Department of the Treasury
Internal Revenue Service

Under section 501(c), 527, or 4947(a)(1) of th
benefit trust or pr

Return of Organization Exempt From Income Tax

P The organization may have to use a copy of this return to satisfy state reporting requirements.

OMB No. 1545-0047

e Internal Revenue Code (except black lung
ivate foundation) Open to Public

Inspection

A For the 2012 calendar year, or tax year beginning

10/ 01, 2012, and ending

09/ 30,2013

C Name of organization

ST. MARY' S HOSPI TAL,

B Check if applicable:

I NC.

D Employer identification number

Address

change Doing Business As

06- 0646844

Name change

| it veturn 56 FRANKLI N STREET

Number and street (or P.O. box if mail is not delivered to street address)

E Telephone number

(203) 709- 6273

Room/suite

City or town, state or country, and ZIP + 4

WATERBURY, CT 06706- 1281

Terminated

Amended
return

G Gross receipts $

264, 226, 990.

Application
pending

F Name and address of principal officer: CHAD WABLE

56 FRANKLI N STREET WATERBURY, CT 06706-1281

H(a) Is this a group return for
affiliates?

H(b) Are all affiliates included?

Yes

Yes No

e D
]

| Tax-exempt status: | X | 501(c)(3) | | 501(c) ( ) « (insertno.) | | 4947(a)(1) or | | 527 If "No," attach a list. (see instructions)
J  website: p WAV STIVH. ORG H(c) Group exemption number P> 0928
K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 1907| M State of legal domicile: CcT
Summary
1 Briefly describe the organization's mission or most significant activities: _ _ _ __ ___ ____ ___ __ N ___ _ __ _ _ _ __ _ __ ________
g| SAINT_MARY S HEALTH SYSTEM PROVI DES EXCELLENT HEALTHCARE INJg™N
€| SPIRITUALLY ENRI CHED ENVIRONVENT TO IMPROVE THE HEATHOF &R) ¢
S| CawNiTY. T Q ___________________________
é 2 Check this box P> |:| if the organization discontinued its operations or disposed of ﬂ@'\ % of its net assets.
| 3 Number of voting members of the governing body (Part Vi, line1a) = = = . = ... . Na®........... 3 18.
§ 4 Number of independent voting members of the governing body (Part VI, line1b) #~_ 4 15.
E 5 Total number of individuals employed in calendar year 2012 (Part V, line 2a)_ @ ______________ 5 1, 930.
E 6 Total number of volunteers (estimate if necessary) = . . . . . . . .. . \ ________________ 6 182.
7a Total gross unrelated business revenue from Part VIII, column (C), line 1 0 _________________ 7a 1, 040, 400.
b Net unrelated business taxable income from Form 990-T, line 34 . 6 ................... 7b 416, 562.
6 Prior Year Current Year
o| 8 Contributions and grants (Part VIIl, line th) \ 907, 317. 732, 890.
g 9 Program service revenue (Part VIIl, line2g) . . . _ | - O Q PUBL?STI\TSECE)ETION 225,742,944, 239, 560, 411.
E 10 Investment income (Part VIII, column (A), lines 3, 4, an@ 4,628, 380. 4,137, 914.
11 Other revenue (Part VIII, column (A), lines 5, 6d 5, 744, 649, 5, 876, 260.
12 Total revenue - add lines 8 through 11 (must equ 237,023, 290. 250, 307, 475.
13 Grants and similar amounts paid (Part IX,‘coI 18, 091. 7, 850.
14 Benefits paid to or for members (Part | 0 0
@ 15 Salaries, other compensation, emglo 110, 773, 076. 111, 272, 363.
g 16 a Professional fundraising fees (Pa 0 0
< b Total fundraising expenses
“117 other expenses (Part IX, 110, 653, 720. 120, 659, 761.
18 Total expenses. Add lines TR 7 (must equal Part IX, column (A), line 25) . 221, 444, 887. 231, 939, 974.
19 Revenue less expenses. Subtractline 18 from liNe 12, . . . & v v o 4 v o v v v v e e et 15, 578, 403. 18, 367, 501.
S g Beginning of Current Year End of Year
‘§§ 20 Totalassets (Part X, ine 16) | . . . . . . . . L, 170, 223, 141. 187, 262, 087.
<2121 Total liabilities (Part X, ne26) 152, 298, 642. 137, 565, 692.
§§_’ 22 Net assets or fund balances. Subtractline21fromline20. . . . . . v v v v v v v w w0 v 17,924, 499. 49, 696, 395.

