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EXTENDED TO MAY 15, 2020
Return of Organization Exempt From Income Tax ‘;’6‘?&’

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Cade {excepl private foundations)
P> Da not enter social security numbers en this farm as it may be made public Open to Public
\ Inspactian

P Go to www irs gow/Form990 for instructions and the latest information
LY
A For the 2018 calendar year, or tax year begiming  JUL 1, 2018 andendng JUN 30, 2019

om 990

Depariment of the Treazuy
Internat Revenue Seivice

B Chackit C Name of organization D Employer identification number
applicable
[ J%ne | JAVON BEA HOSPITAL
changs | Daing business as 36-2167847 i
ohurm Number and streat {or P O box 1f mal 15 not delivered to sirest address) Reanv/surte | E Telephone number
ity 2400 N ROCKTON AVE 815.971.5000
mod" Cily or fown, slate or province, country, and ZIP or foreign postal code G_Gross recaipls § 726,871,769,
ran*¢| ROCKFORD , 1L 61103 H{a) Is this a group return
(18R | F Name and address of pnncipal officer JAVON BEA for subordinates? [ Ives No
penems | aAME AS C ABOVE fJLO? Hib) evs all subarciinates Inctudgea? L1 Yes [ No
i Tax exempl stalus 5H{ch3) |:| h(1{e) ( ) (insertno} |:] 4947(a)(1) or 27 i No," attach alist {see instructions)
J Website p WWW . MERCYHEALTHSYSTEM.ORG Hic} Group exemption number P

K_Form of organization Corporation | | Trust | "] Association | ] Otier B>

LYear of tormation 1 8 8 3| m State of legal conveile I
[ Part | Summary i

o| 1 Brofly describe the organization's misston or most signiicant activities TO Ilj.\{PROVE AND PROTECT THE
- 2 HEALTH AND WELFARE OF THE COMMUNITY IN ACCORDANCE WITH CUR MISSION,
E 2 Check this hox P [ lifthe orgamzation discontnued I1ts operations
% 3 Number of voling members of the goverming body {Part VI, Ine 1a) . 8
g 4  Mumber of Independent voting members of the governing body (Part Vi I D) 4 6
@l 5 Total number of Indiiduals employed in calendar year 2018 {Part V, line 2 % MAY 2 0 2020 5 2637
€| 6 Total number of volunteers {estimate If necessary) ol 16 579
5| 7a Total unrelated business revenue from Part VIIL, column {C) line 12 g 7a 233,450,
< b Net unrolated business taxabte income from Form 990 T, line 38 W_OGDEN'TUT 7b 0.
Prior Year Current Year
8 Contnbutions and grants (Part VIII, ine 1h) 2,771,934, 1,750,888,
% 9 Program service revenue {Part VIll, fine 2g) 375,928,120.| 421,589,710,
z| 10 1nvestment incore (Part Vill, colunin (A}, knes 3, 4, and 7d) 7,745,138. 11,453,102,
= 11 Other revenue (Par VilI, column (A}, ines 5, 62, 8¢, ¢, 10¢, and 11¢e) 1 ’ 661 P 450. 20 .64 8 f 963.
12 Tolal revenue add lines B through 11 {mus! equal Part VIil column (&) line 12) 388,106,647.] 455,482,6483.
13 Grants and simifar amounts paid (Part IX, column (4}, ines 13) 660,570. 837,7178.
; 14 Benefits paid Lo or for members (Part X, column (A}, ine 4) 0. 0.
S g| 15 Salanes other compensation, employes benefils {Part IX, column (4), lines  10) 144,767,360.] 164,386,701,
o 21 16a Profossional fundraising fees (Part IX, colurmn (4), ine 11e} 0. 0.
= a b Total fundraising expensas {Parl IX, column (D), Iine 25} » .
> | 47 Otnar expenses (Part IX, column {4), ines 11a 11d 11f24e) 183,732,940.1 225,866,638,
=T 18 Total expenses Add hines 13 17 {nust equal Part IX, column (A}, lne 25) 329,160,870.1 391,091,117.
= 19 HRevenue luss expenses Sublract Iine 18 from line 12 58,945,777. 64,391,546,
T ‘55 Bepsnning of Cyrrent Year End of Year
S 8520 Toulassets (pantx e 19 872,885,310.| 822,670,153,
> Eﬂt: 21 Total kabilities {Part X, ine 26) 641,360,967.| 629,680,563.
{ 5.',5 Net assets or fund balances Subtract ne 29 from hne 20 23 1 f 524 ’ 343.} 192 ] 989 . 590.
(¥ [Parill [Signature Block
Y Under penalties of pergy, Tteelare that | have exarimed tis return, meluding accompanying sehedules and staterents, and to 1he best of my knowledge and belisl, 1 15
1ry2, gorragt, and commanon of preparer (athd n ofticer) is based on all mtormation of which preparer has any knowledge,
N _ j 5 [g]2620
Sign Slgnauyﬂ' offlcel’ Date '
Here JAV BEA, PRESIDENT/CEQ
» Type ofghint name and bille
Prinl/Type preparer s name Proparer’s SIQnalure ., 7 e o o Date r“"*“ [ | PN
Paid TROY E., MARINE, CPA TROY E. MARINE, CPA 05/02/20 sel[cmn!u i 00187863
Prepares | Nrm's name g BAKER TILLY VIRCHOW KRAUSE, LLP__ FrmsENp 39-0859910 ﬂ
Use Only | Firin's address p 500 MIDLAND COURT, PO BOX 8130
JANESVILLE, WI 53547-8130 Phoneno 608 .752.5835

May the RS discuss this relurn with the proparer shown above? {see inslructions) ! Yes [:] No
sazo01 1z-3t-18  LHA For Paperwork Reduction Act Notice, see the separate instructions Form 990 (2018)
SEE SCHEDULE O FOR ORGANIZATION MISSION STATEMENT CONTINUATION
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Forrm 990 {2018) JAVON BEA HOSPITAL 36-2167847 page2
| Part lll | Statement of Program Service Accomplishmentis
Check if Schedule O contains a response or note to any line in this Part |1
1  Brelly describe the organization's mission

THE MISSION OF JAVON BEA HOSPITAL IS "EXCEPTIONAL HEALTH CARE SERVICES
WITH A PASSION FOR MAKING LIVES BETTER". WITH A VISION OF QUALITY -
EXCELLENCE IN PATIENT CARE, SERVICE - EXCEPTIONAL PATIENT AND CUSTCOMER
CARE, PARTNERING - BEST PLACE TO WORK AND COST - COST-EFFECTIVE CARE

2 Did the orgamization undertake any significant program services during the year which were not listed an the

prior Form 990 or 990 E27 [ Jves No
If "Yes describe these new services on Schedule O
3  Dudthe organization cease conducting or make significant changes in how it conducts, any program services? [:]Yes No

i "Yes describe these changes on Schedule O

4  Descnbe the organization’s program service accomphshments 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 allecations to others, the total expenses, and
revenue, If any, for each program service reported

4a  {Coce ) {Expenses 3 2 l 0 ' 31 8 ’ 5 0 5 * _in.luding grants of § ) (Flevanues 2 5 6 ¥ 3 9 6 ’ B 0 5 . )
JAVON BEA HOSPITAL (JBH) IS A NOT-FOR-PROFIT CHARITABLE HEALTHCARE
INSTITUTION THAT FUNCTIONS TN ACCORDANCE WITH ALL APPLICABLE LAWS AND
REGULATIONS. IN THE CQURSE OF OPERATIONS, JBH IS COMMITTED TO PROVIDE
SUPERIOR CARE, EVERYDAY, FOR ALL ITS PATIENTS. JBH IS A 288-BED
REGIONAL REFERRAL HOSPITAL WHICH INCLUDES A LEVEL I TRAUMA CENTER,
LEVEL IIT NECONATAL INTENSIVE CARE UNIT AND THE REGICON'S ONLY PEDIATRIC
INTENSIVE CARE UNIT. IN FISCAL YEAR 2015, PATIENT CARE WAS RENDERED TO
11,503 INDIVIDUALS WHQ PRESENTED THEMSELVES FOR SERVICE INCLUDING 2,413
DELIVERIES AND 2,594 INPATIENT SURGERIES ALQONG WITH SUPPORTING 47,161
EMERGENCY ROOM VISITS.

4b (Code )[Expansess 1 0 l I 972 I 1 61 . including granls of 8 ) (Ravanuas 16 3 ’ 5 2 9 I 749 . }
JAVON BEA HOSPITAL IS DESIGNATED BY THE ILLINOIS DEPARTMENT OF PUBLIC
HEALTH AS THE DISASTER POD HCSPITAL FOR THE NORTHERN IL EMS REGIQN. AS
A LEVEL T TRAUMA CENTER, JBH PROVIDES PATIENT CARE, DIAGNOSTIC AND
THERAPEUTIC SERVICES 24/7 TO ALL WHO PRESENT THEMSELVES FOR SERVICE. IN
FISCAL YEAR 2019, THAT INCLUDED 1,702 VISITS TO THE SLEEP LAB, 94,519
DIAGNOSTIC RADIOLOGY PROCEDURES, 2,878 RADIATION ONCOLOGY TREATMENTS,
45,963 CARDIAC PROCEDURES OR TESTS, 8,219 VISITS TO THE PAIN CLINIC,
—  AND 210,352 RESPIRATQORY THERAFY TREATMENTS. THRQUGH THE QUTREACH
SERVICES OF ROCKFORD HEALTH MEDICAL LABORATORIES (RHML), JBH HAS
PROVIDED TIMELY AND RESPONSIVE LAB SERVICES TO OTHER HOSPITALS,
PHYSICIANS' OFFICES, AND GOVERNMENT AGENCIES, WHILE THE IN-HQOUSE
LABORATORY PROVIDES TESTING FOR ALL WHO PRESENT THEMSELVES AT THE
4c (Codo )(Expense:$ 14,305,836- including grants ol & 677;468- ) (Ravenuas 1,170,880- )
JBH HAS PROVIDED HEALTH EDUCATION AND OUTREACH IN A VARIETY OF FORMS
WITHIN THE ELEVEN COUNTY AREA THAT INCLUDES SEVERAL SCHOOL
PARTNERSHIPS, MENTORING, HFALTH PROGRAMS, TEACHING, JOB SHADOWING AND
VOLUNTEERING. JBH HOSTS SUPPORT GROUPS, TRAINING CLASSES, AND LECTURE
SERIES FOR HEALTH AND SAFETY RELATED TOPICS. EMPLOYEES STAFF COMMUNITY
HEALTH FAIRS AND OPEN HEALTH SCREENINGS. IN A PROGRAM JOINTLY SPONSORED
WITH RONALD MCDONALD CHARTTIES, JBH STAFFS THE CAREMOBILE WHICH
PROVIDED 254 HEALTH AND DENTAL CHECKUPS AND BASIC HEALTH SERVICES TO
205 UNDERINSURED AND UNINSURED CHILDREN. JBH ALSO PROVIDES LANGUAGE
ASSISTANCE TC PATIENTS AND THEIR FAMILIES WHO NEED TO COMMUNICATE WITH
MEDICAL PERSONNEL FQR TREATMENT AND MEETING SPACE FOR VARIOUS MEDICAL
AND SOCIAL SERVICE SUPPORT GROUPS. FUNDS WERE ALSO USED TO SUPPORT

4d Other program services (Describe in Schedule O )

(Emess 987,233- meluding granls ol & 160,310-) [Revenua 5 259,350-)
4e Total program service expenses p 327,583,735,
Form 990 (2018)
832002 12 31 18 SEE SCHEDULE O FOR CONTINUATION(S)
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Form 990 (2018) JAVON BEA HOSPITAL 36-2167847  Paged
[ Part IV | Checklist of Required Schedules

Yes | No
1 Isthe orgamzation described in section 501(c)(3) or 4947(a)(1) (other than a pnivate foundation)?
If Yes, complete Scheduls A 1 | X
2 Is the organmizalion required to complete Scheduie B, Schedule of Contributors? 2 X
3 Did the organization engage in direct or indirect palitical campaign activities on behalf of or in opposition to candidates for
public office? Jf Yes,' complete Schedule C, Part | 3 X
4  Sechion 501{c)(3) arganizations Did the organrzation engage in lobbying activities, or have a section 501(h) election in effect
during the tax year? if "Yes, complete Schedule C, Part if 4 | X
5 Is the orgamization a section 501 (c){4), 501(c)(5), or 501(c)(6) organization that receives membership dues, assessments, ot
similar amounts as defined in Revenue Procedure 88 197 jf "ygg,' complele Schedule C Part il 5 X
6 [id the organization maintain any denor advised funds or any similar funds or accounts for which donors have the nght to
provide adwice on the distrbution or investment of amounts in such funds or accounts® ff Yes,' complete Schedule D, Part | 5] X
7 Did the crganization receive or hold a conservation easement including easements to preserve open space,
the environment, histonc land areas, or histonc structures? i *Yes, * complete Schedule D Part Il 7 X
8 Did the organization maintain collections of works of art, histoncal treasures, or other similar assets? jf 'Yes," complete
Schedule D, Part i} 8 X
9 Did the orgamization report an amount in Part X, Iine 21 for escrow or custodial account liability, serve as a custodian for
amounts not listed in Part X, or provide credit counseling, debt management, credit repain or debt negotiation services?
If "Yes, complete Schedule D, Part IV 9 X
10 [nd the organization, drectly or through a related organization, hold assets in temporanly testricted endowments permanent
endowments, or quasi endowments? (f 'Yes,' complete Schedule D, Part V 10 | X,
11 Ifthe organization's answer to any of the following guestions 1s "Yes," then complete Schedule D Parts VI VIl VI, IX, or X
as applicable
a Did the organization report an amount for land, buildings, and equipment in Part X, ine 107 (f *Yes, " complete Schedule D
Part Vi 1a| X
b Did the crganization report an amount for Investments - other secunities in Part X, lIine 12 that 1s 5% or more of its total ’
assets reported in Part X, hne 162 jf Yes, " complele Schedule D Part Vil 11b X
¢ Did the organization report an amount for Investments - program related in Part X, ine 13 that 1s 5% or more of its total
assets reported in Part X, ne 162 jf Yes, " complete Schedute D, Part Vill 11c X
d Did the organization report an amount for other assets in Part X, lne 15 that 15 5% or more of its total assets reported In
Part X, ine 167 if Yes, " complete Schedute D, Part IX 11d X
e Did the organization report an amount for other liabiities n Part X, ine 252 jf "Yes, " complate Schedule D, Part X 11e | X
f Did the organization s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization s llability for uncertan tax positions under FIN 48 (ASC 740)? if "Yes," complete Schedule D, Part X 11f X
12a Did the organization obtain separate independent audited financial statements for the tax year? { ves," complete
Schedule D, Parts X! and Xli 12a p:4
b Was the organization included in consolidated independent audited financial statements for the tax year?
If "Yes, and if the organizaton answered "No  to line 123, then completing Schedule D, Paris Xl and Xil s aptional 126 | X
13 Is the organization a school described in sectton 170(b)(1) A7 if 'Yes, compiete Scheduie E 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? 14a X
b Did the organization have aggregale revenues or expenses of more than $10,000 from grantmaking, fundraisng business,
nvestment and program service activities outside the United States or aggregate foreign investments valued at $100,000
or more? jf *Yes, compiele Schedule F Parts | and IV 14b | X
15 Did the orgamization report on Part X column {4) Iine 3 more than $5,000 of grants ot other assistance to or for any
foreign organization? #f * Yes," complete Schedule F, Parts It and IV 15 X
16 Dud the organization report on Part IX, column {A), ine 3, more than $5,000 of aggregate grants or other assistance 1o
or for foreign indviduals? i Yes, " compiete Schedule F, Parts il and v 16 X
17  Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part 1X,
columnn {A), hnes B and 11e? Jf "Yes, " complete Schedule G, Part | 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contnbutions on Part VI, ines
1c and 8a? {f Yes " complste Schedule G, Part If 18 X
19 Did the organization repott more than $15,000 of gross income from garming aclivities on Part VIl line 9a? j7 "veg "
compiete Schedule G, Part il 19 X
20a Did the organization operate one or more hospital facilities? jf "Yes, complete Schedule H 20a| X
b If'Yes toline 20a, did the organization attach a copy of its audrted financial statements to this return? 20n | X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A IIne 1? 4 * Yes " complete Schedule | Parts ¢ and it 21 X
832003 12 31 18 Form 990 (2018
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Form 990 (2018) JAVON BEA HOSPITAL 36-2167847 page 4
[Pant IV | Checklist of Required Schedules S (continuad)
Yes [ No
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic sndividuals on
Part IX column (A), hne 2? 1 'Yes, " complete Schedule !, Parts | and it 22 X
23 Dnd the organization answer Yes' to Part VI, Section A, line 3, 4, o1 5 about compensation of the organization s gurrent
and former officers, directors, trustees key empioyees, and highest compensated employees? f "Yes," complete
Schedule J 23 | X
24a Ihd the organization have a tax exempl bond rssue with an cutstanding pnincipal amount of more than $100,000 as of the
last day of the year that was 1ssued after December 31 20027 r Yes, " answer lines 24b through 24d and complete
Schedule K If No, go to hne 25a 24a X
b [hd the orgarization invest any proceeds of tax exempt bonds beyond a temporary period exception? 24b
¢ Did the organization mamntan an escrow account other than a refunding escrow at any ime dunng the year to defease
any tax exempt bonds? 24¢
d Did the organization act as an "on behalf of " 1ssuer for bonds outstanding at any ime during the year? 24d
25a Sechon 501(c)(3), 501(c){4), and 501(c}{29) orgamzations Did the organization engage in an excess benefit
transaction with a disqualified person during the year? if- Yes, " complete Schedule L, Part ! 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person In a prior year, and
that the transaction has not been reported on any of the organization s pnor Forms 990 or 990 EZ? 11 ves," complete
Schedule L, Part | 25h X
26 Did the organization report any amount on Part X line 5, 8, or 22 for recevables from or payables to any current or
former officers, dnectors, trustees, key employees, ighest compensated employees, or disqualified persons? 7 Yes,"
complete Schedule L, Part If 26 X
27 Did the organization provide a grant or other assistance o an officer, director trustee, key employee substantial
contributor or employee thereof, a grant selection committee member, or to a 35% controlled entity or farmily member
of any of these persons? Jf "Yes," complete Schedule L, Part il 27 X
28 Was the organization a parly to a business transaction with one of the following parties (see Schedule L, Pari IV
nstiuctions for applicable filing thresholds conditions, and exceptions)
a Acurrent or former officer, director, trustee, or key employee? If Yes," compiete Schedule L, Part 1V 28a X
b Atfamily member of a current or former officer director, trustee, or key employee? jf "ves " complete Schedule L, Part iV 28b X
¢ An entity of which a current or former officer, duector, trustee or key employee {or a family member thereof) was an ofiicer
director trustee, or direct or indirect owner? /¥ Yes, " compiele Schedute L, Part IV 28c X
29 nd the organization receive more than $25 000 in non-cash contrbutions? f# ' Yes, " complete Schedule M 29 X
30 Dnd the argamization receive contnibutions of art histonical treasures, or other sinilar assets, or qualified conservation
contnbutions? jf “Yes, " complete Schedule M 30 X
31 [Did the organization hquidate, terminate, or dissolve and cease operations?
If'Yes, complele Scheduie N, Part | a1 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? jf "yes, complete
Schedule N, Part it a2 X
33 Did the organization own 100% of an entity distegarded as separate from the organization under Regulations
sections 301 7701 2 and 301 7701 37 jf "Yes,' complete Schedule R, Part | a3 X
34 Was the organization related to any tax exempt or taxable entity? 1¥ Yes," complele Schedule R, Part it, Ill, or IV, and
Part V line 1 34 | X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? 36a| X
b If Yes'toine 35a did the organization receive any payment from or engage in any transaction with a controlled entity
within the meaning of section 512(b)(13)? i "ves, complete Schedule 8, Part V line 2 asb| X
36 Section 501{c)3) organizations Did the organization make any transfers to an exempt non chartable related organization?
If "Yes, complete Schedule R, Part V, ling 2 35 X
37 Did the organization conduct more than 5% of its activities through an entity that 1s not a related orgarnization
and that 15 treated as a par‘rnersh_lp for federal Income tax purpose_s’?T" ye;, " thﬁe Schedule B Part VI 37 X
38 Did the arganization complete Schedule O and provide explanations in Schedule G for Part VI, ines 11b and 197
Note Al Form 990 filers are required to complete Scheduie O ag | X
| Part V] Statements Regarding Other IRS Filings and Tax Compliance
Check If Schedule C contains a response or note to any line in this Part V |:|
Yes | No
1a Enter the number reported in Box 3 of Form 1096 Enter O if not applicable 1a 181
b Enter the number of Forms W 2G included in ine 1a Enter 0 if not applicable 1b 0
¢ [rd the organization comply with backup withhaolding rules for reportable payments to vendors and reporlable gaming
{gambling) winnings to prize winners? 1c | X

