| OMB No. 1545-0047

2013

Open to Public

Form 990 Return of Organization Exempt From Income Tax

Under saction 501{c}, 527, or 4947(a){1} of the Internal Revenue Code {except private foundations}
» Do not enter Soclal Sscurity numbers on this form as it may be made public.

t of the Treastry

Intemal Revenue Service » Information about Form 990 and its [nstructions s at www.lrs.gov/form390. Inspection
A For the 2013 calendar year, or tax year beginnin 05/01 , 2013, and ending 04/30 ,20 14
B Check if applicable: ] C Name of organization MOUNT DESERT ISLAND HOSPITAL D Employer identification number
{1 Address change Doing Business As 01.0211797
1 Name change Number and strest {or P.O. box if mail is not delivered to street address} Room/suite E Tetephone number
(3 inittat retum PO Box 8 10 Wayman Lane 207-288-5081
D Terminated Gity or town, state or province, country, and ZIP or foreign postal code
[ amended retura Bar Harbor, ME, 04603.0008 G Gross recelpls $ 56,372,674
[ application pending |F Name and address of principal officer:  ARTHUR BLANK H{a}Is this a group retum for subordinates? ] Yes (Y] No
10 WAYMAN LANE, PO BOX 8, BAR HARBOR, ME 04609-0008 H{o) Ave all subordinates Included? {1 Yes [ No
| Tax-exempt status: 501{c}3) [ 8010} ( ) 4 gnsert no) [_] asar@nor 1507 1f “No," altach a list. {see Instructions)
J  Website: »  www.mdihospital.org H{c) Group exemption number »
K Form of organization:[¥] Corporation [Jreust [ Assoctation {7} omer» [ L Year of formation: 1897 ] M Stale of fegal domicile: ~ ME
Summary
1 Briefly describe the organization’s mission or most significant activities: _Mount Desert Island Hospllals missionisto
§ provide compassionate care and strengthen the health of our community by embracing tomoirow's methods and respecling, .
‘E AIME ONOret VBB, e eeeeememmmeemmmemmeeeemermesenmascseeseemesmesemesseseisiiCiissseormoooo-esssressssoces
g| 2 Check this box P[] if the organization discontinued its operations or disposed of more than 25% of its net assets.
&1 3  Number of voting members of the governing body (PartVl,line1a). . . . . 3 18
% | 4 Number of independent voting members of the governing body (Part VI, line 1b) 4 14
é B Total number of individuals employed in calendar year 2013 (Part V, line2a) . . . . . 5 529
% 6 Total number of volunteers (estimate if necessary) e e e e e e ] 244
4 | T7a Total unrelated business revenue from Part VIIl, column (C), line12 . . . . . . . . 7a 0
b Net unrelated business taxable incoms from Form 890-T,lne34 . . . . . . . . . 7b 0
Prior Year Current Year
« | 8 Contiibutions and grants (Part Viil, lineth) . . . . . . . . . . . . 2,254,053 1,735,208
% 9 Program service revenue (Part L, line 2g) e e e e 47,520,943 45,127,799
&’; 10  Investmentincome (Part VIil, column (A), lines 3, 4, and 7d} . . . . . . 424,924 72,133
11 Other revenue (Part VIIl, column (A), lines 5, 8d, 8¢, 9¢, 10c, and 11¢} . . . 2,333,173 3,058,207
12 Total revenus—add lines 8 thraugh 11 {must equal Part Vill, column (A}, line 12) 52,533,003 49,993,947
13 Grants and similar amounts paid (Part X, column (A}, lines 1-3} . . . . . 0 0
14  Benefits paid to or for members (Part IX, column (A}, lined) . . . . . . 0 0
« | 16  Salaries, other compensation, employee benefits (Part IX, column {A), lines 5~10) 32,850,936 31,466,210
§ i6a Professional fundraising fees (Part X, column (A}, line t1¢) . . . . . . o] 0
2| b Total fundraising expenses (Part IX, column (D), line 26) » 155,560 |- o) i e
] 17  Other expenses (Part IX, column (A), lines 11a-11d, 111-24¢) . . . . . 22,267,819 21,346,329
i8  Total expenses. Add lines 13-17 {must equal Part IX, column (A), line 25) . 55,118,855 52,812,599
19  Revenue less expenses. Subtract Iine 18 fromlinei2 . . . . . . . . -2,585,762 -2,818,652
3% Beginning of Current Year End of Year
25120 Totalassets (Part X, line18) . . . . . . . . . . . . . ... 52,443,534 49,537,121
L2021 Totalliabilies (PartX, ine 26) . - . . . . . . . ... - 11,102,021 26,955,798
Z3] 2 Net assets or fund balances. Subtractline 21 fromline20 . . . . . . 21,341,513 20,581,323

2
I3E144I1R  Signature Block

Under penalties of perjury, | declare that § have exémlned this retum, including accompanying schedules and statements, and to the best of my knowledge and belief, itis
true, correct, and comiplete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.

Sign } Signature of officer Date
Here Christina Harding, CFO

Type or print name and litfe
Paid Print/Type preparer’s name Preparer's signature Date GCheck D i PTIN
Pr eparer sel{-employed
Use onw Firm'sname > Firm's EIN P

Firm's address ™ Phone no.

May the IRS discuss this return wilh the preparer shown above? (see instructions) . . . . . . . . . . . . [d¥es [ I1No

For Paperwork Reduction Act Notlce, see the separate Instructions. Cat. No. 11282Y Form 890 (2019)



Form 930 {2013} Page 2
mm Statement of Program Service Accomplishments
Check if Schedule O contains a response of notetoany lineinthisPartt . . . . . . . . . . . . .
1 Briefly describe the organization’s mission:

2 Did the organization undertake any significant program services during the year which wera not listed on the
prior Form 990 or 980-E2? e e N .. .

i “Yes,” describe these new services on Schedule O,

3 Did the organization cease conducting, or make significant changes In how it conducts, any program
SEMVICES? . . . . . e e oo oo oo s OYes WINo
If “Yas,” describe these changes on Schedule O.

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

¥1Yes [INeo

4a (Code: } (Expenses $ 39,585,686 Including grants of § 0 ) (Revenue $ 48,156,006 )

as memberships in service organization such as the local Rotary, and Lighess clubs.
4b (Code: ) {Expenses $ including grants of $ ) (Revenue $ )

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

{Expenses $ 0 Including granis of $ 0 ) (Revenue $ 0)
__4e  Total program service expenses » 39,585,686

Form 990 (2013)



Form 990 (2013)
EdNE  Checklist of Required Schedules

Paga 3

Yes | No
1 Is the organization described in section 501 (c)(S} or 4947(a)(1) {other than a private foundation)? if “Yes,”
complete Schedufe A . . .o 1| v
2 |s the organization required to complete Schedu!e B, Schedufe of Contnbutors (see mstructqons)? . 2 1Y
3  Did the organizaiion engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If “Yes,” complete Schedule C, Part! . 3 v
4  Section 501{c)(3) organizations. Did the arganization engage in lobbying actwnles or have a sectlon 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) organization that receives membershlp dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yes,” complete Schedule C, /
Part lll . . 5
6 Did the organization maintain any donor advised funds or any simitar funds or accounts for wh|ch donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,” complete Schedule D, Part | . C e e 6 v
7  Did the organization receive or hold a conservation eaeement |ncludtng easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Part If 7 v
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part il 8 v
g Did the organization report an amount in Part X hne 21 for BSCrOW OF custodlat account Hablhty, serve as a
custodian for amounts not listed in Part X; or provide cradit counseling, debt management, credit repair, or
debt negotiation services? If “Yes,” complete Schedute D, Part IV . e e . 9 v
10 Did the organization, directly or through a related organization, hold assets in temporanly restricted
endowments, permanent endowments, or quasi-endowments? If “Yes,” complete Schedule D, Part V
11 If the organization's answer to any of the following questions is “Yes,” then complete Schedule D, Parts VI,
ViI, VI, IX, or X as applicable.
a Did the organizalion report an amount for land, buitdings, and equipment in Part X, line 107 If “Yes,”
complete Schedule D, Part Vi . 11a| v
b Did the organization report an amount for |nvestments—other secunttes in Part X, I:ne 12 that is 5% or more
of its total assets reported in Part X, line 167 If “Yes,” complete Schedule D, Part VIl . . 11b v
¢ Did the organization report an amount for investments—program related in Part X, line 13 that is 5% or more
of its totat assets reporied in Part X, line 167 If “Yes,” complete Schedule D, Part Vil . 11c v
d Did the organization report an amount for other asseis in Part X, line 15 that is 5% or more of its total assets
reported in Parl X, line 167 If “Yes,” complete Schedule D, Part IX . 11d| v
e Did the organization report an amount for other liabilitles in Part X, line 25? If “Yes,” comp.fete Schedu!e D Part X 11e| Vv
f Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If “Yes,” complete Schedule D, Part X 114 v
12a Did the organization obtain separate, Independent audited financlal staterents for the tax year? If "Yes,” comp!ete
Schedufe D, Parts X! and X!l 12a Y
b Was the organization included in consohdated mdependent audlted flnanmal statements ior ihe tax year'? If “Yes " and if
the organization answered "No” to fine 12a, then completing Schedule D, Parts Xi and Xil is optional . 12b v
13 s the organization a school described in section 170{b){1)(A)i))? If “Yes,” complate Schedule E 13 v
14a Did the organization maintain an office, employees, or agents outside of the United States? .o 14a v
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmakmg,
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 f and IV. 14b v
15  Did the organization report on Part IX, column {4}, line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes,” complete Schedule F, Parts l 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 individuais? If “Yes,” complete Schedule F, Parts lif 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), lines 6 and 11e? If “Yes,” complete Schedule G, Part | see instructions) 17 v
18  Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes,” complete Schedule G, Partif . 18 v
19  Did the organization report more than $15,000 of gross income from gaming actlwtles on Part ViII Ime Qa')
If "Yes,” complete Schedule G, Part ill 19 v
20z Did the organization operate one or more hospital faclhtles'? if “Yes " comp!ete Schedu!e H 20a| v
b If “Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return? 20b| ¥

Form 990 (2013)



Form 990 (2013)
I Checkiist of Required Schedules (continued)

21

22

23

24a

o

25a

26

27

28

a
b

29
30

3

32

33

34

35a

36

37

as

Page 4

Did the organization report more than $5,000 of grants or other assistance to any domestic organlzatton or
government on Part X, column (A), line 17 If "Yes,” complste Schedule |, Parts and Il

Did the organization report more than $5,000 of grants or other assistance to individuals in the Unlted States
on Part X, column {A), line 22 If "Yes,” complete Schedule 1, Farts 1 and Iil

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

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

Did the organization invest any proceeds of tax-exempt bonds beyond a temporary penod exception? .
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 time dunng the year? .
Section 501 (c)(3) and 501(c){4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If “Yes,” complete Schedule L, Part |

is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the orgamzatlon s prior Forms 990 or 890-E27
If “Yes,” complete Schedule L, Part! .

Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payabtes to any
current or former officers, directors, trustees, key employees, hrghest compensated employees or
disqualified persons? If so, complete Schedule L, Part Il .

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

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

A current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L, Part IV
A family member of a current or former officer, direclor, trustes, or key emptoyee? If "Yes,” complate
Schedule L, Part IV

An entity of which a current or former offlcer dlreotor trustee or key employee (or a fam;ly member thereof)
was an officer, director, trustee, or direct or indirect owner? If “Yes,” complete Schedule L, PartIV .

Did the organization receive more than $25,000 in non-cash contributions? If “Yes, " complete Schedule M
Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complete Schedule M .
Did the orgamzatlon !lqurdate terminate, or dissolve and cease operatuons? if “Yes ” comp!ete Schedule N,
Part {

Did the orgamzatlon eell exchange dlspose of or transfer more than 25% of its net assets'? If “Yes
complete Schedule N, Part il

Did the organization own 100% of an entlty dreregarded as separate from the organlzatton under Regutatlone
seclions 301.7701-2 and 301.7701-32 If “Yes,” compfete Schedule R, Part f . .

Whas the organization related to any tax- exempt or taxable entlty'? If “Yes,” comp!ete Schedule H Paﬂ i, IH
oriV, and Part V, line 1 .o

Did the organization have a controlted entlty within the meaning of section 512(b)(1 3)

if "Yes” to line 35a, did the organization receive any payment from or engage in any transactton W|th a
controlled entity within the meaning of section 512(b)(13)? if “Yes,” complele Schedule R, Part V, line 2 .
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 . . b e
Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? if “Yes,” complete Schedule R,

Part VI . .

Did the organization comptete Schedu!e O and provrde explanatrons in Schedule 0 for Part Vf Iines 11b and
197 Note. All Form 990 filers are required to complete Sghedule O .

Yes | No
21 v
22 v
23 | v
24a| v
24b v
24¢ Y
24d v
25a v
25b v
26 v
v
%al v
28b v
28¢| v
20 | v
30 v
31 v
32 v
33 v
34 | v
35a v
35b
36 Y
37 v
38 | v

Form 990 o013



Form 990 {2013}
Statements Regarding Other IRS Filings and Tax Compliance

Page D

Check if Schedule O contains a response or note to any fine in this Part V .. 4
Yes | No
1a  Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable . . . . 1a 56| =
b Enter the number of Forms W-2G included in line 1a. Enter -0- i not applicable . . . . 1b ol
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and

2a

b

3a
b
4a

ba

6a

1]

o " ¢ Q

12a

13

14a

reportable gaming (gambling} winnings to prize winners? . . . . . . . . . . ..
Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax

Statements, filed for the catendar year ending with or within the year covered by thisreturn | 2a 528|:

If at teast one is reported on line 2a, did the organization file all required federal employment tax returns? .
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions) .

Did the organization have unrelated business gross income of $1,000 or more during the year?

If “Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation in Schedule G .

At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
account)? . e .

If "Yes,” enter the name of the forelgn country: P e eeeeeemocmeaenieo o cocmmnemeanmneens
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.
Was the organization a parly to a prohibited tax shelter transaction at any time during the tax year? .

Did any taxable party nofify the organization that it was oris a party to a prohibited tax shelter transaction?

If “Yes™ to line 5a or 5b, did the organization file Form 8886-T? e e e e e e
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? . .

If “Yes,” did the organization include with every soficitation an express statement that such contributions or
gifts were not tax deductible? e e e e e

Organizations that may receive deductible contributions under section 170(c).

Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided tothe payor? . . . . . . . . . . .o

If “Yes,” did the organization notify the donor of the value of the goods or services provided? . .o
Did the organization sell, exchangs, or otherwise dispose of tangible personal property for which it was
required to file Form 82822 . . . . . . .o .

If “Yes,” indicate the number of Forms 8282 filed during theyear . . . . . . . . ITd]

'33'“ ‘/ :
3b

Did the organization receive any funds, directly or indirectly, to pay premiums on a personal bensfit contract?
Did the organization, during the year, pay premiums, directly or indirectly, on a persenal benefit contract? .

if the organization received a contribution of qualified intelfectual property, did the organization file Form 8899 as required?
If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C?
Sponsoring organizations maintaining donor advised funds and section 509{(a)(3) supporting
organizations, Did the supporting organization, or a donor advised fund maintained by a sponsoring
organization, have excess business holdings at any time during the year? ..
Sponsoring organizations maintaining donor advised funds,

DId the organization make any taxable distributions under section 49667 .

Did the organization make a distribution to a donor, donor advisor, or related person?

Section 501{c)(7) organizations. Enter:

initiation fees and capital contributions included on Part VIli, line12 . . . . . . . 10a
Gross receipls, included on Form 980, Part Vill, line 12, for public use of club facilities . 10b
Section 504(c}{12) organizations. Enter:

Gross income from members or shareholders . . . . . . . . . . . . . . 11a
Gross income from other sources {Do not net amounts due or paid to other sources
against amounts due or received fromthem.,) . . . . . . . 11b

Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417
If *Yes,” enter the amount of tax-exempt interest received or accrued during the year . . |12b |

12a]

Section 501(c)(29) qualitied nonprofit health insurance issuers.
Is the organization licensed to issue qualified health ptans In more than one state?

Note. See the instructions for additional Information the organization must report on Schedule O.
Enter the amount of reserves the organizalion is required to maintain by the states in which
the organization is licensed to issue qualified health plans . . . . . . . . . . 1ab

ﬁ3a

Enter the amount of reservesonhand . . . . . 13c

Did the organization receive any payments for indoor tanning services during the tax year? . . . . .
If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O

14a v
14b

Form 990 (2013)



Form 990 (2013} Page 6
Govemance, Management, and Disclosure For each “Yes” response to lines 2 through 7b below, and for a “No”
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.
Check if Schedule O contains a response or note to any linginthisPartvt . . . . . . . . . . . . .
Section A, Governing Body and Management

¥Yas | No

ta Enter the number of voting members of the governing body at the end of the tax year. . 1a 18]
If there are material differences in voling rights among members of the governing body, or :
if the governing body delegated broad authority to an executive committee or similar
commiltes, explain in Schedule O.

b Enter the number of voling members included in line 1a, above, who are independent . 1b 14}

2  Did any officer, director, trustee, or key employee have a family relationship or a business relationship with |5
any other officer, director, trustee, or key amployee? . . . o

3 Did the organization delegate control over management duties customarﬁy performed by or under lhe dlrect
supervision of officers, directors, or trustees, or key employees to a management company or other person?

L N L R L L N L N

3
4  Did the organization make any significant changes o its governing documents since the prior Form 980 was filed? 4
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5
6  Did the organization have members or stockholders? 6
7a Did the organization have membsers, stockholders, or other persons who had the power to elect or appolnt
one or more members of the govemning body? . . . . 7a
b Are any governance decisions of the organization reserved to (or subject to approval by) members
stockholders, or persons other than the governing body? . . . . 7b

8 Did the organization contemporaneously document the meetings held or wntten actions undertaken dunng
the year by the following:

a The governing body? .

b Each committee with authority to act on behalf of the governing body'> .. gb | v
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization’s maiting address? If “Yes,” provide the names and addresses in Schedule ©. . . . . 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? . . 10a v
b If “Yes,” did the organization have written policies and procedures governing the actwnlles of such chapters
affiliates, and branches to ensure their operations are consistent with the organization's sxempt purposes? 10b

11a  Has the organization provided a complete copy of this Form 980 to all members of its governing body before filing the form? | 11a
b Describe in Schedule O the process, if any, used by the organization to review this Form 990. b
12a Did the organization have a written conflict of interest policy? If “No," go to line 13 . . 12a
b Were officers, directors, or irustees, and key employees required to disclose annually interests that coutd glve rise lo conilucts‘? 12b

v
v
v
¢ Did the arganization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe in Schedule O how thiswasdone . . . . e e e Coe e 12¢ci v
v
v

13 Did the organization have a written whistleblower pollcy? . .
14  Did the organization have a written document retention and destructlon po!icy'?
16 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 organizaiion's CEQ, Executive Director, or top management official e
b Other officers or key employees of the organization . . . . e e e e 15b| v
If “Yes” to lIne 15a or 15b, describe the process in Schedule O (see mstructions)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement |:.
with a taxable entity during theyear? . . . . . . . . . . . . . . . o oo oo 16a v
b I “Yes,” did the organization follow a writlen policy or procedure requiring the organization to evaluate its |- . G
participation in joint venture arrangements under applicabfe federal tax law, and take steps to safeguard the
organization’s exempt status with respect to such arrangemenis?
Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be filed» neg
18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-'f'__(S;a"é"l'ib.ﬁ’gﬁi_(E)-(ﬁ)_énBﬁ'ly)'
available for public inspection. Indicate how you made these available. Check all that apply.
Own website Another's websile Uponrequest [ Other fexplain in Schedule O}
19  Describe in Schedule O whether {and if so, how) the organization made its governing documents, conflict of interest policy, and
financial statements available to the public during the tax year.
20  State the name, physical address, and telephons number of the person who possesses the books and records of the
organization: » arthur Blank, (207)288-5081
PO Box 8, 10 Wayman Lane, Bar Harbor, ME 04609-0008 Form 880 2013)




Form 990 (2013) Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compansated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any lineinthisPartvit . . . . . . . ., . . . . . O
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complets this 1able for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization’s tax year.
» List all of the organizailon’s current officers, directors, trustees (whether individuals or organizations), regardless of amount of
compensation. Enier -0- in columns (D), (E), and {F} if no compensation was paid.
= List all of the organization’s current key employees, If any. See instructions for definition of “key employee.”
s List the organization’s five current highest compensated employees (ofher than an officer, director, trustee, or key employee)

who received reportable compensation (Box 5 of Form W-2 andfor Box 7 of Form 1099-MiSC) of more than $100,000 from the
organization and any related organizations.

