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Open to Public

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)
» Do not enter social securnity numbers on this form as it may be made public. XO
P Go to www.irs.gov/Form990 for instructions and the latest information. l

m 990

Department of the Treasury
Internal Revenue Service

Inspection
A For the 2017 calendar year, or tax year beginning 07/01, 2017, and ending 06/30,20 18
C Name of organization D Employer Identification number
B creckitamicatie | <7D _PETERSON MEMORIAL HOSPITAL 74-2557820
g Doing business as
Name change Number and street (or P O box if mail is not delivered to street address) Room/suite E Telephone number
Indtial return 551 HILL COUNTRY DRIVE (830) 258-7728
2:::};:::?/ City or town, state or province, country, and ZIP or foreign postal code
Amondad KERRVILLE, TX 78028 G Gross receipts $ 175,104,845.
:g:'u'fn;”“ F Name and address of pnncipal officer J. PATRICK MURRAY H(a) ;;r;zl:aglr;l;p return for H Yes Ei No
551 HILL COUNTRY DR KERRVILLE, TX 78028 P H(b) Are il suborcinates included? Yes No
| Tax-exempt status I X l 501(cK3) l ]501(¢)( ) € (insertno) [ l 4947(a)(1) or l I 527' \’) Jf "No," attach a list (see nstructions)
J Website p N/A 1 %4 H(c) Group exemption number P
K Form of orgamization | X [ Corporation | [Trust] [ Association [ [ other » [ L vearof formation 1 990[ M state of legal domicte  TX
m Summary
Briefly describe the organization's mission or most significant activites THE HOSPITAL'S MISSION IS TO PROVIDE
@ WORLD CLASS CARE TODAY, TOMORROW, ALWAYS IN DELIVERING EXCEPTIONAL,
§ COMPASSIONATE, PATIENT-CENTERED CARE. — —
§ 2 Check this box P> D if the organization discontinued its operations or disposed Mrg-ﬂ'ra—nb\éi/bg-dh{s nefassets
S| 3 Number of voting members of the governing body (Part VI, ine 1a) . . . . . 3 A ;0 3 11.
e O
| 4 Number of independent voting members of the governing body (Part VI, Iine 1 38 JU' 0 1 2019 5 4 11.
-;‘:.’ 5 Total number of individuals employed In calendar year 2017 (Part V, line 2a), @ m::-—r/ . VE 5 . 5 1,270.
% 6 Total number of volunteers (estimate if necessary). . . . . . . . . . . .. . . OGDEN UT.. ... s 80.
<| 7a Total unrelated business revenue from Part VIIl, column (C), ne 12 . . . . . T T v s s e . 7a 0.
b Net unrelated business taxable income from Form 990-T, Ine 34 . . . . . . . & v ¢ v v v o v v o o o o o o s 7b 0.
Prior Year Current Year
o»| 8 Contributions and grants (PartVIIL Ine 1h) . . . . . . v 0 et e e e e e e e e e 85,391. 47,209.
g 9 Program service revenue (PartVIILINE 2G) . . . . v v v v v e e e e 150,294,063. 153,516, 357.
2|10 Investment income (Part VIII, column (A), Ines 3,4, and 7d). . . » + o v v v v 0 v e . 1,303,819. 3,189,994.
©
11 Other revenue (Part VIII, column (A), ines 5, 6d, 8¢, 9¢, 10c, and11e), , ., . . . ... ... 2,410,130. 402,281.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), Ine 12), . . . . . . 154,093,403. 157,155,841.
13  Grants and similar amounts paid (Part IX, column (A), ines 1-3) . . . . . . v v vttt . 85,853. 45,000.
14 Benefits paid to or for members (Part IX, column (A), ned) . . . . . . . . . v v v v v v .. 0. 0.
@|15 Salaries, other compensation, employee benefits (Part IX, column (A), ines 5-10), . , . . . . 60,826,003. 67,064,821.
g 16 a Professional fundraising fees (Part 1X, column (A), inette), . . . . . .. . . . ... ... 0. 0.
g b Total fundraising expenses (Part IX, column (D), line 25) p 360,288 |
“[17 other expenses (Part IX, column (A), lines 11a-11d, 11f-24e) , . . . . . . . . . ... .. 82,270,897. 80,497,845.
18 Total expenses Add lines 13-17 (must equal Part IX, column (A), lne25) . . . . . ... .. 143,182,753.| 147,607,666.
19 Revenue less expenses Subtractline 18fromlne12. . , . . . v v ¢ e i i 4 v . e . 10,910, 650. 9,548,175.
s g Beginning of Current Year End of Year
ﬁé 20 Totalassets (Pat X, INE16) . . . . o o o i vttt it e e 228,611,677.| 237,394,171.
22121 Total habihties (PAt X, INE 26). . . . o o oo v e 72,666,218.] 74,340,537
25 155,945,459.| 163,053,634.

22 Net assets or fund balances Subtractline 21 fromlne20, . . . o o« o o o v o ... ..
m Signature Block

Under penalties of perjury, | declare that | have examined this retum, Including accompanying schedules and statements, and to the best of my knowledge and belief, it 1s
true, correct, and complete-Beclaration of preparer (other than officer) Is based on all information of which preparer has any knowledge

1S M VHed v 2

Sign W of officer

Here } s r\q M-ad(\/k./t\

Type or print name and tile

Print/Type preparer's name Preparer's signature Date Checkl ' i PTIN
Paid . self-employed
Preparer >
Use Only Firm's name Firm's EIN P>

Fim's address P> Phone no

May the IRS discuss this return with the preparer shown above? (see Instructions)
For Paperwork Reduction Act Notice, see the separate instructions.

.................... LJ Yes DNO
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

Form 990 (2017) Page 2
Statement of Program Service Accomplishments
Check if Schedule O contains a response or note toany ineinthusPart il . . . .. ... ... . ..........

1 Bnefly describe the organization's mission
PETERSON REGIONAL MEDICAL CENTER PROVIDES EXCEPTIONAL, COMPASSIONATE,

PATIENT-CENTERED HEALTHCARE.

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 890 or 880-EZ7 | | L e e
If "Yes," describe these new services on Schedule O

3 Did the organization cease conducting, or make significant changes in how 1t conducts, any program
SBIVICES 2, L L i L i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e D Yes No
If "Yes," describe these changes on Schedule O

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

|:]Yes No

4a (Code ) (Expenses $ 123,550,084 Including grants of $ 45,000 ) (Revenue $ 151,851,500 )
ATTACHMENT 1

4b (Code ) (Expenses $ 2,742,633 Including grants of $ ) (Revenue $ 2,629,434 )
ATTACHMENT 2

4c (Code ) (Expenses $ 4,819,132 Including grants of $ ) (Revenue $ 5,526,843 )
ATTACHMENT 3

4d Other program services (Describe in Schedule O) ATTACHMENT 4
(Expenses $ 101,806 Including grants of $ ) (Revenue $ )
4e Total program service expenses » 131,213,655.

Form 990 (2017)

JSA
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SID PETERSON MEMORIAL HOSPITAL « 74-2557820 AEGD i ‘

Form 980 (2017) Page 3
Checklist of Required Schedules

Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete SChedule A. . . . . . . i it e e e e e e e e e e e e e e e e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)?. . . . . . .. .. 2 X
3 D the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes,” complete Schedule C, Part]. . . . . . . . . v v i i i i e ittt s ieenn 3 X
4 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,Partil. . . . .. .. ... .. ... 4 X

5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? If "Yes,” complete Schedule C,
Partlil, . o o i e e e e e e e e e e e e e e e e e e e e e e 5 X

6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the rnight to provide advice on the distrnibution or investment of amounts in such funds or accounts? If

"Yes,"complete Schedule D, Partl. . . . . . . . i i i it i et e e e e e e e e e e e e e 6 X
7 D the organization receive or hold a conservation easement, including easements to preserve open space,

the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Part!l. . . . . ... .. 7 X
8 D the organization maintain collections of works of art, historical treasures, or other smiar assets? /f "Yes,"

complete Schedule D, Part lll . . . . . . . . @ i it i it it e e e e e e e e e 8 X

9 Diud the organization report an amount 1n Part X, line 21, for escrow or custodial account hiability, serve as a
custodian for amounts not listed in Part X, or provide credit counseling, debt management, credit reparr, or
debt negotiation services? If “Yes,”"complete Schedule D, Part IV . . . . . . .« . i 0 v i i i i i i e e e e 9 X

10 Did the organization, directly or through a related organization, hold assets in temporarly restricted
endowments, permanent endowments, or quasi-endowments? If “Yes," complete Schedule D, Part V. . . . . . ..
11 If the organization's answer to any of the following questions 1s "Yes," then complete Schedule D, Parts VI,
VI, VIII, IX, or X as applicable
a Did the organization report an amount for land, buildings, and equipment In Part X, ine 10?7 If "Yes,"

complete Schedule D, Part VI . . . . . i i i i i i i s e i e et e e e e e e e e e e e e e 11a| X
b Did the orgamzation report an amount for investments-other secunities in Part X, iine 12 that 1s 5% or more

of its total assets reported in Part X, line 167 If "Yes,”" complete Schedule D, Part VIl . . . . . ... ......... 11b X
¢ Dud the organization report an amount for investments-program related in Part X, line 13 that 1s 5% or more

of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVill, . . . . ... ... ...... 11c X
d Did the organization report an amount for other assets in Part X, line 15 that 1s 5% or more of its total assets

reported In Part X, line 167 If "Yes,”"complete Schedule D, Part IX', , . . . . . . . . . @ .. i unmnunenu.. 11d X
e Did the organization report an amount for other iabilities 1n Part X, ine 25? If "Yes,"complete Schedule D, Part X , ., . . . .. 11e X
f Did the organization's separate or consalidated financial statements for the tax year include a footnote that addresses

the organization's hability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes, " complete Schedule D, PartX . . . . . . 11f X

12a Did the organmization obtain separate, independent audited financial statements for the tax year? If "Yes,” complete
Schedule D, Parts XIand Xll. . . . .« v v i i e e i e e e e e e e e e e e e e 12a X

b Was the organization included in consolidated, independent audited financial statements for the tax year? If
"Yes," and if the orgamization answered "No" to line 12a, then completing Schedule D, Parts X! and Xl is optional . |12b X

13 Is the orgamization a school described in section 170(b)(1)(A)(n)? If "Yes," complete Schedule E. . . . . . ... .. 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . ... ... 14a X
b 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 land IV. . . . . . ... .. 14b X
15 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,Partslland IV . . . . . ... ... ... ... ..... 15 X
16 Did the organization report on Part (X, column (A), iine 3, more than $5,000 of aggregate grants or other

assistance to or for foreign individuals? /f “Yes," complete Schedule F, Partslifand IV . . . . . ... ........ 16 X
17 Dd the organization report a total of more than $15,000 of expenses for professional fundraising services on

Part IX, column (A), ines 6 and 11e? If "Yes," complete Schedule G, Part | (see instructions). . . . . ... ... .. 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on

Part VIIl, ines 1c and 8a? If "Yes," complete Schedule G, Partll . . . . . . . . @ i v i i i i i i ittt e e e e e 18 X
19 Dd the organization report more than $15,000 of gross iIncome from gaming activities on Part VI, line Sa?

If "Yes," complete Schedule G, Part lll . . . . . . v v v v e e e e e e e et e e e e u e saae e e 19 X

Form 990 (2017)

JSA
7E1021 1 000
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

7E1030 1 000

Form 990 (2017) Page 4
Checklist of Required Schedules (continued)
Yes No
20a Did the organization operate one or more hospital facilities? If "Yes,” complete Schedule H. . . . . ... ... .. 20a X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return?. . . . . . 20b| X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), ine 1? If "Yes,” complete Schedule |, Partsland ll. . . . . ... .. 21 X
22  Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), ine 2? If "Yes,”" complete Schedule |, Partsland lll. . . . .. . ... ... .o eeeo.. 22 X
23 Did the organization answer "Yes" to Part Vi, Section A, Iine 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If “Yes,"complete Schedule J . . . . . . . . . ... o e e e e e e e e e e 23 X
24a Did the organization have a tax-exempt bond i1ssue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was 1ssued after December 31, 20027 If "Yes," answer lines 24b
through 24d and complete Schedule K If 'No,"gotollne 25a. . . .« v v« v i i v i i i e it e e s e e e n e 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception?. . . . . . . 24b| X
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . . . . . . . . L L L e e e e e 24c¢ X
d Did the organization act as an "on behalf of" i1ssuer for bonds outstanding at any tme during theyear? . . . . . . 24d X
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? /f "Yes," complete Schedule L, Part! . . . . . . . .. ... 25a X
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?
If "Yes,"complete Schedule L, Part I . . o v . o i e e e e e e e e e 25b X
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If “Yes,"complete Schedule L, Part Il . . . . . . . . . . i i i i i i ittt teeennnn 26 X
27 Did the orgamzation 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% controiled
entity or family member of any of these persons? If "Yes,” complete Schedule L, Partill. . . . . . .. ... .... 27 X
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 X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L PartIV. . . . . i i 0 e e e e e e e e e e e e e e e e e e e e e e 28b X
¢ 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, PartIV. . . . .. ... 28¢c X
29 Dud the organization receive more than $25,000 in non-cash contributions? If "Yes, " complete Schedule M. . . . | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualfied
conservation contributions? /f "Yes,"complete Schedule M. . . . . . . . i i i e e e e e 30 X
31 Did the organization hquidate, terminate, or dissolve and cease operations? /f "Yes," complete Schedule N,
- 1 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,”
complete Schedule N, Partll . . . . . o v i v it it et s e e e e e e e e e e e e 32 X
33 Did the orgamzation own 100% of an entity disregarded as separate from the orgamzation under Regulations
sections 301 7701-2 and 301 7701-3? If "Yes,"complete Schedule R, Part! . . . . . . . . v v v v v 33 X
34 Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Part Ii, I,
oriV,and Part V,IIne 1 . . . . . e e e e e e e e 38 | X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)?. . . . . . ... ... .. 35a X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If "Yes,” complete Schedule R, Part V, lime 2 . . . . . 35b] X
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, Part V,line 2 . . . . . . . . . . @ i i 36 X
37 Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization
and that 1s treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R,
T B 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
197 Note. All Form 990 filers are required to complete Schedule O 38 X
Form 990 (2017)
JSA
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

Form 990 (2017)
Statements Regarding Other IRS Flllngs and Tax Compliance
Check if Schedule O contains a response or notetoanylineinthisPartV.. . . ... ... ... .........

1a Enter the number reported in Box 3 of Form 1096 Enter -0- f not applicable. . . . .. .. .. 1a 138
b Enter the number of Forms W-2G included in line 1a Enter -O- if not applicable. . . . . . ... 1b 0.
¢ Dd the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to PHZEWINNEIS? | . . L L . L i i it et e n et n oo et e s
. 2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax

Statements, filed for the calendar year ending with or within the year covered by this return. . | 2a | . 1,270

b If at least one Is reported on line 2a, did the organization file all required federal employment tax returns?
Note. If the surh of lines 1a and 2a 1s 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 moreduring theyear?, . . ........
b If "Yes," has it filed a Form 990-T for this year? If "No" to line 3b, provide an explanation in Schedule O. . . . . . ..