832004 12-31-18
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Form 990 {2018) JAVON BEA HOSPITAL 36-2167B47 pPageb
[Part V] Statements Regarding Other IRS Filings and Tax Compliance . inuen)

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 2637
b If at least one 15 reported on line 2a did the arganization file all required federal employment 1ax returns? 2b | X
Note if the sum of ines 1a and 2a 15 greater than 250 you may be required to g-fjle (see Instructions)
3a Dud the arganization have unrelated business gross income of $1,000 or more durng the year? 3a | X
b If "Yes hasitfiled a Form 990 T for this year? |f No" to iine 3b, provide an explanation in Schedle O b | X
4a Al any time duning the calendar year did the arganization have an interest in, or a signature or other authonty over a
financral account it a fereign country (such as a bank account, secunties account, or other financial account)? 4a | X
b K"Yes enter the name of the foreign country p BERMUDA
See instruchions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR)
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a X
b [d any taxable party notify the organization that it was or 1s a party to a prohibited tax shelter transaction? 5b X
¢ If "Yes" to lne 5a or 5b, did the organization file Form 8886 T? 5c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the organization sohcit
any contnbutions that were not tax deductible as chantable contnbutions? Ba X
b ¥ "Yes did the organization include with every solicitation an express statement that such contnbubions or gifts
were not tax deductible? &b
7 Organizations that may receive deduchble contributions under section 170{c)
a [hd the orgamzation recerve a payment in excess 01 575 made parlly as a contribution ang partly for goods and services provided lo the payor? | 7a X
b If "Yes did the orgamzation notity the donor of the value of the goods or services provided? 7b
¢ Did the organization sell exchange or otherwise dispose of tangible personal property for which it was required
to tile Form 82827 7c X
d )f"Yes indicate the number of Forms 8282 filed dunng the year | 7d |
e Did the organization receive any funds, directly or indirectly to pay premiums on a personal benefit contract? 7e X
f Dnd the argamization, during the year, pay prenuums, directly or indirectly, on a personal benefit contract? it X
g [f the crgamization received a contribution of qualihed intellectual property, did the organization file Form 8893 as required? 79
h If the orgamzation recerved a contnibution of cars boats airplanes, or other vehicles, did the organization file a Form 1098 C? 7h
8 Sponsoring organizations maintaining donor advised funds Did a donor advised fund mantained by the
spensoring organizahion have excess business holdings at any time during the year? 8
9 Sponsoring organtzations maintaining donor advised funds
a ©Dd the sponscring organization make any taxable distrtbutions under section 49662 9a
b Did the sponsernng organization make a distnbution to a donor, donor advisor, or related person? Sb
10 Section 501(c)(7) orgamzations Enter
a Imtiation fees and capital contnbutions Included on Part VL, Ine 12 10a
b Gross receipts, included on Form 990, Part VIl kne 12, for pubbc use of club facilities 10b
11 Section 501{c){12) organmizations Enter
a Gross income from members of shareholders 11a
b Gross income irom other sources (Do not net amounts due or paid to other sources against
amaunts due or received from them ) 11b
12a Sechtion 4947(a)(1) non-exempt charitable trusts Is the organization filng Form 990 in leu of Form 104172 12a
b If Yes' enter the amount of tax exempt interest received or accrued during the year 12b
13 Secthion 501(c){29) qualified nonprofit health insurance i1ssuers
a Is the arganization hcensed to 1ssue quabfied 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 Is required to mamntain by the states in which the
organization I1s hcensed to 1ssue quakfied health plans 13b
¢ Enter the amount of reserves on hand 13c
14a Did the organization receive any payments for indeor tanning services dunng the tax year? 14a X
b It "Yes has it filed a Form 720 to report these payments? jf ‘No prowide an explanation 1n 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 parachule payment(s) during the year? 15 X
If "Yes, seenstructions and file Form 4720, Schedule N
16 Is the orgamization an educational institution subject to the section 4968 excise tax on net investment ncome? 16 X
If “Yes, complete Form 4720, Schedule O
Form 990 (3018)
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Page 6

Form 990 (2018) JAVON BEA HOSPITAL 36-2167847
Part V! Governance, Management, and Disclosure ryeach “ves response to hnes 2 through 7b below, and for a

to hine 8a 8b, or 10b below, descnbe the circumstances, processes, or changes i Schedule O See instructions
Check if Schedule O contams a response or note to any line in this Part VI

"No response

Section A, Governing Body and Management

1a Enter the number of voting membets of the governing bady at the end of the tax year 1a

IF there are material cifferences 1n voting rights among members of the governing body, ot If the governing
body delegated broad authority to an executive commitlee or simiiar committee, explain i Schedule O
b Enter the number of voting members included in ine 1a above, who are independent ib

2 Did any officer director trustee, or key employee have a family relationship or a business relationship with any ather
officer director trustee, or key employee?

3 Did the organization deiegate 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?

4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?

Did the organization become aware during the year of a significant diversion of the organization's assets?

n

6 Did the crganization have members or stockholders?
7a Dud the orgamzation have members stockholders, or other persons who had the power to elect or appoint one or
more members of the governing body?
b Are any governance decisions ol the organization reserved to (or subject to apptoval by) members stockholders or
persons other than the governing body?
8  Dud the organization contemporaneously documnent the meelings held or written achions underlaken dunng the year by the following
a The goveming body?
b Each commitee with authonty to act on behalf of the governing body?
9 s there any officer director, trustee or key employee listed in Part VIl Sechion A, who cannot be reached at the

organization's mailing address® if Yes " prowide the npames and addresses i Schedule O

Section B Policies r nformation hcies nof required by the Internal Revenue Code )

10a Did the organization have local chapters, branches or affiliates?
b If Yes,' did the organization have written policies and procedures goverring the activiies of such chapters, affilates,
and branches to ensure therr operations are consistent with the organization's exempt purposes?
11a Has the organization provided a complete copy of this Form 990 to all members of its goverming body before filng the form?
b Descnbe i Schedule O the process, If any, used by the orgamzation to review this Form 990
12a Did the organization have a written conflict of interest policy? if "No, " go to hine 13
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to contlicts?
¢ [Dud the organization regularly and consistently monrtor and enforce comphance with the policy? fr ves " describe
in Schedule O how this was done
13 Did the organization have a wntten whistleblower policy?
14  Did the organization have a wntten document retention and destruction policy?
15  Did the process tor determining compensation of the following persons include a review and approval by independent
persons, comparability data, and contemporaneous substantialion of the dehberation and decision?
a The orgamzation s CEO Executive Director, or top management official
b Other officers or key employees of the organization
It Yes' toline 15a or 15b, describe the process in Schedule O (see instructions)
16a Did the organization invest In cantnibute assets to, or participate in a joint ventuie or similar arrangement with a
taxable entity during the year?
b I "Yes, did the orgamzation follow a wnitten policy or procedure requinng the organization to evaluate its participation
In joint venture arrangements under applicable federal tax law, and take steps to safeguard the organtzation's
exempl status with respect to such arrangements?

Yes | No

2 X
3 X
4 X
5 X
6 | X

7a | X

7b | X

Ba X

gb | X
9 X

Yes | No

10a X

10b

11a X

12a | X

120 | X

12¢ | X

13 | X

14 | X

15a X

15b X

16a | X

16b | X

—— Sechion C. Disclosure—— — — - - , _ —_

17 Lst the states with which a copy of this Form 990 is required to be iled I L

18 Section 6104 requires an orgamization to make its Forms 1023 (1024 or 1024 A f apphcable), 990 and 990-T (Section 501(c){3)s only) avallable

for public Inspection Indicate how you made these available Check all that apply
|:| Own websrte D Another s website Upon request |:| Other (expiain in Schedule O)

19 Describe 1n Schedule O whether (and If 50, how) the organization made its governing documents, conilict 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

SHANNON DUNPHY-ALEXANDER - 608.757.3126

1000 MINERAL POINT AVE, JANESVILLE, WI 53547-5003

19100402 144198 131478
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JAVON BEA HOSPITAL

36-2167847

Page 7

Form 990 (2018)

|Part Vll| Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors
Check If Schedule O contains a response or note to any line in this Part VI

]

Sechon A Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

1a Complete this table for all persons required to be isted Report compensation for the calendar year ending with or within the organization's tax year

® List all of the organizabon's_current officers, directors, trustees (whether Individuals or organizations), regardless of amount of compensation

Enter Q- In colurmns (D), (E), and (F) If no compensation was paid

® st all of the organization s current key employees, If any See instructions for defintbon of key employee "
® |51 the organization's five current highest compensated employees {other than an officer, director trustee, ar key employee} wha recewed repart
able cormpensation (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 oirganizations
® | st all of the organization s former offtcers, key employees and highest compensated employees who received more than $100 000 of
reportable compensation from the arganization and any related organizations
& st all of the organizabion s former directors or trustees that received, in the capacrty as a former director or trustee of the organization,
more than $10,000 ot reportable compensation from the organization and any related orgamizations
List persons in the following order indmdual trustees or directors institutional trustees officers, key employees highest compensated employees

and former such persons

_l:‘ Check this box if nesther the organization nor any related organization compensated any cusrent offices, d

rector, or trustee

(A) (B} (o] (D} (E) (F)
Name and Trtle Average | . - Poston = Reportable Reportable Estimated
hours per | bor unless person s both an compensation compensation amount of
week officer and a dvectar/ruslee) from from related other
(st any E the orgamzahons compensation
hoursior | = | B organization (W 2/1099-MISC) from the
related R Z (W 2/1085-MISC) arganization
organizations| £ = £|E and related
below g Z 5 E ;:.Z:E; 5 orgarizations
Iing) HHEBEEE
(1) ROWLAND J MCCLELLAN 1.00
CHATR & DIRECTOR 6.00 [X X 0. 12,996, 0.
(2) THOMAS R POOL 1.00
VICE CHAIR & DIRECTOR 6.00 |X X 0. 15,000. 0.
{3} THOMAS D BUDD 1.00
SECRETARY & TREASURER 6.00 (X X 0. 13,500. 0.
{4) MARK L GOELZER, M D 1.00
DIRECTOR/PHYSICIAN 45.00 |X 0. 491,891.] 30,100.
(5) DAVE L SYVERSON 1.00
DIRECTOR 6.00 [X 0. 13,500. 0.
{6) KATHERINE A SCHACK 1.00
DIRECTOR 6.00 X 0. 13,500. 0.
{7) WESLEY M JOST 1.00
DIRECTOR 6.00 |X 0. 15,000. 0.
{8} JAVON R BEA 1.00
PRESIDENT & CEO 56.00 |X X 0.] 9,935,132. 44 ,788.
(9) JOHN W COOK 1.00
VICE- PRESIDENT/CFO 56.00 X 0. 887,780. 30,165.
{10) CAROLYN BENGSTON 40.00
VP PROCESS AND QUALITY 0.00 X 542,871, 0. 53,647.
{11) JOHN DORSEY 40.00
VP CLINICAL INTERGRATTON 0.00 X 612,522, 0.|] 50,466.
(12) MICHELLE LIPPERT 40.00
€00 ROCKFORD HEALTH PHYSTCTANS 0.00 X 338,827. 0. 34,187.
(13) SUE SCHRIEBER 40.00
VP BUSINESS INTELLIGENCE 0.00 X 292,049, 0.| 30,761.
(14) ROBERT WALTERS 40.00
VP HOME CARE 0.00 X 246,989, 0. 41,619,
832007 12 2118 Form 990 (2018}
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Form 990 (2018) JAVON BEA HOSPITAL 36-2167847 Page 8
|Part Vil | Sechon A Officers, Directars, Trustees, Key Employees, and Highest Compensated Employees fconltinued)
(A) (B) (C) (D) (E) (F)
Name and title Average o nol C'igksr':!}?:"han o Reportable Reportable Estimated
hours per | pox untess pearson 1s bolh an compensation compensation amount of
week ofticer and a drectos/rustes) from from related other
tstany | = the argamizations compensation
hours for 5 . B organization (W 2/1099 MISC) from the
related 3|3 z (W 2/1099-MISC) argamization
orgamizations| 2 | = B e and related
below 212|228 organizations
line) HEHHEHEIERE

1 Sub-total | 2,033,258.011,398,299.( 315,733.
¢ Total from continuahen sheets to Part VII, Section A > 0. 0. 0.
d Total (add hnes 1b and 1¢) » 2,033,258.[11,398,299.] 315,733.

2 Total number of individuals including but not limited to those listed above) who received more than $100,000 of reportable

compensation from the organization 107

Yes | No

3 Did the organization hist any former officer, dwector, or trustee, key employee, or highest compensated employee on

iine 1a? jf "vYes complete Schedule J for such individual 3 X
4  For any mdwidual listed on Iine 13, 1s the sum of reportable compensation and other campensation from the organization

and related organizations greater than $150,0007 f "Yes, " complete Schedule J for such indwidual 4 | X
5 Did any person listed on line 1a recetve or accrue compensation from any unrelated organization or individual for services

rendered to the organizalion? jf “Yes complete Schedisle J for such person S X

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 arganization Beport compensation for the calendar year ending with or within the organization's tax year

1A) (B) {C}
Name and business address Description of services Compensation
MEDEFIS CONSCLIDATED CLINICAL PURCHASED
PO BOX 5068, NEW YORK, NY 10087-5068 LABOR 955,805.
HLS-WHEELING LLC, 13028 COLLECTIONS CENTER
DR, CHICAGO, IL 60693-0130 LINEN PROVIDER 730,736,
TODD ALEXANDER PERFORMS PHYSICIAN
PO BOX 15411, LOVES PARK, IL 61132-5411 CALL COVERAGE FOR NE 605,000.
ROCK VALLEY INDUSTRIES, 5549 INTERNATIONAL (JANITORIAL SERVICES
DRIVE, ROCKFORD, IL 61109 PROVIDER 362,471.
COVIDIEN, DEPARTMENT 00 10318, PALANTINE,
IL 60055-0318 MEDICAL SUPPLIER 245,045,
2 Total number of Independent contractors (including but not mited to those hsted above) who received more than
$100,000 of compensation from the organization 15
Form 990 (2018)
Ba2008 12 31 18
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orm 990 (2018)

F
|Part\ﬂ|li

JAVON BEA HOSPITAL

36-2167847

Page 9

Statement of Revenue

Check If Schedule O contains a response or note to any ling in this Part VIl

(A)
Total revenue

(B)
Related ot
exempt function
revenue

<)
Unrelated
business
revenue

D)
Revenue excluded
from tax under
sections
512-514

ontributions, Gifts, Grants

- 0o o0 O

=g +]

Federated campaigns 1a

Membership dues 1b

Fundraising events 1c

Related organtzations 1d

475,515

Government grants (contnbutions) 1e

1,315,373

All other contributions, gitts, grants, and
similar amounis not included above 11t

Nancash contmigunons ineludad inbinas 1a 11§

Total Add hnes 1a 1f

| 2

1,790,888

Program Service

I o o o0 oo

MEDICARE/MEDICAID

621110

Business Code|

211 306 872

211 306,872

INPATIENT ROUTINE & ANCILLARY

621110

118 521 423

118,521,423

OUTPATIENT & EMERGENCY

621400

79,614,901

79,393, 744

221,157

DIAGNOSTIC & MEDICAL LABORATORY

621500

9,118, 436

9,106,667

11,769

ALL OTHER PROGRAM REVENUE

900099

3,028,078

3,028,078

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

421 588,710

Other Revenue

th

10

[~ I = T + T - -1}

b Less cost of goods sold b

2]

Investment income (ncluding dividends, interest, and

other similar amounts)

Income from investment of tax exempt bond praceeds

Royaltes

>
>
>

>

1 122,077

1 122,077

(i) Real

{n) Personal

Gross rents 463,203

Less rental expenses 383,178

Rental income or (loss) 70,025

Net rental ncome or (loss)

>

70 025

70,025

Gross amount from sales of (1) Securities

() Other

assels other than inventory 75,011,535

6 315,418

Less cost o other basis

and sales expenses 51,542,379

9,453,549

Gain or (loss) 13,469,156

-3,138,131

Net gain or (loss)
Gross income from fundraising events {not
including $ of

contnbutions reported on line 1c) See

Part IV line 18 a
Less direct expenses b
Net income or loss) from fundraising events
Gross ncome from gaming activities See
Part IV, ine 19 a
Less direct expenses

Net income or {loss) from gaming activities
Gross sales of nventory, less retums

and allowances a

Net income or (loss) from sales of inventory

»

10,331,025

19,331,025

| <

Miscellaneous Revenue

Business Code

11

12

[ T = T 2 N ~ )

INSURANCE PROCEEDS

900099

18,381,227

18,381 227

CAFETERIA/FOOD SERVICE/CATERING

7222140

2,137,965

2,137 441

OTHER REVENUE

300099

59,746

59 746

All ather revenue
Total Add lnes 11a11d
Total revenue See insiructions

>
»

20,578,938

455 482,663

421,356,784

233 450,

32,101,541

832009 12 3118
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Form 990 (2018) JAVON BEA HOSPITAL 36-2167847 page 10
| Part IX | Statement of Functional Expenses
Sectron 501{c)(3) and 501(c){4) organizalions must complete all columns_All other organizations must complete column (A)
Check if Schedule O contains a response or note to any ling In this Part IX
Do not include amounts reported on fines 65, (A) (B) (C) (D)
7b, 80, 9, and 105 of Part Vi Total expenses P panses | bt svanes Fexpnses
1 Giants and other assistance to domestic orgamizations
and domestic governments See Part IV, line 21 837,778. 837,778.
2 Grants and other assistance to domestic
mdividuals See Part IV line 22
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, directors,
trustees, and key employees
6 Compensalion not included above, to disqualfied
persons (as delined under section 4958(f)(1)) and
persons described in section 4958(c){3)B)
7  Other salanes and wages 134,951,906.114,741,675.| 20,210,231.
8 Pension plan accruals and conttibutions (include
section 401(k) and 403(b} employer contributions) 7,178,173. 6,063,324, 1,114,849.
9  Other employee benefits 12,572,060. 11,116,143. 1,455,917.
10  Payioll taxes 9,684,562. 8,062,558- 1,622,004.
11 Fees for services (non-employees)

a Management

b Legal 572,681, 14,279. 558,402.

