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. 990 Return of Organization Exempt From Income Tax
%)

foundations)

Department of the Treasun
Internal Revenue Service

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 2017 calendar year, or tax year beginning 01-01-2017 , and ending 12-31-2017

2017

Open to Public

Inspection

C Name of arganization

B Check if applicable INDIANA UNIVERSITY HEALTH BLOOMINGTON INC

[0 Address change
O Name change % CRAIG J JONES

O Initial return Doing business as

O Final return/terminated

35-1720796

D Employer identification number

O Amended return Number and street (or P O box if mail i1s not delivered to street address)

950 N MERIDIAN STREET SUITE 300
O Application pendingll

Room/suite

E Telephone number

(317) 963-4842

City or town, state or province, country, and ZIP or foreign postal code
INDIANAPOLIS, IN 46204

G Gross receipts $ 471,735,889

F Name and address of principal officer
BRIAN T SHOCKNEY

950 N MERIDIAN ST STE 300
INDIANAPOLIS, IN 46204

I Tax-exempt status 501(e)(3) L] 501(c)( ) M(msertno) L 4947¢a)1)or [ 527

J Website:» SEE SCHEDULE O

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 »

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

L Year of formation 1988

M State of legal domicile IN

Summary

1 Briefly describe the organization’s mission or most significant activities
@ Improve the health of our patients and community through innovation and excellence In care, education, research and service
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 18
’j 4 Number of iIndependent voting members of the governing body (Part VI, line 1b) 4 13
g 5 Total number of individuals employed In calendar year 2017 (Part V, line 2a) 5 2,720
E_, 6 Total number of volunteers (estimate If necessary) 6 170
2 7a Total unrelated business revenue from Part VIII, column (C), line 12 7a 0
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) 2,339,133 2,426,000
é 9 Program service revenue (Part VIII, line 2g) 395,368,539 435,751,697
é 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d ) 4,006,689 5,283,975
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢c, 10c, and 11e) 2,787,479 3,015,202
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line 12) 404,501,840 446,476,874
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 946,874 873,688
14 Benefits paid to or for members (Part IX, column (A), line 4) [0} 0
9 15 Salaries, other compensation, employee benefits (Part IX, column (A), ines 5-10) 132,555,820 135,893,901
@ 16a Professional fundraising fees (Part IX, column (A), line 11e) [0} 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) 205,037,096 220,433,837
18 Total expenses Add lines 13-17 (must equal Part IX, column (A), line 25) 338,539,790 357,201,426
19 Revenue less expenses Subtract line 18 from line 12 65,962,050 89,275,448
x 2 Beginning of Current Year End of Year
8%
3; 20 Total assets (Part X, line 16) 549,149,854 578,845,857
;g 21 Total habilities (Part X, line 26) 88,904,934 67,772,712
z3 22 Net assets or fund balances Subtract line 21 from line 20 460,244,920 511,073,145

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

2018-11-14
R Signature of officer Date
Sign
Here MICHAEL L CRAIG VP & CFO
Type or print name and title
Print/Type preparer's name Preparer's signature Date I:l PTIN
. JENNIFER D RHODERICK JENNIFER D RHODERICK Check if | P0O0395735

Paid self-employed
Preparer Firm’s name : ERNST & YOUNG US LLP Firm's EIN

Firm’'s address # 111 MONUMENT CIR STE 4000 Phone no (317) 681-7000
Use Only (317)

INDIANAPOLIS, IN 46204

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 (2017)



Form 990 (2017) Page 2
ZXEit] statement of Program Service Accomplishments

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

1

Briefly describe the organization’s mission

IMPROVE THE HEALTH OF OUR PATIENTS AND COMMUNITY THROUGH INNOVATION AND EXCELLENCE IN CARE, EDUCATION, RESEARCH AND
SERVICE

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 D Yes 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 $ 265,456,179  including grants of $ 873,688 ) (Revenue $ 427,235,609 )
See Additional Data

4b (Code ) (Expenses $ 4,204,385 including grants of $ 0 ) (Revenue $ 6,766,703 )
See Additional Data

4c (Code ) (Expenses $ 1,066,983 Including grants of $ 0 ) (Revenue $ 1,717,245)
See Additional Data
See Additional Data Table

4d  Other program services (Describe In Schedule O )
(Expenses $ 19,969 Including grants of $ 0 ) (Revenue $ 32,140)

4e Total program service expenses P 270,747,516

Form 990 (2017)



Form 990 (2017)

10

11

12a

13

14a

15

16

17

18

19

Page 3
EEXEY Checklist of Required Schedules

Yes No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes," complete Yes
Schedule A % 1
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? %) 2 Yes
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to candidates No
for public office? If "Yes,” complete Schedule C, Part I @, 3
Section 501(c)(3) organizations.
Did the organization engage in lobbying activities, or have a section 501(h) election in effect during the tax year?
If "Yes," complete Schedule C, Part I % e e e 4 Yes
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? N
If "Yes," complete Schedule C, Part III %) 5 °
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the right
to provide advice on the distribution or investment of amounts in such funds or accounts? N
If "Yes," complete Schedule D, Part I %) 6 °
Did the organization receive or hold a conservation easement, including easements to preserve open space, N
the environment, historic land areas, or historic structures? If "Yes, " complete Schedule D, Part II )l 7 °
Did the organization maintain collections of works of art, historical treasures, or other similar assets? N
If "Yes," complete Schedule D, Part III %) 8 °
Did the organization report an amount in Part X, line 21 for escrow or custodial account lability, serve as a custodian
for amounts not listed in Part X, or provide credit counseling, debt management, credit repair, or debt negotiation N
services?If "Yes," complete Schedule D, Part IV %) 9 °
Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments, 10 Yes
permanent endowments, or quasi-endowments? If "Yes,” complete Schedule D, Part V @,
If the organization’s answer to any of the following questions Is "Yes," then complete Schedule D, Parts VI, VII, VIII, IX,
or X as applicable
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? Y.
If "Yes," complete Schedule D, Part VI % . e e e e e 11a es
Did the organization report an amount for investments—other securities in Part X, line 12 that 1s 5% or more of Its total N
assets reported In Part X, line 167 If "Yes,” complete Schedule D, Part VII @) 11ib °
Did the organization report an amount for investments—program related in Part X, ine 13 that is 5% or more of Its N
total assets reported in Part X, line 16? If "Yes," complete Schedule D, Part VIII %) .. 11c °
Did the organization report an amount for other assets in Part X, line 15 that 1s 5% or more of Its total assets reported N
In Part X, line 167 If "Yes, " complete Schedule D, Part IX %) e e e e 11d °
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes, " complete Schedule D, Part X %) 11e | Yes
Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses 11f | Yes
the organization’s lability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X %)
Did the organization obtain separate, independent audited financial statements for the tax year?
If "Yes," complete Schedule D, Parts XI and XII %) . 12a 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 (2017)



Form 990 (2017) Page 4
m Checklist of Required Schedules (continued)
Yes No
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H . . . . %) 20a | Yes
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return® %) 20b| v
es
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or domestic 21 Yes
government on Part IX, column (A), line 1? If "Yes,” complete Schedule I, Parts I and II . @,
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on Part IX, 22 N
column (A), ine 2? If “"Yes,” complete Schedule I, Parts I and III . @, °
23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the organization’s
current and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes," 23 Yes
complete Schedule J . f e e
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $100,000 as of
the last day of the year, that was i1ssued after December 31, 20027 If "Yes, ” answer lines 24b through 24d and
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 P 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 . . 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 Y.
301 7701-2 and 301 7701-3? If "Yes,” complete Schedule R, Part I ®, 33 s
34 Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Part II, III, or IV and 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 N
organization? If "Yes," complete Schedule R, Part V, line 2 P ®, 36 °
37 Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization and that N
Is treated as a partnership for federal iIncome tax purposes? If "Yes," complete Schedule R, Part VI %) 37 °
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, ines 11b and 19? Note.
All Form 990 filers are required to complete Schedule O 38 Yes

Form 990 (2017)



Form 990 (2017)

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 301
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 2,720
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 No
If “Yes,” has it filed a Form 990-T for this year?If "No” to line 3b, provide an explanation in Schedule O 3b
At any time during the calendar year, did the organization have an 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 (2017)



Form 990 (2017) 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 18
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 13
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any other
officer, director, trustee, or key employee? . . . . . . & &+ 4 4w wwaaw 2 Yes
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
L ' e e E R CH
b Describe in Schedule O the process, If any, used by the organization to review this Form 990
12a Did the organization have a written conflict of interest policy? If "No," go to lne 13 . . . . . . . 12a| Yes
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to
conflicts? . . . . . . w h e e e e e e e 12b | Yes
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes," describe in
Schedule O how thiswasdone . . . .+ .+ « « +« +« + « . e e e 12¢c | Yes
13 Did the organization have a written whistleblower policy? . . . . .+ .+ .+ + « « .+ .« .« . . 13 Yes
14 Did the organization have a written document retention and destruction policy? . . . . . . . . . 14 Yes
15 Did the process for determining compensation of the following persons include a review and approval by independent
persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEQ, Executive Director, or top management official . . . . . . . . . . . 15a| Yes
Other officers or key employees of the organization . . . . . . .+ .+ « + + « « .+ . . 15b | Yes
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a
taxable entity duringtheyear? . . . . . + . . 4 v 4 4 4w e e e 16a | Yes
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its participation
In Jjoint venture arrangements under applicable federal tax law, and take steps to safeguard the organization’s exempt
status with respect to such arrangements® . . . . . . . . . . . . 16b | Yes

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

IN

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
»CRAIG J JONES S50 N MERIDIAN STREET SUITE 300 INDIANAPOLIS, IN 46204 (317) 963-4842

Form 990 (2017)



Form 990 (2017) 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
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 (list Is both an officer and a from the from related compensation
any hours director/trustee) organization (W- organizations from the
for related — >~ To T 2/1099-MISC) (W-2/1099- organization and

235 - [ ¢ m
organizations | = g7 | 3 § rl2a |2 MISC) related
belowdotted | &= | 5 [T ¢ |2Z |3 organizations
line) Fels(~|3 |9 |T
g0 |a 2L 5
1 = i FT id |__J
| B o= 3
= - i >
o = .E hal
T = T
b '-?'; e
b g 'ia‘
=5

See Additional Data Table

Form 990 (2017)



Form 990 (2017)

Page 8

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

(A) (B) (©) (D) (E) (F)

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

organizations [ 2 5 | 3 § r(32E |2 related
below dotted | & = |5 (2o ?,' Z |3 organizations
line) Pelg (T3 |7
a0 | & o |
D o= o = |o O
T |8 - 3
= - =
e | = L=
T = T
b ’-?'; @
X g2
b g T
o
See Additional Data Table
1b Sub-Total P e e e e >
c Total from continuation sheets to Part VII, Section A »
d Total (add lines 1b and 1c) . » 3,236,179 4,657,303 829,700
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 » 92
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 No
4 For any individual listed on line 1a, I1s the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If "Yes," complete Schedule J for such
individual 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
HELLMUTH OBATA KASSABAUM INC, DESIGN/ENGINEERING 5,919,414
10 S BROADWAY SUITE 200
ST LOUIS, MO 63102
COGENT HMG, MEDICAL 3,184,768
PO BOX 645037
CINCINNATI, OH 45264
COMPHEALTH, STAFFING 1,870,253
PO BOX 972651
DALLAS, TX 75397
ARAMARK, FACILITIES 1,275,709
27310 NETWORK PLACE
CHICAGO, IL 60673
TOTAL RENAL CARE INC, MEDICAL 1,143,646
PO BOX 8500-1607
PHILADELPHIA, PA 19178

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 #» 56

Form 990 (2017)



Form 990 (2017)

Page 9

m Statement of Revenue

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

. . . O

(A)

Total revenue

(B)
Related or
exempt
function
revenue

(<)
Unrelated
business
revenue

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

lar Amounts

imi

Contributions, Gifts, Grants

and Other S

1a Federated campaigns . . 1a

b Membership dues . .

c Fundraising events . . ic

0

e Government grants (contributions) le

2,151,831

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

|
|
|

d Related organizations | id
|
P

274,169

g Noncash contributions included
In lines la-1f $

h Total.Add lines 1a-1f . . . .

g 2,426,000

Program Service Revenue

2a NET PATIENT SERVICE REVENUE

b INCOMETTOSS) FROM PASS-THROUGH ENTITIES |

Business Code

621110 427,235,609

427,235,609

900099 1,717,245

1,717,245

541900

C SHARED SERVICES

6,766,703

6,766,703

532000

d RENT FROM REATED SOT(CI 3T ORGS

5,183

5,183

541700

€ CrINTCACRESEARCH

26,957

26,957

f All other program service revenue

dTotal.Add lines 2a-2f

»

435,751,697

Other Revenue

3 Investment income (including dividends, interest, and other

similar amounts) . . . . . .

4 Income from investment of tax-exempt bond proceeds » 0

5 Royalties . . . . . . . .

> 2,927,999

2,927,999

v » 0

(1) Real

(1) Personal

6a Gross rents

607,722

b Less rental expenses

887,627

¢ Rental iIncome or
(loss)

-279,905

d Net rental income or (loss) . . .

-279,905
. . > '

-279,905

(1) Securities

(1) Other

7a Gross amount
from sales of
assets other
than inventory

26,716,874

10,490

b Less costor
other basis and
sales expenses

24,314,183

57,205

€ Gain or (loss)

2,402,691

-46,715

d Netganor(loss) . . . . .

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

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

bless direct expenses . . .

c Net income or (loss) from fundraising events . . » 0

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

blLess direct expenses . . .

c Net income or (loss) from gaming activities . . » 0

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

bless cost of goodssold . .

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

2,355,976

2,355,976

b

b

b

Miscellaneous Revenue

Business Code

11acAFETERIA/FOOD SERVICE

721110 1,414,458

1,414,458

b vENDING

900099 120,950

120,950

€ EDUCATION

900099 91,487

91,487

d All other revenue . . . .
e Total. Add lines 11a-11d . . .