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

T VT 1§ 1 I e
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 \(Nas the organization a party to a prohibited tax shelter transaction at any time during the taxyear?. . . . . . ...
b Did any taxable party notify the organization that was or Is a party to a prohlblted tax shelter transaction? | 5b X
¢ If "Yes" to line 5a or 5b, did the organization file Form 8886-T?. . . . . . . . . .%o v v v v vt v i it v e e 5c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributions?, . . . . . ... .. 6a X

b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductble? . . . .. ... ... ... e e e e e e e e e e e e e e e e
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 provided to the payor? . . . . . . . . . ..l e e
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . . . . .. ... .. ;
Did the organization sell, exchange, or otherwise dispose of tangible personal property for which 1t was
required to file Form 82822 . . . ... ... ... ... 00 e e e e e e e e e e e e e /
If "Yes," indicate the number of Forms 8282 filed durngtheyear . . . . ... ... ...... | 7d | :
Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?
Did the organization, during the year, pay premiums, directiy or indirectly, on a personal benefit contract? . . . . .
If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required?
If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C2. .
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 theyear?. . . .+ . ... .. ... ...
9 Spor{soring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 49662, . . . . . e e e
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person?. . . . . .. ...
10 Section 501(c)(7) organizations. Enter

(1]

JTQ "o a

a Intiation fees and capital contributions included on Part VIli, line12 . . . . . ... ... ... 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facmtles ..... 10b
11 Section 501(c)(12) organizations. Enter
a Gross income from membersorshareholders. . . . . . . . o0 i i e e e 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due orreceived fromthem ). . . . v v v ot ot il i e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filng Form 990 in lieu of Form 10417
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year. . . . . . 12b

13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more thanonestate®. . . . ... ........ R LN
Note. See the instructions for additional information the organization must report on Schedule O

b Enter the amount of reserves the organizatjon is required to maintain by the states in which-

the organization 1s licensed to 1ssue qualified healthplans . . . . . . .. .. .......... 13b
c Enterthe amountofreservesonhand. . . . . .. . . .. c vt i i it i 13¢
14a Dud the organization receive any payments for indoor tanning services during the taxyear? . . ... ... .. ... 14a
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an exp/anatlon in Schedule O . . . ... 14b
e e A L gR0g TN e e e o es e e s e e e e Fom 990 (2017) o
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Form 990 (2017) SID PETERSON MEMORIAL HOSPITAL 74-2557820 Page 6

"

Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No
response to Ine 8a, 8b, or 10b below, descnbe the circumstances, processes, or changes in Schedufe O See mnstructions

Check 1f Schedule O contains a response ornotetoanylime mthisPartVI . . . . ... ..... .. oo,
Section A. Governing Body and Management
Yes | No
1a Enter the number of voting members of the governing body at the end of the taxyear . . . . . 1a 1]
If there are material differences in voting rnights among members of the governing body, or
if the governing body delegated broad authonty to an executive committee or similar
committee, explain in Schedule O
b Enter the number of voting members included in ine 1a, above, who are independent . . . . . 1b 1y
2 Dud any officer, director, trustee, or key employee have a family relationship or a business relationship with | — | e { e
any other officer, director, trustee, orkeyemployee?. . . . . . . . . . L L e e e e e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . 3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . 4 X
§ Dud the organization become aware durning the year of a significant diversion of the organization's assets?. . . . 5 X
6 Did the organization have members or stockholders? . . . . . . .. .. ... L oL o oL oo 6 X
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? . . . . . .« v i it i L e e e e e e e e 7a X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governingbody? . . . . . . . . . . v i ittt e 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during —!
the year by the following —_——
A The GoVErnINg BOGY?. . . . o o v e e e e e e e e e e e e e e e 8a | X
b Each committee with authority to act on behalf of the governingbody?. . . . . . . . v vt v vt i e e et 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization's maiing address? If “Yes," provide the names and addresses in Schedule O . . . . . . ... .. 9 X
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, oraffilates? . . . . . . . . o v vt e it i i et h . 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiiates, 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 fom? . 11a X
b Describe in Schedule O the process, If any, used by the organization to review this Form 990 ||
12a Did the organization have a wnitten conflict of interest policy? If “No,"gotolne 13 . . . . . .. . . . . ... .. 12a] X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
L= (TRt 1011111 -3 12b| X
¢ Did the organization regularly and consistently monitor and enforce comphance with the policy? If "Yes,”
describe 1n Schedule O how tRISWES TONE « + v v v« v t e e et e e et e e e e e e et et e e e e e 12¢| X
13 Did the organization have a written whistleblower policy?. . . .« v v v v o it it e e e e 13 | X
14  Did the organization have a written document retention and destruction policy?. . . . . . . .. ... ... ... 14 | X
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 CEO, Executive Director, or top managementofficial . . . . . . .. ... ... ........ 15a| X
b Other officers or key employees of the organization . . . . .« « « v v v v v ittt ot e e e 15b X
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 f——u0 | ——| —
with ataxable entity dUriNg the YEar? . .« . . v v v v i v e et i e e e e e e e 16a X
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its

participation In joint venture arrangements under applicable federal tax law, and take steps to safeguard the |~ | —0 | —.]
organization's exempt status with respect to such arrangements? . . . . . . .. .. i i oo 16b

Section C. Disclosure

17  List the states with which a copy of this Form 980 is required to be filed P
18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection Indicate how you made these available Check all that apply
Own website Another's website Upon request |:| Other (explain in Schedule O)
19  Describe in Schedule O whether (and If so, how) the organization made its governing documents, conflict of interest policy, and
financial statements available to the public during the tax year
20  State the name, address, and teleiphone number of the person who possesses the orgamzatnon's books and records »
SID PETERSON MEMORTAL HOSPITAL 551 HILL COUNTRY DRIVE KERRVILLE, TX 78028 30-896-4200
JSA Form 990 (2017)
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Form 990 (2017) SID PETERSON MEMORIAL HOSPITAL 74-2557820 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check If Schedule O contains a response or notetoanylneinthsPartVIL . . . . ... .. .. ... ... ... .. .....
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed Report compensation for the calendar year ending with or within the
organization's tax year

e List all of the organization's current officers, directors, trustees (whether individuals or organizatons), regardliess of amount of
compensation Enter -0-n columns (D), (E), and (F) if no compensation was paid

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

e 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

e List all of the organization's former officers, key employees, and highest compensated employees who recewed more than
$100,000 of reportable compensation from the organization and any related organizations

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

List persons in the following order individual trustees or directors, Institutional trustees, officers, key employees, highest
compensated employees, and former such persons

D Check this box if neither the organization nor any related organtzation compensated any current officer, director, or trustee

©)
(R) ® Posttion () ) )
Name and Title Average {do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation compensation from amount of
week (list any| officer and a director/trustee) from related other
hours for os|s|lolxlez|m the organizations compensation
relted (2|2 g 2 3e|§ organization (W-2/1099-MISC) from the
organizations g g % = _g ~‘<c; ﬂ e (W-2/1099-MISC) organization
below dotted| § = | 3 gl(®8 and related
line) E 5 3 -‘-a organizations
gla 2
o
(1)ROBE‘.RT SCHMERBECK 5.00
DIRECTOR 0. X 0. 0. 0.
(2)GREG SHRADER 5.00
DIRECTOR 0. X 0. 0. 0.
(3)JAMES YOUNG 5.00
DIRECTOR 0. X 0. 0. 0.
(4)MARK H. ARMSTRONG 7.00
VICE CHAIR 0. X X 0. 0. 0.
(5)ROYCE‘. G. ITSCHNER 5.00
DIRECTOR 0. X 0. 0. 0.
(6)SARAH F. FONTENOT 5.00
DIRECTOR 0. X 0. 0. 0.
(7)SUE STEELE 5.00
DIRECTOR 0. ):¢ 0. 0. 0.
(S)WILLIAM E. MORRIS, JR. MD 5.00
DIRECTOR 0. X 0. 0. 0.
(9)WILLIAM M. JOHNSTON 7.00 ‘
VICE CHAIR 0. X X 0. 0. 0.
(10)BRIAN BOWERS 5.00
DIRECTOR 0. X 0. 0. 0.
(11)HAROLD WILSON 10.00
CHAIRMAN 0. X X 0. 0. 0.
(13)J. STEPHEN PAULTER 40.00
C00 0. X 260,843. 0. 32,952.
(13)JOSEPH PISZCZOR 40.00
VP OPERATIONS 0. X 171,882. 0. 25,730.
(14)KAELI DRESSLER 40.00
CNO 0. X 179,106. 0. 16,626.

JSA Form 990 (2017)

7E1041 1 000 _ . - - -
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SID PETERSON MEMORIAL HOSPITAL

74-2557820

Form 990 (2017) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) 8 (c) (D) (E) )
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation  {compensation from amount of
week (st any | DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
related 3 2|1218|8|5a|¢ organization (W-2/1099-MISC) from the
organzations 3 < 218 | e g— 3 2 (W-2/1099-MISC) organization
belowdoted |2 E | 5| |2 (527 and related
line) S a g(®8 organizations
e | = @ 3
a | g ©| T
3le 2
3 o
a
15) LISA MEDOVICH ___ . 40.00
CFO 0. X 279,179. 0. 24,890.
ZE § )_ RI_C_I-EA_F&D__CRUT_H_I_R_D_S_ I _4_0_. 00
CIO 0. X 132,296. 0. 12,354,
1_7_)_ {.__P_FE’ILEEICK MURRAY _ 40.00
CEO 0. X 340,957. 0. 822,711.
18) SHANE ANDERS ____ N 40.00
RN IV 0. X 171,049. 0. 12,413.
19) RON WALTON _______________ 40.00
SR DIRECTOR OF REVENUE CYCLE 0. X 151,075. 0. 14,510.
2_(2)_ PAUI__.ELT_’ILE_ NEWLIN 4_0_. 00
NURSING SUPERVISOR 0. X 155,873. 0. 14,248.
21) SUSAN ROIG ______ e 40.00
CLINICAL COORDINATOR 0. X 129,789. 0. 23,586.
QZ_L_{PiblIi_DiC_DERMOTT L 40.00
NURSE PRACTITIONER 0 X 128,554. 18,854,
1b Sub-total L > 611,831. 75,308.
¢ Total from continuation sheets to Part VII, SectionA , , . . .. ....... » 1,488,772. 0 943,566.
dTotal(add lines1band 1€) . . . « v v v v v v v i it et e i e »| 2,100,603. 0.] 1,018,874.

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 »

11

5

Did the organization hst any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for such individual

For any individual listed on line 1a, 1s the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? /f “Yes,” complete Schedule J for such
INAvIQUAl . . . L e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e
Did any person histed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? /f “Yes,” complete Schedule J for such person

No

-1

Section B. iIndependent Contractors

1

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

year .

(A)

Name and business address

|

Description of services

(€)
Compensation

ATTACHMENT 5

2 Total number of independent contractors (including but not mited to those listed above) who received
more than $100,000 in compensation from the organization »

5

JSA

7E1055 1 000

Form 990 (2017)
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Form 990 (2017) ‘ ’ SID PETERSON MEMORIAL HOSPITAL 74-2557820 Page 9
-Statement of Revenue . ‘
Check if Schedule O contains a response ornote to anyliné nthis PartVIll. . . . . . ... .. oo oo v o D
e B Frpiaanag (A) (B ©) (0)

Total revenue Related or Unrelated Revenue

exempt business . |excluded from tax
function revenue under sections
revenue 512-514

88| 1a Federated campaigns . . . . . . . .| 1a '
5§ b Membershipdues. . . . . . . ... | 1D
’ g‘f ¢ Fundraisngevents . . .. ... .. 1€
S ®8( d Reldted organizations . . . ... ..|1d
g,,g, e Government grants (contributions) . . | 1e
'g o f Al other contributions, gfts, g\rants,~
‘ gg and similar amounts not included above . {_1f 47,209
§§ g Noncash contributions included i lines 1a-1f $ Eﬁ;ﬁ, .,
h Total. Addlnes 1a-1f . . . « . . v v v v o o e s s o . . P M
) é Business Code ) Daina s : ;
% 2a NET PATIENT SERVICE REVENUE 621110 153,135,379 153,135,379 :
C: b MANAGEMENT FEE REVENUE 900099 380,978 380,978
3| o« '
& d :
- g e :
2 f All other program service revenue . . . . . . —_
o | g TotalAddlnes2a2f . . . .. ... .. ........0 153, 516, 357. L AR RE L R O
3 Investment income (including dividends, interest,
“andothersimilaramounts). « v v v v e n ... P 2,234,256. ) 2,234,256
4 Income from investment of tax-exempt bond proceeds . P 0
5 Royalties . . . . v i i i i e s i e e i e S D
. (1) Real (1) Personal
6a Grossrents . - « < . . . . 38,366 344,219
Less rental expenses . - - 78,270 344,219. |
¢ Rental Income or (loss) . . -39,904
- d Netrentalincomeor(loss): « « « « « v v o v v o . o . P
7a Gross amount from sales of (1) Secunties (n) Other
assets other than inventory 18,478,103. 4,150
i b Less cost or other basis
and sales expenses . . . . 17,526,515
¢ Ganor(loss) -« - « .+ . . . 951,588
d Netganor(loss) . . ... ... ... ...
g 8a Gross Income from fundraising
S events (not including $
é of contributions reported on line 1c)
o See PartIV,line18'. . . . . ... ... a
. g‘ b Less drectexpenses . - « « « v . ... b
¢ Net income or (loss) from fundraising events. .
9a Gross income from gaming activities
SeePartiV,lne19 ., ., . ........ a
b Less directexpenses . . .. ...... b
¢ Net income or (loss) from gaming activities. . i __ _
10a Gross sales of inventory, less 3 Mﬁ“’if?ff?? Mﬁ;ﬁ%ﬁ"%% %ﬁ@%
returnsandallowances . . ....... a &;(g 7“;’;;:;; e
b Less costofgoodssold.'. . ...... b
¢ Net income or (loss) from sales of nventory, .". . ... . P
Miscellaneous Revenue Buslness Code SERRS e
11a MISCELLANEOUS 900099 442,185 442,185
b : .
c ! - . : .
d Allotherrevenue . . . . . . .. .. ... R —
e TotalAddIines 11a-11d + v v v v v v e v v v v v v P 442,185 AR
12 Total revenue. Seenstructions . . . . . . ... ... .Pp 157,155,841 . 3,150,090
JSA .

Form 990 (2017)
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Form 980 (2017) SID PETERSON MEMORIAL HOSPITAL . 74-2557820  page 10

Statement of Functional Expenses
Scction 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 notetoanyline nthisPartIX ., . ... ... ...............
Do not include amounts reported on lines 6b, 7b (A) ’ (B) () (0)
o Total expenses Program service Management and Fundrassing
8b, 9b, and 10b of Part Vill. P g.xpenses general expenses expenses
j % e BETE
1 Grants and other assistance to domestic organizations " : i

and domestic governments See Part IV, ine21 . . . . 0.

2 Grants and other assistance to domestic .
individuals SeePartiV,line22 , .. ... ... 45,000. 45,000.

3 Grants and other assistance to foreign’
organizations, foreign governments, and foreign
individuals See Part IV, lines 15 and 16 ) 0.

Benefits paid to or for members 0.

Compensation of current officers, directors,
trustees, and key employees 2,154,876. 1,831, 645. 215,488. 107,743.

f

6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and

_persons descnbed Iin section 4958(c)}(3)(B) , . _ . . . 0.
7 .Othersalanesandwages , . . . . . ... .. . 50,856,829. 44,413,177. 6,351,112. 92,540.
8 -Pension plan accruals and contributions (include ’

section 401(k) and 403(b) employer contributions) 0. »

9 Other employeebenefits . . . . . . ... .. . 10,766,355. 8,084,049. 2,682,292. 14.
10 Payrolitaxes . + « v « v 4 v v v 4w w e e 3,286,761. 2,845,624. 439,589. | 1,548.
11 Fees for services (non-employees)

aManagement | . . . . .. ... .. ... .. 902,289. 827,601. 74,688.

blegal ., .. ................. 150,803. 150,803.

cAccounting . . . .. ... .......... 234,618, 234,618.

dlobbyng. , ., ., ... ............. 0.}

e Professional fundrasing services See Part IV, line 17, 0.1

’ 0.

f Investment management fees

g Other (if ine 11g amount exceeds 10% of Iine 25, column

(A) amount, list ine 11g expenses on Schedule O)e « « . . . 13,368,737. 10,272,892. 3,069,321. 26,524.
12 Advertising and promotion . . . . . . . . ... 865,287. 110,229. 671,083. 83,975.
13 Officeexpenses . . . ... . ... ... ... 209,061. 146,157. 62,865. 39.
14 Information technology. . « « v v v v v 0 v v . 2,290,202. 1,341,731. 938,513. . 9,958.
15 Royalties. . .. .......... e 0.
16 Occupancy . . .. ........ "o 1,853,824. 1,545,285. 308,302. ' 237.
17- Travel . . o e e e e, 436,955. 362,198. 72,819, . 1,938.
18 Payments of travel or entertainment expenses :

for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings , . ., . 40,055. 23,468. 1l6,587.
20 Interest . . . ... .. 2,452,424. 2,452,424.
21 Paymentstoaffiiates, . . .. ......... 0.
22 Depreciation, depletion, and amortization | | | | 7,890,689. 7,875,339. 15,350.
23 Insurance ) 283,571 212,678. 70,893.

