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Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private 2 0 1 7

» 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

Open to Public

Inspection

A For the 2017 calendar year, or tax year beginning 01-01-2017 , and ending 12-31-2017
B Check If applicable
[0 Address change

[ Name change

O Intial return

O Final return/terminated
[0 Amended return

O Application pendingll

C Name of arganization
MEMORIAL HEALTH SYSTEMS INC

D Employer identification number

59-0973502

Doing business as

FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER

301 MEMORIAL MEDICAL PARKWAY

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

Room/suite

E Telephone number

(386) 676-6000

DAYTONA BEACH, FL 32117

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

G Gross receipts $ 361,709,407

ED NOSEWORTHY

DAYTONA BEACH, FL 32117

F Name and address of principal officer

301 MEMORIAL MEDICAL PARKWAY

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

J Website: » WWW FLORIDAHOSPITAL COM/MEMORIAL-MEDICAL-CENTER

H(a) Is this a group return for

subordinates? DYes No

H(b) Are all subordinates

included? Oves Tlvo

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

H(c) Group exemption number »

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

W summary

L Year of formation 1961 | M State of legal domicile FL

1 Briefly describe the organization’s mission or most significant activities
MEDICAL CARE TO THE COMMUNITY THROUGH THE OPERATION OF TWO HOSPITALS WITH A TOTAL OF 407 BEDS UNFORTUNATELY, THE
¥ OCEANSIDE LOCATION HAD TO CLOSE DUE TO HURRICANE IRMA IN SEPTEMBER 2017
&
5
8 2 Check this box » O i the organization discontinued its operations or disposed of more than 25% of its net assets
2 3 Number of voting members of the governing body (Part VI, line 1a) 3 18
5: 4 Number of iIndependent voting members of the governing body (Part VI, line 1b) 4 9
é 5 Total number of individuals employed In calendar year 2017 (Part V, line 2a) 5 2,999
b 6 Total number of volunteers (estimate If necessary) 6 226
< 7a Total unrelated business revenue from Part VIII, column (C), line 12 7a 113,030
b Net unrelated business taxable income from Form 990-T, line 34 7b 71,343
Prior Year Current Year
@ 8 Contributions and grants (Part VIII, line 1h) [0} 15,000
é 9 Program service revenue (Part VIII, line 2g) 322,825,645 355,281,337
é 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d ) 766,303 6,113,033
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢c, 10c, and 11e) 101,333 72,021
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line 12) 323,693,281 361,481,391
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 289,582 417,852
14 Benefits paid to or for members (Part IX, column (A), line 4) [0} 0
& 15 Salaries, other compensation, employee benefits (Part IX, column (A), ines 5-10) 122,251,006 137,571,240
2 16a Professional fundraising fees (Part IX, column (A), line 11e) [0} 0
g b Total fundraising expenses (Part IX, column (D), line 25) #0
d 17 Other expenses (Part IX, column (A), ines 11a-11d, 11f-24e) 181,396,275 197,525,292
18 Total expenses Add lines 13-17 (must equal Part IX, column (A), line 25) 303,936,863 335,514,384
19 Revenue less expenses Subtract line 18 from line 12 . 19,756,418 25,967,007
x 2 Beginning of Current Year End of Year
8%
3; 20 Total assets (Part X, line 16) 461,959,647 479,867,438
;g 21 Total habilities (Part X, line 26) 167,694,501 162,569,517
z3 22 Net assets or fund balances Subtract line 21 from line 20 . 294,265,146 317,297,921

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

FERE 2018-11-07
R Signature of officer Date

Sign
Here LYNN C ADDISCOTT ASSISTANT SECRETARY

Type or print name and title

Print/Type preparer's name Preparer's signature Date PTIN
. Check D if

Paid self-employed

Preparer Firm's name #

Use Only

Firm's EIN

Firm's address #»

Phone no

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

ADVENTIST HEALTH SYSTEM SUNBELT HEALTHCARE CORPORATION AND ALL ITS SUBSIDIARY ORGANIZATIONS WERE ESTABLISHED BY THE
SEVENTH-DAY ADVENTIST CHURCH TO BRING A MINISTRY OF HEALING AND HEALTH TO THE COMMUNITIES SERVED OUR MISSION IS TO EXTEND
THE HEALING MINISTRY OF CHRIST THE HOSPITAL AND HEALTHCARE SYSTEM WHOSE PARENT IS ADVENTIST HEALTH SYSTEM SUNBELT
HEALTHCARE CORPORATION IS KNOWN AS ADVENTIST HEALTH SYSTEM (AHS) AHS SEEKS TO BE WIDELY RESPECTED AS A CONSUMER-FOCUSED
ORGANIZATION THAT ENGAGES INDIVIDUALS IN THEIR HEALTH BY DELIVERING WHOLISTIC, BEST PRACTICE CARE ACROSS A CONNECTED,
COMPREHENSIVE CONTINUUM OF SERVICES WITH CHRIST AS OUR EXAMPLE, AHS CARES FOR AND NURTURES PEOPLE OUR EMPLOYEES, OUR
COMMUNITIES, OUR HEALTHCARE PROFESSIONALS, AND THOSE WHO TRUST US FOR CARE AND HEALING

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 890 or 990-EZ? . . . +« « « 4 o+ 4w wa e awaa DYes No
If "Yes," describe these new services on Schedule O

3 Did the organization cease conducting, or make significant changes Iin how it conducts, any program
SErvICesS? .+ & 4w a a w anaw e whaawe e Clyes MINo
If "Yes," describe these changes on Schedule O

4 Describe the organization’s program service accomplishments for each of its three largest program services, as measured by expenses
Section 501(c)(3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others, the total
expenses, and revenue, If any, for each program service reported

4a (Code ) (Expenses $ 310,391,554  including grants of $ 417,852 ) (Revenue $ 355,240,328 )
See Additional Data

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

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

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

4e Total program service expenses P 310,391,554

Form 990 (2017)



Form 990 (2017)
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Page 3
EEXEY Checklist of Required Schedules

Yes No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes," complete Yes
Schedule A % 1
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? %) 2 Yes
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to candidates No
for public office? If "Yes,” complete Schedule C, Part I @, 3
Section 501(c)(3) organizations.
Did the organization engage in lobbying activities, or have a section 501(h) election in effect during the tax year?
If "Yes," complete Schedule C, Part I % e e e 4 Yes
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? N
If "Yes," complete Schedule C, Part III %) 5 °
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the right
to provide advice on the distribution or investment of amounts in such funds or accounts? N
If "Yes," complete Schedule D, Part I %) 6 °
Did the organization receive or hold a conservation easement, including easements to preserve open space, v
the environment, historic land areas, or historic structures? If "Yes, " complete Schedule D, Part II )l 7 es
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 No
permanent endowments, or quasi-endowments? If "Yes,” complete Schedule D, Part V @,
If the organization’s answer to any of the following questions Is "Yes," then complete Schedule D, Parts VI, VII, VIII, IX,
or X as applicable
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? Y.
If "Yes," complete Schedule D, Part VI % . e e e e e 11a es
Did the organization report an amount for investments—other securities in Part X, line 12 that 1s 5% or more of Its total 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 N
301 7701-2 and 301 7701-3? If "Yes," complete Schedule R, Part I ®, 33 °
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 .
Yes No
1a Enter the number reported in Box 3 of Form 1096 Enter -0- If not applicable . . 1a
b Enter the number of Forms W-2G included in line 1a Enter -0- If not applicable ib
c Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
(gambling) winnings to prize winners? P . 1c
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and
Tax Statements, filed for the calendar year ending with or within the year covered by
thisreturn = . . « + . & 0 4 4 0 e e e 2a 2,999
b 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)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a Yes
b If “Yes,” has it filed a Form 990-T for this year?If "No” to line 3b, provide an explanation in Schedule O 3b Yes
4a 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
b If "Yes," enter the name of the foreign country »
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR)
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a No
b Did any taxable party notify the organization that it was or I1s a party to a prohibited tax shelter transaction? 5b No
c If "Yes," to line 5a or 5b, did the organization file Form 8886-T?
5¢c
6a 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? .
b If "Yes," did the organization include with every solicitation an express statement that such contributions or gifts were
not tax deductible? e . 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods and services| 7a No
provided to the payor? e .
b If "Yes," did the organization notify the donor of the value of the goods or services provided? 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required to file
Form 82827 7c No
d If "Yes," indicate the number of Forms 8282 filed during the year . . . . | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?
7e No
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f No
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as
required? . e e 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form
1098-C? . P 7h No
8 Sponsoring organizations maintaining donor advised funds.
Did a donor advised fund maintained by the sponsoring organization have excess business holdings at any time during
the year? e . 8
9a Did the sponsoring organization make any taxable distributions under section 49662 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b
10 Section 501(c)(7) organizations. Enter
Initiation fees and capital 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
11 Section 501(c)(12) organizations. Enter
Gross Income from members or shareholders . . . . . . . . . 11a
Gross Income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem) . . . . . . . . . . 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10412 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year b
12
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to i1ssue qualified health plans in more than one state?Note. See the instructions for
additional information the organization must report on Schedule O 13a
b 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
14a Did the organization receive any payments for indoor tanning services during the tax year? 14a No
b If "Yes," has it filed a Form 720 to report these payments?If "No," provide an explanation 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 9
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any other
officer, director, trustee, or key employee? . . . . . . & &+ 4 4w wwaaw 2 No
3 Did the organization delegate control over management duties customarily performed by or under the direct supervision 3 No
of officers, directors or trustees, or key employees to a management company or other person?
4 Did the organization make any significant changes to Its governing documents since the prior Form 990 was filed?
PR . 4 No
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 No
Did the organization have members or stockholders? . . . . . .+ . .+ .+ .+ .+ .« & .+ . . 6 Yes
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or more
members of the governing body? . . . . . . .+ .+« .+ .« .« .« . . P 7a Yes
b Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders, or 7b Yes
persons other than the governing body? P
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by
the following
a Thegoverning body? . . . . .+« & o v 4 4w e e e e e e 8a | Yes
Each committee with authority to act on behalf of the governing body?> . . . . . . . . . . . . 8b Yes
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization’s mailing address? If "Yes," provide the names and addresses in Schedule O . . . . . . . 9 No
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes No
10a Did the organization have local chapters, branches, or affiliates> . . . . . . . . .+ .+ . . 10a No
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters, affiliates,
and branches to ensure their operations are consistent with the organization's exempt purposes? 10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the
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 No
Other officers or key employees of the organization . . . . . . .+ .+ « + + « « .+ . . 15b No
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a
taxable entity duringtheyear? . . . . . + . . 4 v 4 4 4w e e e 16a | 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»
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
»CULLY CHAPMAN 301 MEMORIAL MEDICAL PARKWAY DAYTONA BEACH, FL 32117 (386) 231-3910

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 N . g >~z T |+ 2/1099-MISC) 2/1099-MISC) organization and

organizations [ 2 5 [ 3 |® [T |25 |2 related
below dotted | & = |5 (2o ?,' Z |3 organizations
line) Pelg (T3 |7
58| ¢ Tt a
T |8 - 3
2| = 3
e | = L=
T = T
b ’-?'; @
X g2
b g T
(=N
See Additional Data Table
ibSub-Total . . . . . . . . .« « .+ .+ « & . . P
c Total from continuation sheets to Part VII, SectionA . . . . »
dTotal (add linesiband1c) . . . . . . . . . . . » 949,189 16,517,848 2,346,412
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 » 90
Yes No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated employee on
line 1a? If "Yes," complete Schedule J for such individual . 3 Yes
4 For any individual listed on line 1a, I1s the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If "Yes," complete Schedule J for such
individual 4 Yes
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for
services rendered to the organization?If "Yes, " complete Schedule J for such person 5 No
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of compensation
from the organization Report compensation for the calendar year ending with or within the organization’s tax year
() (B) (C)
Name and business address Description of services Compensation
THE ROBINS AND MORTON GROUP CONTRACTOR - BUILDING 1,755,150
SERVICES
400 SHADES CREEK PKWY
BIRMINGHAM, AL 35209
ADVENTIST HEALTH SYSTEMSUNBELT INC DB LAUNDRY AND LAB SERVICES 1,403,071
601 EAST ROLLINS STREET
ORLANDO, FL 32803
SUPPLEMENTAL HEALTHCARE SERVICES MEDICAL STAFFING SERVICES 1,224,852
1640 W REDSTONE CTR DR 200
PARK CITY, UT 84098
VOLUSIA OB GYN PA WOMEN'S MEDICAL SERVICES 1,131,968
500 HEALTH BLVD
DAYTONA BEACH, FL 32114
MOBIL DIALYSIS INC DIALYSIS SERVICES 864,605
801 CENTRAL PARK DRIVE
SANFORD, FL 32771
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 #» 71

Form 990 (2017)
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Page 9

m Statement of Revenue

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

(A)

Total revenue

(B)

exempt
function
revenue

Related or

(<)
Unrelated
business
revenue

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

lar Amounts

imi

Contributions, Gifts, Grants

and Other S

1a Federated campaigns . . 1a

b Membership dues . .

c Fundraising events . . ic

e Government grants (contributions) le

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

1f

[ ta |
| 1 |
| te |
d Related organizations | id |
| te |
‘ ‘ 15,000

g Noncash contributions included
In lines la-1f $

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

15,000

Program Service Revenue

Business Code

2a NET PATIENT REVENUE

622110

350,042,410

349,948,036

94,3

74

b MEDICACOFFICEBUILDING

622110

2,669,240

2,650,584

18,6

56

C CAFETERIA REVENUE

622110

1,730,691

1,730,691

d FITNESS CENTER REVENUE

622110

258,488

258,488

€ RENT FROMAFFILIATES

622110

190,097

190,097

390,411

390,411

f All other program service revenue

355,281,337

gTotal.Add lines 2a-2f . . . . »

Other Revenue

3 Investment income (including dividends, interest, and other

similar amounts) . . . . . . »

2,945,796

2,945,796

4 Income from investment of tax-exempt bond proceeds »

5Royalties . . . . . .+ .+ . . . . »

(1) Real (1) Personal

6a Gross rents

b Less rental expenses

¢ Rental iIncome or
(loss)

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

(1) Securities (1) Other

7a Gross amount
from sales of
assets other
than inventory

3,390,253 5,000

b Less costor
other basis and 0
sales expenses

228,016

3,390,253 -223,016

€ Gain or (loss)

d Netganor(loss) . . . . . »

3,167,237

3,167,237

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

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

bless direct expenses . . . b

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

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

bLess direct expenses . . . b

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

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

bless cost of goodssold . . b

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

Miscellaneous Revenue Business Code

l1lagHR REVENUE 622110

72,021

72,021

d All other revenue . . . .

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

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

72,021

361,481,391

355,240,328

113,030

6,113,033

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 417,852 417,852
domestic governments See Part IV, line 21
2 Grants and other assistance to domestic individuals See Part
IV, line 22
3 Grants and other assistance to foreign organizations, foreign
governments, and foreign individuals See Part IV, line 15
and 16

4 Benefits paid to or for members

5 Compensation of current officers, directors, trustees, and 3,830,959 3,830,959

key employees

6 Compensation not included above, to disqualified persons (as

defined under section 4958(f)(1)) and persons described In
section 4958(c)(3)(B) PR
7 Other salaries and wages 99,411,735 98,811,752 599,983
8 Pension plan accruals and contributions (include section 401 5,045,065 4,854,326 190,739
(k) and 403(b) employer contributions)

9 Other employee benefits 19,762,605 18,505,792 1,256,813
10 Payroll taxes 9,520,876 9,160,920 359,956
11 Fees for services (non-employees)

a Management
b Legal 463,266 463,266
c Accounting
d Lobbying
e Professional fundraising services See Part IV, line 17
f Investment management fees 653,395 653,395
g Other (If ine 11g amount exceeds 10% of line 25, column 61,497,485 52,043,493 9,453,992
(A) amount, list line 11g expenses on Schedule O)
12 Advertising and promotion 2,425,026 2,425,026
13 Office expenses 5,222,931 3,159,189 2,063,742
14 Information technology 11,521,882 9,833,602 1,688,280
15 Royalties
16 Occupancy 7,055,508 7,055,508
17 Travel 239,771 239,771
18 Payments of travel or entertainment expenses for any
federal, state, or local public officials
19 Conferences, conventions, and meetings 291,011 291,011
20 Interest 4,421,173 4,421,705 -532
21 Payments to affiliates
22 Depreciation, depletion, and amortization 18,688,189 18,688,189
23 Insurance 4,838,778 4,672,755 166,023
24 Other expenses Itemize expenses not covered above (List
miscellaneous expenses In line 24e If line 24e amount
exceeds 10% of line 25, column (A) amount, list line 24e
expenses on Schedule O )
a MEDICAL SUPPLIES 67,953,763 67,953,763
b REPAIRS & MAINTENANCE 7,102,143 7,102,143
c STATE TAX INDIGENT ASSE 3,702,206 3,702,206
d UBI TAXES 10,000 10,000
e All other expenses 1,438,765 8,359 1,430,406
25 Total functional expenses. Add lines 1 through 24e 335,514,384 310,391,554 25,122,830 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 . .
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing 6,736 1 6,111
2 Savings and temporary cash investments 113,589,381 2 136,221,969
3 Pledges and grants receivable, net 3
4 Accounts recelvable, net 42,489,079 4 43,805,001
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees Complete Part 5
II of Schedule L 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) 6
voluntary employees' beneficiary organizations (see Instructions) Complete
19 Part IT of Schedule L P ..
‘a,’ 7 Notes and loans recelvable, net 7
& Inventories for sale or use 7,555,985 8,852,073
< 9 Prepaid expenses and deferred charges 9,505,482 9 8,285,714
10a Land, buildings, and equipment cost or other
basis Complete Part VI of Schedule D 10a 426,599,530
b Less accumulated depreciation 10b 168,964,995 264,997.324| 10c 257,634,535
11 Investments—publicly traded securities 11
12 Investments—other securities See Part IV, line 11 7,013,318 12 7,472,108
13 Investments—program-related See Part IV, line 11 13
14 Intangible assets 15,337,062| 14 15,251,334
15 Other assets See Part IV, line 11 1,465,280 15 2,338,593
16 Total assets.Add lines 1 through 15 (must equal line 34) 461,959,647 16 479,867,438
17 Accounts payable and accrued expenses 13,284,855| 17 16,612,916
18 Grants payable 18
19 Deferred revenue 17,297| 19
20 Tax-exempt bond labilities 20
» |21 Escrow or custodial account liability Complete Part IV of Schedule D 21
2 22 Loans and other payables to current and former officers, directors, trustees,
=
- key employees, highest compensated employees, and disqualified
~
3] persons Complete Part II of Schedule L 22
=23  secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities (including federal income tax, payables to related third parties, 154,392,349( 25 145,956,601
and other habilities not included on lines 17-24)
Complete Part X of Schedule D
26 Total liabilities.Add lines 17 through 25 167,694,501 26 162,569,517
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 289,793,232 27 312,660,083
5 28 Temporarily restricted net assets 562,699 28 728,623
T |29 Permanently restricted net assets 3,909,215 29 3,909,215
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 204,265,146 33 317,297,921
z 34 Total liabilities and net assets/fund balances 461,959,647 34 479,867,438

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) 1 361,481,391
2 Total expenses (must equal Part IX, column (A), line 25) 2 335,514,384
3 Revenue less expenses Subtract line 2 from line 1 3 25,967,007
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) 4 294,265,146
5 Net unrealized gains (losses) on investments 5 4,737,212
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 -7,671,444
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33, column (B))| 10 317,297,921

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 No
3b

Form 990 (2017)



Additional Data

Software ID:
Software Version:
EIN: 59-0973502

Name: MEMORIAL HEALTH SYSTEMS INC
Form 990 (2017)

Form 990, Part III, Line 4a:

OPERATION OF 2 ACUTE CARE HOSPITALS WITH 16,725 PATIENT ADMISSIONS, 94,714 PATIENT DAYS, AND 152,112 QUTPATIENT VISITS IN THE CURRENT YEAR BOTH
HOSPITALS ARE LOCATED IN ORMOND BEACH AND DAYTONA BEACH, FLORIDA UNFORTUNATELY, THE OCEANSIDE LOCATION HAD TO CLOSE DUE TO HURRICANE IRMA IN
SEPTEMBER 2017




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
’;’ =4 D =)
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
DAVID OTTATI 1400
............................................................................... X o] 702,189 143,654
DIR/PRES/CHAIRMAN (BEG 6/17, END PRES 9/17) 36 00
ROBERT FULBRIGHT 14 00
....................................................................................... X 0 1,999,664 94,950
DIR/CHAIR/TREAS (END 4/17) 36 00
JOHN ADAMS 060
............................................................................... X 306 o} 0
DIRECTOR 060
JAMES AROCHO MD 060
............................................................................... X 306 o} 0
DIRECTOR 000
LONNIE BROWN 060
............................................................................... X 306 o} 0
DIRECTOR 000
JAMES BRYAN MD 060
............................................................................... X 306 o} 0
DIRECTOR 000
DAVID BURT 060
............................................................................... X 306 o} 0
DIRECTOR 000
PAUL CLARE 060
............................................................................... X 306 o} 0
DIRECTOR 000
SURESH DESAI MD 580
............................................................................... X 40,706 o} 0
DIRECTOR 000
JOHN FERGUSON 060
............................................................................... X 306 o} 0
DIRECTOR (BEG 1/17) 0 60




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 | 2= | 5 |2 [& EFAE organizations
line) A R R
5o [ = :g ]
=,z = o
2| = s 3
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
TODD GOODMAN 060
............................................................................... X o] 752,877 139,261
DIR/SEC (BEG 2/17, SEC END 9/17) 50 00
LARS HOUMANN 060
....................................................................................... X 0 2,430,960 329,576
DIRECTOR (BEG 12/17) 50 00
SANDRA K JOHNSON 060
....................................................................................... X 0 1,386,877 168,140
DIRECTOR (END 12/17) 50 00
KENNETH MATTISON 060
............................................................................... X o] 601,995 98,824
DIRECTOR (END 9/17) 50 00
WILLIAM MCMUNN 060
............................................................................... X 306 o} 0
DIRECTOR 000
ED NOSEWORTHY 5000
............................................................................... X X o] 750,638 120,291
DIRECTOR/CEO 060
RON RASMUSSEN MD 060
............................................................................... X o] 465,698 37,547
DIRECTOR 60 00
EDDIE SCHATZ IR 060
............................................................................... X 306 o} 0
DIRECTOR 000
JULIE SCHNEIDER MD 060
............................................................................... X o] 986,954 23,752
DIRECTOR 70 00
EDDIE SOLER 060
....................................................................................... X 0 1,383,460 189,096
DIRECTOR/SEC (END 2/17) 50 00




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
= .. = ‘l,." I
3 = =2
o T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
DEBORA THOMAS 1400
....................................................................................... X X 0 1,087,902 98,411
REGION CFO, DIR BEG 12/17/SEC BEG 9/17 36 00
DARYL TOL 060
....................................................................................... X 0 1,328,194 245,784
DIR/SEC (BEG 9/17, END SEC 12/17) 50 00
JERMAINE BUCKNOR 5000
............................................................................... X o] 264,038 47,486
CFO (END 9/17) 000
TRISHA CELANO 14 00
............................................................................... X o] 452,999 71,630
REGION CCO 36 00
DARLINDA COPELAND 5000
............................................................................... X o] 406,340 69,876
coo 0 60
MICHELE GOEB-BURKETT 5000
............................................................................... X o] 289,594 73,732
CNO 0 00
KRISTEN GRAY MD 5000
....................................................................................... X 0 465,963 98,891
CMO 0 00
WILLIAM COLLINS 5000
....................................................................................... X 201,171 0 19,988
MEDICAL PHYSICIST 000
JOHN DORR 5000
............................................................................... X 195,479 o} 40,310
CHIEF PHYSICIST 000
MARSHALL HUGHEY 5000
............................................................................... X 174,952 o} 33,277
DIRECTOR OF PHARMACY 000




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

and Independent Contractors

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

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

organizations | = 2 | 5 2 1252 MISC) MISC) related
below dotted | 2= | 5 |2 [& EFAE organizations
line) A R R
g8 |2 R
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;; Z
: g2
T T
(=N
PATRICK CONNER 5000
.......................................................................... X 167,136 0 17,904
CERTIFIED RN ANESTHITIST 000
IMELDA UNTO 5000
.................................................................. X 166,991 o} 31,369
EF-ADMIN ONCOLOGY SERVICES 000
NIGEL HINDS 000
.................................................................. X o] 308,632 67,096
FORMER CFO 50 00
RONALD JIMENEZ MD 000
................................................................. X o] 452,874 85,567
FORMER CMO 50 00




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - | DLN: 93493319104728])

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
MEMORIAL HEALTH SYSTEMS INC

Employer identification number

59-0973502

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



Schedule A (Form 990 or 990-EZ) 2017
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

Page 6

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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Name: MEMORIAL HEALTH SYSTEMS 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




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - | DLN: 93493319104728])

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
MEMORIAL HEALTH SYSTEMS INC

Department of the Treasun Inspection

Internal Revenue Service

Employer identification number

59-0973502
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



Schedule C (Form 990 or 990-EZ) 2017 Page 3
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 11,815
j Total Add lines 1c through 1i 11,815
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?
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."

[

Dues, assessments and similar amounts from members

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
b Carryover from last year

Total
3 Aggregate amount reported In section 6033(e)(1)(A) notices of nondeductible section 162(e) dues

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?

5  Taxable amount of lobbying and political expenditures (see instructions)

1

2a

2b

2c

»

m Supplemental Information

Provide the descriptions required for Part I-A, line 1, Part |-B, line 4, Part |I-C, line 5, Part II-A (affiliated group list), Part II-A, lines 1 and 2 (see

instructions), and Part lI-B, line 1 Also, complete this part for any additional information

| Return Reference Explanation

PART II-B, LINE 1 AMERICAN HOSPITAL ASSOCIATION DUES AND FLORIDA HOSPITAL ASSOCIATION DUES

Schedule C (Form 990 or 990EZ) 2017



lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - | DLN: 93493319104728])

. . OMB No 1545-0047
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
MEMORIAL HEALTH SYSTEMS INC

59-0973502
.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
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 » 1

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 No

6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
» 000

7 Amount of expenses incurred In monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>3 0

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)

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

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

D Yes D No

IEEIE Escrow and Custodial Arrangements.

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

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

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

1a
b

c
d
e

-

3a

b
4

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

Beginning of year balance

Contributions

Net investment earnings, gains, and losses

Grants or scholarships

Other expenditures for facilities
and programs

Administrative expenses

End of year balance

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

Permanent endowment »

Temporarily restricted endowment »

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

organization by Yes

(i) unrelated organizations 3a(i)

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

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

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

m Land, Buildings, and Equipment.

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

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

Description of property
(investment)

1la Land

b Buildings

c Leasehold improvements
d Equipment

e Other

21,454,232

21,454,232

281,892,814

81,607,260

200,285,554

121,389,181

86,735,743

34,653,438

1,863,303

621,992

1,241,311

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

257,634,535

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, line 11c. See Form 990, Part X, line 13.

(a) Description of investment

(b) Book value (c) Method of valuation

Cost or end-of-year market value

(1)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

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

»

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

DUE TO RELATED

5,217,627

PAYABLE TO THIRD PARTIES

2,244,701

CREDIT BALANCES IN A/R

1,657,937

OTHER DEFERRED REVENUE

202,114

INTERCO ALLOC OF TE BOND PROCEEDS

134,795,926

LEASES PAYABLE

1,321,869

DUE TO AFFILIATED

244,605

OTHER LIABILITIES

271,822

(9)

Total. (Column (b} must equal Form 990, Part X, col (B) line 25 )

> 145,956,601

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

Software ID:
Software Version:
EIN: 59-0973502
Name: MEMORIAL HEALTH SYSTEMS INC

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

1 (a) Description of Liability (b) Book Value

DUE TO RELATED 5,217,627
PAYABLE TO THIRD PARTIES 2,244,701
CREDIT BALANCES IN A/R 1,657,937
OTHER DEFERRED REVENUE 202,114
INTERCO ALLOC OF TE BOND PROCEEDS 134,795,926
LEASES PAYABLE 1,321,869
DUE TO AFFILIATED 244,605
OTHER LIABILITIES 271,822




Supplemental Information

Return Reference

Explanation

PART II, LINE 9

THE FILING ORGANIZATION HAS RECORDED THE LAND CONSERVATION EASEMENT ON ITS FINANCIAL STATE
MENTS AS A PROPERTY, PLANT, AND EQUIPMENT ASSET THE CONSERVATION EASEMENT GENERATES NO RE
VENUE AND THE FILING ORGANIZATION DID NOT INCUR ANY EXPENSE IN THE CURRENT YEAR RELATED TO
THE MAINTENANCE AND MONITORING OF THE CONSERVATION EASEMENT




Supplemental Information

Return Reference

Explanation

PART X, LINE 2

THE HOSPITAL IS PART OF A CONSOLIDATED AUDITED FINANCIAL STATEMENT THE CONSOLIDATED AUDIT
ED FINANCIAL STATEMENT INCLUDES THE FOLLOWING FIN 48 (ASC 740) FOOTNOTE - THE DIVISION FOL
LOWS THE INCOME TAXES TOPIC OF THE ACCOUNTING STANDARDS CODIFICATION (ASC) (ASC 740) WHICH
PRESCRIBES THE ACCOUNTING FOR UNCERTAINTY IN INCOME TAX POSITIONS RECOGNIZED IN FINANCIAL
STATEMENTS ASC 740 PRESCRIBES A RECOGNITION THRESHOLD AND MEASUREMENT ATTRIBUTE FOR THE
FINANCIAL STATEMENT RECOGNITION AND MEASUREMENT OF A TAX POSITION TAKEN, OR EXPECTED TO BE

TAKEN, IN A TAX RETURN THERE WERE NO MATERIAL UNCERTAIN TAX POSITIONS AS OF DECEMBER 31,
2017
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» 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
MEMORIAL HEALTH SYSTEMS INC
59-0973502
m Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a 1a | Yes
b If"Yes," wasitawrnttenpolicy? . . . . . . . . . . ..o o e e e e 1b | Yes
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of the financial
assistance policy to its various hospital facilities during the tax year
Applied uniformly to all hospital facilities O Applied uniformly to most hospital facilities
O Generally tallored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of the
organization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free care?
If "Yes," indicate which of the following was the FPG family income imit for eligibility for free care 3a | Yes
L 100% [ 150% 200% [ other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate
which of the following was the family income limit for eligibility for discounted care 3b No
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 | Yes
If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligibile for free or discounted care? 5c No
6a Did the organization prepare a community benefit report during the tax year? 6a | Yes
b If "Yes," did the organization make It available to the public? 6b No
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) 10,686,989 10,686,989 3190 %
b Medicaid (from Worksheet 3,
column a) 32,280,180 17,467,532 14,812,648 4410 %

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

d Total Financial Assistance and
Means-Tested Government

Programs 42,967,169 17,467,532 25,499,637 7 600 %
Other Benefits

e Community health improvement
services and community benefit
operations (from Worksheet 4) 223,318 223,318 0 070 %

f Health professions education
(from Worksheet 5)

g Subsidized health services (from
Worksheet 6)

h Research {from Worksheet 7)

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

Worksheet 8) 1,267 1,267 0%
j Total. Other Benefits 224,585 224,585 0 070 %
k Total. Add lines 7d and 7) 43,191,754 17,467,532 25,724,222 7670 %

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 501927 Schedule H (Form 990) 2017
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Community Building Activities Complete this table If the organization conducted any community building activities
during the tax year, and describe in Part VI how 1ts community building activities promoted the health of the
communities It serves.