« List all of the organization's former officers, key employess, and highest compsnsated employees who received more than
$100,000 of reporiable compensation from the organization and any related organizations.

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

List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest
compensated smployeses; and former such persons.,

[0 Check this box if neither the organization nor any retated organization compensated any cutrent officer, director, or trustee.

{c)
" &) {do not ch::'r?ln“\%?e than one ) & ®
Name and Title Average | box, unless person Is both an Reportable Reportable Estimated
hours per | officer and a direclor/irustee) | compensation compensation from amount of
week {list any— = =l ex] = from related other
howsfor | - & g g g 3«; e U}a organizations compensation
relatecli gg_ g g g -§§ g orgamization {(W-2/1093-MISC) from the
organizations a 13 3 5| 8%q (W-2/1099-MISC) organization
belovf dotted| = g B 2 g and related
line) Gig b ] organizations
& % §
a2
AhurdBlank ] .40
Presidenmt and CEO 0 v IViv|Y 314,555 1] 34,783
JohnBensonMD Ll 1.
Boardmember 0 v 0 0 0
MichaelBonsey ...
Chairman 0 v v 0 0 0
StewartBrecher A 1.
Board Member [i] v 0 0 0
DavidEinhornEsq i ...
Board Member 0 v 0 0 0
KathteenField . ..
Board Member 0 v 0 0 0
JulivsKrevans ™MD . 1.
Board Member 0 v 0 0 0
AuianKufflerMD 4 40.00__
2nd Vice Chair & Family Physician 0 v 222,993 0 25,1713
DeanRead b LI
Board Member 0 v 0 0 0
PatriciaHandPhD ] 1.
Board Member 0 v 0 0 0
ElsteFlemings ] L
Board Member 0 v 0 0 0
NoefleWolf .
Board Member 0 v 0 0 0
VinceMesser 1.3 ..
1st Vice Chair 0 v ¥ 0 0 0
JamesBright . L
Board member 1] v 0 0 0

Form 990 (2013}



Form 990 {2013} Page 8
LA RN Sectlon A, Officers, Divectors, Trustees, Key Employees, and Highest Compensated Employees (continued)

©}
@ (8) {do not ch:colfir:?;r\a than one ©) & 7
Name and tille Average | box, unless person is both an Reportable Reportable Estimated
hours per | officer and a director/trustes) | Compensation {compensation frem amount of
week (st any g e oz = from related other
hours for o2 2 :Qn &| 34 % the organizations compensation
related IR g f’q 5 52_§ E: organizatlon {W-2/1099-MISC) from the
organizationsf g 5_ ] o]gq W-2/1099-MISCY organization
below dotted} = 5 & 2 g and related
ling) |3 2 o organizations
8|8 g
® g
ChristinaMHarding 1 40 .
CFO/VP of Finance 0 v 164,345 0 12,970
TJerryMussen e 1.
Board Member 0 v 0 0 0
StuartbDavidson 0 .
Physician 0 v 480,974 0 37,120
MichaetHeniser ... 0
Physician 0 v 382,683 0 27,638
MichelteKinbrook o
Physlcian 0 v 282,577 0 27,876
KendraBloumt .l 0
General Surgeon 0 v 288,257 0 37,120
TanyaHanke e 40
Physician 0 v 251,959 0 16,774
Bevpalgen ol L
Board Member 0 v 0 0 0
DavidPainter e fonnns L L
MD 1 v 183,082 0 34,313
Audreyleavit . 0 .
Secretary 0 v 45,568 0 18,721
_________________________________________________________________ o eereeee
1b Sub-total. . . . . N & 2,616,973 0 272,488
¢ Total from continuation sheets to Part VII Section A N
d Total{addlinestbandic). . . . . . ... . > 2,616,973 0 272,488

2  Total number of individuals (including but not tlmnted to those listed above) who received more than $100,000 of
reportable compensation from the organization ¥ 4p

Yes| No
3 Did the organization list any former officer, director, or trustes, key employee, or highest compensated S
employee on line 1a? If "Yes," complete Schedule J for such individual .

4  For any individual listed on line 1a, Is the sum of reportable compensation and other compensatlon from the
organization and related organlzattons greater than $150,0007 /f "Yes,” complele Schedule J for such
individual . .o

5 Did any person listed on Ilne 1a receive or accrue compensation from any unrelated orgamzalton or md;wdual S P
for services rendered to the organization? If “Yes,"” complete Schedule J for suchperson . . . . . . 5 v

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent contraciors 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) ®) {C}
Name and buslness address Description of services Compensallon
Bay View Physical Therapy, 125 Oak Street, Elisworth, ME 04605 Physical Therapy 522,213
Rao Surapememi P Ramanadha MD, 50 358 Broad st, suite 207, Bangor, ME 04401__jUrologist 336,000
Dahl Chase Diagnostic Services, 417 State Street, Suite 441, Bangor, ME 04401 pathology services 388,859

2 Total number of independent contractors (including but not limited to those listed above) who
received more than $100,000 of compensation from the organization » 3

Form 990 (2013i
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Form 990 (2013) Page 9
I Statement of Revenue
Check if Schedule O contains a response or note to any line in this Part Vill . . 0
& {A) (B) D)
Total reventis Related or Reventues
exempt exciuded from tax
funclion unc|5e1r secl;ons

Contributions, Gifts, Grants|’:
and Other Similar Amounts |:

1a.

=0 Q0 T

T

Federated campaigns . . . | 1a

Membershipdues . . . . | 1b

Fundraisingevents . . . . | ¢

Related organizations . . . | 1d

Qo |e @ |5

Government grants {contributions) | 1e

116,921

Al other contributions, aifis, grants,
and similar amounts nof Included above | 1f

1,618,287

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

Program Service Revenue

2a

@ = o oo T

Patient Service Revenue

Business Code

800099

19,489,185

19,489,185

900099

25,638,614

25,638,614

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

»

45121,799]

Other Revenue

8a

Invesiment income (including dividends, interest,

and other similar amounis)

| g

Income from investment of tax-exempt bond proceads >

Royalties

-39,557

-39,557

57,742

57,742

0

0

(i) Real

(i1} Personal

Grossrents . . 30,000

Less: renial expenses o

Rental income or (loss) 30,000

Net renial income or (loss)

30,000

Gross amount from sales of () Securities

' ai)blh:er

assels olher than inventery 6,433,275

Less: cost or other basis
and sales expenses . 6,378,721

Gainor {loss) . . 54,548

Net gain or (loss)

Gross income from fundraising
events {not including $ 0

of contributions reported on line 1¢}.
SeePartiV,line1® . . . . . a

Less: directexpenses . . . . b

Net income or {loss) from fundraising
Gross income from gaming activilles,
SeeParitV,line19 . . . . . a

Less: directexpenses . . . . b
Net income or {loss) from gaming activilies .

Gross sales of inventory, less
returns and allowances . . . g

Less:costofgoodsseld . . . b

54,548

avents

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

Miscetlaneous Revenue

Business Code

tia

@ o0

12

Cafeteria sales

900099

194,338

194,338

Ali other revenue .
Total. Add lines 11a-11d .
Total revenue. See instructions.

900099

2,643,850

2,643,850

900098

190,019

190,019

0

0

>
»

3028207 . |

oo e le B

e lelele i

49,993,947

48,258,739

1]

Form 990 (2013



Form 990 {2013}

CERSr S Statement of Functional Expenses
Section 501(c)(3) and 501(c){4} organizations must complete all columns. All other organizafions must complete column (A).

Page 10

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

O

Do not include amounts reported on lines 6b, 7b, Total ﬂ(i\}enses Pro rag)serﬂce M (C) and . é »
8, 9b, and 10b of Part Vill. ’ Sxpenses gonera) expenses oxpenses
1+  Grants and other assistance to govemments and S Tl
organizations in the United States. See Part [V, line 21 0 0
2 @Grants and other assistance to individuvals in
the United States. See Part IV, line 22 . 0 0
3 Grants and olher assistance to governments,
organizations, and individuals oulside the
United States. See Part IV, lines 15 and 16 . 0 0
4  Benefits paid to or for members 0 0
& Compensation of current officers, dlrectors
trustees, and key employees . 727,284 0 727,284 0
6  Compensation not included above, to dlsquahfled
persons (as defined under section 4958{{)(1)) and
persons described in section 4958(c){3){B) 0 0 0 0
7  Other salaries and wages 22,950,330 16,945,459 5,942,572 102,289
8 Pension plan accruals and contnbulaons (lnclude
section 401(K) and 403{b) employer contributions) 492,461 350,713 139,607 2,141
9  Other employes benelits . 5,669,829 4,051,452 1,594,681 23,696
10 Payroll taxas . 1,586,366 1,133,407 446,117 6,842
11  Fees for services (non- employees}
a Management 0 0 0 0
b Legal 125,961 0 125,961 0
¢ Accounting 117,305 0 117,305 0
d Lobbying . . of 0f 0 0
e Professional fundraising services. See Part IV lme17 of L 0
f Investment management fees -39,557 -39,557 0
g Other. (If line 11g amount exceeds 10% of tine 25, coiumn
{A) amount, list line 11g expenses on Schedule 0.) . 0 0 0 0
12  Adveriising and promotion 79,238 0 79,239 0
13  Office expenses 4,276,452 4,045,497 230,955 0
14  information technology 0 0 0 0
16  Rovalties . 0 0 0 0
16  Occupancy 744,747 569,346 175,401 [i]
17 Travel . 136,569 113,323 23,246 0
18  Payments of travel or entertamment expenses
for any federal, state, or local public officials 0 0 0 0
19  Conferences, conventions, and meatings 210,982 99,791 111,191 0
20  Interest . 694,276 567,469 126,807 1]
21  Payments to affiliates . 0 0 0 0
22  Depreciation, depletion, and amemzatlon 1,711,190 1,395,822 375,368 0
23 Insurance . . 597,688 486,715 110,973 90
24  Other expenses. ltemize expenses not covered
above {List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
{A) amount, list line 24e expenses on Schedule 0.) : S ! L
a PurchasedServices 6,564,728 4,686,566 1,878,162 0
b BadDebtexpense 2,592,434 2,502,434 0 ]
¢ PhysiclanFees .. 833,184 828,184 5,000 0
d Hospitaltaxes ) 1,125,762 1,125,762 0 0
e Allotherexpenses . 1,515,369 593,746 901,032 20,591
25  Total functional expenses. Add lines 1 through 24e 52,812,599 39,585,686 13,071,344 155,569
26 Joint costs. Complete this line oniy if the
organization reported in column (B} joint costs
from a combined educational campaign and
fundraising solicitation. Check here » [ if
following SOP 98-2 {ASC 958-720) .

Form 990 2013}



Form 990 (2013)

Balance Sheet

Page 11

Check if Schedule O contains a response or note to any line in this Part X . ]
{A) (B)
Beginning of year End of year
1  Cash—non-interest-bearing . ol 1 0
2  Savings and temporary cash mvestmenls . 41,553] 2 16,474
3  Pledges and grants receivable, net 2,379,184| 3 1,786,054
4  Accounts receivable, net oo 6,056,753] 4 6,139,447
5 Loans and other receivables from current and former oﬁlcers dlrectors o e L
trustees, key employess, and highest compensaied employees.
Complete Part li of Schedule L o N
6 Loans and olher receivables from other disqualified persons (as defined under section
4958(0)(1)), persons described In section 4958(c)(3)(B), and conlributing employers and
sponsoring organizalions of section 501(c)(9) voluntary employees' beneficiary : G
a organizations (see instructions). Complete Part Il of Schedule L. . . ol & 0
§ 7 Notes and loans receivable, net 0l 7 0
< | 8 inventories for sale or use 523,227, 8 590,932
9 Prepaid expenses and deferred charges 214,932{ 9 271,435
10a iand, buildings, and equipment: cost or -
other basis. Complete Part VI of Schedule D 10a 48,507,798} :
b Less: accumulated depreciation 10b 25,337,958 22,720,683] 10¢ 23,169,840
11 Investments—publicly traded securities 13,365,094 11 12,401,361
12 Investmenis—other securities. See Part IV, line 11 0} 12 0
13 Investments—program-related. See Part IV, Ine 11 . o] 13 0
14 intangible assets . . 0} 14 0
16  Other assets. See Part IV, tlne 11 . . 7,141,108 15 5,101,578
16 Total assets. Add lines 1 through 15 (must equal Ilne 34) 52,443,534] 16 49,537,121
17  Accounts payable and accrued expenses . .o 12,645,489 17 11,237,965
18  Grants payable . o] 18 0
19  Deferred revenus . 11,603} 19 9,154
20 Tax-exempt bond Ilabllntles . 4,175,016{ 20 3,640,969
21  Escrow or custodial account liability. Complete Part IV of Schedule D 0] 2 0
@122 Loans and other payables 1o current and former officers, directors,
h=d trustees, key employees, highest compensated employees, and
% disqualified persons. Complete Part H of Schedule L ol 22 0
d123 Secured mortgages and notes payable to unrelated third parties 9,199,906] 23 7,980,576
24  Unsecured notes and loans payable to unrelated third parties 0] 24 0
o5  Other liabilities {including federal income tax, payables to refated third
parties, and other fiabilities not included on lines 17-24). Complete Part X 5,169,917 6,087,134
of Schedule D . e e e e 25
26  Total liabllities. Add lines 17 through 25 . 31,102,021} 26 _ 28,855,798
o Organizations that follow SFAS 117 (ASC 958), check here P - and G
8 complete lines 27 through 29, and lines 33 and 34. E
5 27  Unreslricted net assets . ) 14,265,803| 27 14,865,568
2|28 Temporarily restricted net assets . 5,141,021 28 3,674,156
T 29 Permanently restricted net assets . 1,934,689| 29 2,041,679
2 Organizations that do not follow SFAS 117 (A.SC 958), check here b [j and :
5 complete lines 30 through 34.
% 30  Capital stock or lrust principal, or current funds . .
ﬁ 31  Paid-in or capital surplus, or land, bullding, or equipment fund
o 32 Retained earnings, endowment, accumulated income, or other funds .
% 33  Total net assets or fund balances . . 21,341,513] 33 20,581,323
34 Toial liabilities and net assets/fund balances . 52 443,534} 34 49,537,121

Forre 990 (2013)



Form 990 (2013) Pags 12
Reconciliation of Net Assets

Check if Schedule O contains a response or note to any line in this Part XI o

1 Total revenue {must equal Part VIll, column (A), line 12) . 1 49,993,947

2 Total expenses (must equal Part 1X, column (A}, line 25) 2 52,812,599

3  Revenue less expenses. Subtract line 2 from line 1 3 -2,818,652

4 Net assets or fund balances at beginning of year (must equal Part X Ilne 33 column (A)) 4 21,341,513

5  Net unrealized gains (losses) on investmenis 5 352,042

8 Donated services and use of facilities 6 0

7  Investment expenses . 7 0

8  Prior period adjustments . 8 0

9  Other changes in net assets or fund balances (explaln in Schedule O) 9 1,706,420

10 Net assets or fund batances at end of year. Combine lines 3 through 9 (must equal Part X Ime

33 column (B)} . .o . . . 10 20,581,323
Financial Statements and Reportmg

Check if Schedule O contalns a response or note to any line in this Part XII . U

Yes | No

2a

3a

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 in
Schedule C.

Were the organization’s financial statements compiled or reviewed by an independent accountant? .
If “Yes,” check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:

(] Separate basis [ Consolidated basis [/} Both consolidated and separate basis

Were the organization’s financial statements audited by an independent accountant? .

If “Yes,” check a box below to indicate whether the financial statements for the year were audlted ona
separate basis, consolidated basls, 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?
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.

As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337.

If “Yas,” did the organization undergo the required audit or audlts‘? if the organlzahon dld not undergo tha
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits.

3a v

3b

Form 990 (2013}



| oMB No. 1545-0047

SCHEDULE A Public Charity Status and Public Support
(Form 990 or 990-EZ) . 2@ 1 3

Complete If the arganizatlon is a section 501(c}({3) organization or a section

4947(a){1) nonexempt charitable trust.

Depariment of the Treasury » Attach to Form 990 or Form 990-EZ, ) Open to Public
Intemal Revenus Seivice » information about Schedule A (Form 890 or 980-EZ) and its instructions Is at www.irs.gov/form990, Inspection
Name of the organization Employer identification number
MOUNT DESERT ISLAND HOSPITAL 010211797

IEZIE  Reason for Public Charity Status (All organizations must complete this part) See instrugtions.

The
1

2
3
4

o

[o-]

10
1

organization is not a private foundation because it Is: {For lines 1 through 11, check oniy one hox.)
] A church, convention of churches, or association of churches described in section 170{b){1)(A)(i).
[ A school described in section 170(b)(1}{A)(i). (Attach Schedule E.)
A hospital or a cooperative hospital service organization described in section 170(b)(1)(A){ii).
] 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:

section 17¢(b){1)(A)(iv). (Complete Part I1.)

[ 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). (Complets Part IL.}

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

[J An organization that normally receives: (1) more than 33%:% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions—subject to certain exceptions, and (2) no more than 334s% of its
support from gross investment income and unrelated business taxable income (tess section 511 tax) from businesses
acquired by the organization after June 30, 1976. See section 509(a)(2). (Complete Part 1L}

{7] An organization organized and aperated exclusively to test for public safety. See section 509(a)(4).

[ An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the
purposes of one or more publicly supported organizations described in section 509(a)(1) or section 509(z)(2). See section
509(a)(3). Check the box that describes the type of supporting organization and complete lines 11e through 11h.

a (O Typel b 0O Typell ¢ {7 Type ll-Functionally integrated ~ d [ Typs lll-Non-functionally integrated

e [J By checking this box, | certify that the organization Is not controlled directly or indirecily by one ar more disqualified persons
other than foundation managers and other than one or more publicly supported organizations described in section 509(a)(1)
or section 509(a}{2).

f If the organization recelved a written determination from the IRS that it is a Type |, Type Il, or Type Il supporting

organization, checkthisbox . . . . . . . . . . . . ..o .- O
g  Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons?
{i) A person who directly or indirecily controls, either alone or together with persons described in (ii) and Yes | No
(ill} below, the governing body of the supported organization? . . . . . . . . . . . . . . 11g{)
(i) A family member of a person described in (jabove? . . . . . . . . . . oo 11gfii}
{iii) A 35% controlled entity of a person described in (} or () above? . . . . . . . . . . . . . 11g(id}
h  Provids the following information about the supported organization(s).
{i} Name of suppoirted {ii) EN {iij) Typs of organization | (v} Is the organization |  {v) Did you nolify {vi} s the {vil) Amount of monstary
organization {described on lines 1-¢ | In cok. {}) listed in your the organization in organization [n col. support
above or IRC seclion goveming document? col. (i) of your {i) organized In ths
{sec instructions)) support? us.?
Yes No Yes No Yes No
(A)
(B}
{C)
D)
(E)
Total ; : s Bt 3
For Paperwork Reduction Act Notice, see the Instructions for Cat. No. 11285F Schedule A (Form 990 or 990-EZ) 2013

Form 990 or 990-EZ.



Schedule A (Form 990 or 990-E2) 2013

Page 2

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

{Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under

Part il. If the organization fails to qualify under the tests listed below, please complete Part Iit.)