1

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, st ine 24e expenses on Schedule O)

aBAD DEBT EXPENSE

22,652,562.

pMEDICAL SUPPLIES 20,741,477. 20,619,054. 122,423.

<EQUIPMENT REPAIR/MAINTENANCE 3,985,410. 3,698,663. 286,747.

dEMPLOYEE EXPENSES 740,588. 682,429. 25,780. 32,379.

e All other expenses ‘ 1,399,293. 1,171,450. 224,450. 3,393,
25 Total functl;mal expenses Add lines 1 through 24e 147,607,666. 131,213,655. 16,033,723. 360,288.

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 p f : ‘

|
|

following SOP 98-2 (ASC 958-720)

= - : Form 990 (2017) !
7E1052 1 Q00

o

R |

>PAGE 10 ‘



JURE

Form 990 (2017)

SID PETERSON MEMORIAL HOSPITAL

74-2557820

Balance Sheet

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

(A) (B)
Beginning of year End of year
1 Cash-non-interest-beanng . . . .. ... ..........ceueenunnn. 27,099,620.] 1 6,496,816.
2 Savings and temporary cashinvestments . ., ... ... .. ........ 10,879,380.| 2 14,599,867.
3 Pledges andgrantsrecevable, net . . . . .. ... ... .. 0. 3 0.
4 Accountsrecenable,net . . .. ... ... ... 13 630,386.| 4 20,167, 662.
5 Loans and other receivables from current and former officers, directors, S =1 ok T
trustees, key employees, and highest compensated employees
Complete Part Il of Schedule L , , . ... ... ...............
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers
and sponsoring organizations.of section 501(c)(9) voluntary employees' beneficiary
@ organizations (see instructions) Complete Part Il of Schedulel ., .. ... 6
§ 7 Notes and loans receivable,net, . . . .. ... ............. ... 1 7 .
2| 8 Inventoriesforsaleoruse, ., . ... ............ ... 2,773,034.| 8 3,051,359.
9 Prepaid expenses and deferredcharges . . . . .. v v i b e 1 590,870.1 g 2,612,746.
10a Land, buldings, and equipment cost or st e i 5 e T
other basis Complete Part V1 of Schedule D 10a 175,787,002, |; i e e R
b Less accumulated depreciation. . . . . .. ... 10b 91,567,684. 75 737 469 10c 84 219,318.
11 Investments - publicly traded securities . . . . . . . . ... . 0. 95,128,021.| 11 104,822,268.
12  Investments - other securities See PartIV,lne 11, . . . . .. ... ..... ' 0. 12 0.
13 Investments - program-related See Part IV, hne 11 _ _ .. ... .. ..... 0. 13 0.
14 Intangible @SSEtS, . . . . . . .. ... ... 0.l 14 - 0.
15 Otherassets See PartIV,Ime 11 , . . . . . . . . i . 1,772,897.] 15 1,424,135.
16 Total assets. Add lines 1 through 15 (mustequallne 34) . . . . ... ... 228,611,677.] 16 237,394,171.
17 Accounts payable and accrued eXpenses. . . . .. ... ... i u 12,836,870.] 17 15,019,640.
18 Grants payable , . . . . .. 0. 18 0.
19 Deferred reVENUE . . . . . v v e it e e e 0.l19 0.
20 Tax-exemptbond habiltles . . . ... ... ... ... ... 57,412,148 20 55,152, 354.
21 Escrow or custodial account liability Complete Part IV of Schedule D | | | | 0.
@122 Loans and other payables to current and former officers, directors, R [ [;‘ )
s trustees, key employees, highest compensated employees, and o e s
:g disqualfied persons Complete Part Il of Schedule L, , , . . . ... ..... 0.
—123  Secured mortgages and notes payable to unrelated third parties | | . , . . . 0.
24 Unsecured notes and loans payable to unrelated third partes, | |, | | | . 0.
25 Other habilities (including federal income .tax, payables to related third
parties, and other liabilities not included on lines 17-24) Complete Part X
of Schedule D . . . . .. ... ..ttt 2,417,200.| 25 4,168,543.
26 Total liabilities. Add lines 17 through25. . . . . . . . . . . . . ... .... 72,666,218.] 26 74,340,537.
Organizations that follow SFAS 117 (ASC 958), check here » B_J and : {
2 complete lines 27 through 29, and lines 33 and 34. y S . o &
E|27 Unrestricted netassets L. DL L. 155, 456, 657-| 27 | 162,638,375,
S|28 Temporarly restricted netassets ... ... .. .. .. ... 488,802.| 28 415,261.
T|29 Permanently restrictednetassets, . . . .. ... ......... . .....
c Organizations that do not follow SFAS 117 (ASC 958), check here P l:l and
° complete lines 30 through 34.
% 30 Capttal stock or trust principal,cor current funds ..
@131 Paid-in or capital surplus, or land, buiding, or equpmentfund = |
f, 32 Retamned earnings, endowment, accumulated income, or other funds |
2[33 Totalnetassetsorfundbalances . . . . .. ... ... .. ... ..... 155,945,459.|133 | 163,053,634.
34 Total habilities and net assets/fund balances. . . .. ... .. ........ 228,611,677.| 34 237,394,171.

JSA

T7E10531000
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

Form 990 (2017) Page 12
Reconciliation of Net Assets o
Check if Schedule O contains a response or notetoanylnemnthisPart XI. . . ... ..............
1 Total revenue (must equal Part VIIl, column (A),Ine 12) . . . . . . . . ... o i i i i v v v 1 157,155, 841.
2 Total expenses (must equal Part IX, column (A),lIne25) . . . ... ... ... .. 2 147,607,666.
3 Revenue less expenses Subtractlne2fromlnet. . ... ... ... .. ... .. 3 9,548,175.
4 Net assets or fund balances at beginning of year (must equal Part X, ine 33, column (A)) . . ... 4 155,945, 459.
5 Netunrealized gains (losses)oninvestments . . . . .. .. ... i e 5 3,489,517.
6 Donated servicesanduseoffacilites . . . . .. ... ... i i i e 6 0.
7 INVeSIMENt EXPENSES « & & v v v v e vt t e e e e e e e e e e e e e 7 0.
8 Priorperiod adjUStMEntS . . . . v v i e e e e e e e e e e e e e e 8 0.
9 Other changes In net assets or fund balances (explamin Schedule O) . . . ... .......... 9 -5,929,517.
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line
33,C0UMN(B)) o v v et e e e e e e e e e e e e a e 10 163,053,634.
Financial Statements and Reporting
Check if Schedule O contains a response or note to any lmeinthisPart Xl . . . .. .............. l:]
Yes | No
1 Accounting method used to prepare the Form 990 D Cash Accrual D Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O N P
2a Were the organization’s financial statements compiled or reviewed by an independent accountant?, . . . . . . 2a X
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
D Separate basis D Consolidated basis D Both consolidated and separate basis —_—
b Were the organization's financial statements audited by an independent accountant? . . . ... ... ... .. 2b | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both
Separate basis [:] Consolidated basis D Both consolidated and separate basis
c If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O R
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337 . . . v . o ot o i it i et e s e e 3a X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits 3b

Form 990 (2017)

JSA
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SCHEDULE A Public Charity Status and Public Support OMB No 15450047

(Form 990 or 990-EZ) Complete if the organization s a section 501(c){3) organization or a section 4947(a){1) nonexempt charitable trust.

Department of the Treasury P> Attach to Form‘990 or Form 990-EZ. Open to Public
\ntemnal Revenue Service P Go to www irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer Identification number

SID PETERSON MEMORIAL HOSPITAL 74-2557820

mReason for Public Charity Status (All organizations must complete this part ) See instructions
The organization I1s not a private foundation because it 1s (For lines 1 through 12, check only one box)
- A church, convention of churches, or association of churches described in section 170(b)(1){(A)(i). 0 6

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

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

- 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 l___l 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 Il )

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

7 An organization that normally recewes a substantial part of its support from a governmental unit or from the general public
described tn section 170(b)(1)(A)(vi). (Complete Part Il )

8 A community trust described in section 170(b)(1)(A)}{vi). (Complete Part Il )

9 An agricultural research organization described in section 170(b)(1){A){ix) operated in conjunction with a land-grant college
or university or a non-land-grant college of agricuiture (see instructions) Enter the name, city, and state of the college or
university

10 E’ An organization that normally receives (1) more than 331/3 % of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/3 %of its
support from gross investment Income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975 See section 509(a)(2). (Complete Part Il )

11 An organization organized and operated exclusively to test for public safety See section 509(a)(4).

12 An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes
of one or more publicly supported organizations described 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 E] Type | 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 1V, Sections A and B.

b D Type 1l 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.

Type lll 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 Type 1l non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that i1s not functionalily 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 D Check this box If the organization received a written determination from the IRS that it 1s a Type |, Type II, Type il
functionally integrated, or Type lll non-functionally integrated supporting organization

(2]

f Enter the number of supported organizations., . . . . . . . . . . . i it ittt e e e e e e e e e e e [:l
g Provide the following information about the supported organization(s)

(i) Name of supported organization (i) EIN (in) Type of organization | (v) Is the organization| (v} Amount of monetary (v1) Amount of
(described on lines 1-10 |listed in your goveming support (see other support (see
above (see Instructions)) document? Instructions) instructions)

Yes No
(A)
(B)
€)
(D)
(E) .
Total
For Paperwork Reduction Act Notice, see the !nstructions for Form 990 or 990-EZ. Schedule A (Form 990 or 990-EZ) 2017
JSA

7E1210 1 000 - - - - - - - - - - oL - .
PAGE 13



Schedu|e A (Form 990 or 990-EZ) 2017
Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A}(vi)

SID PETERSON’JEMORIAL HOSPITAL 74-2557820

Page 2

(Complete only If you checked the box onV\ine'5, 7, or 8 of Part | or If the organization falled to qualify under
Part lll If the organization fails to qualify under the tests listed below, please complete Part lil )

Section A. Public Support

Calendar year (or fiscal year beginning in) b (a) 2013 \(b) 2014 (c) 2015 (d) 2016 (e) 20/1/7 (f) Total

1

Gifts, grants, contributions, and
membership fees received (Do not

include any "unusual grants") . . ., . ..
- : - . . /
2 Tax revenues levied for the
organization's benefit and either pald
to orexpendedonitsbehaif . . . . . ..
3 The value of services or facilities
furmished by a governmental unit to the
organization without charge . . . . . . .
4  Total Add lines 1 through3. . . . . ..
5 The portion of total contributions by R
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). . . . . .. i
6 Public support. Subtract line 5 from line 4 | +3:"
Section B. Total Support
Calendar year (or fiscal year beginning in) b (a) 2013 (b) 2014 /| (c)\\2015 (d) 2016 (e) 2017 (f) Total
7 Amounts fromlned. . . . .. ... ..
8 Gross income from interest, dividends,

payments received on securities loans,
rents, royaltes, and income from

SIMIArSOUrCES + v v v v v o o o o o o &
9 Net income from unrelated business
activities, whether or not the business
Isregularlycarrredon . . . . ... ..
10 Other income Do not include gan or //
loss from the sale of capital assets
(ExplaninPartVl) . . ... ......
11 Total support. Add lines 7 through 10. . | oSS e TR R T B 8 N ST
12  Gross receipts from related activities, etc (see mstrucf’ TONS) + @ o = 4 o o 0 o o o e e e e \ ... 2 I
13  First five years. If the Form 990 s for the organnzanons first, second, third, fourth, or flftr\ax year as a section 501(c)(3)
organization, check this box and stop here . / .......................................... | l:l
Section C. Computation of Public Support/Percentage \
14 Public support percentage for 2017 (linef6, column (f) divided by line 11, column (f)). . . . . .. \ .14 %
15 Public support percentage from 2016 Schedule A, Part Il lne 14 , . . . .. ... ... ......\ 15 %
16a 331/3% support test - 2017. If the ofganization did not check the box on line 13, and line 14 1s 331/3 % or more, check this
box and stop here. The organizatio /néuahfles as a publicly supported organization. . . ... .... \ ........... > D
b 331/3% support test - 2016. If the’ organization did not check a box on line 13 or 16a, and line 15 1s 331/3 % or more, check
this box and stop here. The orgghization qualifies as a publicly supported orgamization . . . . .. ... %......... » D
17a 10%-facts-and-circumstances/taest - 2017. If the organization did not check a box on line 13, 16a, on\Gb, and line 14 1s
10% or more, and If the grganization meets the "facts-and-circumstances™ test, check this box and stop here. Explain in
Part VI how the organizdtion meets the "facts-and-circumstances" test The organization quahlfies as a pubhcly supported
OrgaNIZAtION. . v v o e i i e e e e e e e e e e et e e e e e e e e e e e e N e > D
b 10%-facts-and-cig€¢umstances test - 2016. if the organization did not check a box on line 13, 16a, 16b, or\{7a, and line
15 1s 10% or/Mmore, and if the organization meets the "facts-and-crrcumstances" test, check this box and\stop here.
Explain in Rart VI how the organization meets the "fac\ts-and-cnrcumstances" test The organization qualifies as\a publicly
supported(organization . . . . . . . L L L e e e e e e e e e e e e e e e e e e e e e e e e\ e > 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
41 00 (1<) - I I I I T i ]
Schedule A (Form 930 ohg90-EZ) 2017
JSA
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SID PETERSON MEMORIAL HOSPITAL 74-2557820
Schedule A (Form 990 or 990-EZ) 2017 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the boxon line 10 of Part | or if the organization failed to qualify under Part Il
If the organization falls to qualify un\qer the tests listed below, please complete Part Il )

Section A. Public Support \ /
Calendar year (or fiscal year beginning ) B|  (a)2013 (b) 2014 (c) 2015 (d) 2016 (e) 2017 () Total
1  Gifts, grants, contributions, and membership fees /
recewved (Do not include any "unusual grants ")
2 QGross receipts from admissions, merchandise
sold or services performed, or facilities /
furnished n any activity that 1s related to the
organization's tax-exempt purpose . « . . . . \ /
3  Gross receipts from activities that are not an \ /
unrelated trade or business under section 513 .

4 Tax revenues levied for the
organization’s benefit and either paid to

orexpended on itsbehalf . . . . . ...

5 The value of services or faciities f
furnished by a governmental unit to the /
organization without charge . . . . . . .

6 Total Add lines 1 through 5. . . . . . . \ /

7a Amounts included on lines 1, 2, and 3 \ /
recelved from disqualified persons , . . .

b Amounts included on lmes 2 and 3 \
received from other than disqualfied
persons that exceed the greater of $5,000 /
or 1% of the amount on line 13 for the year

¢ Addlines7aand7b. . . . . .« . . .. / \

8 Public support. (Subtract hne 7c from B )

INEB ) v v o v v v v e vt v e v e e o . / \
Section B. Total Support / \
Calendar year (or fiscal year beginning in) P> (a)2013 Ab)2014 (c) 2015 (d) 2016 (e} 2017 {f) Total
9 Amounts fromline6. . . . ... ....
10a Gross Income from interest, dividends, 4

rents, royalties, and income from similar
SOUMCES s + = o o o s = = = o s o = = « s

b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 . . . . . .

