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Form 990

Department of the Treasury
Internal Revenue Service

2949320506501

Return of Organization Exempt From Income Tax

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

| OMB No 1545-0047

2019

Open to Public
Inspection

A For the 2019 calendar year, or tax year beginning

O
O
|
(|
O
]

Check If applicable
Address change
Name change

Initial return

Final return/terminated
Amended return

Application pending

09/01

, 2019, and ending

12/31

,20 19

C Name of organizaton ST FRANCIS HOSPITAL, INC

Doing business as

D Employer identification number

58-2504530

ONE ST FRANCIS DRIVE

Number and street (or P O box if mail 1s not delivered to street address)

Room/suite

E Telephone number

(864) 255-1000

GREENVILLE, SC 29601

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

G Gross receipts $

227,181,554

SAME AS C ABOVE

F Name and address of principal officer MATTHEW CALDWELL

H(a} Is this a group return for subordinates? D Yes No

_| H(b) Are all subordinates included? D Yes D No

1 Tax-exempt status

501(c)(3) [ 501(0) ¢ ) < (insert no

[ 4947(a)(1) or []52f ) 4

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

J  Website: » WWW BONSECOURS COM H(c) Group exemption number » 0928
K Form of organization [¥]Comoration D Trust [] Association [ ] Other » | L Year of formation 193ZJ M State of legal domictle SC
Summary
1 Brefly descnibe the organization’s mission or most significant activitias. PROVIDES ACUTE CARE HOSPITAL SERVICES
O
g § e e e
;\; § 2 Check this box I O the organlza'tlon discontinued its disposed of more than 25% of its net assets
py & | 3 Number of voting members of the governing body (Part .o . 3 16
= ﬁ 4  Number of independent voting members of the governii., - ., .. —.. VI, hne 1b) 4 13
< g 5 Total number of individuals employed in calendar year 2019 (Part V, line 2a) 5 3,610
™ 2| 6 Total number of volunteers (estimate If necessary) 6 279
Q < | 7a Total unrelated business revenue from Part VIIl, ED 7a 156,223
‘% b Net unrelated business taxable income from Form 9 : - O 7b 0
b4 fg 5 (D] Prior Year Current Year
< o | 8 Contributions and grants (Part VIII, ine 1h} . ol NOV@ 70.20 3 2,349,041 6,223,153
8 g 9  Program service revenue (Part VIII, line 2g) i é 642,230,437 218,981,458
2 | 10 Investment income (Part VIIi, column (A), lines 3,14, an UT 3,850,496 699,831
C 1141 Otherrevenue (Part VIll, column (A), lines 5, 6d, & e 4,544,818 1,277,112
12 Total revenue—add lines 8 through 11 {(must equal Part VIII, column (A), ine 12} 652,974,792 227,181,554
13  Grants and similar amounts paid (Part IX, column (A), lines 1-3) . 31,003,820 1,120,288
14  Benefits paid to or for members (Part IX, column (A), ine 4) .
@ 15  Salaries, other compensation, employee benefits (Part IX, column (A), ines 5-10) 198,100,190 63,314,779
2 [ 16a Professional fundraising fees (Part IX, column (A), line 11¢) 0 0
§ b Total fundraising expenses (Part IX, column (D), ine25) » 0 ‘Z}:
W1 47  Other expenses (Part IX, column (A), ines 11a-11d, 11f-24¢) 354,460,245 123,645,819
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), ine 25) 583,564,255 188,080,886
19  Revenue less expenses. Subtract ine 18 from line 12 69,410,537 39,100,668
H § Beginning of Current Year End of Year
£5/20 Total assets (Part X, line 16) 633,107,261 673,615,770
é’ﬁ 21 Total habilities (Part X, hne 26) . . 325,685,502 326,047,322
23| 2 Net assets or fund balances. Subtract line 21 from hne 20 307,421,759 347,568,448

m Signature Block

Under penalties of perjury, | declare that | have exarmined this retumn, including accompanying schedules and statements, and to the best of my knowledge and belief, it I1s

true, correct, and comple

palrer (other than officer) 1s based on all nformation of which preparer has any knowledge

s tandrctic [11/13/2020
Sign } Signature ofefiRes1E7184E4 Date
Here ’ LISA LANDRETH, INTERIM CFO - BSSFHS
Type or pnnt name and title

Paid Print/Type preparer's name Preyualure Date Check D i PTIN
Preparer |TRAVISL PATTON 4 '4 11/9/2020 | sett-employed|  poo369623
Use Only Fim's name > PRICEWATERHOUSECOGPERS LTP Firm's EIN » 13-4008324

Firm's address ®» 600 13TH STREET NW, STE 1000, WASHINGTON, DC 20005 Phone no (212) 414-1000
May the IRS discuss this return with the preparer shown above? (see instructions) [y] yes [ No
For Paperwork Reduction Act Notice, see the separate instructions. Cat No 11282Y Form 990 (2019)

St. Francis Hospital, Inc. 1 11/6/2020 3:57:08 PM
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Form 990 (2019) Page 2
1edll] Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any linemthisPat il . . . . . . . . . . . . . []

1  Brefly describe the organization’s mission-
THE MISSION iS TO BRING COMPASSION TO HEALTH CARE AND TO BE GOOD HELP TO THOSE IN NEED, ESPECIALLY

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

3 Did the organization cease conducting, or make significant changes in how 1t conducts, any program
services? . . Co .. : [ Yes No
If “Yes,” describe these changes on Schedule O

4 Describe the organization’s program service accomphishments for each of its three largest program services, as measured by

expenses Section 501(c)(3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others,
the total expenses, and revenue, if any, for each program service reported

4a (Code } (Expenses $ 155,420,743 including grants of $ 1,120,288 ) (Revenue $ 219,339,711 )

COMPRISED OF GREATER THAN 514 000 RESIDENTS AND HAS EXPERIENCED A GROWTH RATE DOUBLE THAT OF THE

UNITED STATES AND SIGNIFICANTLY HIGHER THAN THAT OF SOUTH CAROLINA ST FRANCIS HOSPITAL ‘PROVIDES

MEDICAL CARE TO PATIENTS WITHOUT REGARD TO THEIR ABILITY TO PAY ST FRANCIS HOSPITAL PROVIDES
SUPPORT FOR THE COMMUNITY SERVICES GREENVILLE HAS A SIMILAR AGE DISTRIBUTION COMPARED TO SOUTH

_CAROLINA, WITH SLIGHTLY MORE CHILDREN (AGE <18) AND FEWER OLDER ADULTS (AGE >65) GREENVILLE HAS A

HIGHER MEDIAN INCOME AND PER CAPITA INCOME THAN SOUTH CAROLINA BUT LESS THAN THE NATION 13 5%

(2018) OF RESIDENTS LIVE [N POVERTY IN GREENVILLE COUNTY PLEASE SEE SCHEDULE H FOR ADDITIONAL

INFORMATION REGARDING PROGRAMS, COMMUNITY BENEFIT PROGRAMS, AND CHARITY CARE

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

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

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

_(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses » 155,420,743
Form 990 (2019)
St. Francis Hospital, Inc. 2 11/6/2020 3:57:08 PM

§8-2504530
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Form 990 (2019)

(0T ApONTL

B Checkiist of Required Schedules

Yes | No
1 Is the organization descrnbed In section 501(c)(3) or 4947(a)(1) (other than a private foundation)? I/f “Yes,”
complete Schedule A . . 1|V
2 |Is the organization required to complete Schedule B, Schedule of Contr/butors (see mstructlons) . 2 |V
3 Did the organization engage in direct or indirect political campaign activities on behaif of or in opposmon to
candidates for public office? If “Yes,"” complete Schedule C, Part | . .. 3 v
4  Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If “Yes,” complete Schedule C, Part Il . 4 v
5 Is the organization a section 501(c})(4), 501(c)(5), or 501(c)(6) organmization that receives membershlp dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If “Yes," complete Schedule C, Partlll | 5 v
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? /f
“Yes,” complete Schedule D, Part | . .o . 6 v
7  Did the organization receive or hold a conservation easement, mcludlng easements to preserve open space,
the environment, historic land areas, or histonic structures? If “Yes,” complete Schedule D, Part Il 7 v
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,”
complete Schedule D, Part Ili . .o . .. . .o 8 v
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account lability, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repar, or
debt negotiation services? If “Yes,” complete Schedule D, Part IV .. 9 v
10 Did the organization, directly or through a related organization, hold assets in donor- restncted endowments
or in quas! endowments? If “Yes,” complete Schedule D, Part V .o . . 10 v
11 If the organization’s answer to any of the following questions 1s “Yes,” then complete Schedule D, Parts VI, |
VI, VIII, IX, or X as applicable |
a Did the organization report an amount for land, builldings, and equnpment in Part X, ine 10? If “Yes,”
complete Schedule D, Part VI . e 11al| v
b Did the organization report an amount for investments—other securities in Part X line 12, that I1s 5% or more
of its total assets reported in Part X, ine 167 If “Yes,” complete Schedule D, Part Vil . 11b v
¢ Did the organization report an amount for investments —program related in Part X, ine 13, that is 5% or more
of its total assets reported in Part X, line 16? If “Yes,” complete Schedule D, Part Vill 11c v
d Did the organization report an amount for other assets in Part X, line 15, that 1s 5% or more of its total assets
reported in Part X, line 167 If “Yes,” complete Schedule D, Part IX 11d v
e Did the organization report an amount for other liabilities in Part X, ine 257 If "Yes " comp/ete Schedu/e D, Part X |[1le| vV
f Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's hability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes,” complete Schedule D, Part X 1| v
12a Dd the organization obtain separate, mdependent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts XI and X/l 12a v
b Was the organization included In consolldated independent audlted financial statements for the tax year” If
“Yes,” and If the organization answered “No” to line 12a, then completing Schedule D, Parts X! and Xil 1s optional |12b| v
13 Is the organization a school described in section 170(b)(1)(A)(n)? /f “Yes,” complete Schedule E 13 v
14a Did the organization maintain an office, employees, or agents outside of the United States? 14a v
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts | and IV 14b v
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If “Yes,” complete Schedule F, Parts Il and IV . . 15 v
16  Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? if “Yes,” complete Schedule F, Parts Ill and IV. . 16 v
17  Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), ines 6 and 11e? If “Yes,” complete Schedule G, Part I (see instructions}) 17 v
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, ines 1c and 8a? If “Yes,” complete Schedule G, Part Il . . . 18 v
19  Did the organization report more than $15,000 of gross income from gaming activities on Part Vill, ine 9a?
If “Yes,” complete Schedule G, Part il 19 v
20a Did the organization operate one or more hospital facnlmes’? lf ”Yes complete Schedule H . 20a| v
b If “Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return? 20b| v
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If “Yes,” complete Schedule |, Parts | and Il 21| v
Form 990 (2019)
St. Francis Hospital, Inc. 3 11/6/2020 3:57:08 PM
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Form 990 (2019)
[ Checkiist of Required Schedules (continued)

22

23

24a

26

27

28

29
30

31
32

33

34

35a

36

37

38

Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 2? If “Yes,” complete Schedule |, Parts | and Il

Did the organization answer “Yes” to Part Vil, Section A, {ine 3, 4, or 5 about compensation of the
organization’s current and former officers, directors, trustees, key employees, and highest compensated
employees? If “Yes,” complete Schedule J . .o .

