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CHANGE OF ACCOUNTING PERIOD

om 990 Return of Organization Exempt From Income Tax | VBN 150
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations) 2(@ 1 8
Department of the Treasury » Do not enter s?cial security numbers on th'is form as it may bfa made publiﬂa Open to P_ublic
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
A For the 2018 calendar year, or tax year beginning 07/01 , 2018, and ending 12/31 ,20 18
B Check if applicable |C Name of organization AGNESIAN HEALTHCARE INC D Employer identification number
O Address change Doing business as 39-0807236
[:] Name change Number and street (or P O box if mail 1s not delivered to street address) Room/suite E Telephone number
O inwat return 430 E DIVISION ST (920) 926-5519
|:] Final returvterminated]  City or town, state or province, country, and ZIP or foreign postal code
[ Amended return FOND DU LAC, WI 54935 G Gross receipts $ 223,390,536
(J Appiication pending [F Name and address of pnncipal officer ~ KATHERINE VERGOS Hia) Is this a group retum for subordinates? [_J Yes No
SAME AS C ABOVE | H(b) Are all subordinates included? (] Yes [ No
| Tax-exempt status 501(0)(3) [ s01(5) ( )« nsertno) (1 4947@ or 187 A If “No," attach a Iist (see instructions)
J  Website: »  HTTPS /WWW AGNESIAN COM/ \ )./ |Hic) Group exemption number » 0928
K Form of organization Corporation [_] Trust [] Association D Other > \ l L Year of formation 1892 [ M State of legal domicile Wi
Summary )
1 Brefly describe the organization’s mission or most significant activities:  THE MISSION OF AGNESIAN HEALTHCARE IS
8 TO PROVIDE COMPASSIONATE CARE THAT BRINGS HOPE, HEALTH AND WHOLENESS TO THOSE WE SERVE BY
5 (CONTINUED ON SCHEDULEO) e
] ni
$ ; S‘:;ctl)(etrh:; \t/);):nb EI efntge orgfathzanon dlscor;tln:ei its ?/pl)elrat|01ns or dlﬁwgww@\tt@@m@ its net assets
o g ers of the governing body (Part nela). . . IRS~ QSC - 21 3 15
3 4  Number of independent voting members of the governing body (Part VI, line 1b) . 4 7
2| 5 Total number of Individuals employed in calendar year 2018 (Part V, line 2a) DEC 1 7 2019 5 3,188
:é 6  Total number of volunteers (estimate if necessary) . . . . . e .o 6 553
< | 7a Total unrelated business revenue from Part VIill, column (C), Iine 12 * * OGDEN. UTAH 7a 1,838,182
b Net unrelated business taxable income from Form 990-T, line 38 e 7b 0
Prior Year Current Year
o | 8 Contributions and grants (Part VIII, ine th) . . , 1,861,609 427,564
g 9  Program service revenue (Part Vill, line 2g) . . 367,524,738 195,999,850
é 10 Investment income (Part VIil, column (A), ines 3, 4,and rq) . . . .. 8,486,861 192,582
11 Other revenue (Part VIII, column (A), ines 5, 6d, 8c, 9¢c, 10c, and 11e) . . . 15,567,330 12,623,015
12 Total revenue—add hnes 8 through 11 (must equal Part VIlI, column (A), ine 12) 393,440,538 209,243,011
13  Grants and similar amounts paid (Part IX, column (A), lines 1-3) . . . . . 0 83,162
14  Benefits paid to or for members (Part X, column (A), hne 4) Co e 0
@ 15  Salaries, other compensation, employee benefits (Part IX, column (A), lines 5- 10) 165,388,485 99,801,256
2 | 16a Professional fundraising fees (Part 1X, column (A), line 11e) . . . . 0 0
§- b Total fundraising expenses (Part IX, column (D), ine 25) » o |
W47  Other expenses (Part X, column (A), nes 11a-11d, 11f-24¢) . . . . 212,622,208 101,622,402
18  Total expenses. Add lines 13-17 {(must equal Part IX, column (A), line 25) . 378,010,693 201,506,820
19 Revenue less expenses. Subtract line 18 fromline 12 . . . .. . 15,429,845 7,736,191
5 g Beginning of Current Year End of Year
§.§ 20 Totalassets (PartX,Ine16) . . . . . . . . . . . . Co 611,748,301 654,431,153
5'13 21 Total habilities (Part X, ine 26) . . N e e 227,032,946 197,327,913
Z2| 22 Net assets or fund balances. Subtract line 21 from hne 20 . .. . 384,715,355 457,103,240

Signature Block

Under penalties of perjury, | declare that | have e<amined this retum, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true, correct, and complete Declaration of preparer (other than officer} is based on all information of which preparer has any knowledge

s } ~ I
gn Signature of officer Date
g 4 1/2
qu(ﬁ? 14 Lmi 12/11/2019

Here

B

} Type or pnnt name and title DOUG LONG. SEcRETARj

Pai d Prnint/Type preparer's name Preparer's signature Date Check D B PTIN

Preparer self-employed

Use only Fum’s name _ » Fem's EIN »

Firm's address » Phone no

May the IRS discuss this return with the preparer shown above? (see instructions) . . .. . . . [OYes[1INo

For Paperwork Reduction Act Notice, see the separate instructions. Cat No 11282Y 5 a Form 990 (2018)
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Form 990 (2018) Page 2
- 1gqll]l Statement of Program Service Accomplishments

Check If Schedule O contains a response or note to any lineinthisPartitt . . . . . . . . . . . . .

1 Briefly describe the organization’s mission:

_THE MISSION OF AGNESIAN HEALTHCARE IS TO PROVIDE COMPAS§_I_Q_!\_I§]’E CARE THAT BRINGS HOPEHEALTHAND _________________
WHOLENESS TO THOSE WE SERVE BY HONORING THE SACREDNESS AND DIGNITY OF ALL PERSONS AT EVERY STAGE OF
LIFE WE ARE ROOTED IN THE HEALING MINI_STRY (_)_F THE CATHOLIC CHURCH

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ? e e . O Yes No
If “Yes,” describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
services? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . <. [Yes [No
If “Yes,” describe these changes on Schedule O .

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

4a (Code: ) (Expenses § 1 172,199,372 including grantsof $ 83,162 } (Revenue $§ 195,999,850 )
_l_’_LEASE SEE SCHEDULE O_!:OR A COMPLETE DESCRIPTION OF PROGB_AM SERVICE ACCOMPLISHMENTS

4b (Code: ) (Expenses$ including grantsof$ ) (Revenue$ )

4c (Code: ) (Expenses$ including grantsof $ )(Revenue$ )

4d Other program services (Describe in Schedule O.)

(Expenses $ including grants of $ ) (Revenue $ )]
4e Total program service expenses p 172,199,372
Form 990 (2018)
12/11/2019 9:47:55 AM 2 2018 Return Agnesian Healthcare Inc
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Form 990 (2018)

LARDHIDELO

-840  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 . . 1|V
2 [s the organization required to complete Schedule B, Schedu/e of Contr/butors (see lnstructlons) . 2 |V
3 Did 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! . . .o 3 v
4  Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501( )
election Iin effect during the tax year? If “Yes,” complete Schedule C, Part Il . .o . .. 4 v
5 s the organization a section 501(c)(d), 501(c)(5), or 501(c)(6) organization that receives membersh:p dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If “Yes,” complete Schedule C, PartIll | 5 v
6 Did the organization mamtain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? /f
“Yes,” complete Schedule D, Part | o . . o .. 6 v
7 Did the organization receive or hold a conservation easement, mcludmg easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,"” complete Schedule D, Part Il 7 v
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,"”
complete Schedule D, Part Il o .o e e e 8 v
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account llability, 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 . . 9 v
10 Did the organization, directly or through a related organization, hold assets In temporanly restncted
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, VUL IX, or X as applicable.
a Did the organization report an amount for land, bunldlngs, and equment in Part X, hne 10? If “Yes,”
complete Schedule D, Part VI Coe e . 11al|v
b Did the organization report an amount for investments —other secunties in Part X, hne 12 that 1s 5% or more
of its total assets reported in Part X, ine 167 If “Yes,” complete Schedule D, Part Vil . 11b}| v
¢ Did the organization report an amount for iInvestments— program related in Part X, line 13 that i1s 5% or more
of its total assets reported in Part X, line 16? If “Yes,” complete Schedule D, Part Vil . . 11c v
d Did the organization report an amount for other assets in Part X, line 15 that 15 5% or more of its total assets
reported in Part X, line 167 If “Yes,” complete Schedule D, Part IX 11d| v
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes " complete Schedu/e D Part X |11e| vV
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertamn tax positions under FIN 48 (ASC 740)? If “Yes,"” complete Schedule D, Part X 11| vV
12a D(d the organization obtain separate, Independent audited financial statements for the tax year? If “Yes,"” comp/ete
Schedule D, Parts X! and XII Co 12a v
b Was the organization included in consohdated independent audlted flnan0|al statements for the tax year” If
“Yes,” and If the organization answered “No” to line 12a, then completing Schedule D, Parts X! and X!l is optional [12b| v
13 Is the organization a school described in section 170(b)(1)(A))? If “Yes,” complete Schedule E 13 v
14a Did the organization maintain an office, employees, or agents outside of the United States? . 14a v
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 | and IV. 14b v
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 organmization? If “Yes," complete Schedule F, Parts Il and IV 15 v
16  Did the organization report on Part IX, column (A), ine 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If “Yes,” complete Schedule F, Parts Il and IV o 16 v
17  Did 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 I (see instructions) 17 v
18  Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, ines 1c and 8a? If “Yes,” complete Schedule G, Part Il . . . .o 18 v
19  Did the organization report more than $15,000 of gross income from gaming activities on Part VIII line 9a'7
If “Yes,” complete Schedule G, Part I 19 v
20 a Did the organization operate one or more hospital facnlltles’7 /f "Yes " comp/ete Schedule H . 20a|v
b If “Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return” 20b| v
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 I, Parts  and Il . 21 | v
Form 990 (2018)
2018 Return Agnesian Healthcare Inc
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Form 990 (2018)
g Checklist of Required Schedules (continued)

22

23

24a

26

27

28

29
30

31
32

33

34

35a

36

37

38

Page 4

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 I, Parts | and Il

Did the organization answer “Yes” to Part Vil, 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 . . .

Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was i1ssued after December 31, 2002? If “Yes,” answer lines 24b
through 24d and complete Schedule K If “No,” go to line 25a .o
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary penod exceptlon'7 .

Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? .o
Did the organization act as an “on behalf of” issuer fcr bonds outstandlng at any t|me dunng the year” .

Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If “Yes,” complete Schedule L, Part | .

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| . .

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 .. ..

Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If “Yes,” complete Schedule L, Part il

Yes | No
22 v
23 | v
24a| v
24b| v
24c v
24d v
25a v
25b v
26 v
27

. 4
Was the organization a party to a business transaction with one of the following parties (see Schedule L, ...
Part 1V instructions for applicatle filing thresholds, conditions, and exceptions):
A current or former officer, director, trustee, or key employee? If “Yes,” complete Schedule L, Part IV 28a v
A family member of a current or former officer, director, trustee, or key employee? If “Yes,” complete
Schedule L, Part IV . . . 28b v
An entity of which a current or former offlcer dlrector trustee, or key employee (or a famlly member thereof)
was an officer, director, trustee, or direct or indirect owner? If “Yes,” complete Schedule L, Part IV 28¢c| v
Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Schedule M 29 v
Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complete Schedule M . 30 v
Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes " complete Schedule N Partl 31 v
Did the organization sell, exchange, dlspose of, or transfer more than 25% of its net assets? If “Yes,”
complete Schedule N, Part Il . .o e . e 32 v
Did the organization own 100% of an entlty dlsregarded as separate from the organization under Regulatlons
sections 301.7701-2 and 301 7701-37 If “Yes,” complete Schedule R, Part | . 33 | v
Was the organization related to any tax-exempt or taxable entlty'? If “Yes,” comp/ete Schedu/e R, Pan‘ i, 1,
orlV, and Part V, Iine 1 .o . .. 34|V
Did the organization have a controlled entlty Wlthln the meanmg of sectlon 51 2(b)(1 3)? . 35a| v
If “Yes” to hne 35a, did the organization receive any payment from or engage in any transaction wuth a
controlled entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, line 2 . 35b| v
Section 501(c}{3) organizations. Did the organizalion make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Fart V, line 2 e e e 36 v
Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that 1s treated as a partnership for federal iIncome tax purposes? If “Yes,” complete Schedule R, Part VI 37 v
Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
19?7 Note. All Form 990 filers are required to complete Schedule O. 3 [ v

Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any line in this Part V O

1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable . . . 1a 285
b Enter the number of Forms W-2G included in line 1a Enter -0- if not apphcable . . . . 1b 0
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming {gambiing) winnings to prize winners? o . ic | v
Form 990 (2018)
12/11/2019 9:47:55 AM 4 2018 Return Agnesian Healthcare Inc
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Form 990 (2018)
Statements Regarding Other IRS Filings and Tax Compliance (continued)

Page 5

Yes | No
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 3,188
b If at least one 1s reported on line 2a, did th2 organization file all required federal employment tax returns? 2b | v
Note. If the sum of lines 1a and 2a I1s greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . 3a | v
b If “Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation in Schedule O . 3b|v
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authonity over,
a financial account In a foreign country {su¢h as a bank account, securities account, or other financial account)? da | v
b If “Yes,” enter the name of the foreign country. » CJ
See instructions for filing requirements for FINCEN Form 114, Report of Fore|gn Bank and Financial Accounts (FBAR). |
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? . 5a v
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? Sb v
¢ |f “Yes” to hne 5a or 5b, did the organization file Form 8886-T7? . 5¢c
6a Does the organization have annual gross receipts that are normally greater than $100 000 and d|d the
organization solicit any contnbutions that were not tax deductible as charitable contributions? . 6a v
b If “Yes,” did the organization include with every solicitation an exnress statement that such contrlbutlons or
gifts were not tax deductible? 6b
7  Organizations that may receive deductlble contnbutlons under sectlon 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? e 7a v
If “Yes,” did the organization notify the donor of the value of the goods or services prowded” . . 7b
¢ Did the organization sell, exchange, or otherwise dispose of tanglble personal property for which it was
required to file Form 82827 . . e e ... 7c v
d |If “Yes,” indicate the number of Forms 8282 frled dunng the year e e | 7d ] |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7e v
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . 7f v
g Ifthe organization received a contnibution of qualified intellectual property, did the organizatton file Form 8898 as required? | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the orgamization file a Form 1098-C? | 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the |
sponsoring organization have excess business holdings at any time during the year? . 8
9 Sponsoring organizations maintaining donor advised funds. ]
a Did the sponsoring organization make any taxable distributions under section 49667 . 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person’7 9b
10  Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIll, ine 12 . . . . . 10a ' )
b Gross receipts, included on Form 990, Part VIII, ine 12, for public use of club faculmes . 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders . . . . e 11a
b Gross income from other sources (Do not net amounts due or pald to other sources
against amounts due or received from them.) . . . . 11b ¥
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organlzatlon fllmg Form 990 In I|eu of Form 10417 12a
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 than one state? 13a
Note. See the instructions for additional information the organization must report on Schedule O
b Enter the amount of reserves the organization 1s required to maintain by the states in which
the organization is licensed to issue qualified health plans e e e e e 13b
¢ Enter the amount of reserves on hand Coe 13¢
14a Did the organization receive any payments for mdoor tannlng services dunng the tax year” . 14a v
b If “Yes,” has it filed a Form 720 to report these payments? If “No,” provide an explanation in Schedule O 14b
15 Is the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) during the year? .. e e 15 v
If "Yes," see instructions and file Form 4720, Schedule N. {
16 Is the organization an educational institution subject to the section 4968 excise tax on net investment tncome? | 16 v
If "Yes," complete Form 4720, Schedule O. |
Form 990 (2018)
12/11/2019 9:47:55 AM 5 2018 Return Agnesian Healthcare Inc
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Form 990 (2018) ’ Page 6
gl  Govemance, Management, and Disclosure For each “Yes” response to lines 2 through 7b below, and for a “No”

response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.

Check If Schedule O contains a response or note to any ineinthis Partvi ., . . . . ., ., . . . . . |
Section A. Governing Body and Management
Yes | No
Enter the number of voting members of the governing body at the end of the tax year. . 1a 15

1a

If there are material differences in voting nghts among members of the governing body, or
if the governing body delegated broad authorty to an executive committee or similar
committee, explain in Schedule O.

b Enter the number of voting members included in line 1a, above, who are independent . 1b 7
2 D any officer, director, trustee, or key employee have a family relationship or a business relatlonshlp with
any other officer, director, trustee, or key employee”
3 Dud the organization delegate control over management duties customanly performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? 3 v
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? 4 v
5 Did the organization become aware during the year of a significant diversion of the organlzatlon's assets? . 5 v
6 Did the orgamization have members or stockholders? 6 |V
7a Did the organization have members, stockholders, or other persons who had the power to elect or appomt
one or more members of the governing body? . . . 7a | ¥
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governingbody? . . . . + . . . . .o . 7b |V
8 Did the organization contemporaneously document the meetings held or written actions undertaken durlng ...
the year by the following
a The governing body? . . . : R . .o 8a|v
b Each committee with authority to act cn benalf of the governmg body’7 . . 8b | v
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization’s mailing address? /f “Yes,” provide the names and addresses in Schedule O. . . 9 v
Section B. Policies (This Section B requests information about policies not required by the Interna/ Revenue Code.)
Yes | No
10a Did the organization have local chapteis, branches, or affiliates? . . . . . .. 10a v
b If “Yes,” did the organization have wntten policies and procedures governing the activities of such chapters
affiliates, and branches to ensure their operations are consistent with the organization’s exempt purposes? 10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? |[11a v
b Describe in Schedule O the process, If any, used by the organization to review this Form 890. N
12a Did the organization have a written conflict of interest pohicy? /f “No,” go to line 13 . .. 12a| v
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to confhcts” 12b| v
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
descnibe in Schedule O how this was done . . . P . e .o . 12¢| v
13  Did the organmization have a written whistleblower po'rcy" .o e e e 131V
14 Did the organization have a written document retention and destructlon pohcy" .o v
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 management official v
b Other officers or key employees of the organization . v
If “Yes” to ine 15a or 15b, describe the process in Schedule O (see |nstruct|ons) !
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year? . . e e e e v
b If “Yes,” did the organization follow a writen pollﬂy or procedure requiring the organization to evaluate its .
v

participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements? Lo

Section C. Disclosure

17 List the states with which a copy of this Form 990 is required to be fled» NONE
18  Section 6104 requires an organization to make its Forms 1023 (1024 or 1024-A if appllcable) 990, and 990-T (Section 501(c)
(3)s only) available for public inspection. Incicate how you made these available. Check all that apply.
[J ownwebsite [ 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 telephone number of the person who possesses the organization’s books and records P
AUDRA HOFFMAN, 430 E DIVISION STREET, FOND DU LAC, WI 54935, (920) 926-5519
Form 990 (2018)
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Form 990 (2018) Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or notetoany hneinthisPartvit . . . . . . . . . . . . . [
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization’s tax year.

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

 List all of the organization’s current key employees, If any. See instructions for definition of “key employee.”

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

o List all of the organization’'s former officers, key employees, and highest compensated employees who received 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 persens in the following order. individual trustees or directors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.
O Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.