12 Total revenue. See Instructions .

1,668,212

1,668,212

3,295,107

446,476,874

435,751,697

8,299,177

Form 990 (2017)



Form 990 (2017) Page 10
Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns All other organizations must complete column (A)
Check If Schedule O contains a response or note to any line in this Part IX . .
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 873,688 873,688
domestic governments See Part IV, line 21
2 Grants and other assistance to domestic individuals See Part 0
IV, line 22
3 Grants and other assistance to foreign organizations, foreign 0
governments, and foreign individuals See Part IV, line 15
and 16
4 Benefits paid to or for members 0
5 Compensation of current officers, directors, trustees, and 2,599,830 2,316,652 283,178
key employees
6 Compensation not included above, to disqualified persons (as 0
defined under section 4958(f)(1)) and persons described In
section 4958(c)(3)(B) PR
7 Other salaries and wages 105,620,685 94,116,284 11,504,401
8 Pension plan accruals and contributions (include section 401 5,823,735 5,189,403 634,332
(k) and 403(b) employer contributions)
9 Other employee benefits 14,456,846 12,882,180 1,574,666
10 Payroll taxes 7,392,805 6,587,567 805,238
11 Fees for services (non-employees)
a Management 0
b Legal 690,069 690,069
c Accounting 8,682 8,682
d Lobbying 20,112 20,112
e Professional fundraising services See Part IV, line 17 0
f Investment management fees 309,572 309,572
g Other (If ine 11g amount exceeds 10% of line 25, column 87,178,816 20,476,032 66,702,784 0
(A) amount, list line 11g expenses on Schedule O)
12 Advertising and promotion 116,813 17,803 99,010
13 Office expenses 1,235,858 1,063,984 171,874
14 Information technology 2,749,055 2,627,962 121,093
15 Royalties 0
16 Occupancy 4,916,863 4,631,805 285,058
17 Travel 165,596 119,912 45,684
18 Payments of travel or entertainment expenses for any 0
federal, state, or local public officials
19 Conferences, conventions, and meetings 19,746 15,818 3,928
20 Interest 1,064,696 1,064,696
21 Payments to affiliates 0
22 Depreciation, depletion, and amortization 16,222,903 15,071,237 1,151,666
23 Insurance 2,128,033 559,688 1,568,345
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 DRUGS AND MEDICAL SUPPLIES 61,989,803 61,989,803
b BAD DEBT 21,092,311 21,092,311
¢ HOSPITAL ASSESSMENT FEE 16,657,654 16,657,654
d NONCAPITALIZED EQUIPMENT 893,623 675,873 217,750
e All other expenses 2,973,632 2,717,164 256,468
25 Total functional expenses. Add lines 1 through 24e 357,201,426 270,747,516 86,453,910 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 (2017)



Form 990 (2017) Page 11
m Balance Sheet
Check If Schedule O contains a response or note to any line in this Part IX . . O
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing 13,932 1 13,827
2 Savings and temporary cash investments 241,528,873 2 236,390,720
3 Pledges and grants receivable, net o 3 0
4 Accounts recelvable, net 51,873,492 4 60,009,757
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 P e e e e
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) ol 6 0
voluntary employees' beneficiary organizations (see Instructions) Complete
19 Part IT of Schedule L P ..
‘a,’ 7 Notes and loans recelvable, net 886,007 7 403,541
& Inventories for sale or use 5,157,680 5,212,018
< 9 Prepaid expenses and deferred charges 1,861,149 9 2,065,400
10a Land, buildings, and equipment cost or other
basis Complete Part VI of Schedule D 10a 371,592,760
b Less accumulated depreciation 10b 289,903,599 83,060,006 10c 81,689,161
11 Investments—publicly traded securities 153,456,612 11 172,677,658
12 Investments—other securities See Part IV, line 11 0o 12 0
13 Investments—program-related See Part 1V, line 11 2,821,873 13 3,438,376
14 Intangible assets 3,583,576 14 3,610,563
15 Other assets See Part IV, line 11 4,906,654| 15 13,334,836
16 Total assets.Add lines 1 through 15 (must equal line 34) 549,149,854 16 578,845,857
17 Accounts payable and accrued expenses 24,506,397 17 25,033,065
18 Grants payable 0 18 0
19 Deferred revenue 18,627 19 31,166
20 Tax-exempt bond habilities o 20 0
» |21 Escrow or custodial account liability Complete Part IV of Schedule D 0| 21 0
2 22 Loans and other payables to current and former officers, directors, trustees,
=
- key employees, highest compensated employees, and disqualified
~
< persons Complete Part II of Schedule L 0 22 0
=23  secured mortgages and notes payable to unrelated third parties 216,497| 23 216,497
24 Unsecured notes and loans payable to unrelated third parties 0| 24 0
25 Other liabilities (including federal income tax, payables to related third parties, 64,163,413 25 42,491,984
and other habilities not included on lines 17-24)
Complete Part X of Schedule D
26 Total liabilities.Add lines 17 through 25 88,904,934 26 67,772,712
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 455,338,266 27 497,738,309
5 28 Temporarily restricted net assets 4,272,023 28 7,774,144
T |29 Permanently restricted net assets 634,631 29 5,560,692
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 460,244,920| 33 511,073,145
z 34 Total liabilities and net assets/fund balances 549,149,854 34 578,845,857

Form 990 (2017)



Form 990 (2017) 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) 1 446,476,874
2 Total expenses (must equal Part IX, column (A), line 25) 2 357,201,426
3 Revenue less expenses Subtract line 2 from line 1 3 89,275,448
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) 4 460,244,920
5 Net unrealized gains (losses) on investments 5 14,640,862
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 -53,088,085
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33, column (B))| 10 511,073,145

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 (2017)



Additional Data

Software ID:
Software Version:

EIN: 35-1720796

Name: INDIANA UNIVERSITY HEALTH BLOOMINGTON INC
Form 990 (2017)

Form 990, Part III, Line 4a:

Indiana University Health Bloomington, Inc ("IU Health Bloomington") 1s a 293-bed full service hospital that offers a broad range of services to care for Its patients without

regard to their ability to pay Based upon the values of trust, excellence, accountability, and mutual respect, IU Health Bloomington enhances the health of its patients and
community In south-central Indiana by advancing the art and science of medicine through the use of new technologies, procedures, and care




Form 990, Part II1I, Line 4b:
IU HEALTH BLOOMINGTON PROVIDES SERVICES TO RELATED TAX-EXEMPT ORGANIZATIONS




Form 990, Part 1III, Line 4c:

IU Health Bloomington receives revenue from the following pass-through entities Brown County Medical Cooperative, LLC, SIHO Network, LLC, SIRA Imaging Center, LLC,
Southern Indiana Surgery Center, LLC and PIMCO Bravo Fund




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

CLINICAL RESEARCH

(Code ) (Expenses $ 3,220 Including grants of $ 0 ) (Revenue $ 5,183 )
RENTAL INCOME FROM RELATED TAX-EXEMPT ENTITIES
(Code ) (Expenses $ 16,749  Including grants of $ 0 ) (Revenue $ 26,957 )




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

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= 3 = o
I|2 - >
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
LYNN H COYNE 20
............................................................................... X X o} 0
DIRECTOR/BOARD CHAIR 50
JOYCE B POLING 20
............................................................................... X X o} 0
DIRECTOR/VICE CHAIR 50
SUSAN D WIER 20
............................................................................... X X o} 0
DIRECTOR/SECRETARY 50
KENT N RODGERS 20
............................................................................... X X o} 0
DIRECTOR/TREASURER 50
JONATHAN W GOTTLIEB MD 20
....................................................................................... X 1,327,372 18,864
DIRECTOR 530
MICHELLE A JANNEY 20
............................................................................... X 710,593 120,894
DIRECTOR 530
ROBERT T ADAMS MD 20
....................................................................................... X 445,547 39,568
DIRECTOR 530
ALLEN W DUNN 20
............................................................................... X o} 0
DIRECTOR 50
JAMES GARDNER MD 20
............................................................................... X o} 0
DIRECTOR 50
MICHAEL L GENTILE MD 20
............................................................................... X o} 0
DIRECTOR 50




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

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
55 |2 2R
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
JAMES J LAUGHLIN MD 20
............................................................................... X o] 563,247 10,800
DIRECTOR 530
ELEANOR H ROGERS RN 20
............................................................................... X o] o} 0
DIRECTOR 50
VI SIMPSON 20
............................................................................... X o] o} 0
DIRECTOR 50
JONATHAN W SURDAM MD 20
............................................................................... X o] 806,061 35,857
DIRECTOR 530
MOHAMMAD R TORABI 20
............................................................................... X o] o} 0
DIRECTOR 50
JENNIFER A VAUGHAN 20
............................................................................... X o] o} 0
DIRECTOR 50
MARCUS DEBRO 20
............................................................................... X o] o} 0
DIRECTOR 50
BRADLEY C WHEELER 20
............................................................................... X o] o} 0
DIRECTOR 50
MATTHEW D BAILEY 250
............................................................................... X o] 559,020 113,289
PRESIDENT (SCR) 200
MICHAEL L CRAIG 250
............................................................................... X o] 240,876 26,228
VP & CFO (SCR) 200




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

23| = |8 — |
organizations [ T 5 | 3 [® | [2& |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= 3 = o
’;’ =4 D =)
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
MARK MOORE 550
............................................................................ X 1,053,098 0 25,530
PRESIDENT (PARTIAL YEAR) 00
KENNETH E MARSHALL MD 250
.................................................................... X 402,878 o} 226,685
VP & CMO (PARTIAL YEAR) 200
BRIAN T SHOCKNEY 250
.................................................................... X 347,761 587 36,616
COO (SCR) 200
LARRY BAILEY 100
.................................................................... X 288,017 o} 56,914
PRESIDENT IUH PAOLI/IUH MORGAN 450
LINDA LEWIS 450
............................................................................ X 171,889 2,000 24,681
VP & CNO 50
WENDY HERNANDEZ 450
............................................................................ X 171,889 2,000 14,681
VP, PROF & SUPPORT SERVICES 50
CAREY C MAYER MD 500
............................................................................ X 301,499 0 32,736
PSYCHIATRIST 00
CHAD W SCHULTHEIS MD 500
.................................................................... X 290,376 o} 29,576
PSYCHIATRIST 00
JEFFREY A MUMPER 500
............................................................................ X 208,772 0 16,781
RADIATION PHYSICIST 00




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - | DLN: 93493319183848]

SCHEDULE A Public Charity Status and Public Support

OMB No 1545-0047

(Form 990 or Complete if the organization is a section 501(c)(3) organization or a section 2 0 1 7
990EZ)

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

4947(a)(1) nonexempt charitable trust.
P Attach to Form 990 or Form 990-EZ.

Name of the organization
INDIANA UNIVERSITY HEALTH BLOOMINGTON INC

Employer identification number

35-1720796

m Reason for Public Charity Status (All organizations must complete this part.) See Instructions.
The organization Is not a private foundation because it 1s (For lines 1 through 12, check only one box )

1 [ A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i).

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

3 A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).

4 [ A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the hospital's
name, city, and state

5 [J An organization operated for the benefit of a college or university owned or operated by a governmental unit described in section 170
(b)(1)(A)(iv). (Complete Part II )

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

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

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

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

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

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

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

f  Enter the number of supported organizations

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

(i) Name of supported (ii) EIN (iii) Type of (iv) Is the organization listed {v) Amount of (vi) Amount of
organization organization In your governing document? monetary support other support (see
(described on lines (see Instructions) Instructions)
1- 10 above (see
Instructions))
Yes No

Total
For Paperwork Reduction Act Notice, see the Instructions for Cat No 11285F Schedule A (Form 990 or 990-EZ) 2017

Form 990 or 990-EZ.



Schedule A (Form 990 or 990-EZ) 2017 Page 2

IEETEIE support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv), 170(b)(1)(A)(vi), and 170
(b)(1)(A)(ix)
(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

Calendar year

(or fiscal yoar begimaing in) P (a) 2013 (b) 2014 (c) 2015 (d) 2016 (e) 2017 (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)2013 (b)2014 (€)2015 (d)2016 (e)2017 (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
10

12 Gross recelpts 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 2017 (line 6, column (f) divided by line 11, column (f)) 14

15 Public support percentage for 2016 Schedule A, Part II, line 14 15

16a 33 1/3% support test—2017. 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—2016. 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—2017. 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—2016. 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 D
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) 2017



Schedule A (Form 990 or 990-EZ) 2017

.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) 2013

(b) 2014

(c) 2015

(d) 2016

(e) 2017

(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) 2013

(b) 2014

(c) 2015

(d) 2016

(e) 2017

(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 2017 (line 8, column (f) divided by line 13, column (f)) 15

16 Public support percentage from 2016 Schedule A, Part III, line 15 16
Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2017 (line 10c, column (f) divided by line 13, column (f)) 17

18 Investment income percentage from 2016 Schedule A, Part 111, ne 17 18

193 331/3% support tests—2017. 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—2016. 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-FE7Z) 2017



Schedule A (Form 990 or 990-EZ) 2017

Im Supporting Organizations
(Complete only If you checked a box on line 12 of Part I If you checked 12a of Part I, complete Sections A and B If you checked 12b of
Part I, complete Sections A and C If you checked 12c of Part I, complete Sections A, D, and E If you checked 12d of Part I, complete

Page 4

Sections A and D, and complete Part V )

Section A. All Supporting Organizations

3a

4a

5a

9a

10a

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

Did the organization have any supported organization that does not have an IRS determination of status under section 509
(@)(1) or (2)? If "Yes," explain in Part VI how the organization determined that the supported organization was described
in section 509(a)(1) or (2)

Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer (b) and (c)
below

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

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

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

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

Yes

3a

3b

3c

4b

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

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

4c

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

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

5a

amendment to the organizing document)

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

5b

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

5c

Did the organization provide support (whether in the form of grants or the provision of services or facilities) to anyone other
than (1) its supported organizations, (i) individuals that are part of the charitable class benefited by one or more of its
supported organizations, or (i1) other supporting organizations that also support or benefit one or more of the filing

organization’s supported organizations? If "Yes,” provide detail in Part VI.

Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor (defined in
section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity with regard to a

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

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

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

Was the organization controlled directly or indirectly at any time during the tax year by one or more disqualified persons as
defined in section 4946 (other than foundation managers and organizations described in section 509(a)(1) or (2))? If "“Yes,”

provide detail in Part VI.

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

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

9b

Did a disqualified person (as defined in line 9a) have an ownership interest In, or derive any personal benefit from, assets In

which the supporting organization also had an interest? If "Yes, ” provide detail in Part VI.