¢ Addlines 10aand10b . . . . .. . .. / \

11 Net income from unrelated business /
activites not included In line 10b,/
whether or not the business s regularly
carriedonN. « + v+ 4 v e v e e s A

12  Other income Do not include gajh or

payments received on securties loans, /

13 Total support. (Add lines/9, 10c, 11,
and12)
14 First five years
organization, check this box and stop here

Section C. Corfiputation of Public Support Percentage \

15 Public sUpport percentage for 2017 (line 8, column (f) divded by line 13, column(f)), . . . ... ... ... .| 15 \ %
16  Public support percentage from 2016 Schedule A, Part Il lne 15. . . . . & v 0 o v v v v e e 000w 16 \ %
Section D. Computation of Investment Income Percentage N\

17 Investment income percentage for 2017 (line 10¢, column (f) divided by lne 13, column (f)) . . . . . ... .. 17 \ %
18 Investment income percentage from 2016 Schedule A, Partlll, ine 17 |, . . . . . . . . v v v v v v v w e u 18 \ %

19a 331/3% support tests - 2017. If the organization did not check the box on line 14, and line 15 1s more than 331/3%, an
17 1s not more than 331/3%, check this box and stop here. The orgamization qualfies as a publicly supported organization\,
b 331/3% support tests - 2016. If the organization did not check a box on line 14 or line 19a, and line 16 1s more than 331/3 %, and
line 18 i1s not more than 331/3%, check this box and stop here. The orgamzation qualfies as a publicly supported organizaton P H

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions P
Schedule A {Form 990 or 990-EZ) 2017
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SID PETERSON MEMORIAL HOSPITAL . 74-2557820
Schedule A (Form 990 or 990-E2) 2017 ‘ Page 4
Supporting Organizations
(Complete only If you checked a box in line 12 on Part! 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 |, complete
Sections A, D, and E If you checked 12d of Part I, complete Sections A and D, and complete Part V)
Section A. All Supporting Organizations

1 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 refationship, explain

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

3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
(b) and (c) below

b D 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
organizaton 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
" 4a Was any supported organization not organized in the United States ("foreign supported organization")? If
"Yes," and if you checked 12a or 12b in Part |, answer (b) and (c) below
b Did the organization have ultmate control and discretion in deciding whether to make grants to the foreign
supported organization? /f "Yes,” descnbe in Part VI how the organization had such control and discretion
despite being controlled or supervised by or in connection with its supported organizations

¢ Dd the 'orgamzatlon support any foreign suppbrted 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 orgamzation used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes .

5a 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 detai in Part VI, including (i) the names and EIN
| numbers of the supported organizations added, substituted, or removed, (i) the reasons for each such action,
| (i) the authonty under the organization's organizing document authonzing such action, and (iv) how the action
was accomplished (such as by amendment to the orgamzing document)

b Type | or Type Il only. Was any added or substituted supported organization part of a class already
designated in the organization's organizing document?
¢ Substitutions only. Was the substitution the result of an event beyond the organization's control?

6 Did the organization provide support (whether in the form of grants or the provision of services or faciltties) to
anyone other than (1) its supported organizations, (1) individuals that are part of the chartable class benefited
by one or more of its supported organizations, or () 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.

7 ,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 | of Schedule L (Form 990 or 990-EZ)

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in hine 7?
" If "Yes," complete Part | of Schedule L (Form 990 or 990-E2)

9a 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.

b 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? /f "Yes, " provide detail in Part V1.
¢ 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.
10a Was the organization subject to the excess business holdings rules of section 4943 because of section
4943(f) (regarding certain ‘Type Il supporting organizations, and all Type Il non-functionally integrated
supporting organizations)? If "Yes," answer 10b below
b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings ) 10b
JSA Schedule A (Form 990 or 990-EZ) 2017
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SID PETERSON MEMORIAL HOSPITAL 74-2557820
Schedule A (Form 990 or 980-EZ) 2017 '
Supporting Organizations (continued)

11 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons descrnbed in (b) and (c)

below, the governing body of a supported organization? 11a
b A family member of a person described in (a) above? 11b
c A 35% controlled entity of a person described in (a) or (b) above? If “Yes” to a, b, or c, provide detail in Part V1. 11c

Section B. Type | Supporting Organizations

1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization's directors or trustees at all tmes during the
tax year? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the orgamzation's activities If the organization had more than one supported orgamzation,
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, appled to such powers during the tax year

2  Did the orgamization 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 orgarization(s) that operated,
supervised, or controlled the supporting orgamzation

Section C. Type Il 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)? I/f "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 orgamzation(s)

Section D. All Type lll Supporting Organizations

1 Dd 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 (i) copies of
the organization's governing documents in effect on the date of notification, to the extent not previously
provided?

2 Were any of the organjzation's officers, directors, or trustees either (1) apponted or elected by the supported
organization(s) or (1) serving on the governing body of a supported organization? /f “No," explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s)

|

|

‘ 3 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? /f “Yes, " describe in Part VI the role the organization's
supported organizations played in this regard

Section E. Type lll Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to salisfy the Integral Part Test during the year (see mstructlons)

a The organization satisfied the' Activities Test Complete line 2 below
b The organization Is the parent of each of its supported organizations Complete line 3 below
c The organization supported a governmental entity Describe in Part VI how you supported a government entity (see instructions

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

a D substantially all of the organization's activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the arganization 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? /f "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

3  Parent of Supported Organizations Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majonty of the officers, directors, or
trustees of each of the supported organizations? Provide detarls in Part V1.
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
Schedule A (Form 990 or 990-EZ) 2017
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SID PETERSON MEMORIAL HOSPITAL
Schedule A (Form 990 or 990-E2) 2017 i

74~2557820

Page 6

Type lil Non-Functionally Integrated 509(a)(3) Supporting Organizations

Check here If the organization satisfied the Integral Part Test as a qualifying trust on Nov 20, 1970 (explain n Part VI) See
instructions. All other Type lll 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 capttal gain

2 Recoveries of prior-year distributions

3 Other gross income (see mstructlons)

4 Add lines 1 through 3 -

5 Depreciation and depletion

[LRE_ IR S

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

]

7 Other expenses (see instructions)

-~

8 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 far market value of all non-exempt-use assets (see
Instructions for short tax year or assets held for part of year)

a Average monthly value of securities

b Average monthly cash balances

¢ Fair market value of other non-exempt-use assets

d Total (add lines 1a, 1b, and 1¢)

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

2 Acquisition indebtedness applicable to non-exempt-use assets

3 Subtract line 2 from line 1d

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

5 Net value of non-exempt-use assets (subtract line 4 from line 3)
6 Multiply line 5 by 035 :

T 712312060 T T

7 Recoveries of prior-year distributions

8 Minimum Asset Amount (add line 7 to line 6)

W IN|OD (|

Section C - Distributable Amount

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

2 Enter 85% of line 1

Current Year

3 Minimum asset amount for prior year (from Section B, Ine 8, Column A)

4 Enter greater of line 2 or line 3

5 Income tax iImposed In prior year

OB (W IN =

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

7 L_l Check here If the current year 1s the organization's first as a non-functionally integrated Type ] supportlng organization (see

instructions)

JSA

"Schedule A (Form 990 or 930-E2) 2017
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SID PETERSON MEMORIAL HOSPITAL

Schedule A (Form 990 or 980-EZ) 2017

74-2557820

Page 7

Type Il Non-Functionally Integrated 509(a)(3) Supportmg Organizations (continued)

Section D - Distributions

Current Year

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 accomphsh 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 V1) See instructions < -

Total annual distributions. Add lines 1 through 6

Distributions to attentive supported organizations to which the organization 1s responsive
(provide details in Part VI) See nstructions

Distributable amount for 2017 from Section C, line 6

Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

Excess Dlstnbutlons

Distributable amount for 2017 from Section C, line 6

Underdistributions, if any, for years prior to 2017
(reasonable cause required- explaln In Part VI) See
instructions '

Excess dlstnbutlons carryover if any, to 2017

From2013

From2014 ... ....

From2015 . ......

From 2016 . ... ..

Total of ines 3a through e

Applied to underdistributions of prior years

S@a|™|o |0 |T|w

Applied to 2017 distributable amount

Carryover from 2012 not applied (see instructions)

—

Remainder Subtract ines 3g, 3h, and 3i from 3f

Distributions for 2017 from
Section D, line 7 . $

Appled to underdistributions of prior years -

Applied to 2017 distributable amount

Remainder Subtract ines 4a and 4b from 4

Remaining underdistributions for years prior to 2017, i
any Subtract nes 3g and 4a from hne 2 For result
greater than zero, explain in Part VI .See instructions

Remaining underdistributions for 2017 Subtract lines 3h
and 4b from hine 1 For result greater than zero, explain in
Part VI See Instructions

Excess distributions carryover to 2018 Add lines 3)
and 4c i

Breakdown of line 7

Excess from 2013, . ..

Excess from 2014, , . .

Excess from 2015, . . .

Excess from 2016. . . .

olalojoin

Excess from 2017. . . .

JSA

TT7Efz 000

W - {ii)
Underdistributions
' Pre-2017 ,

(i)’
Distributable
Amount for 2017

Schedule A (Form' 990 or 990-EZ) 2017
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SID PETERSON MEMORIAL HOSPITAL 74-2557820
Schedule A (Form 990 or 990-EZ) 2017 Page 8
Supplemental Information. Provide the explanations required by Part Il, line 10, Part ll, ine 17a or 17b, Part
lll, line 12, Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 93, 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, Iine 1e, Part V, Section D, lines 5, 6, and 8, and Part V, Section E,
lines 2, 5, and 6. Also complete this part for any additional information (See instructions.)

JsA Schedule A (Form 990 or 990-E2Z) 2017
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SCHEDULE C Political Campaign and Lobbying Activities | ome No 15450047

{(Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section501(c) and section 527 2@ 1 7
P Complete if the organization is described below. > Attach to Form 990 or Form 990-EZ. Open to Public
Department of the Treasury . . -
Internal Revenue Service P Go to www irs.gov/Form990 for instructions and the latest information. Inspection

If the organization answered "Yes,” on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
® Section 501(c)(3) organizations Complete Parts I-A and B Do not complete Part {-C

® Section 501(c) (other than section 501(c)(3)) organizations Complete Parts I-A and C below Do not complete Part I-B
® Section 527 organizations Complete Part I-A only
If the organization answered "Yes," on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, ine 47 (Lobbying Activities), then
® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)} Complete Part 1I-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 II-B Do not complete Part II-A

If the organization answered "Yes," on Form 980, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35¢c (Proxy
Tax) (see separate instructions), then

® Section 501(c)(4), (5), or (6) organizations Complete Part |
Name of organization Employer identification number
SID PETERSON MEMORIAL HOSPITAL 74-2557820
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) _ . . _ . . ... .. ... e ... >3
3 Volunteer hours for political campaign activities (see instructions) . . . . . . . v v o o o v oo ...
Part 1-B 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 49585, , , ., . . >3
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 forthisyear? , , . . .. ... ....... Yes No
4a Was acorrecionmade? . | . . . .. ... e e e e e Yes No
b If "Yes," describe in Part IV
Part I-C 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
ACHVIIES . . L . L L L e e e e e e e e e e e >$
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt functionactivities, . . . . . .. L L e e e e »>$
3 Total exempt function expenditures Add lines 1 and 2 Enter here and on Form 1120-POL,
e 17D e e e e e e >3
4 Dd the filing organization file Form 1120-POL forthisyear? | . . . . . . . . . . i i it i ettt e e |_| Yes |_| 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 poltical organization, such
as a separate segregated fund or a political action committee (PAC) If additional space Is needed, provide information in Part V
(a) Name (b) Address (c) EIN (d) Amount patd from (e) Amount of political
filing organization's contributions received and
funds If none, enter -0- promptly and directly
delivered to a separate
poltical organization If
none, enter -0-
(1)
(2)
(3)
4)
(5
(6)
For Paperwork Reduction Act Notice, see the Instructions for Form 980 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2017
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Schedule C (Form 990 or 990-EZ) 2017 SID PETERSON MEMORIAL HOSPITAL
Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

74-2557820 Page 2

section 501(h)).

A Check bl_, if the filing organization belongs to an affilated group (and list in Part IV each affilated group member's name,

address, EIN, expenses, and share of excess lobbying expenditures)

B Check >|:| if the filing organization checked box A and "limited control" provisions apply

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

(a) Filing

(b) Affilated

organization's totals group totals

1a
b
' c

d
e
f

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

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

Total lobbying expenditures (add lines1aand1b) . . . . ... ... ... ... .. ..

Other exempt purpose expenditures . . . . . . . . . v v v v v v v e e et e e

Total exempt purpose expenditures (add lines1cand1d). . . . ... ... ......

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

Qver $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 :

Qver $1,500,000 but not over $17,000,000 |$225,000 plus 5% of the excess over $1,500,000

‘Qver $17,000,000 $1,000,000

=g (]

‘Subtract hine 1g from hine 1a (fzeroorless,enter-0- . . . ... ... ... .. .....

Grassroots nontaxable amount (enter25% oflne1f) . . ... ... ... ... .....

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

If there i1s an amount other than zero on either line 1h or hne 11, did the organization file Form 4720
reporting section 4911 taxforthisyear? . . . . . . ... ... ... P e 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 (a)2014 (b) 2015 (c) 2016
beginning in)

(d) 2017

(e) Total

2a

Loblbylng nontaxable amount

Lobbying celling amount

(150% of hne 2a, column (e}))

Total lobbying expenditures

Grassroots nontaxable amount

Grassroots celling amount
(150% of line 2d, column (e))

Grassroots lobbying expenditures

Jsa
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

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 lnes 1a through 11 below, provide in Part IV a detailed @) ®)
description of the lobbying activity = - 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? | | . L e e e e e e e e
b Pad staff or management (include compensation in expenses reported on lines 1¢ through 11)?,
¢ Mediaadvertisements?. . . . . . . . .. e e e e e e e e e e e
d Mailings to members, legislators, orthe public?, . . . . . . . . . ... i i e e
e Publications, or published or broadcast statements? |, . . . . . .. .. ... ... .. ...,
f Grants to other organizations for lobbying purposes?. . . . . . .. ... .. e S B¢ 5,400.
g Direct contact with legislators, their staffs, government officials, or a legislative body? . . .. . . X
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?. . . .
i Otheractivites? . . . . . i e e e e e e e e e e e e e e e e e e
j Total Addiines1cthrough 11 . . . v . o L i i i v it s e e e s e i e e e e :
2a Did the activities In line 1 cause the organization to be not described in section 501(c)(3)?
b If "Yes," enter the amount of any tax incurred under section4912. . . . .. ... .. .. .... : o
¢ If "Yes," enter the amount of any tax incurred by orgamzation 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).

1 Were substantially all (30% or more) dues received nondeductible by members?
2  Dud the organization make only in-house lobbying expenditures of $2,000 or less?
3 . Did the organization agree to carry over lobbying and political campaign activity expenditures from the prior year?

Yes | No

3

XLAIR-] 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 lll-A, lines 1 and 2, are answered "No," OR (b) Part lll-A, line 3, is

answered "Yes."

_JE12881000

1 Dues, assessments and similar amounts from members . . . . . . . .. . ...t e e s e e e e

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).

T O 14 (=T T e e
Carryoverfrom lastyear. . . . . . . . . e e e e e e e e e e

3  Aggregate amount reported in section 6033(e)(1)(A) notlces of nondeductible section 162(e) dues. . . .

4 If notices were sent and the amount on line 2c exceeds the amount on hne 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying

and political expenditure NEXEYEAI? . . « v v v v v v v v bt v e vt s e e e e
Taxable amount of lobbying and political expenditures (see instructions) . . . . . . . v v o v v v i v ..

Part v Supplemental Information

Provide the descriptions required for Part I-A, line 1, Part I-B, line 4, Part |-C, ne 5, Part II-A (affihated group list), Part lI-A, ines 1 and

2 (see instructions), and Part II-B, ine 1 Also, complete this part for any additional information

PART II-B, QUESTION 1F

GRANTS TO OTHER ORGANIZATION FOR LOBBYING PURPOSES:

AMOUNT REPORTED IN PART II-B, QUESTION 1F REPRESENTS PORTION OF DUES PAID

TO TRADE ASSOCIATIONS THAT IS ATTRIBUTABLE TO LOBBYING ACTIVITIES.