Did the organization have a tax-exempt bond i1ssue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was i1ssued after December 31, 20027 If “Yes,” answer lines 24b
through 24d and complete Schedule K. If “No,” go to line 25a .

Did the organizatton invest any proceeds of tax-exempt bonds beyond a temporary penod exceptnon"

Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? .
Did the organization act as an “on behalf of” issuer for bonds outstandlng at any tlme dunng the year’7
Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualfied person during the year? If “Yes,” complete Schedule L, Part |

Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ?
If “Yes,” complete Schedule L, Part ] . . .

Did the organization report any amount on Part X, line 5 or 22, for receivables from or payables to any current
or former officer, director, trustee, key employee, creator or founder, substantial contnbutor, or 35%
controlled entity or family member of any of these persons? If “Yes,” complete Schedule L, Part Il

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

Was the organization a party to a business transaction with one of the followung parties (see Schedule L, Part
IV instructions, for applicable filing thresholds, conditions, and exceptions):

A current or former officer, director, trustee, key employee, creator or founder, or substantial contributor? /f

Page 4
Yes | No
22 v
23| v
24a v
24b
24c
24d
25a v
25b v
26 v
27 v

“Yes,” complete Schedule L, Part IV 28a v
A family member of any individual described in line 28a’7 If “Yes " complete Schedu/e L, Part IV 28b| v
A 35% controlled entity of one or more individuals and/or organizations described in Iines 28a or 28b? If
“Yes,” complete Schedule L, Part IV . . . 28c v
Dtid the organization receive more than $25,000 in non-cash contnbutnons" If “Yes,” complete Schedule M 29 v
Did the organization receive contributions of art, historical treasures, or other similar assets, or quallfled
conservation contributions? If “Yes, " complete Schedule M . 30 v
Did the organization iquidate, terminate, or dissolve and cease operations? If ”Yes ” comp/ere Schedu/e N, Pan‘/ 31 v
Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,”
complete Schedule N, Part Il . . . 32 v
Did the organization own 100% of an entity dlsregarded as separate from the organlzatlon under Regulatuons
sections 301.7701-2 and 301 7701-37? If “Yes,” complete Schedule R, Part | . .. 33| v
Was the organization related to any tax-exempt or taxable entlty’? If “Yes,” complete Schedule R, Pan‘ i,
or IV, and Part V, hine 1 “| v
Did the organization have a controlled entity wnthln the meaning of sectlon 512(b)(13)’7 35a| v
If “Yes” to line 35a, did the orgamzation receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, Iine 2 35b| v
Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Part V, line 2 . .. . .o .o 36 v
Did the organization conduct more than 5% of its activities through an entity that Is not a related organization
and that I1s treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R, Part VI 37 v
Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
19?7 Note: All Form 990 filers are required to complete Schedule O. 38| v
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any line in this Part V O

Yes | No

1a Enter the number reported in Box 3 of Form 1096. Enter -0- 1f not applicable - 1a 130[__
b Enter the number of Forms W-2G included in ine 1a Enter -0- if not applicable . 1b 0]
¢ Did the organizatton comply with backup withhoiding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners? . . . 1c| v
Form 990 (2019)
St. Francls Hospital, Inc. 4 11/6/2020 3:57:08 PM
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Form 990 (2019) Page §
Statements Regarding Other IRS Filings and Tax Compliance (continued)
Yes | No
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax |
Statements, filed for the calendar year ending with or within the year covered by this return | 2a 3,610
b If at least one 1s reported on line 2a, did the organization file all required federal employment tax returns? 2b| v
Note: If the sum of lines 1a and 2a 1s greater than 250, you may be required to e-filfe {see instructions) ‘ ]

3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a| v
b If “Yes,” has 1t filed a Form 990-T for this year? If “No” to line 3b, provide an explanation on Schedule O 3b| v

4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over,

a financial account in a foreign country (such as a bank account, secunties account, or other financial account)? 4a v
b If “Yes,” enter the name of the foreign country b ) ) )
See instructions for fiing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).

S5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a v
b Did any taxable party notify the organization that it was or s a party to a prohibited tax sheiter transaction? 5b v
¢ If "Yes” to line 5a or 5b, did the organization file Form 8886-T7? .o . 5¢

6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the

organization solicit any contributions that were not tax deductible as charitable contributions? 6a v
b If “Yes,” did the organization include with every solicitation an express statement that such contrnibutions or
gifts were not tax deductible? 6b
7 Organizations that may receive deductible contnbutions under sectlon 170(c)
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided to the payor? A 7a v
If “Yes,” did the organization notify the donor of the value of the goods or services provuded" 7b
¢ Did the organization sell, exchange, or otherwise dlspose of tangible personal property for which it was
required to file Form 82827 . . .o .. .. 7c v
d If “Yes,” indicate the number of Forms 8282 flled dunng the year . e I 7d I |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7e v
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f v
g If the organization received a contributton of qualified intellectual property, did the organization file Form 8899 as required? | 7g
h If the organization received a contribution of cars, boats, arplanes, or other vehicles, did the organization file a Form 1098-C? | 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the |
sponsoring organization have excess business holdings at any time during the year? . 8

9 Sponsoring organizations maintaining donor advised funds. ]
a Did the sponsoring organization make any taxable distributions under section 49667 . . 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b

10  Section 501(c)(7) organizations. Enter. !
a Initiation fees and capital contnibutions included on Part VIll, line 12 . . . . 10a :
b Gross receipts, included on Form 990, Part VIII, ine 12, for public use of club facnmes . 10b |
11 Section 501(c)(12) organizations. Enter: }
a Gross income from members or shareholders . . . 11a ‘
b Gross income from other sources (Do not net amounts due or pald to other sources ‘
against amounts due or received from them.) . . .o 11b w
12a Section 4947(a)(1) non-exempt charitable trusts. Is the orgamzahon f|l|ng Form 990 in lleu of Form 1041? 12a
b If “Yes,” enter the amount of tax-exempt interest received or accrued during the year 12b
13  Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to i1ssue qualified health plans in more than one state? 13a
Note: See the instructions for additional information the orgamization must report on Schedule O
b Enter the amount of reserves the organization i1s required to maintain by the states in which
the organization Is licensed to issue qualified health plans e . 13b
¢ Enter the amount of reserves on hand .o 13c
14a Did the organization receive any payments for indoor tannlng services durlng the tax year" . . 14a v
b If “Yes,” has it filed a Form 720 to report these payments? If “No,” provide an explanation on Schedule O 14b
15 Is the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) during the year? .. 15 v
If “Yes," see instructions and file Form 4720, Schedule N. |
16  Is the organization an educational institution subject to the section 4968 excise tax on net investment income? | 16 v
If "Yes," complete Form 4720, Schedule O |
Form 990 (2019)
St. Francis Hospital, Inc. 5 11/6/2020 3:57:08 PM
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Form 990 (2019) Page 6

ERl]  Governance, Management, and Disclosure For each "Yes” response to lines 2 through 7b below, and for a “No”
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes on Schedule O. See instructions.

Check if Schedule O contains a response or note to any line in this Partvi . . . . . e e
Section A. Governing Body and Management

Yes | No
t1a Enter the number of voting members of the governing body at the end of the tax year. . 1a 16 |
If there are matenal differences in voting nghts among members of the governing body, or 1
if the governing body delegated broad authority to an executive committee or similar 3
committee, explain on Schedule O. ‘
b Enter the number of voting members included on line 1a, above, who are independent 1b 13|
2 D any officer, director, trustee, or key employee have a family relatlonsh|p or a business relatlonshlp with
any other officer, director, trustee, or key employee? 2 v
3 Did the organization delegate control over management duties customarlly performed by or under the direct
supervision of officers, directors, trustees, or key employees to a management company or other person? . 3 v
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? 4 v
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 Y
6 Did the orgamization have members or stockholders? . 6 | v
7a Did the organization have members, stockholders, or other persons who had the power to elect or apponnt
one or more members of the governing body? . . .o . .o . . 7a | v
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? . . . . . 7| ¥
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following ‘
a Thegoverningbody? . . . . Co. . . . . 8a| v
b Each committee with authority to act on behalf of the govermng body’7 .. 8b | v
9 s there any officer, director, trustee, or key employee histed in Part VII, Section A, who cannot be reached at
the organization’s mailing address? If “Yes,” provide the names and addresses on Schedule O . 9 v
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? e .. . 10a v
b Iif “Yes,” did the organization have written policies and procedures governing the activities of such chapters
affiliates, and branches to ensure their operations are consistent with the organization’s exempt purposes? 10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? | 11a v
b Describe in Schedule O the process, If any, used by the organization to review this Form 990. |
12a Did the organization have a written conflict of interest policy? If “No,” go to line 13 . . 12a| v
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give nse to confllcts'7 12b| v
¢ Did the organization regularly and consistently monitor and enforce complhance with the policy? If “Yes,”
describe in Schedule O how this was done . . . .o .o Co. . .o 12¢| v
13  Did the orgamization have a written whistleblower pohcy'? o . . . . 13 ) v
14  Did the organization have a wntten document retention and destructlon pollcy’7 .o Lo .o 14( v
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEO, Executive Director, or top management official . . . . . . e 15a v
b Other officers or key employees of the organization .. . . . . 15b| v
If “Yes” to ine 15a or 15b, describe the process in Schedule O (see mstructlons) )
16a Did the organization invest In, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity durning the year? . - .. . . e 16a| v
b If “Yes,” did the organization follow a written 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
organization’s exempt status with respect to such arrangements? . . .. . 16b v

Section C. Disclosure

17 List the states with which a copy of this Form 990 1s required to be filed » SC L

18  Section 6104 requires an organization to make its Forms 1023 (1024 or 1024-A, |f applicable), 990, and 990-T (Section 501(c)
(3)s only) available for public inspection. Indicate how you made these available. Check all that apply.
[0 Ownwebsite  [] Another's website Uponrequest  [] Other (explain on Schedule O)

19  Describe on Schedule O whether (and If so, how) the orgamzation made its governing documents, conflict of interest policy,
and financial statements available to the public during the tax year.