Section A. Public Support

Calendar year (or fiscal year beginning in) » | (a) 2008 {b) 2010 (c) 2011 (d) 2012 (e) 2013 {f) Total
1 Gifts, granis, coniributions, and
membership fees received. (Do not
include any "unusual granis."} .
2 Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf
3 The value of services or facililies
furnished by a governmental unit to the
organization without charge .
4 Total, Add lines 1 through 3 .
5 The porlion 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. Subiract line 5 from line 4,
Section B. Total Support
Calendar year (or fiscal vear beginning in}) » | (a) 2009 (b) 2010 {c) 2011 {d) 2012 {e) 2013 (f) Total
7 Amounts from line 4
8 Gross income from interest, dlwdends
payments received on securities loans,
rents, royalties and income from similar
sources .o .
9 Net income from unrelated business
activities, whether or not the business
is regularly carried on ..
10 Other income. Do not include gain or
loss from the sale of capital assets
{Explain in Part IV} . .
11 Total support. Add Ilnes?through 10 st
12  Gross receipts from related activities, etc. (see mstructlons) . 12 I
13  First five years. If the Form 880 is for the organization’s first, second third fourth or ﬁﬂh tax year as a section 501{c)(3)

organization, check this box and stop here . » O
Section C. Computation of Public Support Percentage
14  Public support percentage for 2013 (line 6, column (f) divided by line 11, column (0 14 %
1§  Public support percentage from 2012 Schedule A, Part |, line 14 16 %
16a  33%3% support test—2013, If the organization did not check the box on Ilne 13 and Iine 14 is 33113% or more, check this
box and stop here. The organization qualifies as a publicly supported organization A B
b 33Y3% support test—2012. If the organization did not check a box on line 13 or 16a, and Ilne 15 is 33113% or more,
check this box and stop here. The organization qualifles as a publicly supported organization . |
17a 10%-facts-and-circumstances test—2013. 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. Explain in
Part IV how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly supported
organization . S
b 10%-facts-and-circumstances test—2012. if the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here.
Explain in Part IV how the organlzanon meets the "facts-and-circumstances” test. The crganization qualifies as a publicly
supported organization » [
18  Private foundation. If the orgamzatton dld not check a box on Iine 13 163 16b 17a or 17b check thls box and see
instructions > O

Schedule A (Form 990 or 990-EZ) 2013



Schedule A (Form 990 or 990-E2) 2013

Page 3

Support Schedule for Organizations Described in Section 509(a)(2)

(Complete only if you checked the box on fine 9 of Part | or if the organization failed to qualify under Part I1.
If the organization fails to qualify under the tests listed below, please complete Part 18]

Section A. Public Support

Calendar year (or fiscal year beginning in) »

1

2

7a

c
8

Gifts, grants, contributions, and membership fees
received. {Do notinclude any "unusual grants.’}
Gross receipls from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization’s lax-exempt purpose .

Gross receipts from activities that are nof an
unrelated trade or business under section 513

Tax revenues levied for the
organization’s bensfit and either paid
to or expended on its behalf

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

Total. Add lines 1 through 5 . .
Amounts included on lines 1, 2, and 3
received from disqualified persons

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 ling 13 for the year

Add lines 7a and 7b ...
Public support {Subtract line 7¢ from
line6) . . . . . . .

(a) 2008

{b) 2010

{c) 2011

(d) 2012

(e) 2013

{f) Total

Section B. Total Suppo

Calendar year (or fiscal year beginning in) »

9
10a

11

12

13

14

Amounts from line 6 Coe
Gross incoms from interest, dividends,
payments received on securities loans, rents,
royatties and income from simillar sources .

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

Add lines 10aand10b . . . . .

Net income from unrelated busines:

aclivities not included in fine 10b, whether
or not the business is regularly carried on
Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPart V). . . . . . .

Total support. (Add lines 9, 10c, 11,
and 12.} .

(a) 2009

{b) 2010

(c) 2011

{d) 2012

(e) 2013

(f) Total

First five vears. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c){(3)

organization, check this box and stop here » 1
Section C. Computation of Public Support Percentage
16  Public support percentage for 2013 (iine 8, column (f) divided by line 13, column (f)} i6 %
16  Public support percentage from 2012 Schedule A, Part lil, Iine 15 . 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2013 (line 10c, column {f) divided by line 13, column (f)) . 17 %
18  Investment incoms percentage from 20412 Schedule A, Part Ill, line 17 . .. e .o 118 %
19a 33's% support tests—2013. If the organization did not check the box on line 14, and line 15 is more than 33'%, and line
17 is not more than 331%. check this box and stop here, The organization qualifies as a publicly supported organization »

b 33%:% support tests—2012, If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33's%, and
line 18 is not more than 33'29%, check this box and stop here. The organization gualifies as a publicly supported organization » []

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions  » ]
Schedule A (Form 990 or 990-EZ) 2013
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Supplemental Information. Provide the explanations required by Part Il, line 10; Part Il, line 17a or 17b; and
Part lll, line 12. Also complete this part for any additional information. (See instructions).

Schedule A (Form 990 or 930-EZ) 2013



SCHEDULE C Political Campaign and Lobbying Activities | oM No. 1545-0047

{(Form 990 or 990-EZ) 2@ 1 3

Open to Public
Department of the Treaswry | P See separate Instructions. » Information about Schedule C }Form 990 or 990-EZ} and its F; fi
Internal Revenue Service instructions is at www.irs.gov/formg90, nspection

If the organization answered “Yes,” to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 {Politicat Campaign Activities), then

+ Section 501(c}{3) organizations: Complete Parts I-A and B, Do not complete Part 1-C.

» Section 501{c) (other than section 501(c)(3)} organizations: Complete Parls I-A and C bslow. Do not complete Part i-B.

» Section 527 organizations: Complete Part [-A only.
If the organization answered “Yes,” to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 {Lobbying Activities), then

» Sectlen 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)}: Complete Part Ii-A. Do not complete Part I-B.

» Section 501(c)(2) organizations that have NOT filed Form 5768 (election under section 501 {(hY): Complete Part It-B. Do not comiplete Part II-A.
if the organfzation answered “Yes,” to Form 990, Part iV, line 5 (Proxy Tax) or Form 890-EZ, Part V, line 35¢c (Proxy Tax), then

« Saction 501(c)(4), {5}, or (6) organizations: Complate Part 1.
Name of organization Employer identification number
MOUNT DESERT ISLAND HOSPITAL 01-0211797
Complete if the organization is exempt under section 501(c}) or is a section 527 organization.

1 Provide a description of the organization’s direct and indirect political campaign activities in Part 1V.

2 Political expenditlrss . . . . . . . o e e e e e S,

3 Volunteer hours .

For Organizations Exempt From Income Tax Under sectlon 501(c) and section 527
» Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ.

Part I-B Complete if the organization is exempt under section 501(c})(3).

1 Enter the amount of any excise tax incurred by the organization under section 4956 . . . . » §
2  Enter the amount of any excise tax incurred by organization managers under section 4955 . . W s
3 |f the organization incurred a section 4955 tax, did it file Form 4720 for thisyear? . . . . . . . . . D Yes D No
4a Was acorectionmade? . . . . . v oo e oo HYes [ No
b If “Yes,” describe in Part iV.
Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1  Enter the amount direclly expsnded by the filing organization for section 527 exempt function
aclivities . . . . . . e e e e e e e e s s s s
2 Enter the amount of the filing organization’s funds contributed to other organizations for section
527 exempt function activities . . . . . . . . . . . . . . L » %
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
line17b . . . . . . e e e e e e e e e . %
4  Did the filing organization file Form 1120-POL for this year? . . . . e e e e Yes No

6 Enter the names, addresses and employer identification number (EIN) of ali section 527 political organizations to which the filing
organization made payments. For each organization listed, enter the amount paid from the filing organization’s funds. Also enter
the amount of political contributions received that were promptly and directly delivered to a separate political organization, such
as a separate segregated fund or a palitical action committee (PAC). if additional space is needed, provide information in Part IV,

(a) Name (b} Address {c) EIN {d} Amount pald from {8} Amount of political
filing organizalion’s contiibutions recelved and
funds. If none, enter -0-. promplly and direcily
delivered to a separate
political organization. {f
none, enter -0-.
0 et
(2) oot
)
T
T
B e

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Gat. No, 500845 Schedule C (Form 860 or 990-£2) 2013



Schedute G (Form 990 or 990-E7) 2013 Page 2
CPTAIMY  Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

section 501(h)).

A Check » [Jif the filing organization belongs to an affiliated group {and fist in Part iV each affiliated group member's

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

B Check » [Jif the filing organization checked box A and “limited control” provisions apply.

Limits on Lobbying Expenditures {a) Filing {b) Affiliated
{The term “expenditures” means amounts paid or incurred.) organization’s totals group totals

“w o oo oW

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

Total lobbying expenditures te influence a legislative body (direct lobbying)

Total fobbying expenditures {add lines 1a and 1b)

Cther exempt purposse expendiures .

Total exempt purpose expenditures {add lines 1c and 1d)

Lobbying nontaxable amount. Enter the amount from the foilowmg table in bolh
columns,

If the amount on line 1e, column (a) or (b} is: | The lobbying nontaxable amount is:

Not over $500,000 20% of the amount on line fe.

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.

Over $1,000,000 hut not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000.

Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,600,000.

Over $17,000,000 $1,000,000.

— oy

Grassroots nontaxable amount (enter 25% of line 1)
Subtract line 1g from line 1a, If zero or less, enter -0-
Subtract line 1f from tine 1¢. if zero or less, enter -0-
if there is an amount other than zero on either line 1h or llne 1| d:d the orgamzahon file Form 4720

reporting section 4911 taxforthisyear? . . . . . . . . . . . . . . ... . . - [JYes []No

4-Year Averaging Period Under Section 501({h}
{Some organizations that made a section 501(h) election do not have to complete all of the five
columns below. See the instructions for lines 2a through 2f on page 4.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year {or fiscal year {a) 2010 {b} 2011 (c) 2012 {d) 2013 {e) Total
beginning in)

2a

Lobbying nontaxable amount

Lobbying ceiling amount
{150% of line 2a, column {(e))

Total lobbying expenditures

Grassroots nontaxable amount

Grassroots ceiling amount
{(150% of line 2d, column (g))

Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2013



Schedule G {Form 950 or 990-E2Z) 2013 Page 3

Part II-B Complete if the organization is exempt under section 501(c)(3) and has NOT fited Form 5768
{election under section 501(h)).

For each “Yes,” response to lines 1a through 1i below, provide in Part IV a detailed (a) (0}
description of the lobbying activily. Yes | No Amount

1 During the year, did the filing organization attempt to influence foreign, nalional, state or local
legistation, including any attempt to influence public opinion on a legistative matter or
referendum, through the use of:

Volunteers?

Paid staff or management (mclude compensatuon in expenses reported on Imes 1c through 11)9
Media advertisements?

Mailings to members, legislators, or the pubilc'?

Publications, or published or broadcast statemenis?

Grants to other organizations for lobbying purposes?

Direct contact with legisiators, their staffs, government ofﬂc:als ora Ieglsiatlve body?

Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? .
Other activities? . . S R 4 6,704
Total. Add lines 1clhrough 1i o .
Did the activities in line 1 cause the organlzation to be not descnbed in sectlon 501(0)(3}'?

If "Yes,” enter the amount of any tax incurred under seclion 4912

If “Yes,” enter the amount of any tax incurred by organization managers under section 4912
If the filing organization Incurred a section 4912 tax, did it file Form 4720 for this year?

Complete if the organization is exempt under section 501(c){4), section 501(c)(5), or sectlon
501{c)(6).

e T 0 QO T Q

n
o

Qo o

Yes | No

1 Were substantially all (80% or more) dues received nondeductible by members? . . . . . . . . . 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? . . . . Coe 2
3 Did the organization agree to carry over lobbying and political expenditures from the prior year" L. 3
mp!ete if the organization is exempt under section 501(c){4), section 501(c}(5), or sectlon
501{c){6) and if either (a) BOTH Part lll-A, lines 1 and 2, are answered “No,” OR (b) Part li1-A, line 3, is
answered “Yes.”
Dues, assessments and similar amounts from members . . . 1
2 Section 162(e) nondeductible lobbying and political expendltures (do not include amounts of :
political expenses for which the section 527(f) tax was paid).
a Current year . .
Carryover from last year .
¢ Total .
Aggregate amount reported in secllon 6033(9)(1)(/\) noilces of nondeduchble secllon 162(9) dues
4 If notices were sent and the amount on line 2¢c exceeds the amount on fine 3, what portion of the
excess does the arganization agree to carryover to the reasonable estimate of nondeductible lobbying .
and political expenditure next year? . . . O 4
5  Taxable amount of lobbying and political expendltures (see mstructions) e e e e 5
Supplemental Information
Provide the descriptions required for Part i-A, line 1; Part I-B, line 4; Part 1-C, line 5; Part II-A (affiliated group list); Part lI-A, line 2; and
Part iI-B, line 1. Also, complete this part for any additional information.

e

=2

(2]

Schedule € (Form 990 or 990-EZ) 2013



SCHEDULED . . OMB No. 1545-0047

(Form 990) Supplemental Financial Statements |
> Complete if the organization answered “Yes,” to Form 990,

Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11¢, 11d, 11e, 11, 12a, or 12b,

» Attach to Form 990. Open to Public
De tof the T .
,m;,’?,r;,m;&;ue%e:ﬁiw » Information about Schedule D {Form 990) and its instructions is at www.irs.gov/form99(. Inspection
Name of the organization Emp!oyer identification number
MOUNT DESERT ISLAND HOSPITAL 01-0211797

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.

Complete if the organization answered “Yes" to Form 990, Part IV, line 6.
{a) Donor advised funds {b) Funds and other accounts

Total number at end of year . .
Aggregate contributions to (during year) .
Aggregate grants from (during year)
Aggregate valueatend of year . . . .
Did the organization inform ail 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 legat controf? . . . . . . [] Yes J No
6 Did the organization inform alt grantess, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . . . . . . . o o oL s 3 Yes [ No
Conservation Easements.
Complste if the organization answered “Yes” to Form 890, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
[l Preservation of land for public use (e.g., recreation or education) ] Preservation of an historically important land area
[ Protection of natural habitat [ Preservation of a centified historic structure
{7 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. "I “'IHeld at the End of the Tax Year

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

Gh W N -

a

b Total acreage restricted by conservationeasements . . . . . . . . . . . . . . 2b
¢ Number of conservation easements on a certified historic structure included in (@} . . . . 2¢
d Number of conservation easements included in {¢) acquired after 8/17/06, and not on a

historic structure listed in the National Register . . . . 2d

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

5 Does the organization have a wrilten policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsitholds? . . . . . . . . . . . . . [JYes [ No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year

|
7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year

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

fi) and section 170MABE@? - . . . . . . . . . . . . . . . . . . . . . .. - [yYes [ No

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

IEEAI Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered “Yes” to Form 990, Part IV, line 8.
1a If the organization elected, as permitted under SFAS 116 (ASG 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part X, the text of the footnote to its financial statements that describes these items.

b I the organization elected, as permitted under SFAS 116 (ASC 958), to report in its revenue statemant and balance sheet
works of ar, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide the following amounts relating to these items:

() Revenuss included in Form 990, Part VIl inet . . . . . . . . . . . . . . . . » $

(i} Assets included in Form 990, Part X . . . . . N

2 I the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958} relating to thess items:

a Revenues included in Form 990, Part VIli, line 1
b Assetsincludedin Form990, Part X . . . . . . . . . . .. e e
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cal. No. 522830 Scheadule D (Form 990) 2013




Schedule D (Form 990) 2013

Part Il Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets {continued)
Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its

a
b

¢ [ Preservation for fulure generations

Page 2

collection items (check all that apply}:

O Public exhibition
] scholarly research

d [} Loan or exchange programs

e ] Other

4 Provide a description of the organization’s collections and expiain how they further the organization’s exempt purpose in Part
Xlil.
§ During the year, did the organization solicit or receive donations of art, historical treasures, or other similar

assets to be sold to raise funds rather than 1o be maintained as part of the organization’s collection?

1 Yes [1No

iV Escrow and Custodial Arrangements.
Complete if the organization answerad “Yes" to Form 990, Part IV, line 9, or reported an amount on Form

990, Part X, line 21,

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X7 . e e e e [ Yes [ No
b If “Yas,” explain the arrangement in Part Xlll and complete the following table:
Amount
¢ Beginning balance . ic
d Additions during the year 1d
e Distributions during the year 1e
f Ending batance . . 1f
2a Did the organization include an amount on Form 990 Part X hne 21‘? . . ] Yes [1No
b If “Yes,” explain the arrangement In Part XIIl. Check here if the explanation has baen prowded in Part pdll] 0

Endowment Funds.
Complets if the organization answered “Yes” to Form 990, Part |V, line 10.

{a) Current year {b) Pror year {¢) Two vears back | (d) Three years back | (e) Four years back
ia Beginning of year balance 6,591,431 6,300,481 8,117,020 6,997,367 3,938,882
b Centributions 25,000 0 0 17,162 1,801,964
¢ Net investment samnings, ga!ns and
losses . S e 625,391 588,719 -421,691 1,180,156 1,284,232
d Grants or scholarships 0 0 1] 0 0
@ Other expenditures for facilities and
programs . 225,000 270,000 1,366,000 46,000 1,570
f Administrative expenses . 29,284 21,769 28,848 31,665 20,141
g End of year balance . 6,987,538 6,591,431 6,300,481 8,117,020 6,997,367
2  Provide the estimated percentage of the current year end balance {line 1g, column (a)) held as:
a Board designated or quasi-endowment » 94,86 %
b Permanent endowment » 5.14 %
¢ Temporarily restricted endowment » 0%
The percentages in lines 2a, 2b, and 2¢ should equal 100%.
3a Are there endowmaent funds not in the possession of the organization that are held and administered for the
organization by: Yes| No
{i) urrelated organizations . 3ali)] v
{ii} related organizations . 3alji) v
b If “Yes™ to 3alii), are the related organizailons Ilsted as requ:red on Schedule R'? 3b

Describe in Pari Xl the intended uses of the organization’s endowment funds.

Part 1l Land, Buildings, and Equipment,
Complete if the organization answered “Yes" to Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property {a) Costorother basis | {b) Cost or other basls {c) Accumudated (d} Book value
{investment) {other) depreciation
1a Land 0 3,820,8450 3,829,845
b Buildings . . 0 24,979,203 12,702,261 12,276,942
¢ Leasshold improvements 0 235,558 149,701 85,857
d Equipment 0 15,039,507 12,225,897 2,813,610
e Other 0 4,423,685 260,099 4,163,586
Total. Add lines 1athrough 1e (Column (d) must equal Form 990, Part X, column (B), fine 10(c)} . . . . P 23,169,840

Schedule D {Form 890} 2013
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Page 3

ETEAYUIN  Investments —Other Securities.

Complets if the organization answered “Yes” to Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

{a) Description of security or category (b} Book value
{including name of security)

{c) Mathod of valuation:
Gost or end-of-year marke! value

{1) Financial derivatives

(2} Closely-held equity interests .

Tolal. {Column (b} must equal Form 990, Part X, col. (B line 12.)
Investments —Program Related.

Complete if the organization answered “Yes” to Form 890, Part IV, {ine 11c. See Form 990, Part X, line 13,

{a} Description of investment {b) Book value

{c} Method of valuation:
Gaost or end-of-year market value

(U]

2

@

]

)

{6)

()

]

9

Total, (Colsmn (b) must equal Form 990, Part X, col. (B) fing 13} P

Part 1X Other Assets.

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

(a) Description {b) Book value

{1} Due from alfiliates 4,681,817
{2) Deferred financing costs 66,193
(3) Estimated third party payor setiements 249,273
(4) Aetna deposit 98,000
(53} Other receivables 6,295
)]
]
(3]
@

Total. (Column (b) must equal Form 990, Part X, col. (B} line 15.) . . 5,101,578

Other Liabilities.

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

line 25.

1. {a) Description of liabitity {b) Book value :
(1) Federal income taxes 0 :.
{2) peferred compensation 2,154,482|
{3) Estimated third party payor seltlements 3,622,845]
{9) Due to affiliate 309,807
{5)

{6)
@
(&)
(9) .
Total, (Column (b} must equal Form 980, Part X, col. {B} line 25} I 6,087,134

2, Liahility for uncertain tax posiiions. In Part XIll, provide the text of the footnote to the organlzatron 5 funanc:{al siatements that repons the
organization's liability for uncertain tax positions under FIN 48 (ASC 740). Gheck here if the texi of the footnote has been provided in Part Xil!  [¢]

Schedule D (Form 890) 2013
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Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered “Yes” to Form 990, Part IV, line 12a.
1 Total revenue, gains, and other support per audited financial statements . 1 49,197,901
2  Amounis included on line 1 but not on Form 990, Part VI, line 12: _
a Netunrealized gains oninvestments . . . . . . . . . . . . [2a 0
b Donated services and use of facilities . . . . . . . . . . . 1 2b ol
¢ Recoveriesofprioryeargrants . . . . . . . . . . . . . . |2 0
d Cther (DescribeinPartXity. . . . . . . . . . . . . . . |2d af
e Add lines 2a through2d . 0
3 Subtractline 2e fromilinet . . . . . . . . . . . . .. 49,197,901
4  Amounts included on Form 890, Part VIH, line 12, but not on line 1:
a Investment expenses not included on Form 980, Part Vili, line7b . . | 4a 0
b Other(DescribeinPartXilly. . . . . . . . . . . . . . . |L4b 796,046 :
¢ Addlinesd4aanddb . . . . . . . . . . . o o . .. 4c 796,046
5  Total revenue. Add lines 8 and 4c. (This must equal Form 990, Part 1, line 12.) e e e 5 49,993,947
Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered “Yes” to Form 990, Part IV, line 12a.
1 Total expenses and losses per audited financial statements 50,393,478
2  Amounts included on line 1 but not on Form 890, Part IX, line 25:
a Donated services and use of facilites . . . . . . . . . . . [2a
b Pdoryearadjustments . . . . . . . . . . . . . . . . |2b
¢ Otherlosses . . . . . . . . « « « .« « « « .« .« . .2
d Other (DescribeinPartXuly . . . . . . . . . . . . . . . |2 -2.419,121
e Add lines 2a through 2d . . -2,419,121
3 Sublractline 2e fromlinet1 . . . . . . . . . . . L. 52,812,599
4  Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part Vlll, Iine7b . . | 4a
b Other (DescribeinPartXitly . . . . . . . . . . . . . . . [4b :
¢ Addlinesdaanddb . . . . . . . . . . . L. . .00 L 4¢ 0
6 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part |, fine 18,) . 5 52,812,509

ENRAIN  Supplemental Information.

