

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

After satisfaction of amounts due from insurance and reasonable efforts to collect from the patient have
been exhausted, the Corporation follows established guidelines for placing certain past-due patient
balances within collection agencies, subject to the terms of certain restrictions on collection efforts as
determined by Ascension Health Accounts receivable are written off after collection efforts have been
followed in accordance with the Corporation’s policies After applying the cost-to-charge ratio, the share of
the bad debt expense In fiscal year 2017 was $5,722,954 at charges, ($2,202,750 at cost)

Schedule H, Part III, Line 3 Bad Debt
Expense Methodology

The provision for doubtful accounts i1s based upon management's assessment of expected net collections
considering historical experience, economic conditions, trends in healthcare coverage, and other collection
indicators Periodically throughout the year, management assesses the adequacy of the allowance for
doubtful accounts based upon historical write-off experience by payor category, including those amounts
not covered by Iinsurance The results of this review are then used to make any modifications to the
provision for doubtful accounts to establish an appropriate allowance for doubtful accounts
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Form and Line Reference

Explanation

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

The organization 1s part of the Ascension Health Alliance's consolidated audit in which the footnote that
discusses the bad debt expense is located on page 19

Schedule H, Part III, Line 8
Community benefit & methodology
for determining medicare costs

A cost to charge ratio 1s applied to the organization's Medicare Expense to determine the Medicare
allowable costs reported In the organization's Medicare Cost Report Ascension Health and its related
health ministries follow the Catholic Health Association (CHA) guidelines for determining community
benefit CHA community benefit reporting guidelines suggest that Medicare shortfall is not treated as
community benefit
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Form and Line Reference

Explanation

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

ST ELIZABETH HOSPITAL, INC FOLLOWS THE ASCENSION GUIDELINES FOR COLLECTION PRACTICES
RELATED TO PATIENTS QUALIFYING FOR CHARITY OR FINANCIAL ASSISTANCE A PATIENT CAN APPLY
FOR CHARITY OR FINANCIAL ASSISTANCE AT ANY TIME DURING THE COLLECTION CYCLE ONCE
QUALIFYING DOCUMENTATION IS RECEIVED THE PATIENT'S ACCOUNT IS ADJUSTED PATIENT
ACCOUNTS FOR THE QUALIFYING PATIENT IN THE PREVIOUS SIX MONTHS MAY ALSO BE CONSIDERED
FOR CHARITY OR FINANCIAL ASSISTANCE ONCE A PATIENT QUALIFIES FOR CHARITY OR FINANCIAL
ASSISTANCE, ALL COLLECTION ACTIVITY IS SUSPENDED

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

- St Elizabeth Hospital, Inc Line 16a URL https //healthcare ascension org/financial-
assistance/wisconsin,
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Form and Line Reference

Explanation

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

- St Elizabeth Hospital, Inc
assistance/wisconsin,

Line 16b URL https //healthcare ascension org/financial-

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

- St Elizabeth Hospital, Inc
assistance/wisconsin,

Line 16c URL https //healthcare ascension org/financial-
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Form and Line Reference

Explanation

Schedule H, Part VI, Line 2 Needs
assessment

In addition to the CHNA reported in Part V, Section B, Saint Elizabeth's Hospital uses both hospital data
and reliable, third party reports, including data from government sources, to assess the health needs of
the community It serves These reports provide information about key health, socioeconomic, and
demographic indicators that point to areas of need Saint Elizabeth's Hospital utilizes this information to
determine develop programs and services to be provided for the community These needs and initiatives
are presented to senior leadership and board members to ensure the findings are considered in developing
the organization's strategy, policy development, and internal financial and operational decisions

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

St Elizabeth Hospital, Inc goes to great lengths in order to inform and educate patients/persons who may
be billed for patient care about their eligibility for assistance under federal, state or local government
programs and under the organizations Affinity Care Policy The Affinity Care Policy and application is
posted on the Organization's website Admissions and other key areas contain summary information of the
Affinity Care Policy As part of the intake/discharge process, patients are provided with a copy of the policy
and other information for financial assistance If during the course of the patient registration process, care
encounter, treatment, or upon discharge it becomes evident that a patient may need financial assistance,
the patient shall be referred to the organizations Affinity Care Program Patients may be identified as
needing financial assistance at any time during the course of an encounter A referral for consideration of
Affinity Care financial assistance can be initiated by any member of the Hospital's workforce, including
medical staff members, who become aware of the patients potential need for Affinity Care financial
assistance The Affinity Care brochure was also translated into dialects prevalent in the community in
order to reach out to those that may speak another language (Spanish and Hmong) Patient registration
staff and financial counselors are provided with guidelines to follow when interacting with patients As part
of the Affinity Care process, patients must register with the county public assistance to see If they may
qualify under any other federal or state programs
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Form and Line Reference

Explanation

Schedule H, Part VI, Line 4
Community information

While there 1s growing agreement in the United States about what constitutes a non-profit hospitals
"community benefit," this is a work In progress St Elizabeth Hospital, Inc provided significant charity
care and other community benefits as defined by the IRS But in addition, we believe that we provide a
critically important community benefit, which is not quantified St Elizabeth Hospital, Inc, like most
community hospitals, was created and i1s maintained in order to provide care locally, care that without our
hospital, may not be available locally Certain specialized services available include I/P adult behavioral
health services, I/P adolescent behavioral health services and neonatal intensive care services The City of
Appleton Is located in Outagamie, Calumet, and Winnebago counties According to the 2008-2012
American Community Survey 5-Year Estimates, there were 72,575 people living in Appleton, consisting of
28,428 households and 18,074 families The population density of Appleton was 2,984 9 people per
square mile The population consisted of 86 0% White, 4 7% Hispanic, 1 6% African American, 0 5%
Native American, 5 3% Asian, and 1 9% Other Of the 28,428 households in Appleton, 32 8% of those had
children under the age of 18, living at home The 28,428 households are categorized as 49% married
couples living together, 4 1% had a male head of household with no wife present, 10 5% had a female
head of household with no husband present, and 47% were non-families 29 6% of the households
consisted of individuals and 10 1% had someone 65 and older living alone The age population i1s widely
spread 28 9% were under 18, 6 5% were 19-24, 26 8% were 25-44, 26 3% were 45-64, and 11 5%
were 65+ The median income for a household was $52,605 and the median income for a family was
$66,781 The per capita income for the city was $27,106 The largest industry in Appleton is educational,
health and social services (21 5%) Manufacturing (20 4%) and retail trade (11 4%) are the next largest
industries in Appleton Roughly 8% of families and 10 5% of the population were below the poverty line
That includes 13 5% of those under 18 years old and 7 4% of those 65 and older The unadjusted
seasonal unemployment rate for Outagamie, Calumet, and Winnebago Counties was 4 0%, 3 7%, and