20 State the name, address, and telephone number of the person who possesses the organization’s books and records »
TRAVIS CRUM, 1701 MERCY HEALTH PLACE, CINCINNAT!, OH 45237, (513) 952-5000

Form 990 (2019)

St. Francis Hospital, Inc. 6 11/6/2020 3:57:08 PM
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Form 990 (2019) Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any hne in this Part VIl . . . e ..
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be hsted Report compensation for the calendar year ending with or within the
organization’s tax year

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

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

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

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

e List all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations
See instructions for the order in which to list the persons above
[0 Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.

€
Position
e ®) (do not check more than one ©) ® ®
Name and title Average | pox, unless person is both an Reportable Reportable Estimated amount
hours officer and a director/trustee) compensation compensation of other
per week eslslol=x]le ] n from the from related compensation
(stany |23 |2 |2|2|3&]¢Q organization organizations from the
hours for | & g E 2 le % § ?D (W-2/1099-MISC) | (W-2/1099-MISC) organization and
related 253 0 3 E sl related organizations
organizations, 2 ;_' ‘:\,_) § g
below & 4 3 2
dotted line} ela 2
2 8
3
(1) MARK NANTZ . ) oo
FORMER CEO 500 v 0 1,827,744 38,142
__(_g_)___JEFFREY OAK,PHD __ 20
BOARD MEMBER 480 v 0 1,043,394 36,442
(3) MATTHEW CALDWELL ) 20
MARKET PRESIDENT BSSFHS 480 v v 0 830,900 183,811
__(_4_) THOMAS MORRIS, PHD 35 L
BOARD PRESIDENT BSMH CHIEF SPONSORSHIP OFFICER 465 v v 0 802,098 39,048
_{B)_CRAIG MCCOY .00
FORMER CEO/MARKET PRESlDENT BSSFHS 00 v 0 697,317 39,408
(6) DANIEL DUGGAN 00
FORMER COO 500 v 0 647,873 11,366
__(_?)___:J_QSEPH HARTZOG, MD 500
EMERGENCY PHYSICIAN 00 v 537,400 0 45,213
__@_)_ JESSE FELDER, MD ) ) 500
EMERGENCY PHYSICIAN 00 v 466,854 0 36,813
__(_9_) BRUCE BOURDON, MD 500
EMERGENCY PHYSICIAN 00 v 450,109 0 45,261
_(10) THOMAS CUMMINS ) 00
FORMER CHIEF MEDICAL OFFICER 00 v 447,412 0 40,579
(11) GREGORY__l:I_OFFMAN, MD 500
EMERGENCY PHYSICIAN 00 v 433,901 0 42,864
(1_2) WILLIA:M_I'_(USNIERZ 20 )
CFO - BSSFHS 480 v 0 407,942 48,616
(13) F\IQ_N[\IIE HYATT 00
FORMER TREASURER/CFO - BSSFHS 00 v 408,683 0 36,509
(14)_ MARCUS BLACKSTONE, MD .]..500
CHIEF CLINICAL OFFICER 00 v 353,477 0 46,523
Form 990 (2019)
St. Francis Hospital, Inc. 7 11/6/2020 3:57:08 PM
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Form 990 (2019)

Page 8

F1s8"/IN Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Emplo

yees (continued)

(©)
Position
@ ® (do not check more than one ©) € )
Name and title Average box, unless person Is both an Reportable Reportable Estimated amount
hours officer and a director/trustee) compensation compensation of other
per week o = | = gy Qg from the from related compensation
(hst any a g_ a on: &213&5|¢2 organization organizations from the
hours for | 5 £ E 8 e (5 § ?n (W-2/1099-MISC) [ (W-2/1099-MISC) organization and
related <3 5|2 = 3 E ol related organizations
organizations| S = | @ 2 S
below &3 k3 b
dottedline) | & | @ 2
8 g
Qa
(15)TERESA FICICCHY 00
FORMER EVP-CNO 00 v 0 339,855 23,415
(16) PATRICIA ARCHER 500
VP - SURGICAL SERVICES 00 v 263,358 0 15,300
(17) DENISE CAMPBELL } 500
FORMER INTERIM CHIEF NURSING OFFICER 00 v 154,326 0 37,009
(18) KATHLEEN BLACK 500
CHIEF NURSING EXECUTIVE 00 v 145,308 0 9,058
(19) IRENE HOLCOMSE 480
SECRETARY 20 v 82,828 0 16,537
{20) JOSEPH SULLIVAN .35
CHAIRMAN 35 v Y 0 0 0
{21) ANGELA WEBB } 20
BOARD MEMBER 00 v 0 0 0
(22) CARLOS QUINTERO 20
BOARD MEMBER 00 v 0 0 0
(23) _HENRY GALLIVAN 20
BOARD MEMBER 00 v 0 0 0
(24) JOANIE MARTIN 20
BOARD MEMBER 00 v 0 0 0
(_25) (SEE STATEMENT)
1b Subtotal Lo P J | 4 3,743,656 6,597,123 791,914
¢ Total from continuation sheets to Part VII, Section A » 0 0 0
d Total (add lines 1b and 1¢) > 3,743,656 6,597,123 791,914

2  Total number of individuals (including but not h

reportable compensation from the organization »

mited to those listed above

~

184

who received more than $100,000 of

3 Did the organization list any former officer, director, trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual .. . .. .

4  For any individual hsted on line 1a, 1s the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,

individual .

5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual

for services rendered to the organization? If “Yes,” complete Schedule J for such person

" complete Schedule J for such

Section B. Independent Contractors

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

(A) | ©)
Name and business address Descniption of services Compensation
TRIMEDX INC, 5451 LAKEVIEW PKWY S DR, INDIANAPOLIS, IN 46268 ASSET MANAGEMENT 7,318,526
MORRISON MGT SPECIALISTS, PO BOX 102289, ATLANTA, GA 30368-2289 FOOD MANAGEMENT 6,423,501
APOGEE MEDICAL MANAGEMENT, 15059 N SCOTTSDALE RD, STE 600, SCOTTSDALE, AZ 85254 | HOSPITALIST MANAGEMENT 5,522,899
OBHG SOUTH CAROLINA PC, 777 LOWNDES HILL RD, GREENVILLE, SC 29607 PHYSICIAN SERVICES 1,679,222
CONSTRUCTION SERVICES 1,383,676

CAMERON CONSTRUCTION, PO BOX 15120, GREENVILLE, SC 29610

2 Total number of independent contractors (including but not Imited to those listed above) who

received more than $100,000 of compensation from the organization »

159

St. Francis Hospltal, Inc.
58-2504530

8 11/6/2020 3:57:08 PM
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Part VII Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) Name and Title (B) Average hours (Cz Position (D) Reportable (E) Reportable (F) Estimated
per week (Check all that apply) compensation compensation amount of other
(istany hours for related | = [ 5| Q| &| I & from the from related compensation
omagg?éﬁ’ﬂﬁ:)mw s| 2| g | z| 3 organization organizations from the
?.' 5 = _g a S {W-2/1098-MISC) {W-2/1099-MISC) organization and
5| & sl 8 related
al| & 3| 7 organizations
3| & 2
g| © -1
a £
2 E]
g =
- 2
3
(25) JOHN PAZDAN 20
v 0 0
. BOARD MEMBER 00
‘ (26) KENNETH BACA 20
| v 0 0
BOARD MEMBER 00
27y LAURENCE HINSDALE 20
v 0 0
BOARD MEMBER 00
(28) MORRIS WILLIAMS, JR , MD 20
v 0 0
BOARD MEMBER 00
(29) RAYMOND LATTIMORE 20 .
v 0 0
BOARD MEMBER 00
(30) SR KATHRYN CLAUSS 20
v 0 0
BOARD MEMBER 00
(31) STEVEN OWINGS 20
v 0 0
BOARD MEMBER 00
(32) WENDY WALDEN 20
v 0 0
BOARD MEMBER 00

-

13 11/6/2020 3:57:08 PM
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Form 990 (2019) Page 9
Statement of Revenue
Check If Schedule O contains a response or note to any line in this Part Vil . . O
(A) (8) (C) (D)
Total revenue Related or exempt Unrelated Revenue excluded
function revenue business revenue from tax under
sections 512-514
2 »| 1a Federated campaigns 1a
S 5| b Membership dues 1b
O g€| ¢ Fundrasing events 1c \
£Z| d Related organizations . 1d 6,163,878
o % e Government grants (contrlbutlons) 1e i
g n f Al other contnibutions, gifts, grants, “
g E, and similar amounts not included above | 1f 59,275|
-'_9_ o g Noncash contributions included in ‘
§ T ines 1a-1f . 1g [$ |
O« h Total. Add Iines 1a—1f » 6,223,153 |
Business Code
'g 2a PATIENT SERVICE REV 622110 218,981,458 218,825,235 156,223
S gl b i
(72 c
E Q| g T
O Q| M ool -
Ll N J—
a f All other program service revenue 0 0 0 0
g Total. Add lines 2a-2f . > 218,981,458 i
3 Investment income (including dwndends interest, and
other similar amounts) . » 502,396 502,396
4  Income from investment of tax-exempt bond proceeds b
5 Royalties .. »
(i) Real (n) Personal
6a Grossrents 6a 415,091
b Less rental expenses | 6b
¢ Rental Income or {loss) | 6¢ 415,091 0
d Net rental income or (loss) .. . . > 415,091 415,091
7a Gross amount from (» Secunties (1) Other
sales of assets
other than inventory | 7a 241,668 (44,.231)
2 b Less cost or other basis
S and sales expenses 7b
2 c Gan or (loss) . 7c 241,666 (44,231)
€ | d Netganor(oss) > 197,435 197,435
_-QC_: 8a Gross income from fundraising
o events (not iIncluding $
of contributions repdl:fé_c_l"c'fﬁuliﬁ'é
1c). See Part IV, ine 18 8a
b Less' direct expenses . 8b
¢ Netincome or (loss) from fundraising events »
9a Gross income from gaming
activities. See Part IV, ine 19 9a
b Less. direct expenses 9b
¢ Netincome or {loss) from gaming activities »
10a Gross sales of inventory, less ‘
returns and allowances 10a ‘
b Less. cost of goods sold 10b !
¢ Netincome or (loss) from sales of inventory »
@ Business Code | |
8 g 11a RETAIL PHARMACY SALES ) 446110 48,778 48,778
5 5 b  CLINICAL DRUG RESEARCH ) 900099 411,361 411,361
‘T;J 2 ¢ HEALTH AND FITNE_S__S__ _ 900099 54,337 54,337 Ve
2| d Allother revenue ) 900099 347,545 0 0 #347,545
= e Total. Add lines 11a-11d . > 862,021] 1
12 Total revenue. See instructions » 227,181,554 219,339,711 156,223 1,462,467

St. Francis Hospital, Inc.