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

Physical improvements and housing

Economic development

Community support

Environmental improvements

g |k |w N e

Leadership development and
training for community members

)]

Coalition building

7 Community health improvement
advocacy

8 Workforce development

9 Other
10 Total
Bad Debt, Medicare, & Collection Practices

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

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

methodology used by the organization to estimate this amount . . . . . . 2 15 965 780

3 Enter the estimated amount of the organization's bad debt expense attributable to patients
eligible under the organization's financial assistance policy Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale, If any, for
including this portion of bad debt as community benefit . . . . . . 3 1,559,743

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 | 95,743,157,
6 Enter Medicare allowable costs of care relating to payments online5 . . . . . | 6 | 84,417,402
7 Subtract line 6 from line 5 This 1s the surplus (or shortfall) . . . . . . . . | 7 | 11,325,755
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 in Part VI . . . o e e e e e e e e e e e 9b | Yes

Management Companies and Joint Ventures
MWQHQ%&%&E&QFG by officers,| directors, trusise)ngg(\_(rﬁmg}%fz%rﬁgﬂ,physmans—sea 'nfU}JEﬂﬂ'ﬂNzatmn's (d) Officers, directors, {e) Physicians'

activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees’ profit % ownership %
or stock ownership %

Schedule H (Form 990) 2017
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IEZEXA Facility Information

Section A. Hospital Facilities

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

How many hospital facilities did the
organization operate during the tax year?
2

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

[eudeay pasuaniT
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c-43
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1BY30-43

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)
FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER

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 16

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 | Yes
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b | Yes
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE STATEMENT

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 17
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE STATEMENT
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
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IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER
Name of hospital facility or letter of facility reporting group
Yes | No

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

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

b [ income level other than FPG (describe In Section C)
c Asset level

d Medical indigency

e Insurance status

f Underinsurance discount

gl Residency

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

15 Explained the method for applying for financial assistance? . . . . . . « « « + « + &« & 4 4 4 a4 15| Yes

If “Yes,” indicate how the hospital facility’s FAP or FAP application form (including accompanying instructions) explained the
method for applying for financial assistance (check all that apply)

a Described the information the hospital facility may require an individual to provide as part of his or her application

b Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application

c Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process

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

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
SEE STATEMENT

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

c A plain language summary of the FAP was widely available on a website (list url)
SEE STATEMENT
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

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

i other (describe in Section C)

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

FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER

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)
FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER
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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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)
FLORIDA HOSPITAL OCEANSIDE

Name of hospital facility or letter of facility reporting group

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

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

or the 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 16

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 | Yes
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b | Yes
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE STATEMENT

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 17
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE STATEMENT
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
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Page 5
IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
FLORIDA HOSPITAL OCEANSIDE
Name of hospital facility or letter of facility reporting group
Yes | No

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

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

b [ income level other than FPG (describe In Section C)
c Asset level

d Medical indigency

e Insurance status

f Underinsurance discount

gl Residency

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

15 Explained the method for applying for financial assistance? . . . . . . « « « + « + &« & 4 4 4 a4 15| Yes

If “Yes,” indicate how the hospital facility’s FAP or FAP application form (including accompanying instructions) explained the
method for applying for financial assistance (check all that apply)

a Described the information the hospital facility may require an individual to provide as part of his or her application

b Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application

c Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process

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

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
SEE STATEMENT

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

c A plain language summary of the FAP was widely available on a website (list url)
SEE STATEMENT
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

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

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

FLORIDA HOSPITAL OCEANSIDE

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)
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Page 7

IEZEXA  Facility Information (continued)

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

FLORIDA HOSPITAL OCEANSIDE

Name of hospital facility or letter of facility reporting group

22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-eligible
individuals for emergency or other medically necessary care

a [] The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service during a prior 12-month
period

b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and all private health
insurers that pay claims to the hospital facility during a prior 12-month period

c [ The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or In combination with
Medicare fee-for-service and all private health insurers that pay claims to the hospital facility during a prior 12-month
period

d[] The hospital facility used a prospective Medicare or Medicaid method

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

If "Yes," explain in Section C

24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross charge for any
service provided to that individual? . Poe e e e e e e e e e e

If "Yes," explain in Section C

Yes

23

No

24

No
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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

PART I, LINE 6A THE FILING ORGANIZATION IS A WHOLLY OWNED SUBSIDIARY OF ADVENTIST HEALTH SYSTEM

SUNBELT HEALTHCARE CORPORATION (AHSSHC) DURING ITS CURRENT TAX YEAR AHSSHC SERVES AS
A PARENT ORGANIZATION TO 22 TAX-EXEMPT 501(C)(3) HOSPITAL ORGANIZATIONS THAT OPERATE 43
HOSPITALS IN NINE STATES WITHIN THE U S THE SYSTEM OF ORGANIZATIONS UNDER THE CONTROL
AND OWNERSHIP OF AHSSHC IS KNOWN AS "ADVENTIST HEALTH SYSTEM" (AHS) ALL HOSPITAL
ORGANIZATIONS WITHIN AHS COLLECT, CALCULATE, AND REPORT THE COMMUNITY BENEFITS THEY
PROVIDE TO THE COMMUNITIES THEY SERVE AHS ORGANIZATIONS EXIST SOLELY TO IMPROVE AND
ENHANCE THE LOCAL COMMUNITIES THEY SERVE AHS HAS A SYSTEM-WIDE COMMUNITY BENEFITS
ACCOUNTING POLICY THAT PROVIDES GUIDELINES FOR ITS HEALTH CARE PROVIDER ORGANIZATIONS
TO CAPTURE AND REPORT THE COSTS OF SERVICES PROVIDED TO THE UNDERPRIVILEGED AND TO THE
BROADER COMMUNITY EACH AHS HOSPITAL FACILITY REPORTS THEIR COMMUNITY BENEFITS TO THEIR
BOARD OF DIRECTORS AND STRIVES TO COMMUNICATE THEIR COMMUNITY BENEFITS TO THEIR LOCAL
COMMUNITIES ADDITIONALLY, THE FILING ORGANIZATIONS MOST RECENTLY CONDUCTED COMMUNITY
HEALTH NEEDS ASSESSMENT AND ASSOCIATED IMPLEMENTATION STRATEGY ARE POSTED ON THE
FILING ORGANIZATION'S WEBSITE

PART I, LINE 7 THE AMOUNTS OF COSTS REPORTED IN THE TABLE IN LINE 7 OF PART I OF SCHEDULE H WERE

DETERMINED BY UTILIZING A COST-TO-CHARGE RATIO DERIVED FROM WORKSHEET 2, RATIO OF
PATIENT CARE COST-TO-CHARGES, CONTAINED IN THE SCHEDULE H INSTRUCTIONS




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

PART III, LINE 2

THE AMOUNT OF BAD DEBT EXPENSE REPORTED ON LINE 2 OF SECTION A OF PART III IS RECORDED IN
ACCORDANCE WITH HEALTHCARE FINANCIAL MANAGEMENT ASSOCIATION STATEMENT NO 15
DISCOUNTS AND PAYMENTS ON PATIENT ACCOUNTS ARE RECORDED AS ADJUSTMENTS TO REVENUE,
NOT BAD DEBT EXPENSE

PART III, LINE 3

METHODOLOGY FOR DETERMINING THE ESTIMATED AMOUNT OF BAD DEBT EXPENSE THAT MAY
REPRESENT PATIENTS WHO COULD HAVE QUALIFIED UNDER THE FILING ORGANIZATION'S FINANCIAL
ASSISTANCE POLICY SELF-PAY PATIENTS MAY APPLY FOR FINANCIAL ASSISTANCE BY COMPLETING A
FINANCIAL ASSISTANCE APPLICATION FORM (FAA FORM) IF AN INDIVIDUAL DOES NOT SUBMIT A
COMPLETE FAA FORM WITHIN 240 DAYS AFTER THE FIRST POST-DISCHARGE BILLING STATEMENT IS
SENT TO THE INDIVIDUAL, AN INDIVIDUAL MAY BE CONSIDERED FOR PRESUMPTIVE ELIGIBILITY BASED
UPON A SCORING TOOL THAT IS DESIGNED TO CLASSIFY PATIENTS INTO GROUPS OF VARYING
ECONOMIC MEANS THE SCORING TOOL USES ALGORITHMS THAT INCORPORATE DATA FROM CREDIT
BUREAUS, DEMOGRAPHIC DATABASES, AND HOSPITAL SPECIFIC DATA TO INFER AND CLASSIFY
PATIENTS INTO RESPECTIVE ECONOMIC MEANS CATEGORIES INDIVIDUALS WHO EARN A CERTAIN
SCORE ON THE SCORING TOOL ARE CONSIDERED TO QUALIFY AS ELIGIBLE FOR THE MOST GENEROUS
FINANCIAL ASSISTANCE UNDER THE FILING ORGANIZATION'S FINANCIAL ASSISTANCE POLICY AS
DETERMINED BY THE FILING ORGANIZATION, A NOMINAL AMOUNT OF SUCH A PATIENT'S BILL IS
WRITTEN OFF AS BAD DEBT EXPENSE, WHILE THE REMAINING PORTION OF THE PATIENT'S BILL IS
CONSIDERED NON-STATE CHARITY THE AMOUNT WRITTEN OFF AS BAD DEBT EXPENSE FOR THOSE
PATIENTS WHO POTENTIALLY QUALIFY AS NON-STATE CHARITY USING THE SCORING TOOL IS THE
AMOUNT SHOWN ON LINE 3 OF SECTION A OF PART III RATIONALE FOR INCLUDING CERTAIN BAD
DEBTS IN COMMUNITY BENEFIT THE FILING ORGANIZATION IS DEDICATED TO THE VIEW THAT
MEDICALLY NECESSARY HEALTH CARE FOR EMERGENCY AND NON-ELECTIVE PATIENTS SHOULD BE
ACCESSIBLE TO ALL, REGARDLESS OF AGE, GENDER, GEOGRAPHIC LOCATION, CULTURAL
BACKGROUND, PHYSICIAN MOBILITY, OR ABILITY TO PAY THE FILING ORGANIZATION TREATS
EMERGENCY AND NON-ELECTIVE PATIENTS REGARDLESS OF THEIR ABILITY TO PAY OR THE
AVAILABILITY OF THIRD-PARTY COVERAGE BY PROVIDING HEALTH CARE TO ALL WHO REQUIRE
EMERGENCY OR NON-ELECTIVE CARE IN A NON-DISCRIMINATORY MANNER, THE FILING ORGANIZATION
IS PROVIDING HEALTH CARE TO THE BROAD COMMUNITY IT SERVES AS A 501(C)(3) HOSPITAL
ORGANIZATION, THE FILING ORGANIZATION MAINTAINS A 24/7 EMERGENCY ROOM PROVIDING CARE
TO ALL WHOM PRESENT WHEN A PATIENT'S ARRIVAL AND/OR ADMISSION TO THE FACILITY BEGINS
WITHIN THE EMERGENCY DEPARTMENT, TRIAGE AND MEDICAL SCREENING ARE ALWAYS COMPLETED
PRIOR TO REGISTRATION STAFF PROCEEDING WITH THE DETERMINATION OF A PATIENT'S SOURCE OF
PAYMENT IF THE PATIENT REQUIRES ADMISSION AND CONTINUED NON-ELECTIVE CARE, THE FILING
ORGANIZATION PROVIDES THE NECESSARY CARE REGARDLESS OF THE PATIENT'S ABILITY TO PAY THE
FILING ORGANIZATION'S OPERATION OF A 24/7 EMERGENCY DEPARTMENT THAT ACCEPTS ALL
INDIVIDUALS IN NEED OF CARE PROMOTES THE HEALTH OF THE COMMUNITY THROUGH THE PROVISION
OF CARE TO ALL WHOM PRESENT CURRENT INTERNAL REVENUE SERVICE GUIDANCE THAT TAX-EXEMPT
HOSPITALS MAINTAIN SUCH EMERGENCY ROOMS WAS ESTABLISHED TO ENSURE THAT EMERGENCY
CARE WOULD BE PROVIDED TO ALL WITHOUT DISCRIMINATION THE TREATMENT OF ALL AT THE FILING
ORGANIZATION'S EMERGENCY DEPARTMENT IS A COMMUNITY BENEFIT UNDER THE FILING
ORGANIZATION'S FINANCIAL ASSISTANCE POLICY, EVERY EFFORT IS MADE TO OBTAIN A PATIENT'S
NECESSARY FINANCIAL INFORMATION TO DETERMINE ELIGIBILITY FOR FINANCIAL ASSISTANCE
HOWEVER, NOT ALL PATIENTS WILL COOPERATE WITH SUCH EFFORTS AND A FINANCIAL ASSISTANCE
ELIGIBILITY DETERMINATION CANNOT BE MADE BASED UPON INFORMATION SUPPLIED BY THE
INDIVIDUAL IN THIS CASE, A PATIENT'S PORTION OF A BILL THAT REMAINS UNPAID FOR A CERTAIN
STIPULATED TIME PERIOD IS WHOLLY OR PARTIALLY CLASSIFIED AS BAD DEBT BAD DEBTS
ASSOCIATED WITH PATIENTS WHO HAVE RECEIVED CARE THROUGH THE FILING ORGANIZATION'S
EMERGENCY DEPARTMENT SHOULD BE CONSIDERED COMMUNITY BENEFIT AS CHARITABLE HOSPITALS
EXIST TO PROVIDE SUCH CARE IN PURSUIT OF THEIR PURPOSE OF MEETING THE NEED FOR EMERGENCY
MEDICAL CARE SERVICES AVAILABLE TO ALL IN THE COMMUNITY




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

PART III, LINE 4

FINANCIAL STATEMENT FOOTNOTE RELATED TO ACCOUNTS RECEIVABLE AND ALLOWANCE FOR
UNCOLLECTIBLE ACCOUNTS THE FINANCIAL INFORMATION OF THE FILING ORGANIZATION IS INCLUDED
IN A CONSOLIDATED AUDITED FINANCIAL STATEMENT FOR THE CURRENT YEAR THE APPLICABLE
FOOTNOTE FROM THE ATTACHED CONSOLIDATED AUDITED FINANCIAL STATEMENTS THAT ADDRESSES
ACCOUNTS RECEIVABLE, THE ALLOWANCE FOR UNCOLLECTIBLE ACCOUNTS, AND THE PROVISION FOR
BAD DEBTS CAN BE FOUND ON PAGE 7 PLEASE NOTE THAT DOLLAR AMOUNTS ON THE ATTACHED
CONSOLIDATED AUDITED FINANCIAL STATEMENTS ARE IN THOUSANDS

PART III, LINE 8

COSTING METHODOLOGY MEDICARE ALLOWABLE COSTS WERE CALCULATED USING A COST-TO-
CHARGE RATIO




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

PART III, LINE 9B

THE HOSPITAL FILING ORGANIZATION'S COLLECTION PRACTICES ARE IN CONFORMITY WITH THE
REQUIREMENTS SET FORTH IN THE 2014 FINAL REGULATIONS REGARDING THE REQUIREMENTS OF
INTERNAL REVENUE CODE SECTION 501(R)(4) - (R)(6) NO EXTRAORDINARY COLLECTION ACTIONS
(ECA'S) ARE INITIATED BY THE HOSPITAL FILING ORGANIZATION IN THE 120-DAY PERIOD FOLLOWING
THE DATE AFTER THE FIRST POST-DISCHARGE BILLING STATEMENT IS SENT TO THE INDIVIDUAL (OR, IF
LATER, THE SPECIFIED DEADLINE GIVEN IN A WRITTEN NOTICE OF ACTIONS THAT MAY BE TAKEN, AS
DESCRIBED BELOW) INDIVIDUALS ARE PROVIDED WITH AT LEAST ONE WRITTEN NOTICE (NOTICE OF
ACTIONS THAT MAY BE TAKEN) AND A COPY OF THE FILING ORGANIZATION'S PLAIN LANGUAGE
SUMMARY OF THE FINANCIAL ASSISTANCE POLICY THAT INFORMS THE INDIVIDUAL THAT THE HOSPITAL
FILING ORGANIZATION MAY TAKE ACTIONS TO REPORT ADVERSE INFORMATION TO CREDIT REPORTING
AGENCIES/BUREAUS IF THE INDIVIDUAL DOES NOT SUBMIT A FINANCIAL ASSISTANCE APPLICATION
FORM (FAA FORM) OR PAY THE AMOUNT DUE BY A SPECIFIED DEADLINE THE SPECIFIED DEADLINE IS
NOT EARLIER THAN 120 DAYS AFTER THE FIRST POST-DISCHARGE BILLING STATEMENT IS SENT TO THE
INDIVIDUAL AND IS AT LEAST 30 DAYS AFTER THE NOTICE IS PROVIDED A REASONABLE ATTEMPT IS
ALSO MADE TO ORALLY NOTIFY AN INDIVIDUAL ABOUT THE FILING ORGANIZATION'S FINANCIAL
ASSISTANCE POLICY AND HOW THE INDIVIDUAL MAY OBTAIN ASSISTANCE WITH THE FINANCIAL
ASSISTANCE APPLICATION PROCESS IF AN INDIVIDUAL SUBMITS AN INCOMPLETE FAA FORM DURING
THE 240-DAY PERIOD FOLLOWING THE DATE ON WHICH THE FIRST POST-DISCHARGE BILLING
STATEMENT WAS SENT TO THE INDIVIDUAL, THE HOSPITAL FILING ORGANIZATION SUSPENDS ANY
REPORTING TO CONSUMER CREDIT REPORTING AGENCIES/BUREAUS (OR CEASES ANY OTHER ECA'S)
AND PROVIDES A WRITTEN NOTICE TO THE INDIVIDUAL DESCRIBING WHAT ADDITIONAL INFORMATION
OR DOCUMENTATION IS NEEDED TO COMPLETE THE FAA FORM THIS WRITTEN NOTICE CONTAINS
CONTACT INFORMATION INCLUDING THE TELEPHONE NUMBER AND PHYSICAL LOCATION OF THE
HOSPITAL FACILITY'S OFFICE OR DEPARTMENT THAT CAN PROVIDE INFORMATION ABOUT THE
FINANCIAL ASSISTANCE POLICY, AS WELL AS CONTACT INFORMATION OF THE HOSPITAL FACILITY'S
OFFICE OR DEPARTMENT THAT CAN PROVIDE ASSISTANCE WITH THE FINANCIAL ASSISTANCE
APPLICATION PROCESS OR, ALTERNATIVELY, A NONPROFIT ORGANIZATION OR GOVERNMENTAL AGENCY
THAT CAN PROVIDE ASSISTANCE WITH THE FINANCIAL ASSISTANCE APPLICATION PROCESS IF THE
HOSPITAL FACILITY IS UNABLE TO DO SO IF AN INDIVIDUAL SUBMITS A COMPLETE FAA FORM WITHIN
A REASONABLE TIME-PERIOD AS SET FORTH IN THE NOTICE DESCRIBED ABOVE, THE HOSPITAL FILING
ORGANIZATION WILL SUSPEND ANY ADVERSE REPORTING TO CONSUMER CREDIT REPORTING
AGENCIES/BUREAUS UNTIL A FINANCIAL ASSISTANCE POLICY ELIGIBILITY DETERMINATION CAN BE
MADE

SUPPLEMENTAL SCHEDULE TO
SCHEDULE H, PART III, SECTION B

RECONCILIATION OF SCHEDULE H REPORTED MEDICARE SURPLUS/(SHORTFALL) TO UNREIMBURSED
MEDICARE COSTS ASSOCIATED WITH THE PROVISION OF SERVICESTO ALL MEDICARE

BENEFICIARIES THE MEDICARE REVENUE AND ALLOWABLE COSTS OF CARE REPORTED IN SECTION B OF
PART III OF SCHEDULE H ARE BASED UPON THE AMOUNTS REPORTED IN THE FILING ORGANIZATION'S
MEDICARE COST REPORT IN ACCORDANCE WITH THE IRS INSTRUCTIONS FOR SCHEDULE H ON AN
ANNUAL BASIS, THE FILING ORGANIZATION ALSO DETERMINES ITS TOTAL UNREIMBURSED COSTS
ASSOCIATED WITH PROVIDING SERVICES TO ALL MEDICARE PATIENTS UNREIMBURSED COSTS ARE
CONSIDERED A COMMUNITY BENEFIT TO THE ELDERLY AND ARE COMBINED INTO AN ANNUAL
COMMUNITY BENEFIT STATEMENT PREPARED BY ADVENTIST HEALTH SYSTEM THE PRIMARY
RECONCILING ITEMS BETWEEN THE MEDICARE SURPLUS/(SHORTFALL) SHOWN ON LINE 7 OF SECTION B
OF PART III OF SCHEDULE H AND THE FILING ORGANIZATION'S UNREIMBURSED COSTS OF SERVICES
PROVIDED TO MEDICARE PATIENTS AS REPORTED IN THE AHS COMMUNITY BENEFIT REPORT ARE AS
FOLLOWS - MEDICARE SURPLUS/(SHORTFALL) SHOWN ON LINE 7 OF SECTION B OF SCHEDULEH $
11,325,755- DIFFERENCE IN COSTING METHODOLOGY (19,839,021)- UNREIMBURSED COSTS
INCURRED FOR SERVICES PROVIDED TO MEDICARE PATIENTS THAT ARE NOT INCLUDED IN THE
ORGANIZATION'S MEDICARE COST REPORT (8,963,748) ------------- TOTAL SURPLUS/(SHORTFALL)
COSTS OF SERVING ALL MEDICARE PATIENTS PER THE FILING ORGANIZATION'S COMMUNITY BENEFIT
REPORTING $ (17,477,014)AS INDICATED ABOVE, THE PRIMARY DIFFERENCES BETWEEN THE
MEDICARE SURPLUS/(SHORTFALL) REPORTED ON SCHEDULE H, PART III, SECTION B, LINE 7 AND THE
FILING ORGANIZATION'S PORTION OF THE COMPANY'S ANNUAL COMMUNITY BENEFIT STATEMENT IS
DUE TO A DIFFERENCE IN THE COSTING METHODOLOGY AND DIFFERENCES IN THE POPULATION OF
MEDICARE PATIENTS WITHIN THE CALCULATION THE COST METHODOLOGY UTILIZED IN CALCULATING
ANY MEDICARE SURPLUS/(SHORTFALL) FOR PURPOSES OF THE ANNUAL COMMUNITY BENEFIT
REPORTING IS BASED UPON THE COST-TO-CHARGE RATIO OUTLINED IN WORKSHEET 2 OF THE
SCHEDULE H INSTRUCTIONS THE SAME COST-TO-CHARGE RATIO IS USED TO DETERMINE THE COSTS
ASSOCIATED WITH SERVICES PROVIDED TO CHARITY CARE PATIENTS AND MEDICAID PATIENTS AS
REPORTED IN SCHEDULE H, PART I, LINE 7 IN ADDITION, THE MEDICARE COST REPORT EXCLUDES
SERVICES PROVIDED TO MEDICARE PATIENTS FOR PHYSICIAN SERVICES, SERVICES PROVIDED TO
PATIENTS ENROLLED IN MEDICARE HMOS, AND CERTAIN SERVICES PROVIDED BY OUTPATIENT
DEPARTMENTS OF THE FILING ORGANIZATION THAT ARE REIMBURSED ON A FEE SCHEDULE THE
COMPANY'S OWN COMMUNITY BENEFIT STATEMENT CAPTURES THE UNREIMBURSED COST OF
PROVIDING SERVICES TO ALL MEDICARE BENEFICIARIES THROUGHOUT THE ORGANIZATION
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Form and Line Reference

Explanation

PART VI, LINE 2

THE HOSPITALS CONDUCTED COMMUNITY HEALTH NEEDS ASSESSMENTS (CHNA) DURING 2013 AND
2016 THE 2016 CHNAS WERE ADOPTED BY THE GOVERNING BOARD BY DECEMBER 31, 2016, THE END
OF THE FILING ORGANIZATION'S TAXABLE YEAR IN WHICH IT CONDUCTED THE CHNAS THE HOSPITALS'
2016 CHNAS COMPLIED WITH THE GUIDANCE SET FORTH BY THE IRS IN FINAL REGULATION SECTION

1 501(R)-3 IN ADDITION TO THE CHNAS DISCUSSED ABOVE, A VARIETY OF PRACTICES AND
PROCESSES ARE IN PLACE TO ENSURE THAT THE FILING ORGANIZATION IS RESPONSIVE TO THE
HEALTH NEEDS OF ITS COMMUNITIES SUCH PRACTICES AND PROCESSES INVOLVE THE FOLLOWING 1 A
HOSPITAL OPERATING/COMMUNITY BOARD COMPOSED OF INDIVIDUALS BROADLY REPRESENTATIVE OF
THE COMMUNITY, COMMUNITY LEADERS, AND THOSE WITH SPECIALIZED MEDICAL TRAINING AND
EXPERTISE,2 POST-DISCHARGE PATIENT FOLLOW-UP RELATED TO THE ON-GOING CARE AND
TREATMENT OF PATIENTS WHO SUFFER FROM CHRONIC DISEASES, 3 SPONSORSHIP AND
PARTICIPATION IN COMMUNITY HEALTH AND WELLNESS ACTIVITIES THAT REACH A BROAD SPECTRUM
OF THE FILING ORGANIZATION'S COMMUNITY, AND 4 COLLABORATION WITH OTHER LOCAL
COMMUNITY GROUPS TO ADDRESS THE HEALTH CARE NEEDS OF THE FILING ORGANIZATION'S
COMMUNITY

PART VI, LINE 3

THE FINANCIAL ASSISTANCE POLICY (FAP), FINANCIAL ASSISTANCE APPLICATION FORM (FAA FORM),
AND THE PLAIN LANGUAGE SUMMARY OF THE FINANCIAL ASSISTANCE POLICY (PLS) OF THE FILING
ORGANIZATION'S HOSPITAL FACILITIES ARE TRANSPARENT AND AVAILABLE TO ALL INDIVIDUALS
SERVED AT ANY POINT IN THE CARE CONTINUUM THE FAP, FAA FORM, PLS, AND CONTACT
INFORMATION FOR EACH HOSPITAL FACILITY'S FINANCIAL COUNSELORS ARE PROMINENTLY AND
CONSPICUOUSLY POSTED ON EACH FILING ORGANIZATION'S HOSPITAL FACILITY'S WEBSITES THE
WEBSITES INDICATES THAT A COPY OF THE FAP, FAA FORM, AND PLS IS AVAILABLE AND HOW TO
OBTAIN SUCH COPIES IN THE PRIMARY LANGUAGES OF ANY POPULATIONS WITH LIMITED PROFICIENCY
IN ENGLISH THAT CONSTITUTE THE LESSER OF 1,000 INDIVIDUALS OR 5% OF THE MEMBERS OF THE
COMMUNITY SERVED BY THE HOSPITAL FACILITY (REFERRED TG BELOW AS LEP DEFINED
POPULATIONS) SIGNAGE IS DISPLAYED IN PUBLIC LOCATIONS OF THE FILING ORGANIZATION'S
HOSPITAL FACILITIES, INCLUDING AT ALL POINTS OF ADMISSION AND REGISTRATION AND THE
EMERGENCY DEPARTMENT THE SIGNAGE CONTAINS THE HOSPITAL FACILITY'S WEBSITE ADDRESS
WHERE THE FAP, FAA FORM, AND PLS CAN BE ACCESSED AND THE TELEPHONE NUMBER AND PHYSICAL
LOCATION THAT INDIVIDUALS CAN CALL OR VISIT TO OBTAIN COPIES OF THE FAP, FAA FORM AND PLS
OR TO OBTAIN MORE INFORMATION ABOUT THE HOSPITAL FACILITY'S FAP, FAA FORM AND PLS PAPER
COPIES OF THE HOSPITAL FACILITY'S FAP, FAA FORM AND PLS ARE AVAILABLE UPON REQUEST AND
WITHOUT CHARGE, BOTH IN PUBLIC LOCATIONS IN THE HOSPITAL FACILITY AND BY MAIL PAPER
COPIES ARE MADE AVAILABLE IN ENGLISH AND IN THE PRIMARY LANGUAGES OF ANY LEP DEFINED
POPULATIONS THE FILING ORGANIZATION'S HOSPITAL FACILITY'S FINANCIAL COUNSELORS SEEK TO
PROVIDE PERSONAL FINANCIAL COUNSELING TO ALL INDIVIDUALS ADMITTED TO THE HOSPITAL
FACILITY WHO ARE CLASSIFIED AS SELF-PAY DURING THE COURSE OF THEIR HOSPITAL STAY OR AT
TIME OF DISCHARGE TO EXPLAIN THE FAP AND FAA FORM AND TO PROVIDE INFORMATION CONCERNING
OTHER SOURCES OF ASSISTANCE THAT MAY BE AVAILABLE, SUCH AS MEDICAID A PAPER COPY OF THE
HOSPITAL FACILITY'S PLS WILL BE OFFERED TO EVERY PATIENT AS A PART OF THE INTAKE OR
DISCHARGE PROCESS A CONSPICUQUS WRITTEN NOTICE IS INCLUDED ON ALL BILLING STATEMENTS
SENT TO PATIENTS THAT NOTIFIES AND INFORMS RECIPIENTS ABOUT THE AVAILABILITY OF FINANCIAL
ASSISTANCE UNDER THE FILING ORGANIZATION'S FINANCIAL ASSISTANCE POLICY, INCLUDING THE
FOLLOWING 1) THE TELEPHONE NUMBER OF THE HOSPITAL FACILITY'S OFFICE OR DEPARTMENT THAT
CAN PROVIDE INFORMATION ABOUT THE FAP AND THE FAA FORM, AND 2) THE WEBSITE ADDRESS
WHERE COPIES OF THE FAP, FAA FORM AND PLS MAY BE OBTAINED REASONABLE ATTEMPTS ARE MADE
TO INFORM INDIVIDUALS ABOUT THE HOSPITAL FACILITY'S FAP IN ALL ORAL COMMUNICATIONS
REGARDING THE AMOUNT DUE FOR THE INDIVIDUAL'S CARE COPIES OF THE PLS ARE DISTRIBUTED TO
MEMBERS OF THE COMMUNITY IN A MANNER REASONABLY CALCULATED TO REACH THOSE MEMBERS OF
THE COMMUNITY WHO ARE MOST LIKELY TO REQUIRE FINANCIAL ASSISTANCE
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Form and Line Reference