4 3%, respectively, compared to a state unemployment rate of 5 1% and a national unemployment rate of
7 9%

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

The Organization strives to further its exempt purposes by the following (1) The Organization's governing
board consists primarily of persons who reside within the primary service area who are not employees of
the Organization (2) As mentioned, the Organization provides several services which are not otherwise
avallable being In a rural setting (3) Based on the Organization's mission, emergency rooms are made
avallable to all patients regardless of the ability to pay (4) The Organization also participates in the
education and training of healthcare professionals through internship programs Certain specialized
services available include dental services to primarily the indigent, fertility clinic services and WIC home
visits to new mothers and infants
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Form and Line Reference

Explanation

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

ST ELIZABETH HOSPITAL, INC IS AN AFFILIATE OF MINISTRY HEALTH, INC AND ASCENSION HEALTH
ST ELIZABETH HOSPITAL, INC 'S AFFILIATES ARE LARGE MULTI-FACETED, INTEGRATED, NOT-FOR-
PROFIT MINISTRIES INCLUDING HOSPITAL AND NON-HOSPITAL MINISTRIES (PHYSICIAN GROUP
PRACTICES, HOSPITAL ORGANIZATIONS, RESEARCH, HOME HEALTH, DURABLE MEDICAL EQUIPMENT
AND SENIOR FACILITIES) THESE MINISTRIES WORK TOGETHER TO CARE FOR PATIENTS, JOINED BY
COMMON SYSTEMS AND A PHILOSOPHY OF SERVING AS A HEALING PRESENCE WITH SPECIAL CONCERN
FOR OUR NEIGHBORS ESPECIALLY THOSE WHO ARE VULNERABLE THIS COMMUNITY BENEFIT HAPPENS
THROUGH ITS FOCUS ON PATIENT CARE, EDUCATION AND RESEARCH THE ORGANIZATIONS WORK
TOGETHER TO SERVE THEIR COMMUNITIES AT THE LOCAL, REGIONAL, STATE AND NATIONAL LEVEL
ASCENSION HEALTH ALLIANCE, D/B/A ASCENSION (ASCENSION), IS A MISSOURI NONPROFIT
CORPORATION FORMED ON SEPTEMBER 13, 2011 ASCENSION IS THE SOLE CORPORATE MEMBER AND
PARENT ORGANIZATION OF ASCENSION HEALTH, A CATHOLIC NATIONAL HEALTH SYSTEM CONSISTING
PRIMARILY OF NONPROFIT CORPORATIONS THAT OWN AND OPERATE LOCAL HEALTHCARE FACILITIES,
OR HEALTH MINISTRIES, LOCATED IN 23 OF THE UNITED STATES AND THE DISTRICT OF COLUMBIA
ASCENSION IS SPONSORED BY ASCENSION SPONSOR, A PUBLIC JURIDIC PERSON THE PARTICIPATING
OF ASCENSION SPONSOR ARE THE DAUGHTERS OF CHARITY OF ST VINCENT DE PAUL, ST LOUISE
PROVINCE, THE CONGREGATION OF ST JOSEPH, THE CONGREGATION OF THE SISTERS OF ST JOSEPH
OF CARONDELET, THE CONGREGATION OF ALEXIAN BROTHERS OF THE IMMACULATE CONCEPTION
PROVINCE, INC - AMERICAN PROVINCE, AND THE SISTERS OF THE SORROWFUL MOTHER OF THE THIRD
ORDER OF ST FRANCIS OF ASSISI - US/CARIBBEAN PROVINCE The System directs its governance and
management activities toward strong, vibrant, Catholic Health Ministries united in service and healing and
dedicates Its resources to spiritually centered care that sustains and improves the health of the individuals
and communities it serves In accordance with the System's mission of service to those persons living In
poverty and to other vulnerable persons, each Health Ministry accepts patients regardless of their ability to
pay The System uses four categories to identify the resources utilized for the care of persons living in
poverty and for community benefit programs Traditional charity care includes the cost of services
provided to persons who cannot afford health care because of inadequate resources and/or who are
uninsured or underinsured Unpaid cost of public programs, excluding Medicare, represents the unpaid
cost of services provided to persons covered by public programs for persons living in poverty and for other
vulnerable persons Cost of other programs for persons living in poverty and for other vulnerable persons
includes unreimbursed costs of programs intentionally designed to serve the persons living in poverty and
the other vulnerable persons of the community, including substance abusers, the homeless, victims of
child abuse, and persons with acquired immune deficiency syndrome Community benefit consists of the
unreimbursed costs of community benefit programs and services for the general community, not solely for
the persons living In poverty, including health promotion and education, health clinics and screenings, and
medical research Discounts are provided to all uninsured patients, including those with the means to pay
Discounts provided to those patients who did not qualify for assistance under charity care guidelines are
not included In the cost of providing care to persons living in poverty or In the cost of other community
benefit programs The cost of providing care to persons living in poverty and of other community benefit
programs Is estimated using internal cost data and is estimated by reducing charges forgone by a factor
derived from the ratio of total operating expenses to billed charges for patient care
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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