§8-2504530

9

11/6/2020 3:57:08 PM
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Form 990 (2019) Page 10
Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns All other organizations must complete column (A).
Check if Schedule O contains a response or note to any line in this Part IX . -
Do not include amounts reported on lines 6b, 7b, (A) (B) (€ (D)
b, 9b, and 10b of Part Vi, ' Total expenses P manses | genarsiexpenses Fexpanses.
1 Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line 21 1,120,288 1,120,288
2 Grants and other assistance to domestic
individuals See Part IV, Iine 22 .
3 Grants and other assistance to foreign
organizations, foreign governments, and
foreign individuals. See Part IV, lines 15 and 16
4  Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees . 932,389 839,150 93,239
6 Compensation not included above to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B) .
7  Other salanes and wages 49,084,716 44,176,244 4,908,472
8 Pension plan accruals and contrlbutlons (include
section 401(k) and 403(b) employer contributions) 1,844,376 1,659,938 184,438
9  Other employee benefits 7,375,806 6,638,225 737,581
10  Payroll taxes . 4,077,492 3,669,743 407,749
11 Fees for services (nonemployees)
a Management
b Legal
¢ Accounting
d Lobbying
e Professional fundraising services. See Part v, I|ne 17
f Investment management fees
g Other. (If ine 11g amount exceeds 10% of line 25, column
{A)} amount, hist line 11g expenses on Schedule O.) 39,142,412 14,752,708 24,389,704 0
12  Advertising and promotion 384,000 345,600 38,400
13  Office expenses 758,394 682,555 75,839
14  Information technology 228,352 205,517 22,835
15 Royalties
16  Occupancy 4,599,788 4,139,809 459,979
17 Travel . . 272,196 244,976 27,220
18 Payments of travel or entertalnment expenses
for any federal, state, or local public officials
19  Conferences, conventions, and meetings 29,070 26,163 2,907
20 Interest . . 43,735 43,735
21 Payments to afflhates .
22  Depreciation, depletion, and amortlzatlon 5,608,622 5,047,760 560,862
23 Insurance . 657,173 591,456 65,717
24  Other expenses. ltemize expenses not covered
above (List miscellaneous expenses on line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list Ine 24e expenses on Schedule O.)
a MEDICAL SUPPLIES 54,569,959 54,569,959
b BAD DEBT 10,500,225 10,500,225
Cc _SALES AND USE TAX 2,069,967 1,862,970 206,997
d FEDERAL AND STATE INCOME TAX 13 13
e Allother expenses ] - 4,781,913 4,303,722 478,191 0
25  Total functional expenses. Add lines 1 through 24e 188,080,886 155,420,743 32,660,143 0
26 Joint costs. Complete this line only if the
organization reported 1in column (B) joint costs
from a combined educational campaign and
fundraising solicitation Check here » [] if
following SOP 98-2 (ASC 958-720)
Form 990 (2019)
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Form 990 (2019) Page 19
Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X .. O
(A) (B)
Beginning of year End of year
1 Cash—non-interest-bearing 11,513] 1 11,263
2 Savings and temporary cash |nvestments 229,989,059 2 272,135,144
3 Pledges and grants recervable, net 3
4  Accounts receivable, net . . . 78,655,103| 4 79,952,772
5 Loans and other recevables from any current or former offlcer director,
trustee, key employee, creator or founder, substantial contributor, or 35% |
controlled entity or family member of any of these persons . 0l 5 0
6 Loans and other receivables from other disqualified persons (as defined |
under section 4958(f)(1)), and persons described in section 4958(c)(3)(B) . ol 6 0
2| 7 Notes and loans receivable, net 7
§ 8 Inventones for sale or use 19,490,478 8 19,137,721
< | 9 Prepad expenses and deferred charges 6,939,426 9 1,420,535
10a Land, bulldings, and equipment: cost or other |
basis Complete Part Vi of Schedule D 10a 397,137,106
Less accumulated depreciation 10b 227,001,365 164,597,538 10c 170,135,741
11 Investments—publicly traded securnities 26,677,949| 11 28,136,043
12  Investments—other secunties. See Part iV, ine 11 5,183,529 12 5,186,837
13  Investments—program-related See Part IV, line 11 . 0| 13 0
14  Intangible assets . 75,662,208 14 75,662,208
15  Other assets See Part IV, hne 11 25,900,458 | 15 21,837,506
16  Total assets. Add lines 1 through 15 (must equal I|ne 33) 633,107,261 16 673,615,770
17  Accounts payable and accrued expenses 38,108,528 | 17 40,506,636
18  Grants payable . 18
19  Deferred revenue .. 225,504 | 19 200,722
20 Tax-exempt bond liabilities . 20
21 Escrow or custodial account hability. Complete Part IV of Schedule D 21
9122 Loans and other payables to any current or former officer, director,
£ trustee, key employee, creator or founder, substantial contributor, or 35%
Q controlled entity or family member of any of these persons 0| 22 0
3 (23 Secured mortgages and notes payable to unrelated third parties 23
24  Unsecured notes and loans payable to unrelated third parties 24
25 Other habilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24) Complete Part X
of Schedule D . . 287,351,470| 25 285,339,964
26 Total liabilities. Add lines 17 through 25 325,685,502 26 326,047,322
H Organizations that follow FASB ASC 958, check here > IZ)
e and complete lines 27, 28, 32, and 33.
-g 27  Net assets without donor restrictions 307,421,759 27 347,568,448
.‘g 28 Net assets with donor restrictions 28
5 Organizations that do not follow FASB ASC 958 check here »[]
u and complete lines 29 through 33.
3 29 Capital stock or trust principal, or current funds 29
§ 30 Paid-in or capital surplus, or land, building, or equipment fund 30
&h 31 Retaned earnings, endowment, accumulated income, or other funds . 31
% [ 32  Total net assets or fund balances 307,421,759 32 347,568,448
Z | 33 Total labilities and net assets/fund balances 633,107,261| 33 673,615,770

St. Francis Hospital, Inc.

58-2504530

1"

11/6/2020 3:57:08 PM
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Form 990 (2019) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in this Part XI .. N
1 Total revenue (must equal Part VI, column (A), line 12) . 1 227,181,554
2 Total expenses (must equal Part IX, column (A), line 25) 2 188,080,886
3 Revenue less expenses Subtract line 2 from line 1 . . 3 39,100,668
4  Net assets or fund balances at beginning of year (must equal Part X I|ne 32, column (A)) 4 307,421,759
5 Net unrealized gans (losses) on investments 5 1,046,021
6 Donated services and use of facilities 6
7 Investment expenses . 7
8 Prior period adjustments . . 8
9  Other changes in net assets or fund balances (explaln on Schedule O) .. 9 0
10  Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, hne
32, column (B)) . o . 10 347,568,448
Financial Statements and Reporting
Check if Schedule O contains a response or note to any line in this Part XII 0
Yes | No
1 Accounting method used to prepare the Form 990 [[] Cash Accrual  []Other
If the organization changed its method of accounting from a prior year or checked “Other,” explain 1n
Schedule O.
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a v
If “Yes,” check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both.
[ Separate basis [] Consolidated basis [ Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? .o 2b | vV
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 [] Both consolidated and separate basis
¢ If “Yes” to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of
the audit, review, or compilation of its financial statements and selection of an independent accountant? 2| vV
If the organization changed either its oversight process or selection process during the tax year, explan on
Schedule O
3a As aresult of a federal award, was the organization requwed to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-133? 3a v
b If “Yes,” did the organization undergo the required audlt or audlts’7 If the orgamzatlon d|d not undergo the
required audit or audits, explain why on Schedule O and describe any steps taken to undergo such audits . 3b
Form 990 (2019)
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| OMB No 1545-0047

2019

Open to Public

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

Complete if the organization is a section 501(c)(3) organization or a section 4947(a){1) nonexempt charitable trust.

Department of the Treasury » Attach to Form 990 or Form 990-EZ,

Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
ST FRANCIS HOSPITAL, INC 58-2504530

IEZXI  Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization i1s not a private foundation because it 1s: {For Iines 1 through 12, check only one box.)
1 [0 A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i)-
2 [ A school described in section 170(b)(1}{A)(ii). (Attach Schedule E (Form 990 or 990-EZ).) @
3 A hospital or a cooperative hospital service organization descnibed in section 170(b){1)(A){iii).
4 [J A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A){iii). Enter the
hospital’s name, city, and state:
[] An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Part Il.)

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

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

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

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

10 [ An organizafion thaf normally féceives: (1) more than 337:% of its support from contributions, membership fees, and gross
receipts from actvities related to its exempt functions—subject to certain exceptions, and (2) no more than 33'3% 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 IIl.)

11 [0 An organization organized and operated exclusively to test for public safety. See section 509(a)(4).

12 [J An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes
of ane or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3).
Check the box in lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.

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

b [0 Type li. A supporting organization supervised or controlled 1n connection with its supported organization(s), by having
contro! or management of the supporting organization vested in the same persons that control or manage the supported
organization(s) You must complete Part IV, Sections A and C.

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

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

e [J cCheck this box if the organization received a written determination from the IRS that it 1s a Type 1, Type Il, Type llI
functionally integrated, or Type Ill non-functionally integrated supporting organization.

a

f Enter the number of supported orgamizations . . . . . . . . . . :I
g Provide the following information about the supported organization(s).