Provide the descriptions required for Part I, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line
2: Part X1, lines 2d and 4b; and Part XlI, lines 2d and 4b. Also complete this part to provide any additional information.

Schedule D {Form 990} 2013




SCHEDULE H Hospitals | omB No. 1645-0047

(Form 980) 2@ 1 3
» Complete If the organization answered *Yes" to Form 990, Part IV, quastion 20.

Do Cofthe T » Attach to Form 990. P See separate Instructions. Open to Public

rmgf;‘;!m;:v :nu‘ e%emzw » [nformation about Schedule H {Form 820} and its instructions is at www.irs.gov/form980.  BENEYYETS ()]

Name of the organization Emgployer identification number

MOUNT DESERT ISLAND HOSPITAL 01 0211797

Financial Assistance and Certain Other Community Benefits at Cost

1a Did the organization have a financial assistance policy during the tax year? if "No," skip to question Ba .
b If“Yes,"” was it a written pollcy? . .
2 If the organization had multiple hospital factlltles mdlcaie Wh[Ch of the followmg best descnbas appltcat:on of
the financial assistance policy to its various hospitai facilities during the tax year.
Applied uniformly to all hospital facilities [ Applied uniformly to most hospital facilities
] Generally tailored to individual hospiial facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization’s patients during the tax year,
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? i “Yes,” indicate which of the following was the FPG family income fimit for eligibility for free care:
1 100% ¥l 150% O 200% [0 Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If “Yes,"
indicate which of the following was the family income limit for eligibility for discounted care:
O 200% (@ 250% [0 300% [1350% [ 400% [ Other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the income hased
criteria for determining eligibility for free or discounted care. Include in the description whether the
organization used an asset lest or other threshold, regardless of income, as a factor in determining eligibility
for free or discounted care.
4 Did the organization’s financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"? A .
Sa Did the organization budget amounts for free or discounted care provided under its financial assistance policy dunng the tax year?
If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount?
¢ 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? .
6a Did the organization prepare a community bensfit report during the tax year?
b If “Yes,” did the organization make it available to the public? .
Complete the following table using the worksheets provided in the Schedule H mstructtons Do not submit
these worksheets with the Schedule H.
7  Financial Assistance and Cerain Other Community Benelfits at Cost

=3

Financial Assistance and (a) r;gumbef of {b) Parxns (cL Totarltcommunity {d) Direct offsotling (eg Netf _(i:ommunity {0 r;ar!cfim
activiies or Seryi enelit expense fovenue enelit expense Q1 101al
Means-Tested Government Programs | .20 v ol (optional) *p p oxpense

a Financial Assislance at cost

(from Worksheet 1) . . . . 0 0 498,854 0 498,854 1%
b Medicaid (from Worksheet 3, column 0 0 4,684,174 3,939,447 745,327 1.41%
¢ Costs of other means-tested

government programs Sfrom

Worksheet 3, column b) . 0 0 0 0 0 0%
d Total Financial Assistance and

Means-Tested Government Programs 0 0 5,183,628 3,939,447 1,244,181 2.41%

Other Benefits

e Gommunity health improvement

services and community benefit

operalions (froin Worksheei d) . . 1] 0 0 4] 0 0%
f  Health professions education

{from Worksheet 5) 0 0 0 0 0 0%
g Subsidized health servlces (frorn

Worksheet 6) 0 0 10,726,657 7,399,915 3,326,742 5.4%
h Research (from Waorksheet 7) . 0 0 0 0 o 0%
i Cash andin-kind contributions

for community benefit (from

Worksheel8) . . oo 1] 0 0 1] 0 0%
i Total, Other Benefits . . . . 0 0 10,726,657 1,399,915 3,326,742 6.4%
K Total. Addlines7dand7i . . 0 0 15,910,285 11,339,362 4,570,923 8.81%

For Paperwork Reduction Act Notice, see the instructions for Form 890. Gat, No. 501927 Schedule H (Form 990) 2013



Schedule H (Form 990} 2013
I 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
activitlos or
programs
{optional)

{b) Persons
served
{optional)

{¢) Total community
bullding expense

(d) Direct offsetting
revenue

() MNet community
building expense

{f) Percent of
total expense

Physical improvements and housing

Economic development

Community support

Environmental improvements

O |8 | [N |-

Leadership development and training
for community members

Coalition building

Community health improvement advocacy

Workforce development

Other

OQ@NG

Total

m Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense
Did the organizalion report bad debt expense in accordance with Healthcare Financial Management Assoclation Statement No. 157

1
2

5

6
7
8

Enter the amount of the organization’s bad debt expense. Explain in Part VI the

methodology used by ths organization to estimate this amount

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 benafit. .
Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt
expense or tha page number on which this foolnote is contained in the attached financial statements.
Section B. Medicare
Enter total revenue received from Medicare (including DSH and IME)
Enter Medicare allowable costs of care relating to payments on line 5 .
Subtract line 6 from line 5. This is the surplus (or shortfall) .

Describe in Part VI the extent to which any shorifall reported in Itne 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:

Cost accounting system

Section C. Collection Practices
Did the organization have a written debt collection policy during the tax year?
b 1f“Yes,” did the organization's collection poficy that applied to the largest number of its patien!s during the tax year contam prowsmns
on tha collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part Vi

WA Management Companies and Joint Ventures (owned 10% or mote by officers, directors, trustees, kay employees, and physiclans—sea instructions}

9a

{1 Cost to charge ratio

{1 Other

Yes| No

2 2,602,434|

3 1,697,175

5 14,407,909}

6 19,137,103 |
7 -4,729,194|:

9al v

b | v

{a) Name of entity

(b) Pescriplion of primary
activity of enlity

(c} Organization’s
profit % or stock
ownership %

(d) Oificers, directors,
trustees, or key
employess’ profit %
or stock ownership %

{e) Physiclans’
profit % or stock
ownership %

QO [~ | (i [N (=

Scheduts H (Form 990) 2013



Schedule H (Forn 990) 2013

Page 3

Facility Information

Section A, Hospital Fagcilities

{list in order of size, from largest to smallest—see Instructions)
How many hospital facilities did the organization operate
during the tax year? 13

Name, address, primary website address, and state license
number

[endscy pesusor]

[e2iBins g oIpaw 10U

eGSOy SURIRIUG

rendsoy Bupozal

endsoy $5959% [EORUD

Rypoey yaressoy

SInoY v2-43

1BURo=43

Facility
reporiing
Other (describe) group

1 Mount Deserl Island Hospital

10 Wayman Lane, PO Box 8

Bar Harbor, ME, 04609-0008

www.mdihospital.org

-~

2 Cadillac Family Practice and Behavioral Health Center

322 Main Street

Bar Harbor, ME, 04609

Outpatient clinic

3 Cooper Gilmore Health Center

17 Hancock Road

Bar Harbor, ME, 04600

Outpatient clinic

4 Trenton Health Center

394 Bar Harbor Road

Trenton, ME, 04605

Cutpatient clinic

5 Community Health Center

16 Community Lane

Southwest Harbor, ME, 04679

Qutpatient clinic

6 Family Health Center

9 Hancock Road

Bar Harbor, ME, 04609

Outpatient Clinic

7 Women's Health Center

8 Wayman Lane

Bar Harbor, ME, 04609

Outpatient clinic

8 Northeast Harbor Clinic

Kimball Road

Northeast Harbor, ME, 04679

Outpatient clinic

9 MDI Orthopedic clinic

10 Wayman Lane

Bar Harbor, ME, 04609

Outpatient Clinic

10 (Continued on Schedule H, Part VI, Statement 1)

Sechedule H [Form 990} 2013



Schedule H {Form 990) 2013
Facility Information (continued)
Section B, Facility Policies and Practices
{Complete a separate Section B for each of the hospital facilittes or facility reporting groups listed in Part V, Section A)

Page 4

Name of hospital facility or facllity reporting group Mount Desert Isiand Hospital

If reporting on Part V, Section B for a single hospital facility only: line number of 1

hospital facility (from Schedule H, Part V, Section A)

Yes

No

Community Health Needs Assessment (Lines 1 through 8¢ are aptional for tax years beginning on or befors March 23, 2012)

1

[+ Qo oo

—_we e Q0 O
OREOEREE

8a

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 9. . . co

If “Yes,"” indicate what the CHNA report describes (check ali that apply}):

A definition of the community served by the hospitat facility

Demographics of the community
Existing health care facilities ang resources within the community that are available to respond to the

health needs of the community

How data was obtained
The health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups

The process for identifying and prioritizing community heaith needs and services to meet the
community health needs

The process for consulting with persons reprasenting the community's interests

Information gaps that limit the hospitat facility's ability to assess the community's health needs

Other {describe in Section C)

Indicate the tax year the hospital facility last conducted a CHNA: 2011 _

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 facilily, 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 commumly, and identify the persons the hospltal fac&llty
consulted . .

Was the hospital facility's CHNA conducted wnh one or more oiher hospnal faciilhes‘? If "Yes " Iist the other
hospital facilitiss in Section C . e e

Did the hospital facility make its CHNA report W|de!y avai!able to the pubhc'?

if “Yes,” indicate how the CHNA report was made widely available (check all that app!y)

/] Hospital facility's website (list url): www.mdihospital.org

[3 Other website (tist url):
Available upon request from the hospital facility

Other (describe in Section C)
If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check

all that apply as of the end of the tax year):
Adoption of an implementation strategy that addresses each of the communily health needs identified
through the CHNA

Execution of the implementation strategy

Participation in the development of a community-wide plan

Participation in the execution of a community-wide plan

Inclusion of a community benefit section in cperational plans

Adoption of a budget for provision of services that address the needs identified in the CHNA

Prioritization of health needs in its community

Prioritization of services that the hospital facility will undertake to meet health needs in its community
Other {describe in Section C)

Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If “No,”
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs

Did the organization incur an excise tax under section 4959 for the hospital fac;hty s failure to conduct a
CHNA as required by section 501(1)}(3)7 . . .

If “Yes” to line 8a, did the organization fite Form 4720 to report the section 4959 excise tax’? .o

If “Yes” o line 8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities?  $

HEE

NN

O0r ©

&=
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Facility Information {continued) Facilily: 1-Mount Desert Island Hospital
Financial Assistance Policy

Page B

Yes

9

10

11

12

- 5o -0 Q0 T
DOEERNEEE

i3
14

@ -0 Q0 T
OREEENON

Did the hospital facility have in place during the tax year a written financial assistance policy that:
Explained e!|g|b|||ty criteria for financial assistance, and whether such assistance includes free or discounted
care? . .

Used federat poverty gmdelmes (FPG) to determine ellglblllty for prowd;ng free care‘? .

i “Yes,” indicate the FPG family income fimit for eligibility for free care: 150 %

If “No,” explain in Section C the criteria the hospital facility used.

Used FPG to dstermine eligibility for providing discounted care? . e e

If “Yes,” indicate the FPG family income limit for ellgibility for discounted care: 250 %

If “No,” explain in Section C the criteria the hospital facility used.

Explained the basis for calcutating amounts charged to patients?

If “Yes,” indicate the factors used in determining such amounts (check all that apply)

Income level

Asset level

Medical indigency

Insurance status

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other (describe in Seclion C)

Explained the method for applying for financial assistance? .
Included measures to publicize the policy within the community senred by the hospltal facmty?
If “Yes,” indicate how the hospital facility pubticized the policy (check ait that apply):

The policy was posted on the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospital facility's emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patients on admission to the hospital facility

The policy was avaitable on request

Other (describe in Section €)

No

Billing and Collections

16

16

¢ O T o

17

o Q0 T o

Did the hospital facility have in place during the tax year a separate billing and coilections policy, or a wiitten
financial assistance policy (FAP) that explained actions the hospital facility may take upon non- payment? .
Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:

Reporting to credit agency

1 Lawsuits

Liens on residences

O Body attachments

[ Other similar actions {describa in Section C)

Did the hospital fagility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facllity's FAP? .

If “Yes,” check all actions in which the hospital facility or a third parly engaged:

Reporting to credit agency

[ Lawsuits

[0 Liens onresidences

O

1

O

Body attachments
Other similar actions (describe in Section C)

Schedule H (Form 990) 2013



Schedule H {Form 990} 2013 Page ©
Facility Information {continued) Facility: 1-Mount Desert Island Hospital
18 Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply):
a [ Notified individuals of the financia! assistance policy on admission
b [} Notified individuals of the financial assistance policy prior to discharge
c Notifled individuals of the financial assistance policy in communications with the individuats regarding the individuals' bills
d Documentsd its determination of whether individuals were eligible for financlal assistance under the hospital facility's
financial assistance policy
e [ Other {describe in Section C)

Policy Relating to Emergency Medical Care

19

o "

C

d

Did the hospital facility have in place during the tax year a written policy relating to emergency medical care

that requires the hospital facility to provide, without discrimination, care for emergency medicat conditions to

individuals regardless of their eligibility under the hospital facility's financial assistance policy?

if “No,” indicate why:

{1 The hospital facility did not provide care for any emergency medical conditions

[ The hospita! 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)

[} Other (describe in Section C)

Yes | No

Charges 1o Individuals Eligible for Assistance under the FAP (FAP-Eligible Individuals)

20

21

22

Indicats 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.

{1 The hospital facility used its lowest negoliated commercial insurance rate when calculating the
maximum amounts that can be charged

{1 The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calcutating the maximum amounts that can be charged

The hospital facilily used the Medicare rates when calculating the maximum amounts that can be
charged

[ Other (describe in Section C)

During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility

provided emergency or other medically necessary services more than the amounts generally billed to

individuals who had insurance covering such care? . . e

if “Yes,” explain in Section G.

During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross

charge for any service provided to that individual? . .o

If “Yes,” explain in Section C.

22

4

Schedule H (Form 990) 2013
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Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facifity reporting groups listed In Parl V, Section A)

Name of hospital facility or facility reporting group Cadiltac Family Practice and Behavioral Health Center

If reporting on Part V, Section B for a single hospital facility only: line number of 2

hospltal facility (from Schedule H, Part V, Section A)

Yes

No

Community Health Needs Assessment (Lines 1 through 8c are oplional for 1ax years beginning on or before March 23, 2012)

1

W o T e

-aa 0 Q0 T
OREONEER

8a

During the tax year or sither of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment ({CHNA)? if “No,” skip to line 9. . . .

If “Yes,” indicate what the CHNA report describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

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

How data was obtained

The health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups

The process for identifying and prioritizing community health needs and services to mest the
communily health needs

The process for consulting with persons representing the communily's interests

information gaps that [Imit the hospital facilily's ability to assess the community's health needs

Other (describe in Section C}

Indicate the tax year the hospital facility fast conducted a CHNA: 2011

In conducting Iits most recent CHNA, did the hospita!l facllity take into account input from persons who
represent the broad interests of the community served by the hospitat facility, including those with spectal
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 commumty, and identify the persons the hospttal facﬂlty
consulted . .

Was the hospital facility's CHNA conducted wnh one or more other hospltat facitlties'? tf "Yes " |tst the other
hospital faciliiies in Section C . R .o

Did the hospital facility make its CHNA report wrdety avatlable to the pubtic'?

If *“Yes,” indicate how the CHNA report was made widely available {check all that apply)

vl Hospita! facility's website ¢ist urly. www.mdihospital.org

{1 Other website (iist url):
Availabte upon request from the hospital facility

Other {describe in Section C)

If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check
all that apply as of the end of the tax year):

Adoption of an implementation strategy that addresses each of the community health needs identified
through the CHNA

Execution of the implementation strategy

Participaticn in the development of a communily-wide plan

Participation in the execution of a community-wide plan

Inclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in the CHNA

Prioritization of health needs in its community

Priaritization of services that the hospital facility wilt undertake to meet health needs in its community
Other (describe in Section C)

Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If *No,”
explain in Section C which needs It has not addressed and the reasons why it has not addressed such needs

Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as raquired by section 501()(3)7 . . .

If “Yes” to line 8a, did the organization file Form 4720 to report the sectlon 4959 excise tax'? .o

If “Yes” 1o line 8b, whal is the total amount of section 4959 excise tax the organization reporied on Form
4720 for all of its hospital facilities? $

SN

B F-H

OOod
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Facility Information {continued) Facility: 2-Cadillac Family Practice and Behavioral Health Cen!

Financial Assistance Policy

Did the hospital facility have in place during the 1ax year a written financial assistance policy that:
9 Explained eligibilily criteria for financial assistance, and whether such assistance includes free or discounted

care? .
10  Used federal poverty guldeilnes (FPG) 1o determine ellglbihty for prowdlng free care’?
If “Yes,” indicate the FPG family income limit for eligibility for free care: 150 %

if “No,” explain in Section C the criteria the hospital facility used.

11 Used FPG to determine efigibility for providing discounted care? . C e e e
If “Yes,” indicate the FPG family income limit for eligibility for discounted care: 250 %
If “Ne,” explain in Section C the criteria the hospital facility used.

12  Explained the basls for calculating amounts charged to patients?
if “Yes,” indicate the factors used in determining such amounts {check all that apply)

Income level

Asset level

Medical indigency

Insurance status

Uninsured discount

iMedicaid/Medicare

State regulation

Residency

Other (describe in Section C)

13  Exptlained the method for applying for financial assistance? . .

14  Included measures to publicize the policy within the communily served by the hospltal facmly'?
i “Yes,” indicats how the hospital facility publicized the policy (check all that apply}:

The policy was posted on the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospitat facility's emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patienis on admission 1o the hospital facility

The policy was available on request

Other (describe in Section C)

-_——o0 -0 Q0 T
OORERENEY

DREEEON

L"‘Gﬂ.ﬂ T o

iling and Collections

- m
o=

—
[=]

facility's FAP:

Reporting to credit agency

1 Lawsuits

Lisns on residences

[ Body attachments

{3 Other similar actions (describe in Section C)

[ = v IR ~ o -]

17  Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the individuai's eligibility under the facility's FAP? .

if “Yeas,” check all actions in which the hospital facility or a third party engaged:
Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

Other similar actions (describe in Section C)

eao0To
Ooocon

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a wiitten
financiai assistance policy (FAP) that exptained actions the hospital facility may take upon non-payment? .

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

Schedule H {Form 990} 2013
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B Facility Information (continued)

18

a
b
¢
d

e

Facility: 2-Cadlilac Family Practice and Behavioral Health Cent

Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply):

{3 Notified individuals of the financial assistance policy on admission
] Notified individuals of the financial assistance policy prior to discharge

Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
Documented its determination of whether individuals wers eligible for financial assistance under the hospitat facility's

financial assistance policy
[T} Other {describe in Section C)

Policy Relating to Emergency Medical Care

19

T o

C

d

Did the hospiial facility have in place during the tax year a written policy relating to emergency medical care

that requires the hospilal facility to provide, without discrimination, care for emergency medical conditions to

individuals regardless of thelr eligibility under the hospital facility's financial assistance policy?

If “No,” indicate why:

{7} The hospital facility did not provide care for any emergency medical conditions

{1 The hospital facility's policy was not in writing

[0 The hospital facility limited who was eligible to receive care for emergency medical conditions {describe
in Section C)

{1 Other (describe in Section C)

Yes

No

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

20

21

22

Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged

to FAP-gligible individuals for emergency or other medically necessary care.

{1 The hospital facility used its lowest negoliated commercial insurance rate when calculating the
maximum amounts that can be charged

] The hospital facillty used the average of its thres lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged

The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged

{1 Other (describe in Section C)

During the tax year, did the hospita! facility charge any FAP-eligible individual to whom the hospital facility

provided emergency or other medically necessary services more than the amounts generally billed to

individuals who had insurance covering such care? . . e

if “Yes,” explain in Section C,

During the tax year, did the hospital facility charge any FAP-sligibte individual an amount equal to the gross

charge for any service provided to that individual? N .