¢ Accounting 162,869. 162,869.

d Lcbbying

e Professional fundraising services See Part [V, line 17

f Investment management fees 125,681. 125,681.

g Other (If ing 11g amount exceeds 10% of line 25,

column (A) amount, st ine 11q expenses on Sch ) 366,089. -716,961. 1,083,050.
12 Advertising and promotion 3.505,988. 4,290. 3,501,698.
13 Office expenses 9,863,275. 9,947 ,416. -84,141.
14 Information technology 9,533,901. 2,637,505. 6,896,396.
15 Royalties
16 Occupancy 12,473,033. 6,649,663, 5,823,370.
17 Travel 262,935, 178,784. 84,151.
18 Payments of travel or entertanment expenses

for any federal, state, or local public officials
19 Conferences, coenventions, and meetings 8§29 A 941. 376 ' 953. 452 . 988.
20 Interest 10,761,300. 4,785.] 10,756,515.
21 Payments to affiliates
22 Depreciation, depletion and amortization 26,317.574. 19,277,567. 7,040, 007.
23  Insurance 1,082,576. 537. 1,082,039.
24 Other expenses llemize expenses nol covered

above (List miscellaneous expenses in line 24e If hng

24e amount exceeds 10% of ling 25, column (A)

amount, hst ine 24e expenses on Schedule 0)

a HEALTHCARE SERVICES 61,425,477.] 59,627,871. 1,787 ,606.

b SUPPLIES/DRUGS 53,119,119.| 52,362,858. 756,261,

¢ BAD DEBT EXPENSE 20,722,642.]| 20,722 ,642.

d MEDICAID ASSESSMENT TAX 12,241,583.] 12,241 ,583.

e All other expenses 2,499,974. 3,432,485. —932,511.
25 _ Total junchonal expenses Add Ines 1thiough24e (391 ,091,117.|327,583,735.]| 63,507,382. 0.
26 Jont costs Complete this ling only if the orgamzatton

reported in column (B joint costs from a combined
educational campaign and Tundraising sohcitation
Check here ’ l:| 1l following SOP 98 2 (ASC 938 720)
532010 12 31 18 Fonm 990 {2018)
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Form 990 (2018)

JAVON BEA HOSPITAL

36-2167847

Page 11

[Part X | Balance Sheet

Check If Schedule Q contains a response of nole 1o any hine in this Part X

[ ]

(A} (B)
Beginning of year End of year
1 Cash - non interest beanng 27,037,833, 1 2,197,663.
2  Savings and temporary cash investments 46,543,445, 2 16,555,128.
3 Pledges and grants recervable, net 558,172.| a 616,503.
4  Accounts recewvable net 59,372,752.| 4 | 101,390,603,
5 Loans and other recervables from current and iormer officers, directors,
trustees key employees and highest compensated employees Complete
Part l of Schedule L 5
6 Loans and other receivables irom other disqualiied persons (as defined under
section 4958(f)(1)), persons descnbed In section 4958(ci3)(B), and contributing
employers and sponsonng organizations of section 501(cH9) voluntary
8 employees beneficiary organizahions (see instr) Complete Part Il of Sch L 6
§ 7 Notes and loans receivable, net 1,767,821.| 7 90,509.
< 8 Inventories lor sale or use B,175,848.| s 16,853,213.
9 Prepad expenses and deferred charges 1,177,034.| 9 3,856,459,
10a Land buldings and equipment cost or other
basis Complete Part vl of Schedule D 10a| B27,747,512.
b Less accumulated depreciation 10b 311,383,254. 437,485,848. 10¢ 516,364,258.
11 Invesiments publicly traded securilies 132,638,552, 11} 141,351,565.
12 Investments other securies See Part [V, IIne 11 12
13 Investments programrelated See Part IV lne 11 141,330,869.| 13 9,338,987,
14  Intangtble assets 14
15  Other assets See Part IV, ine 11 16,797,136, 15 14,055,285,
16 Total assets Add Ines 1 through 15 {must equal line 34) 872,885,310.| 16| 822,670,153.
17  Accounts payable and accrued expenses 54,643,597.| 17 47,623,147.
18 Grants payable 18
19 Deferred revenue 19
20 Taxexempt bond liabilities 20
21 Escrow or cuslodial account liability Complete Part IV of Schedule D 21
w | 22 Loans and cther payables to current and former officers, directors, trustees,
E key employees, highest compensated employees, and disqualified persons
B Complete Part Il of Schedule L 22
= 23 Secured mortgages and notes pavable to unrelated third parties 23
24  Unsecured notes and loans payable to unrelated third parties 24
25  Other liabilities (including federal income tax, payables to related third
parties, and ather habihities not included on lines 17 24) Complete Part X of
Schedule D 586,717,370.1 25| 582,057,414.
26 __ Total habiibes _Add lines 17 through 25 641,360,967. 26 | 629,680,563.
Orgamizations that follow SFAS 117 {(ASC 958), check here @ and
2 complete hnes 27 through 29, and lines 33 and 34
8|27 Unrestricted net assets 220,508,042. 27 180,647,295.
'—,: 28 Temporanly restncted net assets 8,391,141.,| 28 0.
: 29 Permanently restncied net assels 2 . 625 ’ 160.| 20 12 y 342 ; 295,
E QOrganizations that do not follow SFAS 117 {ASC 958}, check here P D
5 and complete hnes 30 through 34
..3 30 Capital stock or trust pringipal, or current funds 30
# | 31 Padin or caprtal surplus or land building or equipment fund 31
é 32 Retaned earmings, endowment, accumulated income, or other funds 32
Z | 33 Total net assets or fund balances 231,524,343 ,| a3 192,989,590.
34 Total habilities and net assets/fund balances B72 ’ 885 ' 310. 34 8§22 ' 670 ’ 153.

832011 12-31-18
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Form 990 (2018) JAVON BEA HOSPITAL

36-2167847 pagei?2

| Part Xl [ Reconciliabon of Net Assets

Check 1if Schedule O contains a response or note 1o any iine in this Part XI

1 Total revenue (inust equal Part VIl column (A) line 12)
2 Total expenses (must equal Part IX, column {(A), Ime 25)
3 Revenue less expenses Subtract line 2 from line 1
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A))
5 Net unrealized gains {losses) on nvestments
6 Donated services and use of facilities
7 Investment expenses
8 Prior penod adjustments
9 Other changes in net assels or fund balances (explam in Schedule O)
10 Net assets or fund balances at end of year Combine lines 3 through 9 {(must equal Part X, line 33,

column {Bj]

1 455,482,663.
2 391,081,117,
3 64,391,546,
4 231,524,343.
5 -4,320,508.
6

7

8

) -98,605,391.
0] 152,989,590.

Part Xll| Financial Statements and Reporting
Check i Schedule O contans a response of note to any kne wn this Part XL

L]

1  Accounting method used to prepare the Form 990 |:| Cash Accrual |:J Other

If the organization changed its method of accounting from a prior year or checked "Other," explain in Schedule O

2a Were the organizatton's financial statements compiled or reviewed by an independent accountant?

It Yes," check a box below to indicate whether the financial statements for the year were compiled or reviewed on a

separate basis, consolidated basts or both
|:| Separate basis |:| Consolidated basis ]:l Both consolidated and separate basis
b Were the organization’s financial staterments audited by an independent accountant?

If “Yes, check a box below to indicate whether the financial statements for the year were audited on a separate basis,

consolidated basis, or both
|:] Separate basis Consolidated basis [—__—l Both consolidated and separate basis

¢ If "Yes' toline 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?

If the organization changed either its oversight process ot selechon process during the tax year, explain in Schedule O
3a As aresult of a federal award, was the orgamzation required to undergo an audit or audits as set forth in the Single Audst

Act and OMB Circular A 1337

b If “Yes, did the organization undergo the required audrt or audits? If the organization did not undergo the required audit

or audits, explain why In Schedule O and describe any steps taken to undergo such audits

Yes | No
2a X
2 | X
2| X
3a]| X
3| X

/32012 12 31-18
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SCHEDULE A - . . OMB No 1545-0047

(Form 990 or 990-£2) Public Charity Status and Public Support
Gomplete if the organization 1s a section 501{c}){3) organization or a section 20 18
4947(a)(1) nonexempt charitable trust
Department of e Treasury » Attach to Form 590 or Form 990-EZ Open 1o Pubhc
Internal Revenus Service _ P Go to www irs gov/Form990 for instructions and the latest mformation Inspection
Name of the argamzation Employer identfication number
JAVON BEA HOSPITAL 36-2167847

[Part] | Reason for Public Charity Status (al organizations must complete this part ) See nstructions
The organrzation 1s not a private foundation because it 1s (For lines 1 through 12, check only one box }
1 |:| 4 church convention of churches, or association of churches described In- section 170{b}1){A)1) O O)

2 [ ] aschool described n section 170{b}1)A)(n) (Attach Schedule E (Form 990 or 990 £2) )
3 | X Ahospital or a cooperative hospital service organization described In section 170(b){ 1){A){m)
4 A medical research organization operated In conjunction with a hospital descnbed I section 170(b}1){A)in) Enter the hospital s name,

"

city and state
An organization operated for the benehit of a college or university owned or operated by a governmental unit described In

secton 170{b){1}A}(v) (Complete Part Il )

A federal, state or local gpvemment or governmental unit described In section 170{b)(1){(A)v}

An organization that normally recerves a substantial part of ts support from a governmental unit or from the general public described in
section 170{b}{1XA){v1) (Complete Part 1| )

A community trust described in section 170{b){1){A){v1) {Complete Part Il )

An agncultural research arganization descnbed n section 170(b}{1){A){1x} operated in conjunction with a land grant college

or university or a non land grant college of agriculture (see instructions) Enter the name, city, and state of the college or

=]

© o©

7 000 R

university
An organizatian that normally receives (1) more than 33 1/3% of #ts support from contnbutions membership fees, and gross receipts from
achivities related to its exempt functions - subject to certan exceptions, and (2) no more than 33 1/3% of its support from gross investment
income and unrelated business taxable income {less section 511 tax) from businesses acquired by the organization after June 30 1975
See section 509{a){2) (Complete Part il )
11 |:| An organization organized and operated exclusively to test for public safety See section 509(a)(4)
12 |:| An organization organized and operated exclusively for the benefit of, to pertorm the funchions of, or to carry out the purposes of one or
more publicly supported organizations descnbed in section 508{a){1) ot section 509(a)}{2) See sectron 509(a)(3) Check the boxin
lines 12a threugh 12d that descnbes the type of supporting organization and complete lines 12e 121, and 12g
a El Type | A supporting orgamization operated, supervised, or controlled by its supported organization(s), typically by giving
the supported orgamzation(s) the power to regularly appoint or elect a majonty of the directors or lrustees of the supporting

10

organization You must complete Part IV, Sections A and B

b |:| Type |l A supporting orgamization supervised ar controlled in connection with s supported orgamzation(s), by having
control or management of the supporting crganization vested in the same persons that control or manage the supported
organization{s) You must complete Part |V, Sections A and G

c |:| Type lll funchionally integrated A supporting organization operated in connection with, and functionally integrated with,
its supported orgarzation(s) (see instructions)  You must complete Part |V, Sections A, D, and E

d I:l Type lll non-functionally mtegrated A supporting organization operated in connection with its supported organization{s)
that 1s not functionally integrated The organization generally must satisfy a distnbution requirement and an attentiveness
requirement (see instructions) You must complete Part IV, Sections A and D, and Part V

e D Check this box if the organization recerved a wntten determination from the {RS that itis a Type |, Type I, Type I
functionally integrated, or Type Il non functionally integrated supporting orgarization

f Enter the number of supported organizations ]

g Prowde the following information about the supported organization(s)

{1) Name of supported {m) EIN (m) Type af organization IIE'”JULSI'“;v';’lgf;"’g[“gs‘:;:';ﬂ, {v) Amounl of monetary {v1} Amount of other
| 1D your gavelniig docyinent? |
organization (described on lines 1 10 support {see nstruchions) | support (see nstructions
9 above (see instructions)) Yes No pport{ ) kpor { )
Jotal
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 980 or 990-EZ  e8azc21 1011 18 Schedule A {Form 990 or 990-EZ) 2018
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Schedule A (Form 990 or 990 EZ) 2018 JAVON BEA HOSPITAL 36-2167847 page2
[ Part Il | Support Schedule for Organizations Descrnibed in Sections 170{b){T){A){iv] and 170{b){TJ{A}{v1)

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under Part Il If the organization
fails to qualfy under the tests histed below please complete Part lIl')
Section A, Public Support
Calendar year (or fiscal year beginning in) {a) 2014 {b) 2015 {c) 2016 {d) 2017 (e} 2018 {f] Total
1 Gifts grants contnbutions and
membership fees received (Do not
include any unusual grants ")

2 Taxrevenues levied for the organ
1zation s benefit and either paid to
or expended on its behalf

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

4 Total Add lines 1 through 3

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

column (f) /
Public suELt Subtract line 5 hom lihe 4 /
Sectlon B Total Support
Galendar year {or fiscal year beginming ) p» {a) 2014 {b) 2015 {c) 2016 {d) 2017 {e) 2018 " {f) Total

7 Amounts from line 4
8 @Gross income from interest,

dmwdends, payments recerved on
securities loans, rents, royalties,
and income from similar sources

g Net income from unrelated business
activities, whether or not the
business i1s regularly carmed on

10 Other ncame Do not include gain
or loss from the sale of capital
assets (Explairt n Part V1)

11 Total support Addlnes 7 through 10 /
12 Gross recelpts from related activities, et (see inshiuctions) i2 I
13 First five years | the Form 890s for the organization's first second third, fourth, or fifth tax year as a section 501(c)(3)

organization_chsck this box and stop here ]
Section C. Computation of Public Support Percentage
14 Public support peicentage for 2018 {line 6, column {f) divided by hine 11, colurn () 14 %
15 Public support percentage from 2017 Schedule A, Part 11, line 14 15 9%,
16a 33 1/3% support test - 2018 If the organization did not check the box on hine 13 and line 14 15 33 1/3% or more, check this box and

stop here The organization qualifies as a publicly supporied organmzation ]

b 33 1/3% support test - 2017, If the orgamzation did nct check a box on ine 13 or 16a, and line 15 is 33 1/3% o1 more, check this box
and stop here The organization qualifies as a publicly supported organization Y

17a 10% -facts-and-circumstances test ~ 2018. ¥ the organization did not check a box on line 13, 16a, or 16k, and line 14 15 10% or more,
and if the organization meets the “facts and circumstances test, check this box and stop here Explain in Part VI how the orgamzation
meets the "facts and circumstances test The organization qualifies as a pubhcly supported organization > D
b 108 -facts-and-tircumstances test - 2017 i the organization did not check a box on line 13, 16a, 16b, or 17a, and ine 15 1s 10% or
more and if the orgamization meets the "facts and circumstances” lest check this box and stop here Explan in Part VI how the
orgamzatpn meets the "facts and-circumstances’ test The organization qualifies as a publicly supported organization > D
18 Pnivate foundation If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b check this box and see nstructions | 4 D
Schedule A (Form 990 or SS0-EZ) 2018
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Schedule A (Form 990 or 990 E7) 2018 JAVON BEA HOSPITAL _ 36-2167847 Ppages
| Part Il [ Support Schedule for Orgamzafions Described in Secfion 509(a)(2)
{Complete only If you checked the box on Iine 10 of Part | or if the orgamization faled to qualify under Part H If the organizahion fails to
qualfy under the tests histed below please compiete Part 1)
Section A Public Support
Galendar year (or fiscal year beginning in) (a) 2014 {b) 2015 {c) 2016 {d) 2017 {e) 2018 {f) Total
1 Gifts grants, contribulions and

membership fees 1eceived ({Da not
include any "unusual grants ')

2 Gross receipts from admissions,
merchandise sold or services per
formed or facilities fumished in
any activity that 1s related to the
organization s tax exempt purpose

3 Gross teceipts from activities that
are net an unrelated rade or bus _ - [ -

iness under section 513

4 Tax revenues levied for the organ
1zation's benefit and ether 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 Addiines 1 through 5

Ta Amounts iIncluded onnes 1 2 and
3 received from disqualfied persons

b Ameounts included on ings 2 and 3 received
from other Ihan disqualiied parsons thal
excead the grealer of $5 000 a 1% of the
amount on ine 134600 he yeat

c Add lines 7aand 7b #

8 Public support [Subiragtling 7¢ trom Ine 6 /

Section B Total Support -

Galendar year {or fiscal year beginning wn) o {a} 2014 (b} 2015’ {c} 2016 {d} 2017 {e} 2018 {f) Total

9 Amounts from hne 6 2z
10a Gross income from interest, /

dwdends, payments recerved on
securities loans, rents, foyallies,
and income from similar sources .
b Unrelated business taxable income |7
(less section 511 taxes) from businesses Vi
acquired after June 30, 1975 5

¢ Add lnes 10a and 10b -
11 Net income from unrelated business
activities not included in {ine 10b,
whether or not the business I1s .
regularly camed on
12 Other ncome Do not include gan A
or loss from the sale of capital
assets (Explan in Part V1)
13 Total support (Aadines 9 10c 11 and 1)

14 First five years [f the Form 99815 for the organization's first, second third, fourth, or fifth tax year as a section 501(cH3) organization,

check ttus box and stop heré > l:!
Section C. Computation of Public Support Percentage
15 Public support perczr:#e for 2018 (line 8, column (f), dvided by hine 13, column () 15 %
16 Public support percertage fiom 2017 Schedule A Part lll, ne 15 16 %
Section D. Compyfation of Investment Income Percentage
17 Investment inc ée percentage for 2018 {lne 10¢ column (f), dwvded by line 13 column (f}) 17 %
18 Investment jpCome percentage from 2017 Schedule A, Part [ll, ine 17 18 %

19a 33 1/3% shGpport tests - 2018 If the organization did not check the box on line 14 and ine 15 1s more than 33 1/3% and line 17 1s not
more tiyan 33 1/3% check this box and stop here The organization qualfies as a pubhcly supported organization > [j
b 33 ¥3% support tests - 2017  If the organization did not check a box on hne 14 or ling 19a, and ne 16 1s more than 33 1/3%, and
Iyfe 18 15 not more than 33 1/3%, check this box and stop here The orgamization quahfies as a publicly supported organizaticn pL ]
20 /Private foundation |If the organization did not check a box on line 14 19a, or 19b, check this box and see instructions | 4 D
832023 10 11 18 Schedule A (Form 990 or 990-EZ) 2018
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Schedule A (Form 990 or 990 E2) 2018 JAVON BEA HOSPITAL

36-2167847 Page4s

Supporhng Organizations

{Complete only If you checked a box in ine 12 on Part | If you checked 12a of Part | complete Sections A
and B If you checked 12b of Part |, compiete Sections A and C It you checked 12c of Part I, 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

3Ja

4a

5a

9a

10a

b

Are all of the organization's supported organizations listed by name in the orgamization s goverming
documents? Jf "Ng, " describe in Part VI how the supported organzaiions are designated if designaied by
class or purpose, descnbe the designalion If ustoric and continuing relatonship, explain

Did the organization have any supported organizalion that does not have an IRS deterrmination of status
under section 509(a)(1) or (2)? it "ves explain i Part VI how the organization determined that the supported
orgamzation was described 1n section 509(a)(1) or (2)

Did the organization have a supported organization descnbed in section 501(c)4) (5), or (6)? ¥ "Yes answer
(B) and (c) betow

Did the organization confirm that each supported organization qualified under section 501{c}4), (5) or (8) and
satsfied the public support tests under sechion 509(@X2)? §f Yes,' descrbe in Part ¥l when and how the
organization made the deterrmination

Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)B)

purposes? Jf Yes," explain in Part Vl what controls the organization put in place to ensure such use

Was any supported organization not organized in the United States {"foreign supported organization")? 1
"Yes, andif you checked 12a or 12bin Part |, answer (b) and (c) beiow

Did the organization have ultimate contrel and discrehion in deciding whether ta make grants to the foreign
supporied organization? if "Yes, " describe in Part VI how the orgarzation had such controt and discretion
despite being contralled or supervised by or in cornection with ils supported organizations

Did the organization support any forergn supported organization that does not have an IRS deterrmination
under sections 501{c)(3) and 509()(1) or (2)? 7 *Vas, " explain in Part V| what controls the organization used
o ensure that al! support to the foreign supported orgamzation was used exclusively for secton 170(c)(2)(B)
purposes

Did the organization add, substitute, or remove any supported organizations dunng the tax year? jf Yes, "
answer (b) and (c} below (if apphcable) Also, provide detad in Part VI, including (i) the names and EIN
numbers of the supporied organizations added, subshliuted, or removed, () the 1easons for each such action,
(i} the authonty under the argaruzation's orgamizing document authonzing such action, and (iv) how the acton
was accompiished (such as by amendment o the orgamzing documeni)

Type | or Type Il only Was any added or substituted supported organization part of a class already
designated in the orgamization’s organizing document?