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

Yes No

(A)

(8)

(€

(>)]

(E)

Total

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat No 11285F Schedule A (Form 990 or 990-EZ) 2019
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Schedule A (Form 990 or 990-EZ) 2019 Page 2
Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b){1)(A){vi) /
(Complete only If you checl%e\d the box on line 5, 7, or 8 of Part | or if the organization failed to qualify yfider
Part Ill. If the organization fails to qualify under the tests listed below, please complete Part Ill.)
Section A. Public Support
Calendar year (or fiscal year beginning in) » ', a) 2015 (b) 2016 (c) 2017 (d) 2018 (e) 2019 /| (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any “unusual grants.”) .

2 Taxrevenues levied for the
organization’s benefit and either paid

to or expended on its behalf . . . /|

|

1 3 The value of services or faciities

| furnished by a governmental unit to the
! organization without charge .

4 Total. Add lines 1through3. . . . N /

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

6 Public support. Subtract line 5 from line 4 \ /

Section B. Total Support \/

Calendar year (or fiscal year beginning in) » (a) 2015 {b) 2016A (c) 2017 (d) 2018 (e) 2019 {f) Total
7 Amountsfromline4 . . . . / N

8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from
similar sources .

9 Net income from unrelated business
activities, whether or not the business
is regularly carried on ..
10  Other income. Do not include gain or \

1 loss from the sale of capital assets

| (ExplannPartVl) . . . . . . . \
11 Total support. Add lines 7 through 10 |/ \
12  Gross receipts from related activities, et¢ (see instructions) . . . . . . . . . N\. . 12 |
13  First five years. If the Form 990 1s fC}r the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and stophere . . . . . . . . . . . . . . . \ . N N
Section C. Computation of Public SGpport Percentage \
14  Public support percentage for 2/0ﬁ9 (ne 6, column (f) divided by line 11, column (f) . . . . 14 %
15 Public support percentage fro;n 2018 Schedule A, Partll, lne14 . . . . . . . . . . 15 %
16a 33'3% support test—2019./If the organization did not check the box on line 13, and line 14 1s 33{3% or more, check this
box and stop here. The ordanization qualifies as a publicly supported organization . . . . N B

b 33'3% support test—2018. If the organization did not check a box on line 13 or 16a, and ine 15 1s 38'3% or more, check
this box and stop her_e./ The organization qualifies as a publicly supported organization . > dJ

17a 10%-facts-and-cirfl{mstances test—2019. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is

10% or more, and If the organization meets the “facts-and-circumstances” test, check this box and stop,here. Explan in

Part VI how the drganization meets the “facts-and-circumstances” test. The organization qualifies as a pubicly supported
orgamzation ./ . . . . . . . . . . . . . . . . . . ... oo 0O

b 10%-facts-and-circumstances test—2018. If the orgarization did not check a box on line 13, 16a, 16b, or Wa, and line

15 is 10%/ or more, and If the organization meets the “facts-and-circumstances” test, check this box and stop here.

Explain )n Part VI how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly
supported orgamization . . . . . . . L L L L oo 0o e e e > 0
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
mstructions . . . . . . L L L L L L o s e e e e e e s e e e e s N T
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Schedule A (Form 990 or 990-E2) 2019 / Page 3
Support Schedule for Organizations Described in Section 509(a)(2) u/
(Complete only if you checked the box \on line 10 of Part | or if the organization falled to qyalify under Part II.
If the organization fails to qualify under'the tests listed below, please complete Part I1.)
Section A. Public Support \
Calendar year (or fiscal year beginning in) » | (a) 2015 (b) 2016 (c) 2017 (d) 2018 J (e) 2019 (f) Total
1 Gifts, grants, contributions, and membership fees
received. (Do not include any “unusual grants.”)

2  Gross receipts from admissions, merchandise \
sold or services performed, or facilities
fummished In any activity that s related to the \
organization's tax-exempt purpose .

3  Gross receipts from activities that are not an 7
unrelated trade or business under section 513

4 Taxrevenues levied for the
organization’s benefit and either paid to
or expended on its behalf

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

6 Total. Add lines 1 through5. . . . X
/ \

7a Amounts included on lines 1, 2, and 3
received from disqualified persons

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

¢ Addlnes7aand7b . . . / \
8 Public support. (Subtract line 7c from /
line 6.) . .o e ; \
Section B. Total Support / \
Calendar year (or fiscal year beginning in) » | (a)2015 (b) 2016 () 2017\ | (d) 2018 {e) 2019 () Total
9 Amountsfromlne6 . . . . . . / \
10a Gross income from interest, dividends, /
payments received on securties loans, rents,
royalties, and income from similar sources . \
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 .
¢ Addlnes10aandi0b . . ./ . . \
11 Net income from unrelated business \

activities not included in Iine 106, whether
or not the business Is regularly carried on

12  Other income. Do not |nclude gain or
loss from the sale of capltal assets
(Explain in Part VI.) .

13  Total support. (Add ImesQ 10c, 11 \
and 12)) . .
14  First five years/If the Form 990 1S for the organization's first, second, third, fourth, or fifth tax year as a\ectlon 501(c)(3)
organization, check this box and stop here T N 2 |
Section C. Computatlon of Public Support Percentage

15  Pubhc support percentage for 2019 (line 8, column (f), divided by ine 13, column(®) . . . . . | 15 \ %

16 Public support percentage from 2018 Schedule A, Partlll, ine 15 . . . . . S I [ \ %
Section D. Computation of Investment Income Percentage \

17  Investment income percentage for 2019 (Iine 10c, column (), divided by line 13, column () . . . | 17 \ %

18 Investment iIncome percentage from 2018 Schedule A, Part lll, ine 17 . . . . 18 & %

19a 113% support tests—2019. If the organization did not check the box on line 14, and Ilne 15 15 more than 33'5%, apd line
17 1s not more than 33'3%, check this box and stop here. The organization qualifies as a publicly supported organization

b 33'3% support tests—2018. If the organization did not check a box on line 14 or line 19a, and line 16 1s more than 33'3%,
line 18 is not more than 33'3%, check this box and stop here. The organization qualifies as a publicly supported organization \»> []

20  Private foundation. If the organization did not check a box on Iine 14, 19a, or 19b, check this box and see instructions x (]

Schedule A (Form 990 or 890-EZ) 2019
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Schedule A (Form 980 or 980-EZ) 2019

| I  Supporting Organizations

Page 4

(Complete only if you checked a box in line 12 on Part |. If you checked 12a of Part |, complete Sections A

and B. If you checked 12b of Part |, complete Sections A and C. If you checked 12¢ of Part |, complete
Sections A, D, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V.)

Section A. All Supporting Organizations

3a

4a

Sa

9a

10a

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

Did the organization have any supported orgamzation that does not have an IRS determination of status
under section 509(a)(1) or (2)? /f “Yes,” explain in Part VI how the organization determined that the supported
organization was descrnbed in section 509(a)(1) or (2).

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

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

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

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

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

Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c)(3) and 509(a)(1) or (2)7 If “Yes,” explain in Part VI what controls the organization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes.

Did the organization add, substitute, or remove any supported organizations during the tax year? /f “Yes,”
answer (b) and (c) below (if apphcable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (i) the reasons for each such action;
() the authonty under the organization’s organizing document authorizing such action; and (iv) how the action
was accomplished (such as by amendment to the organizing document).

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

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

Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than ()) its supported organizations, (ii) individuals that are part of the charitable class benefited
by one or more of its supported organizations, or (i) other supporting organizations that also support or
benefit one or more of the filing orgamization’s supported organizations? If “Yes,” provide detail in Part VI.

Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor
(as defined In section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity
with regard to a substantial contributor? If “Yes,” complete Part | of Schedule L (Form 990 or 990-E2).

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

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

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

Did a disqualified person (as defined in ine 9a) have an ownership interest in, or derive any personal benefit
from, assets in which the supporting organization also had an interest? If “Yes,” provide detail in Part VI.

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

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

Yes

No

3a

3b

3¢

4b

4c

5a

5b

5¢c

9a

9b

9¢

10a

10b
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Scheduls A (Form 990 or 980-E2) 2019 Page
EI Y Supporting Organizations (continued)

Yes| No

11 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in (b) and (c)
below, the governing body of a supported organization? 11a
b A family member of a person described n (a) above? 11b
c A 35% controlled entity of a person described in (a) or (b} above? If “Yes” to a, b, or ¢, provide detail in Part VI, 11c
Section B. Type | Supporting Organizations

Yes| No

1 Dud the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization’s directors or trustees at all times durnng the
tax year? If “No,” describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization’s activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1

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

Section C. Type Il Supporting Organizations

Yes| No

1 Were a majonity of the organization’s directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization’s supported organization(s)? If “No,” descnibe in Part VI how control
or management of the supporting organization was vested in the same persons that controfled or managed
the supported organization(s). 1

Section D. All Type lll Supporting Organizations

Yes| No

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (i) a written notice describing the type and amount of support provided during the prior tax
year, (i) a copy of the Form 990 that was most recently filed as of the date of notification, and () copies of the
organization’s governing documents In effect on the date of notification, to the extent not previously provided? 1

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

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

Section E. Type lll Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test dunng the year (see instructions).
a [ The organization satisfied the Actwities Test. Complete line 2 below.
b [ The organization is the parent of each of its supported organizations. Comnplete line 3 below.
¢ [0 The organization supported a governmental entity. Describe in Part VI how you supported a government entity (see instructions).
2 Activities Test. Answer (a) and (b) below. Yes| No
a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? If “Yes,” then in Part VI identify
those supported organizations and explain how these actwities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities. 2a

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

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

trustees of each of the supported organizations? Provide details in Part VI. 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each ]
of its supported organizations? If “Yes, " describe in Part VI the role played by the organization in this regard. 3b
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Schedule A (Form 980 or 890-E2Z) 2019 Page 6
IEEXY _ Type 1l Non-Functionally Integrated 509(a)(3) Supporting Organizations
1 [ check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part V). See
instructions. All other Type HlI non-functionally integrated supporting organizations must complete Sections A through E.