9c

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

answer line 10b below

10a

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

the organization had excess business holdings)

10b

Schedule A {Form 990 or 990-EZ) 2017
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Im Supporting Organizations (continued)

Page 5

11

b

C

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

Section E. Type III Functionally-Integrated Supporting Organizations

1

Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions)

a [] The organization satisfied the Activities Test Complete line 2 below

b [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) 2017
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m Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations
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1 [[J Check here If the organization satisfied the Integral Part Test as a qualifying trust on Nov 20, 1970 (explain in Part VI) See
instructions. All other Type III non-functionally integrated supporting organizations must complete Sections A through E
Section A - Adjusted Net Income (A) Prior Year (B) Current Year
{optional)
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross income (see Instructions) 3
4 Add lines 1 through 3 4
5 Depreciation and depletion 5
6 Portion of operating expenses paid or incurred for production or collection of gross 6
Income or for management, conservation, or maintenance of property held for
production of income (see Instructions)
7 Other expenses (see instructions) 7
Adjusted Net Income (subtract lines 5, 6 and 7 from line 4)
Section B - Minimum Asset Amount (A) Prior Year (B) Current Year
{optional)
1 Aggregate fair market value of all non-exempt-use assets (see instructions for short
tax year or assets held for part of year) 1
a Average monthly value of securities 1a
b Average monthly cash balances ib
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1c) id
e Discount claimed for blockage or other factors
(explain in detail in Part VI)
2 Acquisition indebtedness applicable to non-exempt use assets 2
3 Subtract line 2 from line 1d 3
4 Cash deemed held for exempt use Enter 1-1/2% of line 3 (for greater amount, see
Instructions) 4
5 Net value of non-exempt-use assets (subtract line 4 from line 3) 5
6 Multiply ne 5 by 035 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, Column A) 1
2 Enter 85% of ine 1 2
3  Minimum asset amount for prior year (from Section B, line 8, Column A) 3
4 Enter greater of line 2 or line 3 4
5 Income tax imposed In prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to emergency 6
temporary reduction (see Instructions)
7 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-F7) 2017
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lm Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Section D - Distributions

Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

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

W [N | |0 |bh W

details in Part VI) See instructions

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

9 Distributable amount for 2017 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-2017 Amount for 2017

1 Distributable amount for 2017 from Section C, line
6

2 Underdistributions, If any, for years prior to 2017
(reasonable cause required-- explain in Part VI)
See Instructions

Excess distributions carryover, If any, to 2017

From 2014.

From 2015,

3
a
b From 2013.
[
d
e

From 2016.

f Total of lines 3a through e

g Applied to underdistributions of prior years

h Applied to 2017 distributable amount

i Carryover from 2012 not applied (see
instructions)

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

4 Distributions for 2017 from Section D, line 7
$

a Applied to underdistributions of prior years

b Applied to 2017 distributable amount

c Remainder Subtract lines 4a and 4b from 4

5 Remalning underdistributions for years prior to
2017, if any Subtract lines 3g and 4a from line 2
If the amount Is greater than zero, explain in Part VI
See Instructions

6 Remaining underdistributions for 2017 Subtract
lines 3h and 4b from line 1 If the amount Is greater
than zero, explain in Part VI See Instructions

7 Excess distributions carryover to 2018. Add lines
3j and 4c

8 Breakdown of line 7

Excess from 2013.

Excess from 2014,

Excess from 2015.

Excess from 2016.

olalo|oc|w

Excess from 2017.

Schedule A (Form 990 or 990-EZ) (2017)
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Software ID:
Software Version:
EIN: 35-1720796
Name: INDIANA UNIVERSITY HEALTH BLOOMINGTON INC

Schedule A (Form 990 or 990-EZ) 2017 Page 8

m Supplemental Information. Provide the explanations required by Part II, line 10, Part II, line 17a or 17b, Part III, line 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
Section D, lines 5, 6, and 8, and Part V, Section E, lines 2, 5, and 6 Also complete this part for any additional information (See
Instructions)

Facts And Circumstances Test
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SCHEDULE C Political Campaign and Lobbying Activities OMB No 1545-0047
;:FZO;m 990 or 990- For Organizations Exempt From Income Tax Under section 501(c) and section 527 2 0 1 7

Open to Public

»Complete if the organization is described below. PAttach to Form 990 or Form 990-EZ.
P Information about Schedule C (Form 990 or 990-EZ) and its instructions is at
www.irs.qov/form990.

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
INDIANA UNIVERSITY HEALTH BLOOMINGTON INC

Department of the Treasun Inspection

Internal Revenue Service

Employer identification number

35-1720796
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 (see Instructions for definition of
“political campaign activities")

2 Political campaign activity expenditures (see instructions) » $

3 Volunteer hours for political campaign activities (see instructions)
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? [ Yes O Neo

b If "Yes," describe in Part IV
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 » $
Total exempt function expenditures Add lines 1 and 2 Enter here and on Form 1120-POL, line 17b » $
4 Did the filing organization file Form 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
filing organization’'s
funds If none, enter

-0-

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

6

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

No 50084S

Schedule C (Form 990 or 990-EZ) 2017



Schedule C (Form 990 or 990-EZ) 2017
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 D 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 1n) (a) 2014 (b) 2015 (c) 2016 (d) 2017 (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) 2017
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1 B ec:l Complete if the organization is exempt under section 501(c)(3) and has NOT filed
Form 5768 (election under section 501(h)).

For each "Yes" response on lines 1a through 11 below, provide in Part IV a detailed description of the lobbying () (b)
actvity Yes No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local legislation,
including any attempt to influence public opinion on a legislative matter or referendum, through the use of
a Volunteers? No
b Paid staff or management (include compensation in expenses reported on lines 1c through 11)? No
¢ Media advertisements? No
d Mailings to members, legislators, or the public? No
e Publications, or published or broadcast statements? No
f Grants to other organizations for lobbying purposes? No
g Direct contact with legislators, their staffs, government officials, or a legislative body? No
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? No
i Other activities? Yes 20,112
j Total Add lines 1c through 1i 20,112
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? No
Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6).
Yes | No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? 2
3 Did the organization agree to carry over lobbying and political expenditures from the prior year? 3

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

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

m Supplemental Information

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

| Return Reference Explanation

Schedule C, Part II-B, Line 11 - Other [IU Health Bloomington paid institutional membership dues to the American Hospital Association ("AHA"),
Activities Indiana Hospital Association ("IHA") and The Greater Bloomington Chamber of Commerce during 2017 in the
amount of $81,649, $36,034 and $7,650, respectively Each membership organization notified IU Health
Bloomington that a portion of the dues it paid were used for lobbying purposes The AHA used 21 78%, or
$17,783 of the 2017 membership dues paid by IU Health Bloomington, for lobbying expenditures The IHA
used 5 40%, or $1,946 of the 2017 membership dues paid by IU Health Bloomington, for lobbying
expenditures The Greater Bloomington Chamber of Commerce use $5 00%, or $383 of the 2017
membership dues paid by IU Health Bloomington, for lobbying expenditures The total membership dues paid
to these organizations by IU Health Bloomington during 2017 that were attributable to lobbying expenditures
was $20,112

Schedule C (Form 990 or 990EZ) 2017
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gfrt'lﬁg)”'-'f D Supplemental Financial Statements
» Complete if the organization answered "Yes," on Form 990, 2 0 1 7

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

Department of the Treasun » 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
INDIANA UNIVERSITY HEALTH BLOOMINGTON INC

35-1720796
.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

Total number at end of year

Aggregate value of contributions to (during year)

Aggregate value of grants from (during year)

Aggregate value at end of year

i A~ WNR

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 ves [1 No

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 impermissible

private benefit? O ves [ No
m Conservation Easements. Complete If the organization answered "Yes" on Form 990, Part IV, line 7.

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

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

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

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

structure listed in the National Register

3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year &

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

5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of violations,
and enforcement of the conservation easements it holds? O ves O No

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

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

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(1)
and section 170(h)(4)(B)(1)? O ves O No

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

Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete If the organization answered "Yes" on Form 990, Part IV, line 8.
1a If the organization elected, as permitted under SFAS 116 (ASC 958), not to report In its revenue statement and balance sheet works of

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

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

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

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

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

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

b Assets included in Form 990, Part X » s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 52283D Schedule D (Form 990) 2017
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m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

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

e L1 other

Loan or exchange programs

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

3
items (check all that apply)
a [ public exhibition
b
O Scholarly research
¢ |:| Preservation for future generations
4
Part XIII
5

During the year, did the organization solicit or receive donations of art, historical treasures or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection?

D Yes D No

IEEIE Escrow and Custodial Arrangements.

Complete If the organization answered "Yes" on Form 990, Part IV, line 9, or reported an amount on Form 990, Part
X, hne 21.

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? |:| Yes |:| No
b If "Yes," explain the arrangement in Part XIII and complete the following table Amount
C  Beginning balance 1c
d  Additions during the year id
€ Distributions during the year le
f  Ending balance 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? O ves O No
b "Yes," explain the arrangement in Part XIII Check here If the explanation has been provided inPart XIII . . . . . . . . D

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

{a)Current year {b)Prior year {c)Two years back | (d)Three years back | (e)Four years back
1a Beginning of year balance 4,906,654 4,906,654 4,906,654 4,817,324 4,104,847
b Contributions 8,468,719 89,330 712,477
c Net investment earnings, gains, and losses 16,073
d Grants or scholarships 49,762
e Other expenditures for facilities
and programs 4,513
f Administrative expenses 2,335
g End of year balance 13,334,836 4,906,654 4,906,654 4,906,654 4,817,324
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as
Board designated or quasi-endowment » 0 %
b Permanent endowment » 41 700 %
¢ Temporarily restricted endowment » 58 300 %
The percentages on lines 2a, 2b, and 2c should equal 100%
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by Yes | No
(i) unrelated organizations 3a(i) | Yes
(ii) related organizations e e e e e e e e e 3a(ii) No
b If "Yes" on 3a(il), are the related organizations listed as required on Schedule R? 3b

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

m Land, Buildings, and Equipment.

Complete If the or

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

Description of property {a) Cost or other basis (b) Cost or other basis (other) | (c) Accumulated depreciation (d) Book value
(investment)
1a Land 19,741,447 19,741,447
b Buildings 154,923,712 128,727,516 26,196,196
c Leasehold improvements 7,531,019 5,416,770 2,114,249
d Equipment 172,639,179 151,341,313 21,297,866
e Other . . . 16,757,402 4,417,999 12,339,403
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), Iine 10(c) ) . . » 81,689,161

Schedule D (Form 990) 2017
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m Investments—Other Securities. Complete If the organization answered "Yes" on Form 990, Part IV, line 11b.

See Form 990, Part X, line 12.

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

(b) (c) Method of valuation
Book Cost or end-of-year market value
value

(1) Financial derivatives
(2) Closely-held equity interests
(3)Other

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

»

Investments—Program Related.
Complete If the organization answered 'Yes' on Form 990, Part IV, I

ne 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 )

»

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

(a) Description

(b) Book value

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

»

Other Liabilities. Complete If the organization answered 'Yes' on 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 0
INTERCOMPANY PAYABLES (NET) 39,053,045
DUE TO THIRD-PARTY PAYERS 2,627,021
SELF-INSURANCE LIABILITIES 399,316
ENVIRONMENTAL OBLIGATIONS 412,602
(5)

(6)

(7)

(8)

(9)

Total. (Column (b} must equal Form 990, Part X, col (B) line 25 ) » | 42,491,984

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) 2017
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Im 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 Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete If the organization answered 'Yes' on Form 990, Part IV, line 12a.

1 Total revenue, gains, and other support per audited financial statements 1
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12
a Net unrealized gains (losses) on Investments 2a
b Donated services and use of facilities 2b
c Recoveries of prior year grants 2c
d Other (Describe In Part XIII ) 2d
e Add lines 2a through 2d 2e
3 Subtract line 2e from line 1 3
Amounts included on Form 990, Part VIII, ine 12, but not on line 1
a Investment expenses not included on Form 990, Part VIII, line 7b da
Other (Describe In Part XIII ) 4b
¢ Addlines 4a and 4b . 4c
5 Total revenue Add lines 3 and 4c. (This must equal Form 990, Part I, line 12 ) 5

1 Total expenses and losses per audited financial statements 1
2 Amounts included on line 1 but not on Form 990, Part IX, line 25
a Donated services and use of facilities 2a
b  Prior year adjustments 2b
c Other losses 2c
d Other (Describe In Part XIII ) 2d
e Add lines 2a through 2d 2e
3 Subtract line 2e from line 1 3
Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part VIII, line 7b da
Other (Describe In Part XIII ) 4b
¢ Addlines 4a and 4b . 4c
5 Total expenses Add lines 3 and 4c. (This must equal Form 990, Part I, line 18 ) 5

m Supplemental Information

Provide the descriptions required for Part 11, lines 3, 5, and 9, Part III, lines 1a and 4,

Part IV, ines 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) 2017
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Supplemental Information (continued)
Return Reference Explanation
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Additional Data

Supplemental Information

Software ID:
Software Version:
EIN: 35-1720796
Name: INDIANA UNIVERSITY HEALTH BLOOMINGTON INC

Return Reference

Explanation

Schedule D, Part V, Line 4 -
Intended Uses of Org 's
Endowment Funds

Temporarily and permanently restricted net assets are generally restricted for indigent an
d other patient care services, medical education and research programs, and medical suppli
es and equipment




Supplemental Information

Return Reference

Explanation

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

IU Health Bloomington Is a subsidiary in IU Health's Consolidated Audited Financial Statem
ents The Internal Revenue Service (IRS) has determined that IU Health and certain of its
affiliated entities are tax-exempt organizations as defined in Section 501(c)(3) of the In
ternal Revenue Code (IRC) IU Health and its tax-exempt affiliates are, however, subject t

o federal and state income taxes on unrelated business income under the provision of IRC S
ection 511 Deferred income taxes, which as of December 31, 2017 and 2016, have no net car
rying value, reflect the net tax effect of temporary differences between the carrying amou

nts of assets and habilities for financial reporting and the amount used for income tax p
urposes As of December 31, 2017 and 2016, the Indiana University Health System had gross
deferred tax assets of $93,794,000 and $116,490,000, respectively, primarily relating to n

et operating loss carryovers Management determined that a full valuation allowance at bot

h December 31, 2017 and 2016 was necessary to reduce the deferred tax assets to the amount
that would more likely than not be realized Accounting Standards Codification (ASC) 740,
Income Taxes, requires a valuation allowance to reduce the deferred tax assets reported |

f, based on the weight of the evidence, it Is more likely than not that some portion or al

| of the deferred tax assets will not be realized The change In valuation allowance for t

he current year i1s $22,696,000, which reflects a change in the federal corporate tax rate

to 21% effective for years beginning after December 31, 2017, pursuant to the Tax Cuts and
Jobs Act enacted December 22, 2017 At December 31, 2017, the Indiana University Health S
ystem has available net operating loss carryforwards of $377,123,000 These net operating
losses will expire between 2018 and 2037 Certain subsidiaries of IU Health are taxable en
tities The tax expense and labilities of these subsidiaries are not material to the cons
olidated financial statements
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SCHEDULE H HOSpIta|S OMB No 1545-0047
(Form 599) 2017
» 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
INDIANA UNIVERSITY HEALTH BLOOMINGTON INC
35-1720796
m Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a 1a | Yes
b If "Yes," was it a written policy? 1b | Yes
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of the financial
assistance policy to its various hospital facilities during the tax year
Applied uniformly to all hospital facilities O Applied uniformly to most hospital facilities
O Generally tailored to individual hospital facilities
3  Answer the following based on the financial assistance eligibility criteria that applied to the largest number of the
organization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free care?
If "Yes," indicate which of the following was the FPG family income imit for eligibility for free care 3a | Yes
L 100% [ 150% 200% [ other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate
which of the following was the family income limit for eligibility for discounted care 3b No
I 200% [ 250% [ 300% [ 350% [ 400% [ other %
c If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria
used for determining eligibility for free or discounted care Include in the description whether the organization
used an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the tax year
provide for free or discounted care to the "medically indigent"? 4 Yes
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during
the tax year? 5a | Yes
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? 5b No
If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligibile for free or discounted care? 5c
6a Did the organization prepare a community benefit report during the tax year? 6a | Yes
b If "Yes," did the organization make 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) 5,438 4,398,480 4,398,480 1310%
b Medicaid {from Worksheet 3,
column a) 16,449 70,368,568 60,850,078 9,518,490 2830 %
¢ Costs of other means-tested
government programs (from
Worksheet 3, column b)
d Total Financial Assistance and
Means-Tested Government
Programs 21,887 74,767,048 60,850,078 13,516,970 4 140 %
Other Benefits
e Community health improvement
services and community benefit
operations (from Worksheet 4) 19 35,719 4,486,626 367,214 4,119,412 1230 %
f Health professions education
(from Worksheet 5) 4 1,972 844,958 207,471 637,487 0 190 %
g Subsidized health services (from
Worksheet 6) 3 29,653 24,858,421 17,659,398 7,199,023 2140 %
h Research {from Worksheet 7) 1 18,332 18,332 0010 %
1 Cash and in-kind contributions
for community benefit (from
Worksheet 8) 4 1,063 679,510 605,667 73,843 0020 %
j Total. Other Benefits 31 68,407 30,887,847 18,839,750 12,048,097 3 590 %
k Total. Add lines 7d and 7) 31 90,294 105,654,895 79,689,828 25,965,067 7 730 %
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 501927 Schedule H (Form 990) 2017
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m Community Building Activities Complete this table If the organization conducted any community building activities
during the tax year, and describe in Part VI how 1ts community building activities promoted the health of the
communities It serves.