JSA : Schedule C (Form 990 or 990-EZ) 2017
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Schedule C (Form 990 or 890-EZ) 2017 Page 4
Supplemental Information (continued)

JSA Schedule C (Form 990 or 990-EZ) 2017
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?&Tio;le%s 0 Supplemental Financial Statements

P Complete If the organization answered "Yes" on Form 990,

Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.
Department of the Treasury » Attach to Form 990. ODen to Publlc
Intemal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
SID PETERSON MEMORIAL HOSPITAL 74-2557820
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

| OMB No 1545-0047

2017

Total number atendofyear . ., ... ......
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year) . .
Aggregate value atendofyear. . .. ... ...
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 exciusive legal control? ., . . . . ... ... D Yes D No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charntable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring iImpermissible private benefit? . . . . . . . L L L L L i e e e e e e e e e e e e e e e e e D Yes l:l No
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) Preservation of a historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete Iines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

a b WN =

easement on the last day of the tax year Held at the End of the Tax Year
a Total number of conservationeasements , . . . . ... ... ... ... . . 00 2a
b Total acreage restricted by conservatoneasements . . . ... ... ... ... 0 0. 2b
¢ Number of conservation easements on a certified historic structure included in(a). . . . . 2¢c
d Number of conservation easements included in (c) acquired after 7/25/06, and noton a
historic structure listed in the NationalRegister. . . . . ... ................ 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year »
4 Number of states where property subject to conservation easement 1s located »
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easementsitholds? . . . .. ... ... ... .. ...... D Yes D No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
»
7  Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>3

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)()

and section 170(MANBYIN? . . . . . . oo\ v e et e e e e e e Cves Dlno
9 In Part XIll, 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
m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete If the organization answered "Yes" on Form 990, Part [V, [ine 8
1a If the or?amzatlon 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 XIll, 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, PartVIIL Ine 1. . . . . . o v v v v i i it e e e et e e et e e e >3
(ii) Assets Included IN Form 990, Part X. . . . . ¢ . i i i v i i i et e e e e e e e e >3

2 If the organization received or held works of art, histoncal treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 858) relating to these items

a Revenue included on Form 990, PartVIILline 1. . . . . . . . . i i i i i i it e e e e e e e >3

b Assets included in Form 990, Part X. . . . v v v v v v v e e e e e e e e e e e s s e e e e e s | )
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2017
JSA
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SID PETERSON MEMORIAL HOSPITAL

Schedule D (Form 990) 2017
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)
Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its

3

o

5

74-2557820

Page 2

collection items (check all that apply)
Public exhibition d
Scholarly research e

Loan or exchange programs
Other

=

Preservation for future generations

Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part

X

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?

Escrow and Custodial Arrangements.
Complete If the organization answered "Yes" on Form 990, Part IV, line 9, or reported an amount on Form

990, Part X, line 21

1a

- 0 00

2a
b

Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X7 . . . . . .. ... e

If "Yes," explain the arrangement in Part XIlt and complete the following table

Beginning balance . . . . . .. ... ... e e 1c

Additions during the year . . . . ., . ... ... ... e 1d

Distnbutions duringtheyear, , . . . . . ... .. ... ... .00 uiiuineno. 1e

Ending balance if

Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account hiability? | | Yes

If "Yes," explain the arrangement in Part Xlll Check here if the explanation has been provided on Part XI!|

No

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

3a

b

(a) Current year (b) Prior year (¢) Two years back (d) Three years back | (e) Four years back
Beginning of year balance . . . . 127,017. 125,808. 120,784. 122,561. 106,408.
Contributions . . . . . ... ...
Net investment earnings, gains,
and 0SSES. « « v v v e 1,266. 1,532. 5,348. -1,516. 16,403.
Grants or scholarships . . .. ..
Other expenditures for facilities
andprograms . . .« « .« . . ...
Administrative expenses . . . . . 314. 323. 324. 261. 250.
End of year balance. . . . . . . . 127,969. 127,017. 125,808. 120,784. 122,561.
Provide the estimated percentage of the current year end balance (lne 1g, column (a)) held as
Board designated or quas-endowment p» %
Permanent endowment p %
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 | No
(i) unrelated organiZations . . . . v v o it e e e e e e e e e e e e e e e e e e e 3a(i) X
(iiyrelated organizations . . . . . . . . L i e i e e e e e e e e e e e e et e e e e e e 3a(ii) X
If "Yes" on ine 3a(u), are the related organizations hsted as required on Schedule R? . . . . . ... ........ 3b

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

Land, Bulldlngs and Equipment.
Complete if

e orgamzatlon answered "Yes" on Form 990, Part IV, line 11a See Form 990, Part X, line 10

Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(iInvestment) (other) depreciation

1a Land, . . . ... 3,703,715. 3,703,715.
b Buwldings |, . . .. ... . ... .. .... 95,578,929.] 41,768,865. 53,810,064.
¢ Leasehold mprovements, ., . ... .. 806,065. 249,347, 556,718.
d Equpment ... .... ... .. ... 66,514,212.( 49,549,472, 16,964,740.
e Other _ . . . . .. 9,184,081. 9,184,081.
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), ine 10c). . . . . . . > 84,219,318.
Schedule D (Form 990) 2017
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SID PETERSON MEMORIAL HOSPITAL i 74-2557820
Schedule D (Form 990) 2017 ‘ Page 3

;Z1d&"l Investments - Other Securities.
Complete If the organization answered "Yes" on Form 990, Part IV, line 11b See Form 990, Part X, line 12

(a) Description of security or category (b) Book value (c) Method of valuation
(including name of secunty) Cost or end-of-year market value

(1) Financialdervatives , , ., .. ... .........
(2) Closely-held equity interests
(3) Other
(A)
(8)
©
(D)
E)
(F)
G
(H)
Total. (Column (b) must equal Form 890, Part X, col (B) line 12} >
Investments - Program Related. .
Complete If the organization answered "Yes" on Form 990, Part IV, line 11¢c 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)
()

Total (Column (b) must equal Form 990, Part X, col (B) ine 13) P

Part IX Other Assets.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11d See Form 990, Part X, line 15

(a) Description . (b) Book value
(1)
(2)
(3)
(4)
(5)
(6)
{7)
(8)
(9) :
Total. (Column (b) must equal Form 990, Part X, col (B)lne 15). . . . . . . . i v v i i v o u e e o e oo e »
Other Liabilities.
Complete If the organization answered "Yes" on Form 990, Part IV, line 11e or 11f See Form 890, Part X,
line 25 .
1. (a) Description of liability (b) Book value
(1) Federal income taxes . %
(2) SELF-INSURANCE COSTS 1,795,331.[&
(3)EST AMOUNTS FROM THIRD PARTIES 2,373,212.
(4) -
(5 '
(6) ‘
(7)
(8)
(9
Total. (Column (b) must equal Form 990, Part X, col (B) line 25) P 4,168,543.

2. Liabiity for uncertain tax positions In Part XIIl, provide the text of the footnote to ‘the organization's financial statements that reports the
organization’s liability for uncertain tax positions under FIN 48 (ASC 740) Check here if the text of the footnote has been provided in Part XllI ,:l

A e omm i s am s me e e T - L = A e e . S R AT S A f - Schedule D (Form 990)2017__ ., ...
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SID PETERSON MEMORIAL HOSPITAL
Schedule D (Form 990) 2017

74-2557820
Page 4

E1d®d] Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.

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

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

1 144,955,439.

3,489,517.

-22,652,562.

a Net unrealized gains (losses)oninvestments . . . ... ... ... ...... 2a
b Donated services and use offacilites . . . . . . . o v v v e v e i 2b
¢ Recoveresofprioryeargrants. . . . . . . . .. o e e e 2c
d Other (Describe mPart Xl ) . . . . o v vttt i i ettt e 2d
e Addimes2athrough2d . . ... ... ... ..., e e

3 Subtractline2e fromline 1 . . . . . . . i i i i i e e e e e e e e
4  Amounts Included on Form 990, Part VIII, ine 12, but not on line 1
Investment expenses not included on Form 990, Part VIli, ine7b. . . . . .. 4a

2e | -19,163,045.
3 164,118,484.

oo

Other (Describe NPart XY « v v o v v e et e e e e e e e e e anns 4b -

c Addlinesd4a anddb . . . . . i i i i ittt e e e e e e e e e e e e e e
5 Total revenue Add Iines 3 and 4c. (This must equal Form 990, Partl lne 12) . . . . . .

........ 4c | -6,962,643.
........ 5 | 157,155,841,

Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.

Complete if the organization answered "Yes" on Form 990, Part IV, line 12a

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

1 132,070, 443.

a Donated services anduseoffacilites . . . . .. .. ... ..o 2a

b Prioryearadjustments . « . . v v v vt b i e e e e e e e 2b

C OtherloSSeS. « v v v v e v e et e et ettt e e et e e 2c

d Other (Describe N PartXll) « . o v v v v v v et et e e e e e e e 2d 7,115,339.

e AddInes2a through 2d - - « « o v v v it et e e et e e e 2e 7,115,339.
3  Subtractlne2e from liNE T . v v v v i v vttt e e e e e e e e e e e 3 | 124,955,104.
4 Amounts included on Form 990, Part IX, line 25, but not on line 1

a Investment expenses not included on Form 990, Part VIll, line7b. . . . ... 4a

b Other (Descrbe NPartXIl) « ¢ o v v v v e e et e e e et e e e 4b | 22,652,562.|

c Addiinesd4aanddb . . . . . . i . i i it it e e i e e e e e e e e e
5 Total expenses Add lines 3 and 4c¢. (This must equal Form 990, Part I, line 18) . . . . .

________ 4c | 22,652,562,
........ § | 147,607,666.

Supplemental Information.

Provide the descriptions required for Part Il, hnes 3, 5, and 9, Part Ill, ines 1a and 4, Part IV, lines 1b and 2b, Part V, line 4, Part X, line
2, Part X|, ines 2d and 4b, and Part XI{, lines 2d and 4b Also complete this part to provide any additional information

SEE PAGE 5

JSA
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Schedule D (Form 990) 2017 SID PETERSON MEMORIAL HOSPITAL 74-2557820

Page 5

Ei@ ] Supplemental Information (continued)

SCHEDULE D, PART V, LINE 4

DESCRIBE THE INTENDED USES OF THE ORGANIZATION'S ENDOWMENT FUNDS:

ENDOWMENT FUND IS USED TO PROVIDE ASSISTANCE TO THOSE WITH END OF LIFE

ISSUES THROUGH THE HOSPICE PROGRAM.

SCHEDULE D, PART XI, LINE 2D

RECONCILIATION OF REVENUE PER AUDITED F/S WITH REVENUE PER RETURN: BAD

DEBT EXPENSE OFFSETTING AUDIT REVENUE (22,652,562)

SCHEDULE D, PART XI, LINE 4B

RECONCILIATION OF REVENUE PER AUDITED F/S WITH REVENUE PER RETURN:

LOSS ON DISPOSAL IN EXPENSES PER AUDIT (101,606)
NET ASSETS RELEASED FROM RESTICTION 99,985
CONTRIBUTIONS TO NET ASSETS 52,711
UCC/DISPRO EXPENSE (6,591, 244)
RENTAL EXPENSE INCLUDED IN REVENUE FOR 990 (422,489)
TOTAL (6,962,643)

SCHEDULE D, PART XII, LINE 2D

RECONCILIATION OF EXPENSES PER AUDITED F/S WITH EXPENSES PER RETURN:

LOSS ON DISPOSAL IN EXPENSES PER AUDIT 101, 606
UCC/DISPRO EXPENSE 6,591,244
RENTAL EXPENSE INCLUDED IN REVENUE FOR 990 422,489
TOTAL 7,115,339

Schedule D (Form 980) 2017
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CEYSRA] Supplemental Information (continued)

SCHEDULE D, PART XII, LINE 4B
RECONCILIATION OF EXPENSES PER AUDITED F/S WITH EXPENSES PER RETURN:

BAD DEBT EXPENSE OFFSETTING AUDIT REVENUE 22,652,562

Schedule D (Form 990) 2017
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SCHEDULE H Hospitals | omB No_1545-0047

(Form 990)

Department of the Treasul
|mgma| Revenue Service v > Go to www.irs.gov/Form990 for instructions and the latest information.

p Complete If the organization answered "Yes" on Form 990, Part IV, question 20.
p Attach to Form 990.

Name of the organization

SID PETERSON MEMORIAL HOSPITAL 74-2557820
m Financial Assistance and Certain Other Community Benefits at Cost

1a
b
2

Open to Public
Inspection
Employer identification number

Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . ..
If"Yes,"wastawntten policy?. . . . . . o o i i i e e e e e e e e e e e s e e

If the organization had multiple hospital facilities, indicate which of the following best describes apphication of
the financial assistance policy to its various hospital facilities during the tax year

Applied uniformly to all hospital facilities Appled uniformly to most hospital facilities
Generally tailored to individual hospital facilities

3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income Imit for eligibility for free care
100% 150% 200% Other %
b D 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 eligibiity for discounted care ., ., . . .. ..... ..
200% D 250% T_—J 300% b 350% 400% Other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibiity 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 ehgibiity for free or
discounted care
4 Did the organization's financial assistance policy that apphed to the largest number of its patients during the
tax year provide for free or discounted care to the "'medically indigent™?, . . . . .. ... ... ... ... . .. ...
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year?
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . ... .. ..
c 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 eligible for free ordiscounted care? . . . . . . .. ... o oo
6a Did the organization prepare a community benefit report during the taxyear? . . . .. ... ... ..o oo n
b if "Yes," did the organization make itavaillabletothepublic? . . . . . . .. ..o o oo n i e e
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 ".-,’c?'.‘v‘.'{.‘e"seér‘" (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government programs served benefit expense revenue benefit expense of total
Programs (optional) (optional) expense
a Financial Assistance at cost
(from Worksheet 1) « .« . . 3,287,835. 1,518,062. 1,769,773. 1.39
b Medicad (from Worksheet 3,
columna) « . . v v e .. 10,448,860. 7,408,825. 3,040,035. 2.39
C Costs of other means-tested
A 1,261,420. 841,961. 419, 459. .33
d Total Financial Assistance and
Means-Tested Govenment
Programs . »  » o « « . 14,998,115. 9,768,848. 5,229,267. 4.11
Other Benefits
€ Community health improvement
services and community benefit
operations (from Worksheet4) .
f Health professions education
(from Worksheet 5) . . . . 45,000. 45,000. -04
g Subsidized health seraces (from
Worksheet8). « + ¢ « « « o
h Research (from Worksheet 7)
I Cash and in-kind contnbutions
AR 164,512. 164,512. 13
] Total OtherBenefits. . . . 209,512. 209,512. .17
k Total Add lines 7d and 7). . 15,207,627. 9,768,848. 5,438,779. 4.28

For Paperwork Reduction Act _N(ltjcg,ie{menlgftructioqs for Form 980
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SID PETERSON MEMORIAL HOSPITAL 74-2557820
Schedule H (Form 990) 2017 : Page 2
Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community bullding activities promoted the
health of the communities tt serves

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

1__Physical improvements and housing
Economic development

Community support

Environmental improvements

[ BRI~ | X

Leadership development and

training for community members

-2

Coalition building

7 Community health improvement
advocacy

8 Workforce development
9 Other
10 Total \
MBad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StateMENt NO 157, | L . i it it e e e e e e e e e e e e e 1 X
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 22,652,562.
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 9,061,025.
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 DSHand IME) . . . . . ... .. 5 41,873,852.
6 Enter Medicare allowable costs of care relating to paymentsonline5 . . . . ... ... 6 50,533,181.
7 Subtract line 6 from line 5 This Is the surplus (orshortfall) . . . .. ........... 7 -8,659,329.
8 Descrbe 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
| Cost accounting system D Cost to charge ratio Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the taxyear?, . . . . .. ... ... ... ..... g9a | X
b If "Yes" did the organization's collection policy that applied to the largest number of its patients dunng the tax year contain provisions on the

collection practices to be followed for patients who are known to qualify for financial assistance? DescnbeinPartVIl , , . . . . . . . . . . . . 9b X
Management Com panies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)
(a) Name of entity (b) Description of pnmary (c) Organization’s (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13
——_— C e JB1285 1000 —— ~ ——w e+ — m—— = mmm e e e s — m— e e = m e - Schedule H (Form 990) 2017
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SID PETERSON MEMORIAL HOSPITAL

74-2557820

Schedule H (Form 990) 2017 Page 3
Facility Information
Section A. Hospital Facilities 5 olg E g § fljg o
(st in order of size, from largest to smallest - see instructions) | 2 g sls(g|g|® 8
a ElY

How many hospital facilities did the organizationoperate during | 2 | 5 | & ‘§ g g g s
the tax year? 1 g % E glg|8|°
Name, address, primary website address, and state license B =& g § <
number (and if a group return, the name and EIN of the E ‘;’,n_ Facilty
subordinate hospital organization that operates the hospital 3 reporting
facility) B Other (describe) group

4 SID PETERSON MEMORIAL HOSPITAL
551 HILL COUNTRY DRIVE
KERRVILLE TX 78028
HTTP://WWW.PETERSONHEALTH.COM

X|X X

2

3

4

5

6

7

8

9

10

JSA
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SID PETERSON MEMORIAL HOSPITAL 74-2557820
Schedule H (Form 990) 2017 Page 8
Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3,5, 6a,6b,7d, 11, 13b, 13h, 15e, 16}, 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

SCHEDULE H, PART V, SECTION B, LINE 5

CHNA COMMUNITY STAKEHOLDER OUTREACH:

PETERSON HEALTH INCLUDED ALL LEVELS AND FACETS AND POPULATIONS OF THE
KERRVILLE AREA COMMUNITY, AS WELL AS 7 OTHER REGIONS/COUNTIES TO
SUCCESSFULLY AND COMPREHENSIVELY COMPLETE THE COMMUNITY HEALTH NEEDS
ASSESSMENT. BROKEN INTO THREE MAIN PHASES, REPRESENTATIVES OF THE
COMMUNITY WERE CULLED, CONTACTED, INTERVIEWED, INVITED TO MEETINGS AND A
DIRECT PART OF THE CHNA SUMMIT AND REPORT AS FOLLOWS:

PHASE I - TELEPHONE SURVEYS AND COLLECTION OF MARKET RESEARCH - OVER 400
COMMUNITY MEMBERS AT RANDOM WERE CALLED AND SURVEYED REGARDING PERCEPTION
AND UTILIZATION OF THE HOSPITAL.