Explanation

PART VI, LINE 4

THE FILING ORGANIZATION OPERATED 2 HOSPITALS IN VOLUSIA COUNTY, FLORIDA IN 2017, FLORIDA
HOSPITAL MEMORIAL MEDICAL CENTER (MEMORIAL), A 327-LICENSED BED FACILITY AND FLORIDA
HOSPITAL OCEANSIDE (OCEANSIDE), A 80-LICENSED BED FACILITY UNFORTUNATELY, DUE TO
DAMAGED CAUSED BY HURRICANE IRMA IN SEPTEMBER 2017, OCEANSIDE HAD TO CLOSE ITS
LOCATION IN 2017 AND THE OCEANSIDE BEDS WERE RELOCATED TO MEMORIAL ADDITIONALLY, THE
FILING ORGANIZATION SERVES ITS COMMUNITIES WITH IMAGING SERVICES, AND LABORATORY
SERVICES THROUGHOUT EAST CENTRAL FLORIDA MORE THAN 400 PHYSICIANS HOLD PRIVILEGES AT
THE FILING ORGANIZATION'S FACILITIES AND COMBINED, THE FILING ORGANIZATION EMPLOYS MORE
THAN 2800 INDIVIDUALS THERE IS AN AFFILIATE HOSPITAL AND TWO OTHER HOSPITALS WITHIN A
RADIUS OF 20 MILES OR LESS FROM MEMORIAL AND OCEANSIDE APPROXIMATELY 62% OF THE FILING
ORGANIZATION'S PATIENTS DURING 2017 WERE MEDICARE PATIENTS, ABOUT 9 9% WERE MEDICAID
PATIENTS, 4 2% WERE SELF-PAY, AND THE REMAINING PERCENTAGE WERE PATIENTS COVERED UNDER
COMMERCIAL INSURANCE FOR 2017 ABOUT 59 3% OF THE HOSPITAL'S IN-PATIENTS WERE ADMITTED
THROUGH THE HOSPITAL'S EMERGENCY DEPARTMENT MEMORIAL IS VOLUSIA COUNTY'S NEWEST AND
MOST COMPREHENSIVE FACILITY ITS NEW FACILITY FEATURES THE AREA'S ONLY
ENDOVASCULAR/HYBRID OPERATING ROOM WHERE PATIENTS ARE DIAGNOSED AND TREATED IN ONE
LOCATION FOR A VARIETY OF HEART AND ENDOVASCULAR CONDITIONS, THE AREA'S ONLY SIEMENS
SOMOTOM 64-SLICE CT SCANNER FOR FASTER, PAINLESS DIAGNOSES OF HEART CONDITIONS AND
STROKES USING 50 PERCENT LESS RADIATION, AND A NEWLY EXPANDED EMERGENCY DEPARTMENT
FEATURING "NO WAIT" SERVICES VOLUSIA COUNTY, FLORIDA HAS A POPULATION OF OVER 500,000
PEOPLE, WITH AN ESTIMATED 23% AGE 65 OR OVER THE AGE OF 65 DAYTONA BEACH IS THE
REGIONAL COMMERCIAL AND CULTURAL HUB OF THE DELTONA-DAYTONA BEACH-ORMOND BEACH AREA
THE CITY IS AN INTEGRAL SEGMENT OF THE INTERSTATE HIGHWAY 4 CORRIDOR WITH SPECIALIZED
INDUSTRIES IN AEROSPACE, AUTOMOTIVE, AND MANUFACTURING THE MEDIAN HOUSEHOLD INCOME,
BASED ON POPULATION, IN VOLUSIA COUNTY IS APPROXIMATELY $40,818 HIGH SCHOOL GRADUATES
ACCOUNT FOR APPROXIMATELY 88 9% OF VOLUSIA COUNTY WITH AN ESTIMATED 22 5% HAVING A
BACHELOR'S DEGREE OR HIGHER IT IS ESTIMATED THAT 11 7% OF THE FAMILIES RESIDING IN
VOLUSIA COUNTY LIVE BELOW THE POVERTY LEVEL AND THE UNEMPLOYMENT RATE IS ABOUT

5% OCEANSIDE HAS A LONG HISTORY OF COMMUNITY SUPPORT AND SERVICES WHICH INCLUDES
MEDICAL/SURGICAL CARE AND THE OPERATION OF PENINSULA REHABILITATION CENTER, VOLUSIA
COUNTY'S ONLY INPATIENT REHABILITATION CENTER IT ALSO OFFERS AN OUTPATIENT REHAB UNIT,
IMAGING SERVICES, LABORATORY SERVICES, AND CARDIOPULMONARY SERVICES UNFORTUNATELY,
DUE TO HURRICANE IRMA IN SEPTEMBER 2017, OCEANSIDE HAD TO CLOSE ITS LOCATION

PART VI, LINE 5

THE PROVISION OF COMMUNITY BENEFIT IS CENTRAL TO THE FILING ORGANIZATION'S MISSION OF
SERVICE AND COMPASSION RESTORING AND PROMOTING THE HEALTH AND QUALITY OF LIFE OF THOSE
IN THE COMMUNITIES SERVED BY THE FILING ORGANIZATION IS A FUNCTION OF "EXTENDING THE
HEALING MINISTRY OF CHRIST AND EMBODIES THE FILING ORGANIZATION'S COMMITMENT TO ITS
VALUES AND PRINCIPLES THE FILING ORGANIZATION COMMITS SUBSTANTIAL RESOURCES TO PROVIDE
A BROAD RANGE OF SERVICES TO BOTH THE UNDERPRIVILEGED AS WELL AS THE BROADER
COMMUNITY IN ADDITION TO THE COMMUNITY BENEFIT AND COMMUNITY BUILDING INFORMATION
PROVIDED IN PARTS I, II AND III OF THIS SCHEDULE H, THE FILING ORGANIZATION CAPTURES AND
REPORTS THE BENEFITS PROVIDED TO ITS COMMUNITIES THROUGH FAITH-BASED CARE EXAMPLES OF
SUCH BENEFITS INCLUDE THE COST ASSOCIATED WITH CHAPLAINCY CARE PROGRAMS AND MISSION
PEER REVIEWS AND MISSION CONFERENCES DURING THE CURRENT YEAR, THE FILING ORGANIZATION
PROVIDED $686,535 OF BENEFIT WITH RESPECT TO THE FAITH-BASED AND SPIRITUAL NEEDS OF ITS
COMMUNITIES IN CONJUNCTION WITH ITS OPERATION OF 2 COMMUNITY HOSPITALS THE FILING
ORGANIZATION ALSO PROVIDES BENEFITS TO ITS COMMUNITY'S INFRASTRUCTURE BY INVESTING IN
CAPITAL IMPROVEMENTS TO ENSURE THAT FACILITIES AND TECHNOLOGY PROVIDE THE BEST POSSIBLE
CARE TO THE COMMUNITY DURING THE CURRENT YEAR, THE FILING ORGANIZATION EXPENDED
$11,324,058 IN NEW CAPITAL IMPROVEMENTS AS FAITH-BASED MISSION-DRIVEN COMMUNITY
HOSPITALS, THE FILING ORGANIZATION IS CONTINUALLY INVOLVED IN MONITORING ITS COMMUNITY,
IDENTIFYING UNMET HEALTH CARE NEEDS AND DEVELOPING SOLUTIONS AND PROGRAMS TO ADDRESS
THOSE NEEDS IN ACCORDANCE WITH ITS CONSERVATIVE APPROACH TO FISCAL RESPONSIBILITY,
SURPLUS FUNDS OF THE FILING ORGANIZATION ARE CONTINUALLY BEING INVESTED IN RESOURCES
THAT IMPROVE THE AVAILABILITY AND QUALITY OF DELIVERY OF HEALTH CARE SERVICES AND
PROGRAMS TO ITS COMMUNITIES




990 Schedule H, Supplemental Information

Form and Line Reference
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PART VI, LINE 6

THE FILING ORGANIZATION IS A PART OF A FAITH-BASED HEALTHCARE SYSTEM OF ORGANIZATIONS
WHOSE PARENT IS ADVENTIST HEALTH SYSTEM SUNBELT HEALTHCARE CORPORATION (AHSSHC) THE
SYSTEM IS KNOWN AS ADVENTIST HEALTH SYSTEM (AHS) AHSSHC IS AN ORGANIZATION EXEMPT
FROM FEDERAL INCOME TAX UNDER IRC SECTION 501(C)(3) AHSSHC AND ITS SUBSIDIARY
ORGANIZATIONS OPERATE 43 HOSPITALS THROUGHOUT THE U S, PRIMARILY IN THE SOUTHEASTERN
PORTION OF THE U S AHSSHC AND ITS SUBSIDIARIES ALSO OPERATE 15 NURSING HOME FACILITIES
AND OTHER ANCILLARY HEALTH CARE PROVIDER FACILITIES, SUCH AS AMBULATORY SURGERY CENTERS
AND DIAGNOSTIC IMAGING CENTERS AS THE PARENT ORGANIZATION OF THE AHS SYSTEM, AHSSHC
PROVIDES EXECUTIVE LEADERSHIP AND OTHER PROFESSIONAL SUPPORT SERVICES TO ITS SUBSIDIARY
ORGANIZATIONS PROFESSIONAL SUPPORT SERVICES INCLUDE AMONG OTHERS IT, CORPORATE
COMPLIANCE, LEGAL, REIMBURSEMENT, RISK MANAGEMENT, AND TAX AS WELL AS TREASURY
FUNCTIONS CERTAIN SUPPORT SERVICES, SUCH AS HUMAN RESOURCES, PAYROLL, A/P, AND SUPPLY
CHAIN MANAGEMENT ARE PROVIDED PURSUANT TO A SHARED SERVICES MODEL BY AHSSHC TO ITS
SUBSIDIARY ORGANIZATIONS THE PROVISION OF THESE EXECUTIVE AND SUPPORT SERVICES ON A
CENTRALIZED BASIS BY AHSSHC PROVIDES AN APPROPRIATE BALANCE BETWEEN PROVIDING EACH AHS
SUBSIDIARY HOSPITAL ORGANIZATION WITH MISSION-DRIVEN CONSISTENT LEADERSHIP AND
SUPPORT WHILE ALLOWING THE HOSPITAL ORGANIZATION TO FOCUS ITS RESOURCES ON MEETING THE
SPECIFIC HEALTH CARE NEEDS OF THE COMMUNITY IT SERVES THE READER OF THIS FORM 990
SHOULD KEEP IN MIND THAT THIS REPORTING ENTITY MAY DIFFER IN CERTAIN AREAS FROM THAT OF A
STAND-ALONE HOSPITAL ORGANIZATION DUE TO ITS INCLUSION IN A LARGER SYSTEM OF HEALTHCARE
ORGANIZATIONS AS A PART OF A SYSTEM OF HOSPITAL AND OTHER HEALTH CARE ORGANIZATIONS,
THE FILING ORGANIZATION BENEFITS FROM REDUCED COSTS DUE TO SYSTEM EFFICIENCIES, SUCH AS
LARGE GROUP PURCHASING DISCOUNTS, AND THE AVAILABILITY OF INTERNAL RESOURCES SUCH AS
INTERNAL LEGAL COUNSEL EACH AHS SUBSIDIARY PAYS A MANAGEMENT FEE TO AHSSHC FOR THE
INTERNAL SERVICES PROVIDED BY AHSSHC AS A RESULT, MANAGEMENT FEE EXPENSE REPORTED BY
AN AHS SUBSIDIARY ORGANIZATION MAY APPEAR GREATER IN RELATION TO MANAGEMENT FEE
EXPENSE THAT MAY BE REPORTED BY A SINGLE STAND-ALONE HOSPITAL THE SINGLE STAND-ALONE
HOSPITAL WOULD LIKELY REPORT COSTS ASSOCIATED WITH MANAGEMENT AND OTHER PROFESSIONAL
SERVICES ON VARIOUS EXPENSE LINE ITEMS IN ITS STATEMENT OF REVENUE AND EXPENSE AS
OPPOSED TO REPORTING SUCH COSTS IN ONE OVERALL MANAGEMENT FEE EXPENSE AS THE
REPORTING OF THE FORM 990 IS DONE ON AN ENTITY BY ENTITY BASIS, THERE IS NO SINGLE FORM
990 THAT CAPTURES THE PROGRAMS AND OPERATIONS OF AHS AS A WHOLE THE READER IS DIRECTED
TO VISIT THE WEB-SITE OF AHS AT WWW ADVENTISTHEALTHSYSTEM COM TO LEARN MORE ABOUT THE
MISSION AND OPERATIONS OF AHS

PART VI, LINE 7

THE FILING ORGANIZATION DOES NOT FILE AN ANNUAL COMMUNITY BENEFIT REPORT WITH ANY STATE
AGENCIES
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In a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

FLORIDA HOSPITAL MEMORIAL
MEDICAL CENTER

PART V, SECTION B, LINE 5 MEMORIAL HEALTH SYSTEMS, INC , D/B/A FLORIDA HOSPITAL MEMORIAL
MEDICAL CENTER, (FHMMC OR THE HOSPITAL) OPERATES TWO HOSPITALS UNDER A SINGLE LICENSE IN
VOLUSIA COUNTY, FLORIDA WITH A TOTAL OF 407 LICENSED BEDS FOR PURPOSES OF ITS 2016
COMMUNITY HEALTH NEEDS ASSESSMENT, THE HOSPITAL DEFINED ITS COMMUNITY AS ALL OF VOLUSIA
COUNTY, FLORIDA VOLUSIA COUNTY, FLORIDA HAS A TOTAL POPULATION OF OVER 500,000 ABOUT 18%
OF THE POPULATION WAS UNDER AGE 18 AND 23% OF THE POPULATION WAS 65 YEARS OR OLDER
FHMMC JOINED WITH ITS FOUR AFFILIATED HOSPITALS IN VOLUSIA COUNTY AND WITH HALIFAX HEALTH,
AN UNRELATED GOVERNMENTAL HOSPITAL IN VOLUSIA COUNTY, AND WITH THE VOLUSIA COUNTY
DEPARTMENT OF HEALTH TO CONDUCT A COUNTY-WIDE COMMUNITY HEALTH NEEDS ASSESSMENT IN
2015-2016 ADDITIONALLY, THE HOSPITAL CONTRACTED WITH ONE VOICE FOR VOLUSIA, A LOCAL NON-
PROFIT ORGANIZATION TO ASSIST IN PRIMARY DATA COLLECTION, COMPILATION AND ANALYSIS AND
FACILITATION OF THE REVIEW AND PRIORITIZATION PROCESS FOR IDENTIFIED COMMUNITY HEALTH
NEEDS AS A PART OF ITS EFFORTS TO ENSURE BROAD COMMUNITY-BASED INPUT INTO THE CHNA
PROCESS, THE HOSPITAL ESTABLISHED A LEADERSHIP TEAM THAT INCLUDED 45 LEADERS FROM 15
ORGANIZATIONS REPRESENTING KEY SECTORS OF THE PUBLIC HEALTH SYSTEM AS WELL AS LOW-
INCOME, MINORITY AND OTHER UNDERSERVED POPULATIONS IN ADDITION TO THE LEADERSHIP TEAM,
THE 2016 COMMUNITY HEALTH NEEDS ASSESSMENT PROCESS INCLUDED INPUT FROM PEOPLE
REPRESENTING THE BROAD COMMUNITY, INCLUDING LOW-INCOME, MINORITY, AND OTHER MEDICALLY
UNDERSERVED POPULATIONS THIS INPUT WAS GATHERED THROUGH COMMUNITY SURVEYS (INTERNET
AND PAPER) THAT REACHED 2,003 CONSUMERS AND STAKEHOLDERS AND TWO COMMUNITY MEETINGS
ITHAT ENGAGED 120 COMMUNITY MEMBERS AND STAKEHOLDERS THE FOLLOWING COMMUNITY-BASED
ORGANIZATIONS WERE PARTICIPANTS ON THE LEADERSHIP TEAM THESE ORGANIZATIONS SPECIFICALLY
REPRESENTED THE NEEDS OF LOW-INCOME, MINORITY AND MEDICALLY UNDERSERVED POPULATIONS
THE VOLUSIA COUNTY HEALTH DEPARTMENT,THE JESUS CLINIC - A CLINIC PROVIDING FREE HEALTHCARE
[TO FAMILIES THAT DO NOT QUALIFY FOR MEDICAID AND ARE UNINSURED,FAMILY HEALTH SOURCE
MEDICAL CENTERS,LUTHERAN SERVICES FLORIDA HEALTH SYSTEMS,VOLUSIA COUNTY
SCHOOLS,STETSON UNIVERSITY,COUNCIL ON AGING,CAREER SOURCE FLAGLER/VOLUSIA,HEALTHY START
COALITION OF FLAGLER AND VOLUSIA,EASTER SEALS,BETHUNE-COOKMAN UNIVERSITY,UNITED WAY OF
VOLUSIA-FLAGLER COUNTIES, ANDSTEWART MARCHMAN ACT BEHAVIORAL HEALTHCARE - RECOVERY FOR
MENTAL ILLNESS AND ADDICTION
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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

FLORIDA HOSPITAL OCEANSIDE

PART V, SECTION B, LINE 5 MEMORIAL HEALTH SYSTEMS, INC , D/B/A FLORIDA HOSPITAL MEMORIAL
MEDICAL CENTER, (FHMMC OR THE HOSPITAL) OPERATES TWO HOSPITALS UNDER A SINGLE LICENSE IN
VOLUSIA COUNTY, FLORIDA WITH A TOTAL OF 407 LICENSED BEDS FOR PURPOSES OF ITS 2016
COMMUNITY HEALTH NEEDS ASSESSMENT, THE HOSPITAL DEFINED ITS COMMUNITY AS ALL OF VOLUSIA
COUNTY, FLORIDA VOLUSIA COUNTY, FLORIDA HAS A TOTAL POPULATION OF OVER 500,000 ABOUT 18%
OF THE POPULATION WAS UNDER AGE 18 AND 23% OF THE POPULATION WAS 65 YEARS OR OLDER
FHMMC JOINED WITH ITS FOUR AFFILIATED HOSPITALS IN VOLUSIA COUNTY AND WITH HALIFAX HEALTH,
AN UNRELATED GOVERNMENTAL HOSPITAL IN VOLUSIA COUNTY, AND WITH THE VOLUSIA COUNTY
DEPARTMENT OF HEALTH TO CONDUCT A COUNTY-WIDE COMMUNITY HEALTH NEEDS ASSESSMENT IN
2015-2016 ADDITIONALLY, THE HOSPITAL CONTRACTED WITH ONE VOICE FOR VOLUSIA, A LOCAL NON-
PROFIT ORGANIZATION TO ASSIST IN PRIMARY DATA COLLECTION, COMPILATION AND ANALYSIS AND
FACILITATION OF THE REVIEW AND PRIORITIZATION PROCESS FOR IDENTIFIED COMMUNITY HEALTH
NEEDS AS A PART OF ITS EFFORTS TO ENSURE BROAD COMMUNITY-BASED INPUT INTO THE CHNA
PROCESS, THE HOSPITAL ESTABLISHED A LEADERSHIP TEAM THAT INCLUDED 45 LEADERS FROM 15
ORGANIZATIONS REPRESENTING KEY SECTORS OF THE PUBLIC HEALTH SYSTEM AS WELL AS LOW-
INCOME, MINORITY AND OTHER UNDERSERVED POPULATIONS IN ADDITION TO THE LEADERSHIP TEAM,
THE 2016 COMMUNITY HEALTH NEEDS ASSESSMENT PROCESS INCLUDED INPUT FROM PEOPLE
REPRESENTING THE BROAD COMMUNITY, INCLUDING LOW-INCOME, MINORITY, AND OTHER MEDICALLY
UNDERSERVED POPULATIONS THIS INPUT WAS GATHERED THROUGH COMMUNITY SURVEYS (INTERNET
AND PAPER) THAT REACHED 2,003 CONSUMERS AND STAKEHOLDERS AND TWO COMMUNITY MEETINGS
ITHAT ENGAGED 120 COMMUNITY MEMBERS AND STAKEHOLDERS THE FOLLOWING COMMUNITY-BASED
ORGANIZATIONS WERE PARTICIPANTS ON THE LEADERSHIP TEAM THESE ORGANIZATIONS SPECIFICALLY
REPRESENTED THE NEEDS OF LOW-INCOME, MINORITY AND MEDICALLY UNDERSERVED POPULATIONS
ITHE VOLUSIA COUNTY HEALTH DEPARTMENT,THE JESUS CLINIC - A CLINIC PROVIDING FREE HEALTHCARE
[TO FAMILIES THAT DO NOT QUALIFY FOR MEDICAID AND ARE UNINSURED,FAMILY HEALTH SOURCE
MEDICAL CENTERS,LUTHERAN SERVICES FLORIDA HEALTH SYSTEMS,VOLUSIA COUNTY
SCHOOLS,STETSON UNIVERSITY,COUNCIL ON AGING,CAREER SOURCE FLAGLER/VOLUSIA,HEALTHY START
COALITION OF FLAGLER AND VOLUSIA,EASTER SEALS,BETHUNE-COOKMAN UNIVERSITY,UNITED WAY OF
VOLUSIA-FLAGLER COUNTIES, ANDSTEWART MARCHMAN ACT BEHAVIORAL HEALTHCARE - RECOVERY FOR
MENTAL ILLNESS AND ADDICTION
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Form and Line Reference

Explanation

FLORIDA HOSPITAL MEMORIAL
MEDICAL CENTER

PART V, SECTION B, LINE 6A THE FILING ORGANIZATION PARTICIPATED IN A JOINT REGIONAL
COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) THAT INCLUDED THREE RELATED HOSPITAL
ORGANIZATIONS, AN UNRELATED HOSPITAL ORGANIZATION, THE VOLUSIA COUNTY HEALTH DEPARTMENT
IAND A COMMUNITY NON-PROFIT ORGANIZATION THESE COLLABORATORS ALL CONSIDERED VOLUSIA
COUNTY TO BE THE PRIMARY SERVICE AREA FOR PURPOSES OF THE JOINT CHNA ALL COLLABORATORS IN
ITHE JOINT REGIONAL CHNA WERE AS FOLLOWS RELATED COLLABORATORS MEMORIAL HOSPITAL WEST
VOLUSIA, INC , DBA FLORIDA HOSPITAL DELANDSOUTHWEST VOLUSIA HEALTHCARE CORPORATION, DBA
FLORIDA HOSPITAL FISH MEMORIALSOUTHEAST VOLUSIA HEALTHCARE CORPORATION, DBA FLORIDA
HOSPITAL NEW SMYRNA, MEMORIAL HEALTH SYSTEMS, INC , DBA FLORIDA HOSPITAL MEMORIAL MEDICAL
CENTER, ANDMEMORIAL HEALTH SYSTEMS, INC , DBA FLORIDA HOSPITAL OCEANSIDE,UNRELATED
COLLABORATORS HALIFAX HEALTH MEDICAL CENTER,THE VOLUSIA COUNTY HEALTH DEPARTMENT, AND
ONE VOICE FOR VOLUSIA
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Form and Line Reference

Explanation

FLORIDA HOSPITAL OCEANSIDE

PART V, SECTION B, LINE 6A THE FILING ORGANIZATION PARTICIPATED IN A JOINT REGIONAL
COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) THAT INCLUDED THREE RELATED HOSPITAL
ORGANIZATIONS, AN UNRELATED HOSPITAL ORGANIZATION, THE VOLUSIA COUNTY HEALTH DEPARTMENT
IAND A COMMUNITY NON-PROFIT ORGANIZATION THESE COLLABORATORS ALL CONSIDERED VOLUSIA
COUNTY TO BE THE PRIMARY SERVICE AREA FOR PURPOSES OF THE JOINT CHNA ALL COLLABORATORS IN
ITHE JOINT REGIONAL CHNA WERE AS FOLLOWS RELATED COLLABORATORS MEMORIAL HOSPITAL WEST
VOLUSIA, INC , DBA FLORIDA HOSPITAL DELANDSOUTHWEST VOLUSIA HEALTHCARE CORPORATION, DBA
FLORIDA HOSPITAL FISH MEMORIALSOUTHEAST VOLUSIA HEALTHCARE CORPORATION, DBA FLORIDA
HOSPITAL NEW SMYRNA, MEMORIAL HEALTH SYSTEMS, INC , DBA FLORIDA HOSPITAL MEMORIAL
MEDICAL CENTER, ANDMEMORIAL HEALTH SYSTEMS, INC , DBA FLORIDA HOSPITAL
OCEANSIDE,UNRELATED COLLABORATORS HALIFAX HEALTH MEDICAL CENTER,THE VOLUSIA COUNTY
HEALTH DEPARTMENT, AND ONE VOICE FOR VOLUSIA
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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

FLORIDA HOSPITAL MEMORIAL
MEDICAL CENTER

PART V, SECTION B, LINE 6B THE FILING ORGANIZATION PARTICIPATED IN A JOINT REGIONAL
COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) THAT INCLUDED THREE RELATED HOSPITAL
ORGANIZATIONS, AN UNRELATED HOSPITAL ORGANIZATION, THE VOLUSIA COUNTY HEALTH DEPARTMENT
IAND A COMMUNITY NON-PROFIT ORGANIZATION THESE COLLABORATORS ALL CONSIDERED VOLUSIA
COUNTY TO BE THE PRIMARY SERVICE AREA FOR PURPOSES OF THE JOINT CHNA ALL COLLABORATORS IN
ITHE JOINT REGIONAL CHNA WERE AS FOLLOWS RELATED COLLABORATORS MEMORIAL HOSPITAL WEST
VOLUSIA, INC , DBA FLORIDA HOSPITAL DELANDSOUTHWEST VOLUSIA HEALTHCARE CORPORATION, DBA
FLORIDA HOSPITAL FISH MEMORIALSOUTHEAST VOLUSIA HEALTHCARE CORPORATION, DBA FLORIDA
HOSPITAL NEW SMYRNA, MEMORIAL HEALTH SYSTEMS, INC , DBA FLORIDA HOSPITAL MEMORIAL MEDICAL
CENTER, ANDMEMORIAL HEALTH SYSTEMS, INC , DBA FLORIDA HOSPITAL OCEANSIDE,UNRELATED
COLLABORATORS HALIFAX HEALTH MEDICAL CENTER,THE VOLUSIA COUNTY HEALTH DEPARTMENT, AND
ONE VOICE FOR VOLUSIA
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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

FLORIDA HOSPITAL OCEANSIDE

PART V, SECTION B, LINE 6B THE FILING ORGANIZATION PARTICIPATED IN A JOINT REGIONAL
COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) THAT INCLUDED THREE RELATED HOSPITAL
ORGANIZATIONS, AN UNRELATED HOSPITAL ORGANIZATION, THE VOLUSIA COUNTY HEALTH DEPARTMENT
IAND A COMMUNITY NON-PROFIT ORGANIZATION THESE COLLABORATORS ALL CONSIDERED VOLUSIA
COUNTY TO BE THE PRIMARY SERVICE AREA FOR PURPOSES OF THE JOINT CHNA ALL COLLABORATORS IN
ITHE JOINT REGIONAL CHNA WERE AS FOLLOWS RELATED COLLABORATORS MEMORIAL HOSPITAL WEST
VOLUSIA, INC , DBA FLORIDA HOSPITAL DELANDSOUTHWEST VOLUSIA HEALTHCARE CORPORATION, DBA
FLORIDA HOSPITAL FISH MEMORIALSOUTHEAST VOLUSIA HEALTHCARE CORPORATION, DBA FLORIDA
HOSPITAL NEW SMYRNA, MEMORIAL HEALTH SYSTEMS, INC , DBA FLORIDA HOSPITAL MEMORIAL
MEDICAL CENTER, ANDMEMORIAL HEALTH SYSTEMS, INC , DBA FLORIDA HOSPITAL
OCEANSIDE,UNRELATED COLLABORATORS HALIFAX HEALTH MEDICAL CENTER,THE VOLUSIA COUNTY
HEALTH DEPARTMENT, AND ONE VOICE FOR VOLUSIA
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Form and Line Reference Explanation
FLORIDA HOSPITAL MEMORIAL MEDICAL |PART V, SECTION B, LINE 7D THE HOSPITAL HAS ADOPTED A POLICY THAT ADDRESSES THE PUBLIC
CENTER POSTING REQUIREMENTS OF THE COMMUNITY HEALTH NEEDS ASSESSMENT UNDER THIS POLICY, THE