Schedule H, Part V, Section B, Line 5
Facility , 1

Facility , 1 - St Elizabeth Hospital, Inc St Elizabeth Hospital's CHNA process include d three specific
efforts to seek input from community members, including members of medica lly underserved, low-
Income and minority populations and from organizations that serve tho se populations First, a
telephone survey of Calumet County residents was conducted in ear ly calendar year 2015 The survey
resulted in the Outagamie County Behavioral Risk Factor Surveillance System (BRFSS) Study 2015
Report, and included questions health practices an d health-related risk behaviors Second, in August
and September 2015, key informant inter views were conducted with stakeholders in the community,
including with leaders of organiz ations that serve the medically underserved, low-income and minority
populations Particip ants were asked about the most important health 1ssues for the region as well as
existing strategles, resources and barriers In addressing them (See below for list of key informan ts'
organizations ) Finally, in September and October 2015, a survey was distributed elect ronically to a
variety of community partners and agencies that serve vulnerable population s, including the Women,
Infants and Children (WIC) clinics, senior centers, food pantries, community clinics and others The
survey was avallable in Spanish for those organizations and agencies that serve Spanish-speaking
individuals The survey asked about the most imp ortant health i1ssues for the region Key informant
Interviews were conducted with represen tatives of the agencies listed below These agencies serve
Outagamie County exclusively ( Note Some agencies are listed multiple times, reflecting interviews
with multiple represe ntatives from that organization ) * Outagamie County Sheriff's Department *,
*** * Valley Baptist Church *, **, *** * Qutagamie County * University of Wisconsin- Extension *,
*** * Outagamie County Aging and Disability Resource Center *, **, *** * Qutagamie County Publi ¢
Health- Women, Infants, and Children (WIC) Program *, *** * City of Appleton *** * Early
Intervention Program (Birth to Three) * Outagamie County * Outagamie County * Community E arly
Learning Center Board * Appleton Downtown, Inc * ThedaCare * Catalpa Health and Outa gamie
County * Rawhide Boys Ranch Key informant interviews were conducted with representat ives of the
agenciles listed below These agencies serve the Fox Valley Region (Note Some agencies are listed
multiple times, reflecting interviews with multiple representatives f rom that organization ) * University
of Wisconsin- Oshkosh Head Start *, ** * Samaritan Co unseling Center *, **, *** * YMCA of the Fox
Cities *, **, *** * City of Appleton Health D epartment *, ** *** * University of Wisconsin-Oshkosh
Head Start *, ** * N E W Mental H ealth Connection *, **, *** * Heart of the Valley Chamber of
Commerce * Wisconsin DNR, Men asha Health Department * Goodwill Industries of North Central WI *,
Fx xxx x Affinity Hea Ith System™* *, **, *** * Casa
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Schedule H, Part V, Section B, Line 5
Facility , 1

Hispana * *** * Common Ground *, *** * ESTHER *, *** * University of Wisconsin- Oshkosh He ad
Start *, ** * ] ] Keller Foundation *, ** * ThedaCare Trauma * St Therese Church *, * ** * INCLUDE
¥, xx ¥k x Appleton Health Department *, **, *** * Hope Clinic/Alliance *, **, *** * United Way
Fox Cities *, **,6 *** * Appleton Health Department * Catalpa Health * , **, *** * ThedaCare at
Work, Well City Fox Cities * East Central Wisconsin Regional Plan ning Commission * Appleton Health
Department ** * Affinity Health System* *, ** *** * Out agamie County * Appleton Health
Department * ThedaCare * Children's Hospital of Wisconsin- Fox Valley *, **, *** * Homeless
Connections * * Children's Hospital of Wisconsin- Fox Va lley *, **, *** * Child Care Resource &
Referral *, *** * Children's Hospital of Wisconsin - Fox Valley * City of Appleton Health Department *
African Heritage, Inc *** * Hispanic Chamber of Commerce of WI *, *** * Weight of the Fox Valley/
United Way * Affinity Health System™* *, ** *** * St E|izabeth Hospital, Affinity Health System* *,
*¥x *¥x* *x Harbor H ouse *, **, *** * Wisconsin Safe and Healthy Schools Center *, *** * Children's
Hospital o f Wisconsin- Fox Valley *, **, *** * partnership Community Health Ctr *, **, *** * Parent
Connection of Family Services * City of Appleton Police * ThedaCare Trauma * U S Venture, Inc * *
Partnership Community Health Ctr *, **, *** * ThedaCare *, **, *** * Universit y of Wisconsin-
Oshkosh Head Start *, ** * Big Brothers Big Sisters of the Fox Valley * * Evolve *, **, *** * Denotes
that the organization and/or the key informant's position repr esents low-income populations **
Denotes that the organization and/or the key informant's position represents medically underserved
populations *** Denotes that the organization an d/or the key informant's position represents minority
populations * Affinity Health System Is part of Ministry Health Care
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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
Schedule H, Part V. Section B, Line 6a Facility , 1 - St Elizabeth Hospital, Inc The CHNA was conducted with the following hospital facility(s)
Facility , 1 ! ! ! Calumet Medical Center Mercy Medical Center Children's Hospital of Wisconsin - Fox Valley Aurora

Medical Center Oshkosh ThedaCare Regional Medical Center - Appleton (formerly Appleton Medical
Center) ThedaCare Regional Medical Center - Neenah (formerly ThedaClark)
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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
Schedule H, Part V, Section B, Line 6b
Facility , 1

Facility , 1 - St Elizabeth Hospital, Inc The CHNA was conducted with the following non-hospital facility
(s) Calumet Public Health Department Outagamie County Public Health Department Winnebago County
Public Health Department City of Appleton Public Health Department City of Menasha Public Health
Department
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V, Section A ("A, 1,” “A, 4," B, 2,” "B, 3,” etc.) and name of hospital facility.
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Explanation

Schedule H, Part V, Section B, Line 11
Facility , 1

Facility , 1 - ST ELIZABETH HOSPITAL, INC Using the CHNA completed in June 2016, the ho spital
developed, adopted, and worked on executing a three-year Implementation Strategy to address priority
community health needs In Fiscal Year 2017 (Tax Year 2016), the hospita | implemented the following
plan to address the priority needs Mental Health -- To reduc e suicide rates in Outagamie County --
Participated in the Zero Suicide initiative, which facilitated the self-assessments of six organization as
they integrated suicide preventio n strategies in their organizational policies -- Financially supported
the delivery of sc hool-based behavioral health services Iin area school districts Alcohol Misuse -- To
expl ore community based resources addressing alcohol misuse i1ssues -- Worked with community p
artners to develop an asset inventory tool to better understand the current status of comm unity based
alcohol misuse prevention efforts Nutrition -- Increase the proportion of re sidents of Outagamie
County and the tri-county region overall, who have a healthy Body Mas s Index -- Participated in the
regional Weight of the Fox Valley coalition, which success fully facilitated the adoption of a healthy
weight-supportive resolution by 12 regional mu nicipalities Ascension NE Wisconsin St Elizabeth
Hospital also financially supported the Weight of the Fox Valley -- Continued to pursue Baby Friendly
Hospital status The descr iption below includes the needs not being addressed as well as the reason
why the needs ar e not being addressed In addition to the three health issues selected as top priority,
st akeholders identified several other significant health i1ssues In Outagamie County These | ssues will
be or are being addressed by other organizations in the community While these 1ssues will not be
addressed by St Elizabeth Hospital as priority health needs, we will p rovide support to those
community efforts whenever possible Chronic Disease Prevention T he stakeholders identified chronic
diseases as an important health issue to be addressed | n the community Discussions with community
leaders, public health organizations and St E lizabeth leaders, revealed that by tackling the nutrition
and physical activity needs of t he community, often seen as proxy for obesity prevention, chronic
diseases would also be p ositively affected Many stated that many of the chronic diseases that need
attention such as, diabetes, hypertension, high cholesterol, etc can be positively influenced by workin g
on obesity prevention efforts Healthy Growth and Development Many stakeholders identif ied healthy
growth and development, especially early childhood growth and development, as a health need Many
community members there saw a need to support the development of healt hy, well-rounded
individuals At the same time, respondents stated there are many existing organizations and programs
In the community that address these issues, including the Fox Valley Early Childhood Coaliti