©)
@ ® (do not ch:;ks:;z:e than one © ® ®
Name and Title Average | pox, unless person Is both an Reportable Reportable Estimated
hours per | officer and a director/trustee) | compensation |compensation from amount of
week (list any| eslslol=lcz] v from related other
hours for a_g_ ol 32 tE’._,‘g g the organizations compensation
relatefj 38 g g cap 28| 2 organization (W-2/1099-MISC) from the
organizations %g 4] 5| 8qa (W-2/1099-MISC) organization
below dotted} = | & ] S and related
line) |3 3 2 organizations
gk g
2
_(1_)PAULA FRIEDMAN 10
DIRECTORNVICE PRESIDENT, SENIOR VP-STRATEGIC DEVELOPMENT SSM HEALTH 580 v v 0 1,545,828 309,578
(_2) STEVEN N LITTLE i 400
DIRECTOR, REGIONAL COO 40 v v 633,055 467,354 164,422
(3) SR HERTHA LONGO 10
"DIRECTOR, ASSISTANT TREASURER 00 v v 0 0 0
(4) THOR H GILBERTSON 10 )
DIRECTOR, VICE CHAIRPERSON 00 v v 0 0 0
(_5) WAYNE E MATZKE 10
DIRECTOR, CHAIRPERSON 00 v v 0 0 0
(G)MARK THOMPSON _____ 10
DIRECTOR, REGIONAL CHIEF MEDICAL OFFICER 430 v 0 468,527 165,437
(7) JOAN KARST!_EN 10
DIRECTOR ) 00 v 0 0 0
(8) DR JEFFERY STRONG 10
DIRECTOR 00 v 0 0 0
(9) DR JUDITH WESTPHAL 10
DIRECTOR 00 v 0 0 0
(10) MARYSUE MICHELS i . 10
DIRECTOR 00 Y 0 0 0
_(1‘_|)THOMAS SCHUESSLER 10
DIRECTOR 00 v 0 0 0
(1?)DR TONI STANLEY 10
DIRECTOR 00 v 0 0 0
(1:_3)SR MARIE SCOTT 10
DIRECTOR 00 v 0 0 0
(14)SRSUSAN MSTUCKI 10
DIRECTOR 00 v 0 0 0
Form 990 (2018)
12/11/2019 9:47:55 AM 7 2018 Return Agnesian Healthcare Inc
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Form 990 (2018)

Page 8

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

€
A ®) (do not ch:;:lrtrlg:e than one © € A
Name and title Average | box, unless person is both an Reportable Reportable Estimated
hours per | officer and a director/trustee) | compensation |compensation from amount of
week (list any| o= = Py - from related other
hours for aa ﬁ 8 g 3% Q the organizations compensation
related H cSl E g © 55 ‘3D organization (W-2/1099-MISC) from the
organizations g. ‘é g a "::B o | 7 [(W-2/1099-MISC) organization
below dotted| = | e 2 S and related
line) a3 3 B organizations
812
© g
a
(15) DR TED MILLER, MD 10
DIRECTOR 00 v 0 0 0
(16) JUNE PICKETT 10
-é-E-CRETARY. ASST VP GOVERNANCE & ARCHIVES, SSM HEALTH 717 / 0 286,530 54,057
{(17) KRIS ZIMMER 10
"TREASURER. CHIEF FINANCIAL OFFICER AT SSM HEALTH | 66 0 v 0 1,741,877 376,259
(18) KATHERINE VERGOS 400
PRESIDENT - ST AGNES HOSPITAL 00 B v 153,195 225,660 96,774
(19) NANCYABIRSCHBACH 200
. REGIONAL VP - IT, WISCONSIN 200 v 143,744 236,090 84,221
(20) HOLLY BRENNER 400
REGIONAL VP - MARKETING & COMMUNICATIONS 10 v 283,974 88,682 31,962
(21) _JAMES P MUGAN 400
SR VP - MEDICAL GROUP AND MEDICAL AFFAIRS 00 v 350,753 59 54,421
(_22) BONNIE R SCHMITZ 400
CHIEF FINANCIAL OFFICER 00 v 425,394 68,317 62,549
(23) SUSAN L EDMINSTER 400
VP - HUMAN RESOURCES 00 v 347,254 0 50,512
(24) BARBARA L KNUTZEN 400
PRESIDENT - AHE, CLW AND PERFORMANCE 00 v 295,433 0 46,322
(25) _(SEE STATEMENT)
ib Sub-total . » 2,632,802 5,128,925 1,496,515
¢ Total from contmuatlon sheets to Part Vll Sectlon A | 4 3,980,857 59 338,387
d Total (add lines 1b and 1¢) . > 6,613,658 5,128,984 1,834,901
2  Total number of individuals (including but not I|m|ted to those listed above) who received more than $100,000 of
reportable compensation from the organization » 186
Iles No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated -l- [ ]
employee on line 1a? If “Yes,” complete Schedule J for such individual e e e 3 v
4  For any individual listed on line 1a, 1s the sum of reportable compensation and other compensation from the . . .
organization and related orgamzat|ons greater than $150,000? If “Yes,” complete Schedule J for such
individual . .o e e 4 | v
5 Did any person listed on I|ne 1a receive or accrue compensation from any unrelated organlzatlon or mdnwdual | ] -’-
for services rendered to the organization? /f “Yes," complete Schedule J for such person 5 v
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A) (B) ()
Name and business address Description of services Compensation
FOND DU LAC REGIONAL CLINIC SC, 420 E DIVISION ST, FOND DU LAC, WI 54935 | PHYSICIAN SERVICES 53,667,743
CERNER CORP, 2800 ROCKCREEK PKWY, KANSAS CITY, MO 64141 COMPUTER SERVICES 12,979,644
CD SMITH CONSTRUCTION, PO BOX 1066, FOND DU LAC, WI 54935 CONSTRUCTION SERVICES 3,362,546
MEDICAL COLLEGE OF WI, 8701 WATERTOWN PLANK RD, PO BOX 26, WAUWATOSA, WI 53226 | PHYSICIAN SERVICES 2,271,975
ADVANTAGE RN LLC, 9021 MERIDIAN WAY, WEST CHESTER, OH 45069 STAFFING SERVICES 1,158,875
2 Total number of independent contractors (including but not imited to those listed above) who _
received more than $100,000 of compensation from the organization b 71

12/11/2019 9:47:55 AM 8
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Form 990 (2018}

I Statement of Revenue

Check if Schedule O contains a response or note to any line in this Part VIII .

Page 9

]

(A)
Total revenus

(B)
Related or
exempt
function
revenue

(©)
Unrelated
business
revenue

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

Contributions, Gifts, Grants
and Other Similar Amounts

T Q

Federated campaigns . . . | 1a

Membershipdues . . . . | 1b

Fundrassingevents . . . . | 1c

Related organizations . . . | 1d

427,564

Government grants (contributions) | 1e

All other contnbutions, gifts, grants,
and similar amounts not included above | 1f

Noncash contributions included in lines 1a-1f. $
Total. Add lines 1a-1f .

»

427,564

2a

Program Service Revenue

Q"0 Q0u

Business Code

621110

195,999,850

195,999,850

All other program service revenue .
Total. Add lines 2a-2f .

0

»

195,999,850

6a

[¢]

7a

8a

Other Revenue

Investment income (including dividends, interest,

and other similar amounts)

>

Income from investment of tax-exempt bond proceeds P

Royalties

>

38,808

(124,812)

163,620

' (1) F.ieal -

() Personal

Gross rents 141,855

Less. rental expenses

Rental income or (loss) 141,855

0

Net rental income or (loss)

>

141,855

141,855

Gross amount from sales of | () Secuntres

‘ () 6ther

assets other than inventory 236,442

Less. cost or other basis
and sales expenses

82,668

Gain or (loss) . 236,442

(82,668)

Net gain or (loss)

Gross income from fundraising
events (not including $

of contributions reported on line 1¢).
See Part IV, line 18 . . . a
Less: directexpenses . . . . ©
Net income or (loss) frem fundraising
Gross income from gaming activities.
SeePartiV,line19 . . . . . g
Less: directexpenses . . . . b
Net income or (loss) from gaming acti
Gross sales of nventory, less
returns and allowances . . . g

Less: costofgoodssold . . . b

>

153,774

153,774

events . P

vittes . . P

17,373,947

14,064,857

Net income or (loss) from sales of inventory . . P

3,309,090

1,452,842

1,856,248

Miscellaneous Revenue

Business Code

11a
b

c
d
e

12

'LABORATORY

621500

7,656,388

440,074

7,216,314

CAFETERIA

722210

798,243

70,078

728,165

OTHER OPERATING REVENUE

900099

717,439

717,439

All other revenue .
Total. Add Ines 11a-11d .
Total revenue. See instructions

0

0

>
»>

9,172,070

209,243,011

1,838,182

10,977,415

12/11/2019 9:47:55 AM
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Form 990 (2018)

a4V @ Statement of Functional Expenses

Page 10

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 note to any Iine in this Part IX : ..
Do not include amounts reported on lines 6b, 7b, Total (A) b (8) (C) (D)
8b, 9b, and 10b of Part VIll. otal expenses penses | genarst expenass Ferpanses.
1 Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line 21 80,383 80,383
2 Grants and other assistance to domestic .
individuals. See Part IV, line 22 . 2,779 2,779
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, ines 15 and 16 .
4 Benefits paid to or for members
5 Compensation of current officers, dlrectors
trustees, and key employees - 3,739,269 2,882,774 856,495
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons descnbed in section 4958(c)(3)(B)
7  Other salanes and wages 73,553,889 56,706,052 16,847,837
8 Pension plan accruals and contributions (mclude
section 401(k) and 403(b) employer contributions) 3,922,830 3,024,601 898,229
9  Other employee benefits . 13,888,988 11,622,514 2,266,474
10 Payroll taxes . . 4,696,280 3,618,285 1,077,985
1 Fees for services (non- employees)
a Management
b Legal 1,818,449 1,818,449
¢ Accounting 50,000 50,000
d Lobbying . .
e Professional fundraising services See Part v, ||ne 17
f Investment management fees
g  Other. (i ine 11g amount exceeds 10% of line 25, column
(A} amount, hist iine 11g expenses on Schedule O) 38,729,525 36,492,939 2,236,586 0
12  Advertising and promotion 410 410
13  Office expenses 9,456,275 8,977,822 478,453
14 Information technology
15 Royalties .
16  Occupancy 3.913,982 1,396,902 2,517,080
17 Travel . 500,857 364,876 135,981
18 Payments of travel or entertalnment expenses
for any federal, state, or local public officials
19  Conferences, conventions, and meetings 344,844 221,385 123,459
20 Interest 3,545,440 3,545,440
21  Payments to afflllates .
22 Depreciation, depletion, and amortlzatlon 8,153,611 8,153,611
23 Insurance . e Lol 752,729 752,729
24  Other expenses. ltemize expenses not covered
above (List miscellaneous expenses In line 24e. |f >
line 24e amount exceeds 10% of line 25, column
{A) amount, list line 24e expenses on Schedule O)
a MEDICAL§_L_J_Ff’LIES 28,988,293 28,988,293
b MEDICAID PROVIDERTAX 2,556,394 2,556,304
c LICENSES_@_I:J_[_)_ TAXES . 2,811,593 2,811,593
d L
e All other expenses 0 0 0 0
25  Total functional expenses. Add lines 1 through 24e 201,506,820 172,199,372 29,307,448 0
26 Joint costs. Complete this Ine only if the

organization reported in column (B) jont costs
from a combined educational campaign and
fundraising solicitation. Check here » [] if
following SOP 98-2 (ASC 958-720) ..