If “Yes,” explain in Section C.

22

v

Schedule H {Form 980) 2013
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Facility information {continued)
Section B. Facility Policies and Practices
{Complete a separate Section B for each of the hospitat facilities or facility reporting groups fisted In Part V, Section A}

Name of hospital factlity or facility reporting group Cooper Gilmore Heaith Center

If reporting on Part V, Section B for a single hospital facility only: line number of 3

hospital facility (from Schedule H, Part V, Section A}

Yes | No

Community Health Needs Assessment (Lines 1 through 8c are optional for 1ax years beginning on or before March 23, 201 2)

1

oo

-4 oo T

-~ T@ -0 00 T
ONE0RRER

8a

During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community heaith needs assessment {CHNA}? if “No,” skip o line 9. . .o

If “Yes,” indicate what the CHNA report describes (check all that appiy):

A definition of the community served by the hospital facility

Demographics of the community

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

How data was obtained

The health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups

The process for Identifying and prioritizing community heaith needs and services to meset the
community heaith needs

The process for consulting with persons representing the community's interests

[]  Information gaps that fimit the hospital facility's abllity to assess the community‘s health needs

[0 Other {describe in Section C)

Indicate the tax year the hospital facility last conducted a CHNA! 2011

In conducting its most recent CHNA, did the hospital facllity take into account input from persons who

represent the broad interests of the community served by the hospital facility, including those with special

knowledge of or expertise in public health? If “Yes,” describe in Section C how the hospital facility took into

account input from persons who represent the commumty, and identify the persons the hospltal facmty

consulted . .

Was the hospital facility's CHNA conducted wulh one or more other hospltal facmtles'? tf "Yes " Iist the other

hospital facitities in Section C . e

Did the hospita! facility make its CHNA report wide!y avallable fo the pubtic'?

If “Yes,” indicate how the CHNA report was madse widely available (check all that apply)

A1 Hospital facility's website (list url): www.mdihospita.org

[0 Other website {list ur):

[¥] Available upon request from the hospital facllity

[¢1 Other (describe in Section C)

If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check

all that apply as of the end of the tax year):

Adoption of an implementation strategy that addresses each of the community health needs identified
through the CHNA

Execution of the implementation strategy

Participation in the development of a community-wide plan

Participation in the execution of a communily-wide plan

inclusion of a community benefit section in operational ptans

Adoption of a budget for provision of services that address the needs identified In the CHNA

Prioritization of health needs in its community

Prioritization of services that the hospital facility will undertake to meet health needs in its community
Other (describe in Section C)

Did the hospital facility address all of the needs identified in its most recently conducted CHNA? if “No,”
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs

Did the organization incur an excise tax under section 4959 for the hospilal faciltty‘s failure to conduct a

CHNA as required by section 501{r}(3)? .
If “Yes” to line 8a, did the organization fite Form 4720 to report the secuon 4959 excise tax'?

If “Yes” to line 8b, 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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m Facility Information {continued) Facility: 3-Cooper Gilmore Health Center
Financial Assistance Policy

Yes

No

9

10

11

12

- FJQo -0 OO To
OOREREEEE

13
14

LD"'CDQ-O oo

Did the hospital facility have in place during the tax year a written financial assistance policy that:
Explained el:glblhty criteria for financial assistance, and whether such assistance includes free or discounted
care? . .

Used federal poverly gu1del|nes (FPG) to determine ellgiblltty for prowdmg free care‘? .

If “Yes,” indicate the FPG family income limit for eligibility for free care: 150 %

If “No,” explain in Section C the criteria the hospital facility used.

Used FPG to determine eligibility for providing discounted care? . e

If “Yes,” Indicale the FPG family income limit for eligibility for dlscounted care: 250 %

If “No," explain in Section C the criteria the hospital facility used.

Explained the basis for calculating amounts charged to patients?

If *Yes,” indicate the factors used in determining such amounts (check all that apply)

Income level

Asset level

Medical indigency

Insurance status

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other {(describe in Section C)

Explained the method for applying for financial assistance? .
Included measures to publicize the policy within the community served by tha hospltal fac;llty'?
If “Yes,” indicate how the hospital facility publicized the policy {check all that apply):

The policy was posted on the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospital facility's emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patients on admission to the hospital facility

The policy was avaitable on request

Other (describe in Section C)

DEEEEON

Billing and Collections

16

16

o Qad T

a0 oo

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financiat assistance policy (FAP) that explained actions the hospital facility may take upon non- payment? .
Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:

Reporting to credit agency

[J Lawsuits

Liens on residences

[ Bady attachments

[ Other similar actions {describe in Section G}

Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? .
If “Yes,” check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency

Lawsuils

Liens on residences

Body attachments

Other simitar actions (describe in Section G)

gocod
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Facility Information {continued) Facility: 3-Cooper Gilmore Health Center
18 Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply):
a [} Notified individuals of the financial assistance policy on admission
b [ Notiied individuals of the financiai assistance policy prior to discharge
< Notified individuats of the financial assistance policy in communications with the individuals regarding the individuals' biils
d Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's
financial assistance policy
e [ Other (describe in Section C)

Policy Relating to Emergency Medical Care

19

oo

c

d

Did the hospiltal facility have in place during the tax year a wrilten policy relating to smergency medical care

that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to

individuals regardless of their eligibillty under the hospilal facility's financial assistance policy?

i “No,” indicate why:

[1 The hospital factlity did not provide care for any emergency medical conditions

[ The hospital facility's policy was not in wriling

{1 The hospital facility limited who was eligible to receive care for emergency medical conditions {describe
in Section C)

{7 Other {describe in Section C)

Yes | No

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

20

21

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.

[0 The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

[1 The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged

The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged

{1 Other {describe in Section C)

During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility

provided emergency or olher medically necessary services more than the amounts generally billed to

individuats who had insurance covering such care? . e e e

If “Yes,” explain in Section C.

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? e e e

if "Yes,” explain in Section C.

22

v
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Facility Information (continued)
Section B. Facility Policies and Practices
{Complate a separate Section B for each of the hospital facilitles or facility reporting groups lisied in Part V, Section A)

Name of hospital facility or facllity reporting group Trenton Health Center

if reporting on Part V, Section B for a single hospital facility only: line number of 4

hospital facility {from Schedule H, Part V, Section A)

Yes

Community Health Needs Assessment (Lines 1 through 8c are optional for tax years beginning on or before March 23, 2012

1

] c o T

~ @ -0 a0 T
OJRENCREERE

8a

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 9. . . .o

If “Yas,” indicate what the CHNA report describes (check all that apply):

A dsfinition of the communily served by the hospital facility

Demographics of the community

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

How data was obtained

The health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups

The process for identifying and prioritizing community health needs and services to meet the
community health needs

The process for consuiling with persons representing the community's interests

Information gaps that limit the hospital facility's ability to assess the communily's heaith needs

Other (describe in Section C)

Indicate the tax year the hospital facility last conducted a GHNA: 2011

In conducting its most recent CHNA, did the hospital facility take into account input from persons who

represent the broad interests of the community served by the hospital facility, including those with special

knowledge of or expertise in public health? If “Yes,” describe in Section C how the hospital facility took into

account input from persons who represent the communlly, and identify the persons the hospltal facility

consulted . .

Was the hospital facility's CHNA conducted w1th one or mare other hospltal faCIImes? If "Yes " |!St the olher

hospital facilities in Section G . Coe e

bid the hospital facility make its CHNA report w:dely available to the publ:c? .

If “Yes,” indicata how the CHNA report was made widely available (check all that apply):

Hospital facility's website (list url): www.mdihospital.org

[0 Other website (list uri):

Avaitable upon request from the hospital facility

Other (describe in Section C)

If the hospital facility addressed needs identified In its most recently conducted CHNA, indicate how {check

all that apply as of the end of the tax year):

Adoption of an implementation strategy that addresses each of the community health needs identified
through the CHNA

Execution of the implementation strategy

Participation in the development of a communily-wide plan

Participation in the execution of a community-wide plan

Inclusion of a community benefit section in cperational plans

Adoption of a budget for provision of services that address the needs identified in the CHNA

Prioritization of health needs in its community

Pricritization of services that the hospital facility wilt undertake to meet heallh needs in its community
Other (describe in Section C)

Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No,”
explain in Section G which needs it has not addressed and the reasons why it has not addressed such needs

Did the organization Incur an excise tax under section 4959 for the hospital fac:llty s failure to conduct a

CHNA as required by section 501(1)(3)? .
If “Yes” to line 8a, did the organization file Form 4720 to report the sectnon 4959 excise tax'P

If “Yes” to line 8b, what is the total amount of section 4359 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

NEE

N HEE

O00d

No
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Facility Information (continued) Facility: 4-Trenton Health Center
Financial Assistance Policy

9

10

1

i2

- -0 L0 To
ODO0SEEEREE

13
14

2 - 0o o 0 T o

Did the hospital facllity have in place during the tax year a written financial assistance policy that:
Explained eligibilliy criteria for financial assistance, and whether such assisiance includes free or discounted
care? . .

Used federal poveny gmdehnes (FF'G) to determlna e!lgtbihty for prov:dmg free care‘? .

If “Yas,” indicate the FPG family income limit for eligibility for free care: 150 %

If “No,” explain in Section C the criteria the hospital facility used.

Used FPG to determine eligibility for providing discounted care? . e

If “Yas,” indicate the FPG family income limit for eligibility for discounted care: 250 %

If “No,” explain in Seclion C the criteria the hospital facility used.

Explained the basis for calculating amounts charged to patients?

i "Yes,” indicate the factors used in determining such amounts (check all that apply)

income level

Asset level

Medical indigency

Insurance status

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other (describe in Section C)

Explained the method for applying for financial assistance? .
Included measures to publicize the policy within the community served by the hospltal facmty’?
it “Yes," indicate how the hospital facllity publicized the policy (check all that apply):

The policy was posted an the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospiltal facility's emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patients on admission to the hospital facility

The policy was available on request

Other {describe in Section C}

OFEEEON

Yes { No

Billing and Collections

15

16

e o To

17

[ = T+ T = i -]

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that exptained actions the hospital facility may take upon non- -payment? .
Check all of the following actions against an individual that were permitted under the hospital facility's
policles during the tax year before making reasonable efforts to determine the individual's eligibllity under the
facllity's FAP:

Reporting to credit agency

] Lawsuits

Liens on residences

7 Body attachments

71 Other similar actions (describe in Section C)

Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? .
If “Yes,” check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

Other similar actions (describe in Section C)

Ooonn
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Facility Information (continued) Facility: 4-Trenton Health Center
Indicate which sfforts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply):

18

e

[ Notified individuats of the financial assistance policy on admission
Nofified individuals of the financial assistance policy prior to discharge

1
Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
Documented its determinalion of whether individuals were eligible for financial assistance under the hospital facitity's

financial assistance policy
3 Other (describe in Section C)

Policy Relating to Emergency Medical Care

19

oo

C

d

Did the hospltal facility have in place during the tax year a wrilten policy relating to emergency medical care

that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to

individuals regardless of their eligibitity under the hospital facility's financial assistance policy?

if “No,” indicate why:

[l The hospitat facility did not provide care for any emergency medical conditions

[0 The hospital facllity's policy was not in writing

[0 The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)

{1 Other {describe in Section C)

Yes [ No

Charges to Individuals Eligible for Assistance under the FAP {(FAP-Eligible Individuals}

20

21

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.

[] The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

[1 The hospitat facility used the average of its thres towest negotiated commercial insurance rates when
calcutating the maximum amounts that can be charged

The hospital facilily used the Medicare rates when calculating the maximum amounts that can be
charged

[0 Other (describe in Section C)

During the tax year, did the hospital facility charge any FAP-sligible Individual to whom the hospiial facility

provided emergency or other medically necessary services more than the amounts generally billed to

individuals who had insurance covering such care? . ..

If “Yes,” explain in Seclion C.
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?

If “Yes,” explain in Section C.

21

22

v
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I Facility Information (continued)

Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospitat facilities or facifity reporting groups listed in Part V, Seclion A)

Name of hospital facility or facility reporling group Community Health Center

if reporting on Part V, Section B for a single hospital facility only: line number of 5

hospital facility (from Schedule H, Part V, Section A}

Yes | No

Community Health Needs Assessment (Lines 1 through 8c are optionat for tax years beglnning on or before March 23, 2012)

1

oo
RE&

o o TC o

-G -0 a0 T
OERONEEE

8a

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 9. e e e

i “Yes,” indicate what the CHNA report describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

Existing heaith care facilities and resources within the community that are available to respond to the
health nesds of the community

How data was obtained

The health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups

The process for identifying and prioritizing community health needs and services to meet the
community health needs

The process for consulting with persons representing the community's interests

Information gaps that limit the hospital facility's ability to assess the community's health needs

Other {describe in Section C)

Indicate the tax year the hospital facility last conducted a CHNA: 2011

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 expettise in public health? If “Yes,” describe in Section G how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facilily
consulted . .

Was the hospital facitity's CHNA conducted wuth one or more other hospital faclhues? If "Yes " i|st the other
hospital facilities in Seclion C . e e e

Did the hospital facility make its CHNA report wadely availabte to the publlc'>

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

Haspital facility's website {list url): www.mdihospital.org

{1 Other website (iist url):
Available upon request from the hospital facility

Other (describe in Section C)

If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how {check
all that apply as of the end of the tax year):

Adoption of an implementation strategy that addresses each of the communily health needs identified
through the CHNA

Execution of the implementation strategy

Participation in the development of a community-wide plan

Participation in the execution of a community-wide plan

Inclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in the CHNA

Prioritization of health needs In its community

Prioritization of services that the hospital facility wilt undertake to meet health needs in its community
Other (describe in Section C}

Did the hospital facility address all of the needs identified in its most recently conducted CHNA? if “No,”
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs

Did the organizalion incur an excise tax under section 4959 for the hospital facllity's failure to conduct a
CHNA as required by section 501()(3)? . .o

if “Yes” to line 8a, did the organization file Form 4?20 lo repozt lha secnon 4959 excise tax‘? .

If “Yes” to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

N HE™
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Facility Information (continued) Facility; 5-Community Health Center
Financial Assistance Policy

9

10

11

12

- =0 RO T D

13
14

- @ 0O 0 TN

OSEERY

Did the hospital facility have in place during the tax year a written financial assistance policy that:
Explained e!lglbthty criteria for financial assistance, and whether such assistance includes free or discounted
care? . .

Used federal poverty gu1deI|nes {FPG) to determine ellglbmty for prowdmg free care? .

If “Yes,” indicate the FPG family income limit for eligibility for free care: 150 %

If “No,” explain in Section C the criteria the hospital facility used.

Used FPG to determine eligibility for providing discounied care? e

If “Yes,” indicate the FPG family income limit for eligibility for discounted care: 250 %

If “No,” explain in Section G the criteria the hospital facility used.

Explained the basis for calculating amounts charged to patients? .

If “Yes,” indicate the factors used in determining such amounts (check all that appIy}

Income level

Asset level

Medical indigency

Insurance status

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other (describe in Section C)

Explained the mathod for applying for financial assistance? .
Included measures to publicize the policy within the community served by the hospltal famlliy?
If “Yes,” indicate how the hospital facility publicized the policy (check all that apply):

Ths policy was posted on the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospital facility's emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patients on admission to the hospital facllity

The policy was available on request

Other {describe in Section G)

COERERERN

OF

Yes [ No

Billing and Collections

15

16

o Q0o T o

17

Q0 T

Did the hospitatl facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non- payment? .
Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:

Reporting to credit agency

1 Lawsuits

Liens on residences

O Body attachmenis

[T} Other similar actions {describs in Section C)

Did the hospital facility or an authorized third party perform any of the following actions during the tax year
befora making reasonable efforts to determine the individual's eligibility under the facility's FAP? .

If *Yes,” check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency

O Lawsuits

[T Liens on residences

O

[l

O

Body attachments
Other similar actions (describe in Section C)
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Facility Information (continued)
icate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply):

18

aoT- o

e

Ind
1
o

Facility: 5-Community Heaith Center

Notified individuals of the financial assistance policy on admission
Notified individuals of the financlal assistance policy prior to discharge

financial assistance policy
[0 Other (describe in Section C)

Notified individuals of the financial assistance policy in communications with the individuals regarding the individuats' bills
Documented its determination of whether individuals were eligible for financlal assistance under the hospital facility's

Policy Relating to Emergency Medical Care

Yes

No

19  Did the hospital facility have in place during the tax year a written policy refating to emergency medical care
that requires the hospital facility to provids, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance poticy?
if “No,” indicate why:
a [ Tha hospital facility did not provide care for any emergency medicat conditions
b [ The hospital facility's policy was nol 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)
Charges to Individuals Eiigible for Assistance under the FAP (FAP-Eligible Individuals)
20 Indicate how the hospital facility determined, during the tax year, the maximum amounis that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a [ The hospital facility used its lowest negotiated commercial insurance rate when calcufating the
maximum amounts that can be charged
b [ The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c The hospital facility used the Medicare rates when calcutating the maximum amounts that can be
charged
d [ Other(describe in Section C)
21 During the tax year, did the hospital facility charge any FAP-sligibte individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? . . C e e e e e e e 21 v
If "Yes," explain in Section C. sy
22 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? e e e e e 29 v

I “Yes,” explain in Section C.

Schedule H (Form 990) 2013
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IS Facility information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporiing groups listed in Part V, Section A)

Name of hospital facility or facility reporting group Family Health Center

If reporting on Part V, Section B for a single hospital facility only: line number of 6

hospital facility (from Schedule H, Part V, Section A)

Yes

No

Community Health Needs Assessment (Lines 1 through 8c are optionat for lax years beglnning on or before March 23, 2012)

1

o o oo

—_— TR e O T
OREOEEDY

8a

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 9. A .o

If “Yes,” indicate what the CHNA report describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community
Existing health care facllities and resources within the community that are availabte to respond to the

heaith needs of the community

How data was obtained

The health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups

The process for identifying and prioritizing community health needs and services to meet the
community health needs

The process for consulting with persons representing the community's interests

Information gaps that limit the hospital facility's ability to assess the community's health needs

Other (describe in Section C)
indicate the tax year the hospital facility last conducted a CHNA: 20 11

In conducting its most recent CHNA, did the hospital facility take into account input from persons who
represent the broad Interests of the communily served by the hospital facility, including those with special
knowledge of or expertise in public health? If *Yes,” describe in Section C how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility
consuited .
Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facifities in SectionC . . . . . . . . . . o e

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

if "Yes,” indicate how the CHNA report was made widely available (check all that appiy):

Hospital facility's website (list url): www.mdihospital.org

[ Other website {list url):
Available upon request from the hospital facility

Other {describe in Section C)
If the hospital facility addressed needs identified in its most recenlly conducted CHNA, indicate how (check

all that apply as of the snd of the tax year):
Adoption of an implementation strategy that addresses each of the community heaith needs identified
through the CHNA

Execution of the implementation strategy

Participation in the development of a community-wide plan

Participation in the exscution of a community-wide plan

Inclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in the CHNA

Prioritization of health needs in its community

Prioritization of services that the hospitat facility will undertake to meset health needs in its community
Other {describe in Section C)

Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If “No,”
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs

Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(0(3)? . . . . . . . . . .« . .« . . oo

If “Yes” to line 8a, did the organization file Form 4720 to report the section 4959 excise tax? . . . . .

If “Yes” to line 8b, 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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Facility Information (confinued) Facility: 6-Family Health Center
Financial Assistance Policy

9

10

11

12
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13
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Did the hospital facliity have in place during the tax year a written financial assistance policy that:
Explained eligibi!iiy criteria for financial assistance, and whether such assistance includes free or discounted
care? .

Used federal poverty gutdellnas (FPG) to determine ehglbllaty for prowdlng free care? .

If *Yes,” indicate the FPG family income limit for eligibility for free care: 150 %

If “No,” explain in Section C the criteria the hospital {acility used.

Used FPG to determine eligibility for providing discounied care? . e

i “Yes,” indicate the FPG family income limit for eligibility for discounted care: 250 %

If “No,” explain in Section C the criteria the hospital facility used.

Explained the basis for calculating amounts charged to patients?

If “Yes,” indicate the factors used in determining such amounts (check all that apply)

Income levs!