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
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Schedule H, Part V, Section B, Line 11
Facility , 1

on, Parent Connection, Community Early Learning Center, Birth To 3 Program, The Boys and G irls
Club, Head Start, as well as school-based and YMCA- based programs Given the variety of existing
efforts In the community, St Elizabeth will continue to support the public h ealth departments and

community organizations already in existence to address healthy grow th and development issues

whenever possible
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» Attach to Form 990.
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Name of the organization Employer identification number
St Elizabeth Hospital Inc
39-0816818
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 I~ Written employment contract
r Independent compensation consultant r~ 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? d4a | Yes
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
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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
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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

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

Ministry Health Care, Inc , a related organization of St Elizabeth Hospital, Inc , uses the following to establish the compensation of the organization's
CEO - Compensation Committee, - Independent Compensation Consultant, - Compensation Survey or Study, and - Approval by the Board or
Compensation Committee

Schedule J, Part I, Line 4a Severance
or change-of-control payment

The following individual(s) received severance payments from the organization or a related organization Nicholas Desien-$2,520,000 Jeffrey Francis -
$225,000 Daniel Neufelder - $234,000

Schedule J, Part I, Line 4b
Supplemental nonqualified retirement
plan

Eligible executives participate in a program that provides for supplemental retirement benefits The payment of benefits under the program, if any, Is
entirely dependent upon the facts and circumstances under which the executive terminates employment with the organization Benefits under the program
are unfunded and non-vested Due to the substantial risk of forfeiture provision, there 1s no guarantee that these executives will ever receive any benefit
under the program Any amount ultimately paid under the program to the executive Is reported as compensation on Form 990, Schedule J, Part IT, Column
B I1n the year paid No individuals received current year distributions

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 Version:

Software ID:

EIN:
Name:

16000421

2016v3.0

39-0816818

St Elizabeth Hospital Inc

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

(C) Retirement and
other deferred

(D) Nontaxable
benefits

(E) Total of columns

(F) Compensation in

(i (ii) (iii) (B){(1)-(D) column (B)
Base Bonus & Other compensation reported as deferred
Compensation Incentive reportable on prior Form 950
compensation compensation
1MARK W FAUSTICH MD | 0
SECRETARY o 0 0 0 0 0 0
()] 452,697 5,000 7,085 17,225 - - 0
15,801 497,808
1SUDEEP S SODHI MD 1 0
BOARD MEMBER o 0 0 0 0 0 0
(1) 961,795 0 7,792 17,225 - - 0
31,665 1,018,477
2WENDY SCHROEDER DO | 0
BOARD MEMBER o 0 0 0 0 0 0
(n 328,887 2,000 1,008 14,575 - 0
34,665 381,135
3NICHOLAS DESIEN 1 0
FORMER OFFICER (END o 0 0 0 0 0 0
12/2015) {0  lamnansl - °-°-°-°-°""T=="] TTTTTTTT/TmmTEY TEESTEESETETTTT TEETTETTESTTT O TTETTEETEETT)| TRTETETEETTECT
(1) 190,823 0 2,520,000 443 - - 0
0 2,711,266
4JEFFREY FRANCIS | 0
FORMER OFFICER (END S 0 0 0 0 0 0
9/2015y A, ) "TTT-TTTEETEEEOf TEEEETETTEETT/ TTOTTTEESTEST TEETTTETETTT TTOTTTETETSTST TTEETETETTET
() 0 0 225,000 0 - - 0
0 225,000
5MONICA A HILT | 0
PRESIDENT, ST ELIZABETH o 0 0 0 0 0 0
HospITAL |0 s asaaael - °-°-°-°-TT/TT"| TTTTTTEsETTTTT/ TETTETEESTTTITT TROTETEETTETL O TRETEETEETTT| OTTTTTTTTTTETCT
(1) 493,948 231,779 6,310 17,225 - - 0
23,550 772,812
6DANIEL E NEUFELDER | 0
SR VP HOSP OPS (END o 0 0 0 0 0 0
L2 070 I e e s [
(n 861,918 713,099 250,740 15,900 - 0
12,516 1,854,173
7LAWRENCE DONATELLE ) 0 0 0 0 0 0 0
VICE PRESIDENT OF MEDICAL |, | ~~ ~ 777777 7 77| =-==========c| m-m-sm-mc-c-osc] mmmmmmmsmsmomo]| mmmsmmsmmmmsms| mmmmsmmsmmms] mmmsmmmmm-e-
AFFAIRS (n 306,377 20,790 7,561 17,225 - - 0
20,837 372,790
BRTONYALDEDERING 0! 170,417 27,000 18,232 9,900 27,893 253,442 0
eg Dir Foundations | | L o o o e e e e e o ..
() 0 0 0 0 - - 0
0 0
9MICHAEL A HOFMANN 0] 125,580 0 28,864 8,198 23,973 186,615 0
Dir Patient Care Srves | | Ll el m e e oo m oo o ! ! ! :
() 0 0 0 0 - - 0
0 0
1[;’FAYE E KAMRATH 0] 133,671 0 31,983 8,899 16,549 191,102 0
ir Radiology Srves || L L e e e e e e - o
() 0 0 0 0 - - 0
0 0
11NANETTE W KRIZENEKSY 1 180,143
RN Lead-ICU MrktS o 180,141 0 1,499 12,167 30,575 224,384 0
() 0 0 0 0 - - 0
0 0
1525CO'I‘I'DMOON ) 157,888 0 494 4,833 11,738 174,953 0
r Medical Physicist | | L e e e e e e oo
(m 57,917 0 188 9,480 - - 0
4,181 71,766