PHASE II - MARCH 2016 - SECONDARY RESEARCH AND EVALUATION TO INCLUDE A
FOCUS GROUP OF UP TO 20 COMMUNITY LEADERS FROM 3 COUNTIES, PLUS NEARLY A
DOZEN ONE-ON-ONE INTERVIEWS ASKING A RANGE OF QUESTIONS SUCH AS THE
EFFECTIVENESS OF MEETING THE NEEDS UNVEILED CYCLE 1 IN 2012, THE CHANGING
NEEDS AND TRENDS, AND NEW UNMET HEALTH NEEDS AS DISCUSSING HEALTHCARE
CHALLENGES ON THE HORIZON. THE INVITEES INCLUDED LEADERS IN CITY/COUNTY
GOVERNMENT, TWO SCHOOL DISTRICT SUPERINTENDENTS, CEO'S OF VARIOUS
NOT-FOR-PROFIT ORGANIZATIONS, PHYSICIANS, EMPLOYEES, AND ACTIVE COMMUNITY
LEADERS.

PHASE III - MAY 2016 - OVER 80 COMMUNITY LEADERS AS WELL AS MEMBERS OF
THE COMMUNITY IDENTIFIED AS INDIGENT, ECONOMICALLY DISADVANTAGED AND
WORKING FOR OR WITH NON-PROFITS, AS WELL AS LARGE BUSINESSES,
CORPORATIONS, RETIREMENT FACILITIES PARTICIPATED IN A FULL DAY SUMMIT TO

DEVELOP CONSENSUS AND PRIORITIZE COMMUNITY HEALTH ISSUES AND HOW

JSA Schedule H (Form 990) 2017
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SID PETERSON MEMORIAL HOSPITAL 74-2557820
Schedule H (Form 990) 2017 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, Iines
2, 3y, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 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 ine number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc ) and name of hospital facility

STAKEHOLDERS CAN WORK TOGETHER TO MEET THE HEALTH NEEDS OF THE ENTIRE
COMMUNITY.
AS IN CYCLE 1 IN 2012, CYCLE 2 COMPLETED IN 2016 PURPOSELY INCLUDED EVERY

FACET OF THE COMMUNITY FOR INPUT, ACTION AND ACCOUNTABILITY FOR THE CHNA.

SCHEDULE H, PART V, SECTION B, LINE 7A & 102

COMMUNITY HEALTH NEEDS ASSESSMENT AND IMPLEMENTATION STRATEGY: THE
IMPLEMENTATION STRATEGY IS INCLUDED IN THE COMMUNITY HEALTH NéEDS
ASSESSMENT REPORT AND IS POSTED ONLINE AT THE FOLLOWING WEBSITE ADDRESS:

HTTPS: //WWW PRTRRSONHEALTE.COM/WP-CONTENT/NOWNTOANS/CHNAZ016. PDF

SCHEDULE H, PART V, SECTION B, LINE 18, 19, & 20

FINANCIAL ASSISTANCE AND COLLECTIONS:

NEITHER PETERSON REGIONAL MEDICAL CENTER, NOR THIRD PARTIES AUTHORIZED BY
PRMC, TAKE ANY ACTIONS UPON NON-PAYMENT FROM A PATIENT BEFORE MAKING A
REASONABLE EFFORT TO DETERMINE IF THE PATIENT IS ELIGIBLE FOR THE

FACILITY'S FINANCIAL ASSISTANCE POLICY.

SCHEDULE H, PART V, SECTION B, LINE 22D
THE ORGANIZATION GIVES SELF-PAY PATIENTS A HIGHER DISCOUNT THAN THE

CONTRACTED INSURANCE PLANS.

SCHEDULE H, PART V, SECTION B, LINE 16C

HTTPS://WWW.PETERSONHEALTH.COM/WP-CONTENT/DOWNLOADS/PLS2017.PDF

JSA Schedule H (Form 980) 2017
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SID PETERSON MEMORIAL HOSPITAL 74-2557820
Schedule H (Form 990) 2017 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3,5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16}, 18e, 19e, 20e, 21c, 21d, 23, and 24 If applicable, provide separate
descriptions for each hospttal 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

SCHEDULE H, PART V, SECTION B, LINE 16B

HTTPS://WWW.PETERSONHEALTH.COM/WP-CONTENT/UPLOADS/2018/07/FAA2018.PDF

SCHEDULE H, PART V, SECTION B, LINE 16I
THE FINANCIAL ASSISTANCE APPLICATION IS ALSO AVAILABLE IN SPANISH AT THE
FOLLOWING WEBSITE:

HTTPS://WWW.PETERSONHEALTH .COM/WP-CONTENT/DOWNLOADS/PLS2017-SPANISH. PDF

SCHEDULE H, PART V, SECTION B, LINE 11

A COLLABORATIVE VENTURE WHICH BROUGHT TOGETHER ALL OF THE CARE PROVIDERS,
CITIZENS, GOVERNMENT, SCHOOLS, CHURCHES, NOT-FOR-PROFIT ORGANIZATIONS,
AND BUSINESS AND INDUSTRY AROUND AN EFFECTIVE PLAN OF ACTION TOOK PLACE.
PRMC SELECTED KEY ELEMENTS OF THE ASSESSMENT TO ADDRESS, AS SET FORTH IN
THE IMPLEMENTATION PLAN, AND ENCOURAGED OTHER ORGANIZATIONS IN THE
COMMUNITY TO DO THE SAME.

BASED ON THE RESULTS OF THIS CHNA, PRMC SELECTED THREE (3) OF THE
IDENTIFIED SIGNIFICANT HEALTH NEEDS TO ADDRESS.

1. MENTAL HEALTH/SUBSTANCE ABUSE

2. CHRONIC DISEASES

3. ACCESS TO HEALTHCARE

PRMC WILL MONITOR THE PROGRESS THROUGH THE HOSPITAL'S EXECUTIVE TEAM AND

WILL ANNUALLY REPORT THE PROGRESS TO THEIR BOARD AND THE COMMUNITY.

JSA Schedule H (Form 990) 2017
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SID PETERSON MEMORIAL HOSPITAL 74-2557820
Schedule H (Form 890) 2017 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2,3y, 5,64, 6b, 7d, 11, 13b, 13h, 15e, 16}, 18e, 19¢, 20¢e, 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 iine number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc ) and name of hospttal facility

SCHEDULE H, PART V, SECTION B, LINE 16A

HTTPS://WWW.PETERSONHEALTH.COM/WP~CONTENT/UPLOADS/2017/05/BUS-CHARITY-CARE

-POLICY.PDF

JSA Schedule H (Form 990) 2017
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SID PETERSON MEMORIAL HOSPITAL

Schedule H (Form 990) 2017
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)

74~2557820
Page 9

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

Name and address

Type of Facility (describe)

1

PETERSON AMBULATORY CARE CENTER

260 CULLY DRIVE

AMBULATORY SURGICAL CENTER

KERRVILLE TX 78028
2 PETERSON HOME CARE HOME HEALTH SERVICES
1420 WATER STREET .
KERRVILLE TX 78028
3 PETERSON HOSPICE HOSPICE CARE
1121 BROADWAY
KERRVILLE TX 78028
4- KMP OUTREACH LAB LAB DRAW SITE
1331 BANDERA HIGHWAY
KERRVILLE TX 78028
5 PETERSON COMMUNITY CARE CLINIC HOSPITAL BASED CLINIC
823 JUNCTION HWY
KERVILLE TX 78028

10

JSA
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

Schedule H (Form 990) 2017

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)

Page 4

Name of hospital facility or letter of facility reporting group PETERSON REGIONAL MEDICAL CENTER

Line number of hospital facility, or ine numbers of hospital

facilities in a facility reporting group (from Part V, Section A):

Community Health Needs Assessment

1

6a

0o oo

12a

Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the iImmediately preceding taxyear? | | . . . ... ... e e e e e e e e e
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 SectonC , , . . ... ... ..
During the tax year or either of the two immediately preceding tax years, did the hospital faciity conduct a
community health needs assessment (CHNA)? if "No," skiptohne 12 . , . . . . . . ... ... ... .. ....
If "Yes," indicate what the CHNA report describes (check all that apply)
A definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
How data was obtained
The significant health needs of the community
Prmary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons,
and minority groups
The process for identifying and priorntizing community health needs and services to meet the
community health needs
The process for consulting with persons representing the community's interests
The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA(s)
Other (describe in Section C)
Indicate the tax year the hospital faciity last conducted a CHNA 20 i
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 |, . ., . ... ..
Was the hospital faciity's CHNA conducted with one or more other hospital facilites? If "Yes," list the other
hospital facilities In Section C . . . . . . . . . . e e e e e e e e
Was the hospital facility’'s CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
st the other organizations in Section C

[ [x[xlod (=]

Did the hospital facility make its CHNA report widely availabletothepublic? , . . . . ... ... ......... _

If "Yes," indicate how the CHNA report was made widely available (check all that apply)
Hospttal facility's website (hsturl) SEE PART V, SECTION C

- Other website (list url)
Made a paper copy available for public inspection without charge at the hospital facility

| Other (describe in Section C)

Did the hospital faciity adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skiptolne 11, , . . . . ... ... ... .....
Indicate the tax year the hospital facility last adopted an implementation strategy 20&_
Is the hospital facility's most recently adopted implementation strategy posted on a website?
If "Yes," (st url) SEE PART V, SECTION C

If "No," 1s the hospital facility's most recently adopted implementation strategy attached to this return?, , , | | .
Describe in Section C how the hospital faciity 1s addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the redsons why
such needs are not being addressed

Did the organization incur an excise tax under section 4959 for the hospital faciity's failure to conduct a
CHNA as required by section 501(r)(3) 2 . . . . . . v i v i i i e s e e e e e e e e e e e
If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? , . .. ... ...
If "Yes" to line 12b, what i1s the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilites? $

o N
iy | Sl
" e
) it
i o, A
ERe oS
ra |7
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PartV

SID PETERSON MEMORIAL HOSPITAL

74-2557820

Page 5

Facility Information (continued)

Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group PETERSON REGIONAL MEDICAL CENTER

13 Explained eligibility critenia for financial assistance, and whether such assistance included free or discounted care?

If "Yes," indicate the eligibility criteria explained in the FAP

a Federal poverty guidelines (FPG), with FPG family income imit for eligibility for free care of 299 9000 o
___ and FPG family income imit for eligibility for discounted care of 490 9000 of

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

c || Assetlevel

d | | Medicalindigency

e | X! Insurance status

f || Underinsurance status N

g || Residency )

h [ Other (describe in Section C)

Did the hospital facility have in place during the tax year a written financial assistance policy that

14 Explained the basis for calculating amounts chargedtopatents?. . . . . ... ... ... ... .. ...,

15  Explained the method for applying for financial assistance?, . . . . . . . . . . @ . i i i i i i v vt v v o e
If "Yes," indicate how the hospital faciity's FAP or FAP application form (including accompanying
instructions) explained the method for applying for financial assistance (check all that apply)

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

application

Described the supporting documentation the hospital facility may require an individual to submit as part

of his or her application

Provided the contact information of hospital facility staff who can provide an indwvidual with information

about the FAP and FAP application process

Provided the contact information of nonprofit organizations or government agencies that may be

sources of assistance with FAP applications

Other (describe in Section C)

16  Was widely publicized within the community served by the hospital faciity? . . . . . . . ... ... ......
f "Yes," indicate how the hospital facility publicized the policy (check all that apply)

The FAP was widely available on a website (st url) SEE PART V, SECTION C

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

A plain language summary of the FAP was widely available on a webstte (st url) SEE_PART V, SECT[ON/f

The FAP was avaiable upon request and without charge (in public locations in the hospital facility and

by mall)

The FAP application form was available upon request and without charge (in public locations in the

hospital facility and by mail)

A plain language summary of the FAP was available upon request and without charge (in public

locations In the hospital facility and by mail)

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

the FAP, by receiving a conspicuous written notice about the FAP on therr billing statements, and via

conspicuous public displays or other measures reasonably calculated to attract patients' attention

(1]
O bd = B [

o o0 oo

,
bd [d [

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

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

Other (describe in Section C)

bd [ [d
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

Schedule H (Form 990) 2017 Page 6

Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group PETERSON REGIONAL MEDICAL CENTER

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written Yes| No
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPON NONPaYMENt? . . . . L . i i e i e s e e e e e e e e e e e e e e e e e e e
18 Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP
a | | Reporting to credit agency(ies)
b | | Seling anindividual's debt to another party
¢ || Defernng, denying, or requrng 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 | | Othersimilar 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 facility's FAP? . . . . ..
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 requinng a payment before providing medically necessary care due to
nonpayment of a previous bill for care covered under the hospital facility's FAP
d B Actions that require a legal or judicial process
e Other similar actions (describe in Section C)
20 Indicate which efforts the hospital faciity or other authorized party made before initiating any of the actions I|sted (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 apphcations
d Made presumptive eligibility determinations
e Other (describe i 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 eligibiity under the hospital facility's financial assistance policy? |, , . . . ... ..
If "No," indicate why
a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility imited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d E] Other (describe n Section C)
Schedule H (Form 990) 2017
Jsa
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Facility Information {continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)

Name of hospital facility or letter of facility reporting group _ PETERSON REGIONAL MEDICAL CENTER

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

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

b E] 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 E] 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 faciity charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
indiiduals who had insurance covering such care? 23 X

If "Yes," explan in Section C R e v e
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? . . . . .. .. ... ... . o e 24 X
If "Yes " explain in Section C e

Schedule H (Form 990) 2017
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

Schedule H (Form 990) 2017 page 10
Part VI Supplemental Information

Provide the following information

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part Il and Part lll, 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 eligibiity for assistance under federal, state, or local government programs or
under the organization’s financial assistance policy

Community information. Descrbe 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, communty
board, use of surplus funds, etc)

Affiliated health care system. If the organization 1s part of an affiiated health care system, describe the respective roles of the
organization and its affiiates 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

SCHEDULE H, PART III, SECTION A, LINE 2

AMOUNT REPORTED ON LINE 2 IS BASED ON BAD DEBTS PER THE AUDITED FINANCIAL

STATEMENTS.

SCHEDULE H, PART III, SECTION A, LINE 3

AMOUNT REPORTED IN ITEM 3 IS THE ORGANIZATION'S ESTIMATE OF THE AMOUNT OF

BAD DEBT ATTRIBUTABLE TO CHARITY CARE PATIENTS ESTIMATED AT 40%.