12/11/2019 9:47:55 AM
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Farm 990 (2018)

Balance Sheet

Page 11

Check if Scheduie O contains a response or note to any line in this Part X
(A) 8)
Beginning of year End of year
1 Cash—non-interest-bearing o 23,450,028] 1 15,673,154
2 Savings and temporary cash investments . 10,982,903| 2 4,581,521
3 Pledges and grants receivable, net 3
4  Accounts receivable, net 66,464,368 4 81,225,369
5 Loans and other recevables from current and former offlcers dlrectors,
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L e e ol 5 0
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons descnibed in section 4958(c)(3)(B), and contributing employers and
sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
8 organizations (see instructions). Complete Part I} of Schedule L . . 6 0
ﬁ 7 Notes and loans receivable, net 7
< | 8 Inventories for sale or use 4,771,573 8 4,792,318
9 Prepaid expenses and deferred charges 3,731614| 9 4,841,068
10a Land, buildings, and equipment’ cost or
other basis. Complete Part Vi of Schedule D 10a 272,815,031
b Less: accumulated depreciaton . . . . 10b 19,048,028 166,166,173 | 10c 253,767,003
11 Investments—publicly traded securties . 238,747,076| 11
12  Investments—other securities See Part IV, line 11 0| 12 229,658,875
13 Investments—program-related. See Part IV, line 11 . 0| 13 21,288,458
14  Intangible assets . 14
15  Other assets See Part IV, I|ne 11 . 97,434,566 | 15 38,603,387
16  Total assets. Add lines 1 through 15 (must equal I|ne 34) 611,748,301| 16 654,431,153
17  Accounts payable and accrued expenses . 49,564,586 17 44,540,950
18 Grants payable . 18
19  Deferred revenue . 19 283,578
20 Tax-exempt bond liabilities . 20
21  Escrow or custodial account hability. Complete Part IV of Schedule D 21
#1122 Loans and other payables to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
E disqualified persons. Complete Part Il of Schedule L 22 0
=23 Secured mortgages and notes payable to unrelated third parties 23
24  Unsecured notes and loans payable to unrelated third parties 24
25 Other liabiities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D 177,468,360 25 152,503,385
26 Total liabilities. Add lines 17 through 25 227,032,946 | 26 197,327,913
® Organizations that follow SFAS 117 (ASC 958), check here P . and
9 complete lines 27 through 29, and lines 33 and 34. R
§ 27  Unrestnicted net assets . 379,352,597 27 451,305,858
o | 28  Temporarily restricted net assets . 4,185,961 28
'g 9  Permanently restricted net assets . . 1,166,797 | 29 5,797,382
e Organizations that do not follow SFAS 117 (ASC 958), check here > E] and
5 complete lines 30 through 34.
.3 3|0 Capital stock or trust principal, or current funds . 30
@ 3i1 Paid-in or capital surplus, or land, buillding, or equipment fund 31
|f_ 312 Retained earnings, endowment, accumulated income, or other funds . 32
}§ 33  Total net assets or fund balances . . 384,715,355| 33 457,103,240
6@_ :£4 Total liabilities and net assets/fund balances 611,748,301| 34 654,431,153

12/11/2019 9:47:55 AM 1"
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Form 990 (2018)

meconciliation of Net Assets

Page 12

39-0807236

Check if Schedule O contains a response or note to any line in this Part XI .
1 Total revenue (must equal Part VIli, column (A), line 12) . 1 209,243,011
2 Total expenses (must equal Part IX, column (A), line 25) 2 201,506,820
3 Revenue less expenses. Subtract line 2 from line 1 .o 3 7,736,191
4  Net assets or fund balances at beginning of year (must equal Part X, I|ne 33 column (A)) 4 384,715,355
5 Net unrealized gains {losses) on investments 5 (4,437,581)
6 Donated services and use of facilities 6
7 Investment expenses . 7
8  Prior period adjustments . . 8
9  Other changes in net assets or fund balances (explaln n Schedule O) . 9 69,089,275
10  Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X Ime
33, column (B)) . .. . .o . 10 457,103,240
Financial Statements and Reportlng
Check if Schedule O contains a response or note 16 any line in this Part XIi . OJ
Yes | No
1 Accounting method used to prepare the Form 990: [JCash [/]Accrual  [JOther "o u N
If the organization changed its method of accounting from a prior year or checked “Other,” explain n &h T E e
Schedule O. B
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? . 2a v
If “Yes,” check a box below to indicate whether the financial statements for the year were compiled or  |*5 [0 | ~%
reviewed on a separate basis, consolidated basis, or both: PR
(J Separate basis (] Consolidated basis  [J Both consolidated and separate basis - SO
b Were the organization’s financial statements audited by an independent accountant? 2b | v
If “Yes,” check a box below to indicate whether the financial statements for the year were audlted on a S
separate basis, consoiidated bass, or both: LI R e
[J Separate basts Consolidated basis [] Both consolidated and separate basis Sloa
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 | v
If the organization changed either its oversight process or selection process during the tax year, explanin = |- 4., ;,Z,E" o
Schedule O. . - Nk
3a As aresult of a federal award, was the organization requwed to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-133?. 3a v
b If “Yes,” did the organization undergo the required audit or auduts" If the organlzatnon d|d not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3b
Form 990 (2018)
12/11/2019 9:47:55 AM 12 2018 Return Agnesian Healthcare Inc



| OMB No 1545-0047

2018

Open to Public

SCHEDULE A Public Charity Status and Public Support
(Form 990 or 990-EZ)

Complete if the organization is a section 501(c})(3) organization or a section 4947(a)(1) nonexempt charitable trust.
» Attach to Form 990 or Form 990-EZ.

Department of the Treasury

Intemal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
AGNESIAN HEALTHCARE INC 39-0807236

Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization i1s not a private foundation because 1t 1s: (For lines 1 through 12, check only one box.) @

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

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

3 [4] A hospital or a cooperative hospital service organization described in section 170(b)(1)(A){iii).

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

[J An organization operated for the benefit of a college or university owned or operated b);"a- governmental unit described in
section 170(b){1)(A)(iv). (Complete Part Il )

(O A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(v).
7 [ An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part Il.)
8 [JA community trust described in section 170(b)(1)(A}{vi). (Complete Part Il.)
9 Oan 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 agnculture (see instructions). Enter the name, city, and state of the college or
university:

10 [ An organization that normally receives: (1) more than 3372% 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 lil }

11 [J 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 Iines 12e, 12f, and 12g

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

b [J Type l. 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 lll non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that 1s not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.

e [J Check this box If the organization received a written determination from the IRS that it 1s a Type |, Type |l, Type lll
functionally integrated, or Type Ill non-functionally integrated supporting organization

3]

f  Enter the number of supported organizations . . . e e e . |:]
g Provide the following information about the supported orgamzatlon(s)

(i) Name of supported organization () EIN () Type of organizatton | () Is the organization | (v} Amount of monetary (vi) Amount of
(described on ines 1-10 | listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)

Yes No

(A)

(8)

)

(D)

(E)

Total 1T

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat No 11285F Schedule A (Form 990 or 990-EZ) 201/8'
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Schedule A (Form 990 or SE\JO-EZ) 2018

Page 2

Support'Schedule for Organizations Described in Sections 170(b){1)(A)(iv) and 170(b)(1){A)(vi)

(Complete\only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualifyfunder
Part IIl. If the .organization fails to qualify under the tests listed below, please complete Part IIl.) /'

Section A. Public Support

Calendar year (or fiscal year\b\eginning in) »

1

6

(a) 2014 (b) 2015 (c) 2016 (d) 2017 (e) 2018 /| (f) Total

Gifts, grants, contnbytions, and
membership fees received. (Do not

include any “unusual grants.'\
Tax revenues levied fO the
organization’s benefit and eitherpaid
to or expended on Iits behalf

The value of services or facilitie
furnished by a governmental unit to the
organization without charge .

N

Total. Add lines 1 through 3 .

The portion of total contributions by
each person (other  than a
governmental unit or publicly
supported organization) included on
hine 1 that exceeds 2% of the amount
shown on line 11, column (f) .

\b,

/

Public support. Subtract line 5 from line 4

Section B. Total Support

/

A\
N\

Calendar year (or fiscal year beginning in) »

7
8

10

11
12
13

\]

(a) 2014 (b) 2015 (¢) 2016 (d) 2017 (e) 2018 (f) Total

Amounts from line 4

Gross income from interest, d|v1dends
payments received on securities loans,
rents, royalties, and income from
similar sources .

/

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

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

Total support. Add lines 7 through 10 \

Gross receipts from related activities, etc. (see instrugtions) 12 |

year as a section 501(c)(3)

\ >

First five years. If the Form 990 1s for the organlz/atlon s first, second, thlrd founh or f|fth tax
organization, check this box and stop here . .