Asset level

Medical Indigency

Insurance status

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other (describe in Section G}

Explained the method for applying for financial assistance? .
Included measures to publicize the policy within the community served by the hosp:tal facnny?
if “Yes,” indicate how the hospital facility publicized the policy {check all that apply):

The policy was posted on the hospitat facility's website

The policy was attached to billing invoices

The policy was posted in the hospital facilily's emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patients on admission 1o the hospital facility

The policy was available on request

Other (describe in Section C}

Yes i No

Billing and Collections

16

16

o o T

17

[ I~ N - T ~

Did the hospital facility have in place during the 1ax year a separate billing and collections policy, or a written
financlal assistance policy {FAP) that explained actions the hospital facility may take upon non-payment? .
Check all of the foltowing actions against an individuat 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:

Reporting to credit agency

3 Lawsuils

Liens on residences

{3 Body attachments

1 Other similar actions (describe In Section C)

Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? .
If “Yes,” check all actions in which the hospital facility or a third party engaged:

[1 Raeporting to credit agency

3 Lawsuits

{1 Liens on residences

{71 Body attachments

{1 Other similar actions {(describe in Section C)
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EZEYI  Faciiity Information {continued) Facility: 6-Family Health Center
Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 {check all that appiy):

18

e

Notified individuals of the financlal assistance policy on admission
Notified individuals of the financial assistance poticy prior to discharge

O
U
Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals’ bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's

financial assistance policy
[0 Other {describe in Seclion C)

Policy Relating to Emergency Medical Care

Yes | No

19  Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that requires the hospital facllity to provide, without discrimination, care for emergency medical conditions to
individuals regardless of thelr eligibility under the hospital facility's financial assistance policy?

If “No,” indicate why:
a [ The hospital facility did not provide care for any emergency medical conditions
b [J The hospital facility's policy was not in wriling
¢ [ The hospita! facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d [ Other {describe in Section C}

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

20 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 [1 The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

b [0 The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged

c The hospitat facility used the Medicare rates when calculating the maximum amounts that can be
charged

d [} Other{describe in Section C)

21 During the tax year, did the hospital facility charge any FAP-eligible individual 1o whom the hospital facllity
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? . .

If “Yes,” explain in Section C.

22

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? . e e

If “Yes,” explain in Section C.

22

J
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Facility Information {continued)
Section B. Facility Policies and Practices
{Complete a separate Section B for each of the hospital facilities or facllity reporting groups listed in Part V, Section A}

Name of hospital facility or facifity reporting group Women's Health Center

if reporting on Part V, Section B for a single hospital facility only: line number of
hospital facility (from Schedule H, Part V, Section A}

7

Community Health Needs Assessment (Lines 1 through 8c are optional for tax years beginning on or before March 23, 2012)

1

a3 oo oo

~sa -0 o0 T
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8a

During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health neads assessment (CHNA)? If “No,” skip to line 9. .o

If “Yes,” indicate what the CHNA report describes (check all that apply):

A definition of the community served by the hospital facility

Demegraphics of the community

Existing health care facilities and resources within the community that are available to respond to the
heaith needs of the community

How data was obtained

The health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minorily groups

The process for identifying and prioritizing communily health needs and services to meet the
community health needs

The process for consulting with persons representing the community's interests

information gaps that limit the hospital facility's ability to assess the community's health needs

Other (describe in Section C} ~

Indicate the tax year the hospital facility last conducted a CHNA: 2011

In conducting its most recent CHNA, did the hospital facility take into account input from persons who
represent the broad interests of the communily served by the hospital facility, including those with special
knowledge of or expertise in public health? If “Yes,” describe in Section C how the hospita! facility took into
account input from persons who represent the communily, and identify the persons the hcspita| facility
consulted .

Was the hospital facitity's CHNA conducted wnh one or more other hospnal facmues'? 1f “Yes ! Ilst the olher
hospital facilities in Section C . .

Did the hospital facility make its CHNA report wldely avaﬂab!e to the publlc‘?

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

il Hospital facility's website (list url): www.mdihospital.org

3 Other website (list url):
Available upon request from the hospital facility

Other (describe in Section C)

If the hospital facility addressed needs identified In its most recently conducted CHNA, indicate how {check
all that apply as of the end of the tax year):

Adaption of an implementation strategy that addresses each of the community health needs Identified
through the CHNA

Execution of the implementation strategy

Participation in the development of a community-wide plan

Participation in the execution of a community-wide plan

Inclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in the CHNA

Prioritization of health needs In its community

Prioritization of services that the hospital facility will undertake to meet health needs in its community
Other {describe in Section C)

Did the hospital facility address all of the needs ideniified in its most recently conducted CHNA? If “No,”
explain in Section C which needs it has not addressed and the reasons why it has not addressed such nesds

RSN

H BHERA

OO

|

Did the organization incur an excise tax under seclion 4959 for the hospital facilily‘s failure to conduct a
CHNA as required by section 501{n(3)7 .

If “Yes” 1o line 83, did the crganization file Form 4720 tc rspcrl the secllcn 4959 excise tax'?

If “Yes” to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

Yes | No

Schedule H (Form 990) 2013
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Facility Information {continued) Facility: 7-Women's Health Center
Financial Assistance Policy

9

10

11

12

- e OO0 TD
OO0EEERRER

13
14

0 = 500 o

Did the hospital facility have in place during the tax year a written financial assistance policy that:
Explained eligibility criteria for financhal assistance, and whether such assistance includes free or discounted
care? . .

Used federal poverty gmdehnes (FPG) to determlne ellglblllly for prowdlng free care? .

if “Yes,” indicate the FPG family income limit for eligibility for frea care: 150 %

If “No,” explain in Section C the criteria the hospital facility used.

Used FPG to determine eligibility for providing discounted care? . e

If “Yes,” indicate the FPG family income limit for eligibility for discounted care: 250 %

I “No,” explain in Section C the criteria the hospital facility used.

Explained the basis for calculating amounts charged to patients?

if "Yes,” indicate the factors used in determining such amounts (check all that appiy)

Income level

Asset leve!

Medical indigency

Insurance status

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other (describe in Section C)

Explained the method for applying for financial assistance? .
Included measures to publicize the policy within the community served by the hospttal facaltly?
If “Yes,” indicate how the hospital facility publicized the policy (check all that apply):

The policy was posted on the hospitat facility's website

The policy was attached to billing invoices

The policy was posted in the hospital facility's emergency rooms or waiting rooms

The policy was posted in the hospital facility’s admissions offices

The policy was provided, in writing, to patients on admission to the hospital facility

The policy was available on request

Other (describe in Section C}

ORRENEOR

Yes | No

Billing and Collections

15

16

o Qs oTo

17

[1 0 = A = T = 1]

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? .
Check all of the following actions against an individual that were permilted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:

Reporting to credit agency

O tawsuits

Liens on residences

O Body attachments

(] Other similar actions {describe in Secticn C)

Did the hospital facility or an authorized third party perfarm any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? .
If “Yes," check all actions in which the hospital facility or a third parly engaged:

Reporting to credit agency

Lawsuits

lLiens on residences

Body attachments

Other similar actions {describe in Section C)

O4aQan
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Facility Information (continued) Facility: 7-Women's Health Center
indicate which efforts the hospital facility made before initiating any of the actions listed in fine 17 (chack all that apply):

18

a0 oo

e

[0 Notified individuals of the financial assistance policy on admission
[1 Notified individuals of the financiat assistance policy prior to discharge

Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's

financial assistance policy
{1 Other (describe in Section €)

Policy Relating to Emergency Medical Care

19

oo

d

Did the hospital facility have in ptace during the tax year a wriiten policy relating to emergency medical care

that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to

individuals regardless of their eligibility under the hospital facility's financial assistance policy?

If “No,” indicate why:

{1 The hospital facility did net provide care for any emergency medical conditions

("1 The hospital facility’s policy was not in writing

{1 The hospital facility limited who was eligible to yeceive care for emergency medical conditions (describe
in Section Q)

[] Other (describe In Section C)

Yes | No

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

20

21

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.

{1 The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

{] The hospital facility used the average of its thrae lowest negotiated commercial insurance rates whan
calculating the maximum amounts that can be charged

The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged

(O Other (describe in Saction C)

During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospitai facility

provided emergency or other medically necessary services more than the amounts generally billed to

individuals who had insurance covering such care? . e e e e

If “Yes,” exptain in Section C.

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? e e

If “Yes,” explain in Section C.

22

v
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Facility Information {continued)
Section B. Facility Policies and Practices
{Complete a separate Section B for each of the hospital facilities or facility reporting groups fisted in Part V, Section A}

Namae of hospital facllity or facility reporting group Northeast Harbor Clinic

if reporting on Part V, Section B for a single hospital facility only: line number of
hospital facitity {from Schedule H, Part V, Section A)

8

Yes | No

Community Health Nesds Assessment (Lines 1 through 8¢ are optional for lax years beginning on or before March 23, 2012)

1

o Qo o

— 5@ -0 o0 T
OERORRER

8a

During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community healih needs assessment (CHNA)? If "No,” skip to line 9. coe e

If “Yes,” indicate what the CHNA report describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

Existing health care facilities and resources within the community that are avallable to respond to the
health needs of the community

How data was obtained

The health needs of the community

Primary ‘and chronic disease needs and other health issuss of uninsured persons, low-income persons,
and minority groups

The process for identifying and prioritizing community health needs and services to meet the
community health needs

The process for consulting with persons representing the communily's interests

Information gaps that limit the hospital facility's ability to assess the community's health needs

Other (describe in Section C)

indicate the tax year the hospital facility last conducted a CHNA: 2011

In conducting its most recent CHNA, did the hospital facility take into account input from persons who
represent the broad interests of the community served by the hospital facility, including those with special
knowledge of or expertise In public health? If “Yes," describe in Section C how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospitai facility
consulted . .

Was the hospital facility's CHNA conducted wnth one or mors other hospltal faclht:es” If "Yes " 1ist the olher
hospital facilities in Section C - e e e

Did the hospital facility make its CHNA report w:dely avaitable to the pub!ic‘?

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

[¥] Hospital facility's website {list url): www.mdihospital.org

3 Other website {list url):
Avaitable upon request from the hospital faciiity

Other (describe in Section G)

If the hospita! facility addressed needs identified in its most recently conducted GHNA, indicate how (check
all that apply as of the end of the tax year):

Adoption of an implementation strategy that addresses each of the community health needs tdentifted
through the CHNA

Execution of the implementation strategy

Participation in the development of a community-wide plan

Participation in the execution of a community-wide plan

Inclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in ihe CHNA

Prioritization of health needs in its community

Prioritization of services that the hospital facility will undertake to meset health needs in its community
Other (describe in Section C)

Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If “No,”
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs

Did the organization incur an exclse tax under section 4959 for the hospital facillty‘s failure to conduct a
CHNA as required by section 501(0(3)7 . .

If “Yes” to line 8a, did the organization file Form 4720 to report the secllon 4959 excise tax’? .

If *Yes” to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

HEE
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&

OO0

Schedute H (Form 990) 2013



Schedule H (Form 990) 2013

Facility Information (continued) Facility: 8-Northeast Harbor Clinic
Financial Assistance Policy

9

10

11

12
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13
14
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Dld the hospital facility have in place during the tax year a written financial assistance policy that:
Explained eligibiiity criteria for financial assistance, and whether such assistance includes free or discounted
cara? . .

Used federal poverty gu1delines (FPG) to determine eliglbsllty for prowding free care'? ;

If “Yes,” indicate the FPG family income mit for eligibility for free care: 150 %

If *No,” explain in Section C the criteria the hospital facility used.

Used FPG to determine eligibility for providing discounted care? ee e

i “Yes,” indicate the FPG family income timit for eligibility for discounted care: 250 %

If “No,” explain in Section C the criteria the hospital facllity used.

Exptained the basls for calculating amounts charged to patlents?

If “Yes,” indicate the factors used in determining such amounts (check all that apply)

Income leve!

Asset level

Medical indigency

Insurance status

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other (describe in Section C}

Explained the method for applying for financial assistance? .
Included measures to publicize the policy within the community served by 1he hospﬂai facillly'?
If “Yes," indicate how the hospital facillty publicized the policy (check all that apply):

The policy was posted on the hospital facility's website

The policy was attached to bilting invotces

The policy was posted in the hospital facility's emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patients on admission to the hospital facility

The policy was available on request

Other (describe in Section C)

Yes | No

Bltling and Collections

16

16

[ 300 =2 + B =2

17

o a0 T o

Did the hospital facllity have in place during the tax year a separate billing and collections policy, or a wrilten
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? .
Check all of the following actions against an individual that were permilted under the hospital facility's
policles during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:

Reporting to credit agency

[0 Lawsuits

Liens on residences

1 Body attachments

[} Other simitar actions (describe in Section C)

Did the hospital facility or an authorized third party perform any of the following actions during the tax year
hefore making reasonable efforts to determine the individual's eligibility under the facility's FAP? .
If “Yes," check all actions in which the hospital facility or & third parly engaged:

Reporting to credit agency

Lawsuils

Liens on residences

Body attachments

Other similar actions (describe in Secticn G}

O0o0oon.

Schedule H (Form 990) 2013



Schedute H (Form 990} 2013

Facility Information (continued)

18

o oT o

e

Facility: 8-Northeast Harbor Clinic

Indicate which sfforts the hospital facility made before initiating any of the actions listed in line 17 {check all that apply):

{1 Notified individuals of the financial assistance policy on admission
{1 Notified individuals of the financial assistance policy prior to discharge

Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
Documented its determination of whether individuals were sligible for financial assistance under the hospital facility's

financial assistance policy
[ Other (desciibe in Seclion ©)

Policy Relating to Emergency Medical Care

Yes

No

19 Did the hospital facility have in place during the tax year a written policy refating to emergency medical care
that requires the hospital facilily to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy?

i “No,” indicate why:
a [ The hospital facility did not provide care for any emergency medical conditions
b [ The hospital facility's policy was not in writing
¢ L[] The hospital facility limited who was eligible to recelve care for emergency medical conditions {describe
in Section C)
d [J Other (describe in Section C)

Charges to Individuals Eligible for Assistance under the FAP {(FAP-Eligible Individuals)

20 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 its lowest negotiated commercial insurance rate when calculating the
rmaximum amounts that can be charged

b [ The hospital facility used the average of its three lowesi negotiated commercial insurance rates when
calculating the maximum amounts that can be charged

G The hospita! facility used the Medicare rates when calculating the maximum amounts that can be
charged

d [ Other (describe in Section C)

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

If “Yes,” explain in Section C.

22

During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service pravided to that individual? .o e e e e,
If "Yes," explain in Section C.

22

v
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Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facllities or facllity reporting groups listed in Part V, Section A)

Name of hospital facility or facility reporting group MDPI Orthopedic clinic

If reporting on Part V, Section B for a single hospital facility only: line number of
hospital facility (from Schedule H, Part V, Section A}

9

Yes | No

Community Health Needs Assessment (Lines 1 through 8c are oplional for tax years beginning on or before March 23, 2012)

1

<]

_—ow =0 o6 T
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8a

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 9. e e

If “Yes," indicate what the CHNA report describes {check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

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

How data was obtained

The health needs of the community

Primary and chronic disease needs and other heaith issues of uninsured persons, low-income persons,
and minority groups

The process for identifying and prioritizing community heaith needs and services to meset the
community health needs

The process for consulting with persons representing the community's interests

Information gaps that limit the hospital facility's ability to assess the community's health needs

Other (describe in Section C)

Indicate the tax year the hospital facility last conducted a CHNA: 2011

In conducting its most recent CHNA, did the hospital facility take into account input from persons who
represent the broad interests of the community served by the hospital facility, including those with special
knowledge of or expertise in public health? If “Yes,” describe in Section C how the hospital facllity took into
account input from persons who represent the community, and identify the persons the hospita| facility
consuited . .

Was the hospital facility's CHNA conducted W|th one or more other hospltal 1acn|t|as‘? If “Yes " !lst ihe olher
hospital facilities in Section C . e

Did the hospital facility make its CHNA report W|dely avallable to the pubhc'?

If “Yes,” Indicate how the CHNA report was made widely available (check all that apply)

¥l Hospital facility's website (list url): www.mdihospital.org

[ Other website {list url):
Avaitable upon request from the hospital facility

Other (describe in Section C)

If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check
all that apply as of the end of the tax year):

Adoption of an implementation strategy that addresses each of the community health needs identified
through the CHNA

Execution of the implementation strategy

Participation in the development of a community-wide ptan

Participation in the execution of a community-wide plan

tnclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in the CHNA

Pricritization of health needs in its community

Prioritization of services that the hospital facility will undertake to meet health needs in its community
Other {describe in Section C}

Dld the hospital facility address all of the needs identified in its most recently conducted CHNA? if “No,”
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs

Did the organization Incur an excise tax under secticn 4959 for the hospital facility's failure to conduct a

CHNA as required by section 501{n(3)? . .
If “Yes" to line 8a, did the organization file Form 4720 to repurt the sectlon 4959 axcise tax’?

# "Yes” to line 8b, 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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Facility Information (continued) Facility: 9-MD! Orthopedic clinic
Financial Assistance Policy

9

10

th!
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Did the hospital facility have in place during the tax year a written financial assistance policy that:
Explained e!igibility criteria for financial assistance, and whether such assistance includes free or discounted
care? . .

Used federal poverly guldehnes (FPG) to determlne ehglbllliy for prowdlng free care’?

If *Yes,” indicate the FPG family income limit for eligibitity for free care: 150 %

If “No,” explain in Section C the criteria the hospital fagility used.

Used FPG to determine eligibility for providing discounted care? . e

If “Yes,” indicate the FPG family income limit for eligibility for discounted care: 250 %

If “No,” explain in Section C the criteria the hospital fagility used.

Explained the basis for catculating amounis charged to patients?

If “Yes,” indicate the factors used in determining such amounts (check all that apply)

Income lavel

Asset level

Medical indigency

Insurance status

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other {describe in Section C)

Explained the method for applying for financial assistance? .
Included measures to publicize the policy within the community served by the hospnal faclilly'?
If “Yes,” indicate how the hospital facility publicized the policy (check all that apply}):

The policy was posted on the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospital facility's emergency rooms or waiting rooms

The pollcy was posted in the hospital facility's admissions offices

The policy was provided, In writing, to patients on admission to the hospital facility

The policy was available on request

Other (describe In Section C}

DONEERNEEE

O

Yes | No

Blllmg and Collections

16 Did the hospital facility have in ptace during the tax year a separate billing and collections policy, or a written
financial assistance policy {FAP) that explained actions the hospital facility may take upon non-payment? .
16 Check all of the following actions against an Individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:
a Reporting to credit agency
b [0 Lawsuits
c Liens on residences
d [ Body altachments
e [ Other similar actions (describe in Section C)
17  Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? .
If "Yes,” check all actions in which the hospital facility or a third party engaged:
a [ Reporting to credit agency
b {1 Lawsuits
¢ [ Liens onresidences
d [ Body attachments
e [ ] Other similar actions (describe in Section C}

Schedule H (Form 850) 2043
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Facility Information (continued)
Indicate which sfforts the hospital facility made before initiating any of the actions listed in line 17 {check alil that apply}.

18
a
b
c
d

e

Facility: 9-MD] Orthopedic clinic

[l Notified individuals of the financial assistance policy on admission
{1 Notified individuats of the financial assistance policy prior to discharge

Notified individuals of the financial assistance policy In communications with the Individuals regarding the individuals' bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's

financial assistance policy
[0 Other (describe in Section C)

Policy Relating to Emergency Medical Care

Yeos

No

19 Did the hospilal facility have in place during the tax year a wiitten policy relating to emergency medicat care
that requires the hospita! facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy?

If *No," indicate why:
a [ The hospital facllity did not provide care for any smergency medical conditions
b [ The hospital facility's policy was not in writing
¢ [ The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d [ Other (describe in Section C)

Charges to Individuals Eligible for Assistance under the FAP (FAP-Eligible individuals)

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

a [1 The hospital facility used its lowest negotiated commercial insurance rate when calculaling the
maximum amounts that can be charged

b [ The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calcutating the maximuim amounts that can be charged

c The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged

d [ Other(describe in Section C)

21  During the tax year, did the hospital facility charge any FAP-eligible individual 1o whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? . e e e
If “Yes,” explain in Section C.

22

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 individuali? e e e e e e
If “Yes," explain in Section C.