SCHEDULE H, PART III, SECTION B, LINE 8:

THE MEDICAL CENTER USES MEDICARE COST REPORT METHODOLOGY, WHICH

APPORTIONS ROUTINE COSTS (ROOM AND BOARD) BASED ON MEDICARE OR MEDICAID

DAYS TO TOTAL DAYS AND APPORTIONS ANCILLARY COSTS BASED ON PROGRAM

CHARGES TO TOTAL CHARGES. THE ORGANIZATION HAD A MEDICARE SHORTFALL IN

THE AMOUNT OF $8,659,329 LESSENING THE BURDEN OF GOVERNMENT. IN ADDITION,

THE STATE OF TEXAS TREATS MEDICARE SHORTFALL AS COMMUNITY BENEFIT FOR

MEETING STATUTORY REQUIREMENTS FOR CHARITY CARE AND COMMUNITY BENEFIT.

JSA
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

Schedule H (Form 990) 2017 Page 10

E{s4"Il Supplemental Information

Provide the following information

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part Il and Part Ill, ines 2, 3, 4, 8 and
Sb

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 therr 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 1s part of an affilated health care system, describe the respective roles of the
organization and its affiiates in promoting the heaith 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

SCHEDULE H, PART III, SECTION C, LINE 9B:

IF THE PATIENT QUALIFIES FOR CHARITY CARE PER WRITTEN HOSPITAL CRITERIA,

THE QUALIFYING BALANCE IS WRITTEN OFF TO CHARITY CARE AND NO FURTHER

COLLECTION EFFORTS ARE MADE.

SCHEDULE H, PART I, LINE 7, COLUMN F

PERCENT OF TOTAL EXPENSE: BAD DEBT EXPENSE OF $22,652,562 WAS INCLUDED ON

FORM 990, PART IX, LINE 25, COLUMN (A), BUT WAS SUBTRACTED FROM TOTAL

EXPENSE FOR THE CALCULATION OF "PERCENT OF TOTAL EXPENSE" IN THIS COLUMN.

SCHEDULE H, PART V, LINE 2:

NEEDS ASSESSMENT:

PETERSON REGIONAL MEDICAL CENTER (PRMC) ASSESSES COMMUNITY NEEDS THROUGH

A

COMBINATION OF QUTSIDE SOURCES, LIKE FOCUS GROUPS TO DETERMINE

COMMUNITY PERCEPTIONS ABOUT OUR SERVICES (EMERGENCY DEPARTMENT AND

WOMEN'S HEALTH SERVICES MOST RECENTLY), THOMSON REUTERS, TEXAS DEPARTMENT

OF HEALTH AND HUMAN SERVICES, AND ORGANIZATIONS INCLUDING CHAMBER OF

COMMERCE, ECONOMIC DEVELOPMENT COMMISSION AND TEXAS HOSPITAL ASSOCIATION.

JSA
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

Schedule H (Form 990) 2017 page 10
EYZAYIl Supplemental Information

Provide the following information

1

Required descriptions. Provide the descriptions required for Part |, ines 3¢, 6a, and 7, Part Il and Part lll, ines 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 therr eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy

Community information. Describe the commumty 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 faciliies or
other health care facilities further its exempt purpose by promoting the heaith of the community (e g , open medical staff, community
board, use of surplus funds, etc)

Affiliated health care system. If the organization I1s part of an affilated 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

ALONG WITH INFORMATION AND DATA GATHERED FROM THESE EXTERNAL SOURCES PRMC

USES PRESSGANEY SURVEYS FOR PATIENTS, EMPLOYEES AND PHYSICIANS. PRESENTLY

PRMC OFFERS MOST OF THE SAME HIGH-TECH MEDICAL TREATMENTS AND PROCEDURES

FOUND IN NEARBY URBAN AREAS. ADDITIONALLY, THE 35-ACRE PRMC CAMPUS

INCLUDES AN AMBULATORY CARE CENTER COMPLETE WITH OUTPATIENT SURGERY,

IMAGING, LABORATORY, INFUSION SERVICES AND REHABILITATION SERVICES

INCLUDING A LARGE INDOOR HEATED THERAPY POOL AS WELL AS A REGIONAL WOUND

HEALING CENTER.

SCHEDULE H, PART I, LINE 3:

PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE: PATIENTS WHO HAVE OR

WILL HAVE A PATIENT RESPONSIBILITY ARE APPROACHED BY PATIENT REGISTRATION

STAFF TO MAKE FINANCIAL ARRANGEMENTS PRIOR TO OR AT THE TIME OF SERVICE.

ANY PATIENT WHO CANNOT MAKE APPROPRIATE FINANCIAL ARRANGEMENTS IS

REFERRED TO HOSPITAL RECEIVABLES SOLUTION (H.S.I.) (A GROUP CONTRACTED BY

HOSPITAL TO ASSIST PATIENTS IN QUALIFYING FOR FINANCIAL ASSISTANCE) FOR

POSSIBLE FINANCIAL ASSISTANCE FOR WHICH THEY MAY QUALIFY. IF PATIENT DOES

NOT QUALIFY FOR ASSISTANCE THROUGH H.S.I., REGISTRATION STAFF OFFER AN

JSA
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

Schedule H (Form 990) 2017 Page 10

Supplemental Information

Provide the following information

1

Required descriptions. Provide the descriptions required for Part |, ines 3c, 6a, and 7, Part Il and Part lll, ines 2, 3, 4, 8 and
9b

Needs assessment. Describe how the organization assesses the health care needs of the communmtes it serves, in addition to
any CHNAs reported in Part V, Section B

Patient education of eligibility for assistance. Descrbe 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 1s part of an affiiated health care system, describe the respective roles of the
organization and its affiiates 1n promoting the health of the communities served

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

organization, files a community benefit report

INTERNAL FINANCIAL AID APPLICATION (CHARITY CARE) AND EXPLAIN THE

PROCESS. H.S.I. CONTACTS ALL REFERRED UNINSURED PATIENTS, NOT SEEN AT THE

TIME OF HOSPITAL PRE-REGISTRATION OR AT REGISTRATION, BY SENDING A

LETTER, CONTACT BY PHONE, AND OR PERSONAL VISIT, INFORMING THEM OF

FEDERAL, STATE OR LOCAL GOVERNMENT PROGRAMS THAT MAY ASSIST WITH UNPAID

MEDICAL BILLS. THE PATIENT IS INSTRUCTED TO CALL OR COME BY THE OFFICE TO

BE SCREENED FOR POSSIBLE ASSISTANCE. IF PATIENT IS POTENTIALLY ELIGIBLE,

H.

S.I. WILL ASSIST WITH THE APPLICATION PROCESS AND GATHERING OF

NECESSARY VERIFICATION. IF NO ASSISTANCE IS AVAILABLE THROUGH THESE

PROGRAMS, H.S.I. WILL OFFER A FINANCIAL AID APPLICATION (CHARITY CARE)

FOR POSSIBLE ASSISTANCE WITH THE HOSPITAL BILL. AT THE TIME OF BILLING

FOR PATIENTS WITH SELF PAY BALANCES, BUSINESS OFFICE INCLUDE LETTERS

WHICH STATE TO CALL IF FINANCIAL ASSISTANCE IS NEEDED. WHEN PAYMENTS ARE

NOT RECEIVED IN A TIMELY MANNER, A COURTESY CALL TO THE PATIENT IS

ATTEMPTED TO MAKE PAYMENT ARRANGEMENTS. IF THE PATIENT STATES THAT THEY

DO NOT HAVE MEANS TO PAY THE BILL, AN OFFER IS AGAIN MADE TO CONTACT

H.

$.I. FOR FINANCIAL ASSISTANCE OR WE OFFER TO MAIL OUR FINANCIAL AID

APPLICATION. A POSTING IS DISPLAYED IN REGISTRATION AREAS THAT WE OFFER

JSA
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Schedule H (Form 990) 2017 Page 10
Supplemental Information

Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, ines 3c, 6a, and 7, Part Il and Part Ill, ines 2, 3, 4, 8 and
9b

2 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

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

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

5 Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care faciities further its exempt purpose by promoting the health of the community (e g , open medical staff, community
board, use of surplus funds, etc)

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

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

CHARITY CARE AND TO CONTACT THE BUSINESS OFFICE (PHONE NUMBER IS

PROVIDED) FOR DETAILS.

SCHEDULE H, PART V, LINE 5:

COMMUNITY INFORMATION:

PRMC SERVES A REGION OF APPROXIMATELY 6 COUNTIES, MORE THAN 40,000 PEOCPLE
LIVE WITHIN PRMC'S PRIMARY SERVICE AREA AND APPROXIMATELY 80,000 PEOPLE
RESIDE IN PRMC'S OVERALL SERVICE AREA REPRESENTED BY KERR, KENDALL,
KIMBLE, BANDERA, EDWARDS, GILLESPIE AND REAL COUNTIES. PRMC OPERATES
WITHIN A COMPETITIVE HEALTHCARE MARKETPLACE. LOCATED APPROXIMATELY 60
MILES NORTHWEST OF SAN ANTONIO, RESIDENTS OF THE TEXAS HILL COUNTRY HAVE
RELATIVELY EASY ACCESS TO THE SOUTH TEXAS MEDICAL CENTER, A MEDICAL
DISTRICT CONSISTING OF 45 MEDICALLY RELATED INSTITUTIONS- VARIOUS
SEPARATE MEDICAL, DENTAL AND NURSING SCHOOLS, TWELVE HOSPITALS AND FIVE

SPECIALTY INSTITUTIONS.

JSA Schedule H (Form 990) 2017
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Schedule H (Form 990) 2017 page 10

Part Vi Supplemental Information

Provide the following information

1

Required descriptions. Provide the descriptions required for Part |, ines 3c, 6a, and 7, Part Il and Part I, ines 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. Descrbe 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 1s part of an affiliated health care system, describe the respective roles of the
organization and its affiiates 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

SCHEDULE H, PART V, LINE 5:

PROMOTION OF COMMUNITY HEALTH: PRMC ACTIVELY PROMOTES HEALTHCARE AND

WELLNESS EDUCATION WITHIN THE COMMUNITIES WE SERVE THROUGH LOW OR NO COST

SCREENINGS, MONTHLY EDUCATIONAL SEMINARS ADDRESSING IMPORTANT AND TIMELY

MEDICAL ISSUES, EVENTS AND PUBLICATIONS. PRMC EMPLOYS A HEALTH AND

WELLNESS COORDINATOR TO HELP ORGANIZE, SCHEDULE, AND EXECUTE THE

COMMUNITY SEMINARS AND SCREENINGS. WORKING WITH LOCAL BUSINESSES,

CHURCHES, COMMUNITY GROUPS, AND SENIORS, PRMC BRINGS INFORMATION AND

EDUCATION OUT INTO THE COMMUNITIES WE SERVE THROUGH PROGRAMS LIKE THE

FOLLOWING:ANNUAL: COMMUNITY FLU CLINICCELEBRATE YOUR PREGNANCY

ADOPT-A-HIGHWAYCOMMUNITY MEMORIAL SERVICE BARK FOR LIFEWALK FOR LIFE

MONTHLY EDUCATIONAL PRESENTATIONS, MEMBERSHIPS & SUPPORT GROUPS: 3RD

SATURDAY AFFORDABLE LAB TESTINGDIABETES SUPPORT GROUP COMMUNITY JOINT

REPLACEMENT CLASS THE BABY PLACE: FOR MOMS-TO-BE AND THEIR PARTNERS

DEMENTIA SUPPORT GRQUP: CARING FOR A LOVED ONE SUPPORT & LEARNING CANCER

SUPPORT GROUPOSTOMY SUPPORT GROUP STROKE SUPPORT GROUPMENTAL HEALTH

SUPPORT GROUP PETERSON HOME CARE PLAZA ON THE RIVER BLOOD PRESSURE CHECKS

LIFE AFTER LOSSBRIDGING THE GAP CHILDREN & PARENT GRIEF SUPPORT BLOOD

JSA
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Schedule H (Form 990) 2017 Page 10
Supplemental Information

Provide the following information

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part Il and Part Ill, ines 2, 3, 4, 8 and
9b

2 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

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

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

5 Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e g, open medical staff, community
board, use of surplus funds, etc)

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

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

DRIVESBOY SCOUT LEADERSHIP YMCA BOARD OF DIRECTORS PARTICIPATION
SCHREINER UNIVERSITY NURSING PROGRAM MENTORSHIP ADVANCED DIRECTIVES/DNR
COMMUNITY WORK SHOPS TIVY HIGH SCHOOL BOARD OF DIRECTORS PARTICIPATION
SOUTH TEXAS BLOOD & TISSUE DRIVECOMMUNITY ART LENDING PROGRAM ROTARY CLUB
OF KERRVILLEREMARKABLE WOMEN COMMUNITY HEALTH FAIR COMMANCHE TRACE
MEDICAL LECTURE SERIESCAR SEAT SAFETY CLINIC THE MEN'S EVENT COMMUNITY
HEALTH WORK SHOP MOTHER-DAUGHTER COMMUNITY BUTTERFLY TEA AMERICAN CANCER
SOCIETY "RELAY FOR LIFE" EVENT COMMUNITY SKIN CANCER SCREENING TIVY /
INGRAM HIGH SCHOOL SHADOW DAY: CAREERS IN HEALTHCARE PRMC LADIES
AUXILLARYPATIENT & FAMILY ADVISORY COUNCIL FIRST AID & CPRBREASTFEEDING
CLASS CHILDBIRTH CLASSNEWBORN CARE & INFANT NUTRITION INFANT SAFETY &
CPRJUNIOR AUXILLARY ELEMENTARY SCHOOL PRESENTATIONS THERAPY & REHAB WEEK
CARING FOR YOUR KIDNEYSHALO OF LOVE FAMILIES IN LITERACYCOMFORT &

CONVERSATION

SCHEDULE H, PART V, LINE 6

PRMC IS NOT PART OF AN AFFILIATED HEALTH CARE SYSTEM.
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SID PETERSON MEMORIAL HOSPITAL 74-2557820
Schedule H (Form 990) 2017 Page 10

Part VI Supplemental Information

Provide the following information

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7, Part Il and Part Ili, Iines 2, 3, 4, 8 and
9b

2 Needs assessment. Describe how the organization assesses the health care needs of the communities 1t serves, in addition to
any CHNAs reported in Part V, Section B

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

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

5 Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e g, open medical staff, community
board, use of surplus funds, etc)

6 Affiliated health care system. If the organization 1s part of an affilated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served

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

SCHEDULE H, PART III, SECTION A, LINE 4

ACCOUNTS RECEIVABLE ARE REDUCED BY AN ALLOWANCE FOR DOUBTFUL ACCOUNTS. IN
EVALUATING THE COLLECTABILITY OF ACCOUNTS RECEIVABLE, THE MEDICAL CENTER
ANALYZES ITS PAST HISTORY AND IDENTIFIES TRENDS FOR EACH OF ITS MAJOR
PAYER SOURCES OF REVENUE TO ESTIMATE THE APPROPRIATE ALLOWANCE FOR
DOUBTFUL ACCOUNTS AND PROVISION FOR UNCOLLECTIBLE ACCOUNTS. MANAGEMENT
REGULARLY REVIEWS DATA ABOUT THESE MAJOR PAYER SOURCES OF REVENUE IN
EVALUATING THE SUFFICIENCY OF THE ALLOWANCE FOR DOUBTFUL ACCOUNTS.FOR
RECEIVABLES ASSOCIATED WITH SERVICES PROVIDED TO PATIENTS WHO HAVE
THIRD~-PARTY COVERAGE, THE MEDICAL CENTER ANALYZES CONTRACTUALLY DUE
AMOUNTS AND PROVIDES AN ALLOWANCE FOR DOUBTFUL ACCOUNTS AND A PROVISION
FOR UNCOLLECTIBLE ACCOUNTS, IF NECESSARY. FOR RECEIVABLES ASSOCIATED WITH
SELF-PAY PATIENTS (WHICH INCLUDES BOTH PATIENTS WITHOUT INSURANCE AND
PATIENTS WITH DEDUCTIBLE AND COPAYMENT BALANCES DUE FOR WHICH THIRD-PARTY
COVERAGE EXISTS FOR PART OF THE BILL), THE MEDICAL CENTER RECORDS A
SIGNIFICANT PROVISION FOR UNCOLLECTIBLE ACCOUNTS ON THE BASIS OF ITS PAST
EXPERIENCE, WHICH INDICATES THAT MANY PATIENTS ARE UNABLE OR UNWILLING TO

PAY THE PORTION OF THEIR BILL FOR WHICH THEY ARE FINANCIALLY RESPONSIBLE.