(B) Current Year
(optional)

Section A—Adjusted Net Income (A) Prior Year

1 Net short-term capital gain

2 Recovenes of prior-year distributions

3 Other gross income (see Instructions)

4 Add lines 1 through 3.

5 Depreciation and depletion

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

8 Adjusted Net Income (subtract ines 5, 6, and 7 from line 4) 8

ANid|W(N|=

~N|o

(B) Current Year

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

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

instructions for short tax year or assets held for part of year):
a Average monthly value of securities 1a
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1¢) 1d
e Discount clamed for blockage or other
factors (explamn in detail in Part Vi)

2 Acquisition indebtedness applicable to non-exempt-use assets

3 Subtract line 2 from line 1d.

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

see Instructions).

5 Net value of non-exempt-use assets (subtract line 4 from line 3)

6 Multiply line 5 by .035.

7 Recoveries of prior-year distributions

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

Wi

@D O

Section C—Distributable Amount Current Year

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

2 Enter 85% of line 1.

3 Minimum asset amount for prior year (from Section B, line 8, Column A)
4 Enter greater of line 2 or line 3.

5 Income tax imposed in prior year

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

7 [ Check here Iif the current year is the organization’s first as a non-functionally integrated Type Il supporting organization (see
instructions).

Q| D|WIN|=
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Schedule A (Form 990 or 890-E2Z) 2019
IEEXTY_ Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Section D—Distributions

Page 7

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

N

Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

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

Total annual distributions. Add Iines 1 through 6.

DN || bW

Distnibutions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions.

©

Distributable amount for 2019 from Section C, line 6

Line 8 amount divided by line 9 amount

Section E-—Distribution Allocations (see instructions)

(i)
Underdistributions
Pre-2019

@i)

Excess Distributions

iii)
Distributable
Amount for 2019

Distributable amount for 2019 from Section C, line 6

Underdistributions, if any, for years prior to 2019
{reasonable cause required —explain in Part VI). See
instructions.

[A]

Excess distributions carryover, if any, to 2019

From 2014

From 2015

From 2016

From 2017

From 2018

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2019 distributable amount

Carryover from 2014 not applied (see instructions)

== iTe ™o |lajo|oc|w

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

-y

Distributions for 2019 from
Section D, line 7: $

Applied to underdistributions of prior years

-3

Applied to 2019 distributable amount

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

Remaining underdistributions for years prior to 2019, if
any. Subtract hines 3g and 4a from line 2. For resuit
greater than zero, explamn in Part VI. See instructions.

Remaining underdistributions for 2019. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

Excess distributions carryover to 2020. Add lines 3)
and 4c.

Breakdown of line 7:

Excess from 2015

Excess from 2016 .

Excess from 2017 .

Excess from 2018 .

L BI-2:B-af)

Excess from 2019 .
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SCHEDULED Supplemental Financial Statements |_owve no 1s45-00a7
(Form 930) » Complete if the organization answered “Yes” on Form 990, 2@ 1 9
Part WV, line 6, 7, 8, 9, 10, 11a, 11b, 11¢, 11d, 11e, 111, 123, or 12b.
Department of the Treasury > Attach to Form 990. Open to Public
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
ST FRANCIS HOSPITAL, INC 58-2504530
Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete if the organization answered “Yes” on Form 990, Part IV, line 6.

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

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

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

only for chantable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . . . . . . . . . . o ..o o L. o {11 Yes [ No
Conservation Easements.
Complete if the organization answered “Yes” on Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
(J Preservation of land for public use {for example, recreation or education) [] Preservation of a historically important land area
[ Protection of natural habitat (O Preservation of a certified historic structure
(J Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year. 9¢37%| Held at the End of the Tax Year

a Total number of conservationeasements . . . . . . . . . . . . . . . .. 2a

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

¢ Number of conservation easements on a certified historic structure mcIuded n (a) o 2c

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

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

tax year »

4  Number of states where property subject to conservation easement is located»
5 Does the organization have a wntten policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easements it holds? . . . . . e e O Yes [ No
6  Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcmg conservation easements during the year
>
7  Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements dunng the year
>3
8 Does each conservation easement reported on line 2(d) above satisfy the requurements of section 170(h)(4)(B)(1)
and section 170(hY4)B))? . . . . . . e .. .« . . . [OYes ONo

9 In Part Xlll, describe how the organization reports conservatlon easements in |ts revenue and expense statement and
balance sheet, and include, If applicable, the text of the footnote to the organization’s financial statements that describes the
organization's accounting for conservation easements.

IO Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete If the organization answered “Yes" on Form 990, Part IV, line 8.

1a If the organization elected, as permitted under FASB ASC 958, not to report in 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 in Part Xlll the text of the footnote to its financial statements that describes these items.

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

(i) Revenue included on Form 990, Part Vill,lnet . . . . . .
(ii) Assets included in Form 990, Part X . . . . . . N g

2 If the organization received or held works of art, hlstoncal treasures, or other sumllar assets for financial gain, provide the
following amounts required to be reported under FASB ASC 958 relating to these items:

a Revenue included on Form 990, Part Vil lme1 . . . . . . . . . . . . . . . . . p» %
b AssetsincludedinForm980,PartX . . . . . . . . . . . . . . . . . . . . . P8
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 52283D Schedule D {Form 990) 2019
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Schedule D (Form 990) 2019 Page 2
IZIAI  Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)
3 Using the organization’s acquisition, accession, and other records, check any of the following that make significant use of its
collection items (check all that apply):
a [ Public exhibition
b [ Scholarly research
¢ [ Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part
Xl
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other simiar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection?
Escrow and Custodial Arrangements.
Complete if the organization answered “Yes” on Form 990, Part |V, line 9, or reported an amount on Form
990, Part X, hne 21.
1a Is the organization an agent, trustee, custodian or other intermediary for contributtons or other assets not

d [ Loan or exchange program
e [ Other

] Yes [] No

included on Form 990, Part X? . . O Yes [ No
b If “Yes,” explain the arrangement in Part XIII and complete the foIIowmg table
Amount
¢ Beginningbalance . . . . . . . . . . o Lo oL oL 0oL 1c
d Addtionsduringtheyear . . . . . . . . . . . o o . . . . . 1d
e Distributions durngtheyear . . . . . . . . . . . . . . . . L. 1e
f Endingbalance . . . 1f
2a Did the organization mclude an amount on Form 990 Part X Ilne 21 for escrow or custod|a| account hability? (J Yes [J No
b If “Yes,” explain the arrangement in Part XlIl. Check here If the explanation has been providedon Part Xill . . . . d

Endowment Funds.
Complete If the organization answered “Yes” on Form 990, Part IV, line 10.
{b) Pnor year {c) Two years back | (d) Three years back | (e} Four years back

(a) Current year

1a Beginning of year balance
b Contrbutions ...
¢ Net investment earnings, gains, and
losses . e
d Grants or scholarshlps
e Other expendltures for facilities and
programs . .
f Administrative expenses .
End of year balance
2  Provide the estimated percentage of the current year end balance (ine 1g, column (a)) held as:

a Board designated or quasi-endowment » %
b Permanent endowment » %
¢ Term endowment P %

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

organization by: Yes | No
(i) Unrelated organizations . . . . . . . . . . . . . . . L o ..o 3ali)
(ii) Related organizations . . . e e e 3alii)

b If “Yes” on line 3a(i), are the related organlzatlons I|sted as requnred on Schedule R? e e 3b

Describe in Part Xlll the intended uses of the organization’s endowment funds.

mnd Buildings, and Equipment.

Complete if the organization answered “Yes” on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Descnption of property (a) Cost or other basis | (b) Cost or other basis (¢} Accumulated (d) Book value
(investment) (other) depreciation
1a Land . 13,363,668 13,363,668
b Bundmgs . . . 176,255,271 78,596,800 97,658,471
¢ Leasehold |mprovements 1,827,464 1,610,488 216,976
d Equipment 181,731,899 142,779,680 38,952,219
e Other 23,958,804 4,014,397 19,944,407
Total. Add lines 1athrough 1e (Column (d) must equal Form 990, Part X, column (B), hne 10c.) . . . . .» 170,135,741
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ETeq'lIN Investments—Other Securities.
Complete If the organization answered “Yes” on Form 990, Part |V, line 11b. See Form 990, Part X, line 12.

(a) Descnption of secunty or category (b) Book vaiue (c) Method of vafuation
(including name of secunty) Cost or end-of-year market value

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

(A)

(B)

©)

D)

(3]

(3]

(@)

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

Complete if the organization answered “Yes” on Form 990, Part IV, line 11¢. See Form 990, Part X, ine 13.

(a) Descnption of investment (b) Book value {c) Method of valuation
Cost or end-of-year market value

(1)
2
(3)
4)
(5)
(6)
@
(8)
(9)
Total. (Column (b) must equal Form 990, Part X, col. (B) ine 13.) . » 1
Other Assets.

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

(a) Descnption (b) Book value
(1)
(2)
(3)
(4)
(5)
(6)
@)
(8)
9)
Total. (Column (b) must equal Form 990, Part X, col. B)Ine 15.) . . . . . . . . . . . . . . W

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

line 25.

1. (a) Descnption of liability {b) Book value
(1) Federal income taxes
(2) DUE TO AFFILIATES 259,351,398
(3) MEDICARE/MEDICAID SETTLEMENTS 1,291,030
(4) HPL/GL LIABILITY 6,146,901
(5) PATIENT CREDIT BALANCES 4,295,400
(6) FIN 47 LIABILITY 1,049,357
(7) LEASE LIABILITY 13,205,614
(8) UNCLAIMED PROPERTY 264
9

Total. (Column (b) must equal Form 990, Part X, col. (B) hne 25.) . . . . . N 285,339,964

2, Liability for uncertain tax positions. In Part XllI, provide the text of the footnote to the organlzatlon s financial statements that reports the
organization’s liability for uncertain tax positions under FASB ASC 740. Check here if the text of the footnote has been provided in Part XIll .
Schedule D (Form 990) 2019
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Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered “Yes” on Form 990, Part IV, line 12a.

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

a Net unrealized gains (losses) oninvestments . . . . . . . . . | 2a

b Donated services anduse of facilites . . . . . . . . . . . [2b

¢ Recoveresofprioryeargrants . . . . . . . . . . . . . . |[2¢c

d Other (DescibeinPartXill.). . . . . . . . . . . . . . . |2

e Addlnes2athrough2d . . . . . . . . . . . . . . . . . . . . . . ... |2
3 Subtract hne 2e fromline1 . . . . e e e e 3
4  Amounts included on Form 990, Part VIII hne 12 but not on I|ne 1

a Investment expenses not included on Form 990, Part Vill, ine7b . . 4a

b Other (Descrbe in Part XIll.) . . .o . e . - . . . . . |4b

c Addlines4aand4b . . . e .