COMMUNITY HEALTH NEEDS ASSESSMENT REPORTS MUST BE POSTED ON THE HOSPITAL'S WEBSITE
AT LEAST UNTIL THE DATE THE HOSPITAL FACILITY HAS MADE WIDELY AVAILABLE ON ITS WEBSITE
ITS TWO SUBSEQUENT COMMUNITY HEALTH NEEDS ASSESSMENT REPORTS THE HOSPITAL WILL ALSO
MAKE A PAPER COPY OF ITS COMMUNITY HEALTH NEEDS ASSESSMENT REPORT AVAILABLE FOR PUBLIC
INSPECTION UPON REQUEST AND WITHOUT CHARGE, AT LEAST UNTIL THE DATE THE HOSPITAL
FACILITY HAS MADE AVAILABLE FOR PUBLIC INSPECTION ITS TWO SUBSEQUENT COMMUNITY HEALTH
NEEDS ASSESSMENT REPORTS
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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
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Form and Line Reference Explanation

FLORIDA HOSPITAL OCEANSIDE PART V, SECTION B, LINE 7D THE HOSPITAL HAS ADOPTED A POLICY THAT ADDRESSES THE PUBLIC

POSTING REQUIREMENTS OF THE COMMUNITY HEALTH NEEDS ASSESSMENT UNDER THIS POLICY, THE
COMMUNITY HEALTH NEEDS ASSESSMENT REPORTS MUST BE POSTED ON THE HOSPITAL'S WEBSITE
AT LEAST UNTIL THE DATE THE HOSPITAL FACILITY HAS MADE WIDELY AVAILABLE ON ITS WEBSITE
ITS TWO SUBSEQUENT COMMUNITY HEALTH NEEDS ASSESSMENT REPORTS THE HOSPITAL WILL ALSO
MAKE A PAPER COPY OF ITS COMMUNITY HEALTH NEEDS ASSESSMENT REPORT AVAILABLE FOR PUBLIC
INSPECTION UPON REQUEST AND WITHOUT CHARGE, AT LEAST UNTIL THE DATE THE HOSPITAL
FACILITY HAS MADE AVAILABLE FOR PUBLIC INSPECTION ITS TWO SUBSEQUENT COMMUNITY HEALTH
NEEDS ASSESSMENT REPORTS




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

FLORIDA HOSPITAL MEMORIAL
MEDICAL CENTER

PART V, SECTION B, LINE 11 THE INFORMATION PROVIDED BELOW EXPLAINS HOW THE HOSPITAL
FACIL ITY ADDRESSED IN 2017 THE SIGNIFICANT HEALTH NEEDS IDENTIFIED IN ITS 2016 COMMUNITY
HEALTH NEEDS ASSESSMENT, AND ANY SUCH NEEDS THAT WERE NOT ADDRESSED AND THE REASONS
WHY SUCH NEE DS WERE NOT ADDRESSED THE HOSPITAL FACILITY CONDUCTED A COMMUNITY
HEALTH NEEDS ASSESSMENT IN 2016 AND ADOPTED AN IMPLEMENTATION STRATEGY TO ADDRESS
THE SIGNIFICANT HEALTH NEEDS ID ENTIFIED IN THE 2016 COMMUNITY HEALTH NEEDS ASSESSMENT
IN 2017 PRIOR TO MAY 15, 2017 MEMO RIAL HEALTH SYSTEMS, INC , DBA FLORIDA HOSPITAL
MEMORIAL MEDICAL CENTER (FHMMC OR THE HOSP ITAL), IS PART OF THE CENTRAL FLORIDA
DIVISION-NORTH REGION OF ADVENTIST HEALTH SYSTEM TH E REGION INCLUDES 7 HOSPITAL
FACILITIES THIS IS THE FIRST-YEAR UPDATE FOR FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER'S
2017-2019 COMMUNITY HEALTH PLAN/IMPLEMENTATION STRATEGY FLORID A HOSPITAL MEMORIAL
MEDICAL CENTER DEVELOPED THIS PLAN AND POSTED IT IN MAY 2017 AS PART O F ITS 2016
COMMUNITY HEALTH NEEDS ASSESSMENT PROCESS FOR THE DEVELOPMENT OF BOTH THE COMMU
NITY HEALTH NEEDS ASSESSMENT AND THE COMMUNITY HEALTH PLAN/IMPLEMENTATION STRATEGY,
FLORID A HOSPITAL MEMORIAL MEDICAL CENTER WORKED TO DEFINE AND ADDRESS THE NEEDS OF
LOW-INCOME, M INORITY AND UNDERSERVED POPULATIONS IN ITS SERVICE AREA THE 2016
COMMUNITY HEALTH NEEDS A SSESSMENT USED PRIMARY DATA INTERVIEWS AND SURVEYS,
SECONDARY DATA FROM LOCAL, REGIONAL AN D NATIONAL HEALTH-RELATED SOURCES, AND
HOSPITAL PREVALENCE DATA TO HELP THE HOSPITAL DETER MINE THE HEALTH NEEDS OF THE
COMMUNITY IT SERVES ONCE THE DATA WAS GATHERED, THE PRIMARY ISSUES IDENTIFIED IN THE
NEEDS ASSESSMENT WERE PRIORITIZED BY COMMUNITY AND HOSPITAL STAKE HOLDERS, WHO THEN
SELECTED KEY ISSUES FOR THE HOSPITAL TO ADDRESS IN ITS 2017-2019 COMMUNI TY HEALTH PLAN
THE FIRST-YEAR PROGRESS ON THE COMMUNITY HEALTH PLAN IS NOTED BELOW THIS NARRATIVE
DESCRIBES THE ISSUES IDENTIFIED IN 2016 AND GIVES AN UPDATE ON THE STRATEGIES AD
DRESSING THOSE ISSUES THERE IS ALSO A DESCRIPTION OF THE IDENTIFIED ISSUES THAT THE
HOSPI TAL IS NOT ADDRESSING FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER CHOSE FIVE AREAS
OF FOCUS F OR THEIR 2017-2019 COMMUNITY HEALTH PLAN ADULT BEHAVIORAL HEALTH, YOUTH
MENTAL HEALTH AND BEHAVIORAL HEALTH, CHRONIC DISEASE CARDIOVASCULAR AND DIABETES,
BARRIERS TO ACCESSING HE ALTH CARE SERVICES, AND HEALTHY EATING AND PHYSICAL

ACTIVITY PRIORITY ADULT BEHAVIORAL HE ALTH2016 DESCRIPTION OF THE ISSUE BEHAVIORAL
HEALTH IS A TERM THAT COVERS THE FULL RANGE OF MENTAL AND EMOTIONAL WELL-BEING - FROM
COPING WITH DAILY LIFE CHALLENGES TO THE OFTEN C OMPLEX TREATMENT OF MENTAL ILLNESSES,
SUCH AS DEPRESSION OR PERSONALITY DISORDER, AS WELL AS SUBSTANCE USE DISORDER AND
OTHER ADDICTIVE BEHAVIORS NOW MORE THAN EVER, HEALTH EXPERT S ACROSS ALL FIELDS ARE
RECOGNIZING THE IMPORTANT LINK BETWEEN GOOD BEHAVIORAL HEALTH AND GOOD OVERALL
HEALTH ACCORDING TO THE 2000+ RESPONDENTS OF THE VOLUSIA/FLAGLER COMMUNITY H EALTH
SURVEY, BEHAVIORAL HEALT
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Form and Line Reference

Explanation

FLORIDA HOSPITAL MEMORIAL MEDICAL
CENTER

H RELATED ISSUES WERE THE TOP THREE UNHEALTHY BEHAVIORS VOLUSIA COUNTY RESIDENTS
WERE MOST CONCERNED ABOUT (DRUG ABUSE, 56%, MENTAL HEALTH/STRESS 47% AND ALCOHOL
ABUSE 45%) INJURI ES AND DEATHS FROM ALCOHOL-SUSPECTED MOTOR VEHICLE CRASHES WERE
HIGHER THAN THE FLORIDA RA TES DEATH RATES FROM CHRONIC LIVER DISEASE AND CIRRHOSIS
HAVE INCREASED FOR ALL VOLUSIA R ESIDENTS (15 4 PER 100,000 IN 2012-14) THE PERCENTAGE
OF VOLUSIA RESIDENTS WHO SELF-REPOR TED BEING CURRENT SMOKERS WAS 10 7% HIGHER THAN
THE FLORIDA PERCENTAGE THE HIGHEST PERCEN TAGE OF SMOKERS WERE ADULTS WITH LESS
THAN A HIGH SCHOOL EDUCATION AND THE LOWEST WAS ADUL TS AGED 65 AND OLDER THE
PERCENTAGE OF VOLUSIA RESIDENTS WHO REPORTED HAVING "POOR MENTAL HEALTH DAYS" ON 14
OR MORE OF THE PAST 30 DAYS WAS HIGHER THAN THE FLORIDA PERCENTAGE WO MEN REPORTED A
HIGHER PERCENTAGE OF THESE DAYS THAN MEN 2017 UPDATE MANY PARTNER ORGANIZA TIONS
ARE FOCUSED ON ADULT MENTAL HEALTH STRATEGIES AS PART OF THE COUNTYWIDE COMMUNITY HE
ALTH IMPROVEMENT PLAN FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER IMPLEMENTED TWO
STRATEGIES FOCUSED ON ADULT BEHAVIORAL HEALTH SMOKING CESSATION CLASSES AND LOW
DOSE CT SCREENINGS FOR LUNG CANCER 41 ADULTS COMPLETED SMOKING CESSATION EDUCATION
CLASSES IN 2017, ONLY SLI GHTLY FEWER THAN THE GOAL OF 50 FOR 2017 ADDITIONALLY, 89
INDIVIDUALS WERE SCREENED THROU GH THE NEWLY ESTABLISHED LOW DOSE CT PROGRAM BASED
ON THE 2017 OQUTCOMES FOR THESE STRATEG IES, NO ADJUSTMENTS OR ADDITIONS ARE PLANNED
FOR 2018 COMMUNITY READINESS TO QUIT IS THE LARGEST CHALLENGE FLORIDA HOSPITAL
MEMORIAL MEDICAL CENTER FACES WHILE IMPLEMENTING THE SM OKING CESSATION CLASSES
ALTHOUGH WE MARKET THE CLASSES IN AS MANY MARKETING CHANNELS AS P OSSIBLE, OUR CLASS
REGISTRATIONS HAVE NOT INCREASED WE WILL CONTINUE TO LOOK FOR OTHER WA YS TO REACH
THE RIGHT INDIVIDUALS FOR THESE CLASSES PRIORITY YOUTH MENTAL HEALTH AND BEHA VIORAL
HEALTH2016 DESCRIPTION OF THE ISSUE IT IS ESTIMATED THAT 50 PERCENT OF MENTAL HEAL TH
CONDITIONS MANIFEST THEMSELVES DURING ADOLESCENCE PREVENTING MENTAL AND/OR
SUBSTANCE U SE DISORDERS AND RELATED PROBLEMS IN CHILDREN, ADOLESCENTS, AND YOUNG
ADULTS IS CRITICAL T O AMERICANS' BEHAVIORAL AND PHYSICAL HEALTH IN 2012-14 THE VOLUSIA
SUICIDE RATE WAS 8 5 P ER 100,000--HIGHER THAN THE STATE RATE OF 4 9 DESPITE A DECLINE IN
HIGH SCHOOL STUDENTS U SING ALCOHOL IN THE LAST 30 DAYS, VOLUSIA'S RATE HAS BEEN
CONSISTENTLY HIGHER THAN THE STA TE RATE WITH 29 6% OF HIGH SCHOOLERS REPORTING
ALCOHOL USE VOLUSIA COUNTY RATES FOR SMOKI NG AND MARIJUANA USE ARE ALSO
CONSISTENTLY HIGHER THAN THE STATE RATE 2017 UPDATE AS WITH ADULT BEHAVIORAL HEALTH,
YOUTH BEHAVIORAL HEALTH IS BEING ADDRESSED BY OTHER COMMUNITY PA RTNERS SUPPORTING
THE COUNTYWIDE COMMUNITY HEALTH IMPROVEMENT PLAN FLORIDA HOSPITAL MEMOR IAL
MEDICAL CENTER IMPLEMENTED ONE PREVENTION-ORIENTED STRATEGY FOCUSED ON SCHOQOL-AGED
YOU TH IN PARTNERSHIP WITH THE AMERICAN DIABETES ASSOCIATION MORNING MILE, A PROGRAM
DESIGNED TO ENCOURAGE PHYSICAL ACTIVIT
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Explanation

FLORIDA HOSPITAL MEMORIAL MEDICAL
CENTER

Y AMONG YOUTH, WAS INITIATED DURING THE 2017-2018 SCHOOL YEAR INCREASED PHYSICAL
ACTIVITY IS A PROVEN STRATEGY TO IMPROVE BOTH PHYSICAL AND MENTAL HEALTH AND 245
STUDENTS PARTICIP ATED IN THE PROGRAM IN ITS FIRST YEAR OF IMPLEMENTATION NO CHANGES
IN STRATEGY OR ADDITIO NAL OBJECTIVES ARE PLANNED FOR 2018 OUR LARGEST CHALLENGE WITH
THIS INITIATIVE CONTINUES TO BE THE EARLY HOUR AT WHICH WE ARE ASKING THE PARENTS AND
SCHOOLS TO WORK WITH THE CHILD REN THIS CONSIDERED, THERE SEEMS TO BE AN ADJUSTMENT
AND THE PROGRAM IS BEGINNING TO BE E MBRACED SEE CONTINUATION




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

Explanation

FLORIDA HOSPITAL OCEANSIDE

PART V, SECTION B, LINE 11 THE INFORMATION PROVIDED BELOW EXPLAINS HOW THE HOSPITAL
FACIL ITY ADDRESSED IN 2017 THE SIGNIFICANT HEALTH NEEDS IDENTIFIED IN ITS 2016
COMMUNITY HEALTH NEEDS ASSESSMENT, AND ANY SUCH NEEDS THAT WERE NOT ADDRESSED AND
THE REASONS WHY SUCH NEE DS WERE NOT ADDRESSED THE HOSPITAL FACILITY CONDUCTED A
COMMUNITY HEALTH NEEDS ASSESSMENT IN 2016 AND ADOPTED AN IMPLEMENTATION STRATEGY TO
ADDRESS THE SIGNIFICANT HEALTH NEEDS ID ENTIFIED IN THE 2016 COMMUNITY HEALTH NEEDS
ASSESSMENT IN 2017 PRIOR TO MAY 15, 2017 FLOR IDA HOSPITAL OCEANSIDE SCHEDULE H, PART
V, SECTION B, LINE 11NOTE TO THE READER, THE IMPLE MENTATION PLAN WAS DONE FOR BOTH
CAMPUSES, SO WHERE FLORIDA HOSPITAL MEDICAL CENTER IS MEN TIONED, IT ALSO INCLUDES THE
OCEANSIDE CAMPUS MEMORIAL HEALTH SYSTEMS, INC , DBA FLORIDA H OSPITAL MEMORIAL
MEDICAL CENTER (FHMMC OR THE HOSPITAL), IS PART OF THE CENTRAL FLORIDA DI VISION-NORTH
REGION OF ADVENTIST HEALTH SYSTEM THE REGION INCLUDES 7 HOSPITAL FACILITIES THIS IS THE
FIRST-YEAR UPDATE FOR FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER'S 2017-2019 COM MUNITY
HEALTH PLAN/IMPLEMENTATION STRATEGY FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER DEVEL
OPED THIS PLAN AND POSTED IT IN MAY 2017 AS PART OF ITS 2016 COMMUNITY HEALTH NEEDS
ASSESS MENT PROCESS FOR THE DEVELOPMENT OF BOTH THE COMMUNITY HEALTH NEEDS
ASSESSMENT AND THE COM MUNITY HEALTH PLAN/IMPLEMENTATION STRATEGY, FLORIDA HOSPITAL
MEMORIAL MEDICAL CENTER WORKE D TO DEFINE AND ADDRESS THE NEEDS OF LOW-INCOME,
MINORITY AND UNDERSERVED POPULATIONS IN I TS SERVICE AREA THE 2016 COMMUNITY HEALTH
NEEDS ASSESSMENT USED PRIMARY DATA INTERVIEWS A ND SURVEYS, SECONDARY DATA FROM
LOCAL, REGIONAL AND NATIONAL HEALTH-RELATED SOURCES, AND H OSPITAL PREVALENCE DATA TO
HELP THE HOSPITAL DETERMINE THE HEALTH NEEDS OF THE COMMUNITY I T SERVES ONCE THE
DATA WAS GATHERED, THE PRIMARY ISSUES IDENTIFIED IN THE NEEDS ASSESSMEN T WERE
PRIORITIZED BY COMMUNITY AND HOSPITAL STAKEHOLDERS, WHO THEN SELECTED KEY ISSUES FO R
THE HOSPITAL TO ADDRESS IN ITS 2017-2019 COMMUNITY HEALTH PLAN THE FIRST-YEAR PROGRESS
ON THE COMMUNITY HEALTH PLAN IS NOTED BELOW THIS NARRATIVE DESCRIBES THE ISSUES
IDENTIFIE D IN 2016 AND GIVES AN UPDATE ON THE STRATEGIES ADDRESSING THOSE ISSUES
THERE IS ALSO A D ESCRIPTION OF THE IDENTIFIED ISSUES THAT THE HOSPITAL IS NOT
ADDRESSING FLORIDA HOSPITAL M EMORIAL MEDICAL CENTER CHOSE FIVE AREAS OF FOCUS FOR
THEIR 2017-2019 COMMUNITY HEALTH PLAN ADULT BEHAVIORAL HEALTH, YOUTH MENTAL HEALTH
AND BEHAVIORAL HEALTH, CHRONIC DISEASE CAR DIOVASCULAR AND DIABETES, BARRIERS TO
ACCESSING HEALTH CARE SERVICES, AND HEALTHY EATING A ND PHYSICAL ACTIVITY PRIORITY
ADULT BEHAVIORAL HEALTH2016 DESCRIPTION OF THE ISSUE BEHAV IORAL HEALTH IS A TERM THAT
COVERS THE FULL RANGE OF MENTAL AND EMOTIONAL WELL-BEING - FRO M COPING WITH DAILY LIFE
CHALLENGES TO THE OFTEN COMPLEX TREATMENT OF MENTAL ILLNESSES, SU CH AS DEPRESSION OR
PERSONALITY DISORDER, AS WELL AS SUBSTANCE USE DISORDER AND OTHER ADDI CTIVE
BEHAVIORS NOW MORE THAN
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Form and Line Reference
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FLORIDA HOSPITAL OCEANSIDE

EVER, HEALTH EXPERTS ACROSS ALL FIELDS ARE RECOGNIZING THE IMPORTANT LINK BETWEEN
GOOD BE HAVIORAL HEALTH AND GOOD OVERALL HEALTH ACCORDING TO THE 2000+
RESPONDENTS OF THE VOLUSIA /FLAGLER COMMUNITY HEALTH SURVEY, BEHAVIORAL HEALTH
RELATED ISSUES WERE THE TOP THREE UNHE ALTHY BEHAVIORS VOLUSIA COUNTY RESIDENTS
WERE MOST CONCERNED ABOUT (DRUG ABUSE, 56%, MENTA L HEALTH/STRESS 47% AND ALCOHOL
ABUSE 45%) INJURIES AND DEATHS FROM ALCOHOL-SUSPECTED MOT OR VEHICLE CRASHES WERE
HIGHER THAN THE FLORIDA RATES DEATH RATES FROM CHRONIC LIVER DISE ASE AND CIRRHOSIS
HAVE INCREASED FOR ALL VOLUSIA RESIDENTS (15 4 PER 100,000 IN 2012-14) THE PERCENTAGE
OF VOLUSIA RESIDENTS WHO SELF-REPORTED BEING CURRENT SMOKERS WAS 10 7% HIGH ER
THAN THE FLORIDA PERCENTAGE THE HIGHEST PERCENTAGE OF SMOKERS WERE ADULTS WITH
LESS TH AN A HIGH SCHOOL EDUCATION AND THE LOWEST WAS ADULTS AGED 65 AND OLDER THE
PERCENTAGE OF VOLUSIA RESIDENTS WHO REPORTED HAVING "POOR MENTAL HEALTH DAYS" ON 14
OR MORE OF THE PAST 30 DAYS WAS HIGHER THAN THE FLORIDA PERCENTAGE WOMEN REPORTED
A HIGHER PERCENTAGE OF THES E DAYS THAN MEN 2017 UPDATE MANY PARTNER ORGANIZATIONS
ARE FOCUSED ON ADULT MENTAL HEALTH STRATEGIES AS PART OF THE COUNTYWIDE COMMUNITY
HEALTH IMPROVEMENT PLAN FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER IMPLEMENTED TWO
STRATEGIES FOCUSED ON ADULT BEHAVIORAL HEALTH SMO KING CESSATION CLASSES AND LOW
DOSE CT SCREENINGS FOR LUNG CANCER 41 ADULTS COMPLETED SMO KING CESSATION
EDUCATION CLASSES IN 2017, ONLY SLIGHTLY FEWER THAN THE GOAL OF 50 FOR 2017
ADDITIONALLY, 89 INDIVIDUALS WERE SCREENED THROUGH THE NEWLY ESTABLISHED LOW DOSE
CT PRO GRAM BASED ON THE 2017 OQUTCOMES FOR THESE STRATEGIES, NO ADJUSTMENTS OR
ADDITIONS ARE PLA NNED FOR 2018 COMMUNITY READINESS TO QUIT IS THE LARGEST CHALLENGE
FLORIDA HOSPITAL MEMOR IAL MEDICAL CENTER FACES WHILE IMPLEMENTING THE SMOKING
CESSATION CLASSES ALTHOUGH WE MAR KET THE CLASSES IN AS MANY MARKETING CHANNELS AS
POSSIBLE, OUR CLASS REGISTRATIONS HAVE NO T INCREASED WE WILL CONTINUE TO LOOK FOR
OTHER WAYS TO REACH THE RIGHT INDIVIDUALS FOR TH ESE CLASSES PRIORITY YOUTH MENTAL
HEALTH AND BEHAVIORAL HEALTH2016 DESCRIPTION OF THE ISS UE IT IS ESTIMATED THAT 50
PERCENT OF MENTAL HEALTH CONDITIONS MANIFEST THEMSELVES DURING ADOLESCENCE
PREVENTING MENTAL AND/OR SUBSTANCE USE DISORDERS AND RELATED PROBLEMS IN CHI LDREN,
ADOLESCENTS, AND YOUNG ADULTS 1S CRITICAL TO AMERICANS' BEHAVIORAL AND PHYSICAL HEA
LTH IN 2012-14 THE VOLUSIA SUICIDE RATE WAS 8 5 PER 100,000 -- HIGHER THAN THE STATE
RATE OF 4 9 DESPITE A DECLINE IN HIGH SCHOOL STUDENTS USING ALCOHOL IN THE LAST 30
DAYS, VOLU SIA'S RATE HAS BEEN CONSISTENTLY HIGHER THAN THE STATE RATE WITH 29 6% OF
HIGH SCHOOLERS R EPORTING ALCOHOL USE VOLUSIA COUNTY RATES FOR SMOKING AND
MARIJUANA USE ARE ALSO CONSISTE NTLY HIGHER THAN THE STATE RATE 2017 UPDATE AS WITH
ADULT BEHAVIORAL HEALTH, YOUTH BEHAVI ORAL HEALTH IS BEING ADDRESSED BY OTHER
COMMUNITY PARTNERS SUPPORTING THE COUNTYWIDE COMMU NITY HEALTH IMPROVEMENT PLAN
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FLORIDA HOSPITAL OCEANSIDE

FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER IMPLEMENTED ONE PREVENTION-ORIENTED
STRATEGY FOCU SED ON SCHOOL-AGED YOUTH IN PARTNERSHIP WITH THE AMERICAN DIABETES
ASSOCIATION MORNING MI LE, A PROGRAM DESIGNED TO ENCOURAGE PHYSICAL ACTIVITY AMONG
YOUTH, WAS INITIATED DURING TH E 2017-2018 SCHOOL YEAR INCREASED PHYSICAL ACTIVITY IS
A PROVEN STRATEGY TO IMPROVE BOTH PHYSICAL AND MENTAL HEALTH AND 245 STUDENTS
PARTICIPATED IN THE PROGRAM IN ITS FIRST YEAR OF IMPLEMENTATION NO CHANGES IN
STRATEGY OR ADDITIONAL OBJECTIVES ARE PLANNED FOR 2018 O UR LARGEST CHALLENGE WITH
THIS INITIATIVE CONTINUES TO BE THE EARLY HOUR AT WHICH WE ARE A SKING THE PARENTS AND
SCHOOLS TO WORK WITH THE CHILDREN THIS CONSIDERED, THERE SEEMS TO B E AN ADJUSTMENT
AND THE PROGRAM IS BEGINNING TO BE EMBRACED SEE CONTINUATION




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 ITHE CHNA REPORT FOR BOTH CAMPUSES CAN BE FOUND AT URL

B LINE 7A HTTPS //WWW FLORIDAHOSPITAL COM/COMMUNITY-HEALTH-NEEDS-ASSESSMENTS
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ITHE HOSPITAL'S MOST RECENTLY ADOPTED IMPLEMENTATION STRATEGY FOR BOTH CAMPUSES CAN BE FOUND
IAT HTTPS //WWW FLORIDAHOSPITAL COM/COMMUNITY-HEALTH-NEEDS-ASSESSMENTS

SCHEDULE H, PART V, SECTION
B, LINE 10A
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SCHEDULE H, PART V, SECTION |THE FINANCIAL ASSISTANCE POLICY FOR BOTH CAMPUSES CAN BE FOUND AT
B LINE 16A.B.C URL HTTPS //WWW FLORIDAHOSPITAL COM/PATIENT-RESOURCES/BILLING/FINANCIAL-ASSISTANCE THE
' ” FINANCIAL ASSISTANCE POLICY APPLICATION FOR BOTH CAMPUSES CAN BE FOUND
AT HTTPS //WWW FLORIDAHOSPITAL COM/PATIENT-RESOURCES/BILLING/FINANCIAL-ASSISTANCE THE PLAIN

LANGUAGE SUMMARY FOR BOTH CAMPUSES ARE AVAILABLE AT HTTPS //WWW FLORIDAHOSPITAL COM/PATIENT-
RESOURCES/BILLING/FINANCIAL-ASSISTANCE
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CONTINUATION OF PART V, SECTION B,
LINE 11 FOR ORMOND

PRIORITY CHRONIC DISEASE CARDIOVASCULAR AND DIABETES AND HEALTHY EATING AND
PHYSICAL ACT IVITY2016 DESCRIPTION OF THE ISSUE CHRONIC DISEASES AND CONDITIONS--
SUCH AS HEART DISEASE , STROKE, CANCER, AND DIABETES--ARE AMONG THE MOST COMMON,
COSTLY, AND PREVENTABLE OF ALL HEALTH PROBLEMS THESE CONDITIONS SHORTEN LIVES,
REDUCE QUALITY OF LIFE, AND CREATE CONSID ERABLE BURDEN FOR CAREGIVERS IN 2013, THE
PERCENTAGE OF VOLUSIA ADULTS SELF-REPORTING THA T THEY HAD EVER BEEN TOLD THEY HAD
HIGH BLOOD CHOLESTEROL WAS HIGHER THAN THE FLORIDA PERC ENTAGE THE VOLUSIA RATE
FOR HOSPITALIZATIONS FROM STROKES (274 0 PER 100,000) DECREASED S LIGHTLY OVER THE
LAST FIVE YEARS REPORTED BUT RATES FOR BLACKS REMAINED HIGH THE AGE-ADJU STED
DIABETES DEATH RATE FOR VOLUSIA COUNTY (27 4 PER 100,000) INCREASED OVER THE
REPORTED YEAR AND WAS CONSISTENTLY HIGHER THAN THE FLORIDA RATE REGULAR PHYSICAL
ACTIVITY AND HEA LTHY EATING CAN HELP PEOPLE MANAGE THEIR WEIGHT AS WELL AS REDUCE
THEIR RISK FOR CHRONIC D ISEASE THE PERCENTAGE OF VOLUSIA ADULTS WHO SELF-
REPORTED EATING FIVE OR MORE SERVINGS OF FRUITS AND VEGETABLES PER DAY WAS LOWER
THAN THE FLORIDA PERCENTAGE IN 2013 49 2% OF ADU LTS SELF-REPORTED BEING INACTIVE
OR INSUFFICIENTLY ACTIVE--WITH OVER 33 7% OF THE POPULATI ON BEING OVERWEIGHT AND
24 4% BEING OBESE 82% OF VOLUSIA ADULTS REPORTED THAT THEIR OVERA LL HEALTH WAS
"GOOD OR "EXCELLENT" 2017 UPDATE FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER
IMPLEMENTED SEVEN DISTINCT STRATEGIES FOCUSED ON THE PRIORITIES OF CARDIOVASCULAR
DISEASE, DIABETES AND HEALTHY EATING AND PHYSICAL ACTIVITY CREATION HEALTH, AN
EIGHT-WEEK, FAITH- BASED WELLNESS PLAN WITH LIFESTYLE SEMINARS AND TRAINING BASED
ON 8 PRINCIPLES CHOICE, RE ST, ENVIRONMENT, ACTIVITY, TRUST, INTERPERSONAL RELATIONS,
OUTLOOK AND NUTRITION, WAS PROV IDED TO 66 INDIVIDUALS IN 2017 FLORIDA HOSPITAL
MEMORIAL MEDICAL CENTER ALSO PROVIDED EDU CATIONAL SEMINARS COVERING OTHER
HEALTH TOPICS OF INTEREST TO 719 INDIVIDUALS, EXCEEDING T HE TARGET OF 300 OUTREACH
ACTIVITIES REACHED 2,715 INDIVIDUALS AND OVER 125 INDIVIDUALS R ECEIVED A FREE HEALTH
SCREENING SUCH AS CHOLESTEROL AND HBAL1C (BLOOD SUGAR) SCREENINGS AND BLOOD
PRESSURE SCREENINGS ENROLLMENT REACHED 3,607 FOR THE CHANGE YOUR LIFE PROGRAM-- A
SUCCESSFUL LIFESTYLE/HEALTH PROMOTION PROGRAM ADDITIONALLY, FLORIDA HOSPITAL
MEMORIAL MED ICAL CENTER PROVIDED DIABETES EDUCATION CLASSES TO 10 PARTICIPANTS
FLORIDA HOSPITAL MEMOR IAL MEDICAL CENTER ALSO SUCCESSFULLY IMPLEMENTED COMMUNITY
CARE, A COMMUNITY-BASED CARE CO ORDINATION PROGRAM FOR HIGH RISK PATIENTS WITH A
HISTORY OF PREVENTABLE ED VISITS AND INPA TIENT ADMISSIONS THE PROGRAM TARGETS THE
UNDERSERVED PATIENTS IN THE COMMUNITY IN AN EFFO RT TO PROVIDE BETTER AND MORE
COORDINATED CARE TO HELP IMPROVE THEIR HEALTH OUTCOMES 42 N EW INDIVIDUALS WERE
ENROLLED AND SERVED THROUGH COMMUNITY CARE--EXCEEDING THE 2017 TARGET FOR THIS
PROGRAM THIS COMPLEMENTARY ARRAY OF STRATEGIES WILL BE IMPLEMENTED IN 2018 WITHO
UT CHANGES OR ADDITIONS PRIOR
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CONTINUATION OF PART V, SECTION B,
LINE 11 FOR ORMOND