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

hd the organization provide support (whether in the fotm of grants or the prowision of services or facilities) to
anyone other than (1) its supporled organizations (1) Individuals that are part of the chantable class

benefited by one or more of its supported organizations, or (i) other supporting organizations that also
suppert or benefit one or more of the fing organization’s supported organizations? §f "Yes, " provide detai m
Part VI

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 farmly member of a substantial contributor, or a 35% controlled entity with
regard 10 a substantial contnbutor? jf Yes, " complete Part | of Schedule L (Form 990 or 990-E2)

[nd the orgamization make a loan to a disqualfied person (as defined i sechon 43958) not descrbed In line 77
If "Yes, complete Part I of Schedule L (Form 980 or 990-E27)

Was the organization controlled drectly or ndirectly at any time duning the tax year by one or more
disqualified persons as defined in section 4846 (other than foundation managers and organizations descrnbed
in section 569(=)(1) or (2))? i Yes," provide detart in Part VI

Did one or more disqualified persons (as defined in ine 9a) hold a controling interest in any entity n which
the supperting organization had an interest? f vgs, " provide detat in Part VI

Did a disqualified persen (as defined in hne 9a) have an ownership interest in, or denve any personal beneht
from, assets in which the supporting organtzation also had an interest? jr "Yes," provide detad m Part VI
Was the orgamization sulbject to the excess busmess holdings rules of section 4943 because of section
4943(f) (regarding certain Type !l supporting organizations, and all Type lll non functionally integrated
supporting organizations)? if ' Yes," answer 10b below

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

_—deternvne whether the orgacization had excess busiaess holdings )

£§32024 10 11 18
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Yes | No

3a

3b

3c

4a

4b

4c
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5¢

9a

Sh

9¢

10a

1ab
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Schedule A (Form 990 or 990 E2) 2018 JAVON BEA HOSPITAL 36-21678B47 Pages
[Part V] Supporting Organizations eoninued)

Yes | No

11 Has the organization accepted a gift or contnbution from any of the fallowing petsons?
a A person who drrectly or indirectly controls, either alone or together with persons described in {b) and (c)
below, the governing body of a supported arganization? 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 Yas" |0 3 b or ¢ provige detai in Part VI 11c
Section B. Type | Supporting Organizations

Yes | No

1 Did the directors trustees, or membership of ane or more supported organizations have the power to
regularly appoint or elect at least a majonty of the organization’s directors or trustees at all times durning the
tax year? jf "No descnbe in Part VI how the supported orgamzation(s) effectively operated, supervised, or
controlled the organization's achivities |f the orgamization had more than one supported organization,
decscribe how the pawers to appatnt and/or remave directors ar trusteas were aftacated among the supported

orgamzabons and what condihions or restnctions, if any, apphed lo such powers durng the tax year 1
2 Did the organization operate for the benefit of any supported organization other than the supported

organizatron(s) that operated supervised, or controlled the supporting orgamization? Jf Yes," expfain in

Part VI how prowiding such benefit camed out the purposes of the sunported organization(s; that operated,
yzation 2

— supervised, or conlrofied the supporiing organ,
Section C. Type Il Supporting Organizations

Yes | No

1 Were a majority of the organization's directors or trustees dunng the tax year aiso a majonty of the directors
or trustees ol each of the orgamization's supported organizatron{s)? Jf "No * describe in Part V1 how controf
or management of the supporting organization was vested i the same persons that controfled or managed

—the supported organization(s)
Section D. All Type 1 Supporting Organizations

Yes | No

1 [ud the organization provide to each of its supported organizations, by the last day of the fifth month of the
orgarvzabion s tax year, (1) a wntten notice describing the type and amount of support provided durning the prior tax
year (i) a copy of the Form 980 that was most recently filed as of the date of notification and (i) copies of the
organization s goverming 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 (i) appointed or elected by the supported
organization(s) or (1) serving on the governing body of a supported organization? jt "No, expiamn i Part VI row

the organization maintained a close and continuous working refaticnship with the suppotted orgarization(s) 2
3 By reason of the relationship described n (2), did the arganization s supported organizations have a
significant voice in the organization s investment policies and in directing the use of the arganization's
income or assets at all times dunng the tax year? if "Yes, ' descrbe (n Part VI the rofe the arganization's
supported organizations piaved in this reqard. 3
Section E. Type lll Functionally Integrated Supporting Organizations

1 Check the box next to the method that the orgamzation used to salisfy the Integral Part Test dunng the year (see instructions)
a l:l The orgarization satisfied the Activiies Test Complele line 2 below

b D The organization 1s the parent of each of its supported organizations Complete hne 3 pelow
¢ [ ] The organzation supported a govemmental entiy Describe i Part VI how you supported a government entity (see mstructions)
2  Activities Test Answer (a) and (b) below Yes | No
a Dnd substanbialty alt of the organization s activities dunng the tax year directly further the e«empt purposes of

the supported orgarization(s) to which the organization was responsive? Jf *Yes, thenn Part V1 identify
those supported orgamzations and explam tiow these activities directly furthered their exempt purposes,
how the orgamizalion was responsive (o those supported organizations, and how the organization delermmned
that these activities consiiiuted substantially all of its achivities 2a
b Did the activities descrnibed in (a) constitute activilies that, but for the organization’s involvement, one or more
of the organization's supported organization(s) would have been engaged m? ¢ "ves, * explan in Part VI the

reasons for the orgamzation's posttion that its supported organization(s) would have engaged in these
activihes bul for the organization's involvernent 2b

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

trustees of each of the supported orgamzations? Provide details in Part VI 3a
b Dud the orgarization exercrse a substantial degree of direction over the policies, programs, and activities of each
of its supported organizations? Jf *Yas, " gescribe in Part VI the role piayed by the organization in this regard, 3b
832025 10 11-18 Schedule A (Form 990 or 990-EZ) 2018
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(PartV | Type Ill Non-Functionally Integrated 509(a)(3) Supporting Organizations

1 D 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 lIE 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 terrn capital gain 1
2 Recovenes of prior year distnbutions 2
3 __ Other gross iIncome {see instructions)_ 3
4  Addlnes 1through 3 4
5 Depreciation and depletion 5
6 _ Portion of operating expenses paid ot incurred for production ot -
collection of gross income or for management conservation or
maintenance of property held for production of income (see instructions) [
7__ Other expenses (see instructions) 7
8  Adjusted Net Income (subtract ines 5, 6 _and 7 from ine 4) 8
Section B - Mimmum Asset Amount {A} Prior Year ®) %:;z:lg?;ear
1 Aggregate fair market value of all non exempt use assets (see
instructions for short tax year or agsets held for part of year)
a_Average monthly value of securities 1a
b _Average monthly cash balances ib
¢ Fair market value of other non exempt use assets 1c
d Total (add hines 1a, 1b, and 1c) 1id
e Discount claimed for blockage or other
factors {explain in detail In Part V1)
2 Acguisition Indebtedness applicable to non exempt use assets 2
3 Subtract ine 2 from line 1d 3
4 Cash deemed held for exempt use Enter 11/2% of ine 3 {for greater amount,
see instruchions) 4
5 Net value of non exempt-use assets (subtract line 4 from Iine 3) 5
6 Multiply ine 5 by 035 6
7 Recovenes of prior year distributions 7
8  Mimmum Asset Amount (add ne 7 io line 6) 8
Section G - Distributable Amount Current Year
1 Adjustied nelincome for prior year {fiom Seclion A ine 8, Column A 1
2 Enter 85% of hne 1 2
3 Minimurn asset amount for prior year (from Section B, ine 8_Column A) 2
4  Enter greater of ine 2 or line 3 4
5 Income tax imnosed i onar year 5
6 Distributable Amount. Subtract ine 5 from line 4 unless subject to
emergency temporary reduction (see Instructions} 6
7 I::l Check here If the current year 1S the organization's first as a non functionally integrated Type HI supporting organization (see

nstructions)

BJ2026 10-11 18
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[PartV | Type lll Non-Functionally Integrated 509(a)(3) Supporting Organizations (-oninued)

Section D - Disinbutions

Current Year

1

Amounts paid to supported arganizations to accomplish exempt purposes

2

Amounts pad to perform activity that diectly furthers exempt purposes of supparted

organizations, In excess of Income from activity

Administrative expenses paid to accomphsh exermnpt purpases of suppaorted crganizations

Amounts paid to acquire exempl-use assets

Qualified sel aside amounis [prior IRS approval required)

Other distnbutions (descnbe In_Part V) See instruchions

Total annual distnbubions Add lines 1 through 6

o0 I [T L4 T B %)

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

[provide details in Part VI) See instructions

hsinbutable amount for 2018 trom Section G, line

10

Line 8 amount drivided by line 9 amount

Section E - Distribution Allocations (see instructions)

n {n}

Excess Distributions Underdistributions
Pre-2018

{im)
Distributable
Amount for 2018

1 Drstnbutable amount for 2018 from Section C, line 6
2 Underdistnbutions, if any for years prior to 2018 (reason
able cause requited explain i Part VI) See instructions
3 Excess distnbutions carryover if any, to 2018
a From 2013
b From 2014
¢ _From 2015
d From 2016
e From2017
f_Total of lnes 3a through e
q Applied to underdistnbutions of prior years
h_Applied to 2018 distnbutable amount
1__Carryover from 2013 not apphed (see instructions)
}  Remainder Subtract knes 3g, 3h and 3 from 3f
4  [Distnbutions for 2018 from Section D,
line 7 $
a Applied to underdistnbutions of prior years
b Applied to 2018 distnbutable amount
¢_Remainder Subtract ines 4a and 4b from 4
5 Remaning underdistnbutions for years prior to 2018,
any Subtract lines 3g and 4a from line 2 For result greater
than zeto, explain in Part VI See instiuctions
6 Remaming underdistnbutions for 2018 Subtract ines 3h
and 4b from hine 1 For result greater than zero explain in
Part VI See instructions
7 Excess distributions carryover to 2013 Add lines 3j
and 4c
8 Breakdown of line 7
a_ Excess from 2014
b _Excess from 2015
¢ Excess from 2016
d Excess from 2017
e Excess from 2018

512027 10-11 18
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Schedule A (Form 990 or 890 EZ) 2018 JAVON BEA HOSPITAL 36-2167847 Page 8

art Supplemental Information. provide the explanations required by Part Il, line 10 Part il Ine 17a or 17b, Part IIl, Iine 12
Part IV Section A lnes 1,2, 3b 3c 4b 4c, 5a,6,9a 9b,9¢c, 11a, 11h, and 11g, Part IV, Section B, nes 1 and 2, Part IV, Section G,
ine 1 Part IV, Section D, nes 2 and 3, Part IV, Section E, ines 1¢, 2a, 2b, 3a, and 3b, Part V, line T Part V, Section B, Iine 1e Part V,
Section D lnes 5, 6 and 8, and Part V Section E lines 2 5, and 6 Also complete this part for any additional nformatron
(See instructions ]

242028 10 17 18 Schedule A {Form 990 or 550-EZ) 2018
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SCHEDULEC Political Campaign and Lobbying Activities OMB Na_1545 0047

{Form 990 or 890-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527
Depariment of he Treasiry P Complete if the organizaton 1s described below P Attach to Form 990 or Form 990-E2 Open to Public
Inlernal Revenue Service P Go to www Irs gov/Form990 for instructions and the latest informaton Inspection

If the organization answered "Yes," on Farm 990, Part IV, hne 3, or Form 990-EZ, Part V, line 46 {Poliical Gampaign Activities), then
& Section 501(c)(3) organizations Gomplete Parts | A and B Do not complete Part | C
® Section 501(c) (other than section 501(c)(3)} organizations Complete Parts | A and C below Do not complete Part | B
® Section 527 organizations Complete Part | A only
If the organization answered "Yes," on Form 990, Part IV, line 4, or Form 990-EZ, Part V1, line 47 (Lobbying Activities), then
® Section 501{c)(3) orgamizations that have filed Foim 5768 (election under section 501(h)) Complete Part Il A Do not complete Part 11 B
® Sechion 501{ci3) orgamizations thal have NOT Yled Form 5768 (election under section 501{h)) Compleie Part Il B Do not complete Part It A
If the orgamzation answered "Yes," on Form 990, Part IV, line 5 (Proxy Tax) {see separate instructions) or Form 990-EZ, Part V, ine 35c (Proxy
Tax) (see separate nstructions), then

® Section 501{cM4), {5), or (6) organizatons Complete Part il
Name of organization Employer 1dentification number

JAVON BEA HOSPITAL 36-2167847
[PartI-A]  Complete if the organization is exempt under section 501{c] or 1s a section 527 organization

1 Provide a deschption of the orgamzation's direct and indirect political campaign activities in Part IV
2 Paliical campargn actraty expenditures >3 0.
3 Volunteer hours for political campaign activities 0.

(Part I-B| Gomplete if the organization 1s exempt under section 501(c}(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955 | 3 0.
2 Enter the amount of any excise tax incurred by ciganization managers under section 4955 >3 0.
3 i the organization incurred a sechiont 4955 tax, dd it file Form 4720 for this year? ':] Yes D No
4a Was a correction made? |:] Yes |:] No

b iIf "Yes ' descnbe in Part IV
[Part1-C|] “Complete if the organization is exempt under section 501(c), except section 501 (c)(3)-

1 Enter the amount directly expended by the filng orgamzation for section 527 exempt function activities | gk
2 Enter the amount of the filing argamzation’s funds contnbuted to other organmizations for section 527

exempt function activilies >3
3 Total exempt function expenditures Add lines 1 and 2 Enter here and on Form 1120 POL
lire 17b
4 [ the filng organization file Form 1120-POL for this year? D Yes D No

5 Enter the names addresses and employer identification number (EIN) of all section 527 political organizations to which the filing organization
made payments For each organization hsted enter the amount paid from the filing organization s funds Also enter the amount of political
contrbutions received that were promptly and directly delivered to a separate political organization, such 4s a separate segregated fund or a
poitical acthion committee (PACY If addiional space s needed, provide information in Part Iv

{a) Name {b) Address (c) EIN (d} Amount paid from {e) Amount of political
filng organization's contrbutions received and
funds If none enter 0 promplly and directly

delivered to a separate
political organization
If none enter O

For Paperwork Reduction Act Notice, see the Instructtons for Form 890 or 990-EZ Schedule G (Form 890 or 990-EZ) 2018
LHA

832041 11-08 18
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Schedule C (Form 990 or 990 EZ) 2018 JAVON BEA HOQSPITAL 36-2167847 Page2
| Eart !!-A Complete if the organization is exempt under section 501{c)(3) and filed Form 5768 {election under
section 501(h)).

A Check b D If the filng organization belongs to an affilated group (and list In Part IV each affilated group member’s name, address EIN,
expenses and share of excess lobbying expendnures)
B Check P |:| if the filing organization checked box A and hmited control” provisions apply

{a) Filing (b} Affiliated group
Limits on Lobbying Expenditures organization s totals
{The term "expenditures" means amounts paid or Ihcurred ) totals

1a Total lobbying expendrtures to mfluence public opimon (grass roots lobbying)

b Total lobbying expendrtures to mfluence a legislative body (direct lobbying)

¢ Total lobbying expenditures (add hnes 1a and 1b)

d Other exempt purpose expenditures

e Total exempt purpose expenddures (add lines 1c and 1d}

1 Lobbying nontaxable amount Enter the amount from the following table in both columns
If the amount on bne 1e, column (a) or {b)is The lobbying nontaxable amaunt 1s
Not over $500,000 20% of the amount on Ine 1e
Over $500,000 but not over $1,600,000 $100,000 plus 15% of the excess over $500,000
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1 000,000
Qver $1,500,000 bul not over $17,000,000 $225 00D plus 5% of the excess over $1,500,000
Over $17 000,000 $1,000 000

g Grassroots nontaxable amount (enter 25% of line 1}

h Subtract ine 1g from hne 1a If zero or less, enter 0

1 Subtract ine 11 from hne 1c If zero or less, enter Q0

J I there 1s an amount other than zero on either ine 1h or ine 1, did the orgamization file Form 4720
reporting section 4911 tax ior this year? [::I Yes D No
4-Year Averaging Period Under Section 501(h)
{Some organizations that made a section 501(h) election do not have to complete all of the five columns below
See the separate instructions for lines 2a through 2f )

Lobbying Expenditures During 4-Year Averaging Period

for 1|sc§la;il;cr!i:e);:r:mg iny fa) 2015 (b} 2016 {e}2017 (d) 2018 {e} Total

2a Lobbying nontaxable amount

b Lobbying celling amount
(150% of line 2a column{e))

c_Total lobbying expenditures

d_Grassroots hontaxable amount

e Grassroots celling amount
150% of lne 2d;columm{e)) - | - B B

1 _Grassroots lobbying expenditures

Schedule G (Form 990 or 990-EZ) 2018
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Schedule C (Form 990 or 990 EZ) 2018 JAVON BEA HOSPITAL 36-2167847 Pagea
Complete if the organization is exempt under section 501(c){3) and has NOT filed Form 5768

{election under section 501({h)).

For each "Yes " response on hnes 1a through 1 below, prowide in Fart IV a detaed descrphon {a (b)

of the lobbying activity Yes No Amount

1 Dunng the year did the filing orgarization attempt to influence foreign national state, or
local legrslation including any attempt to nfluence public opimon on a legislative matter
or referendum, through the use of

Volunteers?

Paid staff or management (nclude compensation in expenses reported on lines 1c through 11}?
Media advertisements?

Mailings to members, legislators, or the public?
Publiations, or pubhished or broadcast statements?
Grants to other organizations for lobbying purposes?

Direct contact with legislators, their staffs, government offictals, or a legislative body?

Soe ~ 2 o0 O
LR B R EH B S

Rallles demonstrations, seminars, conventions, speeches lectures, ar any similar means?
v+ Other achivities? X 83,347.
y Total Add lines 1¢ through 11 83,3 47.

2a Did the activities in ine 1 cause the organization to be nol descrnbed in section 501{c)(3)?
b If Yes," enter the amount of any tax incurred under section 4912

>

¢ If"Yes enterthe amount of any tax incurred by organization managers under sechion 4912

d i the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?
|Part lil-A] Complete if the organization Is exempt under section 501{c)(4), section 501(c){5), or section

501(c){(6).
Yes No
1 Were substantially all 80% or more) dues received nondeductible by members? 1
2 Did the organization make only in house lobbying expenditures of $2 000 or less? 2
3 Did the organization agree to cany over lobbying and palitical campaign activity expenditures from the pnior year? 3

|Part fII-B| Complete if the organization 1s exempt under section 501(c)(4), section 501(c)(5), or section
501(c){6) and if either (a) BOTH Part llI-A, nes 1 and 2, are answered "No," OR {b) Part llI-A, line 3, 15
answered "Yes "
1 Dues, assessments and similar amounts from members 1
Section 162{e) nondeductible lobbying and poliical expenditures (do not nclude amounts of polhitical

expenses for which the sechon 527(f) tax was paid)

a Current year 2a
b Carryover Irom last year 2h
c Total 2c
3 Aggregate amount reported in sectton 6033(e)(1)(A) notices of nondeductible section 162(g) dues 3

4 I nolices were sent and the amount on ine 2¢ exceeds the amount on line 3, what portion of the excess
does the organization agree toc carryover to the reasonable estimate of nondeductibie lobbying and political
expenditure next year? 4
Taxable amount of lobbying and political expenditures (see instructions) 5

[Part IV Supplemental Information
Provide the descnptions required for Part | A, ine 1, Part I-B, ine 4, Part | C Iine 5, Part Il A (afiihated group list) Part Il A, ines 1 and 2 (see
instructions) and Part Il B, line 1 Also, complete this part for any additional information

PART II-B, LINE 1, LOBBYING ACTIVITIES:

A PERCENTAGE OF THE 20195 ILLINOIS HOSPITAL ASSOCIATION AND AMERICAN

HOSPITAL ASSOCIATION DUES WERE USED FOR LOBBYING.

TWO CONSULTING FIRMS WERE ENGAGED TO REVIEW LEGISLATION AFFECTING

HOSPITALS. APPROXIMATELY 50% OF TOTAL PAYMENTS TO THE CONSULTANTS WERE
Schedule C (Form 990 or 990-EZ) 2018
£32043 11 0B 18
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Schedule C (Form 990 or 990 EZ) 2018 JAVON BEA HOSPITAL 36-21678B47 Page4a
[Part IV Supplemental Information ,qnued)

ALLOCABLE TO LOBBYING ACTIVITIES.