22

v
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Facility Information (continued)
Section B. Facility Policies and Practices
{Complete a separate Section B for each of the hospital facllilies or facility reporting groups listed in Part V, Section A}

Name of hospital facility or facility reporting group MDI Dermatotogy Clinic

If reporting on Part V, Section B for a single hospita! facility only: line number of 10

hospital facility (from Schedule H, Part V, Section A)

Community Health Needs Assessment (Lines 1 through 8c are optional for tax years beginning on or before March 23, 2012)

1

o Qo oo

-—owm -0 20 T
OREOENEY

8a

During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
communily health needs assessment (CHNA)? If “No,” skip to line 9. e e e e

If “Yes,” indicate what the CHNA report describes {check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

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

How data was obtained

The health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups

The process for Identifying and prioritizing community health needs and services to meet the
community health needs )

The process for consulling with persons representing the community's interests

(] Information gaps that limit the hospital facility's abiity to assess the community's heaith needs

[0 Other {describe in Section C)

Indicate the tax year the hospital facility last conducted a CHNA: 201

In conducting its most recent CHNA, did the hospital facility take into account inpul from persons who
represent the broad Interests of the communily served by the hospital facility, including those with special
knowledge of or expertise in public heaith? If "Yes,” describe in Section G how the hospital facility took into
account input from persons who reprasent the communily, and identify the persons the hospital facilily
consuited . .

Was the hospital facility's GHNA conducted W|th one or mare other hospltal iacnitles’? If "Yes " Iist the other
hospital fagilities in Section C . ..

Did the hospital facility make its CHNA report W|dely avaﬂable to the pubhc?

if “Yes,” indicate how the CHNA report was made widely available {check ali that apply)

“] Hospital facility's website {list url): www.mdihospital.org

£1  Other website (list url):
Available upon request from the hospital facility

Other {describe in Section C)

If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check
all that apply as of the end of the tax year).

Adoption of an implementation strategy thai addresses each of the community health needs identified
through the CHNA

Execution of the implementation strategy

Pariicipation in the development of a community-wide plan

Participation in the execution of a community-wide plan

Inclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in the CHNA

Prioritization of health needs in its community

Prioritization of services that the hospital facllity will undertake to meet health needs in its community
Other (describe in Seclion G)

Did the hospltal facility address all of the needs identified in its most recenlly conducted CHNA? If *No,”
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs

=

Did the organization incur an excise tax under section 4959 for the hospital facility‘s failure to conduct a
CHNA as required by section 501((3)? .

If “Yes" to lins 8a, did the organization file Form 4720 to report the secilon 4959 excise tax?

If “Yas” to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

Yes | No

Scheduls H (Form 990) 2013
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Facility Information {continued) Facility: 10-MDI Dermatology Clinic
Financial Assistance Policy

9

10
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Did the hospital facility have in place during the tax year a written financial assistance policy that:
Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
care? . .

Used federal poverty gutdelmes (FPG) to determlna ehglblhly for prov;dlng free care? .

If “Yes,” indicate the FPG family income limit for eligibility for free care: 150 %

If “No,” explain in Section C the criteria the hospital facility used.

Used FPG to determine eligibility for providing discounted care? e

f *Yes," indicate the FPG family income fimit for eligibility for dlscounted care: 250 %

If “No,” explain in Section G the criteria the hospital facility used.

Exptained the basis for calculating amounts charged to palients?

If “Yes,” indicate the factors used in determining such amounts (check all that apply)

Income level

Assel lavel

Medical indigency

Insurance status

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other (describe in Section C}

Explained the method for applying for financial assistance? .
Included measures to publicize the policy within the community served by 1he hospltal facihly’?
if “Yes,” indicate how the hospital facility publicized the palicy (check all that apply}:

The policy was posted an the hospital facility's wehsite

The policy was attached to billing invoices

The policy was posted in the hospital facilily's emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patients on admission to the hospital facility

The policy was available on request

Other (describe in Section C)

Yes | No

Billing and Collections

16

16

o0 To

17

a0 To

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actlons the hospital facility may take upon non-payment? .
Check all of the following actions against an individuat that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facilily's FAP:

Reporiing to credit agency

0 Lawsuits

Liens on residences

[0 Body attachments

{1 Other simitar actions (describe in Section C)

Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? .
If “Yes,” check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

Other similar actions (describe In Section C)

OO0oan
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X Facility Information (continued) Facility: 10-MDI Dermatology Clinic
indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply):

18
a
b
c
d

[2)

[ Notified individuals of the financial assistance poticy on admission
] WNotified individuals of the financial assistance policy prior to discharge

Notified individuals of the financial assistance policy iIn communications with the individuals regarding the individuals’ bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's

financial assistance policy
{7 Other (describe in Section C)

Palicy Relating to Emergency Medical Care

19

oo

[ +]

d

Did the hospital facility have in place during the tax year a written policy relating to emergency medical care

that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to

individuals regardless of their eligibllity under the hospital facility's financlal assistance policy?

If “No,” indicate why:

[0 The hospital facility did not provide care for any emergency medical conditions

[T The hospital facility's policy was not in writing

[0 The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C}

[] Other (describs in Section C)

Yes | No

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

20

21

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.

[1 The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

["] The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged

The hospital facility used the Medicare rates when calcufating the maximum amounts that can be
charged

{3 Other (describe in Saction C)

During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility

provided emergency or other medically necessary services more than the amounts generally billed to

individuals who had insurance covering such care? . .. e e e

If “Yes,” explain in Section C.

During the tax year, did the hospital {acility charge any FAP-eligible individual an amount equal to the gross

charge for any service provided to that individual? . e

if "Yes," explain in Section C.

21

22

v
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Facility Information (continued)
Section B, Facility Policies and Practices
{Complete a separate Section B for each of the hospital facilities or facllity reporting groups listed In Part V, Section A}

Name of hospital facility or facility reporting group MDI Urology Clinic

If reporting on Part V, Section B for a single hospital facility only: line number of "

hospttal facility {from Schedule H, Part V, Section A)

Yes

No

Community Health Needs Assessment (Lines 1 through 8¢ are optional for tax years beginning on or before March 23, 2012)

1

o Qo T o

—TQ -0 a0 U
-OFEONREE

8a

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 9. e e e e e

If “Yes,” indicate what the CHNA report describes (check all that apply):

A definition of the cormmunity served by the hospital facility

Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the

heaith needs of the community

How data was obtained

The health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups

The process for identifying and prioritizing community health needs and services to meet the
community health nesds

The process for consulting with persons representing the community's interesis

Information gaps that limit the hospital facllity's ability to assess the community's health needs

Other (describe in Section G}

Indicate the tax year the hospita! facility last conducted a CHNA: 2011

In conducting its most recent CHNA, did the hospital facliity take into account Input from persons who
represent the broad interests of the community served by the hospital facitity, including those with special
knowledge of or expertise in pubtic health? if “Yes,” describe in Section C how the hospital facility took into
account input from persons who represent the communily, and identify the persons the hosp1tal facility
consulted . .

Was the hospital facility's CHNA conducted wnh one or more other hospital facllltles'? lf "Yes ! Ilst the other
hospital facilities in Section G .o .o

Did the hospital facility make its CHNA report wude!y avallable to the pub!ic'?

If “Yes,” indicate how the GHNA report was made widely available (check all that apply)
i Hospital facility's website {list url): www.mdihospital.org

[l Other website {list url):
[¥] Available upon request from the hospital facility

[¥1 Other (describe in Section C)
If the hospita! facllity addressed needs identified in its most recently conducted CHNA, indicate how (check

all that apply as of the and of the tax year):

Adoption of an implementation strategy that addresses each of the communily health needs identified
through the CHNA

Execution of the implementation strategy

Participation in the development of a community-wide plan

Participation in the execution of a community-wide plan

Inclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified In the CHNA

Prioritization of heatth needs in its community

Prioritization of services that the hospital facility will undertake to meet health needs in its community
Other (describe in Seclion C)

Did the hospital facility address all of the needs identified in its most recenlly conducied CHNAZ? If “No,”
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs

Did the organization incur an excise tax under section 4959 for the hospital facnltly s fallure to conduct a
CHNA as required by section 501{r}(3}? . . .o

If “Yes” to line 8a, did the organization file Form 4720 to report the secllon 4959 excise tax’? .

If “Yes” to line 8b, 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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B EHEE

OO

&

Schedule H {Form 990) 2013



Schedule H {Form 990} 2013

Facility Information {continued) Facility: 11-MDI Urology Clinic
Financial Assistance Policy

8

10

i1

12

~— FG =0 QL0 T

13
14

Ln-ma.o L= 2]

Did the hospita! facility have in place during the tax year a written financial assistance policy that:
Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
care? .

Used federal poverty gmdellnes (FPG) to determine ellglblhly for prowdmg free care? .

If “Yes,” indicate the FPG family income limit {for eligibilily for free care: 150 %

I “No,” explain in Section C the criteria the hospital facllity used.

Used FPG to determine eligibitity for providing discounted care? . e

If “Yes,” indicate the FPG family income limit for eligibility for discounted care: 250 %

If “No,” explain in Section C the ciiteria the hospital facility used.

Explained the basis for calculating amounts charged to patlents?

If “Yes,” indicate the factors used in determining such amounts (check all thal apply}

Income lavel

Asset fevel

Medical indigency

Insurance status

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other (describe in Ssction C}

Explained the method for applying for financial assistance? .
Included measures to publicize the policy within the community served by lhe hospltal facmly’?
If “Yes,” indicate how the hospital facility publicized the pelicy {check all that apply):

The policy was posted on the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospital facility's emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patients on admission to the hospital facility

The policy was available on request

Other (describe in Section C)

OOREENBEEE

OERERON

illing and Collections

15

16

[+ = B o T = i+

{1 = T R g

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? .
Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:

Reporting 1o credit agency

O Lawsuits

Liens on residences

[ Body attachmenis

{71 Other similar actions {describe in Section C)

Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? .

If “vas,” check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

QOther similar actions {describe in Section C)

OOo0o0s
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Facility Information {continued)

18

oo o

e

Facitity: 11-MD] Urology Clinic

Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply}):

{1 Notified individuals of the financial assistance policy on admission
[ Notified individuals of the financiat assistance policy prior to discharge

Noftified individuals of the financial assistance policy in communications with the individuats regarding the individuals' bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's

financial assistance policy
{1 Other (describe in Section C)

Policy Relating to Emergency Medical Care

19

T oo

[+

d

Did the hospital facllity have in place during the tax year a written policy relating to emergency medical care

that requires the hospitat facility to provide, without discrimination, care for smergency medical conditions to

individuals regardless of their eligibility under the hospital facllity's financial assistance policy?

If “No,” indicate why:

[J  The hospital facility did not provide care for any emergency medical conditions

71 The hospital facility’s policy was not in writing

[0 The hospital facility limited who was eligible to receive care for emergency medical conditions {describe
in Section C)

[1 Other {describe in Section C)

Yos | No

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

20

21

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.

{1 The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

[1 The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged

The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged

[ Other (describe in Section C)

During the tax year, did the hospital facility charge any FAP-sligible individual to whom the hospital facility

provided emergency or other medically necessary services more than the amounts generally billed to

individuals who had insurance covering such care? .

if “Yes,” explain in Section C.

During the tax year, did the hospital facilily charge any FAP-eligible individual an amount equal to the gross

charge for any service provided to that individual? .

If “Yes,” explain in Section C.

211

22
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Facility information (continued)
Section B. Facility Policies and Practices
{Complete a separate Sectlon B for each of the hospital facilities or fachity reporting groups listed in Part V, Section A)

Name of hospital facility or facility reporting group MDI1 General Surgery Clinic

If reporting on Part V, Section B for a single hospital facility only: line number of
hospital facility {from Schedule H, Part V, Section A)

12

Yas | No

Community Health Needs Assessment (Lines 1 through 8c are oplional for lax years beginning on or before March 23, 2012}

1

-1} o To

-_oan =0 o060 T
OREONERE

8a

During the iax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA}? if *No,” skip 1o line 9. e e

¥ “Yes,” indicate what the CHNA report describes (check all that apply):

A definition of the communily served by the hospital facility

Demographics of the community

Existing heallh care facilities and resources within the community that are available to respond to the
health needs of the community

How data was obtained

The health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups

The process for idenlifying and prioritizing community health needs and services to meet the
community health needs

The process for consulting with persons representing the community's interests

Information gaps that fimit the hospiltal facility's ability to assess the community's heaith needs

Other (describe in Section C)

Indicate the tax year the hospital facility last conducted a CHNA: 2011

In conducting its most recent CHNA, did the hospital facility take into account input from persons who

represent the broad interests of the communily served by the hospital facility, including those with special

knowledge of or expertise in public health? If “Yes,” describe in Section G how the hospital facility took into

account input from persons who represent the community, and identify the persons the hospital facility

consuited . .

Was the hospilal facility's CHNA conducted wnh one or more other hospltai iacmues‘? !f ”Yas ! |!St the other

hospital facllities in Section C . . o

Did the hospital facility make Its CHNA report WIder avallable to the publlc’?

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

[7] Hospital facility's website (iist url): www.mdihospital.org

(L] Other website flist url):

Available upon request from the hospital facility

{1 Other {describe in Section C}

If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how {check

all that apply as of the end of the tax year):

Adoption of an implementation strategy that addresses each of the community health needs identified
through the CHNA

Execution of the implementation strategy

Participation in the development of a community-wide plan

Participation in the execution of a community-wide plan

Inclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in the CHNA

Prioritization of health needs in lts community

Prioritization of services that the hospital facility will undertake to meet health needs in its community
Other (describs in Section C)

Did the hospital facilty address all of the needs idenlified in its most recently conducted CHNA? If “No,”
explain in Section C which needs It has not addressed and the reasons why it has not addressed such needs

Did the organization incur an excise tax under section 4958 for the hospital faciiily's failure to conduct a
CHNA as required by section 501(N(3)? . .o

If “Yes” to line 8a, did the organization file Form 4720 to report lhe sectlon 4959 excise tax'? .

If “Yes" to line 8b, what is the total amount of section 4859 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

KEE
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Facility Information {continued) Facility: 12-MD1 General Surgery Clinic
Financial Assistance Policy

9

10

11

12

—-—TFTa o o0 T
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13
14
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Did the hospital facility have in place during the tax year a wrilten financial assistance policy that:
Explained eligibilily criteria for financial assistance, and whather such assistance includes fres or discounted
care?

Used federal poveny gwdellnes (FPG) 1o determine eilglblhty for prov:dlng free care’?

If “Yes,” indicate the FPG family income limit for eligibility for free care: 150 %

If “No,” explain in Section C the criteria the hospital facility used.

Used FPG to determine eligibility for providing discounted care? . v e

If “Yes,” indicate the FPG family income limit for eligibility for discounted care: 250 %

If “No,” explain in Section C the criteria the hospital facility used.

Explained the basis for calculating amounts charged to patients?

If “Yes,” indicate the factors used in determining such amounts (check all that apply)

Income level

Asset level

Medical indigency

Insurance status

Uninsured discount

Medicald/Medicare

State regulation

Residency

Other (describs in Section C)

Explained the method for applying for financial assistance? .
Included measures to publicize the policy within the community served by the hospltal facnlty’?
If *Yes,” indicate how the hospital facility publicized the policy (check all that apply):

The policy was posted on the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospita! facility’s emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patients on admission to the hospital facility

The policy was available on request

Other (describe in Section C)

Yes | No

Billing and Collections

15

16

[ I~ 2 T« - ]

17

e oo T

Did the hospital facility have in place during the tax year a saparate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? .
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 efigibifity under the
facility's FAP:

Reporting to credit agency

[1 Lawsuits

Liens on residences

[1 Body attachments

{1 Other similar actions (describe in Seciion C)

Did the hospital facllity or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? .
If “Yes,” check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency

Lawsuits

Liens on rasidences

Body atiachments

Other similar actions (describe in Seclion G)

gaaod
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Facility Information {continued) Facility: 12-MDI General Surgery Clinic

18 Indicate which efforts the hospitat facility made before initialing any of the actions listed in fine 17 (check all that appiy):
a [ Notified individuals of the financial assistance policy on admission
b [ Notified individuals of the financial assistance policy prior to discharge
c Notified individuals of the financial assistance policy In communications with the individuals regarding the individuals' bills
d Documented its determination of whether individuals were eligible for financlal assistance under the hospital facility's
financial assistance policy
e [ Other (describe in Section C)
Policy Relating to Emergency Medical Care
Yes | No

19  Did the hospital facility have in ptace during the tax year a written policy relating to emergency medical care
that requires the hospitat facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of thelr eligibility under the hospital facility's financial assistance policy?

If *“No,” indicate why:
a [ The hospital facility did not provide care for any emergency medical conditions
b [ The hospital facility's pollcy was not in writing
¢ {1 The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C}
d [ Other {describe in Section C)

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

20 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 [J The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

b {1 The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged

¢ The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged

d [0 Other{describe in Section C}

21  During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed 1o
individuals who had insurance covering such care? .
if *Yes," explain in Section C.

22

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? e e e .
If “Yes,” explain in Section C.

22

v
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Facility Information {continued)
Seciion B. Facllity Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facllity reporting groups fisted in Part V, Section A}

Name of hospital facility or facility reporting group Community Dental Clinic

If reporting on Part V, Section B for a single hospital facility only: line number of 1

hospital facility (from Schedule H, Part V, Section A)

Yeas

No

Community Health Needs Assessment (Lines 1 through 8¢ are optional for iax years beginning on or before March 23, 2012)

.1

4] 20 T o
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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 9. e e e )

If “Yes," indicate what the CHNA report describes (check all that apply):

A definition of the community served by the hospital facitity

Demographics of the community
Existing heaith care facilities and resources within the community that are avaitable to respond to the

health needs of the community

How data was obtained

The health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups

The process for idenlifying and prioritizing community health needs and services to meet the
community health needs

The process for consulting with persons representing the community’s interests

information gaps that limit the hospital facllity's ability to assess the community's health needs

Other {describe in Saction C)

Indicate the tax year the hospital facility last conducted a CHNA: 2011

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 info
account input from persons who represent the commumty, and identify the persons the hospital facility
consulted . .

Was the hospital facility's GHNA conducted wnh one or more other hospltal facllnlles’? lf ”Yes " IlSl 1he other
hospital facilities in Section C .o . e
Did the hospital facllity make its GHNA report WIdety avallable to the publlc’?

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

(21 Hospital facility's website (list url): www.mdihospital.org

[ Other website (list url)
Available upon request from the hospital facility

Other {describe in Section C)
if the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check

all that apply as of the end of the tax year):

Adoption of an implementation strategy that addresses each of the community health needs identified
through the CHNA

Execution of the implementation strategy

Participation in the development of a community-wide plan

Participation in the execution of a community-wide plan

Inclusicn of a community benefit section in operatlonal plans

Adoption of a budget for provision of services that address the needs identified in the CHNA

Prioritization of health needs in its community

Prioritization of services that the hospital facility will undertake to mest health needs in its community

Other (describe in Section C)
Did the hospital facilily address all of the needs identified in its most recently conducted CHNAZ? If "MNo,”
explain in Section G which needs it has not addressed and the reasons why it has not addressed such needs

Did the organization incur an excise tax under section 4959 for the hospital facnluy s failure to conduct a

CHNA as required by section 501((3)? .
If “Yes” to line 8a, did the organization file Form 4720 10 repon lhe sectton 4959 excise tax’?

If “Yes” to line 8b, what is the total amount of section 4959 excise tax the organizalion reported on Form
4720 for all of its hospital facilities? _$
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Facility Information {continued) Facility: 13-Community Dental Clinic
Financial Assistance Policy \_'es No

Did the hospital facility have in place during the tax year a written financial assistance policy that:
9 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted

care? .
10 Used federal poverty gmdehnes (FPG) to determine ellglbillly for prowdmg free care'? .
If “Yes,” indicate the FPG family income limit for eligibility for free care: 150 %

If “No,” explain in Section C the criteria the hospital facility used.

11 Used FPG to determine eligibifity for providing discounted care? . e e
if *Yes,” indicate the FPG family income limit for eligibility for discounted care: 175 %
If “No,” explain in Section C the criteria the hospital facility used.

12 Explained the basis for calculating amounts charged to patients?
If “Yes,” indicate the factors used in determining such amounts (check all that appiy)

Income level

Asset lavel

Medical indigency

Insurance stalus

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other (describe in Section C)

13 Explained the method for applying for financlal assistance? .

14  Included measures to publicize the policy within the community served by the hospltal facmty'?
If “Yes,” indlcate how the hospital facility publicized the policy {check all that apply):

The policy was posted on the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospitat facility's emergency rooms or waiting rooms

The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patients on admission to the hospital facility

The policy was available on request

Other (describe in Section €)

Bllllng and Collections

16 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? .