(a) Number of (b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community | (f) Percent of
activities or programs (optional) building expense revenue building expense total expense
(optional)
1 Physical improvements and housing
2 Economic development 1 563 25 538 0 %
3 Community support
4 Environmental improvements
5 Leadership development and
training for community members
6 Coalition building 3 196 22,833 13,400 9,433 0 %
7 Community health improvement
advocacy 3 743 209,946 209,946 0 060 %
8 Workforce development 1 82 958 958 0 %
9 Other
10 Total 8 1,021 234,300 13,425 220,875 0 060 %
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?7 . . o v & v e e e e e e e e e e e 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 4.629 762
; ;

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

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 | 88,477,474
6 Enter Medicare allowable costs of care relating to payments online5 . . . . . | 6 | 100,320,296
7 Subtract line 6 from line 5 This 1s the surplus (or shortfall) . . . . . . . . | 7 | -11,842,822
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit

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

Section C. Collection Practices

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

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

Management Companies and Joint Ventures

(PWﬁgr‘Jwg%’?fgnWe by officers, [directors, trusﬁ;fdé%y:ﬁaglﬁ%eﬁ;rlﬁ{é@fhysmmns—see 'nigfﬁﬁré‘?ﬁzatwn's (d) Officers, directors, (e) Physicians’
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1 SEE PART VI AMBULATORY SURGERY CENTER 51 % 49 %
2 SEE PART VI DIAG AND OTHER OUTPATIENT 50 % 50 %
3 SEE PART VI AMBULATORY SURGERY CENTER 50 % 50 %
a4
5
6
7
8
9
10
11
12
13

Schedule H (Form 990) 2017
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m Facility Information

Section A. Hospital Facilities

(hst in order of size from largest to
smallest—see Instructions)

How many hospital facilities did the
organization operate during the tax year?
1

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

See Additional Data Table

Schedule H (Form 990) 2017
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IEZEXA  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)
IU HEALTH BLOOMINGTON HOSPITAL

Name of hospital facility or letter of facility reporting group

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

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

or the Immediately preceding tax year?. . . . . . . . . Coe 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 i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying 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 Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a No
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE PART V, SECTION C

b L1 other website (hist url)

c Made a paper copy available for public inspection without charge at the hospital facility

d [ other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs

identified through its most recently conducted CHNA? If "No," skiptoline1l . . . . . . .« + + + « « « = 8 | Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 15
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE PART V, SECTION C
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

11 Describe in Section C how the hospital facility 1s addressing the significant needs identified in its most recently conducted
CHNA and any such needs that are not being addressed together with the reasons why such needs are not being addressed

12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a CHNA as required by
section 501(r)(3)? . v & v 4 v 4 h e h e e e e e e e e e e 12a No

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

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

Schedule H (Form 990) 2017



Schedule H (Form 990) 2017 Page 5
IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
IU HEALTH BLOOMINGTON HOSPITAL
Name of hospital facility or letter of facility reporting group
Yes | No

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

a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200 %
and FPG family income hmit for eligibility for discounted care of 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)
SEE PART V, SECTION C

b The FAP application form was widely available on a website (list url)
SEE PART V, SECTION C

c A plain language summary of the FAP was widely available on a website (list url)
SEE PART V, SECTION C

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

j Other (describe in Section C)

Schedule H (Form 990) 2017
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Facility Information (continued)
Billing and Collections

IU HEALTH BLOOMINGTON HOSPITAL

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
nonpayment? . . . . v 4 0w w e w 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) 2017
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IEZEXA  Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
IU HEALTH BLOOMINGTON HOSPITAL
Name of hospital facility or letter of facility reporting group
Yes | No
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-eligible
individuals for emergency or other medically necessary care
a [] The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service during a prior 12-month
period
b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and all private health
insurers that pay claims to the hospital facility during a prior 12-month period
c [ The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or In combination with
Medicare fee-for-service and all private health insurers that pay claims to the hospital facility during a prior 12-month
period
d[] The hospital facility used a prospective Medicare or Medicaid method
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had insurance
covering such care? . 23 No
If "Yes," explain in Section C
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross charge for any
service provided to that individual? . C e e e e e e e e e e e 24 No

If "Yes," explain in Section C

Schedule H (Form 990) 2017
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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) 2017
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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? 25
Name and address Type of Facility (describe)
1 See Additional Data Table

2

3

4

5

6

7

8

9

10

Schedule H (Form 990) 2017
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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 IV, Line 1(a) - Name Bloomington Endoscopy Center, LLC
of Entity
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Form and Line Reference

Explanation

Schedule H, Part 1V, Line 2(a) - Name
of Entity

SIRA Imaging Center, LLC




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Schedule H, Part 1V, Line 3(a) - Name
of Entity

Southern Indiana Surgery Center, LLC




Form and Line Reference

Explanation

Schedule H, Part I, Line 3c - Other
Factors Used in Determining Elig

IU Health Bloomington uses several factors other than Federal Poverty Guidelines ("FPGs") in determining
eligibility for free care under its FAP These factors include the followin g 1 Indiana Residency
Requirement Financial Assistance will only be made available to re sidents of the State of Indiana and
those eligible for assistance under 42 U S C A 1396b( v) IU Health Bloomington will employ the same
residency test as set forth in Indiana Code 6-3-1-12 to define an Indiana resident The term Resident
includes any individual who was domiciled in Indiana during the taxable year, or any individual who
maintains a permanent place of residence in Indiana and spends more than one hundred eight-three (183)
days of the taxable year in Indiana Patients residing in the state of Indiana while attending an institution
of higher education may be eligible for assistance under the FAP If they meet the aforementioned
residency test and are not claimed as a dependent on a parents or guard 1ans federal income tax return

2 IU Healths Individual Solutions Department Prior to see king Financial Assistance under the FAP, all
patients or their guarantors must consult wit h a member of IU Healths Individual Solutions department to
determine If healthcare covera ge may be obtained from a government insurance/assistance product or
from the Health Insur ance Exchange Marketplace 3 Uninsured Patients All Uninsured Patients presenting
for ser vices at IU health Bloomington eligible under the FAP will not be charged more than the AG B as
described In the FAP 4 Services Rendered by Individual Providers The FAP does not ¢ over services
rendered by individual providers A full listing of providers and services n ot covered by the FAP Is
avallable at https //iuhealth org/pay-a-bill/financial-assistance and i1s updated on a quarterly basis 5
Alternate Sources of Assistance When technically feasible, a patient will exhaust all other state and federal
assistance programs prior to receiving an award from IU Health Bloomingtons Financial Assistance
Program Patients who may be eligible for coverage under an applicable insurance policy, including, but
not limi ted to, health, automobile, and homeowners, must exhaust all insurance benefits prior to r
ecelving an award from IU Health Bloomingtons Financial Assistance Program This includes patients
covered under their own policy and those who may be entitled to benefits from a t hird-party policy
Patients may be asked to show proof that such a claim was properly subm itted to the proper insurance
provider at the request of IU Health Bloomington Eligible p atients who receive medical care from IU
Health Bloomington as a result of an injury proxi mately caused by a third party, and later receive a
monetary settlement or award from said third party, may receive Financial Assistance for any outstanding
balance not covered by the settlement or award to which IU Health Bloomington i1s entitled In the event a
Financi al Assistance Award has already been granted in such circumstances, IU Health Bloomington
reserves the right to reverse the award in an amount equal to the amount IU Health Bloomin gton would
be entitled to receive had no Financial Assistance been awarded 6 Alternate M ethods of Eligibility
Determination IU Health Bloomington will conduct a quarterly review of all accounts placed with a
collection agency partner for a period of no less than one h undred and twenty (120) days after the
account s eligible for an ECA Said accounts may b e eligible for assistance under the FAP based on the
patients individual scoring criteria To ensure all patients potentially eligible for Financial Assistance under
the FAP may re celve Financial Assistance, IU Health Bloomington will deem patients/guarantors to be pres
umptively eligible for Financial Assistance If they are found to be eligible for one of th e following
programs, received emergency or direct admit care, and satisfied his/her requi red co-pay/deductible -
Indiana Childrens Special Health Care Services - Medicaid - Healt hy Indiana Plan - Patients who are
awarded Hospital Presumptive Eligibility (HPE) - Enroll ed in a state and/or federal program that verifies
the patient's gross household income Is less than or equal to 200% of the Federal Poverty Level 7
Additional Considerations Fina ncial Assistance may be granted to a deceased patients account If said
patient is found to have no estate Additionally, IU Health Bloomington will deny or revoke Financial
Assista nce for any patient or guarantor who falsifies any portion of a Financial Assistance appli cation 8
Patient Assets IU Health Bloomington may consider patient/guarantor Assets In t he calculation of a
patient's true financial burden A patient's/guarantor's primary resid ence and one (1) motor vehicle will
be exempted from consideration in most cases A patien t's primary residence Is defined as the patient's
principal place of residence and will be excluded from a patient's extraordinary asset cal




Form and Line Reference

Explanation

Schedule H, Part I, Line 3c - Other
Factors Used in Determining Elig

culation so long as the patient's equity Is less than five-hundred thousand dollars ($500, 000) and the
home Is occupied by the patient/guarantor, patient's/guarantor's spouse or ch ild under twenty-one (21)
years of age One (1) motor vehicle may be excluded as long as t he patient's equity in the vehicle Is less
than fifty-thousand dollars ($50,000) IU Healt h Bloomington reserves the right to request a list of all
property owned by the patient/gu arantor and adjust a patient’'s award of Financial Assistance If the
patient demonstrates a claim or clear title to any extraordinary Asset not excluded from consideration
under the above guidance 9 Non-Emergent Services Down Payment Uninsured Patients presenting for s
cheduled or other non-emergent services will not be charged more than the AGB for their se rvices
Patients will receive an estimated AGB cost of their care prior to IU Health Bloom ington rendering the
services and will be asked to pay a down-payment percentage of the AG B adjusted cost prior to receiving
services In the event a patient is unable to fulfill t he down-payment, their service may be rescheduled
for a later date as medically prudent an d in accordance with all applicable federal and state laws and/or
regulations 10 Emergen cy Services Non-Refundable Deposit This section will be implemented with a
strict adherenc e to EMTALA and IU Health Policy ADM 1 32, Screening and Transfer of Emergency or
Unstable Patients Amount of Non-Refundable Deposit All Uninsured Patients presenting for services at IU
Health Bloomingtons Emergency Department, via transfer from another hospital facili ty, or direct
admission, will be responsible for a one-hundred dollar ($100 00) non-refund able deposit for services
rendered Patients/guarantors will be responsible for any copays and/or deductibles required by their plan
prior to full Financial Assistance being applie d Uninsured Patients wishing to make an application for
Financial Assistance greater than the AGB must fulfill their non-refundable deposit prior to IU Health
Bloomington processi ng said application Uninsured Patients making payments toward their outstanding
non-refun dable deposit balance will have said payments applied to their oldest application on file, If
applicable
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Form and Line Reference

Explanation

Schedule H, Part I, Line6a-CB
Report Prepared by a Related Org

IU Health Bloomingtons community benefit and other investments, encompassing its total community
investment, are included In the IU Health Community Benefit Report which Is prepared on behalf of and
includes IU Health and its related hospital entities in the State of Indiana The IU Health Community Benefit
Report Is made avallable to the public on IU Healths website at https //iuhealth org/in-the-community The
IU Health Community Benefit Report Is also distributed to numerous key organizations throughout the State
of Indiana in order to broadly share the IU Health Statewide Systems community benefit efforts It is also
avallable by request through the Indiana State Department of Health or IU Health




990 Schedule H, Supplemental Information

Form and Line Reference Explanation

Schedule H, Part I, Line 7, Column (c) Schedule H, Part I, Line 7, Column (f), Percent of Total Expense, Is based on column (e) Net Community
Benefit Expense The percent of total expense based on column (c) Total Community Benefit Expense, which

- Total Community Benefit Expense
excludes direct offsetting revenue, 1s 31 43%
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Form and Line Reference Explanation

Schedule H, Part I, Line 7, Column (f) _[The amount of bad debt expense subtracted for purposes of calculating the percentage of total expense on

Percent of Total Expense Line 7, column (f) 1s $21,092,311
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Form and Line Reference Explanation

Schedule H, Part I, Line 7g - [U Health Bloomington does not include any costs associated with physician clinics as subsidized health

Subsidized Health Services Services
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Form and Line Reference