Total revenue. Add lines 3 and 4c (ThIS must equa/ Form 990 Partl I/ne 12 ) .. 5

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

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

a Donated servicesand useoffaciites . . . . . . . . . . . | 2a

b Prior year adjustments . . . . . . . . . . . . . . . . [2b

¢ Otherlosses . . . T I

d Other (Describe in Part XIII ) e < |

e Addlnes2athrough2d . . . . . . . . . . . . . . . . . . . . o oo . |2
3 Subtract line 2e fromlnet1 . . . . e e e e e e 3
4 Amounts included on Form 990, Part IX, Ilne 25 but not on hne 1

a Investment expenses not included on Form 990, Part VIil, ine7b . . | 4a

b Other(DescnbemnPartXut)y. . . . . . . . . . . . . . . |4b

¢ Addlines4aand4b . . . e K.
5 Total expenses. Add Ilnessand 4c (Th/s must equal Form 990 Part/ I/ne 18 ) e e 5

Supplemental Information.
Provide the descnptions required for Part Il, lines 3, 5, and 9; Part lll, ines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line
2; Part XI, lines 2d and 4b; and Part Xl|, lines 2d and 4b. Also complete this part to provide any additional information.
SEE STATEMENT
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SCHEDULEH Hospitals OMB No 1545-0047
(Form 990) 2 @ 1 9
» Complete if the organization answered “Yes” on Form 990, Part IV, question 20.
Department of the Treasury » ; > Attach' to Fom-l' 990. i : Open tq Public
internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
ST FRANCIS HOSPITAL, INC 58 § 2504530
Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If “No,” skip to question 6a . 1a | v
b If “Yes,” was it a written policy? . . ib | v
2  If the organization had multiple hospital facmtles |nd|cate whlch of the followmg best descnbes appllcatlon of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities [J Applied uniformly to most hospital facilities
(0 Generally talored to individual hospital facilities
3  Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization’s patients during the tax year.
a Did the organization use Federal Poverty Guidefines (FPG) as a factor in determining eligibility for providing
free care? If “Yes,” indicate which of the following was the FPG family income limit for eligibility for free care: 3a|v
(0 100% [ 150% 200% [ oOther %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If “Yes,”
indicate which of the following was the family Income limit for eligibiity for discounted care: 3| v
d 200% [0 250% [ 300% [ 350% 400% [ Other %
c [f the organization used factors other than FPG in determining eligibility, describe in Part VI the cntena used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 D the organization’s financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the “medically indigent”? . 4 |v
5a Did the organization budget amounts for free or discounted care provided under its financial aSSIstance pollcy durmg the tax year” Sa | v
b If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? 5b | v
c |If “Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . 5¢ v
6a Did the organization prepare a community benefit report during the tax year? 6a v
b If “Yes,” did the organization make 1t available to the public? . 6b
Complete the following table using the worksheets provided in the Schedule H lnstructlons Do not submlt
these worksheets with the Schedule H.
7  Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of {b) Persons | (c) Total community | (d) Direct offsetting | (e) Net community { Percent
Means-Tested Government Programs pmg?'gtr:‘\lgl(?p g; nal) (os;;l;\é?\gl) benefit expense revenue benefit expense e?(g:r:gle
a Financial Assistance at cost (from
Worksheet 1) Ce 5,251,422 5,251,422 2 96
b Medicaid {from Worksheet 3, column a) 14,941,022 10,408,610 4,532,412 255
C  Costs of other means-tested
govemmment programs {from
Worksheet 3, column b) 0 000
d Total. Financial Assistance and
Means-Tested Govemment Programs 0 0 20,192,444 10,408,610 9,783,834 551
Other Benefits
€ Community health improvement
services and community benefit
operations {from Worksheet4) . . 818,966 818,966 046
f Health professions education
(from Worksheet5) . . 31,665 31,665 002
g Subsidized health services (from
Worksheet 6) 0 000
h Research (from Worksheet 7) 0 000
i Cash and in-kind contnbutions
for community benefit (from
Worksheet8) . . . . . . 63,025 63,025 004
j Total. Other Benefits . . 0 0 913,656 0 913,656 051
K Total. Add nes 7dand7j . 0 0 21,106,100 10,408,610 10,697,490 6 02
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No 501927 Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019

Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the

health of the communities it serves.

Page 2

(a) Number of | (b) Persons | (c) Total community | (d) Direct offsetting {e) Net community {f Percent of
activitres or served building expense revenue bullding expense total expense
programs (optional)
(optional)
1 Physical improvements and housing 0 000
2  Economic development 0 000
3 Community support 152,746 152,746 009
4 Environmental improvements 0 000
5 Leadership development and training
for community members 2,902 2,902 000
6  Coaltion building 0 000
7 Community health improvement advocacy 59,751 59,751 003
8  Workforce development 19,777 19,777 001
9  Other 0 000
10  Total 0 0 235,176 0 235,176 013
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 11V
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 Co 2 10,500,225
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization’s financial assistance policy. Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale, if any,
for including this portion of bad debt as community benefit. 3 0
4  Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5  Enter total revenue received from Medicare (including DSH and IME) 5 149,693,932
6 Enter Medicare allowable costs of care relating to payments on line 5 . 6 165,315,075
7  Subtract line 6 from line 5. This is the surplus (or shortfall) . .. 7 (15,621,143)
8 Describe in Part VI the extent to which any shortfall reported on line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
[0 Cost accounting system Cost to charge ratio [ Other %
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? . 9a | v
b If “Yes,” did the organization’s collection policy that applied to the largest number of its patients during the tax year contam provusnons
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI . obh | v

Part IV Management Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employess, and physicians—ses instructions)

(a) Name of entity {b) Description of pnmary {c) Organization's |(d) Officers, directors, (e) Physicians’
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees’ profit % ownership %
or stock ownership %
1 UPSTATE SURGERY CENTER |AMBULATORY SURGERY CENTER 59 54 000 1165
2
3
4
5
6
7
8
9
10
11
12
13
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Schedule H (Form 990) 2019 Page 3

PartVv Facility Information
Section A. Hospital Facilities
(hst in order of size, from largest to smallest— see instructions)

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

fendsoy pasuaon
rendsoy Buryoea
Kujioey yoreasay
oy pzZ-43
131po-43

[endsoy s,ualpfiyy
[euidsoy $S8008 [eaNu7)

Facilty
reporting
group

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

1ST FRANCIS HOSPITAL - DOWNTOWN A
ONE ST FRANCIS DRIVE, GREENVILLE, SC 29601-3955
WWW BONSECOURS COM STATE LICENSE NO HTL-0794 /

[eaibins @ [eipew [eisuar)

<
<«
<
N

2ST FRANCIS HOSPITAL - EASTSIDE A
125 COMMONWEALTH DRIVE, GREENVILLE, SC 296154812
WWW BONSECOURS COM STATE LICENSENO _HTL-0793 |/ | ¢/ v v

10
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Schedule H (Form 990) 2019 Page 4
m Facility Information (continued)
Section B. Facility Policies and Practices
{complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or letter of facility reporting group A
Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A):
Yes | No
Community Health Needs Assessment |
1 Was the hospital facility first licensed, registered, or similarly recognlzed by a state as a hospital facility in the
current tax year or the immediately preceding tax year?. . 1 v
2 Was the hospital facility acquired or placed into service as a tax- exempt hospltal in the current tax year or
the immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C . 2 v
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If “No,” skip to line 12 . 3| v
If “Yes,” indicate what the CHNA report describes (check all that apply):
a A definition of the community served by the hospital facility
b Demographics of the community
c Existing health care facilities and resources within the community that are available to respond to the
heaith needs of the community
d How data was obtained
e The significant health needs of the community
f Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community’s interests
i The impact of any actions taken to address the significant health needs identified in the hospital
facility’s prior CHNA(s)
i (O Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA* 20 19
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facllity, including those with special knowledge of or
expertise In public health? If “Yes,” describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted 5| ¢
6a Was the hospital facility’s CHNA conducted with one or more other hospital facilities? If “Yes,” list the other
hospital facilities in Section C .o . 6a v
b Was the hospital facility’'s CHNA conducted wuth one or more orgamzatlons other than hospltal facrhtles? If “Yes
list the other organizations in Section C 6b v
7  Did the hospital facility make its CHNA report wrdely avallable to the publlc? . 7|7
If “Yes,” indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility’s website (list url): (SEE STATEMENT)
b [0 Other website (st url):
c Made a paper copy available for public inspection without charge at the hospital facility
d [0 Other (describe in Section C)
8 Did the hospttal facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If “No," skip to line 11 . 8 | v
9 Indicate the tax year the hospital facility (ast adopted an implementation strategy: 20 19 {
10 Is the hospital facility’s most recently adopted implementation strategy posted on a website? . 10| v
a |f “Yes,” (st url): (SEE STATEMENT) ]
b If “No,” 1s the hospital facility’s most recently adopted implementation strategy attached to this return? . 10b
11 Describe in Section C how the hospital facility 1s addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facmty’s fallure to conduct a
CHNA as required by section 501(r)(3)? . . . 12a v
b If “Yes” to line 12a, did the organization file Form 4720 to report the sectlon 4959 excise tax’7 . . 12b
c If “Yes” to ine 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $ ‘
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Schedule H (Form 990) 2019

X Facility Information (continued)

Financial Assistance Policy (FAP)

Page 5

Name of hospital facility or letter of facility reporting group A

13

Taa -0 00 O
OoOoaood

14
15

16

aooco
NEE

o©

&

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

Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free careof 2 0 0 %
and FPG family income hmit for eligibihty for discounted careof 4 0 0 %

Income level other than FPG (describe in Section C)

Asset level

Medical indigency

Insurance status

Underinsurance status

Residency

Other (describe in Section C)

Explained the basis for calculating amounts charged to patients?

Explained the method for applying for financial assistance?