ITY BARRIERS TO ACCESSING HEALTH CARE SERVICES2016 DESCRIPTION OF THE ISSUE
ACCESS TO CO MPREHENSIVE QUALITY HEALTH CARE SERVICES IS IMPORTANT FOR THE
ACHIEVEMENT OF HEALTH EQUITY AND FOR INCREASING THE QUALITY OF A HEALTHY LIFE FOR
EVERYONE ACCORDING TO THE VOLUSIA/F LAGLER COMMUNITY HEALTH SURVEY, THE TOP 3
BARRIERS TO GETTING HEALTH CARE WERE LACK OF EV ENING AND/OR WEEKEND SERVICES

(22 6%), CAN'T PAY FOR DOCTOR/HOSPITAL VISITS (21 8%), AND L ONG WAITS FOR
APPOINTMENTS (21 3%) IN 2013, ONLY 79 8% OF VOLUSIA ADULTS HAD SOME TYPE OF HEALTH
CARE COVERAGE AND ONLY 74 8% REPORTED HAVING A PERSONAL DOCTOR 2017 UPDATE TO
ADD RESS ACCESS TO HEALTH CARE SERVICES, FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER
IMPLEMENTED SEVERAL STRATEGIES FOCUSED ON INDIVIDUAL'S RESIDING IN THE HOSPITAL'S
AT-RISK ZIP CODES T HE HOSPITAL PROVIDED FINANCIAL SUPPORT TO THE JESUS CLINIC IN
DAYTONA BEACH TO INCREASE AC CESS TO HEALTH SERVICES FOR UNINSURED INDIVIDUALS
FLORIDA HOSPITAL MEMORIAL MEDICAL CENTE R ALSO OFFERED 8 SCHOLARSHIPS FOR NEWBORN
AND LACTATION EDUCATION CLASSES IN 2017 THE HOS PITAL ALSO PROVIDED FREE MEETING
SPACE TO 27 SUPPORT GROUPS OPERATING IN THE COMMUNITY IN 2018, FLORIDA HOSPITAL
MEMORIAL MEDICAL CENTER WILL PARTNER WITH THE UNITED WAY OF VOLUSI A AND FLAGLER
COUNTIES TO INCREASE ACCESS TO HEALTH RESOURCE INFORMATION THROUGH PROMOTION ON
THE 2-1-1 CALL CENTER RESOURCE
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CONTINUATION OF PART V, SECTION B,
LINE 11 FOR OCEANSIDE

PRIORITY CHRONIC DISEASE CARDIOVASCULAR AND DIABETES AND HEALTHY EATING AND
PHYSICAL ACT IVITY2016 DESCRIPTION OF THE ISSUE CHRONIC DISEASES AND CONDITIONS--
SUCH AS HEART DISEASE , STROKE, CANCER, AND DIABETES--ARE AMONG THE MOST COMMON,
COSTLY, AND PREVENTABLE OF ALL HEALTH PROBLEMS THESE CONDITIONS SHORTEN LIVES,
REDUCE QUALITY OF LIFE, AND CREATE CONSID ERABLE BURDEN FOR CAREGIVERS IN 2013, THE
PERCENTAGE OF VOLUSIA ADULTS SELF-REPORTING THA T THEY HAD EVER BEEN TOLD THEY HAD
HIGH BLOOD CHOLESTEROL WAS HIGHER THAN THE FLORIDA PERC ENTAGE THE VOLUSIA RATE
FOR HOSPITALIZATIONS FROM STROKES (274 0 PER 100,000) DECREASED S LIGHTLY OVER THE
LAST FIVE YEARS REPORTED BUT RATES FOR BLACKS REMAINED HIGH THE AGE-ADJU STED
DIABETES DEATH RATE FOR VOLUSIA COUNTY (27 4 PER 100,000) INCREASED OVER THE
REPORTED YEAR AND WAS CONSISTENTLY HIGHER THAN THE FLORIDA RATE REGULAR PHYSICAL
ACTIVITY AND HEA LTHY EATING CAN HELP PEOPLE MANAGE THEIR WEIGHT AS WELL AS REDUCE
THEIR RISK FOR CHRONIC D ISEASE THE PERCENTAGE OF VOLUSIA ADULTS WHO SELF-
REPORTED EATING FIVE OR MORE SERVINGS OF FRUITS AND VEGETABLES PER DAY WAS LOWER
THAN THE FLORIDA PERCENTAGE IN 2013 49 2% OF ADU LTS SELF-REPORTED BEING INACTIVE
OR INSUFFICIENTLY ACTIVE--WITH OVER 33 7% OF THE POPULATI ON BEING OVERWEIGHT AND
24 4% BEING OBESE 82% OF VOLUSIA ADULTS REPORTED THAT THEIR OVERA LL HEALTH WAS
"GOOD OR "EXCELLENT" 2017 UPDATE FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER
IMPLEMENTED SEVEN DISTINCT STRATEGIES FOCUSED ON THE PRIORITIES OF CARDIOVASCULAR
DISEASE, DIABETES AND HEALTHY EATING AND PHYSICAL ACTIVITY CREATION HEALTH, AN
EIGHT-WEEK, FAITH- BASED WELLNESS PLAN WITH LIFESTYLE SEMINARS AND TRAINING BASED
ON 8 PRINCIPLES CHOICE, RE ST, ENVIRONMENT, ACTIVITY, TRUST, INTERPERSONAL RELATIONS,
OUTLOOK AND NUTRITION, WAS PROV IDED TO 66 INDIVIDUALS IN 2017 FLORIDA HOSPITAL
MEMORIAL MEDICAL CENTER ALSO PROVIDED EDU CATIONAL SEMINARS COVERING OTHER
HEALTH TOPICS OF INTEREST TO 719 INDIVIDUALS, EXCEEDING T HE TARGET OF 300 OUTREACH
ACTIVITIES REACHED 2,715 INDIVIDUALS AND OVER 125 INDIVIDUALS R ECEIVED A FREE HEALTH
SCREENING SUCH AS CHOLESTEROL AND HBAL1C (BLOOD SUGAR) SCREENINGS AND BLOOD
PRESSURE SCREENINGS ENROLLMENT REACHED 3,607 FOR THE CHANGE YOUR LIFE PROGRAM-- A
SUCCESSFUL LIFESTYLE/HEALTH PROMOTION PROGRAM ADDITIONALLY, FLORIDA HOSPITAL
MEMORIAL MED ICAL CENTER PROVIDED DIABETES EDUCATION CLASSES TO 10 PARTICIPANTS
FLORIDA HOSPITAL MEMOR IAL MEDICAL CENTER ALSO SUCCESSFULLY IMPLEMENTED COMMUNITY
CARE, A COMMUNITY-BASED CARE CO ORDINATION PROGRAM FOR HIGH RISK PATIENTS WITH A
HISTORY OF PREVENTABLE ED VISITS AND INPA TIENT ADMISSIONS THE PROGRAM TARGETS THE
UNDERSERVED PATIENTS IN THE COMMUNITY IN AN EFFO RT TO PROVIDE BETTER AND MORE
COORDINATED CARE TO HELP IMPROVE THEIR HEALTH OUTCOMES 42 N EW INDIVIDUALS WERE
ENROLLED AND SERVED THROUGH COMMUNITY CARE--EXCEEDING THE 2017 TARGET FOR THIS
PROGRAM THIS COMPLEMENTARY ARRAY OF STRATEGIES WILL BE IMPLEMENTED IN 2018 WITHO
UT CHANGES OR ADDITIONS PRIOR
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CONTINUATION OF PART V, SECTION B,
LINE 11 FOR OCEANSIDE

ITY BARRIERS TO ACCESSING HEALTH CARE SERVICES2016 DESCRIPTION OF THE ISSUE
ACCESS TO CO MPREHENSIVE QUALITY HEALTH CARE SERVICES IS IMPORTANT FOR THE
ACHIEVEMENT OF HEALTH EQUITY AND FOR INCREASING THE QUALITY OF A HEALTHY LIFE FOR
EVERYONE ACCORDING TO THE VOLUSIA/F LAGLER COMMUNITY HEALTH SURVEY, THE TOP 3
BARRIERS TO GETTING HEALTH CARE WERE LACK OF EV ENING AND/OR WEEKEND SERVICES

(22 6%), CAN'T PAY FOR DOCTOR/HOSPITAL VISITS (21 8%), AND L ONG WAITS FOR
APPOINTMENTS (21 3%) IN 2013, ONLY 79 8% OF VOLUSIA ADULTS HAD SOME TYPE OF HEALTH
CARE COVERAGE AND ONLY 74 8% REPORTED HAVING A PERSONAL DOCTOR 2017 UPDATE TO
ADD RESS ACCESS TO HEALTH CARE SERVICES, FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER
IMPLEMENTED SEVERAL STRATEGIES FOCUSED ON INDIVIDUAL'S RESIDING IN THE HOSPITAL'S
AT-RISK ZIP CODES T HE HOSPITAL PROVIDED FINANCIAL SUPPORT TO THE JESUS CLINIC IN
DAYTONA BEACH TO INCREASE AC CESS TO HEALTH SERVICES FOR UNINSURED INDIVIDUALS
FLORIDA HOSPITAL MEMORIAL MEDICAL CENTE R ALSO OFFERED 8 SCHOLARSHIPS FOR NEWBORN
AND LACTATION EDUCATION CLASSES IN 2017 THE HOS PITAL ALSO PROVIDED FREE MEETING
SPACE TO 27 SUPPORT GROUPS OPERATING IN THE COMMUNITY IN 2018, FLORIDA HOSPITAL
MEMORIAL MEDICAL CENTER WILL PARTNER WITH THE UNITED WAY OF VOLUSI A AND FLAGLER
COUNTIES TO INCREASE ACCESS TO HEALTH RESOURCE INFORMATION THROUGH PROMOTION ON
THE 2-1-1 CALL CENTER RESOURCE
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CONTINUATION OF PART V, SECTION B,
LINE 11 FOR ORMOND

COMMUNITY NEEDS NOT CHOSEN BY FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER AND
OCEANSIDE THE P RIMARY AND SECONDARY DATA IN THE COMMUNITY HEALTH NEEDS ASSESSMENT
IDENTIFIED MULTIPLE COM MUNITY ISSUES HOSPITAL AND COMMUNITY STAKEHOLDERS USED THE
FOLLOWING CRITERIA TO NARROW T HE LARGER LIST TO THE PRIORITY AREAS NOTED ABOVE 1
HOW ACUTE IS THE NEED? (BASED ON DATA AND COMMUNITY CONCERN)2 WHAT IS THE TREND? IS
THE NEED GETTING WORSE?3 DOES THE HOSPITAL PROVIDE SERVICES THAT RELATE TO THE
PRIORITY? 4 IS SOMEONE ELSE - OR MULTIPLE GROUPS - I N THE COMMUNITY ALREADY WORKING
ON THIS ISSUE? 5 IF THE HOSPITAL WERE TO ADDRESS THIS 1SS UE, ARE THERE OPPORTUNITIES
TO WORK WITH COMMUNITY PARTNERS? FLORIDA HOSPITAL MEMORIAL MED ICAL CENTER AND
OCEANSIDE CHOSE TO ADDRESS A COMPONENT OF EACH OF THE FIVE PRIORITY ISSUES IN THEIR
COMMUNITY HEALTH PLAN AND WILL WORK IN PARTNERSHIP WITH MANY OTHER ORGANIZATIONS
THAT ARE LEADING STRATEGIES INCLUDED IN THE COUNTYWIDE COMMUNITY HEALTH
IMPROVEMENT PLAN THE COUNTYWIDE COMMUNITY HEALTH NEEDS ASSESSMENT INCLUDED AN
ADDITIONAL 8 ISSUES WHICH WER E EXPLORED DURING THIS PROCESS AND REMAIN AN IMPORTANT
PART OF COMMUNITY HEALTH AND WELL-B EING ALTHOUGH NOT SELECTED AS TOP PRIORITIES,
THE ADDITIONAL SIGNIFICANT HEALTH NEEDS IDE NTIFIED AND NOT ADDRESSED ARE INCLUDED
WITH BRIEF DESCRIPTIONS BELOW ADDITIONAL HEALTH ISS UES IDENTIFIED BY THE CHNA
PARTNERSHIP INCLUDE AGING-RELATED ISSUES SEVERAL ISSUES WERE I DENTIFIED AMONGST
THE AGING POPULATION OF VOLUSIA COUNTY, WHICH INCLUDED VACCINATIONS, MEN TAL HEALTH,
DEMENTIA, ALZHEIMER'S DISEASE, AND FALLS THE COMMUNITY HEALTH NEEDS ASSESSMEN T
COMMITTEE BELIEVED THAT THE TOP FIVE PRIORITIZED ISSUES WERE MORE IMPORTANT FOR THE
COMM UNITY TO ADDRESS CHILD/ADOLESCENT ISSUES SPECIFIC ISSUES IDENTIFIED RELATED TO
CHILD/ADOL ESCENCE INCLUDED THE PHYSICAL ENVIRONMENT AND SAFETY, ESPECIALLY
PREVENTION OF AVOIDABLE I NJURIES AND DEATHS EDUCATION AND THE AFFECT THAT EXPOSURE
TO VIOLENCE AND/OR NEGATIVE PEE R BEHAVIOR CAN HAVE WAS IDENTIFIED AS AN ISSUE HEALTH
CARE IN THE CHILD AND ADOLESCENT CA TEGORY WAS ANOTHER CONCERN IDENTIFIED THIS ISSUE
WAS NOT ADDRESSED AS ACCIDENT AND INJURY PREVENTION ARE NOT COMPETENCIES OF THE
HOSPITAL CHRONIC DISEASE CANCER/RESPIRATORY DISEA SES CHRONIC DISEASE, ESPECIALLY
HEART DISEASE, STROKE, CANCER, AND DIABETES, ARE AMONG TH E MOST COMMON, COSTLY AND
PREVENTABLE OF ALL HEALTH PROBLEMS DISPARITIES AMONGST RACE IN THE VOLUSIA COUNTY
POPULATION WAS ALSO IDENTIFIED THE COMMUNITY HEALTH NEEDS ASSESSMENT C OMMITTEE
BELIEVED THAT THE TOP FIVE PRIORITIZED ISSUES WERE MORE IMPORTANT FOR THE COMMUNI TY
TO ADDRESS COMMUNICABLE & INFECTIOUS DISEASES HIV/AIDS, STDS, AND VACCINE
PREVENTABLE DISEASES WERE ALL NOTED AS SPECIFIC ISSUES THERE WAS ALSO A HIGHER
INCIDENCE OF THESE TYP ES OF DISEASE IN THE BLACK POPULATION OF VOLUSIA COUNTY THIS
ISSUE WAS NOT ADDRESSED AS T HE LOCAL HEALTH DEPARTMENTS ARE WORKING ON THIS

ISSUE CRIME, DOMESTIC VIOLENCE, AND CHILD ABUSE VOLUSIA RATES FOR DOMES
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CONTINUATION OF PART V, SECTION B,
LINE 11 FOR ORMOND

TIC VIOLENCE WERE CONSISTENTLY HIGHER EACH YEAR THAN SURROUNDING COUNTIES
VOLUSIA, FLAGLE R, AND PUTMAN COUNTY REPORTED 8,703 CHILD ABUSE RELATED PROTECTIVE
INVESTIGATIONS IN 2015 ALONE AND 1,127 CHILDREN LIVING IN OUT OF HOME CARE IN 2016,
WHICH INCREASES RISK FOR LONG TERM HEALTH ISSUES BASED ON THE ADVERSE CHILDHOOD
EXPERIENCES (ACE) STUDY VIOLENCE IN SC HOOL WAS ANOTHER ISSUE HIGHLIGHTED IN THIS
REPORT, BASED ON SELF-REPORTED DATA THE COMMUN ITY HEALTH NEEDS ASSESSMENT
COMMITTEE BELIEVED THAT THE ABOVE TOP FIVE PRIORITIZED ISSUES WERE MORE IMPORTANT
FOR THE COMMUNITY TO ADDRESS EARLY CHILDHOOD AMONGST THE YOUNGEST POP ULATION,
THERE WERE SEVERAL ISSUES HIGHLIGHTED, WHICH INCLUDED INFANT MORTALITY, ACCIDENTA L
INJURIES, HEALTH INSURANCE, CHILDREN FULLY IMMUNIZED, AND SCHOOL READINESS MANY OF
THES E ISSUES CARRY INTO THE CHILD/ADOLESCENT YEARS THIS ISSUE WAS NOT ADDRESSED
AS ACCIDENT A ND INJURY PREVENTION ARE NOT COMPETENCIES OF THE HOSPITAL WOMEN'S
HEALTH, PRENATAL CARE AN D BIRTH OUTCOMES WOMEN'S HEALTH INCLUDES HEALTH RISKS IN
PREGNANCY, SOCIODEMOGRAPHIC FACT ORS WHICH AFFECT PREGNANCY, INFANT, AND CHILD
HEALTH, LOW BIRTH WEIGHT, FETAL AND INFANT M ORTALITY, PRENATAL CARE, AND TEEN
PREGNANCY THIS ISSUE INCLUDES THE AVAILABILITY, COST AN D LACK OF INSURANCE
COVERAGE THE HOSPITAL HAS FINANCIAL COUNSELORS WHO HELP PATIENTS QUAL IFY FOR
MEDICAID AND MAKE REFERRALS TO AREA MARKETPLACE NAVIGATORS WHO HELP PEOPLE ENROLL
IN AFFORDABLE COVERAGE FLORIDA DID NOT EXPAND MEDICAID COVERAGE UNDER THE
AFFORDABLE CARE ACT, LEAVING MANY PEOPLE UNABLE TO AFFORD INSURANCE OR QUALIFY FOR
PREMIUM SUBSIDIES THI S ISSUE WAS NOT ADDRESSED AS THE COMMUNITY HEALTH NEEDS
ASSESSMENT COMMITTEE BELIEVED THAT THE TOP FIVE PRIORITIZED ISSUES WERE MORE
IMPORTANT FOR THE COMMUNITY TO ADDRESS SOCIO-D EMOGRAPHICS SOCIAL FACTORS AND
THE PHYSICAL ENVIRONMENT WERE AMONGST ISSUES IN THIS CATEG ORY THEY INCLUDED
MEDIAN HOUSEHOLD INCOME, UNEMPLOYMENT, WAGES, HOUSING, POVERTY, AND EDU CATION
SOCIO-ECONOMIC ISSUES ARE NOT A COMPETENCY OF THE HOSPITAL
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CONTINUATION OF PART V, SECTION B,
LINE 11 FOR OCEANSIDE

COMMUNITY NEEDS NOT CHOSEN BY FLORIDA HOSPITAL MEMORIAL MEDICAL CENTER AND
OCEANSIDE THE P RIMARY AND SECONDARY DATA IN THE COMMUNITY HEALTH NEEDS ASSESSMENT
IDENTIFIED MULTIPLE COM MUNITY ISSUES HOSPITAL AND COMMUNITY STAKEHOLDERS USED THE
FOLLOWING CRITERIA TO NARROW T HE LARGER LIST TO THE PRIORITY AREAS NOTED ABOVE 1
HOW ACUTE IS THE NEED? (BASED ON DATA AND COMMUNITY CONCERN)2 WHAT IS THE TREND? IS
THE NEED GETTING WORSE?3 DOES THE HOSPITAL PROVIDE SERVICES THAT RELATE TO THE
PRIORITY? 4 IS SOMEONE ELSE - OR MULTIPLE GROUPS - I N THE COMMUNITY ALREADY WORKING
ON THIS ISSUE? 5 IF THE HOSPITAL WERE TO ADDRESS THIS 1SS UE, ARE THERE OPPORTUNITIES
TO WORK WITH COMMUNITY PARTNERS? FLORIDA HOSPITAL MEMORIAL MED ICAL CENTER AND
OCEANSIDE CHOSE TO ADDRESS A COMPONENT OF EACH OF THE FIVE PRIORITY ISSUES IN THEIR
COMMUNITY HEALTH PLAN AND WILL WORK IN PARTNERSHIP WITH MANY OTHER ORGANIZATIONS
THAT ARE LEADING STRATEGIES INCLUDED IN THE COUNTYWIDE COMMUNITY HEALTH
IMPROVEMENT PLAN THE COUNTYWIDE COMMUNITY HEALTH NEEDS ASSESSMENT INCLUDED AN
ADDITIONAL 8 ISSUES WHICH WER E EXPLORED DURING THIS PROCESS AND REMAIN AN IMPORTANT
PART OF COMMUNITY HEALTH AND WELL-B EING ALTHOUGH NOT SELECTED AS TOP PRIORITIES,
THE ADDITIONAL SIGNIFICANT HEALTH NEEDS IDE NTIFIED AND NOT ADDRESSED ARE INCLUDED
WITH BRIEF DESCRIPTIONS BELOW ADDITIONAL HEALTH ISS UES IDENTIFIED BY THE CHNA
PARTNERSHIP INCLUDE AGING-RELATED ISSUES SEVERAL ISSUES WERE I DENTIFIED AMONGST
THE AGING POPULATION OF VOLUSIA COUNTY, WHICH INCLUDED VACCINATIONS, MEN TAL HEALTH,
DEMENTIA, ALZHEIMER'S DISEASE, AND FALLS THE COMMUNITY HEALTH NEEDS ASSESSMEN T
COMMITTEE BELIEVED THAT THE TOP FIVE PRIORITIZED ISSUES WERE MORE IMPORTANT FOR THE
COMM UNITY TO ADDRESS CHILD/ADOLESCENT ISSUES SPECIFIC ISSUES IDENTIFIED RELATED TO
CHILD/ADOL ESCENCE INCLUDED THE PHYSICAL ENVIRONMENT AND SAFETY, ESPECIALLY
PREVENTION OF AVOIDABLE I NJURIES AND DEATHS EDUCATION AND THE AFFECT THAT EXPOSURE
TO VIOLENCE AND/OR NEGATIVE PEE R BEHAVIOR CAN HAVE WAS IDENTIFIED AS AN ISSUE HEALTH
CARE IN THE CHILD AND ADOLESCENT CA TEGORY WAS ANOTHER CONCERN IDENTIFIED THIS ISSUE
WAS NOT ADDRESSED AS ACCIDENT AND INJURY PREVENTION ARE NOT COMPETENCIES OF THE
HOSPITAL CHRONIC DISEASE CANCER/RESPIRATORY DISEA SES CHRONIC DISEASE, ESPECIALLY
HEART DISEASE, STROKE, CANCER, AND DIABETES, ARE AMONG TH E MOST COMMON, COSTLY AND
PREVENTABLE OF ALL HEALTH PROBLEMS DISPARITIES AMONGST RACE IN THE VOLUSIA COUNTY
POPULATION WAS ALSO IDENTIFIED THE COMMUNITY HEALTH NEEDS ASSESSMENT C OMMITTEE
BELIEVED THAT THE TOP FIVE PRIORITIZED ISSUES WERE MORE IMPORTANT FOR THE COMMUNI TY
TO ADDRESS COMMUNICABLE & INFECTIOUS DISEASES HIV/AIDS, STDS, AND VACCINE
PREVENTABLE DISEASES WERE ALL NOTED AS SPECIFIC ISSUES THERE WAS ALSO A HIGHER
INCIDENCE OF THESE TYP ES OF DISEASE IN THE BLACK POPULATION OF VOLUSIA COUNTY THIS
ISSUE WAS NOT ADDRESSED AS T HE LOCAL HEALTH DEPARTMENTS ARE WORKING ON THIS

ISSUE CRIME, DOMESTIC VIOLENCE, AND CHILD ABUSE VOLUSIA RATES FOR DOMES




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

CONTINUATION OF PART V, SECTION B,
LINE 11 FOR OCEANSIDE

TIC VIOLENCE WERE CONSISTENTLY HIGHER EACH YEAR THAN SURROUNDING COUNTIES
VOLUSIA, FLAGLE R, AND PUTMAN COUNTY REPORTED 8,703 CHILD ABUSE RELATED PROTECTIVE
INVESTIGATIONS IN 2015 ALONE AND 1,127 CHILDREN LIVING IN OUT OF HOME CARE IN 2016,
WHICH INCREASES RISK FOR LONG TERM HEALTH ISSUES BASED ON THE ADVERSE CHILDHOOD
EXPERIENCES (ACE) STUDY VIOLENCE IN SC HOOL WAS ANOTHER ISSUE HIGHLIGHTED IN THIS
REPORT, BASED ON SELF-REPORTED DATA THE COMMUN ITY HEALTH NEEDS ASSESSMENT
COMMITTEE BELIEVED THAT THE ABOVE TOP FIVE PRIORITIZED ISSUES WERE MORE IMPORTANT
FOR THE COMMUNITY TO ADDRESS EARLY CHILDHOOD AMONGST THE YOUNGEST POP ULATION,
THERE WERE SEVERAL ISSUES HIGHLIGHTED, WHICH INCLUDED INFANT MORTALITY, ACCIDENTA L
INJURIES, HEALTH INSURANCE, CHILDREN FULLY IMMUNIZED, AND SCHOOL READINESS MANY OF
THES E ISSUES CARRY INTO THE CHILD/ADOLESCENT YEARS THIS ISSUE WAS NOT ADDRESSED
AS ACCIDENT A ND INJURY PREVENTION ARE NOT COMPETENCIES OF THE HOSPITAL WOMEN'S
HEALTH, PRENATAL CARE AN D BIRTH OUTCOMES WOMEN'S HEALTH INCLUDES HEALTH RISKS IN
PREGNANCY, SOCIODEMOGRAPHIC FACT ORS WHICH AFFECT PREGNANCY, INFANT, AND CHILD
HEALTH, LOW BIRTH WEIGHT, FETAL AND INFANT M ORTALITY, PRENATAL CARE, AND TEEN
PREGNANCY THIS ISSUE INCLUDES THE AVAILABILITY, COST AN D LACK OF INSURANCE
COVERAGE THE HOSPITAL HAS FINANCIAL COUNSELORS WHO HELP PATIENTS QUAL IFY FOR
MEDICAID AND MAKE REFERRALS TO AREA MARKETPLACE NAVIGATORS WHO HELP PEOPLE ENROLL
IN AFFORDABLE COVERAGE FLORIDA DID NOT EXPAND MEDICAID COVERAGE UNDER THE
AFFORDABLE CARE ACT, LEAVING MANY PEOPLE UNABLE TO AFFORD INSURANCE OR QUALIFY FOR
PREMIUM SUBSIDIES THI S ISSUE WAS NOT ADDRESSED AS THE COMMUNITY HEALTH NEEDS
ASSESSMENT COMMITTEE BELIEVED THAT THE TOP FIVE PRIORITIZED ISSUES WERE MORE
IMPORTANT FOR THE COMMUNITY TO ADDRESS SOCIO-D EMOGRAPHICS SOCIAL FACTORS AND
THE PHYSICAL ENVIRONMENT WERE AMONGST ISSUES IN THIS CATEG ORY THEY INCLUDED
MEDIAN HOUSEHOLD INCOME, UNEMPLOYMENT, WAGES, HOUSING, POVERTY, AND EDU CATION
SOCIO-ECONOMIC ISSUES ARE NOT A COMPETENCY OF THE HOSPITAL




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

a Hospital Facility

Facility

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

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

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

Name and address

Type of Facility (describe)

1 1-FHMMC CANCER CENTER
224 MEMORIAL MEDICAL PARKWAY
DAYTONA BEACH, FL 32117

CANCER CENTER

1 2-FHMMC-MOB (MARTIN ROBERT KENT CHRISTOPH
305 MEMORIAL MEDICAL PARKWAY
SUITE-505
DAYTONA BEACH, FL 32117

NEUROSURGERY

2 3 - FHMMC-MOB (DESAI UTPAL MANGONON PATRICK
305 MEMORIAL MEDICAL PARKWAY
SUITE-308
DAYTONA BEACH, FL 32117

CARDIOVASCULAR SURGERY/CARDIAC THORACIC & VASCULAR
SURGEON

3 4 - MEMORIAL FAMILY CARE-ORMOND (GONSALVES LI
335 CLYDE MORRIS BOULEVARD
SUITE-240
ORMOND BEACH, FL 32174

FAMILY & GYNECOLOGIC SURGERY

4 5 - TWIN LAKES FAMILY PRACTICE (ST JAMES LUT
1890 LPGA BOULEVARD SUITE-170
DAYTONA BEACH, FL 32117

FAMILY MEDICINE

5 6 - FHMMC WOMEN'S CARE
305 MEMORIAL MEDICAL PARKWAY
SUITE-400
DAYTONA BEACH, FL 32174

WOMEN'S CARE

6 7-FHMMC-MOB (EISENHUT JOSHUA & NIEWALD AND
305 MEMORIAL MEDICAL PARKWAY
SUITE-502
DAYTONA BEACH, FL 32117

FAMILY MEDICINE

7 8 - COASTAL INTERNAL MEDICINE SPECIALISTS LLC
335 CLYDE MORRIS BOULEVARD
SUITE-290
ORMOND BEACH, FL 32174

INTERNAL MEDICINE

8 9-FHMMC-MOB (DAAS ADEL)
305 MEMORIAL MEDICAL PARKWAY
SUITE-307
DAYTONA BEACH, FL 32117

GASTROENTEROLOGY/HEPATOLOGY

9 10 - FHMMC-MOB (BIRKEDAL CHRISTIAN)
305 MEMORIAL MEDICAL PARKWAY
SUITE-205
DAYTONA BEACH, FL 32117

GENERAL SURGERY

10 11 - FHMMC FAMILY MEDICINE AT THE PAVILION
5535 SOUTH WILLIAMSON BOULEVARD
SUITE 70
PORT ORANGE, FL 32128

FAMILY MEDICINE

11 12 - FHMMC-MOB-PECKS FAMILY PRACTICE (REBECCA A
305 MEMORIAL MEDICAL PARKWAY
SUITE-401
DAYTONA BEACH, FL 32174

FAMILY MEDICINE

12 13 - FHMMC-MOB (MAZLOOM NARGES)
305 MEMORIAL MEDICAL PARKWAY
SUITE-208
DAYTONA BEACH, FL 32117

OTOLARYNGOLOGY (ENT)

13 14 - FHMMC-MOB (COHEN HEZI)
305 MEMORIAL MEDICAL PARKWAY
SUITE-207
DAYTONA BEACH, FL 32117

FAMILY MEDICINE

14 15 - FHMMC-MOB - PEDIATRICS (SULOCHANA SHILPA
305 MEMORIAL MEDICAL PARKWAY
SUITE-405
DAYTONA BEACH, FL 32117

PEDIATRICS




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

a Hospital Facility

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?