Explanation

Schedule H, Part II - Promotion of
Health iIn Communities Served

IU Health Bloomington Is part of the IU Health Statewide System The IU Health Statewide System
participates in a variety of community-building activities that address the social determinants of health in
the communities it serves through investments in economic development efforts across the state,
collaboration with like-minded organizations through coalitions that address key issues, and advocacy for
improvements In the health status of vulnerable populations This includes making contributions to
community-building activities by providing investments and resources to local community initiatives that
addressed economic development, community support and workforce development Several examples
include IU Healths support of the following organizations and initiatives that focus on some of the root
causes of health issues, such as lack of education, employment and poverty - Monroe County Public Health
Clinic - Starfish Initiative - Early Learning Indiana - United Way Additionally, through the IU Health
Statewide Systems team member community benefit service program, "Strength That Cares”, team
members across the state make a difference in the lives of thousands of Hooslers every year
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Form and Line Reference Explanation

Schedule H, Part III, Line 2 - Bad Debt |[The @mount reported on line 2 as bad debt i1s reported at cost, as calculated using the cost to charge ratio

Expense Methodology methodology
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Form and Line Reference

Explanation

Schedule H, Part III, Line 4 - Bad Debt
Expense

IU Health Bloomington Is a subsidiary in the consolidated financial statements of IU Health IU Healths bad
debt expense footnote Is as follows The Indiana University Health System does not require collateral or
other security for the delivery of health care services from its patients, substantially all of whom are
residents of the state of Indiana However, assignment of benefit payments payable under patients health
insurance programs and plans (e g , Medicare, Medicaid, health maintenance organizations, and commercial

insurance policies) Is routinely obtained, consistent with industry practice The provision for uncollectible
accounts, for all payers, Is recognized when services are provided based upon managements assessment of
historical and expected net collections, taking into consideration business and economic conditions, changes
and trends in health care coverage, and other collection indicators Periodically, management assesses the
adequacy of the allowance for uncollectible accounts based upon accounts receivable payer composition and
aging, the significance of individual payers to outstanding accounts receivable balances, and historical write-
off experience by payer category, as adjusted for collection indicators The results of this review are then
used to make any modifications to the provision for uncollectible accounts and the allowance for
uncollectible accounts In addition, the Indiana University Health System follows established guidelines for
placing certain past-due patient balances with collection agencies Patient accounts that are uncollected,
including those placed with collection agencies, are initially charged against the allowance for uncollectible
accounts In accordance with collection policies of the Indiana University Health System and, in certain cases,
are reclassified to charity care If deemed to otherwise meet financial assistance policies of the Indiana
University Health System
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Form and Line Reference

Explanation

Schedule H, Part III, Line 8 - Medicare
Shortfall

[The amount reported on Schedule H, Part III, Line 6 Is calculated, in accordance with the Form 990
instructions, using "allowable costs" from the IU Health Bloomington Medicare Cost Report "Allowable
costs” for Medicare Cost Report purposes, however, are not reflective of all costs associated with IU Health
Bloomingtons participation in Medicare programs For example, the Medicare Cost Report excludes certain
costs such as billed physician services, the costs of Medicare Parts C and D, fee schedule reimbursed
services, and durable medical equipment services Inclusion of all costs associated with IU Health
Bloomingtons participation in Medicare programs would significantly increase the Medicare shortfall reported
on Schedule H, Part III, Line 7 IU Health Bloomington's Medicare shortfall 1s attributable to reimbursements
that are less than the cost of providing patient care and services to Medicare beneficiaries and does not
include any amounts that result from inefficiencies or poor management IU Health Bloomington accepts all
Medicare patients knowing that there may be shortfalls, therefore it has taken the position that any shortfall
should be counted as part of its community benefit Additionally, it 1s implied in Internal Revenue Service
Revenue Ruling 69-545 that treating Medicare patients Is a community benefit Revenue Ruling 69-545,
which established the community benefit standard for nonprofit hospitals, states that If a hospital serves
patients with governmental health benefits, including Medicare, then this I1s an indication that the hospital
operates to promote the health of the community




Form and Line Reference

Explanation

Schedule H, Part III, Line Sb - Written
Debt Collection Policy

IU Health Bloomingtons FAP and Written Debt Collection Policy describe the collection prac tices applicable
to patients, including those who may qualify for financial assistance 1 Financial Assistance Application
Patients or their guarantors wishing to apply for Financ 1al Assistance are encouraged to submit a Financial
Assistance Application within ninety ( 90) days of their discharge Patients or their guarantors may submit
an application up to two-hundred and forty (240) days from the date of their first billing statement from
IU He alth, however, accounts may be subject to ECA as soon as one hundred and twenty (120) days after
having received their first billing statement Patients or their guarantors submitt ing an incomplete
application will receive written notification of the applications defici ency upon discovery by IU health The
application will be pended for a period of forty-fiv e (45) days from the date the notification i1s mailed IU
Health will suspend any ECA until the application 1s complete, or the patient fails to cure any deficiencies
In their appli cation In the allotted period Patients with imited English proficiency may request to ha ve a
copy of the FAP, a FAP Application, and FAP Plain Language Summary In one of the belo w languages -
Arabic - Burmese - Burmese-Falam - Burmese-Hakha Chin - Mandarin/Chinese - Spanish The patient,
and/or their representative, such as the patients physician, family m embers, legal counsel, community or
religious groups, social services or hospital personne | may request a FAP Application to be mailed to a
patients primary mailing address free of charge IU Health Bloomington keeps all applications and
supporting documentation confide ntial Patients applying for assistance under the FAP will be required to
complete a Finan cial Assistance Application Patients must include the following documentation with their
Financial Assistance Application - All sources of Income for the last three (3) months, - Most recent three
(3) months of pay stubs or Supplemental Security Income via Social Secu rity, - Most recent three (3)
statements from checking and savings accounts, certificates of deposit, stocks, bonds and money market
accounts, - Most recent state and Federal Incom e Tax forms including schedules C, D, E, and F In the
event a patients and/or guarantors income does not warrant the filing of a federal tax return, the patient
may submit a notar 1zed affidavit attesting to the foregoing, - Most recent W-2 statement, - For patients
or members of the Household who are currently unemployed, Wage Inquiry from WorkOne, and - If
applicable, divorce/dissolution decrees and child custody order 2 Elgibility Determinat ion IU Health
Bloomington will inform patients or guarantors of the results of their appli cation by providing the patient
or guarantor with a Financial Assistance Determination wit hin ninety (90) days of receiving a completed
Application and all requested documentation If a patient or guarantor is granted less than full charity
assistance and the patient or guarantor provides additional information for reconsideration, IU Health
Revenue Cycle Se rvices may amend a prior Financial Assistance Determination If a patient or guarantor
see ks to appeal the Financial Assistance Determination further, a written request must be sub mitted,
along with the supporting documentation, to the Financial Assistance Committee for additional
review/reconsideration All decisions of the Financial Assistance Committee ar e final A patients Financial
Assistance Application and eligibility determination are spe cific to each individual date(s) of service and
related encounters 3 Extraordinary Colle ction Actions IU Health Bloomington may refer delinquent
patient accounts to a third-party collection agency after utilizing reasonable efforts to determine a patients
eligibility for assistance under the FAP IU Health Bloomington and its third-party collection agencie s may
Initiate ECA against a patient or their guarantor in accordance with this Policy and 26 CF R 1 501(r) Said
ECA may Include the following - Selling a patients or their gua rantors outstanding financial responsibility
to a third party - Reporting adverse informa tion about the patient or their guarantor to consumer credit
reporting agencies or credit bureaus - Deferring or denying, or requiring a payment before providing,
medically necess ary care because of a patients or their guarantors nonpayment of one or more bills for
pre viously provided care covered under the FAP - Actions requiring a legal or judicial proce ss, including
but not mited to placing a lien on patients or their guarantors property, foreclosing on a patients or their
guarantors real property attaching or seizing a patient s or their guarantors bank account or other
personal property, commencing a civil action a gainst a patient or their guarantor, causing a patient or
guarantors arrest, causing a pat ient and/or guarantor to be subject to a writ of b




Form and Line Reference

Explanation

Schedule H, Part III, Line Sb - Written
Debt Collection Policy

ody attachment, and garnishing a patient or guarantors wages When It I1s necessary to enga ge In such
action, IU Health Bloomington and its third party collection agencies, will eng age In fair, respectful and
transparent collections activities Patients or guarantors cur rently subject to an ECA who have not
previously applied for Financial Assistance may appl y for assistance up to two-hundred and forty (240)
days of the date of their first billing statement from IU Health Bloomington IU Health Bloomington and
their third-party collect 1on agencies will suspend any ECA engaged on a patient or their guarantor while
an Applica tion Is being processed and considered 4 Refunds Patients eligible for assistance under the
FAP who remitted payment to IU Health Bloomington in excess of their patient responsib ility will be
alerted to the overpayment as promptly after discovery as Is reasonable give n the nature of the
overpayment Patients with an outstanding account balance on a separat e account not eligible for
assistance under the FAP will have their refund applied to the outstanding balance Patients without an
outstanding account balance described above will be issued a refund check for their overpayment as soon
as technically feasible
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Form and Line Reference

Explanation

Schedule H, Part VI, Line 2 - Needs
Assessment

Communities are multifaceted and so are their health needs IU Health Bloomington understands that the
health of individuals and communities are shaped by various social and environmental factors, along with
health behaviors and additional influences IU Health Bloomington assesses the health care needs of the
communities it serves by conducting a CHNA This assessment includes collaboration with other community
organizations such as the Bloomington County Health Department, the Indiana State Department of Health,
the Centers for Disease Control and Prevention and the United Way of Central Indiana After completion of
the CHNA, IU Health Bloomington reviewed the information gathered from community leader focus groups,
community input surveys and statistical data The needs identified were analyzed and ranked using the
Hanlon method of prioritization to determine the prevalence and severity of community health needs and
which ones were most critical Additionally, the effectiveness of an intervention for each need and IU Health
Bloomingtons ability to impact positive change was evaluated
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Form and Line Reference

Explanation

Schedule H, Part VI, Line 3 - Patient
Education of Eligibility for Assist

[IU Health Bloomington I1s committed to serving the healthcare needs of all of its patients regardless of their
ability to pay for such services To assist In meeting those needs, IU Health Bloomington has established a
FAP to provide Financial Assistance to Uninsured Patients IU Health Bloomington is committed to ensuring
its patients are compliant with all provisions of the Patient Protection & Affordable Care Act To that end, IU
Health Bloomington will make a good faith effort to locate and obtain health insurance coverage for patients
prior to considering patients for coverage under the FAP IU Health Bloomington takes several measures to
inform Its patients of the FAP and FAP-eligibility These measures include the following 1 Conspicuous
public displays will be posted in appropriate acute care settings such as the emergency department and
registration areas describing the available assistance and directing eligible patients to the Financial
|Assistance Application 2 IU Health Bloomington will include a conspicuous written notice on all patient
billing statements that notifies the patient about the availability of this Policy, and the telephone number of
its Customer Service Department which can assist patients with any questions they may have regarding this
Policy 3 IU Health Customer Service representatives will be available via telephone Monday through Friday,
excluding major holidays, from 8 00 a m to 7 00 p m Eastern Time to address questions related to this
Policy 4 IU Health Bloomington will broadly communicate this Policy as part of its general outreach efforts
5 IU Health Bloomington will educate its patient facing team members of the FAP and the process for
referring patients to the Program
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Form and Line Reference

Explanation

Schedule H, Part VI, Line 4 -
Community Information

population has obtained a high school degree

IU Health Bloomington Hospital 1s located in Monroe County, a county located in south central Indiana
Monroe County Includes ZIP codes within the towns of Bloomington, Ellettsville and Unionville Based on the
most recent Census Bureau (2017) statistics, Monroe Countys population 1s 146,986 and approximately

50 2% were female and 49 8% male The countys population estimates by race are 86 3% White, 2 9%
Black, 5 4% Asian, 0 1% American Indian or Alaska Native and 2 0% persons reporting two or more races
In the county, in addition to the above categorizations, 3 3% reported Hispanic or Latino heritage Monroe
County has relatively high levels of educational attainment, as compared to other Indiana counties Almost
half (45 0%) of the population has a bachelors degree or graduate/professional degree, while 92 4% of the
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Form and Line Reference Explanation
Schedule H, Part VI, Line 5 - IU Health Bloomington Is a subsidiary of Indiana University Health, Inc , a tax-exempt healthcare
Promotion c’>f Comm’unlty Health organization, whose Board of Directors 1s composed of members, of which substantially all are independent
community members IU Health Bloomington community health offers a wide variety of programs and

services to the community From work with the local school systems, to programs that help those living with
HIV/AIDS and Alzheimers disease, our goal is to help our community live healthier
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Explanation

Schedule H, Part VI, Line 6 - Affiliated
Health Care System

IU Health Bloomington Is part of the IU Health Statewide System The IU Health Statewide S ystem s
Indianas most comprehensive healthcare system A unique partnership with the IU S chool of Medicine,
one of the nations leading medical schools, gives patients access to In novative treatments and therapies
IU Health 1s comprised of hospitals, physicians and all ied services dedicated to providing preeminent care
throughout Indiana and beyond Nationa | Recognition - Six hospitals designated as Magnet by the
American Nurses Credentialing Ce nter recognizing excellence Iin nursing care - Seven clinical programs
ranked among the top 50 national programs in U S News & World Reports 2017-18 edition of Americas
Best Hospit als - Ten out of ten specialty programs at Riley Hospital for Children at IU Health ranked
among the top 50 childrens hospitals in the nation Education and Research As an academic health center,
IU Health works in partnership with the IU School of Medicine to train phys icians, blending breakthrough
research and treatments with the highest quality of patient care Each year, more than 1,000 residents
and fellows receive training in IU Health hospi tals Research conducted by IU School of Medicine faculty
gives IU Health physicians and p atients access to the most leading-edge and comprehensive treatment
options In 2012, IU H ealth and the IU School of Medicine announced that they would invest $150 million
over fiv e years In the Strategic Research Initiative, a new research collaboration that has enhanc ed the
institutions joint capabilities in fundamental scientific investigation, translatio nal research and clinical
trials The initial focus Is on projects In the fields of neuros cience, cancer and cardiovascular disease with
the goal to fund transformative proposals t hat will fundamentally change our understanding of these
diseases and lead to important ne w therapies for patients The three target research areas represent
research strengths at IU School of Medicine, key strategic service lines for IU Health, and important
medical ne eds in a time of an aging population and rising healthcare costs - Cancer One of the ini
tiative's primary goals Is to enable the IU Health Melvin and Bren Simon Cancer Center to attain the
National Cancer Institute's top status of "comprehensive,” which would recogniz e it as one of the top-tier
cancer centers In the nation - Neuroscience The neuroscience s research program will tackle a broad
range of brain injuries, neurodegenerative disorder s and neurodevelopmental disorders - Cardiovascular
The cardiovascular research initiati ve will develop a comprehensive program for the study and treatment
of heart fallure, from newborns to older adults A top priority is developing a cardiovascular genetics
program The Strategic Research Initiative will provide patients with access to internationally re nowned
physicians and to new therapies developed through translational research and clinic al trials, and will make
use of the latest genetic tools to develop personalized therapies that are more effective for individuals and
efficient for healthcare providers IU Health Statewide System IU Health is a part of the IU Health
Statewide System which continues to broaden its reach and positive impact throughout the state of
Indiana IU Health i1s India nas most comprehensive academic health center and consists of IU Health
Methodist Hospital , IU Health University Hospital, Riley Hospital for Children at IU Health, and IU Health S
axony Hospital Other hospitals in the IU Health Statewide System include the following - IU Health
Arnett Hospital - IU Health Ball Memorial Hospital - IU Health Bedford Hospital - IU Health Blackford
Hospital - IU Health Bloomington Hospital - IU Health Frankfort Hos pital - IU Health North Hospital - IU
Health Paoli Hospital - IU Health Tipton Hospital - IU Health West Hospital - IU Health White Memorial
Hospital Although each hospital in the IU Health Statewide System prepares and submits its own
community benefits plan relative t o the local community, the IU Health Statewide System considers its
community benefit plan as part of an overall vision for strengthening Indianas overall health A
comprehensive c ommunity outreach strategy and community benefit plan is in place that encompasses
the aca demic medical center downtown Indianapolis, suburban Indianapolis and statewide entities a
round priority areas that focus on health improvement efforts statewide IU Health Is keen ly aware of the
positive Impact 1t can have on the communities of need In the state of Ind 1ana by focusing on the most
pressing needs In a systematic and strategic way Some ways w e address our community health priorities
as a system include IU Health Day of Service Th e annual IU Health Days of Service I1s a high-impact
event aimed at engaging IU Health team members in activities that address an identified community
priority Each year, more than 2,000 IU Health team members volunteer during the
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Explanation