Schedule G (Form 990 or 990-EZ) 2018
832044 1108 18
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SCHEDULE D Supplemental Financial Statements OB e e
(Form 990) P Complete if the organization answered "Yes" on Form 290, 20 1 8
Part v, Iine 6, 7, 8, 9, 10, 11a, 11b, 11¢, 11d, 11e, 11f, 12a, or 12b
Ceparimen o re Tieasuy ’ Attach to Form 990 OPEI'I to Puhlic
Internal Revenue Service ] PGo to www irs govw/Form3990 for instructions and the latest information Inspection
Name of the organization Employer identification number
JAVON BEA HOSPITAL 36-2167847

| Part | ] Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts  Complete if the
orgdnization answered "Yes on Form 580 Part IV, Ine 6

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

Total number at end of year

Aggregate value of contiibutions to {dunng year)

Aggregate value of grants from (during vear)
Aggregate value at end of year

th W N =

Did the orgamzation inform all donors and donor adwisors in wnting that the assets held in donor advised funds
are the organization's property subject to the organization’s exclusive tegal contiol? E:l Yes I___| No
6 Did the organization inform all grantees, donors and donor adwisors in wating that grant funds can be used only
for charrtable purposes and not for the benefit of the donor or donor adwisor, or for any other purpose conferring
impermissible private benefit? E] Yes D No
| Part Il JCO"SETVHHOD Easements. Complets if the organization answered "Yes' on Form 990, Part IV line 7
1 Purpase(s) of canservation easements held by the arganizatron (check all that apply)
E] Preservation of land for public use (e g recreation or education) |__—_J Praservation of a histoncally important land area
D Protection of natural habmtat ,:l Preservation of a certified historic structure
D Preservation of open space
2  Complete nes 2a through 2d if the orgamzation held a qualified conservatron contribution in the form of a conservation easement on the last

day of the 1ax year Held atihe End of the Tax Year
a Total number of conservation easements 2a
b Total acreage restricted by conservatron easements 2b
¢ Number of conservation easements on a certified mstong structure included In (a) 2c
d Number of ronservation easements included in (c) acquired after 7/25/06, and not on a historic structure
histed in the National Register 2d
3  Number of conservation easements madified, transterred, released extinguwshed, or terminatad by the organization dunng the tax
year p

4 Number of states where property subject to conservation easement 1s located p»
& Does the organization have a wrnitten policy regarding the peniadic monitering, inspection handing of

violations, and enforcement of the conservation easements it holds? D Yes D No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year

> __
7 Amount of expenses ncurred N monitoring, INspectmg, handhng of violations, and enforcing conservation easements during the year

>3
8 Does each conservalion easement reported on ne 2(d) above satisfy the requirements of section 170(h}4)(B)()

and section 170(h)@)B)n)? [::l Yes D No

9 InPart X, describe how the organization reports conservation easements in tts revenue and expense statement, and balance sheet, and
include, if applicable, the text of the footnote to the organization s financial statements that descnbes the organization's accounting for
conservation easemants

[ Part Il | Organizations Maintamning 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 1 Part Xill,
the text of the fooinote to s financial statements that descnbes these tems

b If the organization elected, as permitied under SFAS 116 (ASC 958), to report 1n its revenue statement and balance sheet works of art, histoncal

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 VIl ne 1 |
fu) Assets included in Form 980, Part X | )

2  If the organization receved or held works of art histoncal treasures, or other similar assets for financial gan provide

the following amounts required to be reported under SFAS 116 (ASC 958) relating to these rtems

a Revenue included on Form ©90, Part VI, ine 1 | 3
b Assets included in Form 990, Part X > 3
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 Schedule D (Form 990} 2018
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Schedule D (Form 990) 2018 JAVON BEA HOSPITAL 36-2167847 page?2
{Part il | Organizations Maintaining Collections of Art, Historical Treasures, or Other Sumilar Assets onu0e0
3 Using the organizabion’s acguisition, accession, and other records, check any of the following that are a significant use of its collection items
{check all that apply)
a D Public exhibtion
b D Scholarly research
[ D Preservatian for future generations
4 Provide a descnption of the orgamzation's collections and explam how they furiher the organrzation’s exempt purpose in Part Xill

to be sold to raise funds rather than to be maintained as part of the arganization s collection? I:l Yes
i Part IV ] Escrow and Gustodial Arrangements. Complete if the orgamization answered Yes® on Form 990, Part IV, imne 8 or
reported an amount on Form 990, Part X, ine 21

d [ Jicaner exchange prograins

e D Other

5 Dunng the year, did the organization solicit or receive donations of art histonical treasures or other sinular assets

]:]No

Is the organization an agent trustee, custodian or other intermediary tor contributions or other assets not included
on Form 980, Part X?
b If"Yes explain the arrangernent in Part Xlll and complete the folfowing table

1a

D Yes D No

Amount
¢ Beginning balance 1c
d Additions during the year 1id
e Distnbunions during the year le
f Ending balance 1f
2a Dnd the organization include an amount on Form 950, Part X, ine 21, for escrow or custodial account habilty? D Yes D No

[

b It 'Yes, explan the arrangement in Part Xlll Check here if the explanation has been prowvided on Part Xl
| PartV | Endowment Funds. Complete if the organization answered "Yes_on Form 990, Part IV, line 10

{a) Current year {b] Prior year {c] Twa years hack | (d] Three years back | {e) Four yeais back
1a Beginmng of year balance 10,051,014 9,434 350 8,795,769 8,555 531 8,393 620
b Contrbutions 3,382, 2,045, 11,630 31,782 27,318
¢ Net investmeni earnings, gans, and losses 1,190,683 861,213 773,001, 380,418 173 760
d Grants ar scholarshups
e Other expenditures for faciities
and programs 423 923 232,378 132,571 159,035 31,796
f Adminrstrative expenses 4,203 14 217 13,479, 12,928 7,371
End of year balance 10,816 953 10,051,014 9,434,350 g 795,769 8,555,531
2 Provide the estimated percentage of the current year end balance (Ine 1g, column (a)) held as
a Board designated or quasi endowment P 3.60 %
b Permanent endowment P 45.50 %
¢ Temporarly testricled endowment 50,90 %
The perceniages on lines 2a 2h, and 2c¢ should equal 100%
3a Are there endowment funds not in the possession of the organization that are held and administered for the crganization
by Yes | No
{1) unrelated organizations 3afi) X
(n) related organizations gam)| X
b If Yes onhne 3ai), are the related organizations histed as required on Schedule R? 3| X

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

Part Vl |Land, Bulldings, and Equipment.

Complete if the organization answered ' Yes" on Form 980, Part IV, ine 11a See Form 990, Part X, ine 10

Description of property {a) Cost or other {b) Cost or other {c) Accumulated (d) Book value
basis (investment) basis (other) depreciation
1a Land 65,484, 8,372,430. 8,437,914.
b Buildings M02,386,517.f 49,319,415.(353,067,102.
¢ Leasehold improvements 263, 280. 123,693, 139,587,
d Equipment 394,757,502.[250,644,955.(144,112,947.
e Other 21,901,899.] 11,295,191.| 10,606,708.
Total _Add lnes 1a through e (Colmn o) must equai Form 990, Part X, column (8. ine 10c.) p 516,364, 258.
Schedule D (Form 990) 2018
Baz2os2 10 29 18
30
19100402 144198 131478 2018.05070 JAVON BEA HOSPITAL 131478 1




36—2167847 Paqea

Schedule D (Form 990) 2018 JAVON BEA HOSPITAL
Part VII| Investments - Other Securities

Complete if the organization answered "Yes" on Form 990, Part IV, line 11b See Form 990 Part X, ine 12

{a) Déscription of security or category fnciuding name of secuity)

(b) Book value

{c) Methed of valuation Cost or end of year market value

(1) Financial denvatives
(2) Closely held equity interests
{3) Other

(A}

B _

_©

{D)

£}

(-

(e

(H)

Total (Col {b) musl ggual Form 990 Part X, col (B} line 12 p»
[ Part V] Investments - Program Related

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

{1)

—(2

{3)

{4)

_[8)

{6)

(7}

{8

_ {9

Total {Col (b) must equal Form 990, Parl X, col (B) ne 13 )

] Part IX ] Other Assetls.

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

{a) Description

{b) Book value

—n

(2)

(3}

14)

(3)

(6}

4]

8)_

{9)

Total 1 (b must equal Form 990, Pard X, col (8) ine 15)
Part X | Other Liabilities.

Complete If the organization answered ' Yes" on Form 890 Part IV line 11e or 111 See Form 990, Part X Ine 25

1 {a) Description of habilty

(b} Book vaiue

(1) Federal income taxes

() ACCRUED PENSION

13,336,321.

(3 ACCRUED POST RETIREMENT MEDICAL

@4y BENEFITS

4,769,440.

) DUE TO THIRD PARTY PAYORS

22,157,639.

(55, DUE TC MERCY HEALTH CORPORATION

514,707,8490.

7y ACCRUED LIABILITY, SELF INSURANCE

8y LESS CURRENT

23,050,441.

©9) OTHER LIARILITIES

4,035,735,

Total (Column bl rmust equal Form 990, Part X, col () ne 25)

|

582,057, ,416.

2 Liability for uncertain tax posttions in Part Xlli, provide the text of the footnote to the organization’s financial statements that reports the
organization's hability for uncertan tax posiions under FIN 48 (ASC 740} Check here if the text of the footnote has been provided in Part Xl D

832053 10 29 13
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Schedule D {Form 990} 2018 JAVON BEA HOSPITAL 36-2167847 page4
Part XI | Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

Complete H the organization answered "Yes" on Form 990, Pax [V, line 12a

1 Total revenue, gains, and other support per audited financial statemenis 4
2 Amounts included on line 1 but not on Form 890 Part Vill line 12

a Net unreahzed gains (losses) on nvestments 2a

b Donated services and use of facilities 2b

¢ Recovenes of prior year grants 2c

d Other Cescribe In Part X1 ) 2d

e Add lines 2a through 2d 2e
3 Subtract ine 2e from hne 1 3
4  Amounts included on Form 990, Part ViIt, ine 12 but not on line 1

a Investment expenses not included on Form 980, Part Vill line 7b |Ja

b Other [Describe in Part XIII ) I 4b

¢ Addlnes 4a and 4b 4c

5 Total revenue Add lines 3 and 4¢ /1A ar
Recaoncihation of Emenses per Audlted Financial Statements Writh Expenses per Return
Complete If the organization answered ' Yes" on Form 990, Part IV, hne 122
1 Total expenses and losses per audited financial statements 1
2 Amounts included on hne 1 but not on Form 980 Part IX, ine 25

a Donated services and use of facilities 2a
b Prior year adjustments 2b
¢ Other losses 2¢c
d Other (Descnbe in Part XIII') 2d
e Add Imes 2a through 2d 2e
3 Subtract line 2e from hine 1 3
4 Amounts included on Form 990 Part [X Ine 25, but not on hine 1
a Investment expenses not included on Form @90 Part VI, lne 7b 4a
b Other (Descnbe in Part XII') ab
¢ Add bnes 4a and 4b 4c
Total expenses Add ines 3 and 4¢c (This must equal Form 990, Part | jine 18) 5

| Part Xill| Supplemental Information.

Prowvide the descnptions required for Part Il lines 3, 5 and 9 Part lll, Iines Ta and 4, Part IV, hnes 1b and 2b Pant V, iine 4, Part X, lne 2, Part XI,
lines 2d and 4b, and Part Xll, hnes 2d and 4b Alsc compiete this part to provide any additional information

PART V, LINE 4:

FUNDS WERE USED TO PROVIDE A LECTURE SERIES, FOR CONTINUING EDUCATION FOR

EMPLOYEES WANTING TO IMPROVE THEIR CREDENTIALS OR TO FOCUS ON A NEW SKILL

OR SCOME TECHNOLOGY NOT CURRENTLY AVAILABLE IN THE ROCKFORD COMMUNITY.

THERE WERE ALSO MISCELLANEQUS PROJECTS DESIGNATED BY THE FOUNDATION BOARD

IN ACCORDANCE WITH THE SPECIFIC ENDOWMENT. ALL FUNDS WERE EXPENDED PER THE

SPECIFIC DIRECTION OF EACH ENDOWMENT.

B300%4 10 25 18 Schedule D (Form 990) 2018
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OMB No 1545 0047

SCHEDULE F Statement of Activities Outside the United States

{Form 990) P Complete if the organization answered "Yes" on Farm 990, Part IV, ine 14b, 15, or 16 20 1 8
Departmenl of 1he Treasury ’ Attach to Form 890 Open to Public
Internal Revenus Savice | P Go to www Irs gov/Form990 for instructions and the latest information Inspection
Name of the organization Employer identification number
JAVON BEA HOSPITAL 36-2167847

[Parti | General Information on Activities Outside the United States. Complete if the organization answered "Yes an
Form 590, Part IV, line 14b

1 For grantmakers Does the organization maintain records to substantiate the amount of its grants and other assistance,
the grantees’ eligibility for the grants or assistance, and the selection cntenia used to award the grants or assistance? [:l Yes

2 For grantmakers Describe in Part V the organization's procedures for momitonng the use of its grants and other assistance outside the

Uniled States
3 Activities per Region_{The following Part | ine 3 table can be duplicated if additional space 1s needed )

DNO

{a) Region (b) Number of | {c} Number of | (d) Activities conducted in the region {e) I activity isted in (d) {f) Total
offices employees, | 1y type) (such as, iundraising, pro IS @ progiam service expendrtures
agents and for and
in {he region ndependent |alam services, vestments, grants to descnbe specific type Investments
contractors
1 the reqon recipients located in the region) ot service(s) in the region in the region
CENTRAL AMERICA AND
THE CARTEREAN -
ANTIGUA & BARBUDA,
ARURA, BAHAMAS, [INVESTMENTS 3,727, 01¢
3 a Subtotal 0 0 3,727,016
b 7lotal firom continuation — -
sheets to Part | 0 0 0
¢ Totals (add lines 3a
and 3b) 0 0 3,727,016
LHA For Paperwork Reduchon Act Notice, see the Instructions for Form 990 Schedule F (Form 990) 2018
832071 10 31 18
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Schedule [ (Form 9902018~ JAVON BEA HOSPITAL 36-2167847 Page 4
[Part V] Foreign Forms

h] Was the orgamization a U S transieror of property 1o a foreign corporation dunng the tax year? 5 "ves, " the
organizalion may be required to file Form 926, Return by a U S Transferor of Property to a Foreign
Corporation (see Instructons for Form 926) i Yes No

2 Did the organization have an interest in a foreign trust duning the tax year? i "Yas," the orgamzatbon
may be required to separately hle Form 3520 Annuat Aeturn To Report Transachions With Foreign
Trusts and Receipt of Certaint Fareign Gifts, and/or Form 3520-A, Annual Information Return of Foreign

Trust With 3 U S Owner (see Instructions for Forms 3520 and 3520-A, don't file with Form 990} [ ves No
3 Did the organization have an ownership interest in a foreign corporation duning the tax year? ff Yes, "

the arganization may be required ta file Form 5471, information Refumn of U S Persons With Respect Ta

Certain Foreign Corperations (see Instructions for Forrm 5471) @] Yes I:] No
4 Was the organization a direct or indirect shargholder of a passive loreign iInvestment company or a

qualified electing fund during the tax year? jf ' Yes, " the organization may be required to file Form 8621,
Information Relurn by a Shareholder of a Passive Foreign investment Company or Quatified Electing Fund
(ses Instructions for Form 8671) |:| Yes IZ' No

5 Did ihe organization have an ewnership interest in a foreign partnership during the tax year? 1 ves,"

the organizatton may be required to file Form 8865, Relurn of US Persons With Respect to Certain
Foreign Partnerships (see Instructions for Form 8865) [:l Yes X | No

6 Did the orgamzatron have any operations in ot 1elated 1o any boycotting countries during the tax year? ¢

Yes," the organizatton may be required to separately file Form 5713, international Boycoti Report (see
Instructions for Form 5713, don't fle with Form 890) I:l Yes No

Schedule F (Form 990) 2018
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Schedule F (Form 990y2018 JAVON BEA HOSPITAL 36-21678B47 pages
PartV | Supplemental information

Provide the information required by Part | ine 2 (monitoning of funds) Part I, ine 3, column {f) (accounting method amounts of
investments vs expenditures per region} Part N, ine 1 (accounting method) Part Il (accounting method), and Part Hl column (c)
(estimated number of recipients), as applicable Also complete this part to provida any additional information See instrucltions

SCHEDULE F, PART I:

METHOD USED TQ REPORT ENDING BALANCE. EQUITY METHOD

832075 10 31 18 Schedule F [Form 990) 2018
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SCHEDULEH
(Form 990)

P Complete if the orgamization answered "Yes" on Form 990, Part IV, question 20

Hospitals

OMB No 1545 0047

2018

Deparlment of the Treasury P Attach to Form 990 Open to Public
Internal Revenue Service P Go to www Irs gov/Form990 for instructions and the latest information Inspection
Name of the organization - g — Employer 1dentifrcation humber
JAVON BEA HOSPITAL 36-2167847
[PartT | Financial Assistance and Certain Other Community Benefits at Cost
Yes | Na
1a Did the organization have a financial assistance policy dunng the tax year? If "No, skip to question 6a 1a | X
b If Yes, was it a wriiten policy? b | X
11 tng & Jarnzalion had muhiple hospial lJachtes incicals 'whoeh of the lollow ng best desonoes apphcation ot the lnancia assistance policy 1o As vanious hospial
2 tacilhes duning tha tax year
Applied uniformly to all hospital facilihies I:] Applied uniformly to most hospital facihktres
@ Generally talored to indmdual hospital facilities
3 Answa Ihe lollowing hased on 1he IInancial assislance ehgibility ¢ritena thal apphed to the larges! number of the arganizalion s pabenis during tha tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free care?
If Yes,' indicate which of the following was the FPG tamily income himit for eligibility for free care a | X
1 100% [_1150% 200% [ Other %
b D the organization use FPG as a factor i determining ekgibdity far prowding giscountes care? It "Yes," indicate whuch
of the following was the family income hmit for eligibility for discounted care ah | X
[ 200% [ 12500 300% [ J350% [_J400% [ Other %
¢ |f the organization used factors other than FPG In determining eligibility, describe in Part VI the cnitena used for determining
eligiolity for free or discounted care Include in the descniption whether the organization used an asset test or ather
threshold, regardfess of iIncome, as a factor In determiring eligibilily for free or discounted care
4 Did the orgamizalion s linancaal assislance policy thal apphed 1o the largest number of ils patients during the tax year piovide for free or discounled care to the
medically ndigenl ? 4 X
5a Did the organization budget amounts for free or discounted care provided under 1its tinancial assistance policy during the \ax year? sa | X
b I Yes," did the organization’s financial assistance expenses exceed the budgeted amount? 5b X
c It "Yes" {ohne 5b as aresult of budget considerations, was the organization unable to provide iree or discounted
care o a patient who was eligible for free or discounted care? 5c
6a [nd the organization prepare a community benefit report dunng the tax year? 6a | X
b If Yes," did the organization make 1t available to the public? 6b | X
Complele the following lable using tha warksheels provided In the Schadule H insiruchions Do nel submil 1hese work<haets with the Schedule H
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and () Mmoo ot o) Pazons H{E] rota communty | () Drect orsoting | (e) et communy [ {f) Pecen
Means-Tested Government Programs | _Progams loptonal taplional) expense
a Financial Assistance at cost (from
Worksheet 1) 1228088. 1228088. .33%
b Medicaid {from Worksheet 3,
column a) 17692682[113363893| 4328789. 1.17%
c Costs of other means tested
government progiams (from
Waotksheet 3, column b)
d Total Financial Assisrance and
Means Tesled Governmenl Programs 118920770113363893 5556877- 1-50%
Other Benefits
e Commurity health
improvement services and
commurity benefit operations
{from Worksheet 4) 1148241. 92,515.| 1055726. .29%
f Health professions education
{irom Worksheet 5) 3779965.| 767,748.| 3012217. .81%
g Subsidized health services
{irom Worksheet 6) 14145215.[11618392.| 2526823. .68%
h Research (from Worksheet 7)
1 Gash and in kind contnbutions
for community benefit (from
Worksheet 8) 219,357, 219,357, .06%
J Total Other Benefits 19292778. 12478655, 6814123.] 1.84%
k Total Addlines 7d and 7| 138213548[12584254812371000. 3.34%