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - | DLN: 93493131022988])
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 Public
Department of the Treasun www.irs.gov/form990. Inspection

Name of the organization Employer identification number
St Elizabeth Hospital Inc

39-0816818

990 Schedule O, Supplemental Information

Return Explanation
Reference

Form 990, Part THE PROCESS OF DETERMINING THE AMOUNT OF COMPENSATION PAID TO THE ORGANIZATION'S CEO, EXEC

VI, Line 15a UTIVE DIRECTOR OR TOP MANAGEMENT OFFICIAL IS PERFORMED BY MINISTRY HEALTH CARE, INC AND |
PROCESS TO TS SUBSIDIARY ORGANIZATIONS MINISTRY HEALTH CARE, INC 1S THE SOLE CORPORATE MEMBER OF ST
ESTABLISH ELIZABETH HOSPITAL, INC THE PROCESS INCLUDED A REVIEW AND APPROVAL BY INDEPENDENT PERSO
COMPENSATION | NS, COMPARABILITY DATA, AND CONTEMPORANEOUS SUBSTANTIATION OF THE DELIBERATION AND DECISIO
OF TOP N THE EXECUTIVE COMPENSATION COMMITTEE REVIEWED AND APPROVED THE COMPENSATION IN THE REV
MANAGEMENT | IEW OF THE COMPENSATION, THE ORGANIZATION'S CEQ, EXECUTIVE DIRECTOR OR TOP MANAGEMENT OFFI
OFFICIAL CIAL'S SALARY WAS COMPARED TO INDIVIDUALS AT OTHER ORGANIZATIONS IN THE AREA WHO HOLD THE

SAME TITLE DURING THE REVIEW AND APPROVAL OF THE COMPENSATION, DOCUMENTATION OF THE DECIS
ION WAS RECORDED IN THE MINUTES THE INDIVIDUAL WAS NOT PRESENT WHEN THEIR COMPENSATION WA
S DECIDED




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Form 990,
Part VI -
Corporate
Member
Change

Due to a reorganization effective January 1, 2016, Affinity Health System Is no longera c
orporate member of St Elizabeth Hospital, Inc Ministry Healthcare, Inc became the sole
corporate member at that time




990 Schedule O, Supplemental Information

Return Explanation
Reference

Form 990, Part THE PROCESS OF DETERMINING THE AMOUNT OF COMPENSATION PAID TO THE ORGANIZATION'S OFFICERS

VI, Line 15b AND KEY EMPLOYEES IS PERFORMED BY MINISTRY HEALTH CARE, INC AND ITS SUBSIDIARY ORGANIZATI
PROCESS TO ONS MINISTRY HEALTH CARE, INC IS THE SOLE CORPORATE MEMBER OF ST ELIZABETH HOSPITAL, IN
ESTABLISH C THE PROCESS INCLUDED A REVIEW AND APPROVAL BY INDEPENDENT PERSONS, COMPARABILITY DATA,
COMPENSATION | AND CONTEMPORANEOUS SUBSTANTIATION OF THE DELIBERATION AND DECISION THE EXECUTIVE COMPENS
OF OTHER ATION COMMITTEE REVIEWED AND APPROVED THE COMPENSATION IN THE REVIEW OF THE COMPENSATION,
OFFICERS OR THE OFFICERS' SALARIES WERE COMPARED TO INDIVIDUALS AT OTHER ORGANIZATIONS IN THE AREA WH

KEY O HOLD THE SAME TITLE DURING THE REVIEW AND APPROVAL OF THE COMPENSATION, DOCUMENTATION O
EMPLOYEES F THE DECISION WAS RECORDED IN THE MINUTES INDIVIDUALS WERE NOT PRESENT WHEN THEIR COMPEN

SATION WAS DECIDED




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Form 990,

Part VI, Line
6 Classes of
members or
stockholders

St Elizabeth Hospital, Inc has a single corporate member, Ministry Healthcare, Inc




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Form 990,
Part VI, Line
7a Members
or
stockholders
electing
members of
governing
body

St Elizabeth Hospital, Inc has a single corporate member, Ministry Healthcare, Inc , who
has the ability to elect members to the governing body of St Elizabeth Hospital Inc




990 Schedule O, Supplemental Information

Return Explanation
Reference
Form 990, All decisions that have a material impact to St Elizabeth Hospital, Inc financial inform

Part VI, Line | ation or corporation as a whole are subject to approval by its sole corporate member, Mini
7b Decisions | stry Healthcare, Inc

requiring
approval by
members or
stockholders




990 Schedule O, Supplemental Information

by governing
body

Return Explanation
Reference
Form 990, DURING THE RETURN PREPARATION PROCESS, THE TAX DEPARTMENT WORKS WITH OTHER FUNCTIONAL AREA
Part VI, Line | S INCLUDING FINANCE, ACCOUNTING, TREASURY, LEGAL, HUMAN RESOURCES, AND CORPORATE COMPLIANC
11b Review | E FOR ADVICE, INFORMATION AND ASSISTANCE IN ORDER TO PREPARE A COMPLETE AND ACCURATE RETUR
of form 990 N UPON COMPLETION, THE FORM 990 IS REVIEWED BY THE ORGANIZATION'S INTERNAL TAX DEPARTMENT

WHICH CONSISTS OF ATTORNEYS AND CPAS A COMPLETE FINAL COPY OF THE RETURN IS PROVIDED TO
THE ORGANIZATION'S PRESIDENT, FINANCIAL OFFICER, AND/OR OTHER KEY OFFICERS IN LIEU OF THE
FULL BOARD




990 Schedule O, Supplemental Information

Return Explanation
Reference
Form 990, The organization regularly and consistently monitors and enforces compliance with the conf
Part VI, Line | lict of interest policy in that any director, principal officer, or member of a committee
12¢ Conflict | with governing board delegated powers, who has a direct or indirect financial interest, mu
of interest st disclose the existence of the financial interest and be given the opportunity to disclo
policy se all matenal facts to the directors and members of the committees with governing board

delegated powers considering the proposed transaction or arrangement The remaining indivi
duals on the governing board or committee will decide If conflicts of interest exist Each
director, principal officer and member of a committee with governing board delegated powe
rs annually signs a statement which affirms such person has received a copy of the conflic

ts of Interest policy, has read and understands the policy, has agreed to comply with the
policy, and understands that the organization 1s charitable and in order to maintain its f
ederal tax exemption it must engage primarily in activities which accomplish its tax-exemp

t purpose




990 Schedule O, Supplemental Information

Return Explanation

Reference

Form 990, The Organization will provide any documents open to public Inspection upon request
Part VI, Line
19 Required
documents
availlable to
the public