Schedule H, Part VI, Line 6 - Affiliated
Health Care System

Days of Service Community Health Initiatives With investments in high-quality and impact ful initiatives
to address community health needs statewide, IU Health is helping Indiana residents improve their health
and their quality of life In 2017, IU Health impacted many people statewide through presentations, health
risk screenings, health education programs , and additional health educational opportunities made
avallable to the community, especia lly to our community members in the greatest need of such services
Examples of the types of programming and investment we make In community outreach areas include
Access to Healt hcare IU Health 1s committed to providing quality and complete healthcare for Hoosiers Ac
cess to healthcare was a leading community health need identified in all communities serve d by IU Health
across the state IU Health i1s focusing on the needs of the underserved to create initiatives and support
efforts that - Educate community members to understand and navigate the healthcare system - Increase
the avallability of low-cost services and provi de financial assistance IU Health provides free or reduced-
cost care and supports a number of clinics to provide free or reduced-cost care to individuals without
access to Insuranc e or the ability to pay the full cost of their healthcare These clinics include - IU Stu
dent Outreach Clinic - Hope Healthcare Services - Gennesaret Free Clinics - Trinity Free C linic Healthy
Welight & Nutrition Like most of the nation, Hooslers see the alarming rise o f obesity in their communities
as a leading concern Nationally, Indiana has the 15th high est adult obesity rate in the nation (The State
of Obesity Better Policies for a Healthie r America, 2016) Obesity prevention was a critical community
health need identified in IU Health communities across the state IU Health I1s committed to launching
innovative effor ts aimed at preventing and reversing obesity in our communities to help community
members get active, get healthy and get strong IU Health 1s working to create initiatives and sup port
efforts to - Improve access to healthy foods - Create healthier school environments - Increase access to
safe places for community members to be physically active IU Health | nitiatives aimed at preventing and
reversing obesity in our communities include - Strong Schools - Change the Play - Youth Diabetes
Prevention Clinic Healthy Food Access Grant The Healthy Food Access Grant is an extension of the work
started in 2011 with the Garden on the Go program to address obesity in the Indianapolis community
According to the USDA, be tween 25 and 30 million (9%) Americans are currently living iIn communities
that do not pro vide adequate access to healthy food within a mile of their home In Indianapolis, itis e
stimated that over 300,000 (36%) residents live in food deserts and have imited access to healthy and
affordable food options Indianapolis Is reported as having the highest incid ence of food deserts in the
country (USDA, 2014) The lack of consumption and lack of acce ss to healthy affordable food, particularly
fresh produce, contributes to a poor diet and often can lead to higher rates of obesity and other diet-
related diseases, such as diabete s and heart disease Approximately 31% of Marion County residents are
considered obese, up nearly 7% from 2010 When controlling for obesity, weight-related health problems,
and he alth of environment, the Indianapolis area ranks among the worst metropolitan areas in the United
States in terms of health In sum, obesity Is on the rise while increasingly more Indianapolis residents
have less access to healthy and affordable food, which can contribu te to lower consumption rates of fresh
fruits and vegetables and higher rates of diet-rela ted diseases To address this important community and
population health 1ssue, IU Health C ommunity Outreach and Engagement launched a new Healthy Food
Access Grant Initiative speci fically aimed at addressing the food des
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Explanation

Schedule H, Part V, Section B, Line 5 -
Input from Community

IU Health Bloomington's approach to gathering qualitative data for its CHNA consisted of a multi-
component approach to identify and verify community health needs for the IU Health Bloomington
service area This Included the following components 1 Hosting multiple focu s groups with public
health officials and community leaders in attendance to discuss the h ealthcare needs of the service
area and what role IU Health Bloomington could play in addr essing the identified needs 2 Surveying
the community at large through survey mailed to 2,000 randomly sampled addresses Local leaders
with a stake in the communitys health were invited to attend a focus group session held at IU Health
Bloomington Attendees from org anizations such as, Indiana University, Meadows Hospital, Monroe
County Health Department, Richland-Bean Blossom School Corporation, Volunteers in Medicine, and
the United Way, amo ng others participated in the focus group To obtain a more complete picture of
the factor s that play into the Monroe County communitys health, input from local health leaders was
gathered through five separate focus group sessions Four were held in our area middle sch ools
allowing for convenient access to participate A Focus Group was held for the Spanish speaking
population and one was offered at the Shalom Center to reach the homeless popula tion The goal of
soliciting these leaders and community members' feedback was to gather | nsights into the
quantitative data that may not be easily identified from the secondary st atistical data alone Upon
arrival to the focus group, participants were asked to list the ir believed five prioritized health needs
for the IU Health Bloomington community These r esponses were collected and aggregated into a
comprehensive list of identified needs to be further discussed later in the session and ranked for
severity of need within the communi ty IU Health facilitators then provided participants with a
presentation featuring IU Hea Iths mission, current outreach priorities and local health data, including
demographics, | nsurance information, poverty rates, county health rankings, causes of death,
physical act vity, chronic conditions, preventive behaviors and community needs index Upon
completion of the data presentation, IU Health facilitated a discussion on the comprehensive list of
identified needs from earlier in the session The objective of this method was intended t o inspire
candid discussions prior to a second identification of five prioritized health n eeds by each participant
The votes on the five prioritized health needs were tallied and final input from the group was
encouraged during this process in order to validate the pre viously identified needs Following
additional discussion, participants were also asked to address what they thought the role of IU Health
Bloomington could be in meeting the local health needs IU Health Bloomington also solicited
responses from the general public rega rding the health of the IU Hea
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Schedule H, Part V, Section B, Line 5 -
Input from Community

Ith Bloomington community through an online survey The survey consisted of approximately 26 close-
and open-ended questions that assessed the community members feedback regarding healthcare
Issues and barriers to access 2,000 random sampled addresses were mailed a sur vey 1,000 of these
mailings contained a hard copy survey to complete and return via mail The other 1,000 received a link
to the survey online and were asked to complete and submi t In total 624 completed surveys were
recelved for a response rate of 31% (before adjusti ng for undeliverable mail) In addition to the survey
community input was received through four separate focus groups held in convenient locations across
the community 624 respond ents participated in the randomly sampled survey of 2,000 All of the
respondents were fro m the PSA (Monroe County) The survey sample was 93 6% Caucasian (White)
and 64 7% were fe male Analysis by age range shows the largest share of respondents was 60-69

(19 8%), foll owed by those 50-59 (19 2%), then 70-79 (15 3%) Smaller shares of respondents were
30-39 (12 5%) or 40-49 (11 6%) years of age The educational attainment of the sample was very h
igh as 15 4% reported completing high school or GED, 23 9% reported completing a Bachelors degree
and 32 6% completed a graduate or professional degree or higher Reported househol d income of the
sample was relatively high, with 54 2% of respondents reporting an income of $50,000 or higher,
which is higher than the median household income of $40,052 for all of Monroe County 19% of the
respondents reported a household income lower than $24,900 S urvey respondents also were asked to
report their insurance status A majority of responde nts had commercial/private insurance (75%),
followed by a small percentage reported having Medicaid (6 5%) and Uninsured/self-pay (3%) While
the survey sample was a random selecti on of addresses, older adults were disproportionately among
the respondents (60 and over w ere 35% of the survey replies, compared with less than 20% of the
adult population that is 60 or older) This means that some of the survey results might not be
generalizable to th e entire Monroe County population
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Schedule H. Part V. Section B, Line 7a - [A copy of IU Health Bloomingtons CHNA Is available on its website at the following URL
CHNA Webszlte ! ! https //iuhealth org/in-the-community
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Explanation

A copy of IU Health Bloomingtons CHNA implementation strategy Is available on its website at the
following URL https //iuhealth org/in-the-community

Schedule H, Part V, Section B, Line 10a -
Implementation Strategy Website
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Schedule H, Part V, Section B, Line 11 -
Addressing Identified Needs

IU Health Bloomington prioritized and determined which of the community health needs ident Ified In
Its most recently conducted CHNA was most critical for it to address by using the Hanlon Method of
prioritization This method prioritizes 1dentified needs based upon the prevalence and severity of the
need and the effectiveness of interventions available to ad dress the needs Based upon the Hanlon
Method of prioritization, IU health Bloomington sel ected the following five needs to be addressed -
Substance Abuse - Health Equity or Basic Needs - Obesity and Chronic Disease - Mental Health -
Senior Health Substance Abuse IU He alth Bloomingtons implementation strategy to address the
identified need of Substance Abus e includes the following - Collaborate with nonprofits providing
behavioral health and su bstance abuse programs and services - Develop and execute communication
plan to inform com munity of programs and services - Research training of care providers in early
identificat 1on of behavioral health i1ssues and substance abuse and referral process - Collaborate wit h
community agencies to support Needle Access Program approved by State - Discuss potentia | policy
changes of pain medication prescription Health Equity or Basic Needs IU Health Bl comingtons
implementation strategy to address the identified need of Health Equity or Basi ¢ Needs - Support
onsite preventative screening, access eligibility and provide health ca re onsite in shelters - Collaborate
with service providers on screenings, vaccinations, he alth insurance outreach and health literacy at
community events Obesity and Chronic Diseas e IU Health Bloomingtons implementation strategy to
address the 1dentified need of Obesity and Chronic Disease Includes the following - Provide
educational materials and promote h ealthy needs - Invest in food access Initiatives including summer
food programs, food pant ries and community garden - Increase access to physical assets and
community spaces that e ncourage physical activity and wellness - Support physical activity and
healthy foods in s chools and after school care Mental Health IU Health Bloomingtons implementation
strategy to address the identified need of Mental Health includes the following - Mental Health Ta sk
Force will continue to collaborate with community partners to increase awareness of nee d and
decrease stigma - Support and continue to seek funding for housing programs for thos e living with
mental health issues - Community health staff will serve on the housing netw ork 10 year plan
specifically the Healthcare Committee - Add screening tool and resource | ist to monthly screenings for
large populations - Support new mental health providers in ¢ ommunity - Work with IU School of Social
Work and other departments to offer practical exp eriences for students Senior Health IU Health
Bloomingtons implementation strategy to addr ess the identified need of Senior Health includes the
following - Support community effor ts to empower seniors to preve
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Schedule H, Part V, Section B, Line 11 -
Addressing Identified Needs

nt disease and disability through Senior Expo, Creating Aging Festival - Promote physical activity and
healthy diet to population - Develop dementia capable community - Support pal hative care services
provided Also, based on the Hanlon Method of prioritization, the fo llowing identified community
health needs were not amongst the needs chosen to be addresse d - Lack of Exercise - Child
Safety/Abuse - Violence - Infectious Diseases After completi ng a gap analysis, IU Health Bloomington
determined that the severity and lack of resource s available to address the five needs chosen to be
addressed outweighed the severity of an d resources available to address the four needs not chosen
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Schedule H, Part V, Section B, Line 13b -

Income Level Other than FPG

In addition to FPG, IU Health Bloomington may take into consideration a patient's income and/or ability
to pay In calculation of a financial assistance award
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Schedule H, Part V, Section B, Line 13h -
Other FAP Factors

IU Health Bloomington takes into consideration several other factors in determining patien t eligibility for
financial assistance These factors include the following 1 IU Healths Individual Solutions Department
Prior to seeking Financial Assistance under the FAP, all patients or their guarantors must consult with a
member of IU Healths Individual Solutions department to determine If healthcare coverage may be
obtained from a government insuranc e/assistance product or from the Health Insurance Exchange
Marketplace 2 Alternate Sourc es of Assistance When technically feasible, a patient will exhaust all
other state and fed eral assistance programs prior to receiving an award from IU Health Bloomingtons
Financial Assistance Program Patients who may be eligible for coverage under an applicable insuran ce
policy, including, but not limited to, health, automobile, and homeowners, must exhaust all insurance
benefits prior to receiving an award from IU Health Bloomingtons Financial Assistance Program This
includes patients covered under their own policy and those who ma y be entitled to benefits from a
third-party policy Patients may be asked to show proof t hat such a claim was properly submitted to the
proper insurance provider at the request of IU Health Bloomington Eligible patients who receive medical
care from IU Health Blooming ton as a result of an injury proximately caused by a third party, and later
receive a mone tary settlement or award from said third party, may receive Financial Assistance for any
o utstanding balance not covered by the settlement or award to which IU Health Bloomington i s

entitled In the event a Financial Assistance Award has already been granted in such cir cumstances, IU
Health Bloomington reserves the right to reverse the award in an amount equ al to the amount IU Health
Bloomington would be entitled to receive had no Financial Assis tance been awarded 3 Alternate
Methods of Eligibility Determination IU Health Bloomingto n will conduct a quarterly review of all
accounts placed with a collection agency partner for a period of no less than one hundred and twenty
(120) days after the account is eligib le for an Extraordinary Collection Action ("ECA") Said accounts
may be eligible for assis tance under the FAP based on the patients individual scoring criteria To ensure
all patie nts potentially eligible for Financial Assistance under the FAP may receive Financial Assi stance,
IU Health Bloomington will deem patients/guarantors to be presumptively eligible f or Financial
Assistance If they are found to be eligible for one of the following programs , received emergency or
direct admit care, and satisfied his/her required co-pay/deductibl e - Indiana Childrens Special Health
Care Services - Medicaid - Healthy Indiana Plan - Pa tients who are awarded Hospital Presumptive
Eligibility (HPE) - Enrolled in a state and/or federal program that verifies the patient's gross household
Income Is less than or equal to 200% of the Federal Poverty
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Schedule H, Part V, Section B, Line 13h -
Other FAP Factors