16 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 sfforts to determine the individual's eligibility under the

facility's FAP:

Reporting to credit agency

O Lawsuits

Liens on residences

O Body attachments

{1 Other similar actions (describe in Section C)

17  Did the hospital facility or an authorized third party perform any of ths following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? .
If “Yes,” check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

Other similar actions (describe in Section C)
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Facility Information (continued) Facility: 13-Community Dental Clinic
Indicate which efiorts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply):

18

cooT®
BEROO

e

Notified Individuals of the financial assistance policy on admission
Notified individuals of the financial assistance policy prior to discharge

financial assistance policy
[l Other {describe in Section C)

Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals’ bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's

Policy Relating to Emergency Medical Care

19

o2

[

d

Did the hospital facility havs in place during the tax year a written policy relating to emergency medical care
that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy?

If “No,” indicate why:
{1 The hospital facility did not provide care for any emergency medical conditions
{3 The hospital facility's policy was not in writing

[l The hospital facility imited who was eligible to receive care for emergency medical conditions (describe
in Section C)

I3 Other {describe in Section C)

Yes | No

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

20 Indicate how the hospital facility determined, during the tax year, the maximum amounts that ¢an be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a [ The hospital facility used its lowest negotiaited commercial insurance rate when calculating the
maximum amounts that can be charged
b {71 The hospital facility used the average of ils three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d [ Other (describe in Section C)
21 Durng the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facitity
provided emergency or other medically necessary services more than the amounts generally billed o
individuals who had insurance covering such care? . 21
If “Yes,” explain in Section C. e
22  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? 22 v

If “Yes,” explaln in Section C.

Schedule H (Form $90) 2013
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Facility Information {continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 8i, 7, 10, 11, 12i, 14g, 16s, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by “Facility A,” “Facility B,” etc.
Schedule H, Part V, Section B, Line 3-Mount Desert Island Hospital - The Hospital Partnered with Healthy Acadia to perform a
comprehensive communily needs assessment, focused on the overall health of the community. The participants were a multifaceted
representation of the community, including business, public health, community health and healthcare providers. Healthy Acadia is
dedicated to building vibrant communities and making it easier for people to make healthy choices for themselves and their families. They
create lasting improvements to the health of our communities by connecting individuals with health supports, building partnerships,
coordinating education and prevention services, and improving policies and environments. Healthy Acadia is a 501c3 non profit with more
than 100 partners. They address critical locally defined health priorities across Hancock County. They serve as the Healthy Maine
Partnership for Hancock County,

Schedule H, Part V, Section B, Line 3-Cadillac Family Practice and Behavioral Health Center - The Hospital Partnered with Healthy Acadia
to perform a comprehenslve community needs assessment, focused on the overall health of the community. The participants were a
multifaceted representation of the community, including business, public health, community health and healthcare providers. Healthy
Acadia is dedicated to building vibrant communities and making it easier for people to make healthy choices for themselves and their
families. They create lasting improvements to the health of our communities by connecting individuals with health supports, building
pattnerships, coordinating education and prevention services, and improving policies and envirenments. Healthy Acadia js a 501c3 non
profit with more than 100 partners. They address critical locally defined health priorities across Hancock County. They serve as the Healthy
Maine Partnership for Hancock County.

Schedule H, Part V, Section B, Line 3-Cooper Gilmore Health Center - The Hospital Partnered with Healthy Acadia to perform a
comprehensive community needs assessment, focused on the overall heaith of the community, The participants were a multifaceted
representation of the community, including business, public heaith, community health and heafthcare providers, Healthy Acadia is
dedicated to building vibrant communities and making it easier for people to make healthy choices for themseives and their familles. They
create lasting improvements to the health of our communities by connecling individuals with health supports, building partnerships,
coordinating education and prevention sefvices, and Improving policies and environments. Healthy Acadia is a 501c3 non profit with more
than 100 partners. They address critical locally defined health priorities across Hancock County. They serve as the Healthy Maine
Partnership for Hancock County.

Schedule H, Part V, Section B, Line 3-Trenton Health Center - The Hospital Partnered with Healthy Acadia to perform a comprehensive
community needs assessment, focused on the overall health of the community. The participants were a multifaceted representation of the
community, including business, public health, community health and heaithcare providers. Healthy Acadia is dedicated to building vibrant
communities and making it easier for people to make healthy cholices for themselves and their families, They create lasting improvements
to the health of our communities by connecting individuals with health supports, building partnerships, coerdinating education and
prevention services, and improving peticies and environments. Healthy Acadia is a 501c3 non profit with more than 100 partners, They
address critical locally defined health priorities across Hancock County. They serve as the Healthy Maine Partnership for Hancock County,

Schedule H, Part V, Section B, Line 3-Community Health Center - The Hospital Partnered with Healthy Acadia to perform a comprehensive
community needs assessment, focused on the overall health of the community. The participants were a multifaceted representation of the
community, including business, public heaith, comimunity health and healthcare providers. Healthy Acadia is dedicated to building vibrant
communities and making it easler for people to make healthy choices for themselves and their families. They create lasting improvements
to the health of our communities by connecting individuats with heafth supports, building partnerships, coordinating education and
prevention services, and improving pelicies and environments. Healthy Acadia is a 501¢3 non profit with more than 100 partners. They
address critical locally defined health priorities across Hancock County. They serve as the Healthy Maine Partnership for Hancock County.

Schedule H, Part V, Section B, Line 3-Family Health Center - The Hospital Pantnered with Healthy Acadia to perform a comprehensive
community needs assessment, focused on the overall health of the community. The participants were a multifaceted representation of the
community, including business, public health, community health and healthcare providers. Healthy Acadia is dedicated to building vibrant
communities and making it easler for people to make healthy choices for themselves and their families. They create lasting improvements
to the health of our communities by connecting individuals with heaith supports, building parinerships, coordinating education and
prevention services, and improving policies and environments, Healthy Acadia is a 501c3 non profit with more than 100 partners. They
address critical locally defined health priorities across Hancock County. They serve as the Healthy Maine Partnership for Hancock County.

Schedule H, Part V, Section B, Line 3-Women's Health Center - The Hospital Partnered with Healthy Acadia to perform a comprehensive

community needs assessment, focused on the overall health of the community. The participants were a multifaceted representation of the

community, including business, public heaith, community heaith and healthcare providers. Healthy Acadia is dedicated to buitding vibrant
Schedule H (Form 990) 2013
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Part V- Section C - Supplemental Information For Part V Secton B (Continued)

comprehensive community needs assessment, focused on the overall health of the community. The participants were a multifaceted

community members through our public website and the ongoing implementation and workplan is documented by our Planning and Board

Schedule H (Form 980) 2013
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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?

Name and address Type of Facllity {describe)
1

10




Schedule H {Form 890} 2013 Page 9

I Supplemental information

Provide the following information.

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

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

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

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

5  Promotion of community health. Provide any other information important to describing how the organization’s hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (8.9., open medical staff, community
board, use of surplus funds, etc.).

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

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

Schedute H, Part |, Line 7 - The costing methodology utilized for this table were derived from Worksheet 2, Ratio of patient care cost to
charges with data from filed cosl reports for the filing fiscal year.

Schedule H, Part |, Line 7, Column [ - The bad debt expense included on Form 980, Part IX, line 25, Column A, but sublracted for puposes
of caculating the percentage in this column is 2,852,434

Schedule H, Parti, Line 7g - The Hospital provides to the community several provider based physician and specialty practices to serve this
rural island population. These practices are listed on Part V of this schedule. The facility subsidizes their operaling costs to maintain
access and coordination of care to our population.

Schedule H, Part Ill, Section A, Line 4 - Patient accounts receivable are stated at the amount that management expects to collect from
outstanding balances. Management provides for probable uncollectible amounts through a charge to operations and a credit to a valuation
allowance based on its assessment to individual accounts and historical adjustments, Balances that are still outstanding, after
management has used reasonable collection efforts are writlen off through a charge to the valuation allowance and a credit to the patiemt
accounts receivable. The Hospital follows the Medicare guidelings for altowable bad debts. It uses the following criteria. A, Establishing
that reasonable collection efforts were made B. Establishing that the accounts were uncollectible C. Establishing that there 15 no likelihood
of recovery at anytime in the future.

Schedule H, Part i, Section B, Line 8 - The IRS 990H instructions and guidance provide a template in worksheet 2 template as a way to
determine the overall cost to charge ratio that could be apptied throughout the IRS 990H form in order to convert charges to cost. Where
applicable, we have utilized the worksheet 2 template calculation. The only area where we did not utilize this template calculation was in
form 990H worksheet B, Line 2 and 6 Medicare allowable costs and payments related to the subsidized health services we utilized the
Medicare cost report estimated cost and payment for these services. The Hospital believes that provider based clinics listed in 1C above
should be and are considered a community benefit due to the fact that without the Hospital subsidizing and offering the services that these
clinics offer, the community at large would have to travel at least 45 to 65 minutes to the nearest like hospital and that hospital's service
offerings. As such, Mount Desert Island Hospital believes that by offering and subsidizing these clinics within its community and thus
enabling community members to have easy access and an easler commute for these services, that this benefits the whole community at
large.

Schedute H, Part I, Section C, Line 9b - The Hospital would not initiate collection efforts against a patient that qualified for a sliding fee
scale unless that patient failed to meet their obligation under a mutuatly agreed upon payment arrangement. After it was determined that
the patient did not qualify for a readjustment to their payment terms, the Hospital would follow normal notification practices dictated by our
collection policy which may resuit in the account sent to colfections. When a patient is referred out to collections but then applies for free or
discounted care, we pull the account back from colleclions when it is determined they qualily for one of the programs. If the collection
agency suspects that someone may need to apply for one of the programs, they send out an application and notify us. We make every

effort to screen as many people as possible before we send them Lo collections. Information about owr free and sliding scale programs are

Schedule H {Form 990) 2013
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pro
Maine and the United Stales Census Bureau, under guidelines set forth by the office of Management and Budget OMB. The Hospital

Schedule H (Form 930) 2013
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_service area HSA as defined hy the Maine Health Data Qrganization MHDO uses the statistical method where tha greatest.proportion of
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Schedule H, Part Vi, Statement 1 MOUNT DESERT ISLAND HOSPITAL
Form: Schedule H 01-0211797
Page: 3
Line Number: Part V Seclion A

Description of Facllity Information

Name, Address, Webslte and License No, c1 c2 Cc3 Cc4 C5 Cé c7 c8 Other FRG
MDI Dermatology Clinic Outpatient Clinic

322 Maln Strest

Bar Harbor, ME, 04609

MD! Urotogy Clinic OQutpatient Clinic

322 Main Street

Bar Harbor, ME, 04609

MDI General Surgery Clinic Quipatient clinic
17 Hancock Road
Bar HHarbor, ME, 04609

Community Dental Clinic Yes  Outpatient Clinic
16 Community Lane

Southwest Harbor, ME, 04679

www.mdihospital.org

C1 = Licensed hospital

C2 = General medical and surgical
€3 = Children's hospital

C4 = Teaching hospital

C5 = Criticat Access hospital

C6 = Research facitity

C7 =ER - 24 hours

C8 =ER - other

FRG = Facllily reporting group



| omBNo. 1545-0047

SCHEDULE J Compensation Information

{Form 980) For certain Offlcers, Directors, Trustees, Key Employees, and Highest
Compensated Employees
> Comp!ete if the organlzation answered “Yes" on Form 980, Part IV, line 23, ;
Department of the Treasury Attach to Form 990. > See separate instructions. Open to Ftubllc
Intérmnal Revenue Service ¥ Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
MOUNT DESERT ISLAND HOSPITAL 01-0211797

[l Questions Regarding Compensation

Yes | No

1a Check the appropriate box{es} if the organization provided any of the following to or for a person listed in Form
990, Part Vij, Section A, line 1a. Gomplete Part lIl to provide any relevant information regarding thess items.

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

[[] Discretionary spending account ] Personal services (e.g., 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 il to
explain. . . . . L L L L Lo 1b | v

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 in line
ta? . e e

3 Indicate which, if any, of the following the filing 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 CEO/Executive Director, but explain in Part IIl.

[ Compensation committea Written employment conivact
[ Independent compensation consultant Compensation survey or study
{1 Form 980 of other organizations Approval by the board or compensation commitiee

4  During the vear, did any person listed in Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-contro} payment?
Participate in, or receive payment from, a supplemental nonqualified retirement plan‘?
¢ Participate in, or receive payment from, an equity-based compensation arrangement?
If “Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item In Part III

o

Only section 501(c){3} and 501(c)(4) organizations must complete lines 5-9.
5  For persons listed in Form 990, Part VIl, Section A, line 1a, did the organizaiion pay or accrue any
compensation contingent on the revenues of:
a The organization?
b Any related crganization?
f “Yes" to line 5a or bb, describe in Part iII

6 For persons listed in Form 990, Part VIl, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? .
b Any related organization? .
If “Yes” to fine 6a or 6b, describe in Part III

7  For persons listed in Form 880, Part VI, Seclion A, line 1a, did the organization provide any non-fixed
paymenis not described in lines 5 and 87 If “Yes,” describeinPart® . . . . . . . . . . . .. 7 v

8  Were any amounis reported in Form 990, Part VI, paid or accrued pursuant to a contract that was subject
to the initial coniract exceplion described in Regulations section 53.4958-4(a){3)? if "Yes,” describe
inPartll . . . . L L L L e e e e e 8 v

9 If “Yes” to line 8, did the organization also follow the rebuliable presumption procedure described in
Regulations section 53.4958-6(c)? . . . . . . . . . . . L. L 000 L 000l o]

For Paperwork Reduction Act Notice, see the Instructions for Form 890, Cat. No. 500537 Schedule J (Form 990) 2013
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SCHEDULE L Transactions With Interested Persons | oM No. 1545-0047

{Form 990 or 990-EZ)| » complete if the organization answered “Yes” on Form 990, Part IV, line 26a, 25b, 26, 27, 28a, 2@ 1 3
28D, or 28¢, or Form 990-EZ, Part V, line 38a or 40b.

Department of the Treasury » Attach to Farm 890 or Form 990-EZ. P See separate instructions. Open To Public
Intemat Revenue Service > Information about Schedule L {Form 990 or 890-EZ) and its instructions Is at www.irs.gov/form890, Inspection
Namas of the organization Employer identification number

MOUNT DESERT ISLAND HOSPITAL 01-0211797

Excess Benefit Transactions (section 501(c)(3} and section 501{(c)(4) organizations only).
Complete if the organization answered *Yes” on Form 990, Part IV, line 25a or 25b, or Form 980-EZ, Part V, line 40b.

- ) {d} Gomrecled?
(b} Relationship be(%ienri\zglﬁs;;#ahﬂed person and {¢) Description of transaction
Yes | No

1 {a) Name of disqualified person

(1)
2)
)]
(4)
(5)
(6)
2  Enter the amount of tax incurred by the organization managers or disqualified persons during the year
under section 4958. . . . . . e

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

m Lcans 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 b, 6, ar 22.

{a} Name of Interested person | (b} Relationship | (¢} Purpose of (d) Loan to or {e} Criginal {f) Batance due  {{g} In default?; () Approved| (i) Wrilten
with arganization loan from the principal amount by board or | agreement?
organization? committes?

To From Yes | Mo ;i Yes | No | Yes | No

{1)
(2)
(3)
{4)
(5)
(6)
(7)
(8)
@
{10}
Total . . . . . . e e e e .. S

Grants or Assistance Benefiting 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

)]
2)
{3)
{4)
(6)
(6)
{7}
{8)
(9)
(109)
Far Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 50056A Schedule L. (Form $90 or 990-EZ) 2013




Schedule L (Form 990 or 930-E7) 2013 Page 2

1483  Business Transactions Involving Interested Persons.
Complete if the organization answered “Yes" on Form 990, Part 1V, line 28a, 28b, or 28¢.

{a) Name of Iaterasted person {b) Relationship between {c) Amount of {d) Description of transaction (e) Sharing of
interested person and the transaction organizalion's
organization rovenues?
Yes | No
(1) J and D Imaging John Benson MD Board member 379,708 | Equipment leasing and radiology s{ v
(2
3)
)
(5)
(6)
(7)
(8
{9)

10
ﬁ Supplemental Information

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

Schedule L (Form 890 or 990-EZ) 2013



SCHEDULE M

| oM No. 1545-0047

Noncash Contributions

(Form 990)
» Complete if the organizations answered "Yes” on Form 990, Part IV, lines 29 or 30
» Attach to Form 950. Open To Public
g?g%’;]mggfr:gégeszm?‘y B Information about Schedule M (Form 890) and its Instructions is at www.irs.goviformgg0, Inspection
Name of the organization Employer identification number
MOUNT DESERT ISLAND HOSPITAL 010211797
Types of Property -
a b e
Chfegk it | Number of c(mltribulions or | Dloneaeh f:;‘;’r't‘;‘(’,“gg Method of(fi)et-_ermining
applicable iterns contributed Form 990, Part VIIl, line 1g noncash contribution amounts
1 Art—Works of art
2  Art-—Historical ireasures .
3 Ant—Fractional interests .
4 Books and publications .
6 Clothing and household
goods . oo
6 Cars and other vehicles
7 Boats and planes
8 Intellectua! property .
9  Securities—Publicly traded . . v 7 515,927 [ Fair Markel Value
10  Securities—Closely held stock .
11 Securities—Partnership, LLG,
or trust Interests .
12  Securities—Miscellaneous
13  Qualified conservation
contribution—Historie
structures . ..
14  Qualified conservation
contribution—Cther
16  Real estate—Residential .
16  Real estate—Commercial
17  Real estate—Other .
18 Colleciibles
19  Foodinventory . .o
20 Drugs and medical supplies .
21 Taxidermy .
22  Historical artifacts .
23  Sclentific specimens
24  Archeologica! artifacts
25 Other»( )
26 Other» ( )
27 Other» ( )
28 OCther¥» (
20  Number of Forms 8283 recelved by the organization during the tax year for coniributions for
which the organization completed Form 8283, Part IV, Donse Acknowledgement . . . . . 29 0

Yes| No

30a During the year, did the organization receive by contribution any property reported in Part |, lines 1 - 28, that
it must hold for at least three years from the date of the initial contribution, and which is not required to be
used for exempt purposes for the entire holding period?
b If “Yes," describe the arrangement in Part il

31 Does the organization have a gift acceptance policy that requires the review of any non-standard |:i::
contributions? . . . . - 31| ¢

32a Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
confributions? . . . . . . . . . . . . . . . . . . . . .. .. laoiv

b If *Yes,” describe in Part Il.
33 I the organization did not report an amount in column (c} for a type of property for which column (a) is checked,
describe in Part il

For Paperwork Reduction Act Notice, see the Instructions for Form 990, Cat. No. 51227J Schedule M (Form 990) (2013}




Schedula M (Form 930} (2013) Page 2

m Supplemental Information. Provide the information required by Part |, lines 30b, 32b, and 33, and whether
the organization is reporting in Part |, column (b), the number of contributions, the number of items received,
or a combination of both, Also complete this part for any additional information.

Schedule M {Form 290) (2013)



SCHEDULE O Supplemental information to Form 990 or 990-EZ | oMmB No. 1545-0047

(Form 920 or 990-EZ) Complete to provide informatton for responses to specific questions on 2
Form 990 or 990-EZ or to provide any additional information. @ 1 3

Depariment of the Treasury » Attach to Form 980 or 990-EZ, _ Open to Public
Internal Revenue Service ¥ Information abaut Schedule O (Form 990 or 890-EZ) and its Instructions Is al www.irs.gov/form990. Inspection
Name of the organization Employer [dentification number

MOUNT DESERT ISLAND HOSPITAL 01-0211797

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 51056K Schedule O (Form 990 or 990-EZ) (2013)



Schedule O, Statement 1 MOUNT DESERT ISLAND HOSPITAL

Form: 990 01-0211797
Page: 1

Line Number:
Reasonable Cause Explanations

Explanation

no late filing
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Schedule R (Form 990) 2013 Page D

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

Schedule R (Form 990) 2013




Schedule R, Part Vi, Statement 1 MOUNT DESERT ISLAND HUSPITAL
Form: Schedule R 01-0214797
Page: 3
Line Number: Pait V Line 2

Descriptlon of Covered Relatlonshlps and Transaction Thresholds

Amt. invoived

Name Birch Bay Village Retirement Community 32,400
Transaction type a-iv
Method of determining amt. involved building costs allocated by square footage equal to amount of rent charged

Name Birch Bay Village Retirement Community 118,970
Transactlon type q
Method of determlning amt. involved Receivable account - a receivable account is maintained on the general ledger of

MDI Hospilal, as welt as an accounts payable account on the general ledger of

Birch Bay Viltage Retirement Community. Transfers to the Birch Bay Village

Retirement Community are recorded as recelvables at the time of transfer. A detall

of this account in maintalned in order to provide this information.