Part Il Signature Block

Under penalties of perjury, | declare that | have examined this return, including accompanyin:

g schedules and statements, and to the best of my knowledge and belief, it is true,

correct, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.

Sign
Here } Signature of officer Date
} Type or print name and title
Print/Type preparer's name Preparer's signature Date Cr?feck if PTIN
i self-
Ef‘f wrer |MARY- EVELYN ANTONETTI smployed » [ ]| PO0431862
UsepOnIy Firm's name P> KPMG LLP EIN » 13-5565207
Firm's address P> ONE FI NANCI AL PLAZA HARTFORD, CT 06103- 2608 Phoneno. B 860-522- 3200

May the IRS discuss this return with the preparer shown above? (see instructions)

[ X[ ves | [nNo

For Paperwork Reduction Act Notice, see the separate instructions.

JSA
2E1065 1.000

TU1334 2219 8/20/2014

2:07:29 PM V 12-7.12

Form 990 (2012)
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Fm 3868 Application for Extension of Time To File an

(Rev. January 2013) Exempt Organization Return OMB No. 1545-1709
Department of the Treasury

Internal Revenue Service P> File a separate application for each return.

e |f you are filing for an Automatic 3-Month Extension, complete only Part | and check thisbox _ . . . .. ... ... .... > X

e |f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il (on page 2 of this form).
Do not complete Part Il unless you have already been granted an automatic 3-month extension on a previously filed Form 8868.

Electronic filing (e-file). You can electronically file Form 8868 if you need a 3-month automatic extension of time to file (6 months for
a corporation required to file Form 990-T), or an additional (not automatic) 3-month extension of time. You can electronically file Form
8868 to request an extension of time to file any of the forms listed in Part | or Part Il with the exception of Form 8870, Information
Return for Transfers Associated With Certain Personal Benefit Contracts, which must be sent to the IRS in paper format (see
instructions). For more details on the electronic filing of this form, visit www.irs.gov/efile and click on e-file for Charities & Nonprofits.

Automatic 3-Month Extension of Time. Only submit original (no copies needed).
A corporation required to file Form 990-T and requesting an automatic 6-month extension - check this box and complete

PAILIONY | . e ettt e e e e e e e e e e e e > ]
All other corporations (including 1120-C filers), partnerships, REMICs, and trusts must use Form 7004 to request an extension of time

to file income tax returns. Enter filer's identifying number, see instructions
Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
Type or
print ST. MARY'S HOSPITAL, INC. 06-0646844
File by the Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)
due date for
filing your 56 FRANKLIN STREET
Fetlir”- tsee City, town or post office, state, and ZIP code. For a foreign address, see instructions.
Instructions.
WATERBURY, CT 06706-1281
Enter the Return code for the return that this application is for (file a separate application foreachreturn) . . . . . . . .. ... |_O|i,
Application Return | Application Return
Is For Code Is For Code
Form 990 or Form 990-EZ 01 Form 990-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 4720- (individual) 03 Form 4720 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

e The books are in the care of » KYLE JURCZYK

Telephone No. » 203 709-6111 FAXNo.» 203 709-5215
e |f the organization does not have an office or place of business in the United States, check thisbox , . . . . . . ... ... .. | 2 |:|
e |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) 0928 . If this is
for the whole group, check thisbox | | . . . . | 2 |:| . If it is for part of the group, check thisbox_ . ., . . .. | 2 |_, and attach

a list with the names and EINs of all members the extension is for.
1 | request an automatic 3-month (6 months for a corporation required to file Form 990-T) extension of time

until 05/15 20 14 | to file the exempt organization return for the organization named above. The extension is
for the organization's return for:

» | | calendar year 20 ___or

» | X | tax year beginning 10/01 ,2012 , andending 09/30 ,20 13

2  If the tax year entered in line 1 is for less than 12 months, check reason: |:| Initial return |:| Final return
Change in accounting period

3a If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 3al$
b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit. 3b|$
¢ Balance due. Subtract line 3b from line 3a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. 3c|$
Caution. If you are going to make an electronic fund withdrawal with this Form 8868, see Form 8453-EO and Form 8879-EO for payment instructions.
For Privacy Act and Paperwork Reduction Act Notice, see Instructions. Form 8868 (Rev. 1-2013)
JSA

2F8054 2.000

vV 12-7.12 798511 PAGE 1



Form 8868 (Rev. 1-2012) Page 2
e |f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il and check thisbox, , . . .. .. | 2 w
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868.
e |f you are filing for an Automatic 3-Month Extension, complete only Part | (on page 1).

Additional (Not Automatic) 3-Month Extension of Time. Only file the original (no copies needed).

Enter filer's identifying number, see instructions

Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
Type or
print ST. MARY"S HOSPITAL, INC. 06-0646844

Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)
File by the
due date for 56 FRANKLIN STREET |:|
:iéitz?n?l%ire City, town or post office, state, and ZIP code. For a foreign address, see instructions.
instructions. WATERBURY, CT 06706-1281
Enter the Return code for the return that this application is for (file a separate application foreachreturn) . . . . .. ... ... | 0| 1 |
Application Return | Application Return
Is For Code |Is For Code
Form 990 01
Form 990-BL 02 Form 1041-A 08
Form 990-EZ 01 Form 4720 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

STOP! Do not complete Part Il if you were not already granted an automatic 3-month extension on a previously filed Form 8868.
e The books are in the care of » KYLE JURCZYK

Telephone No. » 203 709-6111 ] FAXNo. » 203 709-5215 ]

e |f the organization does not have an office or place of business in the United States, check thisbox , . . . . . . ... ... .. | 2 |:|
e |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) 0928 . If this is
for the whole group, check thisbox | | . . . . | 2 |:| . If it is for part of the group, check thisbox_ . ., . . .. | 2 |_, and attach a

list with the names and EINs of all members the extension is for.

4 | request an additional 3-month extension of time until 08715 , 20 13

5  For calendar year , or other tax year beginning 10/01 ,20 11 , andending 09/30 ,2012

6 If the tax year entered in line 5 is for less than 12 months, check reason: |_, Initial return |_, Final return

Change in accounting period
7  State in detail why you need the extension INFORMATION NECESSARY TO PREPARE A COMPLETE AND
ACCURATE RETURN IS NOT YET AVAILABLE.

8a If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 8al$
b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit and any

amount paid previously with Form 8868. 8b|$
c Balance Due. Subtract line 8b from line 8a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. 8c|$

Signature and Verification must be completed for Part Il only.

Under penalties of perjury, | declare that | have examined this form, including accompanying schedules and statements, and to the best of my knowledge and belief,
it is true, correct, and complete, and that | am authorized to prepare this form.

Signature »> Title P> Date P>
Form 8868 (Rev. 1-2012)

JSA

1F8055 4.000

TU1334 2219 V 11-6.5 798511 PAGE 1



ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Form 990 (2012) Page 2
U  Statement of Program Service Accomplishments
Check if Schedule O contains a response to any questioninthisPart Ill . . . .. ... ... ... ... ...,

1 Briefly describe the organization's mission:
SAINT MARY' S HEALTH SYSTEM PROVI DES EXCELLENT HEALTHCARE I N A
SPI RI TUALLY ENRI CHED ENVI RONMVENT TO | MPROVE THE HEALTH OF OUR
COMMUNI TY. SEE SCHEDULE O

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ7 L L e e
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program

services? Yes No
........................................................ [ Jves [X]

If "Yes," describe these changes on Schedule O.
4 Describe the organization's program service accomplishments for each of its three largest program services, as measured by