990 Schedule O, Supplemental Information

Return

Reference

Form 990,

Explanation

Part VIII, Line
2f Other
Program
Service
Revenue

Income from Joint Ventures - Total Revenue -1352269, Related or Exempt Function Revenue

-1352269, Unrelated Business Revenue , Revenue Excluded from Tax Under Sections 512, 513,
or514 |




990 Schedule O, Supplemental Information

Return
Reference

Explanation

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

Other Miscellaneous Revenue - Total Revenue 213467, Related or Exempt Function Revenue
Unrelated Business Revenue 7100, Revenue Excluded from Tax Under Sections 512, 513, or 5
14 206367,




990 Schedule O, Supplemental Information

Return Explanation

Reference

Form 990, FASB 136 - 63411, Catalpa Temp Restricted Investment - 63829, Net Asset Transfers with Affiliates - -53789631,

Part XI, Line
9 Other
changes In
net assets or
fund
balances




990 Schedule O, Supplemental Information

Return Explanation
Reference
Form 990, The activity of St Elizabeth Hospital, Inc 1s reported in the consolidated financial sta
Part XII, Line | tements of Ascension Health Alllance No individual audit of St Elizabeth Hospital, Inc
2b Audited 1s completed Therefore, the attached audited financial statements are of Ascension Health
Financial Alllance and Affiliates, which include the activity of St Elizabeth Hospital, Inc
Statements




990 Schedule O, Supplemental Information

Return Explanation
Reference
Form 990, St Elizabeth Hospital, Inc s included in the consolidated financial statements of Ascen
Part XII, Line | sion Health Alllance The Finance and Audit committee of Ascension Health Alliance's Board
2¢ Audit assumes responsibility for the consolidated organization as a whole
Committee




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - |

DLN: 93493131022988]
. . . OMB No 1545-0047
SCHEDULE R Related Organizations and Unrelated Partnerships
(Form 990) » Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 20 1 6
Department of the Treasun » Attach to Form 990. » Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. Open to P_ublic
Internal Revenue Service Inspection
Name of the organization Employer identification number
St Elizabeth Hospital Inc
39-0816818

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

(a) (b) (c) (d) (e) (f)
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling

or foreign country) entity

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.
See Additional Data Table

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

activity

514)

(b) () (e) (f)
Primary Legal Predominant Share of
domicile| controlling income(related, |total income
(state unrelated,
or excluded from
foreign tax under
country) sections 512-

(9) (h) (1) i)
Share of |Disproprtionate| Code V-UBI |General or
end-of-year| allocations? amount In | managing
assets box 20 of partner?
Schedule K-1
(Form 1065)
Yes No Yes | No

(k)
Percentage
ownership

(1) TWINMED LLP

222 W COLLEGE AVE SUITE 3B
APPLETON, WI 54911
359-1180341

REAL ESTATE WI NA

N/A

IEEEEYA 1dentification of Related Organizations Taxable as a Corporation or Trust Complete If the organization answered "Yes" on Form 990, Part 1V, line 34

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

See Additional Data Table

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

(b)

Primary activity

(¢}

Legal
domicile
(state or foreign
country)

(d)
Direct controlling
entity

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

(f)
Share of total
income

(9)
Share of end-of-
year
assets

(h)
Percentage
ownership

)
Section 512(b)
(13) controlled

entity?

Yes No

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

See Additional Data Table

(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)

Schedule R { Form 990)Y 2016



Additional Data

Software ID: 16000421
Software Version: 2016v3.0
EIN: 39-0816818
Name:

St Elizabeth Hospital Inc

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) NATIONAL HEALTH MO 501(c)(3) Type I NA No
PO BOX 45998
ST LOUIS, MO 63145
45-3358926
(1) NATIONAL HEALTH MO 501(c)(3) Type I ASCENSION HEALTH No
ALLIANCE
PO BOX 45998
ST LOUIS, MO 63145
31-1662309
(2) PARENT CORPORATION WI 501(c)(3) Type I ASCENSION HEALTH No
4425 NORTH PORT WASHINGTON ROAD
GLENDALE, WI 53212
39-1834639
(3) PARENT CORPORATION WI 501(c)(3) Type II ASCENSION HEALTH No
10925 W LAKE PARK DR STE 100
MILWAUKEE, WI 53224
39-1490371
(4) PARENT CORPORATION IL 501(c)(3) Type III-FI ASCENSION HEALTH No
400 WEST RIVER WOODS PARKWAY
GLENDALE, WI 53212
39-1568865
(5) HOSPITAL WI 501(c)(3) 3 COLUMBIA ST MARY'S Yes
INC
4425 NORTH PORT WASHINGTON ROAD
GLENDALE, WI 53212
39-0806315
(6) HOSPITAL WI 501(c)(3) 3 COLUMBIA ST MARY'S Yes
INC
4425 NORTH PORT WASHINGTON ROAD
GLENDALE, WI 53212
39-0807063
(7) REHAB SERVICES WI 501(c)(3) 3 COLUMBIA ST MARY'S Yes
INC
4425 NORTH PORT WASHINGTON ROAD
GLENDALE, WI 53212
39-0902199
(8) HEALTH SYSTEM IL 501(c)(3) Type I1 MINISTRY HEALTH Yes
CARE INC
1570 MIDWAY PLACE
MENASHA, WI 54952
39-1568866
(9) COMMUNITY CENTER WI 501(c)(3) 7 MINISTRY HEALTH Yes
CARE INC
6100 NORTH 42ND STREET
MILWAUKEE, WI 53209
39-1461846
(10) HOSPITAL WI 501(c)(3) 3 MINISTRY HEALTH Yes
AL INC CARE INC
201 HOSPITAL ROAD
EAGLE RIVER, WI 54521
39-0985690
(11) HOSPITAL WI 501(c)(3) 3 MINISTRY HEALTH Yes
ERRILL WI INC CARE INC
601 SOUTH CENTER AVENUE
MERRILL, WI 54452
39-0808503
(12) HOSPITAL WI 501(c)(3) 3 MINISTRY HEALTH Yes
INC CARE INC
1120 PINE STREET
STANLEY, WI 54768
39-0807065
(13) HOSPITAL WI 501(c)(3) 3 MINISTRY HEALTH Yes
HOSPITALS INC CARE INC
PO BOX 347
STEVENS POINT, WI 54481
39-1390638
(14) HOSPITAL WI 501(c)(3) 3 MINISTRY HEALTH Yes
CARE INC
3400 MINISTRY PARKWAY
WESTON, WI 54476
72-1531917
(15) HOSPITAL WI 501(c)(3) 3 MINISTRY HEALTH Yes
POINT INC CARE INC
900 ILLINOIS AVENUE
STEVENS POINT, WI 54481
39-0808443
(16) HOME OFFICE WI 501(c)(3) Type I1 MINISTRY HEALTH Yes
CARE INC
240 MAPLE STREET
WOODRUFF, WI 54568
39-1499115
(17) HOSPITAL WI 501(c)(3) 3 MINISTRY HEALTH Yes
CARE INC
500 S OAKWOOD ROAD
OSHKOSH, WI 54904
39-0806268
(18) MEDICAL GROUP WI 501(c)(3) Type III-FI MINISTRY HEALTH Yes
CARE INC
824 ILLINOIS AVENUE
STEVENS POINT, WI 54481
39-1965593
(19) MEDICAL GROUP MN 501(c)(3) 3 MINISTRY HEALTH Yes
CARE INC
1200 GRANT BLVD WEST
WABASHA, MN 55981
41-0693877