22091 11 0%-18
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Schedule H (Form 990) 2018 JAVON BEA HOSPITAL 36-2167847 Page2

EU Community Building Acfivites Complete this table if the organization conducted any community bullding actmties dunng the
tax year and describe in Part VI how its community building activities promoted the health of the communibies it serves
{a) Mumber of {b) Pason= {C) Total (d) Drec {e) Nt {f) Parcent of
activties or programs sai ved (oplional) communily oftsaliing revenua commnunly lotal expense
{optional) building expense bullding 8xpanse
1 Physical rmprovements and housing
2  Econemic development
3  Community support
4  Envitghmental mprovements
5 Lsadership davelopment and
training for community members
6  Coalitton bullding
7 Community health improvement
advocacy
8 Workforce development
9  Other
10 Total
Part 1l [ 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 152 1 | X
2  Enter the amount of the organization s bad debt expense Explain in Part VI the
methodology used by the organization to estimate this amount 2 | 20,723,254,

3 Enter the estimated amount of ihe orgamzation's bad debt expense attnbutable to
patients ehgible under the orgamization's financial assistance policy Explan in Part VI the
methodolegy used by the orgamization to estirnate this ameunt and the rationale, If any,
for Including this portion of bad debt as community benefit 3

4  Provide in Part Vl the text of the footnote to the orgamization s financial statements that descrbes bad debt
expense or the page number on which this footnote 1s contained in the attached financial statements

Section B Medicare

5  Enter total revenue receved irom Medicare (including DSH and IME) 5 | 59,381,827,
6 Enter Medicare allowable costs of care relating to payments on line 5 [ 74,164 ,668.
7  Subtract ine & from ine 5 This s the surplus (or shortfall} 7 |-14,782,841.
8 Describe n Part V| the extent to which any shortfall reported m hne 7 should be treated as community benefit
Aleo descnbe in Part V1 the costing methodology or source used to determine the amount reporied on line 6
Check the bex that describes the method used -
D Cost accounting system [E Cost to charge ratio |:| Other n .
Sechion C Collection Practices vV
9a Did the organization have a wntten debt collectiort policy during the tax year? ga | X
b It Yes," did the organizalron's collection policy that applied to the largest number of its patients during the tax vear contan provisions pn the
collechion practices Lo be tollowsd for patients who are known te qualify ter financral assistance? Describe in Part V| g | X
| Part |VJ Management Compﬂnles and JO'nt ventures {owned 10% or more by officers  directors  Tuslees kay employees and physicians  see instruchons)
{a) Name of entity (b} Descriphon of pnmary {c) Crganization's | {d} Officers, direct | {e) Physicians
activity of entity profit % or stock ors, trustees, or profit % or
ownership % key smployees stock
profit % or stock o
ownership % ownerstip %
832092 11 09 18 Schedule H (Form 990) 2013
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Schedule H {(Form 990) 2018 JAVON BEA HOSPITAL 36-2167847 Page3s
| Part V' | Facility Information

Section A Hospital Facilibies _ =
(ist in order of size from largest to smallest) _ g =l _ ,E
How many hosprtal faciities did the organization operate %_ 5 § *g ﬁ 2
during the tax year? @ 3| 0| @] Bl o
9 fhe taxy 218w 2] B2 8
tlame, address, pritnary website address and state icense number Bl cl M = 5] B s Facily
{and if a group return, the name and EIN of the suboidinate hospital w| g| Bl £ B 5| 9] £ reparling
crganization that operates the hospital facihity) gl c 3l g B glw| B greun
&l Slel 5@l TlT Other (describe)

1 JAVON BEA HOSEITAL
2400 N. ROCKTON AVE
ROCKFORD, IL 61103
HTTPES://MERCYHEALTHSYSTEM.ORG/
0002048 X|X|X|X X

2 VANMATRE HEALTH SQUTH
950 S MULFORD RD
ROCKFORD, IL 61108

HTTPS://MERCYHEALTHSYSTEM. ORG/LOCATION
0005215 X REHMABILITATION

832003 11-08 18 Schedule H {Form 990) 2018
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Schedule H (Form 990) 2018 JAVON BEA HOSPITAL 36-2167847 Pages

[PartV | Facility Information ;.oqsnueq)

Section B Facility Policies and Practices
(complete a separate Section B for each of the hospital facilities or facility reporting groups Iisted in Part V, Section A)

Name of hospital facility or letter of facility reporting group  YANMATRE HEALTH SOUTH

Line number of hospital facility, or Ime numbers of haspital

facihties 10 a facility reporting group (from Part V, Section A) 2

Yes | No

Community Health Needs Assessment

1 Was the hospital facilty first icensed registered or similarly recogmized by a state as a hosprtal facility in the

libabd bbb bl

J
4

o o oo

current tax year or the immediately preceding tax year?

Was the hospital faciity acquired or placed into service as a tax-exempt hospital in the current tax year or

the immediately preceding tax year? If ' Yes," provide details of the acquisition in Section G

During the tax year or erther of the two immediately preceding tax years, did the hospital facility conduct a

comrnunity health needs assessment (CHNA)? If "No," skip to ine 12
If "Yes, indicate what the CHNA report describes (check all that apply)

A defintion of the community served by the hospital facility

Demographics of the community

Exuisting health care facilities and resources within the community that are available to respond to the health needs

of the commumity

How data was obtained

The signmificant health needs of the community

Pnmary and chronic disease needs and other health 1ssues of uninsured persons, low income persons, and minority
groups

The process for Identifying and priontizing community health needs and services to meet the community health needs
The pracess for consulting with persons representing the community's interests

The impact of any actions taken to address the significant health needs identified in the hospital facility s prior CHNA(s)
Other (descrnibe In Section C)

Indicate the tax year the hosprtal facility last conducted a CHNA 2D£

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 haspital facility, including those with special knowledge of or expertise in public
health? If "Yes " descnbe in Section C how the hosprtal facility took into account input from persons who represent the
community and identify the persons the hospital facility consulted

6a Was the hospital facikity s CHNA conducted with one or more other hospital facHitres? If  Yes, list the other

hospital facilities in Section C

b Was the hospital laciity s CHNA conducted with one or more organizations other than hospital taciities? If "Yes *

st the other organizations in Section C

7 Did the hospital facility make 1its CHNA report widely available to the public?

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

X]
[X]
]
]

Hospital facility s website istur) MERCYHEALTHSYSTEM.QORG/COMMUNITY-NEEDS

Other website (ist ) WCHD . ORG
Made a paper copy availlable for public inspection without charge at the hospral facility
Other (describe in Section C)

8 [nd the hosprtal facility adopt an implementation strategy to meet the significant community health needs
identified through its most recentty conducted CHNA? If "No, ' skip to line 11

9 Indicdte the tax year the hospital facility last adepted an implementation strategy 20__2
10 Is the hospital faciity s most recently adopted implementation strategy posted on a website?

alf-Yes, (istul) MERCYHEALTHSYSTEM,QORG/COMMUNITY-NEEDS

b

If "No

1s the hospial facility's most recently adopted implementation strategy attached to this return?

11 Descrtbe 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 Dnd the organizatioh ncur an excise tax under section 4959 for the hospital facility's failure to conduct a

CHNA as required by section 501{r}(3)?

b ! "Yes' to hne 12a, did the organization file Form 4720 to 1eport the section 4959 excise tax?

¢ If "Yes' to ine 12b what 15 the total amount of section 4959 excise tax the organization reported on Form 4720
for all of its hospital facilties? $

(55|

&b

10

10b

12a

12b

832094 11-09 18
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Schedule H {Form 920) 2018 JAVON BEA HOSPITAL 36-2167847 Page4
[PartV | Facility Information {continued)

Section B Facility Policies and Prachices
(complete a separate Section B for each of ihe hosprtal facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facility or letter of facility reporting group  JAVON BEA HOSPITAL

Line number of hospital facility, or hne numbers of hospital
faciihes in a facility reporting group {from Part V, Section A) 1

Yes | No

Community Health Needs Assessment

1 Was the hospital facilty first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immed ately preceding tax year? q X

2 Was the hospial facility acquired or placed into service as a tax exempt hospital in the current tax year or
the immediately preceding tax year? Ii *Yes," prowide details of the acquisition in Section G 2 X
3 Dunng the tax year or erther of the two immedrately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If No,” skip to line 12 3 X
It *Yes, indicate what the CHNA report describes (check all that apply)
|__}£:| A definition of the commurity served by the hospital facility
@ Demographics ot the community

o o

@] Exishng health care faciliies and resources within the community that are available o respond to the health needs
of the commumity

@] How data was obtaned

rz] The significant health needs of the community

@] Primary and chromc disease needs and other health 1ssues of uninsured persons low Income persons, and minonty
groups

- o a

/=]
=

The pracess for identifying and priontizing community heafth needs and services to meet the community health needs

b

The process for consulting with persons representing the community s interests
1 @ The impact of any actions taken to address the significant health needs identified in the hospital facility's prior CHNA(s)
] |:] Other (describe in Section C)
4 Indigate the tax year the hospital facility last conducted a CHNA 20 _ﬂ
5 In conducting its most recent CHNA did the hospital facility take into account input from persons who represent the broad
inlerests of the commumity served by the hospital facilty, including those wath special knowledge of or experbise in pubhic
health? If "Yes descnbe in Section C how the hospital facility took into account input from persons who represent the
community, and identity the persons the hospital faciity consutted 5 X
Ba Was the hosprlal facilty s CGHNA conducted with one or more other hospital facilities? If "Yes " list the other
hospital facilities in Section G 6a X
b Was the hospital facility’'s CHNA conducted with one or more organizations other than hospital facilities® f "Yes,
list the other arganizations in Section C &b
7 Did the hospital facility make its CHNA report widely available to the public? 7
It "Yes, mdicate how the GHNA report was made widely avallable (check all that apply)
a [X] Hospial tacility's website fist ur) MERCYHEALTHSYSTEM . ORG/COMMUNITY-NEEDS
b [X] Other website fist ur) WCHD . ORG
c D Made a paper copy avalable for public inspection without charge at the hosprtal facility
d D Other (describe In Section C)
8 Dnd the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through 1ts most recently conducted CHNA? If "No ' skip to line 11 B X
9 Indicate the tax year the hospiial facility last adopted an implementation strategy 20 _19_
10 Is the hosprtal facility's most recently adopted implementation strategy posted on a website? 10| X
ali"Yes' (istuly MERCYHEALTHSYSTEM.ORG/COMMUNITY-NEEDS
bl Mo, Isthe hospital facility s most recemly adopted implementation strategy attached to this retum? 10b

11 Desctibe in Section C how the hospital facility 1s addressing the significant needs identified in ts 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 arganization incur an excise tax under section 4959 for the hospital facility s fallure to conduct a
CHNA as required by section 501{r)(3)? 12a X
b If "Yes to hne 12a, did the orgamization file Form 4720 to report the section 4959 excise tax? 12bh
c If *Yes tolne 12b whal s the total amount of section 4959 excise tax the organization reported on Form 4720
for all of its hospital facthties?  $
832094 11-09 18 Schedule H (Form 990) 2018
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Schedule H (Form 990) 2018 JAVON BEA HOSPITAL 36-2167847 Pages
[PartV | Facility Information (.ntinued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group  JAVON BEA HOSPITAL

Yes | No

Did the hospital faciity have in place durning the tax year a wnitten financial assistance policy that
13 Explained eligibility cnteria for financial assistance, and whether such assistance included free or discounted care? 13| X

It *Yes indicate the eligiility cnteria explaned in the FAP

a Federal poverty gurdelines (FPG), with FPG family income limit for eligtbility for free care of 200 %

and FPG family income hmit for eligibility for discounted care of 300 %

Income level other than FPG (descnbe in Section C)

Asset level

Medical mdigency .

Insurance status

Undennsurance status

Residency

Other {describe in Section C)

14 Explained the basis for calculating amounts charged to patients? 14 | X

15 Explained the method for applying for financial assistance? 15 | X
If Yes, indicate how the hospital faciity's FAP or FAP application form (including accompanying instructions)

|
:rm-‘-mjna‘

EEEREER

explained the method for applying for financial assistance [check all that apply)
a [ X| Described the nformation the haspital facility may require an Individual to provide as part of his or her application
b [X]| Described the supporting documentation the hospital faciity may require an individual to submit as part of his

or her application
c Prowided the contact information of hospital facility staff who can provide an mdividual with information
about the FAP and FAP application process
d D Provided the contact information of nenproiit organizations or gavemment agencies that may be sources
of assistance with FAP applications
e |:] Other (descnbe in Section C)
16 Was widely publicized within the community served by the hospital facility? 16 | X
If "Yes, indicate how the hospital faciity publicized the policy (check all that apply)
The FAP was widely available on a website (isturl) MERCYHEALTHSYSTEM ORG/FINANCIAL-POLICIES
The FAP apphcation form was widely available on a website (ist ud) SEE PART vV, PAGE B
A plain language summary of the FAP was widely available on a website (ist url) SEE PART V  PAGE 8
The FAP was available upon request and without charge (in public locations in the hospital facility and by mail)
The FAP apphcation form was availlable upon request and without charge (in public localions in the hospital
faciity and by mail)
A plain language summary of the FAP was available upon request and without charge (in publc locations in
the hospital facility and by mall)
Indiduals were notified about the FAP by being otfered a paper copy of the plain language summary of the FAP,
by receving a conspicuous wntten notice about the FAP on ther billing statements, and wia conspicuous public

L = N + B -

M bbb

drsplays or other measures reasonably calculated to attract patients’ aitention

Notfied members of the community who are most likely to require financial assistance about avalability of the FAP

<

The FAP, FAP application form, and plain language summary of the FAP were translated into the pnmary language(s)
spoken by Limited Enghish Proficiency (LEP) populations
1 |:| Other (describe in Section C)

Schedule H (Form 990) 2018
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| Pal‘t V_I FaCIIIty |nf0rmatl0n (Contfnued}

Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group  VANMATRE HEALTH SQUTH

Did the hospital faciily have In place during the tax year a wntten financial assistance policy that
13 Explained elgibility cntena tor financial assistarice, and whether such assrslance included free or discounted care?
If "Yes, indicate the eligibility crtenia explained in the FAP
Federal poverty guidelines (FPG), wath FPG farmily income himit for ebgibility for free care of 200 %
and FPG family incame hrmit for ehgibility for discounted care of 400 %
Income level other than FPG {descnbe in Section C)
Asset level
Medical indigency
Insurance status

a

Undennsurance status
Residency
Other (descnibe in Section C)
14 Explained the basis for calculating amounts charged to patienis?
15 Explained the methed for applying for financial assistance?
i “Yes, indicate how the hospital facility s FAP or FAP application form (including accompanying nstructions}

LOCOCOU B

o 0 o O O

explained the method for applying for financial assistance (check all that apply)
a Ehﬂ Described the information the hospital facility may requwre an individual {o provide as part of his or her application
b B:l Descnbed the supporting docurnentation the hospital faciity may require an individual to submit as part of his
or her application
c E(:] Provided the contact information of hosprtal facility staff who can provide an individual with information
about the FAP and FAP application process
d Ej Prowded the contact mformation of nonprofil organizations or government agencies that may be sources
of assistance with FAP applications
e ': Other (describe in Section C)
16 Was widely publicized within the community served by the hosprtal facility?
If "Yes, indicate how the hospital facility publicized the policy (check all that apply)
The FAP was widely avalable on a website (hst url) SBE PART VI, PAGE 8

Yes | No
12 | X
14| X
15 | X
16 | X

The FAP application form was widely available on a website (isturly SEE PART VI, PAGE 3

A plain language summary of the FAP was widely avallable on a websrte (st ur) SEE PART VI, PAGE 8

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

A plan language summary of the FAP was available upon request and without gharge (in public locations in

-

[ b bdbdbebAbd

the hospital facility and by mail)

Indiwiduals were notified about the FAP by being ofiered a paper copy of the plain language summary of the FAP,
by recewing a conspicuous written notice about the FAP on ther bilhng statements, and wa conspcuous pubhc
displays or other measures reasonably calculated to attract patients' attention

h D Notified members of the community who are most likely to require financial assistance about avalability of the FAP

1 The FAP FAP application form and plain language summary of the FAP were translated into the pnmary language(s)
spoken by Limited English Proficiency (LEP) populaticns

1 |:] Other (descnbe in Section C)

Schedule H (Form 990} 2018
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Schedule H (Form 990) 2018 JAVON BEA HOSPITAL 36-2167847 Pages

[PartV | Facility Information /.;nunueq)

Billing and Collections

Name of hospital facility or letter of facility reporting group _ JAVON BEA HOSPITAL

17 Did the hospital faciity have in place duning the tax year a separate billing and collectrons policy, or a wntten financial
assistance polrcy (FAF) that explained all of the actions the hospital facility or other aulthonzed party may take upon
nonpayment?

18 Check all of the following actions agamst an individual that were permitted under the hospital facility s policies during the:
tax year before making reasonable efforts to determine the individual s eligibility under the faciity's FAP

Reporting to credit agencyl{ies)

Seling an individual’s debt 1o another party

QO o o

(ke bR

Defernng denying or requinng a payment betore providing medically necessary care due to nonpayment of a
previous bill for care covered under the hospital facdity’s FAP

Actions that require a legal or jJudicial process

Other similar actions (descnbe n Section C)

None of these achions or other similar actions were permitted

- o

19 Did the hospital facility or other authonzed party perform any of the following actions during the tax year beiore making
reasonable efforts to determine the individual's eligibility under the facility’'s FAP?
It *¥es, check all actions in which the hospital facility or a third party engaged

Reporting to credit agency(ies}

Selling an indmadual's debt to another party

o T o

Deternng, 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

Actions that require a legal or judicial process

Other similar actions {descrnbe in Section C)

o o

00 0do

20 Indicate which effarts the hospital faciity or other authonzed party made before initiating any of the actions listed (whether or

not checked} in ine 19 {check all that apply)
a
FAP at least 30 days before initiating those ECAs (if not, describe in Section C)

Processed incomplete and complete FAP applications (f not descnbe in Section C)
Made presumptive eligibiity determinations (if not, descnbe in Section C)

Other (describe in Section C)

f None of these efforts were made

2 a0 o

bbb

Yes | No

17

19

Prowided a wntten notice about upconung ECAs (Extracrdinary Collection Action) and a plain language summary of ihe

Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not descnbe i Section C)

Policy Relating to Emergency Medical Care

21 Dud the hospital facility have in pface during the tax year a wntten policy relating to emergency medical care
that required the hospital facility 1o provide, without discnmination, care tor emergency medical conditions to
individuals regardless of their ehgibility under the haspital facility's financial assistance policy?
If "No  indicate why
The hospiial facilly did not provide care for any emergency medical conditions
The hospital facility s policy was not in wnting
The hospital facility himited who was eligible to receive care for emergency medical conditions (descnbe in Section C)
QOther (descnbe In Section C)

[ 000

29
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Schedule H (Form 990) 2018 JAVON BEA HOSPITAL 36-2167847 Pages
[Part V | Facility information (oniineq)
Billing and Collections

Name of hospital faciity or letter of facility reporting group _ VANMATRE HEALTH SOUTH

Yes | No

17 Dd the hospital facility have in place dunng the tax vear a separate billing and collections policy, or a wntten inancial
assistance policy {FAP) thal explained all of the actions the hospstal facility or other authornzed party may take upon
nonpayment? 17 | X

18 Check all of the fellowing actions against an individual that were pernutted under the hospital facility's policies during the
tax year before making reasonable efforts to determine the individual’s eligibihity under the facility's FAP

a D Reporting to credit agency(ies)
b D Selling an individual’s debt to another party
c E Deterring, denying, o1 requinng a payment before providing medically necessary care due to nonpayment of a
previous bill for care covered under the hospital facility's FAP
Actions that require a legal or judicial process
[:I 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 authonzed party perform any of the following actions durng the tax year before making
reasonable efforts to determine the indmdual’'s eligibility under the faciity s FAP? 19 X
i "Yes, check all actions in which the hospital facility or a thurd party engaged
a Reporting 1o credit agency(ies)
b Selling an indwidual s debt to another party