]

Section C. Computation of Public Support Perqentage

. :

14
15
16a

b

i7a

18

Public support percentage for 2018 (line 6, column () divided by line 11, column (f)) 14\

%

Public support percentage from 2017 Schedule A, Part Il, line 14 15 \

%

3313% support test—2018. If the organlzau(/)n cid not check the box on I|ne 13 and Ilne 14 1s 333% ormore, check this
box and stop here. The organization qualfies as a publicly supported organization | 4
3313% support test—2017. If the orgarrujatlon did not check a box on line 13 or 163, and Ilne 15 IS 33‘/3% or more, check
this box and stop here. The organization/qualifies as a publicly supported organization . »

10%-facts-and-circumstances test--2018. If the organization did not check a box on line 13, 16a, or 16b, and line 14 1s
10% or more, and If the organizationjmeets the “facts-and-circumstances” test, check this box and stop here.*Explain in
Part VI how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly s\upported
organization . . / . .o e . >
10%-facts-and-circumstances test—2017. If the organization did not check a box on line 13, 16a, 16b, or 173, ang line
1515 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 orga ization meets the “facts-and-circumstances” test. The organization qualfies as a publicly
supported organization

Private foundation. If the organlzatnon dld not check a box on ||ne 13 16a 16b 17a or 17b check thls box and see
instructions

t
O

» O
™[

12/11/2019 9:47:55 AM
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Schedule A (Form 990 or 990-5{) 2018 Page 3

Support Schedule for Organizations Described in Section 509(a)(2)
(Complete or\ﬂy if you checked the box on line 10 of Part | or if the organization failed to qualify under Bart Il.
If the organization fails to qualify under the tests listed below, please complete Part I1.) /
Section A. Public Support\
Calendar year (or fiscal year beglnnlng in) » (a) 2014 (b) 2015 {c) 2016 (d) 2017 (e) 2018 |/ (A Total
1 Gifts, grants, contributions, and ?hembersmp fees /
received {Do not include any “unusyal grants.”)

2  Gross receipts from admissions, merchandise
sold or services performed, or\ facilities
furnished In any activity that is relateq 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 th\ /
organization’s benefit and either paid to
or expended on its behalf .

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

6 Total. Add lines 1 through5. . . . N\ /
7a Amounts included on lnes 1, 2, and 3 ) /
received from disqualified persons \

b Amounts included on Ines 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. (Sub'ract line 7c from : y v
ne6) . . . . e ' y
Section B. Total Support / \
Calendar year (or fiscal year beginning in) » (a) 2014 (b) 2015 / (c)\2016 {d) 2017 (e) 2018 (f) Total
9 Amounts from line 6 o
10a Gross income from interest, dividends, \

%

payments received on secunties loans, rents,
royalties, and income from similar sources .

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

¢ Addlines 10aand 10b . . . . / \
1 Net income from unrelated busmess /

activities not included in line 10b, whether
or not the business I1s regularly carried on

12  Other income. Do not include gain or \

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

13  Total support. (Add lines 9, 10c, 11 / \
and 12)
14  First five years. If the Form 990 is for the drganization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop herg’ . . . Coe I T T A |
Section C. Computation of Public Suppor;,t Percentage \
15  Public support percentage for 2018 (Ilne/B column (f), divided by line 13, column(®) . . . . . | 15 A\ %
16 Public support percentage from 2017 Schedule A, Part Ifl, ine 15 e ... .. 16 \ %
Section D. Computation of Investment/income Percentage \
17  Investment income percentage for 2018 (hne 10c, column (f), divided by line 13, column (f)) . . . [ 17 \ %
18 Investment income percentage from/017 Schedule A, Part lll, ine 17 . . . . 18 \ %
19a 33%3% support tests—2018. Iif the organization did not check the box on hne 14, and lme 15 1s more than 33'3%, and lne
17 1s not more than 33'3%, check this box and stop here. The organization qualifies as a publicly supported organization .\ » []

b 33'3% support tests—2017. If the organization did not check a box on line 14 or ine 19a, and line 16 1s more than 33'2%, and
line 18 1s not more than 33'1%, check this box and stop here. The organization qualifies as a publicly supported organization ' []

20 __Private foundation. If the (annuzatlon did not check a box on line 14, 19a, or 19b, check this box and see instructions & []

Schedule A (Form 990 or 990-E2) 2018
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Schedule A (Form 990 or 990-EZ) 2018 Page 4

Supporting Organizations
(Complete only if you checked a box in line 12 on Part I. If you checked 12a of Part |, complete Sections A
and B. If you checked 12b of Part I, complete Sections A and C. If you checked 12¢ of Part |, complete
Sections A, D, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes| No

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 relationship, explain. 1

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). 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. 3a

b Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? If “Yes,” describe in Part VI when and how the
organization made the determination. 3b

¢ D the orgamization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B} i
purposes? If “Yes,” explain in Part VI what controls the organization put in place to ensure such use. 3c

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 I, answer (b) and (c) below. 4a

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? If “Yes,” describe ir Part VI how the organization had such control and discretion
despite being controfled or supervised by or in connection with its supported organizations. 4b

c Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c)(3) and 509(a)(1) or (2)? If “Yes,” explain in Part VI what controls the orgamization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes. . . o

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 detaill 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;
(1) the authonty under the organization’s organizing document authorizing such action; and (iv) how the action
was accomplished (such as by amendment to the organizing document). 5a

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? 5b

¢ Substitutions only. Was the substitution the result of an event beyond the organization’s control? 5¢
6 Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than ()) its supported organizations, (i) individuals that are part of the chantable class benefited

by one or more of its supported crganizations, or (i) other supporting organizations that also support or
benefit one or more of the filing organization’s supported organizations? /f “Yes,” provide detail in Part VI. 6

7 Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor
(as 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-E2) 7

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 77
If “Yes,” complete Part | of Schedule L (Form 990 or 990-E2). 8

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 detall in Part VI. 9a

b Did one or more disqualified persons (as defined in ine 9a) hoid a controlling interest in any entity in which |
the supporting organization had an interest? If “Yes,” provide detail in Part VI. 9b

¢ Did a disqualified person (as defired 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. 9¢c

10a Was the organization subject to the excess business holdings rules of section 4943 because of section | ¢
4943(f) (regarding certain Type |l supporting organizations, and all Type Il non-functionally integrated |
supporting organizations)? If “Yes,” answer 10b below. 10a

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
Schedule A (Form 990 or 990-EZ} 2018
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Schedule A (Form 980 or 990-E2Z) 2018 Page 5
E  Supporting Organizations (continued)

Yes | No

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 described 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
¢ A 35% controlled entity of a person described in (a) or (b) above? If “Yes” to a, b, or ¢, provide detail in Part VI. 11ic
Section B. Type | Supporting Organizations

Yes| No

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 times during the
tax year? If “No,” describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization’s activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, appled to such powers durning the tax year.

2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If “Yes,” explain in Part
VI how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or controlled the supporting organization. 2

Section C. Type |l Supporting Organizations

Yes | No

1 Were a majonity 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)? /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 organization(s). 1

Section D. All Type Ili Supporting Organizations

Yes| No

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization's tax year, ()) a written notice describing the type and amount of support provided during the prior tax
year, () 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? 1

2  Were any of the organization’s officers, directors, or trustees either () appointed or elected by the supported
organization(s) or (i) serving on the governing body of a supported organization? If “No,” explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s) 2

3 By reason of the relationship descrnibed in (2), did the organization’s supported organizations have a
significant voice in the organization’s investment policies and in directing the use of the organization’s
income or assets at all times during the tax year? If “Yes,” describe in Part VI the role the organization’s
supported organizations played in this regard. 3

Section E. Type lll Functionally integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions).
a [ The organization satisfied the Activities Test. Complete line 2 below
b [ The organization is the parent of each of its supported organizations. Complete line 3 below.
¢ [ The organization supported a governmental entity Describe in Part VI how you supported a government entity (see instructions).
2  Actwities Test Answer (a) and (b) below. Yes| No
a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? If “Yes,” then in Part VI identify
those supported organizations and explain how these activities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities. 2a

b Did the activities described in (a) constitute activities that, but for the organization’s involvement, one or more
of the organization’s supported organization(s) would have been engaged in? If "Yes,” explain in Part Vi the
reasons for the organization’s position that its supported organization(s) would have engaged in these
activities but for the organization’s involvement. 2b

3 Parent of Supported Organizations. Answer (a) and (b) below.
a Dud the orgamzation have the power to regularly appoint or elect a majonty of the officers, directors, or

trustees of each of the supported organizations? Provide detalls in Part VI. 3a
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. 3b

Schedule A {(Form 990 or 990-EZ) 2018
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Schedule A (Form 990 or 990-EZ) 2018 Page 6
Type lll Non-Functionally Integrated 509(a)(3) Supporting Organizations
1 [J Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See
instructions. All other Type Ill 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 distnbutions

3 Other gross income (see instructions)

4 Add lines 1 through 3.

5 Depreciation and depletion

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) 6
7 Other expenses (see instructions)
8 Adjusted Net Income (subtract lines 5, 6, and 7 from line 4) 8

AL |WIN|=

~

(B) Current Year

Section B—Minimum Asset Amount (A) Prior Year
{optional)

1 Aggregate fair market value of all non-exempt-use assets (see

instructions for short tax year or assets held for part of year).
a Average monthly value of securnities 1a
b Average monthly cash balances 1b
c Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1¢) 1d
e Discount claimed for blockage or other
factors (explain in detall in Part VI): N

2 Acquisition indebtedness applicable to non-exempt-use assets

3 Subtract line 2 from hine 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 § by .035.

7 Recoveries of prior-year distributions

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

N

W

N[Ol i|s

Section C—Distributable Amount Current Year

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

2 Enter 85% of line 1.

3 Minimum asset amount for prior year (from Section B, line 8, Cclumn A)

4 Enter greater of line 2 or line 3.

5 Income tax imposed in prior year

6 Distributable Amount. Subtract line 5 from line 4, unless subject {o

emergency temporary reduction (see instructions). 6

7 [ Check here if the current year Is the organization’s first as a non-functionally integrated Type !ll supporting organization (see
instructions).

DWW (N
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Schedule A (Form 990 or 990-E2) 2018
W Type llIl Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Section D—Distributions

Page 7

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

N

Amounts paid to perform activity that directly furthers exempt purposes of supported

organizations, In excess of ncome from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions (describe in Part VI). See instructions.

Total annual distributions. Add lines 1 through 6

@ IND| bW

Distributions to attentive supported organizations to which the organization 1s responsive

(provide details in Part VI). See instructions.

©

Distributable amount for 2018 from Section C, line 6

Line 8 amount divided by line 8 amount

Section E--Distribution Allocations (see instructions)

0

Excess Distributions

(ii)
Underdistributions
Pre-2018

(i)
Distributable
Amount for 2018

Distnibutable amount for 2018 from Section C, line 6

Underdistributions, if any, for years prior to 2018
(reasonable cause required—explain in Part VI) See
instructions.