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

Name and address

Type of Facility (describe)

16 16 - FHMMC-MOB (RASMUSSEN RONALD)
305 MEMORIAL MEDICAL PARKWAY
SUITE-209
DAYTONA BEACH, FL 32117

GENERAL SURGERY

1 17 - FHMMC-MOB (MURPHY MARK DENNIS)
305 MEMORIAL MEDICAL PARKWAY
SUITE-303
DAYTONA BEACH, FL 32117

NEUROSURGERY

2 18 - FHHCP-NSB (KELLER KIMBERLY)
125 FLORIDA MEMORIAL PARKWAY
SUITE-2600
NEW SMYRNA BEACH,FL 32168

FAMILY MEDICINE

3 19 - FHHCP-NSB (MALAN KATHRYN)
125 FLORIDA MEMORIAL PARKWAY
SUITE-2500
NEW SMYRNA BEACH, FL 32168

FAMILY MEDICINE

4 20 - FHHCP MINA ZAHEDI MD
1050 WEST GRANADA BOULEVARD
SUITE-2-A
ORMOND BEACH, FL 32174

INTERNAL MEDICINE

5 21 - FHHCP-NSB (FISCHER CARNE TINA)
125 FLORIDA MEMORIAL PARKWAY
SUITE-2700
NEW SMYRNA BEACH, FL 32168

FAMILY MEDICINE

6 22 - FHHCP JESSY CASIMIRO MD
290 CLYDE MORRIS BOULEVARD
SUITE-A-2
ORMOND BEACH, FL 32174

FAMILY MEDICINE

7 23 - FHHCP RACHEL SCHEERER MD
1425 HAND AVENUE SUITE-F
ORMOND BEACH, FL 32174

FAMILY MEDICINE

8 24 - FHMMC-MOB (GROVE CHRISTOPHER)
305 MEMORIAL MEDICAL PARKWAY
SUITE-201
DAYTONA BEACH, FL 32117

GENERAL SURGERY

9 25 - FHMMC INTERNAL MEDICINE AT THE PAVILION
5535 SOUTH WILLIAMSON BOULEVARD
SUITE-722
PORT ORANGE, FL 32128

FAMILY MEDICINE/INTERNAL MEDICINE
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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
MEMORIAL HEALTH SYSTEMS INC
59-0973502
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) See Additional Data

(10)
(11)
(12)
2 Enter total number of section 501(c)(3) and government organizations listed in the line 1 table . | 4 9
3 Enter total number of other organizations listed in the line 1 table . . > 2

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

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

Return Reference Explanation

PART I, LINE 2 GRANTS ARE GENERALLY MADE ONLY TO RELATED ORGANIZATIONS THAT ARE EXEMPT FROM FEDERAL INCOME TAX UNDER IRC SECTION 501(C)(3), OR TO OTHER

LOCAL CHARITABLE COMMUNITY ORGANIZATIONS, OR TO OTHER 501(C)(3) ORGANIZATIONS THAT ARE A PART OF THE GROUP EXEMPTION RULING ISSUED TO THE
GENERAL CONFERENCE OF SEVENTH-DAY ADVENTISTS ACCORDINGLY, THE FILING ORGANIZATION HAS NOT ESTABLISHED SPECIFIC PROCEDURES FOR
MONITORING THE USE OF GRANT FUNDS IN THE UNITED STATES AS THE FILING ORGANIZATION DOES NOT HAVE A GRANT MAKING PROGRAM THAT WOULD
NECESSITATE SUCH PROCEDURES

Schedule I (Form 990) 2017



Additional Data

Software ID:
Software Version:
EIN:

Name:

59-0973502

MEMORIAL HEALTH SYSTEMS INC

Form 990,Schedule I, Part I1, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

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

MEMORIAL HEALTH SYSTEMS 31-1771522 501(C)(3) 257,950(COST GENERAL ADMINISTRATIVE PROVISION OF
FOUNDATION INC SUPPORT GENERAL
301 MEMORIAL MEDICAL ADMINISTRATIVE
PKWY SUPPORT
DAYTONA BEACH, FL 32117
AMERICAN HEART 13-5613797 501(C)(3) 12,000 GENERAL SUPPORT
ASSOCIATION INC
7272 GREENVILLE AVE
DALLAS, TX 75231




Form 990,Schedule I, Part I1, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash (e) Amount of non- | (f) Method of valuation (g) Description of (h) Purpose of grant
organization If applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)
DAYTONA STATE COLLEGE 59-1581805 501(C)(3) 5,627 GENERAL SUPPORT

FOUNDATION INC

1200 W INTL SPEEDWAY BLVD
302

DAYTONA BEACH, FL 32114

ORMOND BEACH CHAMBER OF 59-0618671 501(C)(6) 15,600 GENERAL SUPPORT
COMMERCE

165 WEST GRANADA BLVD
ORMOND BEACH, FL 32174




Form 990,Schedule I, Part I1, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash (e) Amount of non- | (f) Method of valuation (g) Description of (h) Purpose of grant
organization If applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)
CITY OF DAYTONA BEACH 59-6000304 GOVERNMENTAL 9,000 GENERAL SUPPORT
301 S RIDGEWOOD AVE
DAYTONA BEACH, FL 32114
DAYTONA REGIONAL CHAMBER 59-0215990 501(C)(6) 9,800 GENERAL SUPPORT

OF COMMERCE INC
126 E ORANGE AVE
DAYTONA BEACH, FL 32114




Form 990,Schedule I, Part I1, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash (e) Amount of non- | (f) Method of valuation (g) Description of (h) Purpose of grant
organization If applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)
AMERICAN CANCER SOCIETY 52-2340031 501(C)(3) 9,375 GENERAL SUPPORT
FLORIDA DIVISION
555 11TH STREET NW
WASHINGTON, DC 20004
ORMOND MAINSTREET INC 59-3311218 501(C)(3) 8,000

PO BOX 2917
ORMOND BEACH, FL 32175

GENERAL SUPPORT




Form 990,Schedule I, Part I1, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash (e) Amount of non- | (f) Method of valuation (g) Description of (h) Purpose of grant
organization If applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)
EARLY LEARNING COALITION 59-3646549 501(C)(3) 5,500 GENERAL SUPPORT
OF FLAGLER AND VOLUSIA
COUNTY
135 EXECUTIVE CIRCLE 100
DAYTONA BEACH, FL 32114
FOOD BRINGS HOPE INC 45-5480270 501(C)(3) 10,000 GENERAL SUPPORT

2379 BEVILLE ROAD
DAYTONA BEACH, FL 32119




Form 990,Schedule I, Part I1, Grants and Other Assistance to Domestic Organizations and Domestic Governments.

(e) Amount of non-

(f) Method of valuation

(g) Description of

(h) Purpose of grant

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash
organization If applicable grant cash (book, FMV, appraisal, non-cash assistance or assistance
or government assistance other)
UNIVERSITY OF CENTRAL 59-6211832 501(C)(3) 75,000 GENERAL SUPPORT

FLORIDA FOUNDATION INC
12424 RESEARCH PARKWAY
250

ORLANDO, FL 32826
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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
MEMORIAL HEALTH SYSTEMS INC

59-0973502

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 Housing allowance or residence for personal use
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
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 | Yes

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all 2 Yes
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
O Independent compensation consultant O Compensation survey or study
L1 Form 990 of other organizations O Approval by the board or compensation committee

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

a Recelve a severance payment or change-of-control payment? 4a No

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 No

8 Were any amounts reported on Form 990, Part VII, paid or accured pursuant to a contract that was
subject to the initial contract exception described in Regulations section 53 4958-4(a)(3)? If "Yes," describe

in Part 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
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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

PART I, LINE 1A

THE FILING ORGANIZATION IS A PART OF THE SYSTEM OF HEALTHCARE ORGANIZATIONS KNOWN AS ADVENTIST HEALTH SYSTEM (AHS) MEMBERS OF THE
FILING ORGANIZATION'S EXECUTIVE MANAGEMENT TEAM THAT HOLD THE POSITION OF VICE-PRESIDENT OR ABOVE ARE COMPENSATED BY AND ON THE
PAYROLL OF ADVENTIST HEALTH SYSTEM SUNBELT HEALTHCARE CORPORATION (AHSSHC), THE PARENT ORGANIZATION OF AHS AHSSHC IS EXEMPT FROM
FEDERAL INCOME TAX UNDER IRC SECTION 501(C)(3) THE FILING ORGANIZATION REIMBURSES AHSSHC FOR THE SALARY AND BENEFIT COST OF THOSE
EXECUTIVES ON THE PAYROLL OF AHSSHC THAT PROVIDE SERVICES AND ARE ON THE MANAGEMENT TEAM OF THE FILING ORGANIZATION TRAVEL FOR
COMPANIONS AHSSHC HAS A CORPORATE EXECUTIVE POLICY THAT PROVIDES A BENEFIT TO ALLOW FOR A TRAVELING AHSSHC EXECUTIVE TO HAVE HIS OR
HER SPOUSE ACCOMPANY THE EXECUTIVE ON CERTAIN BUSINESS TRIPS EACH YEAR TYPICALLY, REIMBURSEMENT IS ONLY PROVIDED TO CERTAIN EXECUTIVE
LEADERS AND IS USUALLY LIMITED TO ONE BUSINESS TRIP PER YEAR BEYOND THE ANNUAL AHS PRESIDENT'S COUNCIL BUSINESS MEETING AND OTHER
MEETINGS WHERE THE SPOQUSE 1S SPECIFICALLY INVITED THE AHSSHC CORPORATE EXECUTIVE SPOUSAL TRAVEL POLICY WAS ORIGINALLY APPROVED AND
REVIEWED BY THE AHSSHC BOARD COMPENSATION COMMITTEE, AN INDEPENDENT BODY OF THE AHSSHC BOARD OF DIRECTORS ALL SPOUSAL TRAVEL COSTS
REIMBURSED TO THE EXECUTIVE ARE CONSIDERED TAXABLE COMPENSATION TO THE EXECUTIVE TAX INDEMNIFICATION AND GROSS-UP PAYMENTS AHS HAS
A SYSTEM-WIDE POLICY ADDRESSING GROSS-UP PAYMENTS PROVIDED IN CONNECTION WITH EMPLOYER-PROVIDED BENEFITS/OTHER TAXABLE ITEMS UNDER
THE POLICY, CERTAIN TAXABLE BUSINESS-RELATED REIMBURSEMENTS (I E TAXABLE BUSINESS-RELATED MOVING EXPENSES, TAXABLE ITEMS PROVIDED IN
CONNECTION WITH EMPLOYMENT) PROVIDED TO ANY EMPLOYEE MAY BE GROSSED-UP AT A 25% RATE UPON APPROVAL OF THE FILING ORGANIZATION'S CEO
AND CFO ADDITIONALLY, EMPLOYEES AT THE DIRECTOR LEVEL AND ABOVE ARE ELIGIBLE FOR GROSS-UP PAYMENTS ON GIFTS RECEIVED FOR BOARD OF
DIRECTOR SERVICES DISCRETIONARY SPENDING ACCOUNT A NOMINAL DISCRETIONARY SPENDING AMOUNT WAS PROVIDED IN THE CURRENT YEAR TO ALL
ELIGIBLE EXECUTIVES WHO ATTEND THE ANNUAL AHS PRESIDENT'S COUNCIL BUSINESS MEETING ($500 PER EXECUTIVE) OR THE ANNUAL AHS CFO
CONFERENCE OR CMO/CNO BUSINESS MEETING ($300 PER EXECUTIVE) OTHER DISCRETIONARY SPENDING ACCOUNTS MAY BE PROVIDED IN CONNECTION
WITH OTHER AHS SPONSORED CONFERENCES BUT TYPICALLY DO NOT EXCEED $200 PER PARTICIPANT WITH RESPECT TO THE AHS PRESIDENT'S COUNCIL
MEETING, ELIGIBLE EXECUTIVES MAY INCLUDE AHSSHC VICE PRESIDENTS AND ABOVE AND ALL AHSSHC SUBSIDIARY ORGANIZATION CEOS AND REGIONAL
CFOS THE PAYMENT PROVIDED TO EACH EXECUTIVE WAS CONSIDERED TAXABLE COMPENSATION TO THE EXECUTIVE HOUSING ALLOWANCE OR RESIDENCE
FOR PERSONAL USE AHSSHC HAS A CORPORATE EXECUTIVE POLICY THAT ADDRESSES ASSISTANCE TO EXECUTIVES WHO HAVE BEEN RELOCATED BY THE
COMPANY DURING THE YEAR RELOCATION ASSISTANCE PROVIDED TO EXECUTIVES MAY INCLUDE RELOCATION ALLOWANCES TO ASSIST WITH DUPLICATE
HOUSING EXPENSES RELOCATION ASSISTANCE IS ADMINISTERED PER AHSSHC POLICY BY AN EXTERNAL RELOCATION COMPANY ANY TAXABLE
REIMBURSEMENTS MADE TO EXECUTIVES IN CONNECTION WITH RELOCATION ASSISTANCE ARE TREATED AS WAGES TO THE EXECUTIVE AND ARE SUBJECT TO
ALL PAYROLL WITHHOLDING AND REPORTING REQUIREMENTS

PART I, LINE 3

THE INDIVIDUAL WHO SERVES AS THE CEO OF THE FILING ORGANIZATION IS COMPENSATED BY ADVENTIST HEALTH SYSTEM SUNBELT HEALTHCARE
CORPORATION (AHSSHC) FOR THAT INDIVIDUAL'S ROLE IN SERVING AS THE CEO COMPENSATION AND BENEFITS PROVIDED TO THIS INDIVIDUAL ARE
DETERMINED PURSUANT TO POLICIES, PROCEDURES, AND PROCESSES OF AHSSHC THAT ARE DESIGNED TO ENSURE COMPLIANCE WITH THE INTERMEDIATE
SANCTIONS LAWS AS SET FORTH IN IRC SECTION 4958 AHSSHC HAS TAKEN STEPS TO ENSURE THAT PROCESSES ARE IN PLACE TO SATISFY THE REBUTTABLE
PRESUMPTION OF REASONABLENESS STANDARD AS SET FORTH IN TREASURY REGULATION 53 4958-6 WITH RESPECT TO ITS ACTIVE EXECUTIVE-LEVEL
POSITIONS THE AHSSHC BOARD COMPENSATION COMMITTEE (THE COMMITTEE) SERVES AS THE GOVERNING BODY FOR ALL EXECUTIVE COMPENSATION
MATTERS THE COMMITTEE IS COMPOSED OF CERTAIN MEMBERS OF THE BOARD OF DIRECTORS (THE BOARD) OF AHSSHC VOTING MEMBERS OF THE
COMMITTEE INCLUDE ONLY INDIVIDUALS WHO SERVE ON THE BOARD AS INDEPENDENT REPRESENTATIVES OF THE COMMUNITY, WHO HOLD NO EMPLOYMENT
POSITIONS WITH AHSSHC AND WHO DO NOT HAVE RELATIONSHIPS WITH ANY OF THE INDIVIDUALS WHOSE COMPENSATION IS UNDER THEIR REVIEW THAT
IMPACTS THEIR BEST INDEPENDENT JUDGMENT AS FIDUCIARIES OF AHSSHC THE COMMITTEE'S ROLE IS TO REVIEW AND APPROVE ALL COMPONENTS OF THE
EXECUTIVE COMPENSATION PLAN OF AHSSHC AS AN INDEPENDENT GOVERNING BODY WITH RESPECT TO EXECUTIVE COMPENSATION, IT SHOULD BE NOTED
THAT THE COMMITTEE WILL OFTEN CONFER IN EXECUTIVE SESSIONS ON MATTERS OF COMPENSATION POLICY AND POLICY CHANGES IN SUCH EXECUTIVE
SESSIONS, NO MEMBERS OF MANAGEMENT OF AHSSHC ARE PRESENT THE COMMITTEE IS ADVISED BY AN INDEPENDENT THIRD PARTY COMPENSATION
ADVISOR THIS ADVISOR PREPARES ALL THE BENCHMARK STUDIES FOR THE COMMITTEE COMPENSATION LEVELS ARE BENCHMARKED WITH A NATIONAL PEER
GROUP OF OTHER NOT-FOR-PROFIT HEALTHCARE SYSTEMS AND HOSPITALS OF SIMILAR SIZE AND COMPLEXITY TO AHS AND EACH OF ITS AFFILIATED ENTITIES
THE FOLLOWING PRINCIPLES GUIDE THE ESTABLISHMENT OF INDIVIDUAL EXECUTIVE COMPENSATION - THE SALARY OF THE PRESIDENT/CEO OF AHS WILL NOT
EXCEED THE 40TH PERCENTILE OF COMPARABLE SALARIES PAID BY SIMILARLY SITUATED ORGANIZATIONS, AND - OTHER EXECUTIVE SALARIES SHALL BE
ESTABLISHED USING MARKET MEDIANS THE COMPENSATION PHILOSOPHY, POLICIES, AND PRACTICES OF AHSSHC ARE CONSISTENT WITH THE
ORGANIZATION'S FAITH-BASED MISSION AND CONFORM TO APPLICABLE LAWS, REGULATIONS, AND BUSINESS PRACTICES AS A FAITH-BASED ORGANIZATION
SPONSORED BY THE SEVENTH-DAY ADVENTIST CHURCH (THE CHURCH), AHSSHC'S PHILOSOPHY AND PRINCIPLES WITH RESPECT TO ITS EXECUTIVE
COMPENSATION PRACTICES REFLECT THE CONSERVATIVE APPROACH OF THE CHURCH'S MISSION OF SERVICE AND WERE DEVELOPED IN COUNSEL WITH THE
CHURCH'S LEADERSHIP

PART I, LINE 4B

AS DISCUSSED IN LINE 1A ABOVE, EXECUTIVES ON THE FILING ORGANIZATION'S MANAGEMENT TEAM THAT HOLD THE POSITION OF VICE-PRESIDENT OR ABOVE
ARE COMPENSATED BY AND ON THE PAYROLL OF ADVENTIST HEALTH SYSTEM SUNBELT HEALTHCARE CORPORATION (AHSSHC), THE PARENT ORGANIZATION OF
A HEALTHCARE SYSTEM KNOWN AS ADVENTIST HEALTH SYSTEM (AHS) IN RECOGNITION OF THE CONTRIBUTION THAT EACH EXECUTIVE MAKES TO THE
SUCCESS OF AHS, AHS PROVIDES TO ELIGIBLE EXECUTIVES PARTICIPATION IN THE AHS EXECUTIVE FLEX BENEFIT PROGRAM (THE PLAN) THE PURPOSE OF THE
PLAN IS TO OFFER ELIGIBLE EXECUTIVES AN OPPORTUNITY TO ELECT FROM AMONG A VARIETY OF SUPPLEMENTAL BENEFITS, INCLUDING A SPLIT DOLLAR LIFE
INSURANCE POLICY AND LONG-TERM CARE INSURANCE, TO INDIVIDUALLY TAILOR A BENEFITS PROGRAM APPROPRIATE TO EACH EXECUTIVE'S NEEDS THE PLAN
PROVIDES ELIGIBLE PARTICIPANTS A PRE-DETERMINED BENEFITS ALLOWANCE CREDIT THAT IS EQUAL TO A PERCENTAGE OF THE EXECUTIVE'S BASE PAY FROM
WHICH IS DEDUCTED THE COST OF MANDATORY AND ELECTIVE EMPLOYEE BENEFITS THE PRE-DETERMINED BENEFITS ALLOWANCE CREDIT PERCENTAGE IS
APPROVED BY THE AHSSHC BOARD COMPENSATION COMMITTEE, AN INDEPENDENT COMMITTEE OF THE BOARD OF DIRECTORS OF AHSSHC ANY FUNDS THAT
REMAIN AFTER THE COST OF MANDATORY AND ELECTIVE BENEFITS ARE SUBTRACTED FROM THE ANNUAL PRE-DETERMINED BENEFITS ALLOWANCE ARE
CONTRIBUTED, AT THE EMPLOYEE'S OPTION, TO EITHER AN IRC 457(F) DEFERRED COMPENSATION ACCOUNT OR TO AN IRC 457(B) ELIGIBLE DEFERRED
COMPENSATION PLAN UPON ATTAINMENT OF AGE 65, ALL PREVIOUS 457(F) DEFERRED AMOUNTS ARE PAID IMMEDIATELY TO THE PARTICIPANT AND ANY
FUTURE EMPLOYER CONTRIBUTIONS ARE MADE QUARTERLY FROM THE PLAN DIRECTLY TO THE PARTICIPANT THE PLAN DOCUMENTS DEFINE AN EMPLOYEE WHO
IS ELIGIBLE TO PARTICIPATE IN THE PLAN TO GENERALLY INCLUDE THE CHIEF EXECUTIVE OFFICERS OF AHS ENTITIES AND VICE PRESIDENTS OF ALL AHS
ENTITIES WHOSE BASE SALARY IS AT LEAST $243,000 THE PLAN PROVIDES FOR A CLASS YEAR VESTING SCHEDULE (2 YEARS FOR EACH CLASS YEAR) WITH
RESPECT TO AMOUNTS ACCUMULATED IN THE EXECUTIVE'S 457(F) DEFERRED COMPENSATION ACCOUNT DISTRIBUTIONS COULD ALSC BE MADE FROM THE
EXECUTIVE'S 457(F) DEFERRED COMPENSATION ACCOUNT UPON ATTAINMENT OF AGE 65 OR UPON AN INVOLUNTARY SEPARATION THE ACCOUNT IS FORFEITED
BY THE EXECUTIVE UPON A VOLUNTARY SEPARATION IN ADDITION TO THE PLAN, AHS HAS INSTITUTED A DEFINED BENEFIT, NON-TAX-QUALIFIED DEFERRED
COMPENSATION PLAN FOR CERTAIN EXECUTIVES WHO HAVE PROVIDED LENGTHY SERVICE TO AHS AND/OR TO OTHER SEVENTH-DAY ADVENTIST CHURCH
HOSPITALS OR HEALTH CARE INSTITUTIONS PARTICIPATION IN THE PLAN IS OFFERED TO AHS EXECUTIVES ON A PRORATA SCHEDULE BEGINNING WITH 20
YEARS OF SERVICE AS AN EMPLOYEE OF AHS AND/OR ANOTHER HOSPITAL OR HEALTH CARE INSTITUTION CONTROLLED BY THE SEVENTH-DAY ADVENTIST
CHURCH AND WHO SATISFY CERTAIN OTHER QUALIFYING CRITERIA THIS SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN (SERP) WAS DESIGNED TO PROVIDE
ELIGIBLE EXECUTIVES WITH THE ECONOMIC EQUIVALENT OF AN ANNUAL INCOME BEGINNING AT NORMAL RETIREMENT AGE EQUAL TO 60% OF THE AVERAGE
OF THE PARTICIPANT'S THREE, FIVE OR SEVEN HIGHEST YEARS OF BASE SALARY FROM AHS ACTIVE EMPLOYMENT INCLUSIVE OF INCOME FROM ALL OTHER
SEVENTH-DAY ADVENTIST CHURCH HEALTHCARE EMPLOYER-FINANCED RETIREMENT INCOME SOURCES AND INVESTMENT INCOME EARNED ON THOSE
CONTRIBUTIONS THROUGH SOCIAL SECURITY NORMAL RETIREMENT AGE AS DEFINED IN THE PLAN THE NUMBER OF YEARS INCLUDED IN HIGHEST AVERAGE
COMPENSATION IS DETERMINED BY THE INDIVIDUAL'S YEAR OF ENTRY TO THE SERP AND BY THE INDIVIDUAL'S YEAR OF ENTRY TO THE AHS EXECUTIVE FLEX
BENEFIT PROGRAM ADDITIONALLY, IN 2017 AHS ADOPTED A SENIOR EXECUTIVE DEATH BENEFIT (SEDB) PLAN IN RECOGNITION OF THE CONSIDERABLE AGE
AND SERVICE REQUIREMENTS IN THE SERP THE SEDB PLAN PROVIDES A BENEFIT IN AN AMOUNT EQUAL TO THE AMOUNT THE EXECUTIVE'S BENEFIT WOULD
HAVE BEEN UNDER THE SERP PLAN ASSUMING THAT, ON THE DATE OF THE EXECUTIVE'S DEATH (AND NOT BEFORE), THE EXECUTIVE SATISFIED THE LAST OF
THE ELIGIBILITY REQUIREMENTS OF THE SERP PLAN WITH PRESENT VALUE RECOGNIZING AN EARLY BENEFIT COMMENCEMENT AN ELIGIBLE EXECUTIVE
BECOMES A PARTICIPANT IN THE SEDB PLAN IF THE EXECUTIVE DIES PRIOR TO TERMINATION OF EMPLOYMENT, PROVIDED THE EXECUTIVE HAS NOT SATISFIED
ALL OF THE ELIGIBILITY REQUIREMENTS OF SERP AS OF THE EXECUTIVE'S DATE OF DEATH BUT WOULD HAVE SATISFIED ALL OF THOSE REQUIREMENTS WITHIN
FIVE (5) YEARS FOLLOWING DEATH HAD THE EXECUTIVE LIVED AND CONTINUED EMPLOYMENT THE SEDB PLAN WAS REVIEWED AND APPROVED BY THE AHSSHC
BOARD COMPENSATION COMMITTEE, AN INDEPENDENT BODY OF THE AHSSHC BOARD OF DIRECTORS FLEX PLAN FLEX PLAN/ SERP 457(B) CY SEDB CY
EMPLOYER CY CONTRIB / DISTR * DISTR CONTRIB DISTR * PAYMENT == -mnn oo oo oo e e o e e e e e e e e e e e e e e e e e oo OTTATI, DAVID A $
79,455 $ 54,143 $ 0 $ 0 $ 0 HOUMANN, LARS D $246,703 $217,552 $608,036 $ 0 $ 0 JOHNSON, SANDRA K $108,591 $ 61,717 $449,668 $ 0 $ 0 NOSEWORTHY,
ED $ 63,344 $ 51,099 $202,405 $ 0 $ 0 TOL, DARYLL $190,752 $ 76,082 $ 0 $ 0 $ 0 FULBRIGHT, ROBERT D $ 67,085 $229,578 $ 0 $ 0 $1,054,221 THOMAS,
DEBORA H $ 49,797 $ 20,019 $578,762 $ 0 $ 0 MATTISON, KENNETH $ 55,971 $ 41,979 $ 72,116 $ 0 $ 0 GRAY, MD, KRISTEN D $ 32,539 $ 16,454$0$0%$0
CELANO, PATRICIA $ 44,428 $ 10,526 $ 0 $ 0 $ 0 COPELAND, DARLINDA G $ 50,897 $ 22,638 $0 $ 0 $ 0 GOEB-BURKETT, MICHELE$ 12,688 $ 12,252 $0$0%$0
GOODMAN, TODD A $ 88,311 $32,813$0$ 0 $ 0 SOLER, EDDIE $ 133,999 $ 114,569 $303,339 $ 0 $ 0 BUCKNOR, JERMAINE $ 10,114 $584$0$0%0