Defemng, denying or requirng a payment before providing medically necessary care due to nonpayment of a

previous bill for care covered under the hospital facility’s FAP

Actions that require a legal or judicial process

Other similar actions (deschbe in Section C)

20 Indicate which etiorts the hospital facility or other authonzed party made before mitrating any of the actions listed (whether or
not checked) w1 hne 19 (check all that apply)

Prowvided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the

FAP at least 30 days before iniiating those EGAs (if not, describe in Section C)

Made a reaspnable efforl to orally notily individuals about the FAP and FAP application process (If not, descnbe in Section C)

0 000

Processed incomplete and complete FAP applications (if not descrbe in Sectron C)
Made presumptive eligibility determinations {if not, desunbe in Section G)
Other {describe In Section C)
f [:l None of these efforts were made
Policy Relating to Emergency Medical Care

00K [

T Qo0 o

21 Did the hospital facility have in place duning the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discnimimation, care for emergency medical conditions to
ndividuals regardiess of thewr ehgiblity under the hospital fachty's financial assistance policy? 21 X
If "No, indicate why

X | The hospital facility did not piovide care for any emergency medicat conditions
The hospital facity's policy was not n wrting
The hospital facility imited who was eligible to receive care for emergency medical condrtions (descnbe in Section C)
Cther (descnbe in Section C)

IR

Lo R - - ]

Schedule H (Form 990} 2018

832096 1109-18

47
19100402 144198 131478 2018.05070 JAVON BEA HOSPITAL 131478_1




Scheduie H (Form 990) 2018 JAVON BEA HOSPITAL 36-216784"7 Page7
[PartV | Facility Information contmued)

Charges to Individuals Eligible for Assistance Under the FAP [FAP-Eligible Individuals)
Name of hospital facility or letter of facility reporting group _ JAVON BEA HOSPITAL

Yes | No

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

a I:l The hospital facility used a look back method based on claims allowed by Medrcare fee-for service during a pnor
12 maonth penod

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

c |:[ The hospital facility used a look back method based on claims allowed by Medicaid either alone or in combination
with Medicare fee for service and all private health insurers that pay claims to the hospital facility dunng a prior
12 month perod

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

23 Durng the tax year did the hospital facilily charge any FAP eligible individual to whom the hospital facility provided

emergency or other medically necessary services more than the amounts generally billed 1o indwiduals who had
insurance covering such care? 23 X

if "Yes," explain in Section C

24 Durng 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?
i "Yes," explan n Section C

24 X

Schedule H (Form 990) 2018
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Schedule H (Form 990) 2018 JAVON BEA HOSPITAL 36-2167847 Page7

|Part V | Facility Information ;consnued)

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

Name of hospital facility or letter of facility reporting greup _ VANMATRE HEALTH SOUTH

22 Indicate how the hosprtal facility determined, duning the 1ax year, the maximum amounts that can be charged to FAP ehgible
indwiduals for emergency or other medically necessary care
a [_] The hospital facility used a look-back method based on claims allowed by Medicare fee for service dunng a prior
12 month penod
b L] The hospital faciity used a look back method based on claims allowed by Medicare fee for service and all private
health insurers that pay claims to the hospital facility dunng a prior 12 month penod
[ |:] The hospital facility used a lock 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 factlity dunng a prior
12-month penod
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
msurance covenng such care?
If "Yes, explain in Section C
24 Duning 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 indiwvidual?
It “Yes, explain m Section C

Yes | No
23 X
24 X
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[Pant V | Facility Information coninued)

Sechion C Supplemental Information for Part V, Section B Provide descriptions reguired for Part V, Section B lines

2 31,5 6a, 6b, 7d 11, 13b, 13h, 15e, 16), 18e, 19e 20a, 20b, 20c, 20d 20e 21¢, 21d, 23, and 24 If applicable, provide

separate descriplions for each hospital facility in a facility reporting group, designated by lacility reporting group letter
and hospiial fagility ine number from Part V Section A (A 1, A 4," "B, 2, "B, 3," et¢) and name of hospital faciltty

JAVON BEA HOSPITAL:

PART VvV, SECTION B, LINE 5: JAVON BEA HOSPITAL USED THE ROCKFORD REGIONAL

HEALTH COUNCIL 2017 HEALTHY COMMUNITY STUDY. THE ROCKFCRD REGIQONAL COUNCIL

IS A NON-PARTISAN ORGANIZATION THAT FOCUSES ON IMPROVING THE QUALITY OF

OUR REGION'S HEALTH. THE COUNCIL ENGAGED NORTHERN ILLINQIS UNIVERSITY

CENTER FOR GOVERNMENTAL STUDIES TO CONDUCT THE 2017 HEALTHY COMMUNITY

STUDY. THE FOCUS OF THE COUNCIL IS ON IMPROVING THE QUALITY OF QUR

REGION'S HEALTH THROUGH DATA GATHERING AND ANALYSIS, EDUCATION, ACTION AND

ADVOCACY. THIS STUDY PROVIDES THE FRAMEWORK FOR OUR STRATEGIC PLAN WITH

IDENTIFIED GOALS AND PRIQRITIES.

THE COMMUNITY BENEFIT PLAN IS5 A NEEDS ASSESSMENT THAT IS REQUIRED BY THE

ILLINOIS DEPARTMENT OF PUBLIC HEALTH AND MUST BE COMPLETED EVERY 5 YEARS

TO OBTAIN APPROPRIATE STATE HEALTH DEPARTMENT CERTIFICATION.

THE 2017 STUDY INCLUDED THE FOLLOWING THREE COMPONENTS 1) COMMUNITY

ANALYSIS- A COMPILATION OF DATA FROM EXTERNAL SOQURCES ON A WIDE VARIETY OF

COMMUNITY HEALTH ISSUES AND TRENDS. 2) HOUSEHOLD SURVEY-A RANDOM SURVEY OF

RESIDENTS IN WINNEBAGO AND BOONE COUNTIES INCLUDING THE PUBLIC SCHOOLS. 3)

KEY INFORMANT SURVEY-SELECTED COMMUNITY LEADERS IN BUSINESS, GOVERNMENT,

HEALTHCARE, NONPROFIT AND OTHER COMMUNITY LEADERS WERE SURVEYED AS TO

THEIR VIEWS ON THE HEALTH OF THE COMMUNITY AND HOW IT CAN BE IMFROVED. THE

STUDY IS INTENDED TQ CAPTURE THE CURRENT STATE OF HEALTH FOR RESIDENTS OF

WINNEBAGO AND BOONE COUNTIES AS WELL AS RESIDENTS' PERCEPTIONS QOF

WELL-BEING.

£32088 1108 18 Schedule H {Form 990} 2018
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Schedule H (Form 990) 2018 JAVON BEA HOSPITAL 36-2167847 Pages
[Part V | Facility Information .,qynueq)

Sechon G Supplemental Information for Part V, Section B Provide descnptions required for Part V, Section B, lines

2,315 6a, 6b, 7/d 11 13b, 13h, 15e, 16|, 18e, 193¢, 20a, 20b, 20c, 20d, 20e, 21¢, 21d, 23, and 24 If applicable, provide

separate descnphtions for each hospital facility in a facility reporting group designated by facility reporting group letter
and hospital faciity ine number from Part V, Section A ('A, 1," A 4"'B,2 "B, 3 " etc’) and name of hospital facility

VANMATRE HEALTH SOUTH

PART V, SECTION B, LINE 5-: JAVON BEA HOSPITAL USED THE ROCKFORD REGIONAL

HEALTH COUNCIL 2017 HEALTHY COMMUNITY STUDY. THE ROCKFORD REGIONAL COUNCIL

IS A NON-PARTISAN ORGANTZATION THAT FOCUSES ON IMPROVING THE QUALITY OF

QUR REGION'S HEALTH. THE COUNCIL ENGAGED NORTHERN ILLINOIS UNIVERSITY

CENTER FOR GOVERNMENTAL STUDIES TO CONDUCT THE 2017 HEALTHY COMMUNITY

STUDY. THE FOCUS QF THE CQUNCIL IS ON IMPROVING THE QUALITY OF OUR

REGION'S HEALTH THROUGH DATA GATHERING AND ANALYSTS, EDUCATION, ACTION AND

ADVOCACY. THIS STUDY PROVIDES THE FRAMEWORK FOR OUR STRATEGIC PLAN WITH

IDENTIFIED GOALS AND PRIQORITIES.

THE COMMUNITY BENEFIT PLAN IS A NEEDS ASSESSMENT THAT IS REQUIRED BY THE

ILLINOIS DEPARTMENT OF PUBLIC HEALTH AND MUST BE COMPLETED EVERY 5 YEARS

TO OBTATIN APPROPRIATE STATE HEALTH DEPARTMENT CERTIFICATION,

THE 2017 STUDY INCLUDED THE FOLLOWING THREE COMPONENTS: 1) COMMUNITY

ANALYSTS- A COMPILATION OF DATA FROM EXTERNAL SOURCES ON A WIDE VARIETY OF

COMMUNITY HEALTH ISSUES AND TRENDS. 2) HOUSEHOLD SURVEY-A RANDOM SURVEY OF

RESTDENTS IN WINNEBAGO AND BOONE COUNTIES INCLUDING THE PUBLIC SCHOOLS. 3)

KEY INFORMANT SURVEY-SELECTED COMMUNITY LEADERS IN BUSINESS, GOVERNMENT,

HEALTHCARE, NONPROFIT AND OTHER COMMUNITY LEADERS WERE SURVEYED AS TO

THEIR VIEWS ON THE HEALTH OF THE COMMUNITY AND HOW IT CAN BE IMPROVED. THE

STUDY IS INTENDED TO CAPTURE THE CURRENT STATE OF HEALTH FOR RESIDENTS OF

WINNEBAGO AND BOONE COUNTIES AS WELL AS RESIDENTS' PERCEPTIONS QF

WELL-BEING.
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Schedule H (Form 990) 2018 JAVON BEA HOSPITAL 36-2167847 pages
[Part V | Faciity Information /onnnuea)

Section C Supplemental Informatron for Part V, Section B Provide descrnptions required for Part V, Section B Iines

2 3),5 6a 6b, 7d, 11, 13b 13h 15e, 16}, 18e, 19e, 20a, 20b 20c, 20d, 20e, 21¢, 21d, 23, and 24 If applicable, provide

separate descrniptions for each hospital facility in a facilty reporting group, designated by facility reporting group letter
and hospttal tacility e number from Part V, Section A "A,1," "A 4" "B, 2" B, 3 " etc ) and name of hospital facility

JAVON BEA HOSPITAL:

PART V, SECTION B, LINE 6B' ROCEFORD REGIONAL HEALTH COUNCIL

VANMATRE HEALTH SOUTH:

PART V, SECTION B, LINE 6B: ROCKFORD REGIONAL HEALTH COUNCIL

JAVON BEA HOSPITAL:

PART V, SECTION B, LINE 11: THE SURVEY IDENTIFIED MULTIPLE NEEDS WITHIN

THE COMMUNITY. THE NEEDS IDENTIFIED INCLUDED CHRONIC DISEASE,

MATERNAL/PRENATAL/EARLY CHILDHOOD HEALTH, HEALTH EQUITY, AND A SHORTAGE OF

MENTAL HEALTH SERVICES.

THE IMPLEMENTATICON PLAN FQCUSES ON MANY OF THE AREAS IDENTIFIED TQ HELP TQ

IMPROVE THE GENERAL HEALTH OF INDIVIDUALS LIVING IN THE PRIMARY SERVICE

AREA TINCLUDING: TMPROVING ACCESS TO HEALTHCARE BY DEVELOPING AND OFFERING

VARIQOUS SITES FOR PRIMARY CARE MEDICAL SERVICES. IMPRQOVE THE BEHAVIORAL

HEALTH STATUS OF COMMUNITY MEMBERS BY CONTINUING TO PROVIDE INPATIENT

BEHAVIORAL MEDICINE SERVICES TQ AREA RESIDENTS. IMPRGVE THE HEALTH STATUS

OF INDIVIDUALS WITH CHRONIC ILLNESSES. MATNTAIN QUR COMMITMENT TO THE

WOMEN AND CHILDREN QF THE COMMUNITY AS THE EXCLUSIVE PROVIDER OF

COMPREHENSIVE TERTIARY SERVICES AND BY ESTABLISHING PARTNERSHIPS WITH

CLINICS AND HOSPITALS. PROVIDE JOB TRAINING AND EMPLOYMENT OPPORTUNITIES

TQ THE DISABLED YOUNG ADULT COMMUNITY MEMBERS IN COLLABORATION WITH RAMP

AND THE ILLINQOIS DEPARTMENT OF HUMAN SERVICES.

THE IMPLEMENTATION PLAN DOES NOT ADDRESS ISSUES AROUND VIOLENCE IN THE
832098 1109 18 Schedule H {Form 990) 2018
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[PartV | Faciity Information connnueq;

Section C Supplemental Information for Part V, Section B Provide descriptions required for Part V, Seclion B, lines

2,31,5,6a, 6b 7d, 11 13b, 13h 15e, 16|, 18e, 19, 20a, 20b, 20¢, 20d, 20e, 21c, 21d, 23, and 24 If applicable, provide

separate descnplions for each hospital facility n a facility reporting group, designated by facility reporting group letter
and hospital facility ine number from Part V, Section A (A, 1," A 4," "B, 2, "B, 3, etc)and name of hosprtal facility

COMMUNITY, AS THIS NEED IS BETTER ADDRESSED BY ORGANIZATIONS MORE VERSED

IN THE MULTIDIMENSIONAL FACTORS AFFECTING COMMUNITY VIQOLENCE AND CRIME.

JAVON BEA HOSPITAL

PART V, LINE 16B, FAP APPLICATION WEBSITE:

MERCYHEALTHSYSTEM.ORG/FINANCIAL-POLICIES

JAVON BEA HOSPITAL

PART V, LINE 16C, FAP PLATN LANGUAGE SUMMARY WEBSITE.

MERCYHEALTHSYSTEM.ORG/FINANCIAL-POLICIES

JAVON BEA HOSPITAL:

PART V, SECTION B, LINE 18EFE. DEFERRING, DENYING OR REQUIRING A PAYMENT

BEFORE PROVIDING MEDICALLY NECESSARY CARE DUE TO NONPAYMENT QF A PREVIQUS

BILL FOR CARE COVERED UNDER THE HOSPITAL FACILITY'S FAP.

PART V, SECTION B, LINE 16

VANMATRE HEALTH SQOUTH

PART VvV, LINE 16A, FAP WERSITE:

WWW . ENCOMPASSHEALTH.COM/LOCATIONS /VANDERBILTSTALLWORTH/FINANCIAL-ASSISTA

NCE

VANMATRE HEALTH SOUTH

PART V, LINE 16B, FAP APPLICATICON WEBSITE:

832058 110918 Schedule H (Form 990) 2018
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| Part V | Facilty Information ., nynueq;

Section G Supplemental [nformation for Part V, Section B Provide descrhiptions required for Parl V Seclion B lines
2, 3), 5, 6a 6b, 7d, 11, 13b, 13h, 15¢, 16) 18¢, 19¢, 20a, 20b, 20c, 20d 20e, 21¢, 214, 23, and 24 I applicable, provide
separate descnptions for each hospital facility in a facility reporting group designated by facility reporting group letter
and hospital facility ine number from Part V, Section A (A, 1, 'A /4, "B, 2 'B, 3, etc)and name of hosprtal facility

WWW . ENCOMPASSHEALTH. COM/LOCATIONS /VANDERBILTSTALLWORTH /FINANCIAL-ASSISTA

NCE

VANMATRE HEALTH SOUTH

PART V, LINE 16C, FAP PLAIN LANGUAGE SUMMARY WEBSITE.

WWW . ENCOMPASSHEALTH . COM/LOCATIONS /VANDERBILTSTALLWORTH/FINANCIAL-ASSISTA

NCE

532098 11 08 18 Schedule H (Form 990) 2018
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(Part V | Facility Information .;ninued)

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

(istin order of size, from largest to smallest)

How many non-hospital health care facilities did the orgamization operate during the tax year? 0

Name and address Type of Facility (describe)
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Schedule H {Form 950) 2018 JAVON BEA HOSPITAL 36—-2167847 Page 10
[ Part VI] Supplemental Information

Prowide the following information

1 Requwed descripbions Prowide the descriptions required for Part |, tines 3g, 6a, and 7, Part | and Part Wi, 'mes 2, 3, 4, 8 and
9b

2 Needs assessment Descnbe how the organrzation assesses the health care needs of the communilies It serves 0 addition to any
CHNAs reported in Part V, Section B

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

4 Cammunrly information Descnbe the community the organization serves taking into account the geographic area and demographic
constituents It serves

5 Promotion of community health Provide any other information important to describing how the orgamization s hospital tacilities or other health
care faciliies further 1ts exempt purpose by promoting the health of the communrty {e g  open medical staff, community board, use of surplus
funds ete)

6 Affilated health care systemn [If the orgamization 1s pari of an affilated health care system, describe the respective roles of the organization
and its affiiates n promotmg the health of the communities served

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

PART I, LINE 7:

THE HOSPITAL UTILIZED BOTH THE MEDICARE COST REPORT CCR {(COST-TO-CHARGE

RATIO) AND QUR COST ACCOUNTING SYSTEM TO DETERMINE THE COST OF CHARGES,

BAD DEBT AND CHARITY CARE EXPENSE INCLUDED IN LINE 7. THE SUBSIDIZED

PROGRAMS ALSQ INCLUDE THE COSTS (BASED ON A CALCULATED CCR) FROM THE

RELATED CCMPANY ROCKFORD HEALTH PHYSTICIANS (RHPH) BECAUSE THERE ARE NO

PHYSICIANS COSTS INCLUDED IN THE HOSPITAL COST ACCOUNTING ANALYSIS. BAD

DEBT AND CHARITY AT COST HAVE BEEN REMOVED FROM LINES 7E/7F/7G SINCE THOSE

COSTS WERE PREVIQUSLY INCLUDED.

PART III, LINE 2:

ALL CHARGES FOR ANY SERVICE PROVIDED BY JAVON BEA HOSPITAL ARE THE VERY

—— ~TGAME FOR EVERY INDIVIDUAL, REGARDLESS OF WHETHER IT IS FOR EMERGENCY OR

STANDARD CARE AND REGARDLESS OF THE PATIENT'S ABILITY TO PAY. EACH PATIENT

IS THEN ASSESSED FOR_ELIGIBILITY FOR FINANCIAL ASSISTANCE BASED ON

PREDEFINED CRITERIA OF FINANCIAL STATUS AND INCOME LEVEL. IF THE PATIENT

QUALIFIES FOR FINANCIAL ASSISTANCE, THE EXPECTED REIMBURSEMENT IS BASED ON

CHARITY CARE POLICY GUIDELINES. IF THE PATIENT HAS NO INSURANCE AND
832100 11-06-18 Schedule H (Form 990) 2018
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Schedute H (Form 950} JAVON BEA HOSPITAL 36-2167847 Page 10
[Part VI | Supplemental Information (Continyation)

DOESN'T QUALIFY FOR FINANCIAL ASSISTANCE, THE EXPECTED REIMBURSEMENT IS

75% OF BILLED CHARGES. THE ORGANIZATION MAINTAINS A BAD DEBRT RESERVE ON

THE BALANCE SHEET. ANY BAD DEBT WRITE-QOFFS OF PATIENT ACCQUNTS WILL GO

AGAINST THE BAD DEBT RESERVE. AT EACH MONTH END BASED ON THE ACCQUNTS

RECEIVABLE BY FINANCIAT, CLASS AND AGING BUCKET, THE RESERVE AMOUNT IS5 RE-

EVALUATED. THE AMOUNT NEEDED TO MAINTAIN THE APPROPRIATE RESERVE LEVEL IS

THE BAD DEBT EXPENSE. ANY PAYMENTS RECEIVED ON PATIENT ACCOUNTS PREVIQUSLY

WRITTEN QFF TO BAD DEBT WILL OFFSET THE BAD DEBT EXPENSE.

PART III, LINE 4:

BAD DEBT EXPENSE 1S5 ACCOUNTED FOR IN THE FOLLOWING MANNER (AS DETAILED IN

NOTE 1 OF THE AUDITED FINANCIAL STATEMENTS OF MERCY HEALTH CORPORATION).