Excess distributions carryover, If any, to 2018

From 2013

From 2014

From 2015

From 2016

From 2017

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2018 distributable amount

Carryover from 2013 not applied (see instructions)

w
""_'J'[(D"‘QQ.OU'N

Remainder. Subtract lines 3g, 3h, and 3: from 3f.

Distributions for 2018 from
Section D, line 7: $

Applied to underdistributions of prior years

o

Applied to 2018 distributable amount

0

Remainder. Subtract ines 4a and 4b from 4.

Remaining underdistributions for years prior to 2018, if

any. Subtract lines 3g and 4a from line 2. For result
greater than zero, explain in Part VI. See instructions.

Remaining underdistnibutions for 2018. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in

Part VI. See instructions.

Excess distributions carryover to 2019. Add lines 3)
and 4c.

Breakdown of line 7:

Excess from 2014 .

Excess from 2015

Excess from 2016 .

Excess from 2017

o alo|(T|e

Excess from 2018

12/11/2019 9:47:55 AM 20
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SCHEDULE D . .
(Form 990} Supplemental Financial Statements
» 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.

I OMB No 1545-0047

2018

Department of the Treasury » Attach to Form 990. Open to Public
Intemal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
AGNESIAN HEALTHCARE INC . 39-0807236

I3  Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete if the organization answered “Yes” on Form 990, Part |V, Iine 6.

(a) Donor advised funds (b) Funds and other accounts

1 Total number at end of year .
2  Aggregate value of contributions to (durlng year)
3  Aggregate value of grants from (during year)
4  Aggregate value at end of year .
5 D the organization inform all donors and donor advisors in wrniting that the assets held in donor advised

funds are the organization’s property, subject to the organization’s exclusive legalcontrol? . . . . . . [ Yes [J No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used

only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
confernng impermissible private benefit? . . . . . . . Ce e e e e [ Yes [J No
Conservation Easements.
Complete if the organization answered “Yes” on Form 990, Part IV, Iine 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
O Preservation of land for public use (e g., recreation or education) [] Preservation of a historically important land area
[J Protection of natural habitat (O Preservation of a certified historic structure
(] Preservation of open space
2 Complete lings 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year. [ Held at the End of the Tax Year

a Total number of conservation easements . . . . e e e 2a

b . Total acreage restricted by conservation easements . . . . s 2b

¢ Number of conservation easements on a certified historic structure mcluded ] (a) L. 2c

d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
historic structure listed in the National Register . . . e .o 2d

3  Number of conservation easements modified, transferred, released extlngmshed or termlnated by the organization during the

tax year »

S Does the organization have a wrtten policy regarding the periodic monltorlng, inspection, handling of

violations, and enforcement of the conservation easements it holds? . . . Coe e .+ O Yes O No
6  Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
|
7  Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>3
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170¢h){4)(B)(1)
and section 170(h}4)B)1)? . . . R . S . R O Yes [J No

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.

mOrganizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered “Yes” on Form 990, Part IV, line 8.
1a |If the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, In Part X, 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 1ts revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide the following amounts relating to these items:

(i) Revenue included on Form 990, Part VIll, lne1 . . . . T
(i) Assets included in Form 990, Part X . . . . .. N

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

a Revenue included on Form 990, Part Vill, ine 1. . . . . . . . .. N
b Assets included in Form 990, Part X . . . . . . . C e e T
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 52283D Schedule D (Form 990) 2018
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Schedule D (Form 990) 2018 Page 2
m0rgan|zatlons Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)
Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply):
a [J Public exhibition
b [J Scholarly research
¢ [ Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part
Xl
5 Durnng the year, did the orgamzation 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?

EGdV"ll Escrow and Custodial Arrangements.
Complete if the organization answered “Yes” on Form 990, Part IV, line 8, or reported an amount on Form

990, Part X, line 21.
1a Is the organization an agent, trustee, custodian or other intermedlary for contributions or other assets not

d [ Loan or exchange programs
e [ Other

[0 Yes [ No

included on Form 990, Part X? . e . e 0 Yes [J No
b if “Yes,” explain the arrangement in Part Xlll and complete the followmg table:
Amount
¢ Beginningbalance . . . . . . . . . . . . . ..o 0L 1ic
d Additions during the year . e e e e e id
e Distributions duringtheyear . . . e e A e 1e
f Ending balance . . 1f
2a Did the organization mclude an amount on Form 990 Part X ||ne 21 for escrow or custodlal account labiity? [ Yes [ No
b If “Yes,” explain the arrangement in Part Xlll. Check here if the explanation has been providedon Part Xill . . . . 0]

Endowment Funds.

Complete if the organization answered “Yes” on Form 990, Part IV, Iine 10.
(a) Current year (b) Prior year (c) Two years back

{d) Three years back | (e) Four years back

1a Beginning of year balance
b Contributions .
¢ Net investment earnings, galns and
losses . e .
Grants or scholarships
e Other expenditures for facilities and
programs . .
f Administrative expenses .
g End of year balance .
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:

=}

a Board designated or quasi-endowment » %
b Permanent endowment » %
¢ Temporarly restricted endowment b %

The percentages on lines 2a, 2b, and 2¢ should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the

organization by: Yes| No
(i) unrelated orgamzations 3ali)
(i) related organizations . .o 3a(ii)

b If “Yes” on hine 3a(n), are the related organlzatlons llsted as requnred on Schedule R" e e e e 3b

4  Describe in Part Xl the intended uses of the organization’s endowment funds
Land, Buildings, and Equipment.
Complete if the organization 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
(investment) (other) depreciation

1a Land 14,640,000 14,640,000
b Buildings . . . 190,448,757 8,145,774 182,302,983
¢ Leasehold |mprovements 5,673,097 777,120 4,895,977
d Equipment 45,818,688 10,125,134 35,693,554
e Other 16,234,489 16,234,489
Total. Add Iines 1a thr ough 1e (Column (d) must equal Form 990, Part X, column (B), line 10c) . . . . . » 253,767,003
Schedule D (Form 990) 2018
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Schedule D (Form 990) 2018

Page 3

mlnvestments —Other Securities.

Complete If the organization answered “Yes” on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

(a) Descnption of secunty or category
(including name of security)

(b) Book value

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

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

229,658,875

END OF YEAR MARKET VALUE

229,658,875

Total. (Column (b) must equal Form 990, Part X, col. @) line 12) »
Investments —Program Related.

Complete if the organization answered “Yes” on For,

m 990, Part IV, Iin

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

{a) Descnption of investment

(b) Book value

{c) Method of valuation
Cost or end-of-year market value

()

2

(3)

4

{5)

{6)

@)

{8

{9)

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

Other Assets.

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

(a) Description (b) Book value
(1) DUE FROM AFFILIATES 38,603,387
(2)
(3)
4)
(5}
(6)
U]
(8)
(9)
Total, (Column (b) must equal Form 990, Part X, col. (B) ine 15) . . > 38,603,387

Other Liabilities.

Complete if the organization answered “Yes"” on Form 990, Part IV, line 11e or 11f. See Form 990, Part X,

line 25.

1. {a) Descniption of liability {b) Book value
(1) Federal income taxes
(2) THIRD PARTY PAYOR 2,108,500
(3) CAPITAL LEASE OBLIGATIONS 2,654,166
(4) ALLOCATED TAX-EXEMPY DEBT SSM HEALTH CARE CORPORATION 117,430,192
(5) DUE TO AFFILIATES 30,309,527
(6)
@
(8
9)

Total. (Column (b) must equal Form 990, Part X, col. (B) ine 25.) » 152,503,385

2. Liability for uncertain tax positions. In Part Xlil, provide the text of the footnote to the organlzatlon s financial statements that reports the
organization’s hability for uncertain tax positions under FIN 48 (ASC 740). Check here If the text of the footnote has been provided in Part Xl
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Schedule D (Form 990) 2018 Page 4
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 .

2 Amounts included on line 1 but not on Form 990, Part VI, ine 12:
a Net unrealized gains (losses) oninvestments . . . . . . . . . | 2a
b Donated services and use of faciites . . . . . . Lo 2b
¢ Recoveriesofprioryeargrants . . . . . . . . . . . .. | 2¢c
d Other (Descnbe nPart XIll.) . . . . e e e . . | ad
e Add lines 2a through 2d .
3 Subtract line 2e from line 1
4  Amounts included on Form 990, Part VIII Ilne 12 but not on Ilne 1
a Investment expenses not included on Form 990, Part Vill, ine 7b . . 4a
b Other (DescribenPart X)) . . . . . . . . . e 4b
¢ Add lines 4a and 4b .. e
5 Total revenue. Add ines 3 and 4c (Th/s must equal Form 990 Partl Ine 12 ) .o 5

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

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

a Donated services and use of facilities . . . . . .. . . . |2a

b Prioryearadjustments . . . . . . . . . . . . . . . | 2b

¢ Otherlosses . . . e <

d Other (Describe in Part XIII ) e e .. . | 2d

e Addlnes2athrough2d . . . . . . . . . . . . . . B 4]
3 Subtract line 2e fromlinet . . . . e e e . 3
4 Amounts included on Form 990, Part IX Inne 25 but not on hne 1:

a Investment expenses not inciuded on Form 990, Part VIll,ine7b . . | 4a

b Other (DescrbenPartXuty. . . . . . . . . . . . . . . |4b

¢ Addlines4aand4b . . . ... ... 4c
5 Total expenses. Add lines 3 and 4c (T h/s must equa/ Form 990 Partl Ilne 18 ) .o P 5

Z1a @I} Supplemental Information.
Provide the descriptions required for Part |l, lines 3, 5, and 9; Part lll, ines 1a and 4; Part IV, ines 1b and 2b, Part V, line 4; Part X, line
2; Part XI, ines 2d and 4b; and Part XlI, ines 2d and 4b. Also complete this part to provide any additional information.

SEE STATEMENT

Schedule D (Form 990) 2018
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SCHEDULE H
(Form 990)

| omsNo 1545-0047

2018

Open to Public
Inspection

Hospitals

» Complete if the organization answered “Yes” on Form 990, Part IV, question 20.
» Attach to Form 990.
» Go to www.irs.gov/Form990 for instructions and the latest information.