HINDS, NIGELE $ 13,161 ¢ 18,187 $0$ 0 $ 0 JIMENEZ, RONALD $ 39,762 $ 16,933 $ 0 $ 0 $ 0 *INCLUDING INVESTMENT EARNINGS

Schedule J (Form 990) 2017
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EIN:
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MEMORIAL HEALTH SYSTEMS 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 (ii) (iii) other deferred benefits (B)Y(1)-(D) column (B)
Bonus & incentive Other reportable compensation reported as deferred on
compensation compensation prior Form 990
1DAVID OTTATI 1 0
DIR/PRES/CHAIRMAN (BEG ( ) __________________________ o o o o o 0
6/17, END PRE
/17, () 531,508 97,517 73,164 94,017 49,637 845,843 50,373
1ROBERT FULBRIGHT 1 0
DIR/CHAIR/TREAS (END ( ) __________________________ o o o o o 0
4/17
/17) () 181,596 176,596 1,641,472 80,374 14,576 2,094,614 74,925
2TODD GOODMAN | 0
DIR/SEC (BEG 2/17, SEC ( ) __________________________ o o o o o 0
END 9/17
/17) (n 566,406 113,656 72,815 84,873 54,388 892,138 29,839
3LARS HOUMANN 1 0
DIRECTOR (BEG 12/17) ( ) __________________________ o o o o o 0
() 1,195,114 354,332 881,514 261,265 68,311 2,760,536 205,694
4SANDRA K JOHNSON | 0
DIRECTOR (END 12/17) ( ) __________________________ o o o o o 0
() 646,902 174,636 565,339 105,153 62,987 1,555,017 53,840
S5KENNETH MATTISON 1 0
DIRECTOR (END 9/17) ( ) __________________________ o o o o o 0
() 396,399 42,889 162,707 52,533 46,291 700,819 37,546
6ED NOSEWORTHY | 0
DIRECTOR/CEO ( ) __________________________ o o o o o 0
() 425,482 45,995 279,161 77,906 42,385 870,929 47,988
7RON RASMUSSEN MD 1 0
AR . I o o o o o ]
() 442,523 3,053 20,122 14,562 22,985 503,245
8JULIE SCHNEIDER MD | 0
DIRECTOR ( ) __________________________ o o o o o
(n 498,185 468,477 20,292 14,562 9,190 1,010,706
9EDDIE SOLER 1 0
DIRECTOR/SEC (END 2/17) ( ) __________________________ o o o o o
() 707,943 218,334 457,183 148,561 40,535 1,572,556 104,577
10DEBORA THOMAS | 0
REGION CFO, DIR BEG ( ) __________________________ o o o o o 0
12/17/SEC BEG 9
1171 / () 411,606 40,903 635,393 46,359 52,052 1,186,313 19,916
11DARYL TOL 1 0
DIR/SEC (BEG S/17, END ( ) __________________________ o o o o o 0
SEC 12/17
/17) () 973,114 228,725 126,355 187,314 58,470 1,573,978 69,647
12JERMAINE BUCKNOR | 0
CFO (END 9/17) ( ) __________________________ o o o o o 0
() 197,510 19,987 46,541 13,534 33,952 311,524 62
13TRISHA CELANO | 0
REGION CCO ( ) __________________________ o o o o o 0
() 348,034 66,020 38,945 35,996 35,634 524,629 10,235
14DARLINDA COPELAND | 0
w2 D I I o o o o o 0
(n 333,495 24,167 48,678 47,459 22,417 476,216 22,400
15MICHELE GOEB-BURKETT | (1) 0 0 0 0 0 0 0
L0 O [ e 1 e o O N R
() 246,420 18,133 25,041 27,250 46,482 363,326 11,040
16KRISTEN GRAY MD | 0
o] D I I o o o o o 0
(n 342,915 25,657 97,391 47,101 51,790 564,854 16,369
17WILLIAM COLLINS 1 196,037
MEDICAL PHYSICIST ( ) __________________________ o 5_ ’]_'3_4 e ____. }(1'{9_8 __________ 9_,?9_0 _________ 2 %];'ES_Q _____________ 0
() 0 0 0 0 0 0
18JOHN DORR | 194,531
CHIEF PHYSICIST ( ) __________________________ o ? 4_8 e e _. }0_'?1_7 e m . fg_'?9_3 _________ 2 ?%'38_9 _____________
(n Y 0 0 0 0 0
19MARSHALL HUGHEY 1 164,170
DIRECTOR OF PHARMACY ! e I 0 ... _10_’38_2 __________ 8_’?6_7 .. f‘t’?l_o _________ 2 (_)8_’%2_9 _____________
() 0 0 0 0 0 0 0




Form 990, Schedule J,

Part I1 - 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) (iiii) other deferred benefits (B)(1)-(D) column (B)
Bonus & Incentive Other reportable compensation reported as deferred on
compensation compensation prior Form 990
g;g;‘ITFF}IE%KRCNONNER () 144,208 13,757 9,171 8,313 9,591 185,040 0
ANESTHITIST | 77777777 T T T e[ e [ s s | e m s mm s m | mmmmmmm i mm | mmmmm i m e
() 0 0 0 0 0
LMELDAUNTO () 156,212 10,779 8,428 22,941 198,360
SERVICES | TT T T T T T T T T T, e [ e [ e s | e m s m s m | mmmmm s m i mmm | mmmmm i m e
(1)
2NIGEL HINDS 0) 0 0
FORMERCFO || ool o o o o o e
() 256,331 23,357 28,944 22,323 44,773 375,728 16,923
3RONALD JIMENEZ MD | 0
FORMER CMO I I o o o o o 0
() 371,856 28,645 52,373 36,324 49,243 538,441 16,846
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Name of the organization

MEMORIAL HEALTH SYSTEMS INC

59-0973502

Employer identification number

990 Schedule O, Supplemental Information

Return Explanation
Reference
PART V, THE PARENT CORPORATION AND SOLE TOP-TIER MEMBER OF MEMORIAL HEALTH SYSTEMS, INC (THE FILI
LINE 1A NG ORGANIZATION) IS ADVENTIST HEALTH SYSTEM SUNBELT HEALTHCARE CORPORATION (AHSSHC) AHSSH

C IS AFLORIDA, NOT-FOR-PROFIT CORPORATION THAT IS EXEMPT FROM FEDERAL INCOME TAX UNDER IN
TERNAL REVENUE CODE (IRC) SECTION 501(C)(3) AHSSHC HAS ESTABLISHED A SHARED SERVICE CENTE

R TO CENTRALIZE THE ACCOUNTS PAYABLE (A/P) FUNCTION FOR ALL AHSSHC SUBSIDIARY ORGANIZATION

S THE FILING ORGANIZATION HAS ENTERED "0" IN PART V, LINE 1A BECAUSE THE FILING ORGANIZAT

ION NO LONGER ISSUES FORM 1099 RETURNS, RATHER, ALL SUCH RETURNS ARE FILED BY AND UNDER TH

E NAME AND EIN OF AHSSHC AS THE PAYOR SUBJECT TO THE INFORMATION REPORTING REQUIREMENTS OF
SECTION 6041 THE FACTS AND CIRCUMSTANCES SUPPORT A POSITION THAT AHSSHC, AS APAYOR ON B
EHALF OF ITS SUBSIDIARY ORGANIZATIONS IN A SHARED SERVICE ENVIRONMENT, WILL HAVE SUFFICIEN

T MANAGEMENT AND OVERSIGHT IN CONNECTION WITH THE SUBSIDIARY ORGANIZATIONS' PAYMENTS TO ME
ET THE STANDARD SET FORTH IN TREAS REG SECTION 1 6041-1(E) AHSSHC WILL NOT MERELY BE MA

KING PAYMENTS AT THE DIRECTION OF ITS SUBSIDIARY ORGANIZATIONS ACCORDINGLY, AHSSHC IS CON
SIDERED THE PAYOR SUBJECT TO THE INFORMATION REPORTING REQUIREMENTS OF SECTION 6041




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | MEMORIAL HEALTH SYSTEMS, INC (THE FILING ORGANIZATION) HAS ONE MEMBER THE SOLE MEMBER OF
PART VI, THE FILING ORGANIZATION IS ADVENTIST HEALTH SYSTEM/SUNBELT, INC ADVENTIST HEALTH SYSTEM/
SECTION A, | SUNBELT, INC (AHSSI) IS A FLORIDA, NOT-FOR-PROFIT CORPORATION THAT IS EXEMPT FROM FEDERAL
LINE 6 INCOME TAX UNDER INTERNAL REVENUE CODE (IRC) SECTION 501(C)(3) THERE ARE NO OTHER CLASSES
OF MEMBERSHIP IN THE FILING ORGANIZATION




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | THE SOLE MEMBER OF THE FILING ORGANIZATION IS AHSSI THE BOARD OF DIRECTORS OF THE FILING
PART VI, ORGANIZATION ARE APPOINTED BY THE SOLE MEMBER, AHSSI, WHO HAS THE RIGHT TO ELECT, APPOINT
SECTION A, | OR REMOVE ANY MEMBER OF THE BOARD OF DIRECTORS OF THE FILING ORGANIZATION
LINE 7A




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | AHSSI, AS THE SOLE MEMBER OF THE FILING ORGANIZATION, HAS CERTAIN RESERVED POWERS AS SET F
PART VI, ORTH IN THE BYLAWS OF THE FILING ORGANIZATION THESE RESERVED POWERS INCLUDE THE FOLLOWING
SECTION A, A) TO APPROVE AND DISAPPROVE THE EXECUTIVE AND/OR ADMINISTRATIVE LEADERSHIP OF THE FILIN
LINE 7B G ORGANIZATION, AND THEIR SALARIES, B) TO ADOPT, AMEND, RESTATE, AND REPEAL THE ARTICLES O

F INCORPORATION OR BYLAWS OF THE FILING ORGANIZATION, C) TO SET LIMITS AND TERMS FOR THE B
ORROWING OF FUNDS, D) TO APPROVE OR DISAPPROVE THE PURCHASE OR SALE OF PERSONAL PROPERTY O
R REAL PROPERTY EQUAL TO OR IN EXCESS OF CERTAIN DOLLAR AMOUNT THRESHOLDS, E) TO APPROVE O

R DISAPPROVE THE ANNUAL OPERATING AND CAPITAL BUDGETS OF THE FILING ORGANIZATION, F) TO DI

RECT THE PLACEMENT OF FUNDS AND CAPITAL OF THE FILING ORGANIZATION, G) TO ESTABLISH GENERA

L GUIDING POLICIES, TO IMPLEMENT QUALITY ASSESSMENT, IMPROVEMENT AND UTILIZATION REVIEW PR
OGRAMS, H) TO APPROVE THE APPOINTMENT OF AN AUDITING FIRM AND ELECTION OF THE FISCAL YEAR

FOR THE FILING ORGANIZATION, AND |) TO ESTABLISH A PROCESS FOR ADDRESSING PATIENT GRIEVANC

ES




990 Schedule O, Supplemental Information

Return Explanation
Reference

FORM 990, | THE FILING ORGANIZATION'S CURRENT YEAR FORM 990 WAS REVIEWED BY THE BOARD CHAIRMAN, BOARD
PART VI, FINANCE COMMITTEE CHAIR, CEO AND BY THE CFO PRIOR TO ITS FILING WITH THE IRS THE REVIEW C
SECTION B, | ONDUCTED BY THE BOARD CHAIRMAN, BOARD FINANCE COMMITTEE CHAIR, CEO AND THE CFO DID NOT INC
LINE 11B LUDE THE REVIEW OF ANY SUPPORTING WORKPAPERS THAT WERE USED IN PREPARATION OF THE CURRENT

YEAR FORM 990, BUT DID INCLUDE A REVIEW OF THE ENTIRE FORM 990 AND ALL SUPPORTING SCHEDULE
S




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | THE CONFLICT OF INTEREST POLICY OF THE FILING ORGANIZATION APPLIES TO MEMBERS OF ITS BOARD
PART VI, OF DIRECTORS AND ITS PRINCIPAL OFFICERS (TO BE KNOWN AS INTERESTED PERSONS) IN CONNECTIO
SECTION B, | NWITH ANY ACTUAL OR POSSIBLE CONFLICTS OF INTEREST, ANY MEMBER OF THE BOARD OF DIRECTORS
LINE 12C OF THE FILING ORGANIZATION OR ANY PRINCIPAL OFFICER OF THE FILING ORGANIZATION (I E INTER

ESTED PERSONS) MUST DISCLOSE THE EXISTENCE OF ANY FINANCIAL INTEREST WITH THE FILING ORGAN
IZATION AND MUST BE GIVEN THE OPPORTUNITY TO DISCLOSE ALL MATERIAL FACTS CONCERNING THE FI
NANCIAL INTEREST/ARRANGEMENT TO THE BOARD OF DIRECTORS OF THE FILING ORGANIZATION OR TO AN

Y MEMBERS OF A COMMITTEE WITH BOARD DELEGATED POWERS THAT IS CONSIDERING THE PROPOSED TRAN
SACTION OR ARRANGEMENT SUBSEQUENT TO ANY DISCLOSURE OF ANY FINANCIAL INTEREST/ARRANGEMENT
AND ALL MATERIAL FACTS, AND AFTER ANY DISCUSSION WITH THE RELEVANT BOARD MEMBER OR PRINCI

PAL OFFICER, THE REMAINING MEMBERS OF THE BOARD OF DIRECTORS OR COMMITTEE WITH BOARD DELEG
ATED POWERS SHALL DISCUSS, ANALYZE, AND VOTE UPON THE POTENTIAL FINANCIAL INTEREST/ARRANGE
MENT TO DETERMINE IF A CONFLICT OF INTEREST EXISTS ACCORDING TO THE FILING ORGANIZATION'S
CONFLICT OF INTEREST POLICY, AN INTERESTED PERSON MAY MAKE A PRESENTATION TO THE BOARD OF
DIRECTORS (OR COMMITTEE WITH BOARD DELEGATED POWERS), BUT AFTER SUCH PRESENTATION, SHALL
LEAVE THE MEETING DURING THE DISCUSSION OF, AND THE VOTE ON, THE TRANSACTION OR ARRANGEMEN

T THAT RESULTS IN A CONFLICT OF INTEREST EACH INTERESTED PERSON, AS DEFINED UNDER THE FIL

ING ORGANIZATION'S CONFLICT OF INTEREST POLICY, SHALL ANNUALLY SIGN A STATEMENT WHICH AFFI

RMS THAT SUCH PERSON HAS RECEIVED A COPY OF THE CONFLICT OF INTERESTS POLICY, HAS READ AND
UNDERSTANDS THE POLICY, HAS AGREED TO COMPLY WITH THE POLICY, AND UNDERSTANDS THAT THE FI
LING ORGANIZATION IS A CHARITABLE ORGANIZATION THAT MUST PRIMARILY ENGAGE IN ACTIVITIES WH

ICH ACCOMPLISH ONE OR MORE OF ITS EXEMPT PURPOSES THE FILING ORGANIZATION'S CONFLICT OF |
NTEREST POLICY ALSO REQUIRES THAT PERIODIC REVIEWS SHALL BE CONDUCTED TO ENSURE THAT THE F
ILING ORGANIZATION OPERATES IN A MANNER CONSISTENT WITH ITS CHARITABLE PURPOSES




990 Schedule O, Supplemental Information

Return
Reference

Explanation

FORM 990,
PART VI,
SECTION B,
LINE 15

THE FILING ORGANIZATION'S CEO, OTHER OFFICERS AND KEY EMPLOYEES ARE NOT COMPENSATED BY THE
FILING ORGANIZATION SUCH INDIVIDUALS ARE COMPENSATED BY THE RELATED TOP-TIER PARENT ORGA
NIZATION OF THE FILING ORGANIZATION PLEASE SEE THE DISCUSSION CONCERNING THE PROCESS FOLL
OWED BY THE RELATED TOP-TIER PARENT ORGANIZATION IN DETERMINING EXECUTIVE COMPENSATION IN
OUR RESPONSE TO SCHEDULE J, LINE 3




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | THE FILING ORGANIZATION IS A PART OF THE SYSTEM OF HEALTHCARE ORGANIZATIONS KNOWN AS ADVEN
PART VI, TIST HEALTH SYSTEM (AHS) THE AUDITED CONSOLIDATED FINANCIAL STATEMENTS OF AHS AND OF THE
SECTION C, | AHS "OBLIGATED GROUP" ARE FILED ANNUALLY WITH THE MUNICIPAL SECURITIES RULEMAKING BOARD (M
LINE 19 SRB) THE "OBLIGATED GROUP" IS A GROUP OF AHSSHC SUBSIDIARIES THAT ARE JOINTLY AND SEVERAL

LY LIABLE UNDER A MASTER TRUST INDENTURE THAT SECURES DEBT PRIMARILY ISSUED ON A TAX-EXEMP

T BASIS UNAUDITED QUARTERLY FINANCIAL STATEMENTS PREPARED IN ACCORDANCE WITH GENERALLY AC
CEPTED ACCOUNTING PRINCIPLES (GAAP) ARE ALSO FILED WITH MSRB FOR AHS ON A CONSOLIDATED BAS
IS AND FOR THE GROUPING OF AHS SUBSIDIARIES COMPRISING THE "OBLIGATED GROUP" THE FILING O

RGANIZATION DOES NOT GENERALLY MAKE ITS GOVERNING DOCUMENTS OR CONFLICT OF INTEREST POLICY
AVAILABLE TO THE PUBLIC




990 Schedule O, Supplemental Information

Return Explanation
Reference
PART VII, FOR THOSE BOARD OF TRUSTEE MEMBERS (EXCLUDING PHYSICIAN MEMBERS) WHO DEVOTE LESS THAN FULL
SECTION A | -TIME TO THE FILING ORGANIZATION (BASED UPON THE AVERAGE NUMBER OF HOURS PER WEEK SHOWN IN

COLUMN (B) ON PAGE 7 OF THE RETURN) THE COMPENSATION AMOUNTS SHOWN IN COLUMNS (E) AND (F)
ON PAGE 7 WERE PROVIDED IN CONJUNCTION WITH THAT PERSON'S RESPONSIBILITIES AND ROLES IN 8
ERVING IN AN EXECUTIVE LEADERSHIP POSITION WITHIN ADVENTIST HEALTH SYSTEM PHYSICIAN MEMBE
RS OF THE BOARD OF DIRECTORS RECEIVED COMPENSATION FROM RELATED ORGANIZATIONS AS A RESULT
OF PROVIDING VARIOUS MEDICAL SERVICES TO THOSE RELATED ENTITIES




990 Schedule O, Supplemental Information

Return Explanation
Reference
PART VIII, THE AMOUNTS SHOWN IN PART VIII, LINES 7A AND 7C OF THE FORM 990 REPRESENTS AN ALLOCATED SH
LINES 7A, B | ARE OF CAPITAL GAIN/(LOSS) FROM A SYSTEM WIDE, CORPORATE ADMINISTERED, INVESTMENT PROGRAM
AND C




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, |PAYMENTS TO HEALTHCARE PROFESSIONALS PROGRAM SERVICE EXPENSES 10,202,188 MANAGEMENT AND
PART IX, GENERAL EXPENSES 0 FUNDRAISING EXPENSES 0 TOTAL EXPENSES 10,202,188 PROFESSIONAL FEES
LINE 11G PROGRAM SERVICE EXPENSES 1,125,621 MANAGEMENT AND GENERAL EXPENSES 0 FUNDRAISING EXPENSE

S 0 TOTAL EXPENSES 1,125,621 PURCHASED MEDICAL SERVICES PROGRAM SERVICE EXPENSES 32,615
,624 MANAGEMENT AND GENERAL EXPENSES 0 FUNDRAISING EXPENSES 0 TOTAL EXPENSES 32,615,624
ENVIRONMENTAL SERVICES PROGRAM SERVICE EXPENSES 1,998,049 MANAGEMENT AND GENERAL EXPEN
SES 0 FUNDRAISING EXPENSES 0 TOTAL EXPENSES 1,998,049 TRANSCRIPTION SERVICES PROGRAM S
ERVICE EXPENSES 167,985 MANAGEMENT AND GENERAL EXPENSES 0 FUNDRAISING EXPENSES 0 TOTAL
EXPENSES 167,985 RECRUITING PROGRAM SERVICE EXPENSES 103,987 MANAGEMENT AND GENERAL EXP
ENSES 0 FUNDRAISING EXPENSES 0 TOTAL EXPENSES 103,987 FOOD SERVICE CONTRACTS PROGRAM S
ERVICE EXPENSES 6,188 MANAGEMENT AND GENERAL EXPENSES 0 FUNDRAISING EXPENSES 0 TOTAL EX
PENSES 6,188 MISCELLANEOUS PURCHASED SERVICES PROGRAM SERVICE EXPENSES 5,823,851 MANAGE
MENT AND GENERAL EXPENSES 0 FUNDRAISING EXPENSES 0 TOTAL EXPENSES 5,823,851 AHS MANAGEM
ENT FEES PROGRAM SERVICE EXPENSES 0 MANAGEMENT AND GENERAL EXPENSES 5,393,215 FUNDRAISI
NG EXPENSES 0 TOTAL EXPENSES 5,393,215 BILLING & COLLECTION SERVICES PROGRAM SERVICE EX
PENSES 0 MANAGEMENT AND GENERAL EXPENSES 1,102,809 FUNDRAISING EXPENSES 0 TOTAL EXPENSE
$1,102,809 EHR MANAGEMENT FEES PROGRAM SERVICE EXPENSES 0 MANAGEMENT AND GENERAL EXPEN
SES 25,872 FUNDRAISING EXPENSES 0 TOTAL EXPENSES 25,872 AHS SHARED SERVICES FEES PROGR
AM SERVICE EXPENSES 0 MANAGEMENT AND GENERAL EXPENSES 2,832,096 FUNDRAISING EXPENSES 0
TOTAL EXPENSES 2,932,096




990 Schedule O, Supplemental Information

Return Explanation
Reference
PART X, THE AMOUNTS SHOWN ON LINE 2 OF PART X OF THIS RETURN INCLUDE THE FILING ORGANIZATION'S INT
LINE 2 EREST IN A CENTRAL INVESTMENT POOL MAINTAINED BY ADVENTIST HEALTH SYSTEM SUNBELT HEALTHCAR
E CORPORATION, THE FILING ORGANIZATION'S TOP-TIER PARENT THE INVESTMENTS IN THE CENTRAL |
NVESTMENT POOL ARE RECORDED AT MARKET VALUE




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | ALLOCATION WITH RESPECT TO DEBT TO TAX-EXEMPT PARENT 239,522 TRANSFER TO TAX-EXEMPT TOP-T
PART XI, IER PARENT CORPORATION -3,306,088 CHANGE IN INVESTMENT IN RELATED FOUNDATION 458,789 GIF
LINE 9 TS 401,111 TRANSFER TO/FROM TAX-EXEMPT BROTHER/SISTER CORPORATION 2,979,775 TRANSFER TO
TAX-EXEMPT PARENT CORPORATION -4,655,899 IMPAIRMENT LOSS ON OCEANSIDE HOSPITAL FACILITY -
3,788,659 ROUNDING 5
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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

2017

Open to Public
Inspection

Name of the organization
MEMORIAL HEALTH SYSTEMS INC

Employer identification number

59-0973502
IEEEEH 1dentification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
(a) (b) (c) (d) (e) (f)
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity

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

related tax-exempt organizations during the tax year.

See Additional Data Table
(a)
Name, address, and EIN of related organization

(b)

Primary activity

(¢}
Legal domicile (state
or foreign country)

(d)

Exempt Code section

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

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

entity?
Yes No

For Paperwork 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.

(a) (b) (¢} (d) (e) (f) (9) (h) (i) 1) (k)
Name, address, and EIN of Primary activity Legal Direct Predominant | Share of | Share of |Disproprtionate| Code V-UBI |General or| Percentage
related organization domicile| controlling Income total end-of- allocations? amount In [ managing ownership
(state entity (related, Income year box 20 of | partner?
or unrelated, assets Schedule
foreign excluded K-1
country) from tax (Form 1065)
under
sections 512-
514)
Yes No Yes | No

(1) CLEAR CREEK MOB LTD REAL ESTATE TX N/A
2201 S CLEAR CREEK RD
KILLEEN, TX 76549
74-2609195
(2) FLORIDA HOSPITAL DMERT LLC MEDICAL FL N/A

EQUIPMENT
500 WINDERLEY PLACE STE 324
MAITLAND, FL 32751
20-2392253
(3) FLORIDA HOSPITAL HOME INFUSION LLP HOME INFUSION FL N/A

SERVICES
500 WINDERLEY PLACE STE 324
MAITLAND, FL 32751
50-3142824
(4) FUNCTIONAL NEUROSURGICAL AMBULATORY SURGERY CTR LLC SURGERY CENTER| CO N/A
11 W DRY CREEK CIRCLE 120
LITTLETON, CO 80120
46-4426708
(5) PAHSLARKIN VENTURES LLC MEDICAL co N/A

SERVICES
9100 E MINERAL CIR
CENTENNIAL, CO 80112
47-4211060
(6) PRINCETON HOMECARE SERVICES LLC OPERATION OF FL N/A

HOME HEALTH
600 COURTLAND STREET STE 300 AGENCY
ORLANDO, FL 32804
81-4196648
(7) SAN MARCOS MRI LP IMAGING & TX N/A

TESTING
1330 WONDER WORLD DR STE 202
SAN MARCOS, TX 78666
77-0597972

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

Schedule R (Form 990) 2017



Schedule R (Form 990) 2017 Page 3
XA Transactions With Related Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.
Note. Complete line 1 If any entity is listed in Parts II, III, or IV of this schedule Yes | No
1 During the tax year, did the orgranization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii)annuities, (iii) royalties, or(iv) rent from a controlled entity . la No
b Gift, grant, or capital contribution to related organization(s) . 1b | Yes
c Gift, grant, or capital contribution from related organization(s) . 1c| Yes
d Loans or loan guarantees to or for related organization(s) id No
e Loans or loan guarantees by related organization(s) le No
f Dividends from related organization(s) 1f No
g Sale of assets to related organization(s) . 1g No
h Purchase of assets from related organization(s) . ih No
i Exchange of assets with related organization(s) . 1i No
j Lease of facilities, equipment, or other assets to related organization(s) 1j No
k Lease of facilities, equipment, or other assets from related organization(s) . 1k No
I Performance of services or membership or fundraising solicitations for related organization(s) 1l No
m Performance of services or membership or fundraising solicitations by related organization(s) 1m| Yes
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . in No
o Sharing of paid employees with related organization(s) . lo No
p Reimbursement paid to related organization(s) for expenses . 1p | Yes
q Reimbursement paid by related organization(s) for expenses . 1q| Yes
r Other transfer of cash or property to related organization(s) . 1r | Yes
s Other transfer of cash or property from related organization(s) . 1s | Yes
2 If the answer to any of the above Is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds

See Additional Data Table

(a)

Name of related organization

(b)
Transaction
type (a-s)

(c)

Amount involved

(d)

Method of determining amount involved

Schedule R (Form 990) 2017



Schedule R (Form 990) 2017

Page 4

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

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets or gross revenue) that
was not a related organization See Instructions regarding exclusion for certain investment partnerships

(a)
Name, address, and EIN of entity

(b)

Primary activity

()
Legal
domicile
(state or
foreign
country)

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

(e)

Are all partners

section
501(c)(3)

organizations?

Yes

(f)
Share of
total
income

(9)
Share of
end-of-year
assets

(h)

Disproprtionate

allocations?

Yes

()
Code V-UBI
amount In box

of Schedule
K-1
(Form 1065)

)
General or
managing

partner?