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

a (b) (<) (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
(21) MEDICAL GROUP WI 501(c)(3) 3 MINISTRY HEALTH CARE Yes
INC
611 SAINT JOSEPH AVENUE
MARSHFIELD, WI 54449
39-1847631
(1) MEDICAL GROUP WI 501(c)(3) 3 MINISTRY HEALTH CARE Yes
INC
240 MAPLE STREET
WOODRUFF, WI 54568
39-0873606
(2) MEDICAL GROUP WI 501(c)(3) 3 MINISTRY HEALTH CARE Yes
INC
323 SOUTH 18TH AVENUE
STURGEON BAY, WI 54235
39-0806324
(3) MEDICAL GROUP WI 501(c)(3) 3 MINISTRY HEALTH CARE Yes
INC
614 MEMORIAL DRIVE
CHILTON, WI 53014
39-0905385
(4) MEDICAL GROUP WI 501(c)(3) 3 WHEATON FRANCISCAN  Yes
HEALTHCARE -
3801 SPRING STREET SOUTHEAST WISCONSIN
RACINE, WI 53405 INC
39-1264986
(5) MEDICAL GROUP WI 501(c)(3) 3 WHEATON FRANCISCAN  Yes
HEALTHCARE -
10101 SOUTH 27TH STREET SOUTHEAST WISCONSIN
FRANKLIN, WI 53132 INC
56-2592868
(6) MEDICAL GROUP WI 501(c)(3) 10 WHEATON FRANCISCAN  Yes
HEALTHCARE -
19525 WEST NORTH AVENUE SOUTHEAST WISCONSIN
BROOKFIELD, WI 53005 INC
39-1613624
(7) MEDICAL GROUP WI 501(c)(3) 3 WHEATON FRANCISCAN  Yes
HEALTHCARE -
3237 SOUTH 16TH STREET SOUTHEAST WISCONSIN
MILWAUKEE, WI 53215 INC
39-0907740
(8) MEDICAL GROUP WI 501(c)(3) 10 WHEATON FRANCISCAN  Yes
HEALTHCARE -
3237 SOUTH 16TH STREET SOUTHEAST WISCONSIN
MILWAUKEE, WI 53215 INC
39-1701402
(9) MEDICAL GROUP WI 501(c)(3) 3 WHEATON FRANCISCAN  Yes
HEALTHCARE -
400 WEST RIVER WOODS PARKWAY SOUTHEAST WISCONSIN
GLENDALE, WI 53212 INC
39-1791586
(10) HOSPITAL WI 501(c)(3) 3 WHEATON FRANCISCAN  Yes
HEALTHCARE -
5000 WEST CHAMBERS STREET SOUTHEAST WISCONSIN
MILWAUKEE, WI 53210 INC
39-0816857
(11) HOME HEALTH WI 501(c)(3) 10 WHEATON FRANCISCAN  Yes
HEALTHCARE -
3070 North 51st Street Suite 406 SOUTHEAST WISCONSIN
MILWAUKEE, WI 53210 INC
39-1559428
(12) BEHAVIORAL HEALTH WI 501(c)(3) 3 AFFINITY HEALTH Yes
SERVICES SYSTEM
N4642 COUNTY N
APPLETON, WI 54914
45-4681563
(13) FOUNDATION WI 501(c)(3) 10 AFFINITY HEALTH Yes
SYSTEM
PO BOX 3370
OSHKOSH, WI 54903
23-7140261
(14) CLINICAL HEALTHCARE WI 501(c)(3) 3 AFFINITY HEALTH Yes
SERVICES SYSTEM
1570 APPLETCN RD
MENASHA, WI 54952
39-1127163
(15) FOUNDATION WI 501(c)(3) 7 AFFINITY HEALTH Yes
SYSTEM
1506 S ONEIDA STREET
APPLETON, WI 54915
39-1256677
(16) FOUNDATION WI 501(c)(3) Type I ASCENSION GOOD Yes
SAMARITAN HOSPITAL
601 SOUTH CENTER AVENUE INC
MERRILL, WI 54452
39-1627755
(17) SPECIALTY HEALTH WI 501(c)(3) 3 ASCENSION SACRED Yes
SERVICES HEART - STMARY'S
2251 NORTH SHORE DRIVE HOSPITALS INC
RHINELANDER, WI 54501
39-1829015
(18) FOUNDATION WI 501(c)(3) Type I ASCENSION ST CLARE'S  Yes
HOSPITAL INC
3400 MINISTRY PARKWAY
WESTON, WI 54476
75-3193633
(19) Foundation WI 501(c)(3) Type I ASCENSION ST Yes
MICHAEL'S HOSPITAL
900 ILLINOIS AVENUE INC
STEVENS POINT, WI 54481
39-1657410