If “Yes,” indicate how the hospital facility’'s FAP or FAP appllcatlon form (|nclud|ng accompanymg
instructions) explained the method for applying for financial assistance (check all that apply):

N

O ad

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

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

Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications

Other (describe in Section C)

Was widely publicized within the community served by the hospital facility? .
If “Yes." indicate how the hospital facility publicized the policy (check all that apply):

\

~

0 @

NI O

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

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

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

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

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

Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via
conspicuous public displays or other measures reasonably calculated to attract patients’ attention
Notified members of the community who are most likely to require financial assistance about availability
of the FAP

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

Other (describe in Section C)

Yeos

No

13

14

15

16
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Schedule H (Form 990) 2019 Page 6
Facility Information (continued)
Billing and Collections
Name of hospital facility or letter of facility reporting group A
Yes { No
17  Did the hospital facility have in place during the tax year a separate billing and coliections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take upon nonpayment? . . . . . . . . . . L ..o .o e e e 17 | v
18 Check all of the following actions against an individual that were permitted under the hospital facility’s
policies during the tax year before making reasonable efforts to determine the individual's eligibitity under the
facility’s FAP:
a [ Reporting to credit agencylies)
b [J Selling an individual’s debt to another party
¢ [J Deferring, denying, or requiring a payment before providing medically necessary care due to
nonpayment of a previous bill for care covered under the hospital facility’s FAP
d [ Actions that require a legal or judicial process
e [ Other similar actions (describe in Section C)
f None of these actions or other similar actions were permitted
19 Did the hospital facility or other authonzed party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual’s eligibility under the facility’s FAP? . 19 v
If “Yes,"” check all actions in which the hospital facility or a third party engaged:
a [] Reporting to credit agency(ies)
b [ Selling an individual’s debt to another party
¢ [] Defemng, denying, or requinng a payment before providing medically necessary care due to
nonpayment of a previous bill for care covered under the hospital facility’s FAP
d [J Actions that require a legal or judicial process
e [0 Other similar actions (describe in Section C)
20 Indicate which efforts the hospital facility or other authonzed party made before initiating any of the actions listed (whether or
not checked) in line 19 {(check all that apply):
a Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the
FAP at least 30 days before initiating those ECAs (if not, describe in Section C)
b Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section C)
c Processed incomplete and complete FAP applications (if not, describe in Section C)
d Made presumptive eligibility determinations (if not, descnbe in Section C)
e [ Other (describe in Section C)
f [0 None of these efforts were made
Policy Relating to Emergency Medical Care
21 Did the hospital facility have in place during the tax year a wntten policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibiity under the hospital facility’s financial assistance pohicy? 291 v
If “No," indicate why:
a [ The hospital facility did not provide care for any emergency medical conditions
b [ The hosprtal facility’s policy was not in writing
¢ [ The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d [ Other (describe in Section C)
Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 Page 7
Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
Name of hospital facility or letter of facility reporting group A
Yos { No
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a [ The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period
b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private heaith insurers that pay claims to the hosputal facility during a prior 12-month period
¢ [J The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d [0 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 hospita! facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? . .. e 23 v
If “Yes,” explain in Section C. ]
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? . . 24 v
If “Yes,” explain in Section C. |
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Facility Information (continued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 20
Name and address Type of Facility (describe)
1ST FRANCIS OUTPATIENT CENTER OUTPATIENT SERVICES

3 ST FRANCIS DRIVE
GREENVILLE, SC 29601
2ST FRANCIS ES OUTPATIENT LAB OUTPATIENT LAB
135 COMMONWEALTH DR, SUITE 255
GREENVILLE, SC 29615
3ST FRANCIS REHAB OUTPATIENT REHAB-PHYSICAL, OCCUPATIONAL,
131 COMMONWEALTH DR, SUITE 200 SPEECH, MASSAGE THERAPY
GREENVILLE, SC 29615
4ST FRANCIS OUTPATIENT REHAB OUTPATIENT REHAB
120 SUMMER STREET
GREENVILLE, SC 29601
5ST FRANCIS PHYSICAL THERAPY OUTPATIENT REHAB
712 CONGAREE ROAD
GREENVILLE, SC 29607

6ST FRANCIS POWDERSVILLE REHAB OUTPATIENT REHAB
3407 HWY 153
PIEMONT, SC 29673

7ST FRANCIS PHYSICAL THERAPY OUTPATIENT REHAB

209 PATEWOOD DR, SUITE 100
GREENVILLE, SC 29615

8ST FRANCIS HOMECARE HOMECARE OFFICES
10 PATEWOOD DRIVE, SUITE 300
GREENVILLE, SC 29615

9MCCALL HOSPICE HOUSE HOSPICE
1836 WEST GEORGIA RD
SIMPSONVILLE, SC 29680
10ST FRANCIS SLEEP DISORDER CENTER SLEEP DISORDER CENTER

3 ST FRANCIS DRIVE, SUITE 340
GREENVILLE, SC 29601

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019

Page 9

Facility Information (continued)

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

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

How many non-hospital health care facilities did the organization operate during the tax year? 20

Name and address

Type of Facility (descnbe)

1ST FRANCIS WOUND HEALING CENTER

WOUND CARE REHAB

131 COMMONWEALTH DR, SUITE 200

GREENVILLE, SC 29315

2CENTRAL REGISTRATION & LAB

REGISTRATION AND LAB

2 INNOVATION DR, STE 110

GREENVILLE, SC 29607

3HEALTHY SELF CARDIOVASCULAR REHAB

CARDIAC/PULMONARY/VASCULAR

2 INNOVATION DR, STE 200

FITNESS/DIABETES CARE

GREENVILLE, SC 29607

4SLEEP LAB

SLEEP LAB

2 INNOVATION DR, STE 340

GREENVILLE, SC 29607

S5EARLY DETECTION & RENEWAL

DIAGNOSTICS & EARLY DETECTION CENTER

2 INNOVATION DR, STE 350

GREENVILLE, SC 29607

6SPORTS & EXE MEDI & PHY THERAPY

SPORTS AND EXERCISE MEDICINE & PHYSICAL

2 INNOVATION DR, STE 250

THERAPY

GREENVILLE, SC 29607

7NU-LIFE

EXECUTIVE PHYSICALS

2 INNOVATION DR, STE 330

GREENVILLE, SC 29607

8COMMUNITY EDUCATION

2 INNOVATION DR, STE 100

GREENVILLE, SC 29607

CLASSROOM

9ST FRANCIS PEARLIE HARRIS BREAST CTR

BREAST CANCER TREATMENT FACILITY

131 COMMONWEALTH DR, SUITE 220

GREENVILLE, SC 29615

10ST FRANCIS MILLENNIUM CANCER CENTER

CANCER FACILITY

104 INNOVATION DR

GREENVILLE, SC 29607

St. Francis Hospital, Inc.
58-2504530

Schedule H (Form 990) 2019
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DocuSign Envelope ID 39AB995A-136B-4A34-86FF-50C9B78C8B1F

| OMB No 1545-0047

SCHEDULE .J Compensation Information
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees
> Complete if the organization answered “Yes” on Form 990, Part IV, line 23. .
Department of the Treasury > Attach to Form 990. . i Open to Pybluc
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Name of the organization Employer identification number
ST FRANCIS HOSPITAL, INC 58-2504530
Questions Regarding Compensation

Yes | No

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

b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If “No,” complete Part Ill to
explain. . . . . .. s ) S

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked on line
1 2 | ¥

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

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

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

a Receive a severance payment or change-of-control payment? . . . . e e e 4a | v
Participate in, or receive payment from, a supplemental nonqualified retlrement plan'? e e 4 |V
¢ Participate in, or receive payment from, an equity-based compensation arrangement? . . . . 4c v

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

-3

Only section 501(c)(3), 501(c){4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a Theorganization? . . . . . . . . . . . L ..o 5a v
b Anyrelated organizaton? . . . . e e e e e e e e e e e e 5b v
If “Yes” on line 5a or 5b, describe In Part III

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

a Theorganization? . . . . . . . . . . . L L . Lo e e e e e 6a

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

NS

7  For persons histed on Form 990, Part VIl, Section A, line 1a, did the organization prowde any nonfixed
payments not described on Iines 5§ and 67 If “Yes,” descnbe nPartill . . . . . . . Ce e 7Y

8 Were any amounts reported on Form 990, Part VIi, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If “Yes,” describe
mPartlll . . . L L L L L L e e e e e e 8 v

9 If “Yes” on line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 63.4958-6(c)? . . . . . . . . . . . . ..o o oo 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50053T Schedule J (Form 990) 2019
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DocuSign Envelope ID 39AB995A-136B-4A34-86FF-50C9B78C8B1F

SCHEDULE L Transactions With Interested Persons |__OMB No 1545-0047

(Form 990 or 990-EZ)| » Complete if the organization answered “Yes” on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 2@ 1 9
28b, or 28¢, or Form 990-EZ, Part V, line 38a or 40b.

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

Name of the orgamization Employer identification number

ST FRANCIS HOSPITAL, INC 58-2504530

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

d) C: ted?
(b) Relationship between disqualified person and (c) Descrption of transaction (d) Correcter

organization Yes | No

1 (a) Name of disqualified person

(1)
(2
()
@)
(5
(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year

undersection4958. . . . . . . . . . . . . . . . . . ... L ...

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

Part 1l Loans to and/or From Interested Persons.
Complete if the organization answered “Yes” on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26 or If the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.

(a) Name of interested person | (b) Relationship | {c) Purpose of {(d} Loan to or (e) Onginal (f) Balance due |(g) In default?| (h) Approved| (i) Wntten
with organization loan from the principal amount by board or | agreement?
organization? committea?

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

(L)
@
3
4
()
(6)
(4]
8
©)
(10)
TJotal . . N I |

Part Il Grants or As5|stance Benef‘ tlng Interested Persons
Complete If the organization answered “Yes"” on Form 990, Part IV, line 27.

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

(1
(2
3
4)
(5)
(6)
44)
(8)
)
(10)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat No 50056A Schedule L (Form 990 or 990-EZ) 2019
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DocuSign Envelope ID 39AB995A-136B-4A34-86FF-50C9B78C8B1F

Schedule L (Form 990 or 990-EZ) 2019 Page 2

Part IV Business Transactions Involving Interested Persons.
Complete If the organization answered “Yes” on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person (b) Relationship between {c) Amount of (d) Descnption of transaction (e) Shanng of
interested person and the transaction organization's
organization revenues?
Yes | No
(1) (SEE STATEMENT)
(2
3
4
(5)
(6)
@
8
9
(10)

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

Schedule L (Form 990 or 990-EZ) 2019

St, Francis Hospital, Inc. 54 11/6/2020 3:57:08 PM
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