Department of the Treasury
Internal Revenue Service

Employer identification number

Name of the orgamzation ]

AGNESIAN HEALTHCARE INC 39 0807236
I Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If “No,” skip to question 6a . ia | v
b If “Yes,” was it a written policy? . . ib | v
2  If the organization had multiple hospital facmtles |nd|cate wh|ch of the foIIownng best descrlbes appllcatlon of )
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities [J Applied uniformly to most hospital facilities
(0 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 eligibiity for providing
free care? if “Yes,” indicate which of the following was the FPG family income Iimit for eligibility for free care: | 3a | v
O 100% (O 150% [ 200% Other 165 %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If “Yes,”
indicate which of the following was the family income imit for eligibility for discounted care: 3b | v
0 200% O 250% 300% [1350% (J400% [JOther %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part Vi the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used |
an asset test or other threshoid, regardless of income, as a factor in determining eligibility for free or |
discounted care. f
4  Did the organization's financial assistance policy that applied to the largest number of its patients during the |
tax year provide for free or discounted care to the “medically indigent™? . . . 4 |v
Sa Did the organization budget amounts for free or discounted care provided under its financial aSS|stance pollcy dunng the tax year? S5a | v
b If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? . 5b v
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 or discounted care? .o 5¢
6a Did the organization prepare a community benefit report during the tax year? 6a | v
b If “Yes,” did the organization make it availabie to the public? . 6b | v
Complete the following table using the worksheets provided in the Schedule H |nstruct|ons Do not submlt
these worksheets with the Schedule H.
7  Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b) Persons {c) Total community | (d) Direct offsetting | (e) Net community () Percent
Means-Tested Government Programs progar:trlr‘\l;h(%; g(r) naf (Os&%?‘gl) benefit expense revenue benefit expense e(:(f ptgrt‘:le
a Financial Assistance at cost (from
Worksheet 1} 443,296 443,296 022
b  Medicad (from Worksheet 3, column a) 22,389,289 12,958,715 9,430,574 467
C Costs of other means-tested
government programs (from
Worksheet 3, column b) 0 000
d Total. Financial Assistance and
Means-Tested Government Programs 0 0 22,832,585 12,958,715 9,873,870 489
Other Benefits
€ Community health lmprovemefnl
Soeratore (romorkehest &) 846,726 102,932 743,794 037
f Health professions education
{from Worksheet 5) 401,353 401,353 020
g Subsidized health services (from
Worksheet 6) 287,637 100,000 187,637 009
h Research (from Worksheet 7) 4,189 4,189 000
i  Cashand in-kind contributions
for commuruty benefit (from
Worksheet 8) 44,622 * 44,622 002
i Total. Other Benefits 0 0 1,584,527 202,932 1,381,595 068
k Total. Add lines 7d and 7| 0 0 24,417,112 13,161,647 11,255,465 557

For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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Schedule H (Form 990) 2018

Page 2

Part il 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 building activities promoted the
health of the communities it serves.

(a) Number of | (b) Persons | (c) Total community | (d) Direct offsetting (e) Net community {f) Percent of
activities or served buitding expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing 0 000
2  Economic development 0 000
3  Community support 1,222 1,222 000
4  Environmental improvements 0 000
5 Leadership development and training
for community members 1,430 1,430 000
6  Coalition building 2,374 2,374 000
7 Community health improvement advocacy 3,370 3,370 000
8  Workforce development 83,910 83,910 004
9  Other 0 000
10  Total 0 0 92,306 0 92,306 005
XX Bad 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 1|V
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 8,126,496 °
3  Enter the estimated amount of the organization’s bad debt expense attributable to ‘
patients eligible under the organization’s financial assistance policy. Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale, If any,
for including this portion of bad debt as community benefit. . 3
4  Provide in Part VI the text of the footnote to the organization’s flnanCIal statements that describes bad debt l
expense or the page number on which this footnote 1s contained in the attached financial statements. .
Section B. Medicare
5 Enter total revenue received from Medicare (including DSH and IME) 5 18,949,809 |
6  Enter Medicare allowable costs of care relating to payments on line 5 . 6 19,560,368
7  Subtract ine 6-from line 5. This is the surplus (or shortfall) . . |7 (610,559)
8 Describe In Part VI the extent to which any shortfall reported in hne 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used-
(O Cost accounting system Cost to charge ratio ] Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? 9a | v
b If“Yes,” did the organization's collection policy that applied to the largest number of its patients during the tax year contam prowsnons
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI 9 | v

Part IV Management Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians—see nstructions)

(a) Name of entity

{b) Description of primary
activity of entity

(c) Organization's
profit % or stock
ownership %

(d) Officers, directors,
trustees, or key
employees’ profit %
or stock ownership %

(e) Physicians’
profit % or stock
ownership %

O N[O |G| [N |

©

-
o

-
-

-
N

-t
(&)
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Schedule H (Form 990) 2018 Page 3

XX Facility information

Section A. Hospital Facilities
(hst in order of size, from largest to smallest—see instructions}

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

endsoy pasuasn
[ewdsoy s uaipiy)
Eudsoy Buiyoes
Aoy yoreasey
sinoy p2-43
BYI-43

[eudsoy 53028 [eoNuy

Facility
reporting
group

Name, address, prmary website address, and state license number
(and f a group return, the name and EIN of the subordinate hospital
organization that operates the hospital facility) Other (descnbe)

1 ST AGNES HOSPITAL A
430 E DIVISION STREET, FOND DU LAC, Wi 54935
HTTPS //IWWW AGNESIAN COM/LOCATIONS/ST-AGNES /
-HOSPITAL STATE LICENSE NO 120

[eaibuns g [eoIpaw [eisUBY)

\
AN

10
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Schedule H (Form 990) 2018 Page 9
Facility Information (continued)

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

(hst 1n order of size, from largest to smallest)

How many non-hospital health care faciities did the organization operate during the tax year? 3

Name and address Type of Facility (describe)

1 FOND DU LAC REGIONAL CLINIC OUTPATIENT PHYSICIAN CLINIC
420 E DIVISION STREET '
FOND DU LAC, WI 54935

2 CONSULTANTS LAB OF WISCONSIN, LLC [ABORATORY AND TESTING
430 E DIVISION STREET
FOND DU LAC, WI 54935

3 AGNESIAN HEALTHCARE ENTERPRISES, LLC PHARMACEUTICALS, HOME HEALTH, AND
430 E DIVISION STREET MEDICAL SUPPLIES
FOND DU LAC, WI 54935

4

10

Schedule H (Form 990) 2018
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Schedule H (Form 990) 2018

Page 4

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)

Name of hospital facility or letter of facility reporting group A

Line number of hospital facility, or line numbers of hospital

facilities in a facility reporting group (from Part V, Section A): 1
Yes | No
Community Health Needs Assessment B ]
1 Was the hospital facility first icensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year?. .o 1 v
2 Was the hospital facility acquired or placed into service as a tax- exempt hospltal in the current tax year or
the immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C 2 v
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If “No,” skip to ine 12 . .. 31|v
If “Yes,” indicate what the CHNA report describes (check all that apply): |
a A definition of the community served by the hospital facility “
b Demographics of the community |
c Existing health care facilities and resources within the community that are available to respond to the |
health needs of the community ;
d How data was obtained ‘
e The significant health needs of the community
f Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community heaith needs and services to meet the
community health needs
h The process for consulting with persons representing the community’s interests
i The impact of any actions taken to address the significant health needs identified in the hospital
facility’s prior CHNA(s)
j [0 Other (describe in Section C)
4  Indicate the tax year the hospital facility last conducted a CHNA 20 18
5  In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise In public health? If “Yes,” describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted 5 | v
6a Was the hospital faciity’'s CHNA conducted with one or more other hospital facilities? If “Yes," list the other
hospital facilities in Section C .o . . 6a | v
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospltal facmtles? If “Yes
list the other organizations in Section C . 6b | v
7  Did the hospital facility make its CHNA report widely avallab|e to the publlc? 7|V
If “Yes,” indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility’s website (list url): (SEE STATEMENT)
b Other website (iist url): HTTPS /IWWW SSMHEALTH COM/ABOUT/CHNA
¢ [ Made a paper copy available for public inspection without charge at the hospital facility
d [J Other (describe in Section C)
8 Did the hospital faciity adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If “No,” skip to line 11 8 | v
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 2018 . ]
10 Is the hospital facility’s most recently adopted implementation strategy posted on a website? 10| v
a If “Yes,” (st url): HTTPS /WWW SSMHEALTH COM/ABOUT/CHNA - |
b If “No,” is the hospital facility’s most recently adopted implementation strategy attached to this return? 10b
11 Describe in Section C how the hospital facility 1s addressing the significant needs identified in its most '
recently conducted CHNA and any such needs that are not being addressed together with the reasons why ,
such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facrllty’s failure to conduct a
CHNA as required by section 501(1)(3)? . . .o 12a v
b If “Yes” to line 12a, did the organization file Form 4720 to report the sectlon 4959 excise tax? . 12b
¢ If “Yes” to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form ‘
4720 for all of its hospital facilities? $

Schedule H (Form 990) 2018
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Schedule H (Form 990) 2018

Facility Information (continued)
Financial Assistance Policy (FAP)