PATIENT ACCOUNTS RECEIVABLE IS REPORTED AT THE AMOUNT THAT REFLECTS THE

CONSIDERATION TC WHICH THE CORPORATION EXPECTS TO BE ENTITLED, IN EXCHANGE

FOR PROVIDING PATIENT CARE SERVICES. PATIENT ACCOUNTS RECEIVABLE ARE

RECORDED IN THE ACCOMPANYING BALANCE SHEETS NET OF CONTRACTUAL ADJUSTMENTS

AND IMPLICIT PRICE CONCESSTONS WHICH REFLECTS MANAGEMENT'S ESTIMATE OF THE

TRANSACTION PRICE. THE CORPORATION ESTIMATES THE TRANSACTION PRICE BASED

ON, NEGOTIATED CONTRACTUAL AGREEMENTS, HISTORICAL EXPERIENCE AND CURRENT

MARKET CONDITIONS. THE INITTAL ESTIMATE OF THE TRANSACTION PRICE IS

DETERMINED BY REDUCING THE STANDARD CHARGE BY ANY CONTRACTUAL ADJUSTMENTS,

DISCOUNTS, AND IMPLICIT PRICE CONCESSIONS AND IS RECORDED THROUGH A

REDUCTION OF GROSS REVENUE AND A CREDIT TO PATIENT ACCQUNTS RECEIVABLE.

THE CORPORATION DOES NOT HAVE A POLICY TO CHARGE INTEREST ON PAST DUE

ACCOUNTS.

Schedule H (Form 990)
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Schedule H {Form 980) JAVON BEA HOSPITAL 36-2167847 page 10
[Part VIT Supplemental Information Consnuation)

PART TII, LINE 8:

REPORTED ON LINE 6 ARE ALLOWABLE MEDICARE COSTS PROVIDED BY THE COST

REPORT. MEDICARE COSTS ARE ELIMINATED FROM THE SUBSIDIZED PROGRAMS ON PART

1, LN 7G AS CALCULATED BY OUR COST ACCOUNTING ANALYSIS. A COMBINATION OF

COST ACCOUNTING AND THE MEDICARE CCR WAS USED FOR THE COMPUTATION OF

SUBSIDIZED PROGRAMS.

PART 11T, LINE 9B;

JAVON BEA HOSPITAL HAS A STRONG COMMITMENT TO PROVIDE QUALITY PATIENT CARE

FOR ALL INDIVIDUALS. OUR MISSION IS TQO PROVIDE HEALTH CARE TO EVERYONE WHO

COMES TO OUR DOOR, REGARDLESS QF THEIR ABILITY TO PAY. WE WILL SUBMIT A

CLAIM TO ALL 3RD PARTY PAYORS ON BEHALF OF THE PATIENT. WE HELP PATIENTS

APPLY FOR ALL POSSIBLE INSURANCE OR ASSISTANCE SUCH AS CRIME VICTIMS, AN

AUTOMOBILE ACCIDENT, WORKERS' COMPENSATION, MEDICAID, COBRA, LOCAL

ASSISTANCE AND/OR HOSFPITAL FINANCTIAL ASSISTANCE. IF THEY DO NOT QUALIFY

FOR ANY OF THESE, WE CAN EXTEND PAYMENT OPTIONS SUCH AS MONTHLY PAYMENTS,

CREDIT CARD PAYMENTS OR FINANCIAL ASSTSTANCE. THIS TS OFFERED TQO PATIENTS

WHO ARE EXPERIENCING LEGITIMATE FINANCIAL HARDSHIPS AND ARE UNABLE TC PAY

FOR ALL OR PART OF THE PATIENT'S MEDICAL CARE. FORGIVENESS MAY APPLY TQ AN

AMOUNT AFTER APPLYING ALL PAYMENTS SUCH AS ANY INSURANCE COMPANY, HEALTH

PLAN OR PERSONAL PAYMENTS, ANY NEGOTIATED DISCOUNTS OR ANY UNINSURED

DISCOUNTS. IF A PATIENT ELIGIBLE FOR CHARITY CARE OR PARTIAL FINANCTIAL

ASSISTANCE STILL HAS A PORTION OF THE CUTSTANDING BALANCE DUE, OTHER

ARRANGEMENTS ARE MADE. MONTHLY STATEMENTS ARE SENT AS PAYMENT REMINDERS

FOR CONTRACTED ARRANGEMENTS. IN CASE OF DEFAULT, ADDITIONAL LETTERS AND

CALLS ARE MADE TQ BRING IT TO A CURRENT STATUS. AN ACCOUNT IS TURNED OVER

TO A COLLECTION AGENCY ONLY AFTER NON-PAYMENT QR NO CONTACT IN 120 DAYS

ALTHQUGH JBH WILL SUSPEND COLLECTION EFFORTS ONCE A COMPLETED APPLICATION
’ Schedule H {Form 950}
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[ Part VI| Supplemental Information (continuation)

HAS BEEN RECEIVED AND IS PENDING APPROVAL OR DENIAL.

PART VI, LINE 2:

THE HOSPITAL USED THE ROCKFORD REGIONAL HEALTH COUNCIL'S 2017 HEALTHY

COMMUNITY STUDY FOR THE LOCAL ASSESSMENT OF NEEDS AND THE COMMUNITY

BENEFIT IMPLEMENTATION PLAN WAS COMPLETED IN 2019 BASED ON THIS STUDY. THE

PLAN IS TO DEVELOP AND TMPLEMENT A MULTIFACETED COMMUNITY BENEFIT PLAN TO

IMPROVE THE HEALTH AND WELLBEING OF RESIDENTS IN THE PRIMARY SERVICE AREA.

THE IMPLEMENTATION PLAN FOCUSES ON MANY OF THE AREAS IDENTIFIED TO HELP TO

IMPROVE THE GENERAL HEALTH OF INDIVIDUALS LIVING IN THE PRIMARY SERVICE

AREA INCLUDING:

IMPROVE HEALTH CARE ACCESS BY DEVELOPING AND OFFERING VARIOQUS ACCESS SITES

AND VENUES FOR PRIMARY CARE MEDICAL SERVICES. ESTABLISH PHYSTICIAN

RESIDENCY PROGRAMS IN ROCKFORD. SUPPORT BRIDGE CLINIC SERVICES AND THE

RONALD MCDONALD CARE MOBILE FOR NON- AND UNDER-INSURED PATIENTS AND

CHILDREN.

IMPROVE THE BEHAVIQORAL HEALTH STATUS OF COMMUNITY MEMBERS BY CONTINUING

TQ PROVIDE INPATIENT BEHAVICRAL MEDICINE SERVICES TO AREA RESIDENTS,

IDENTIFY INDIVIDUALS AT HIGH RISK FOR MENTAL HEALTH DISCRDERS, MATNTAIN

SOCIAL WORKERS TO ASSTIST WITH MENTAL HEALTH ISSUES AND WORK WITH OTHER

COMMUNITY SERVICES TO IMPROVE THE HEALTH STATUS OF THE ELDERLY PCPULATIONM

— BY WORKING CLOSELY WITH THEIR FAMILIES TO KEEP INDIVIDUALS IN THEIR HOMES.

IMPROVE THE HEALTH STATUS OF INDIVIDUALS WITH CHRONIC ILLNESSES AND

PROMOTE HEALTHY LIFESTYLES THRQUGH EDUCATIONAL QFFERINGS INCLUDING WORKING
Schedule H {Form 990)
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[ Part VI | Supplemental Information (Continuation)

WITH PATIENTS AND FAMILIES TO PROACTIVELY MANAGE AND IMPROVE THE CHRONIC

DISEASE STATE OF THE PATIENTS. MAINTAIN CLINICAL TEAMS TO WORK WITH

NURSING HOME PATIENTS, ESTABLISH TELE-MONITORING SERVICES FOR INDIVIDUALS

WITH CHRONIC DISEASE LIVING AT HOME, ESTABLISH OTHER PALLIATIVE SERVICES

NEEDED TO PLAN FOR, CARE FOR AND SUPPORT PATIENTS.

MAINTAIN CCMMITMENT TO THE WOMEN AND CHILDREN OF THE COMMUNITY AS THE

EXCLUSIVE PROVIDER OF COMPREHENSIVE TERTIARY SERVICES AND BY ESTABLISHING

PARTNERSHIPS WITH CLINICS AND HOSPITALS, ENGAGING ALL OBSTETRICIANS AND

MIDWIVES TO IMPROVE QUTCOMES, AND DEVELQP AND MAINTAIN LEVEL II PEDIATRIC

TRAUMA STATUS.

PROVIDE JOB TRAINING AND EMPLOYMENT OPPORTUNITIES TO DISABLED YQUNG ADULT

COMMUNITY MEMBEFRS TN COLLABORATION WITH RAMP AND THE TLLINQIS DEPARTMENT

OF HUMAN SERVICES.

PART VI, LINE 3

ALL UNINSURED PATIENTS ARE NOTIFIED OF MERCY'S FINANCIAL ASSISTANCE POLICY

UPON REGISTRATION. INFORMATION IS ALSO AVATABLE AT THE HEALTH SYSTEMS'S

WEBITE, IN QUR EMERGENCY ROOMS, FINANCIAL ASSISTANCE QFFICES, AND WITH THE

PATIENT FINANCIAL COUNSELORS. APPROPRIATE PERSONNEL HAVE BEEN TRAINED ON

HOW TQ INTERACT WITH PATIENTS ABOUT FINANCIAL AID AVAILABILITY, AND HOW TO

DIRECT PATIENTS TQ APPROPRIATE FINANCIAL AJID STAFF. THE HOSPITALS HAVE

TRANSLATION SERVICES AVAILABLE AS NEEDED.

PART VI, LINE 4:

JAVON BEA HOSPITAL IS LOCATED IN ROCKFORD, IL (WINNEBAGO COUNTY). US

CENSUS BUREAU AMERICAN COMMUNITY SURVEY 5-YEAR ESTIMATES (2012-2016)
Schedule H (Form 990)
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Schedule H {Form 990) JAVON BEA HOSPITAL 36-21678B47 Page 10
[Part VI| Supplemental Information (Contimuation)

ESTIMATE THE POPULATION OF WINNEBAGO COUNTY AT APPROXIMATELY 286,000.

LOCATED TN NORTHERN ILLINOIS, THE COUNTY IS CHARACTERIZED AS LARGELY RURAL

AND POPULATED WITH VERY SMALL COMMUNITIES WITH THE EXCEPTION OF THE

NEIGHBORING CITIES OF ROCKFORD, LOVES PARK, AND MACHESNEY PARK WHICH

COMPRISE MORE THAN 197,000 INDIVIDUALS. THE VAST MAJORITY OF PATIENTS

RESIDE IN WINNEBAGO COUNTY. AS A COMMUNITY THAT RELIES HEAVILY ON

MANUFACTURING COMPANIES AND SMALL BUSINESSES, THE AREA WAS PARTICULARLY

HARD HIT TN RECENT YEARS. CURRENTLY, THE LARGEST EMPLOYERS INCLUDE THE

ROCKFORD _PUBLIC SCHOOLS AND THE THREE ROCKFORD HEALTH CARE PROVIDERS. THE

MOST RECENT MEDIAN HOUSEHOLD INCOMES IN WINNEBAGO COUNTY WERE $49,468

COMPARED TC THE STATES MEDIAN HOUSEHOLD INCOME OF $59,196. THESE

DISPARITIES ARE ALSQO REFLECTED IN EDUCATICN AND PQVERTY RATES.

UNEMPLOYMENT RATES HAVE IMPROVED WITH MOST RECENT FIGURES FCOR WINNEBAGO

COUNTY AT 5.2%. ONLY 22.4% OF WINNEBAGO COUNTY RESIDENTS ATTAIN A

BACHELOR'S DEGREE OR HIGHER WHILE IN THE STATE 32.9% DC. MORE THAN 15% OF

THE RESIDENTS IN WINNEBAGO COUNTY LIVE BELOW THE PQVERTY LINE COMPARED TO

STATE LEVELS OF 13%.

PART VI, LINE 5:

LED BY A GOVERNING BODY COMPRISED OF A MAJOﬁiTY OF INDEPENDENT PERSONS

REPRESENTATIVE QF THE COMMUNITY, JAVON BEA HOSPITAL (JBH) AND ITS

AFFILIATES ARE VERY INVOLVED IN PROMOTING A HEALTHIER COMMUNITY. AS ONE OF

ROCKFORD'S LARGEST EMPLOYERS, THE ORGANIZATICON TAKES A LEADING ROLE IN

FINANCIALLY SUPPORTING NOT ONLY HEALTH-RELATED INITIATIVES, BUT ALSO

COMMUNITY-BUILDING ACTIVITIES ACROSS THE REGION. THIS INCLUDES PROVIDING

FINANCIAL SUPPORT AND TALENT FOR ECONOMIC DEVELOPMENT AND BUSINESS RELATED

ACTIVITIES, AS WELL AS QUALITY OF LIFE AND EDUCATIQNAL TNITIATIVES.

EMPLOYEES PARTICIPATE ON COMMUNITY BOARDS AND ARE ACTIVELY INVOLVED IN
Schedule H {Form 950}
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Schedule H (Form 990) JAVON BEA HOSPITAL 36-2167847 page 10
{Part Vi | Supplemental Information (co;itnuation)

PROMCTING THE REGION AND ITS ASSETS.

BASED ON THE RESULTS OF THE ROCKFORD HEALTH CQUNCIL 2017 HEALTHY COMMUNITY

STUDY, THE 2019 COMMUNITY BENEFIT IMPLEMENTATION PLAN IDENTIFIED SEVERAL

KEY ARFAS TO FOCUS EFFORTS. FOR EXAMPLE, AS THE PREDOMINANT PRQVIDER OF

PEDIATRIC SERVICES, JBH MAINTAINS ITS COMMITMENT TO THE CHILDREN OF OUR

COMMUNITY. THIS IS EVIDENT IN QUR SUPPORT OF THE RONALD MCDONALD CARE

MOBILE WHICH PROVIDES FREE DENTAL AND MEDICAL CARE TQO UNINSURED AND

UNDERINSURED CHILDREN TN FIVE NORTHEREN CQUNTIES. THE 40-FOQT, 26,000 POUND

MOBILE UNIT HOUSES TWO PATIENT EXAM ROOMS, A CENTRAL WAITING ROOM, AND A

STERILIZATION AREA AND HAS PROVIDED CARE TQ MORE THAN 6,500 CHILDREN SINCE

THE INCEPTION OF THE PROGRAM IN 2003. THIS TQTALS MORE THAN $1.85 MILLION

IN FREE CARE OVER THE LIFE OF THE PROGRAM. THE CARE MOBILE TS COMPLETELY

FUNDED BY PHILANTHROPY FROM THE MERCYHEALTH DEVELOPMENT FOUNDATION, JAVON

BEA HOSPITAL AUXTLIARY AND THE RONALD MCDONALD HOUSE CHARITIES OF MADISON.

THE BRIDGE CLINIC IS YET ANOTHER VENUE FQOR UN- AND UNDER-INSURED ADULTS TO

RECEIVE FREE MEDICAL TREATMENT FOR CHRONIC MEDICAL TISSUES. SINCE ITS

OPENING IN 2008, HUNDREDS QF PEQPLE FROM QUR COMMUNITY HAVE RECEIVED CARE.

MANY PHYSICIANS AND OTHER HEALTH CARE PROVIDERS GIVE FREELY OF THEIR TIME

TO PROVIDE THESE SERVICES TO LESS FORTUNATE INDIVIDUALS IN OUR COMMUNITY

TO BETTER MANAGE THEIR CHRONIC CONDITIONS. SINCE 2012, JBH CONTINUES TO

PARTNER WITH A SILVER LINING FOUNDATION TQ PROVIDE FREE BREAST HEALTH

SERVICES TO UN- AND UNDER-INSURED WOMEN IN THE COMMUNITY. APPROXIMATELY

500 WOMEN HAVE RECEIVED FREE SCREENING MAMMOGRAMS AND OTHER BREAST RELATED

SERVICES AND PROCEDURES SINCE THE PROGRAM'S INCEPTION. THESE ARE ONLY SOME

QOF THE MANY CONTRIBUTIONS THAT JEH MAKES TO PROMOTE AND IMPROVE THE HEALTH

OF THE COMMUNITY. JBH REMAINS COMMITTED TQ EDUCATING THE PUBLIC ABOUT

VARIOUS HEALTH CARE ISSUES AND INITIATIVES AND IMPROVING THE LIVES OF OUR
Schedule H (Form 990)
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Schedule H (Form 990) JAVON BEA HOSPITAIL 36-2167847 page 10
[Part VIT Supplemental Information {Continuahon)

CITIZENS. JBH DOES NQT RESTRICT ADMISSION OF PROVIDERS AND PROVIDES AN

OPEN MEDICAL STAFF.

PART VI, LINE 7, LIST OF STATES RECEIVING COMMUNITY BENEFIT REPORT:

IL

Schedule H (Form 990)
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SCHEDULE J Compensation Information

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employeces
P Complete if the organization answered "Yes" on Form 990, Part |V, line 23

OMB No 1545-0047

2018

Dapariment of the Treasury P Attach to Form 990 Open to Public
Inler ral Fleverus Service | P Go to www irs gow/Form990 for instructions and the latest information Inspection
Name of the organization Employer identification humber
JAVON BEA HOSPITAL 36-2167847
{Partl | Questions Regarding Compensation
Yes | No
1a Check the appropnate box(es) if the organization provided any of the following to or for a person hsted on Form 990,
Part VIl, Section A, ine 1a Complete Part lll to provide any relevant information regarding these tems
D First class or charler travel D Housing allowance ot residence for personal use
[j Travel for companions |:| Payments for business use of personal residence
[:| Tax mdemnification and gross up payments D Health or social club dues or initiation fees
[j Discretionary spending account D Personal services (such as maid chaufleur chef)
b If any of the boxes on hne 1a are checked, did the organization follow a wntten policy regarding payment or
reimbursement or provision of all of the expenses descnbed above? If No,* complete Part 1l to explain b
2 [nd the organization require substantiation pror to reimbursing or allowing expenses incurred by all directors
trustees, and officers, includmg the CEQ/Execulive Director, regarding the tems checked on ine 1a? 2

3 Indicate which If any, of the following the filing organization used to establish the compensation of the arganization s
GEO/Executive Director Check all that apply Do not check any boxes for methods used by a related organization to

establish compensation of the CEOQ/Executive Director but explan in Part |

Compensation commirttee I:] Writlen employment contract
E Independent compensation consultant [:I Compensation survey or study
D Farm 990 aof other organizations [ Approval by the board ar compensation commuttee

4 During the year did any person hsted on Form 990 Part VIl Section A line 1a, with respect to the filng
organization or a related organization
a Receive a severance payment or change of-control payment?
b Parlictpate n or receive payment from, a supplemental nonqualfied retirement plan?
¢ Parhicipate in, or receive payment from an equity based campensation arrangement?
If Yes toany of bnes 4a c list the persons and provide the applicable amounts for each item in Part |1

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

5 For persons hsted on Forrm 990 Part VIl Section A IIine 1a did the organization pay or accrue any compensation

contingent on the revenues of
a The organization?
b Any related organization”?
If "Yes on line 5a or 5b, describe in Part 1l

6 For persons hsted on Form 990, Part VI, Section A line 1a, did the organization pay or accrue any compensation

contingent on the net earnings of
a The organization?
b Any related organization?
It "Yes online Ba or 6b describe n Part 1

7 For persons listed on Forrn 990, Part Vi, Section A, Iine 13, did the organization prowide any nonfixed payments

not described on lines 5 and 67 I "Yes " descrbe in Part lll

8 Were any amounts reporied on Form 920, Part Vil pavd or accrued pursuant o a contract that was subject o the

inibal contract exception described i Regulations section 53 49584(a)(3}? If ‘Yes " descrnbe in Part |l
9 K "Yes onlne B, did the organization also follow the rebuttable presumption procedure described in
PRegulations section 53 4958 8{c)?

4a X
4 | X
4c X
5a X
5h X
Ba X
6h X
7 X
8 X
9

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 890

832111 10 26-18
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