JSA Schedule H {Form 990) 2017
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Schedule H (Form 990) 2017 Page 10
Part VI Supplemental Information

Provide the following information

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part Il and Part lll, ines 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. Descrbe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibiity 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 i1s part of an affiliated health care system, describe the respective roles of the
organization and its affilates in promoting the health of the communities served

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

organization, files a community benefit report

THE DIFFERENCE BETWEEN THE STANDARD RATES (OR THE DISCOUNTED RATES IF

NEGOTIATED) AND THE AMOUNTS ACTUALLY COLLECTED AFTER ALL REASONABLE

COLLECTION EFFORTS HAVE BEEN EXHAUSTED IS CHARGED OFF AGAINST THE

ALLOWANCE FOR DOUBTFUL ACCOUNTS.THBE MEDICAL CENTER'S ALLOWANCE FOR

DOUBTFUL ACCOUNTS FOR SELF-PAY PATIENTS DECREASED FROM 93 PERCENT OF

SELF-PAY ACCOUNTS RECEIVABLE AT JUNE 30, 2017, TO 92 PERCENT OF SELF-PAY

ACCOUNTS RECEIVABLE AT JUNE 30, 2018. THE MEDICAL CENTER'S WRITE-OFFS

DECREASED APPROXIMATELY $1,940,000 FROM APPROXIMATELY $21,773,000 FOR THE

YEAR ENDED JUNE 30, 2017, TO APPROXIMATELY $19,833,000 FOR THE YEAR ENDED

JUNE 30, 2018. THE INCREASE IN THE ALLOWANCE FOR DOUBTFUL ACCOUNTS IS THE

RESULT OF INCREASED RESOURCES TOWARDS THE COLLECTION OF ACCOUNTS

RECEIVABLE AND STRICTER POLICIES REGARDING CHARITY CARE.

SCHEDULE H, PART I, LINE 3C

IN ADDITION TO FEDERAL POVERTY GUIDELINES, THE ORGANIZATION USED

INSURANCE STATUS TO DETERMINE ELIGIBILITY FOR FREE OR DISCOUNTED CARE.
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SCHEDULE J Compensation Information |_oms No 1545-0047

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest

Department of the Treasury » Attach to Form 990.
Intemal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information

Compensated Employees
P Complete if the organization answered "Yes" on Form 990, Part IV, line 23.

Name of the organization

SID PETERSON MEMORIAL HOSPITAL 74~-2557820

2017

Open to Public

Inspection
Employer identification number

Questions Regarding Compensation

1a Check the appropriate box(es) If the organization provided any of the following to or for a person listed on Form

o

990, Part VII, Section A, line 1a Complete Part Ill to provide any relevant information regarding these items

First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees

Discretionary spending account Personal services (such as, maid, chauffeur, chef)

If any of the boxes on 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 |l to
= {0 - 11
Did the organization require substantiation prior to rembursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked on line

1L 1
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 Il

Compensation committee - Written employment contract
- Independent compensation consuitant Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee

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

Receive a severance payment or change-of-control payment?, . . . . . . . . . i i i i i e e e e e
Participate In, or receive payment from, a supplemental nonqualfied retrementplan?, . . . .. ... ... ...
Participate in, or receive payment from, an equity-based compensation arrangement?, , . . . ... ... .. ..
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item n Part |l

Only section 501(c)(3), 501(c)(4), and 501(c){29) organizations must complete lines 5-9.

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

The organZation? . . . . . . i . i i i i it e e e e e e e e e e e e e e e e e
Anyrelated organization? . . . . . L L L L L e e e e e e e e e e e e e
If "Yes" on line 5a or 5b, describe in Part lll

For persons listed on Form 990, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of

The OrganiZation? . . . . . . . . L e e et e e e e e e e e e e e e e e e e e e
Any related organization? . . . . . . .. .. .00 e e e e e e e e e e e e e e e e e e e
If "Yes" on line 6a or 6b, describe in Part lll

For persons listed on Form 990, Part VI, Section A, line 1a, did the organization provide any nonfixed
payments not described on lines 5 and 6? If"Yes,"describemnPartll, . . . . .. .. ... .. .. ... ...,
Were any amounts reported on Form 990, Part Vil, paid or accrued pursuant to a contract that was subject

to the imhal contract exception described In Regulations section 53 4958-4(a)(3)? If "Yes," describe
T - T
If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53 4958-6(C)? . . . . . . .. .. u e e e e e e e 4 e e e e e e e e e

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

JSA
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SCHEDULE O Supplemental information to Form 990 or 990-EZ |_om No_1545-0047

(Form 990 or 990-EZ) Complete to provide information for responses to specific questions on 2@1 7
Form 990 or 990-EZ or to provide any additional information.
Open to Public

P Attach to Form 990 or 990-EZ.
Department of the Treasury Inspection
n I

Internal Revenue Service P Information about Schedule O (Form 990 or 990-EZ) and lts instructions is at www irs.gov/form990.
Name of the organization Employer identification number
SID PETERSON MEMORIAL HOSPITAL 74-2557820

FORM 990, PART VI, SECTION B, LINE 11B

PROCESS TO REVIEW THE FORM 990: THE ORGANIZATION PREPARES THE FORM 930
AND THE FORM IS REVIEWED BY THE ORGANIZATION'S INTERNAL ACCOUNTANTS PRIOR

TO FILING.

FORM 990, PART VI, SECTION B, LINE 15A

REVIEW OF CEO OR TOP MGMT OFFICIAL COMPENSATION:
THE BOARD OF DIRECTORS USED AN OUTSIDE AGENCY TO CONDUCT A MARKET SURVEY.
THE RESULTS OF THE SURVEY WERE USED TO DETERMINE THE CEO'S SALARY FOR THE

YEAR.

FORM 990, PART VI, SECTION C, LINE 19

GOVERNING DOCUMENTS AVAILABLE TO THE PUBLIC:
THE ORGANIZATION MAKES ITS GOVERNING DOCUMENTS, CONFLICT OF INTEREST

POLICY, AND FINANCIAL STATEMENTS AVAILABLE TO THE PUBLIC UPON REQUEST.

FORM 990, PART VI, QUESTION 12C

PROCESS FOR MONITORING COMPLIANCE WITH CONFLICT OF INTEREST POLICY: THE
ORGANIZATION INTERNALLY REVIEWS TRANSACTIONS FOR POSSIBLE CONFLICT ON A
ROUTINE BASIS THROUGHOUT THE YEAR. ALL BOARD MEMBERS ARE COVERED UNDER

THIS POLICY. THE BOARD REVIEWS ALL POSSIBLE CONFLICTS.

FORM 990, PART III, LINE 4D

DESCRIPTION OF OTHER PROGRAM SERVICES: THE ORGANIZATION HAS ONE LAB

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 890 or 990-EZ Schedule O (Form 990 or 990-EZ) (2017)

JSA
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Schedule O (Form 990 or 990-EZ) 2017 Page 2
Name of the organization Employer identification number
SID PETERSON MEMORIAL HOSPITAL 74-2557820

OFF-SITE OQUTREACH LOCATION. THERE WERE 16,007 LAB TESTS PERFORMED FOR THE

YEAR.

FORM 990, PART XI, LINE 9

OTHER CHANGES IN NET ASSETS OF FUND BALANCES:
TRANSFER TO AFFILIATES: (5,803,265)
NET ASSETS RELEASED FROM RESTICTION: (99,985)

CLASSIFICATION DIFFERENCE: (26,267)

ATTACHMENT 1

FORM 990, PART III - PROGRAM SERVICE, LINE 4A

PETERSON REGIONAL MEDICAL CENTER IS A PRIVATE, NOT-FOR-PROFIT
COMMUNITY HOSPITAL IN KERRVILLE, TEXAS. KERRVILLE IS LOCATED IN
KERR COUNTY, APPROXIMATELY 60 MILES NORTHWEST OF SAN ANTONIO AND
80 MILES SOUTH WEST OF AUSTIN. PETERSON REGIONAL MEDICAL CENTER
SERVES THE COMMUNITIES AND RESIDENTS IN THE FOLLOWING COUNTIES:
KERR, BANDERA, GILLESPIE, KIMBLE, EDWARDS AND REAL. PETERSON
REGIONAL MEDICAL CENTER ANCHORS A 35-ACRE CAMPUS INCLUDING A 124
BED ACUTE CARE HOSPITAL PROVIDING SERVICES INCLUDING: 24/7
EMERGENCY DEPARTMENT, WOMEN'S SERVICES (INCLUDING
MATERNAL/NEWBORN) , ACUTE INPATIENT REHABILITATION, ORTHOPEDICS,
GENERAL SURGERY, DIAGNOSTIC IMAGING, INTENSIVE CARE UNIT, AND
LABORATORY. ON THE SAME CAMPUS IS AN AMBULATORY CARE CENTER
PROVIDING OUTPATIENT REHAB SERVICES, OUTPATIENT SURGERY,
OUTPATIENT DIAGNOSTIC IMAGING AND HYPERBARIC WOUND CARE. PETERSON
HOSPICE SERVICE AND PETERSON HOME CARE SERVICES ARE ALSO MEMBERS

OF THE PETERSON REGIONAL EAMILY OF SERVICES BUT LOCATED OFF-SITE.
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

ATTACHMENT 2

FORM 990, PART III - PROGRAM SERVICE, LINE 4B

PETERSON HOME CARE - PETERSON HOME CARE PROVIDES A COMPREHENSIVE
TEAM OF HEALTHCARE PROFESSIONALS TO THE RESIDENTS OF THE HILL
COUNTRY, SPECIFICALLY KERR, GILLESPIE AND BANDERA COUNTIES.
PETERSON HOME CARE IS A NOT-FOR PROFIT ORGANIZATION PROVIDING A
COMPREHENSIVE RANGE OF PROFESSIONAL SERVICES INCLUDING: NURSING
CARE, PHYSICAL AND SPEECH THERAPY, OSTOMY AND WOUND CARE, IV
ANTIBIOTICS, CHEMOTHERAPY, AIDE SERVICES AND MEDICATION
MANAGEMENT. ALL SERVICES ARE COORDINATED THROUGH AN
INTERDISCIPLINARY APPROACH TO PATIENT CARE AND ESTABLISHED UNDER A
PLAN OF TREATMENT OF A PHYSICIAN. DIAGNOSTIC AND LABORATORY
SERVICES, AS WELL AS MEDICAL AND SURGICAL SUPPLIES ARE ALSO
PROVIDED IN CONJUNCTION WITH SKILLED CARE. HOME CARE HAD 1,291

ADMISSIONS DURING THE YEAR AND 23,793 VISITS.

ATTACHMENT 3

FORM 990, PART III - PROGRAM SERVICE, LINE 4C

PETERSON HOSPICE IS A DEPARTMENT OF PRMC AND IS LOCATED OFF
CAMPUS. IT OPERATES AS ONE OF THE HOSPITAL'S MANY OUTREACHES FOR
THE HILL COUNTRY COMMUNITIES IT SERVES. PETERSON HOSPICE IS THE
ONLY NON-PROFIT HOSPICE IN THE HILL COUNTRY WITH A MISSION THAT NO
ONE WILL BE DENIED HOSPICE CARE BECAUSE OF AN INABILITY TO PAY. IN
ADDITION TO PROVIDING HOSPICE CARE, PETERSON HOSPICE ALSO PROVIDES
THE FOLLOWING UNFUNDED COMMUNITY SERVICES: 1. NAVIGATING THE

WATERS OF GRIEF ~ A SIX WEEK GRIEF SUPPORT GROUP FOR ADULTS. THIS
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SID PETERSON MEMORIAL HOSPITAL 74-2557820

ATTACHMENT 3 .(CONT'D)

PROGRAM IS FACILITATED TWICE A YEAR BY A GRIEF EXPERT WHO IS A
LICENSED MEDICAL SOCIAL WORKER (MSW). NAVIGATING THE WATERS OF
GRIEF WORKS CLOSELY WITH HILL COUNTRY CLERGY AND THE LOCAL
COMMUNITIES TO SERVE HOSPICE FAMILIES AS WELL AS OTHERS FACING THE
LOSS OF A LOVED ONE OR FRIEND. 2. BRIDGING THE GAP ~ A SIX WEEK
GRIEF SUPPORT GROUP FOR CHILDREN AGES KINDER THROUGH 12TH GRADE.
THIS PROGRAM GIVES THEM THE TOOLS THEY NEED TO WORK THROUGH THE
GRIEVING PROCESS. THE PARENTS ATTEND AS WELL TO OPEN COMMUNICATION
AND FEELINGS TO HELP THE CHILD DEAL WITH GRIEF AT THEIR AGE
APPROPRIATE LEVEL. BTG WORKS WITH ALL HILL COUNTRY SCHOOLS AND
THEIR COUNSELORS. THE LOCAL COMMUNITY SERVES AS FACILITATORS AND
VOLUNTEERS FOR THIS EXCELLENT PROGRAM. 3. CAMP RAYS OF HOPE ~ IS A
STATEWIDE PROGRAM WHICH IS A WEEKEND RETREAT FOR GRIEVING CHILDREN
THAT INCORPORATES THE PARENTS AS WELL. THE CHILDREN LEARN NEW WAYS
TC COPE WITH THEIR LOSS, AND TO MEET OTHERS WITH SIMILAR
CIRCUMSTANCES TO REMEMBER SPECIAL TIMES, TO MAKE NEW FRIENDS, AND
TO HAVE FUN. 4. FLORAL PROGRAM ~ IS A VOLUNTEER DRIVEN PROGRAM
THAT DELIVERS FLOWERS TO OUR PATIENTS. THE LOCAL FLORISTS IN THE
AREA DONATE THE FLOWERS AND VOLUNTEERS ARRANGE AND DELIVER THEM.
VOLUNTEERS ALSO SUPPORT FAMILIES AND PATIENTS WITH THEIR VISITS.
5. PATHWAYS ~ THIS VOLUNTEER OUTREACH OFFERS HOME BASED SOCIAL AND
EMOTIONAL SUPPORT TO CLIENTS WITH AN ILLNESS THAT HAS A LIMITED
LIFE EXPECTANCY BUT IS NOT YET HOSPICE APPROPRIATE. VOLUNTEERS
HELP REDUCE THE ISOLATION AND VULNERABILITY THAT CLIENTS AND
FAMILIES EXPERIENCE DURING A DIFFICULT TIME. EDUCATION IS

AVAILABLE THROUGH PRMC RESOURCES REGARDING DISEASE PROCESSES,
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ATTACHMENT 3 (CONT'D)

COPING STRATEGIES, ADVANCE DIRECTIVES, AND PRACTICAL AND SPIRITUAL
ISSUES. THIS SUPPORT HELPS CLIENTS DEFINE THEIR QUALITY OF LIFE.
6. COMMUNITY SERVE PROGRAM ~ OFFERING OPPORTUNITIES FOR CITIZENS
TO FULFILL COURT OBLIGATIONS IN A BENEFICIAL MANNER. 366

ADMISSIONS ACCOUNTED FOR 35,985 PATIENT DAYS.

ATTACHMENT 4

FORM 990, PART TIII, LINE 4D - OTHER PROGRAM SERVICES

DESCRIPTION GRANTS EXPENSES REVENUE
ONE LAB OFF-SITE OUTREACH LOCATION 101,806.

TOTALS 101,806.

ATTACHMENT 5

990, PART VII- COMPENSATION OF THE FIVE HIGHEST PAID IND. CONTRACTORS

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

LUKER PHARMACY MANAGEMENT RX MANAGEMENT 2,594,391.
PO BOX 1072
BLANCO, TX 78606

SOUND PHYSICIANS PHYSICIAN 2,612,975.
1123 PACIFIC AVE
TACOMA, WA 98402

ROGERS-OBRIEN CONSTRUCTION CO CONSTRUCTION 2,694,283.
1901 REGAL ROW
DALLAS, TX 75235

HEALTH CAROUSEL, LLC CONTRACT LABOR 2,056,508.
P.O. BOX 714216
CINCINNATI, OH 45271

-

SODEXO CTM DIETARY&HOUSEKEEPING 1,468,916.
PO BOX 41500
NASHVILLE, TN 37241-5000
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