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

a (b) (<) (d) (e) (f) (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section 512
(state section status entity (b)(13)
or foreign country) (1f section 501(c) controlled
(3)) entity?
Yes | No
(41) COLLEGE WI 501(c)(3) 2 COLUMBIA ST MARY'S Yes
HOSPITAL MILWAUKEE
4425 NORTH PORT WASHINGTON ROAD INC
GLENDALE, WI 53212
39-1596986
(1) NURSING/ASSISTED LIVING WI 501(c)(3) 10 HOWARD YOUNG Yes
SERVICES HEALTH CARE INC
PO BOX 829
WOODRUFF, WI 54568
39-1357365
(2) FOUNDATION WI 501(c)(3) Type I SAINT JOSEPH'S Yes
HOSPITAL OF
611 SAINT JOSEPH AVENUE MARSHFIELD INC
MARSHFIELD, WI 54449
39-1684957
(3) FOUNDATION WI 501(c)(3) 10 WHEATON FRANCISCAN  Yes
NC HEALTHCARE - ALL
3807 SPRING STREET SAINTS INC
RACINE, WI 53405
93-0838390
(4) FOUNDATION WI 501(c)(3) 7 WHEATON FRANCISCAN  Yes
HEALTHCARE - ALL
3805B SPRING STREET SAINTS INC
RACINE, WI 53405
39-1570877
(5) FOUNDATION WI 501(c)(3) Type 1 WHEATON FRANCISCAN  Yes
HEALTHCARE -
4300 WEST BROWN DEER RD STE 2 PHARMACY
BROWN DEER, WI 53223 ENTERPRISES &
56-2426294 FRANCISCAN WOODS
INC
(6) FOUNDATION WI 501(c)(3) Type I WHEATON FRANCISCAN  Yes
HEALTHCARE - ST
3237 SOUTH 16TH STREET FRANCIS INC
MILWAUKEE, WI 53215
32-0135258
(7) MEDICAL GROUP WI 501(c)(3) 3 WHEATON FRANCISCAN  Yes
MEDICAL GROUP
400 WEST RIVER WOODS PARKWAY
GLENDALE, WI 53212
94-3436893
(8) FOUNDATION WI 501(c)(3) Type I WHEATON FRANCISCANL Yes
INC
3237 SOUTH 16TH STREET
MILWAUKEE, WI 53215
39-2028808
(9) FOUNDATION WI 501(c)(3) Type 1 WHEATON FRANCISCANL Yes
INC
5000 WEST CHAMBERS STREET
MILWAUKEE, WI 53210
39-1636804
(10) AUXILIARY WI 501(c)(3) Type III-FI WHEATON FRANCISCANL Yes
INC
19333 WEST NORTH AVENUE
BROOKFIELD, WI 53045
39-6068950
(11) HOME CARE / HOSPICE WI 501(c)(3) 3 NA No
8949 N DEERBROOK TRL
BROWN DEER, WI 53223
39-1171298




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

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

(b)

Primary activity

(<)

Legal
domicile
(state or foreign
country)

(d)
Direct controlling
entity

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

(f)
Share of total
income

(9)
Share of end-of-
year
assets

(h)
Percentage
ownership

(i)
Section 512
(b}(13)
controlled
entity?

Yes No

(1)

PROSPECT MEDICAL COMMONS
CONDOMINIUM ASSOCIATION INC
4425 N PORT WASHINGTON RD
GLENDALE, WI 53212
20-8042108

CONDO ASSOCIATION

WI

NA

C Corporation

Yes

(1)

FRANKLIN MEDICAL OFFICE BUILDING
CONDOMINIUM ASSOCIATION INC
400 WEST RIVER WOODS PARKWAY
GLENDALE, WI 53212

34-1983857

CONDO ASSOCIATION

WI

NA

C Corporation

Yes

(2) WHEATON FRANCISCAN HOLDINGS INC
400 WEST RIVER WOODS PARKWAY
GLENDALE, WI 53212

39-1836357

HOLDING CO

WI

NA

C Corporation

Yes

(3)

WHEATON FRANCISCAN PROVIDER NETWORK
INC

400 WEST RIVER WOODS PARKWAY
GLENDALE, WI 53212

39-1952140

PROVIDER CONTRACT

WI

NA

C Corporation

Yes

(4) MADISON MEDICAL AFFILIATES INC
4425 N PORT WASHINGTON RD
GLENDALE, WI 53212

39-1855720

HEALTHCARE

WI

NA

C Corporation

Yes

(5)

WHEATON WAY CONDOMINIUM OWNERS
ASSOCIATION INC

10101 SOUTH 27TH STREET

FRANKLIN, WI 53123

30-0659830

CONDO ASSOCIATION

WI

NA

C Corporation

Yes

(6)

WHEATON FRANCISCAN ENTERPRISES INC
400 WEST RIVER WOODS PARKWAY
GLENDALE, WI 53212

39-1985204

HOLDING CO

WI

NA

C Corporation

Yes

(7)

WHEATON FRANCISCAN MEDICAL GROUP -
SUSSEX INC

400 WEST RIVER WOODS PARKWAY
GLENDALE, WI 53212

39-1361100

HEALTHCARE

WI

NA

C Corporation

Yes




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

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

(1) ST ELIZABETH HOSPITAL FOUNDATION INC L 188,427 FAIR MARKET VALUE
(1)  AFFINITY MEDICAL GROUP J 2,631,321 FAIR MARKET VALUE
(2)  AFFINITY MEDICAL GROUP K 164,060 FAIR MARKET VALUE
(3)  AFFINITY MEDICAL GROUP L 1,160,015 FAIR MARKET VALUE
(4)  AFFINITY MEDICAL GROUP M 116,439 FAIR MARKET VALUE
(5)  AFFINITY MEDICAL GROUP P 132,735 FAIR MARKET VALUE
(6)  ASCENSION CALUMET HOSPITAL INC L 117,930 FAIR MARKET VALUE
(7) ASCENSION CALUMET HOSPITAL INC M 141,149 FAIR MARKET VALUE
(8) MERCY MEDICAL CENTER OF OSHKOSH INC K 445,178 FAIR MARKET VALUE
(9) MERCY MEDICAL CENTER OF OSHKOSH INC L 428,309 FAIR MARKET VALUE
(10) MERCY MEDICAL CENTER OF OSHKOSH INC M 256,577 FAIR MARKET VALUE
(11) MERCY MEDICAL CENTER OF OSHKOSH INC P 130,098 FAIR MARKET VALUE
(12) MERCY MEDICAL CENTER OF OSHKOSH INC Q 78,000 FAIR MARKET VALUE
(13)  ASCENSION ST MICHAEL'S HOSPITAL INC L 144,799 FAIR MARKET VALUE
(14) ST ELIZABETH HOSPITAL FOUNDATION INC C 169,098 FAIR MARKET VALUE