Level 4 Additional Considerations Financial Assistance may be granted to a deceased pati ents account If
said patient I1s found to have no estate Additionally, IU Health Bloomingt on will deny or revoke Financial
Assistance for any patient or guarantor who falsifies any portion of a Financial Assistance application 5
Non-Emergent Services Down Payment Unin sured Patients presenting for scheduled or other non-
emergent services will not be charged more than the Amounts Generally Billed ("AGB") AGB for their
services Patients will rece ive an estimated AGB cost of their care prior to IU Health Bloomington
rendering the servi ces and will be asked to pay a down-payment percentage of the AGB adjusted cost
prior to r eceiving services In the event a patient 1s unable to fulfill the down-payment, their ser vice
may be rescheduled for a later date as medically prudent and in accordance with all a pplicable federal
and state laws and/or regulations 6 Emergency Services Non-Refundable Deposit This section will be
implemented with a strict adherence to EMTALA and IU Health P olicy ADM 1 32, Screening and Transfer
of Emergency or Unstable Patients Amount of Non-Re fundable Deposit All Uninsured Patients
presenting for services at IU Health Bloomingtons Emergency Department, via transfer from another
hospital facility, or direct admission, wi Il be responsible for a one-hundred dollar ($100 00) non-
refundable deposit for services r endered Patients/guarantors will be responsible for any copays and/or
deductibles require d by their plan prior to full Financial Assistance being applied Uninsured Patients
wishi ng to make an application for Financial Assistance greater than the AGB must fulfill their non-
refundable deposit prior to IU Health Bloomington processing said application Uninsu red Patients
making payments toward their outstanding non-refundable deposit balance will have said payments
applied to their oldest application on file, If applicable
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Schedule H, Part V, Section B, Line 16a -

IA copy of IU Health Bloomingtons FAP Is available on the following website https //iuhealth org/pay-a-
FAP Website bill/financial-assistance




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

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 13, 3, 4,

5d, 61, 7, 10, 11, 12i1, 14q, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions for each facility
In a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation
Schedule H, Part V, Section B, Line 16b -

IA copy of IU Health Bloomingtons FAP Application Is avallable on the following website
FAP Application Website https //iuhealth org/pay-a-bill/financial-assistance
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Schedule H, Part V, Section B, Line 16¢ -

IA plain language summary of the FAP, including translated copies, Is available on the following website
FAP PIS Website https //iuhealth org/pay-a-bill/financial-assistance
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Schedule H, Part V, Section B, Line 163 -
Other Measures to Publicize

[U Health Bloomington takes several other measures to publicize its FAP within the community These
measures Include the following 1 Conspicuous public displays will be posted in appropriate acute care
settings such as the emergency department and registration areas describing the available assistance
and directing eligible patients to the Financial Assistance Application 2 IU Health Bloomington will
include a conspicuous written notice on all patient billing statements that notifies the patient about the
avallability of this Policy, and the telephone number of its Customer Service Department which can assist
patients with any questions they may have regarding this Policy 3 IU Health Bloomington Customer
Service representatives will be available via telephone Monday through Friday, excluding major holidays,
from 8 00 am to 7 00 p m Eastern Time to address questions related to this Policy 4 IU Health
Bloomington will broadly communicate this Policy as part of its general outreach efforts 5 IU Health
Bloomington will educate Its patient facing team members of the FAP and the process for referring
patients to the Program
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IU Health Bloomington's 2015 Community Health Needs Assessment (CHNA) Report includes a
prioritized description of significant health needs in the community The CHNA report identified the

following four needs as priorities for IU Health Bloomington - Substance abuse - Health equity or basic
needs - Obesity and chronic disease - Mental health - Senior health

Schedule H, Part V, Section B, Line 3e
Prioritized Health Needs
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https //iuhealth org/find-locations/iu-health-bloomington-hospital
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Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital
Facility

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

Name and address

Type of Facility (describe)

1

10

11

12

13

14

BLOOMINGTON ENDOSCOPY CENTER
550 LANDMARK AVE
BLOOMINGTON, IN 47402

AMBULATORY SURGERY

SOUTHERN INDIANA SURGERY CENTER
2800 REX GROSSMAN BLVD
BLOOMINGTON, IN 47403

AMBULATORY SURGERY

GREEN COUNTY WIC
200 E MAIN ST STE 1
BLOOMFIELD, IN 47424

DIAGNOSTIC AND OTHER OUTPATIENT

IU HEALTH ADVANCED HEART CARE CENTER
714 S ROGERS ST
BLOOMINGTON, IN 47403

DIAGNOSTIC AND OTHER OUTPATIENT

IU HEALTH ANTICOAGULATOIN CLINIC
451 LANDMARK AVE
BLOOMINGTON, IN 47403

DIAGNOSTIC AND OTHER OUTPATIENT

IU HEALTH BEHAVIORAL HEALTH
445 LANDMARK AVE
BLOOMINGTON, IN 47404

DIAGNOSTIC AND OTHER OUTPATIENT

IU HEALTH BLOOMINGTON OCCUP SERVICES
326 S WOODCREST DR
BLOOMINGTON, IN 47401

DIAGNOSTIC AND OTHER OUTPATIENT

IU HEALTH BLOOMINGTON URGENT CARE EAST
326 S WOODCREST
BLOOMINGTON, IN 47401

DIAGNOSTIC AND OTHER OUTPATIENT

IU HEALTH CANCER RADIATION CENTER
2620 COTA DR
BLOOMINGTON, IN 47404

DIAGNOSTIC AND OTHER OUTPATIENT

IU HEALTH CANCER RADIATION CENTER
9149 SR 37 RR 11
BEDFORD, IN 47421

DIAGNOSTIC AND OTHER OUTPATIENT

IU HEALTH CHILDREN'S THERAPY CENTER
4935 W ARLINGTON RD STEB C
BLOOMINGTON, IN 47404

DIAGNOSTIC AND OTHER OUTPATIENT

IU HEALTH COMMUNITY HEALTH
333 E MILLER DR
BLOOMINGTON, IN 47401

DIAGNOSTIC AND OTHER OUTPATIENT

IU HEALTH COMMUNITY HEALTH EDUC CENTER
431 S COLLEGE
BLOOMINGTON, IN 47403

DIAGNOSTIC AND OTHER OUTPATIENT

IU HEALTH DIABETES CENTER
727 W 2ND ST
BLOOMINGTON, IN 47403

DIAGNOSTIC AND OTHER OUTPATIENT

IU HEALTH EMERGENCY MEDICAL TRANSPORT
601 W 1ST ST
BLOOMINGTON, IN 47403

DIAGNOSTIC AND OTHER OUTPATIENT




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

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

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

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

Name and address Type of Facility (describe)

16 IU HEALTH OCCUPATIONAL HEALTH DIAGNOSTIC AND OTHER OUTPATIENT
3443 W 3RD ST
BLOOMINGTON, IN 47403

1 [U HEALTH PAIN CENTER DIAGNOSTIC AND OTHER QUTPATIENT
888 AUTO MALL RD
BLOOMINGTON, IN 47401

2 IU HEALTH REHAB AND SPORTS MDEDICINE DIAGNOSTIC AND OTHER OUTPATIENT
5 CRANE AVE
SPENCER, IN 47460

3 IU HEALTH REHAB AND SPORTS MEDICINE DIAGNOSTIC AND OTHER QUTPATIENT

326 S WOODCREST DR
BLOOMINGTON, IN 47401

4 IU HEALTH REHAB AND SPORTS MEDICINE DIAGNOSTIC AND OTHER OUTPATIENT
2499 W COTA DR
BLOOMINGTON, IN 47403

5 IU HEALTH WOUND CENTER DIAGNOSTIC AND OTHER QUTPATIENT
2920 MCINTIRE DR
BLOOMINGTON, IN 47404

6 IU HEALTH BLOOMINGTON HOSP HOME HEALTH HOME HEALTH
333 E MILLER DR
BLOOMINGTON, IN 47402

7 IU HEALTH HOSPICE HOSPICE
619 W 1ST ST
BLOOMINGTON, IN 47403
8 SIRA IMAGING CENTER DIAGNOSTIC AND OTHER OUTPATIENT

500 S LANDMARK AVE
BLOOMINGTON, IN 47403

9 IU HEALTH CANCER CENTER INFUSION THERAPY DIAGNOSTIC AND OTHER QUTPATIENT
508 W 2ND ST
BLOOMINGTON, IN 47403
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OMB No 1545-0047
f,f:f:,";;g) Grants and Other Assistance to Organizations,

Governments and Individuals in the United States 2017

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

Open to Public

Department of the . P Attach to Form 990. . Inspection
Treasury P Information about Schedule I (Form 990) and its instructions is at www.irs.gov/form990.
Internal Revenue Service
Name of the organization Employer identification number
INDIANA UNIVERSITY HEALTH BLOOMINGTON INC
35-1720796
m General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and
the selection criteria used to award the grants or assistance? . . . . + « & & + 4 4 4 w4 4 e e awwaaa Yes O No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States

m Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete If the organization answered "Yes" on Form 990, Part IV, line 21, for any recipient
that received more than $5,000 Part II can be duplicated If additional space is needed

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash (e) Amount of non- | (f) Method of valuation (g) Description of (h) Purpose of grant
organization (if applicable) grant cash (book, FMV, appraisal, noncash assistance or assistance
or government assistance other)
(1) 35-1720795 501(C)(3) 873,688 N/A N/A GENERAL SUPPORT

BLOOMINGTON HOSPITAL
FOUNDATION INC

PO BOX 1149
BLOOMINGTON, IN 47402

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

v?

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

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50055P Schedule I (Form 990) 2017



Schedule I (Form 990) 2017

Page 2

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

Part III can be duplicated If additional space Is needed

(a) Type of grant or assistance (b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
noncash assistance

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

(f) Description of noncash assistance

(7

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

Return Reference Explanation

Sch I, PartI, Line2-0rg's Although IU Health Bloomington does not monitor the use of grant funds once distributed, through due diligence the organization has reasonably confirmed that the

Proced for Monit the Use of Grant |entities to which the contributions are made are highly reputable in the community and use the funds for the purposes intended

Funds

Schedule I (Form 990) 2017
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Schedule J Compensation Information OMB No 1545-0047
(Form 990)

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

Compensated Employees 2 0 1 7
» Complete if the organization answered "Yes"” on Form 990, Part IV, line 23.
» Attach to Form 990.
Department of the Treasun » Information about Schedule J (Form 990) and its instructions is at
Internal Revenue Service www.irs.qov/form990. Inspection
Name of the organization Employer identification number
INDIANA UNIVERSITY HEALTH BLOOMINGTON INC

35-1720796

BELEN 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

L1 First-class or charter travel O Housing allowance or residence for personal use
Ol Travel for companions O Payments for business use of personal residence
] Tax idemnification and gross-up payments [d  Health or social club dues or initiation fees

O Discretionary spending account 1 Personal services (e g, maid, chauffeur, chef)

b If any of the boxes In line 1a are checked, did the organization follow a written policy regarding payment or reimbursement
or provision of all of the expenses described above? If "No," complete Part III to explain 1b

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all 2
directors, trustees, officers, including the CEQO/Executive Director, regarding the items checked in line 1a?

3 Indicate which, If any, of the following the filing organization used to establish the compensation of the
organization's CEQ/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 III

Compensation committee D Written employment contract
Independent compensation consultant Compensation survey or study
L1 Form 990 of other organizations Approval by the board or compensation committee

4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing organization or a
related organization

a Recelve a severance payment or change-of-control payment? 4a | Yes

b Participate in, or receive payment from, a supplemental nonqualified retirement plan? 4b | Yes

Participate in, 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

b Any related organization? 5b No
If "Yes," on line 5a or 5b, describe in Part III

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

a The organization? 6a No

b Any related organization? 6b No

If "Yes," on line 6a or 6b, describe in Part III

7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any nonfixed
payments not described in lines 5 and 62 If "Yes," describe in Part II1 7 Yes

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 III 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) 2017




Schedule J (Form 990) 2017

Page 2
Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies If additional space is needed.

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row (1) and from related organizations, described In the

instructions, on row (11) Do not list any individuals that are not listed on Form 990, Part VII

Note. The sum of columns (B)(1)-(11) 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 (C) Retirement (D) Nontaxable| (E) Total of (F)
compensation and other benefits columns Compensation In
. — deferred (B)(1)-(D) column (B)
(i) Base (ii) (iii) Other compensation reported as
compensation [Bonus & incentive reportable

compensation

compensation

deferred on prior
Form 990

See Additional Data Table

Schedule J (Form 990) 2017



Schedule J (Form 990) 2017

Page 3

Supplemental Information

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

| Return Reference

Explanation

Schedule J, Part I, Line 4a - Severance

Kenneth E Marshall, M D entered into a severance agreement with IU Health during 2017 Severance of $82,128 that was received in 2017 is included in column b
(in), other reportable compensation Deferred severance of $185,350 Is included in column ¢, retirement and other deferred compensation Linda C Lewis entered
Into a severance agreement with IU Health during 2017 Severance of $21,522 that was received in 2017 i1s included in column b(in), other reportable
compensation Deferred severance of $124,205 is included in column ¢, retirement and other deferred compensation

Schedule J, Part I, Line 4b -
Supplemental Nonqualified Retirement
Plan

Mark E Moore, Jonathan E Gottlieb, Michelle A Janney and Matthew D Balley participate in a supplemental executive retirement plan, provisions of which are
designed to retain these critical employees The plan provides for an additional retirement benefit for service through normal retirement or other key dates If the
executive leaves prior to retirement or other key dates, the benefit may be forfeited or reduced Each of the executives listed above, with the exeption of Jonathan
E Gottlieb and Mark E Moore, has an amount have included in column ¢, deferred compensation, representing the current year unvested contributions made under
the supplemental retirement plan No amounts were actually paid to these executives during the year The following executives have an amount included in column
b(i11), other reportable compensation, representing the current year vested amounts received under the supplemental executive retirement plan - Mark E Moore
($639,532) - Michelle A Janney, R N ($89,959) - Jonathan E Gottlieb, M D ($471,531)