Yes No

(k)
Percentage
ownership

Schedule R (Form 990) 2017



Schedule R (Form 990) 2017 Page 5

m Supplemental Information

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

Schedule R { Form 990)Y 2017



Additional Data

Software ID:
Software Version:

EIN: 59-0973502

Name: MEMORIAL HEALTH SYSTEMS INC

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

(a) (b) (c) (d) (e) ) (g9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section 512
(state section status entity (b)(13)
or foreign (if section 501(c) controlled
country) (3)) entity?
Yes | No
OPERATION OF HOSPITAL & IL 501(C)(3) LINE 3 ADVENTIST MIDWEST Yes
RELATED SERVICES HEALTH
500 REMINGTON BLVD
BOLINGBROOK, IL 60440
65-1219504
OPERATION OF HOME FOR THE FL 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
AGED/HLTHCARE DELIVERY CENTERS INC
730 COURTLAND STREET
ORLANDO, FL 32804
20-5774723
OPERATION OF HOSPITAL & IL 501(C)(3) LINE 3 ADVENTIST MIDWEST Yes
RELATED SERVICES HEALTH
701 WINTHROP AVENUE
GLENDALE HEIGHTS, IL 60139
36-3208390
SUPPORT OF AFFILIATED KS 501(C)(3) LINE 12C, III-FI ADVENTIST HLTH Yes
HOSPITAL SYSTEMSUNBELT INC
9100 W 74TH STREET
SHAWNEE MISSION, KS 66204
52-1347407
OPERATION OF PHYSICIAN IL 501(C)(3) LINE 3 AHS MIDWEST Yes
PRACTICES & MEDICAL MANAGEMENT INC
2601 NAVISTAR DR BLDG 4 FINANCE SERVICES
LISLE, IL 60532
36-4138353
MANAGEMENT SERVICES FL 501(C)(3) LINE 12A, I N/A No
900 HOPE WAY
ALTAMONTE SPRINGS, FL 32714
59-2170012
OPERATION OF HOSPITAL & GA 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
RELATED SERVICES SUNBELT HLTHCARE CORP
1035 RED BUD ROAD
CALHOUN, GA 30701
58-1425000
OPERATION OF HOSPITAL & FL 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
RELATED SERVICES SUNBELT HLTHCARE CORP
900 HOPE WAY
ALTAMONTE SPRINGS, FL 32714
59-1479658
LEASING PERSONNEL TO TX 501(C)(3) LINE 12C, III-FI ADVENTIST HLTH SYSTEM  Yes
AFFILIATED HOSPITAL SUNBELT HLTHCARE CORP
11801 S FREEWAY
BURLESON, TX 76028
74-2578952
OPERATION OF HOSPITAL & IL 501(C)(3) LINE 3 ADVENTIST HLTH Yes
RELATED SERVICES SYSTEMSUNBELT INC
120 NORTH OAK STREET
HINSDALE, IL 60521
36-2276984
EDUCATION/OPERATION OF FL 501(C)(3) LINE 2 ADVENTIST HLTH Yes
SCHOOL SYSTEMSUNBELT INC
671 LAKE WINYAH DRIVE
ORLANDO, FL 32803
59-3069793
OPERATION OF PHYSICIAN IL 501(C)(3) LINE 3 AHS MIDWEST Yes
PRACTICES & MEDICAL MANAGEMENT INC
2601 NAVISTAR DR BLDG 4 FINANCE SERVICES
LISLE, IL 60532
81-1105774
OPERATION OF PHYSICIAN IL 501(C)(3) LINE 12A, I ADVENTIST MIDWEST Yes
PRACTICE MGMT HEALTH
2601 NAVISTAR DR BLDG 4 FINANCE
LISLE, IL 60532
36-3354567
PROVIDE OFFICE SPACE - TX 501(C)(3) LINE 12C, III-FI ADVENTIST HLTH SYSTEM  Yes
MEDICAL PROFESSIONALS SUNBELT HLTHCARE CORP
1301 WONDER WORLD DRIVE
SAN MARCOS, TX 78666
74-2621825
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
305 E OAK STREET
APOPKA, FL 32703
51-0605694
INACTIVE MI 501(C)(3) LINE 3 ADVENTIST HLTH Yes
SYSTEMSUNBELT INC
900 HOPE WAY
ALTAMONTE SPRINGS, FL 32714
38-1359189
FUND-RAISING FOR TAX- IL 501(C)(3) LINE 7 MIDWEST HLTH No
EXEMPT HOSPITAL FOUNDATION
500 REMINGTON BLVD
BOLINGBROOK, IL 60440
90-0494445
OPERATION OF HOME FOR THE KY 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
AGED/HLTHCARE DELIVERY CENTERS INC
950 HIGHPOINT DRIVE
HOPKINSVILLE, KY 42240
20-5782342
OPERATION OF HOME FOR THE TX 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
AGED/HLTHCARE DELIVERY CENTERS INC
301 HUGULEY BLVD
BURLESON, TX 76028
20-5782243
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
1333 WEST MAIN
PRINCETON, KY 42445
51-0605680




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

a (b) (c) (d) (e) () (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section 512
(state section status entity (b)(13)
or foreign country) (1f section 501(c) controlled
(3) entity?
Yes | No
SUPPORT OPERATION OF TX 501(C)(3) LINE 12A, I ADVENTIST HLTH Yes
HOSPITAL SYSTEMSUNBELT INC
1301 WONDER WORLD DRIVE
SAN MARCOS, TX 78666
45-3739929
JOINT OPERATING co 501(C)(3) LINE 12A, I N/A No
COMPANY
9100 E MINERAL CIRCLE
CENTENNIAL, CO 80112
84-1335382
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
250 S CHICKASAW TRAIL
ORLANDO, FL 32825
51-0605681
OPERATION OF HOSPITAL WI 501(C)(3) LINE 3 ADVENTIST HLTH Yes
& RELATED SERVICES SYSTEMSUNBELT INC
1220 THIRD AVENUE WEST
DURAND, WI 54736
39-1365168
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
730 COURTLAND STREET
ORLANDO, FL 32804
51-0605682
OPERATION OF HOME FOR KY 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
107 BOYLES DRIVE DELIVERY
RUSSELLVILLE, KY 42276
20-5782260
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
7350 DAIRY ROAD
ZEPHYRHILLS, FL 33540
51-0605684
OPERATION OF HOME FOR FL 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
250 S CHICKASAW TRAIL DELIVERY
ORLANDO, FL 32825
20-5774748
INACTIVE GA 501(C)(3) LINE 3 ADVENTIST HLTH Yes
SYSTEMSUNBELT INC
900 HOPE WAY
ALTAMONTE SPRINGS, FL 32714
58-2171011
OPERATION OF HOSPITAL NC 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
& RELATED SVCS SUNBELT HLTHCARE CORP
100 HOSPITAL DRIVE
HENDERSONVILLE, NC 28792
56-0543246
OPERATION OF HOME FOR FL 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
3355 E SEMORAN BLVD DELIVERY
APOPKA, FL 32703
20-5774761
INACTIVE FL 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
SUNBELT HLTHCARE CORP
13100 FORT KING ROAD
DADE CITY, FL 33525
82-2567308
OPERATION OF PHYSICIAN FL 501(C)(3) LINE 3 ADVENTIST HLTH Yes
PRACTICES & MEDICAL SYSTEMSUNBELT INC
770 WEST GRANADA BLVD 101 SERVICES
ORMOND BEACH, FL 32174
46-2354804
OPERATION OF PHYSICIAN FL 501(C)(3) LINE 3 ADVENTIST HLTH Yes
PRACTICES & MEDICAL SYSTEMSUNBELT INC
2600 WESTHALL LANE 4TH FLOOR SERVICES
MAITLAND, FL 32751
59-3214635
INACTIVE FL 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
SUNBELT HLTHCARE CORP
900 HOPE WAY
ALTAMONTE SPRINGS, FL 32714
82-4372339
OPERATION OF PHYSICIAN FL 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
PRACTICES & MEDICAL SUNBELT HLTHCARE CORP
12470 TELECOM DR 100 SERVICES
TAMPA, FL 33637
46-2021581
OPERATION OF HOSPITAL FL 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
& RELATED SERVICES SUNBELT HLTHCARE CORP
1000 WATERMAN WAY
TAVARES, FL 32778
59-3140669
OPERATION OF HOSPITAL FL 501(C)(3) LINE 3 ADVENTIST HLTH Yes
& RELATED SERVICES SYSTEMSUNBELT INC
7050 GALL BLVD
ZEPHYRHILLS, FL 33541
59-2108057
FUND-RAISING FOR TAX- KS 501(C)(3) LINE 7 SHAWNEE MISSION Yes
EXEMPT HOSPITAL MEDICAL CENTER INC
9100 W 74TH STREET
SHAWNEE MISSION, KS 66204
48-0868859
OPERATION OF HOME FOR FL 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
485 NORTH KELLER ROAD 250 DELIVERY
MAITLAND, FL 32751
47-2180518




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

a (b) (c) (d) (e) (f) (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section 512
(state section status entity (b)(13)
or foreign (1if section 501(c) controlled
country) (3)) entity?
Yes | No
FUND-RAISING FOR TAX- L 501(C)(3) LINE 7 MIDWEST HLTH No
EXEMPT HOSPITAL FOUNDATION
701 WINTHROP AVENUE
GLENDALE HEIGHTS, IL 60139
36-3926044
FUND-RAISING FOR TAX- FL 501(C)(3) LINE 12C, III-FI N/A No
EXEMPT
1395 S PINELLAS AVE HOSPITAL/FOUNDATION
TARPON SPRINGS, FL 34689
59-2106043
FUND-RAISING FOR TAX- FL 501(C)(3) LINE 7 N/A No
EXEMPT HOSPITAL
1395 S PINELLAS AVE
TARPON SPRINGS, FL 34689
59-3690149
FUND-RAISING FOR TAX- L 501(C)(3) LINE 7 MIDWEST HLTH No
EXEMPT HOSPITAL FOUNDATION
120 NORTH OAK STREET
HINSDALE, IL 60521
52-1466387
OPERATION OF HOSPICE FL 501(C)(3) LINE 10 THE COMFORTER HEALTH  Yes
CARE GROUP INC
480 W CENTRAL PARKWAY
ALTAMONTE SPRINGS, FL 32714
59-2935928
INACTIVE FL 501(C)(3) LINE 7 THE COMFORTER HEALTH  Yes
CARE GROUP INC
480 W CENTRAL PARKWAY
ALTAMONTE SPRINGS, FL 32714
27-1858033
THERAPY SERVICES TO TAX KS 501(C)(3) LINE 12B, II SUNBELT HLTH CARE Yes
EXEMPT NURSING HOMES CENTERS INC
485 NORTH KELLER ROAD 250
MAITLAND, FL 32751
20-8023411
FUND-RAISING FOR TAX- L 501(C)(3) LINE 7 MIDWEST HLTH No
EXEMPT HOSPITAL FOUNDATION
5101 S WILLOW SPRINGS RD
LA GRANGE, IL 60525
30-0247776
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
485 NORTH KELLER ROAD 250
MAITLAND, FL 32751
81-3923985
FUND-RAISING FOR TAX- FL 501(C)(3) LINE 7 N/A No
EXEMPT HOSPITAL
305 MEMORIAL MEDICAL PKWY 212
DAYTONA BEACH, FL 32117
31-1771522
OPERATION OF HOSPITAL & FL 501(C)(3) LINE 3 ADVENTIST HLTH Yes
RELATED SERVICES SYSTEMSUNBELT INC
301 MEMORIAL MEDICAL PARKWAY
DAYTONA BEACH, FL 32117
59-0973502
OPERATION OF HOSPITAL & FL 501(C)(3) LINE 3 MEMORIAL HLTH SYSTEMS Yes
RELATED SERVICES INC
701 WEST PLYMOUTH AVENUE
DELAND, FL 32720
59-3256803
OPERATION OF HOSPITAL & FL 501(C)(3) LINE 3 MEMORIAL HLTH SYSTEMS Yes
RELATED SERVICES INC
60 MEMORIAL MEDICAL PARKWAY
PALM COAST, FL 32164
59-2951990
OPERATION OF HOSPITAL & KY 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
RELATED SERVICES SUNBELT HLTHCARE CORP
210 MARIE LANGDON DRIVE
MANCHESTER, KY 40962
61-0594620
LEASE TO RELATED KS 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
9700 WEST 62ND STREET
MERRIAM, KS 66203
36-4595806
OPERATION OF HOSPITAL & TX 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
RELATED SERVICES SUNBELT HLTHCARE CORP
2201 S CLEAR CREEK ROAD
KILLEEN, TX 76549
74-2225672
PHYSICIAN HLTHCARE TX 501(C)(3) LINE 3 METROPLEX ADVENTIST Yes
SERVICES TO THE COMMUNITY HOSPITAL INC
2201 S CLEAR CREEK ROAD
KILLEEN, TX 76549
11-3762050
SUPPORT OF SUBSIDIARY L 501(C)(3) LINE 12B, II N/A No
FOUNDATIONS
120 NORTH OAK STREET
HINSDALE, IL 60521
35-2230515
OPERATION OF HOME FOR THE KY 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
AGED/HLTHCARE DELIVERY CENTERS INC
500 BECK LANE
MAYFIELD, KY 42066
20-5782320
PROVISION OF SUPPORT TO GA 501(C)(3) LINE 12B, II SUNBELT HLTH CARE Yes
THE NURSING HOME DIVISION CENTERS INC
485 NORTH KELLER ROAD 250
MAITLAND, FL 32751
90-0866024




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

a (b) (c) (d) (e) ) (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section 512
(state section status entity (b)(13)
or foreign country) (if section 501(c) controlled
(3)) entity?
Yes | No
SUPPORT HLTH CARE MO 501(C)(3) LINE 12D, III-O ADVENTIST HLTH MID- Yes
SERVICES AMERICA INC
9100 W 74TH STREET
SHAWNEE MISSION, KS 66204
43-1224729
VOLUNTEER SUPPORT FL 501(C)(3) LINE 12C, III-FI N/A No
SERVICES
301 MEMORIAL MEDICAL PARKWAY
DAYTONA BEACH, FL 32117
59-1721962
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
485 NORTH KELLER ROAD 250
MAITLAND, FL 32751
81-3165729
OPERATION OF HOME FOR KS 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
6501 WEST 75TH STREET DELIVERY
OVERLAND PARK, KS 66204
20-5774821
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
950 HIGHPOINT DRIVE
HOPKINSVILLE, KY 42240
51-0605686
OPERATION OF HOSPITAL FL 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
& RELATED SERVICES SUNBELT HLTHCARE CORP
2600 BRUCE B DOWNS BLVD
WESLEY CHAPEL, FL 33544
20-8488713
OPERATION OF HOSPITAL co 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
& RELATED SERVICES SUNBELT HLTHCARE CORP
9100 E MINERAL CIRCLE
CENTENNIAL, CO 80112
84-0438224
OPERATION OF HOME FOR KY 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
1333 WEST MAIN DELIVERY
PRINCETON, KY 42445
20-5782272
PROVISION OF HLTHCARE FL 501(C)(3) LINE 10 ADVENTIST HLTH SYSTEM  Yes
SERVICES SUNBELT HLTHCARE CORP
601 E ROLLINS STREET
ORLANDO, FL 32803
59-1191045
HLTHCARE QUALITY FL 501(C)(3) LINE 12A, I ADVENTIST HLTH SYSTEM  Yes
SERVICES SUNBELT HLTHCARE CORP
900 HOPE WAY
ALTAMONTE SPRINGS, FL 32714
26-3789368
PROVIDE ADMINISTRATIVE FL 501(C)(3) LINE 12B, II SUNBELT HLTH CARE Yes
SUPPORT TO TAX EXEMPT CENTERS INC
485 NORTH KELLER ROAD 250 NURSING HOMES
MAITLAND, FL 32751
20-8040875
FUND-RAISING FOR TAX- co 501(C)(3) LINE 7 N/A No
EXEMPT HOSPITAL
7995 E PRENTICE AVE 204
GREENWOOD VILLAGE, CO 80111
84-0745018
SUPPORT OPERATION OF TX 501(C)(3) LINE 12A, I ADVENTIST HLTH Yes
HOSPITAL SYSTEMSUNBELT INC
2201 S CLEAR CREEK ROAD
KILLEEN, TX 76549
46-1656773
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
683 EAST THIRD STREET
RUSSELLVILLE, KY 42276
51-0605691
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
1900 MEDICAL PARKWAY
SAN MARCOS, TX 78666
51-0605693
OPERATION OF HOME FOR TX 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
1900 MEDICAL PARKWAY DELIVERY
SAN MARCOS, TX 78666
20-5782224
LEASE TO RELATED KS 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
6501 WEST 75TH STREET
OVERLAND PARK, KS 66204
48-0952508
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
485 NORTH KELLER ROAD 250
MAITLAND, FL 32751
81-3914908
OPERATION OF HOSPITAL KS 501(C)(3) LINE 3 ADVENTIST HLTH MID- Yes
& RELATED SERVICES AMERICA INC
9100 W 74TH STREET
SHAWNEE MISSION, KS 66204
48-0637331
MANAGEMENT SUPPORT GA 501(C)(3) LINE 12C, III-FI N/A No
900 HOPE WAY
ALTAMONTE SPRINGS, FL 32714
59-3689740




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

a (b) (c) (d) (e) () (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section 512
(state section status entity (b)(13)
or foreign country) (1f section 501(c) controlled
(3) entity?
Yes | No
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
38250 A AVENUE
ZEPHYRHILLS, FL 33542
51-0605679
OPERATION OF HOSPITAL FL 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
& RELATED SERVICES SUNBELT HLTHCARE CORP
401 PALMETTO STREET
NEW SMYRNA BEACH, FL 32168
47-3793197
MEDICAL OFFICE FL 501(C)(3) LINE 12A, 1 SOUTHWEST VOLUSIA Yes
BUILDING FOR HOSPITAL HLTHCARE CORP
1055 SAXON BLVD
ORANGE CITY, FL 32763
59-3281591
OPERATION OF HOSPITAL FL 501(C)(3) LINE 3 ADVENTIST HLTH Yes
& RELATED SERVICES SYSTEMSUNBELT INC
1055 SAXON BLVD
ORANGE CITY, FL 32763
59-3149293
PHYSICIAN HLTHCARE TX 501(C)(3) LINE 3 ADVENTIST HLTH Yes
SERVICES TO THE SYSTEMSUNBELT INC
1301 WONDER WORLD DRIVE COMMUNITY
SAN MARCOS, TX 78666
20-8814408
OPERATION OF HOME FOR KY 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
718 GOODWIN LANE DELIVERY
LEITCHFIELD, KY 42754
20-5782288
OPERATION OF HOME FOR FL 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
305 EAST OAK STREET DELIVERY
APOPKA, FL 32703
20-5774856
MANAGEMENT SERVICES TN 501(C)(3) LINE 12B, II ADVENTIST HLTH SYSTEM  Yes
SUNBELT HLTHCARE CORP
485 NORTH KELLER ROAD 250
MAITLAND, FL 32751
58-1473135
FUND RAISING FOR FL 501(C)(3) LINE 7 ADVENTIST HLTH SYSTEM  Yes
AFFILIATED TAX-EXEMPT SUNBELT HLTHCARE CORP
900 HOPE WAY HOSPITALS
ALTAMONTE SPRINGS, FL 32714
59-2219301
OPERATION OF HOSPITAL FL 501(C)(3) LINE 3 UNIVERSITY COMMUNITY Yes
& RELATED SERVICES HOSPITAL INC
1395 S PINELLAS AVE
TARPON SPRINGS, FL 34689
59-0898901
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
301 HUGULEY BLVD
BURLESON, TX 76028
51-0605677
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
718 GOODWIN LANE
LEITCHFIELD, KY 42754
51-0605678
LEASE TO RELATED FL 501(C)(3) LINE 12C, III-FI ADVENTIST HLTH SYSTEM  Yes
ORGANIZATION SUNBELT HLTHCARE CORP
605 MONTGOMERY ROAD
ALTAMONTE SPRINGS, FL 32714
27-1857940
VOLUNTEER SUPPORT FL 501(C)(3) LINE 12C, III-FI N/A No
SERVICES
60 MEMORIAL MEDICAL PARKWAY
PALM COAST, FL 32164
59-2486582
OPERATION OF HOME FOR FL 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
485 NORTH KELLER ROAD 250 DELIVERY
MAITLAND, FL 32751
47-2219363
OPERATION OF HOME FOR KS 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
9700 WEST 62ND STREET DELIVERY
MERRIAM, KS 66203
20-5774890
FUND-RAISING FOR TAX- FL 501(C)(3) LINE 12A, 1 N/A No
EXEMPT HOSPITAL
3100 E FLETCHER AVE
TAMPA, FL 33613
59-2554889
INACTIVE FL 501(C)(3) LINE 12A, I UNIVERSITY COMMUNITY Yes
HOSPITAL INC
3100 E FLETCHER AVE
TAMPA, FL 33613
59-3231322
OPERATION OF HOSPITAL FL 501(C)(3) LINE 3 ADVENTIST HLTH SYSTEM  Yes
& RELATED SERVICES SUNBELT HLTHCARE CORP
3100 E FLETCHER AVE
TAMPA, FL 33613
59-1113901
LEASE TO RELATED GA 501(C)(3) LINE 12C, III-FI SUNBELT HLTH CARE Yes
ORGANIZATION CENTERS INC
500 BECK LANE
MAYFIELD, KY 42066
51-0605676




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

a (b) (c) (d) (e) (f) (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section 512
(state section status entity (b)(13)
or foreign country) (if section 501(c) controlled
(3) entity?
Yes No
OPERATION OF HOME FOR FL 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
38250 A AVENUE DELIVERY
ZEPHYRHILLS, FL 33542
20-5774930
OPERATION OF HOME FOR FL 501(C)(3) LINE 10 SUNBELT HLTH CARE Yes
THE AGED/HLTHCARE CENTERS INC
7350 DAIRY ROAD DELIVERY
ZEPHYRHILLS, FL 33540
20-5774967




Form 990, Schedule R, Part III - Identification of Related Organizations Taxable as a Partnership

(a) (b) ch;:—r?lillle D(l:je)ct Predominant Share(?f total Sharé%m)‘ end- Disproprtionate (i) erra (k)
Name, address, and EIN of Primary activity Income(related, allocations? | Code V-UBI amount in Percentage
(State Controlling Income of-year assets Managing h
related organization unrelated, Box 20 of Schedule K-1 > ownership
or Entity Partner
excluded from (Form 1065)
Foreign t
ax under
Country)
sections
512-514)
Yes No Yes | No

CLEAR CREEK MOB LTD REAL ESTATE TX N/A
2201 S CLEAR CREEK RD
KILLEEN, TX 76549
74-2609195
FLORIDA HOSPITAL DMERT LLC MEDICAL EQUIPMENT FL N/A
500 WINDERLEY PLACE STE 324
MAITLAND, FL 32751
20-2392253
FLORIDA HOSPITAL HOME HOME INFUSION FL N/A
INFUSION LLP SERVICES
500 WINDERLEY PLACE STE 324
MAITLAND, FL 32751
59-3142824
FUNCTIONAL NEUROSURGICAL SURGERY CENTER Cco N/A
AMBULATORY SURGERY CTR LLC
11 W DRY CREEK CIRCLE 120
LITTLETON, CO 80120
46-4426708
PAHSLARKIN VENTURES LLC MEDICAL SERVICES co N/A
9100 E MINERAL CIR
CENTENNIAL, CO 80112
47-4211060
PRINCETON HOMECARE SERVICES |OPERATION OF HOME FL N/A
LLC HEALTH AGENCY
600 COURTLAND STREET STE 300
ORLANDO, FL 32804
81-4196648
SAN MARCOS MRI LP IMAGING & TESTING TX N/A

1330 WONDER WORLD DR STE
202

SAN MARCQOS, TX 78666
77-0597972




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

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

(b)

Primary activity

(c)

Legal
domicile
(state or foreign
country)

(d)
Direct controlling
entity

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

(f)

Share of total
income

(9)
Share of end-of-
year
assets

(h)
Percentage
ownership

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

Yes No

ALTAMONTE MEDICAL PLAZA CONDOMINIUM
ASSOCIATION INC

601 EAST ROLLINS STREET

ORLANDO, FL 32803

59-2855792

CONDO ASSOCIATION

FL

N/A

Yes

APOPKA MEDICAL PLAZA CONDOMINIUM
ASSOCIATION INC

601 EAST ROLLINS STREET

ORLANDO, FL 32803

59-3000857

CONDO ASSOCIATION

FL

N/A

Yes

CC MOB INC

2201 S CLEAR CREEK ROAD
KILLEEN, TX 76549
74-2616875

REAL ESTATE RENTAL

TX

N/A

Yes

CENTRAL TEXAS MEDICAL ASSOCIATES
1301 WONDER WORLD DRIVE

SAN MARCOS, TX 78666

74-2729873

INACTIVE

TX

N/A

Yes

CENTRAL TEXAS PROVIDERS NETWORK
1301 WONDER WORLD DRIVE

SAN MARCQOS, TX 78666

74-2827652

PHYSICIAN HOSPITAL
ORG

TX

N/A

Yes

FLORIDA HOSPITAL FLAGLER MEDICAL
OFFICES ASSOCIATION INC

60 MEMORIAL MEDICAL PARKWAY
PALM COAST, FL 32164

26-2158309

CONDO ASSOCIATION

FL

N/A

Yes

FLORIDA HOSP HLTH VILLAGE PROPERTY
OWNER'S ASSOC INC

550 E ROLLINS STREET 7TH FLOOR
ORLANDO, FL 32803

82-1748255

CONDO ASSOCIATION

FL

N/A

Yes

FLORIDA HOSPITAL HEALTHCARE SYSTEM
INC

101 SOUTHHALL LANE STE 150
MAITLAND, FL 32751

59-3215680

PHSO

FL

N/A

Yes

FLORIDA MEDICAL PLAZA CONDOMINIUM
ASSOCIATION INC

601 EAST ROLLINS STREET

ORLANDO, FL 32803

59-2855791

CONDO ASSOCIATION

FL

N/A

Yes

FLORIDA MEMORIAL HEALTH NETWORK INC
770 W GRANADA BLVD STE 317

ORMOND BEACH, FL 32174

59-3403558

PHYSICIAN HOSPITAL
ORG

FL

MHS MHF MHWV
OR SWVHC

4,323

241,184

25 000 %

Yes

KISSIMMEE MULTISPECIALTY CLINIC
CONDOMINIUM ASSOCIATION INC
201 HILDA STREET SUITE 30
KISSIMMEE, FL 34741

59-3539564

CONDO ASSOCIATION

FL

N/A

Yes

LN HEALTH PARTNERS INC

550 E ROLLINS STREET 6TH FLOOR
ORLANDO, FL 32803

81-3556903

INACTIVE

FL

N/A

Yes

MIDWEST MANAGEMENT SERVICES INC
9100 WEST 74TH STREET

SHAWNEE MISSION, KS 66204
48-0901551

INACTIVE

KS

N/A

Yes

NORTH AMERICAN HEALTH SERVICES INC &
SUB

900 HOPE WAY

ALTAMONTE SPRINGS, FL 32714
62-1041820

LESSOR/HOLDING CO

TN

N/A

Yes

ORMOND PROF ASSOCIATES CONDO
ASSOC'N INC (430 YEAR END)

770 W GRANADA BLVD STE 101
ORMOND BEACH, FL 32174
59-2694434

CONDO ASSOCIATION

FL

MEMORIAL HLTH
SYSTEMS INC

976

79 900 %

Yes




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

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

(b)

Primary activity

(c)

Legal
domicile
(state or foreign
country)

(d)
Direct controlling
entity

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

()
Share of total
Income

(9)
Share of end-of-
year
assets

(h)
Percentage
ownership

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

Yes No

PARK RIDGE PROPERTY OWNER'S
ASSOCIATION INC

1 PARK PLACE NAPLES ROAD
FLETCHER, NC 28732
03-0380531

CONDO ASSOCIATION

NC

N/A

Yes

PORTER AFFILIATED HEALTH SERVICES INC
2525 S DOWNING STREET

DENVER, CO 80210

84-0956175

HEALTHCARE SERVICES

Cco

N/A

Yes

SAN MARCOS REGIONAL MRI INC
1301 WONDER WORLD DRIVE
SAN MARCQOS, TX 78666
77-0557968

HOLDING COMPANY

TX

N/A

Yes

THE GARDEN RETIREMENT COMMUNITY INC
485 NORTH KELLER ROAD STE 250
MAITLAND, FL 32751

59-3414055

REAL ESTATE RENTAL

FL

N/A

Yes

WINTER PARK MEDICAL OFFICE BUILDING I
CONDO ASSOC INC

601 EAST ROLLINS STREET

ORLANDO, FL 32803

45-2228478

CONDO ASSOCIATION

FL

N/A

Yes




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

(a) (b) (c)

Name of related organization Transaction Amount Involved (d)

type(a-s) Method of determining amount involved

MEMORIAL HOSPITAL FLAGLER INC Q 10,690,142 COST
MEMORIAL HOSPITAL FLAGLER INC P 10,402,208 COST
MEMORIAL HOSPITAL WEST VOLUSIA INC P 7,946,807 COST
MEMORIAL HOSPITAL WEST VOLUSIA INC Q 7,782,085 COST
SOUTHWEST VOLUSIA HEALTHCARE CORPORATION P 6,991,601 COST
SOUTHWEST VOLUSIA HEALTHCARE CORPORATION Q 6,927,999 COST
FLORIDA HOSPITAL MEDICAL GROUP INC Q 289,123 COST
FLORIDA HOSPITAL HEALTHCARE SYSTEM INC Q 129,543 COST
FLORIDA MEMORIAL HEALTH NETWORK INC Q 72,434 COST
MEMORIAL HEALTH SYSTEMS FOUNDATION INC B 257,950 ACTUAL AMOUNT GIVEN
MEMORIAL HEALTH SYSTEMS FOUNDATION INC C 401,111 ACTUAL AMOUNT RECEIVED
ADVENTIST HEALTH SYSTEMSUNBELT INCDBA FLORIDA HOSPITAL P 1,403,071 COST
ADVENTIST HEALTH SYSTEMSUNBELT INCDBA FLORIDA HOSPITAL Q 556,534 COST
ADVENTIST HEALTH SYSTEM SUNBELT HEALTHCARE CORPORATION M 3,537,888 % OF FACILITY'S OPERATING EXP
ADVENTIST HEALTH SYSTEM SUNBELT HEALTHCARE CORPORATION DBA AHS IS M 10,423,654 % OF FACILITY'S OPERATING EXP
ADVENTIST HEALTH SYSTEM SUNBELT HEALTHCARE CORPORATION P 14,647,925 COST
ADVENTIST HEALTH SYSTEMSUNBELT INC M 25,872 % OF FACILITY'S EHR REVENUE
ADVENTIST HEALTH SYSTEM SUNBELT HEALTHCARE CORPORATION-SHARED SERVICES M 2,932,096 % OF FACILITY'S OPERATING EXP
ADVENTIST HEALTH SYSTEM SUNBELT HEALTHCARE CORPORATION B 3,306,086 ACTUAL AMOUNT GIVEN
MEMORIAL HOSPITAL FLAGLER INC S 884,621 ACTUAL AMOUNT TRANSFERRED
MEMORIAL HOSPITAL WEST VOLUSIA INC S 744,944 ACTUAL AMOUNT TRANSFERRED
ADVENTIST HEALTH SYSTEMSUNBELT INC R 4,655,899 ACTUAL AMOUNT TRANSFERRED
SOUTHEAST VOLUSIA HEALTHCARE CORPORATION S 558,707 ACTUAL AMOUNT TRANSFERRED
SOUTHWEST VOLUSIA HEALTHCARE CORPORATION S 791,503 ACTUAL AMOUNT TRANSFERRED
FLORIDA HOSPITAL MEDICAL GROUP INC P 1,159,250 COST




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

(a) (b) (c)
Name of related organization Transaction Amount Involved (d)
type(a-s) Method of determining amount involved
FLORIDA HOSPITAL WATERMAN INC P 694,991 COST
FLORIDA HOSPITAL WATERMAN INC Q 1,371,472 COST
SOUTHEAST VOLUSIA HEALTHCARE CORPORATION P 4,563,373 COST
SOUTHEAST VOLUSIA HEALTHCARE CORPORATION Q 5,371,253 COST