Page 5

Name of hospital facility or letter of facility reporting group A

39-0807236

Yes [ No
Did the hospital facility have in place during the tax year a wntten financial assistance policy that: |
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? | 13 | v
If “Yes,” indicate the eligibility criteria explained in the FAP: |
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free careof 1 6 5 %
and FPG family income imit for eligibility for discounted careof 3 ¢ 0 %
b Income level other than FPG (describe in Section C) -
c Asset level
d Medical indigency ‘
e Insurance status ]
f Underinsurance status
g Residency
h Other (describe in Section C}
14  Explained the basis for calculating amounts charged to patients? 14 | v
15  Explained the method for applying for financial assistance? e 15| v
If “Yes,” indicate how the hospital facility’s FAP or FAP appllcatlon form (lncluding accompanying
instructions) explained the method for applying for financial assistance (check all that apply):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d Provided the contact information of nonprofit orgamzatlons or government agencies that may be
sources of assistance with FAP applications
e [ Other (describe in Section C)
16  Was widely publicized within the community served by the hospital facility? . 16 | v
If “Yes,” indicate how the hospital facility publicized the policy (check all that apply): N
a The FAP was widely available on a website (list url): (SEE STATEMENT) ‘
b The FAP application form was widely available on a website (list url)’ (SEE STATEMENT) [
c A plain language summary of the FAP was widely avallable on a website (list url): (SEE STATEMENT)
d The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
e The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
f A plain language summary of the FAP was available upon request and without charge (in publc
locations in the hosptal facility and by mail)
g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by 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
h Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i The FAP, FAP application form, and plain language summary of the FAP were translated into the
prnmary language(s) spoken by Limited English Proficiency (LEP) populations
i [0 Other {describe in Section C)
Schedule H (Form 990) 2018
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Schedule H (Form 990) 2018 Page 6
Facility Information (continued) _
Billing and Collections
Name of hospital facility or letter of facility reporting group A
Yes | No
17  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital faculity or other authorized party
may take upon nonpayment? e e .o e 17| v
18 Check all of the following actions against an individual that were permltted under the hospital facility’s )
policies during the tax year before making reasonable efforts to determine the individual’s eligibifity under the
facility’s FAP:
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 [] Actions that require a legal or judicial process
e [ Other similar actions (describe in Section C)
f None of these actions or other similar actions were permitted
19 Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual’s eligibility under the facility’s FAP? . 19 v
If “Yes,” check all actions in which the hospital facility or a third party engaged: [
a [J Reporting to credit agency(ies)
b [J Selling an indwvidual's debt to another party
¢ [ 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 f
d [ Actions that require a legal or judicial process
e [J Other similar actions (describe in Section C) ‘
20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or
not checked) in line 19 (check ali that apply).
a Provided a wnitten notice about upcoming ECAs (Extracrdinary Collection Action) and a plain language summary of the
FAP at least 30 days before initiating those ECAs (if not, describe in Section C)
b Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section C)
c Processed incomplete and complete FAP applications (if not, describe in Section C)
d Made presumptive eligibility determinations (if not, describe in Section C)
e [ Other (describe in Section C)
f [ None of these efforts were made
Policy Relating to Emergency Medical Care
21 D 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 discrmination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility’s financial assistance policy? 21| vV
If “No,” indicate why: .
a [J The hospital facility did not provide care for any emergency medical conditions
b [ The hospital facility’s policy was not in writing
¢ [ The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d [ Other (descnbe in Section C)
Schedule H (Form 990) 2018
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Schedule H (Form 990) 2018

Page 7

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 A

22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a [ The hospital facility used a look-back method based on clams allowed by Medicare fee-for-service
during a prior 12-month penod
b [0 The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay clams to the hospital facility during a prior 12-month period
[ The hospital facility used a look-back method based on clams allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d [ The hospital facility used a prospective Medicare or Medicaid method
23  During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? . . e e
If “Yes,” explain in Section C.
24  During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? .o
If “Yes,” explain in Section C.

Yes | No
}
|
|
‘ v
[
23 v
' |
24 v
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| OMB No 1545-0047

SCHEDULE J Compensation Information

{Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 2@ 1 8
Compensated Employees
» Complete if the organization answered “Yes” on Form 990, Part IV, line 23.
» Attach to Form 990.
Department of the T .
|nf§,?,a|m;:ve%ue%e:ss;séury » Go to www.irs.gov/Form990 for instructions and the latest information, Inspection

Name of the organization Employer identification number
AGNESIAN HEALTHCARE INC 39-0807236
Questions Regarding Compensation

Open to Public

1a Check the appropnate box(es) If the organization provided any of the following to or for a person listed on Form
990, Part VI, Section A, line 1a. Complete Part Ill to provide any relevant information regarding these items
[ First-class or charter travel O Housing allowance or residence for personal use
[ Travel for companions [J Payments for business use of personal residence
[0 Tax indemnification and gross-up payments [J Health or social club dues or initiation fees
[ Discretionary spending account [(J Personal services (such as maid, chauffeur, chef)

b If any of the boxes on line 1a are checked, did the organization tollow a written policy regarding payment .
or reimbursement or provision of all of the expenses described above? If “No,” complete Part Il to
explan. . . e e e e e e e e 1b

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked on line
187 . . e e e e e s e e e e 2

3 Indicate which, If any, of the following the filing organization used to establish the compensation of the
organization's CEQ/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part Ill.

(] Compensation committee Written employment contract
Independent compensation consultant [¥] Compensation survey or study A
(J Form 990 of other organizations [¥] Approval by the board or compensation committee

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

a Receive a severance payment or change-of-control payment? . . . o 4a v
Participate In, or receive payment from, a supplemental nonqualfied retnrement plan’7 Coe R 4b | v
¢ Participate in, or receive payment from, an equity-based compensation arrangement? . . . 4c v

If “Yes” to any of hnes 4a-c, list the persons and provide the applicable amounts for each item in Part III

o

Only section 501(c)(3), 501(c}(4), and 501(c}(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization? e e e e e e e e e 5a v
b Any related organization? . .o G . e e 5b v
If “Yes” on line 5a or 5b, describe in Part III : ‘

6 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: ,

a Theorganmzation? . . . . . . . . . . .. 6a v
b Any related organization? .. e e e e e e C e e 6b v
If “Yes” on line 6a or 6b, describe in Part III

7  For persons listed on Form 990, Part VIi, Section A, line 1a, did the organization provude any nonfixed
payments not described on lines 5 and 67 If “Yes,” descnbe in Part Il . . . . .. e e e 7 v
8  Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject

to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If “Yes,” describe
nPartlll . . L L L e e e e e e e s e 8 v

9 |If “Yes” on line 8, did the organization also follow the rebuttaple presumption procedure described in
Regulations section 53.4958-6(c)? . . . . . . . . . . . . ..o Lo o0 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50053T Schedule J (Form 990) 2018

12/11/2019 9:47:55 AM 49 2018 Return Agnesian Healthcare Inc
39-0807236
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SCHEDULE L Transactions With Interested Persons | _OMBNo 1545-0047

{Form 990 or 990-EZ)| » Complete if the organization answered “Yes” on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 2@ 1 8
28b, or 28c, or Form 280-EZ, Part V, line 38a or 40b.

Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open To Public
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection .
Name of the organization Employer identification number

AGNESIAN HEALTHCARE INC 39-0807236

Excess Benefit Transactions (section 501(c)(3), section 501(c){4), and 501(c}{29) organizations only).
Complete If the organization answered “Yes” on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.

d) C ted?
(b) Relationship between disqualified person and (c) Description of transaction {d) Correcte
organization Yes | No

1 (a) Name of disqualified person

(1)
(2)
(3
(4)
(5)
(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year
undersection4958. . . . . . . . . . 0 L L L 0 0 0 s e s e e s s g

3  Enter the amount of tax, if any, on line 2, above, reimbursed by the organizaton . . . . . . . . » §

Part Il Loans to and/or From Interested Persons.
Complete If the organization answered “Yes” on Form 990-£Z, Part V, line 38a or Form 990, Part |V, line 26; or if the
organization reported an amount on Form 890, Part X, line 5, 6, or 22.

{a) Name of interested person | {b) Relationship | {c) Purpose of (d) Loan to or {e) Onginal (f) Balance due }(g) In defauit?] {h) Approved | (i) Written
with organization {foan from the princtpal amount by board or | agreement?
organization? committee?

To From Yes | No | Yes [ No [ Yes | No

(1
(2)
3)
4
(5)
(6)
(0]
8
9)
(109)
Total . . . . . . . . . . .. . ... ..., ..»§ NREEE Y B

Part lll Grants or Assistance Benefiting Interested Persons.
Complete If the organization answered “Yes” on Form 920, Part IV, line 27.

(a} Name of interested person {b) Relationship between interested |{c} Amount of assistance {d) Type of assistance (e) Purpose of assistance
person and the organization

(1
2
)
4
(5)
(6)
(7)
(8
9
(10)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat No 50056A Schedule L (Form 990 or 990-EZ) 2018

N




Schedule L (Form 990 or 990-EZ) 2018

Page 2

31adl"  Business Transactions Involving Interested Persons.

Complete If the organization answered “Yes” on Form 990, Part IV, ine 28a, 28b, or 28c.

(a) Name of interested person (b) Relationship between {c) Amount of (d} Description of transaction {e) Sharing of
interested person and the transaction organization's
organization revenues?
Yes | No
{1} cD SMITH CONSTRUCTION SEE PART V 3,362,546/CONSTRUCTION SERVICES v
{2) FOND DU LAC REGIONAL CLINIC SC___|SEE PART V 53,567,743|PHYSICIAN SERVICES v
(3) HOLIDAY AUTO SEE PART V 206,003|SALES & SERVICE TO VEHICLES v
4
{5)
(6)
7
(8)
(9)
(10)

Supplemental Information.

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

PART IV, LINE 1, COLUMN B: WAYNE MATZKE, DIRECTOR/OFFICER, IS ON BOARD OF DIRECTORS OF INTERESTED PERSON

PARI IV, COLUMN B, FOND DU LAC REGIONAL CLINIC SC OWNERS”

IHE FOLLUWING DIRECIORS LISTED ON FORM 990, PART VII, ARE

Schedule L (Form 990 or 990-EZ) 2018



OMB No 1545-0047

SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 990 or 990-E2) OO o 940 o $80-E2 of o provids any addiuonal mformaton 2018

Department of Treasury Intemal » Attach to Form 990 or 990-EZ

Revenue Servica i » Go to www irs gov/Form990 for the latest information Open to Public Inspection

Employer Identification Number

Name of the Organization
AGNESIAN HEALTHCARE INC 39-0807236

Return Reference - Identifier Explanation
FORM 990, PART |, LINE 1 - HONORING THE SACREDNESS AND DIGNITY OF ALL PERSONS AT EVERY STAGE OF LIFE WE ARE
BRIEF MISSION ROOTED IN THE HEALING MINISTRY OF THE CATHOLIC CHURCH
\
12/11/2019 9:47:55 AM 62 2018 Return Agnesian Healthcare Inc

39-0807236
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