Schedule J, Part I, Line 7 - Non-Fixed
Payments

Amounts disclosed in Column B(i1) include incentives for certain executives As part of IU Health Bloomingtons executive compensation plan, annual goals are set
for each member of the senior leadership group with each members annual incentive determined upon the degree of successful completion of his or her set

goals Any Incentive payouts are made In the form of a lump sum payment and do not affect the executives base pay Alternatively, the executive may elect to defer
any or all of the incentive compensation through IU Health Bloomingtons 457(f) plan, subject to any plan restrictions Any incentive amounts for the President must
recelve approval from the Compensation Committee All other incentive amounts must receive approval from the President and the Compensation Committee

Schedule J (Form 990) 2017



Additional Data

Software ID:
Software Version:
EIN:

Name:

35-1720796

INDIANA UNIVERSITY HEALTH BLOOMINGTON INC

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

(A) Name and Title

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation in

(i) Base Compensation (i) (iii) other deferred benefits (B)(1)-(D) column (B)
Bonus & Incentive Other reportable compensation reported as deferred on
compensation compensation prior Form 990
1 | 0
JONATHAN W GOTTLIEB MD ( ) __________________________ o o o o o 0
DIRECTOR
(n) 701,723 120,332 505,317 10,800 8,064 1,346,236 316,949
1MICHELLE A JANNEY 1 0
FetieSalzes . I o o o o o 0
() 486,404 103,318 120,871 115,039 5,855 831,487 81,278
2ROBERT T ADAMS MD 1 0
L ! . o o o o o 0
(1) 413,810 30,927 810 10,377 29,191 485,115
3JAMES J LAUGHLIN MD 1 0
DIRECTOR ( ) __________________________ o o o o o
(n) 511,893 44,496 6,858 10,800 574,047
4JONATHAN W SURDAM MD| ( 0
DIRECTOR ( ) __________________________ o o o 0 o
(n) 740,875 64,376 810 10,800 25,057 841,918
SMATTHEW D BAILEY 1 0
PRESIDENT (SCR) ( ) __________________________ o o o o o
(n) 467,926 51,435 39,659 95,400 17,889 672,309
6MICHAEL L CRAIG | 0
VP & CFO (SCR) ( ) __________________________ o o o o o
(1) 229,282 9,423 2,171 9,444 16,784 267,104
7KENNETH E MARSHALL MD| ( 263,867
VP & CMO (PARTIAL YEAR) ) S _12_’z7_7 _________ ! %6_,%3_4 _________ ! ?Ei’ES_O . ??’?3_5 _________ 6 f9_’56_3 _____________
() Y 0 0 0 0 0
ggg“(\gcTR)SHOCKNEY () 301,107 30,836 15,818 10,782 25,773 384,316
(m) 508 52 27 18 43 648
9LARRY BAILEY 1 252,921
PRESIDENT TOH PAOLL/IUH o 2529 31,771 3,325 35,432 21,482 344,931
[T T Y, 0 1 [ [
() Y 0 0 0 0 0
sgléNc%LEWIS n 162,241 7,161 2,487 6,329 18,068 196,286
(1) 1,888 83 29 74 210 2,284
Ao RO 162,241 7,161 2,487 6,329 8,068 186,286
SERVICES [y  q4gesl """ °"°°°°°° | Tt TTTTTTTRoTTTTTTTTTEET| TTTTTTTTTTTS| TTTTTTTTTTATCl TTTTTTTTTTTTT
(1) 1,888 83 29 74 210 2,284
;g\%SIEXTEI!?YER MD () 273,975 26,000 1,524 10,417 22,319 334,235 0
(m) 0 0 0 0 0 0
13 I 273,850
O D W SCHULTHELS MD o 27385 16,250 276 6,650 22,926 319,952
PSYCHIATRIST () [ L Y Y
0 0 0 0
14JEFFREY A MUMPER 1 208,256
RADIATION PHYSICIST op ey 5:1_6 __________ %’?5_3 __________ 7_’f2_8 _________ 2 ?5_,?5_3 _____________
(m) 0 0 0 0 0 0
é?é“éé?&fﬂ@lﬁﬁlm () 175,612 19,667 7,711 9,071 22,075 234,136
() Y 0 0 0 0 0
16MARK MOORE 1 259,610
PRESIDENT (PARTIAL YEAR) & B ?1_"}2_4 _________ 7 fz_’?6_4 __________ 51’22_4 . _15’130_6 ________ ! ’_028_’?2_8 _____________
(m) 0 0 0 0 0 0 0
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. OMB No 1545-0047
SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 990 or 990- Complete to provide information for responses to specific questions on 2 0 1 7
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

INDIANA UNIVERSITY HEALTH BLOOMINGTON INC

35-1720796

990 Schedule O, Supplemental Information

Return
Reference

Explanation

Part VI,
Section A,
Line 2 -
Family or
Business
Relationships

Lynn H Coyne, Michael L Craig, Kenneth E Marshall, M D , and Larry R Bailey served on
the board of directors of Indiana University Health Southern Indiana Physicians, Inc




990 Schedule O, Supplemental Information

Return Explanation

Reference
Part VI, Line 6 The sole member of IlU Health Bloomington is U Health, a 501(c)(3) tax-exempt orga
Section A, nization Line 7A The Board of Directors of the IU Health Bloomington shall consist of ni
Lines 6, 7a neteen (19) directors |U Health shall appoint and may remove ten (10) members of the Boar
and 7b - d Atall times (a) at least two (2) IU Health appointed directors shall be members of the
Members or | hospitals active Medical Staff, (b) at least one (1) IU Health appointed director shall b
Stockholders | e a member of the IU Health Board of Directors and (c) at least one (1) IU Health appointe

d director shall be a senior U Health executive Line 7B 1U Health Bloomington shall not

, without the prior approval of IU Health, do the following - Authorize the establishment

or acquisition of any subsidiaries, affiliates or joint venture arrangements or acquisiti

on of all or substantially all of the assets of any other business entity, - Approve or am

end any operating or capital budget, - Authorize any unbudgeted operating or capital budge
t item or deviations, including any i1ssuance or guarantee of any unbudgeted debt, greater
than the budgeted amount by $1 million for any individual item or $3 million per fiscal ye

ar In the aggregate, - Authorize any agreement to act as primary obligor, or to serve as a
guarantor, surety or co-obligor with respect to the indebtedness of any other person or e
ntity, to borrow amounts from third-party lenders or to loan money to any person or entity

, - Approve any strategic plans and amendments thereto, which will be integrated with IU H
ealths strategic plan, - Subject to a supermajonty vote of the Board and any approvals re
quired, amend or repeal its Articles of Incorporation or By-Laws in any manner, including
without imitation any change relating to the nonprofit purposes of the hospital, - Subjec

t to a supermajority vote of the Board, authorize any merger, consolidation, reorganizatio
n, sale or transfer of all or substantially all of its assets, - Subject to a supermajont

y vote of the Board, authorize any voluntary declaration of bankruptcy, plan of dissolutio

n, liquidating distribution of assets or other action related to its dissolution or liquid

ation, - Subject to a supermajority vote of the Board, authorize any pledge of, or grant a

ny security interest or mortgage In, or otherwise encumber, any tangible assets in excess
of $1 million for any individual pledge, grant or encumbrance or $3 million per fiscal yea

r in the aggregate, other than in the ordinary course of business or pursuant to an approv
ed budget, or - Subject to a supermajority vote of the Board, approve any management agree
ment for the management of all or a substantial part of the hospitals or any of its affili

ates operations




990 Schedule O, Supplemental Information

Return Explanation
Reference
Part VI, The VP & CFO reviewed and approved the Form 990 Following the VP & CFO's review and appro
Section B, val, a complete copy of the Form 990 was made available to each board member prior to its
Line 11b - filng Each member was also informed of the availability of IlU Health's Tax Department to
Review of answer any questions
Form 990




990 Schedule O, Supplemental Information

Return Explanation
Reference
Part VI, IU Health Bloomington Is part of the IU Health system As the sole member and controlling
Section B, parent of IlU Health Bloomington, U Health and its Board of Directors have mandated that ¢

Lines 12, 13, | ertain policies be followed to ensure greater standardization throughout the system Thus,
14, and 16b - | IU Health Bloomington's Board of Directors was not required to separately adopt a conflic
Policies t of interest, whistleblower, document retention and destruction and joint venture policie

s because U Health's Board of Directors had already adopted and required these policies t
o be followed by its subsidiaries




990 Schedule O, Supplemental Information

Return Explanation

Reference
Part VI, IU Health Bloomington follows |U Healths Conflict of Interest Policy 1U Healths Conflict
Section B, of Interest Policy includes the following provisions All lU Health employees, associates,
Line 12¢ - colleagues and contracted personnel, including employed physicians and paid medical direc
Conflict of tors ("IU Health Representatives") are covered by and subject to its Conflict of Interest
Interest Policy 1U Health regularly and consistently monitors and enforces compliance with the pol
Policy icy through the following procedures (a) On an annual basis, each IU Health Representativ

e at the level of Manager or above, together with every other person designated by the Cor
porate Compliance Department ("Department”), must complete, sign and submit a Conflict of
Interest Questionnaire ("Questionnaire”) to the Department Governing board members, commi
ttee members, corporate officers, medical staff and researchers must comply with the admin
1strative requirements noted In the respective policies and procedures relative to those a

reas (b) An IU Health Representative must supplement a Questionnaire in writing, If after
completion of the original Questionnaire, a situation arises, or may reasonably be expect

ed to arise, that would change any answer or information on the original Questionnaire If

the situation had existed or been anticipated at the time of completion of the original Qu
estionnaire (c) If a fully and properly completed Questionnaire reveals facts or other in
formation that might reasonably indicate a Conflict of Interest or violation of the policy

, the IU Health Representative completing the questionnaire must secure approval by his/he

r supervisor, evidenced in writing (d) The Department will review each Questionnaire and
determine whether a Conflict of Interest exists and, If so, whether and how it should or m

ay be eliminated, avoided or managed in order to comply with the spint of the policy and

with the best interests of IU Health and its patients In making the determination, the Co
rporate Compliance Department may consult with the IU Health Representatives supervisor an
d other appropriate individuals and groups (e) The scope of the policy Is not Imited to

those who are required to complete Questionnaires If an IU Health Representative i1s invol
ved In a situation or relationship that would constitute a violation of the policy in the

absence of disclosure and approval as described above, then the IU Health Representative m
ust disclose the matter to his/her supervisor, secure his/her supervisors approval in writ

Ing, and disclose the matter to the Department Otherwise, the U Health Representative 1s

In violation of the policy and subject to corrective action, up to and including terminat

ton (f) The Chief Compliance Officer, in consultation with onsite Compliance personnel, m

ay from time to time appoint standing or ad hoc committees to assist in resolving Issues t

hat arise under provisions of the policy




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Part VI,
Section B,
Line 15 -
Process for
Determining
Compensation

|IU Health Bloomington has the following process for determining the compensation of its of

ficers and key employees |U Health Bloomington has a formal written policy governing the

compensation for its President , VP & CFO, and all other members of its senior leadership

group ("SLG") The policy provides that the compensation and/or benefits for the SLG are t

o be reviewed on an annual basis, with any changes approved, by the Compensation Committee
The Compensation Committee 1s comprised of iIndependent members and members of IU Health

Bloomingtons administrative staff shall not be present while discussions are being held A

ny proposed changes In compensation and/or benefits for the SLG that come before the Compe

nsation Committee are required to be reasonable and market competitive based upon market ¢

omparability data supplied by an independent compensation consulting firm directly hired b

y the Compensation Committee Written minutes of the Compensation Committees meetings shal

| be kept, containing a list of the members involved In the decision-making process, docum

entation of the independence of such members, and what decisions were made Following appr

oval by the Compensation Committee, any changes are then disclosed to the Board of Directo

rs at its next regularly scheduled meeting




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Part VI,
Section C,
Line 19 -
Public
Disclosure

IU Health Bloomingtons Articles of Incorporation are available to the public through the |
ndiana Secretary of State's web-site |U Health Bloomingtons conflict of interest policy 1

s described on Form 990, Schedule O IU Health Bloomington is a subsidiary in |U Health's
Consolidated Audited Financial Statements U Health's Consolidated Audited Financial Stat
ements are available for public inspection through its bond filings and as an attachment t

o IU Health's Form 990




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Part XI, Line
9 - Other
Changes in
Net Assets or
Fund
Balances

During 2017, IU Health Bloomington recorded the following other changes in net assets or f

und balances Net Asset Transfer - $-62,773,257 Change in Pension Obligation - $ 463,564 C
hange In Temporary Restricted Assets - $ 3,502,121 Change in Restricted Assets - $ 4,926,0

61 Equity Transfer Bloomington Endoscopy Center, LLC $ 1,055,109 HealthLINC Net Asset Tran
sfer - $ -788,751 Premier Acquisition Net Asset Transfer - $ 527,068 Total $-53,088,085




990 Schedule O, Supplemental Information

Return Explanation
Reference
Page 1, Line | https //luhealth org/find-locations/iu-health-bloomington-hospital
J Web Site




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990 DESCRIPTION SHARED SERVICES/PROF FEES TOTAL FEES 87178816
PART IX
LINE 11G
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SCHEDULE R
(Form 990)

Department of the Treasun
Internal Revenue Service

» Attach to Form 990.

Related Organizations and Unrelated Partnerships

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

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

OMB No 1545-0047

Open to Public
Inspection

Name of the organization
INDIANA UNIVERSITY HEALTH BLOOMINGTON INC

Employer identification number

35-1720796
IEEEEH 1dentification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
(a) (b) () (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

(1) Bloomington Endoscopy Center LLC
950 N Meridian St Ste 800
Indianapolis, IN 46204

35-2117943

Healthcare

IN

3,523,924

1,856,400

IUHB

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)
Name, address, and EIN of related organization

(b)

Primary activity

(¢}
Legal domicile (state
or foreign country)

Exempt Code section

(d)

(e)
Public charity status
(:if section 501(c)(3))

) (9)
Direct controlling Section 512(b)
entity (13) controlled
entity?

Yes No

For Panerwork Reduction Act Notice. see the Instructions for Form 990.

Cat No 50135Y

Schedule R (Form 990) 2017



Schedule R (Form 990) 2017

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.

See Additional Data Table

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

(b) (¢}
Primary Legal
activity domicile

(state
or
foreign
country)

(d) (e) (f)
Direct Predominant Share of
controlling income(related,
entity unrelated,
excluded from
tax under

514)

sections 512-

(9)
Share of

total income | end-of-year

assets

(h) (1) i) (k)
Disproprtionate| Code V-UBI |General or| Percentage
allocations? [amount in box| managing | ownership
20 of partner?
Schedule K-1
(Form 1065)
Yes No Yes

m Identification of Related Organizations Taxable as a Corporation or Trust Complete If the organization answered "Yes" on Form 990, Part IV, line 34

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

a)
Name, address, and EIN of
related organization

(b)
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

See Additional Data Table
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