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

|:| Yes No

4a (Code: ) (Expenses $ 95, 907, 429. including grants of $ ) (Revenue $ 134, 777, 490. )
I NPATI ENT SAI NT MARY' S REMAI NS COVMM TTED TO PROVI DI NG THE HI GHEST
QUALI TY CARE FOR OUR PATI ENTS. THE HGOSPI TAL PROVI DED | NPATI ENT
TREATMENT FOR 11, 830 | NPATI ENTS I N 2013. PLEASE SEE SCHEDULE O FOR
ADDI Tl ONAL | NFORMATI ON ABOUT SAI NT MARY' S | NPATI ENT SERVI CES
PROGRAM

4b (Code: ) (Expenses $ 81, 740, 693. including grants of $ 7.850. ) (Revenue $ 108, 364, 555. )
OUTPATI ENT SAI NT MARY' S HEALTH SYSTEM EXTENDS FROM WATERBURY TO
WOLCOTT, NAUGATUCK, SOUTHBURY AND PROSPECT. I N 2013, 215, 256
PATI ENTS CHOSE SAI NT MARY' S FOR QUTPATI ENT CARE. PLEASE SEE
SCHEDULE O FOR ADDI TlI ONAL | NFORVATI ON ABOUT THE QOUTPATI ENT
SERVI CES PROGRAM

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

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

(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses P 177,648, 122.
2E1055 000 Form 990 (2012)

TU1334 2219 8/20/2014 2:07:29 PM V 12-7.12 798511 PAGE 2



ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Form 990 (2012) Page 3
Checklist of Required Schedules
Yes No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete SChedUlE A . v . v i i e e e e e e e e e e e e e e e e e e e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? . . ... .. .. 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C,Partl. . . . . . . . v o v i i v i i i v it e e e 3 X
4  Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C,Partll. . . . . . . . v o v o v i v vt oo v o 4 X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If "Yes," complete Schedule C,
Part lll o v e o e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
"Yes," complete Schedule D, Partl . . . & o v o v i i i i s s e e e e e e e e e e e e e s 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Partll. . . . . .. . .. 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part ll « . v v v v v v v e e e e e e e e e e e e e e e e e e e e e e e e e e e 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If "Yes," complete Schedule D, PartIV . . . . . .« . v o v it i i i i e e 9 X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes," complete Schedule D, PartV , . ... .. 10 X
11 If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VII, VIII, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"
complete Schedule D, PArt VI L . . . o Lttt e e e e e e e e e e 11a| X
b Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIl |, . . . . ... ... ...... 11b X
¢ Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIIl, . . . . ... ... ...... 1llc X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 16? If "Yes," complete Schedule D, Part IX . . . . . . . . . . ... . @ . uuiuenen.. 11d X
e Did the organization report an amount for other liabilities in Part X, line 257 If "Yes," complete Schedule D, Part X [1lle X
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 , . , . ., . 11f X
12 a Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,"
complete Schedule D, Parts Xland XIl . . . . v o 0 o v i i i s e e s e s e e e e e e e e e e e e s 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If "Yes," and if
the organization answered "No" to line 12a, then completing Schedule D, Parts Xl and Xllisoptional . . . . . « « = v o v o 12b X
13 Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete ScheduleE . . .. ... ... 13 X
14 a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . ... ... 1l4a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes," complete Schedule F, Partsland IV. . . . . . ... .. 14b X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes," complete Schedule F, Parts lland IV . . . . . .. 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If "Yes," complete Schedule F, Parts llland IV . . . . . . .. ... 16 X
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 X
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, Partll . . . . . . . . o v it i i v it it it s e 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If"Yes," complete Schedule G, Part lll . . . . v v v o v i v i s s s e s e e e e e e e e e e e e e 19 X
20 a Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH . . . ... .... ... 20a| X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? . . . . . . 20b X
JSA Form 990 (2012)
2E1021 1.000

TU1334 2219 8/20/2014 2:07:29 PM V 12-7.12 798511
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Form 990 (2012) Page 4
Checklist of Required Schedules (continued)
Yes No
21 Did the organization report more than $5,000 of grants and other assistance to any government or organization
in the United States on Part IX, column (A), line 1? If "Yes," complete Schedule I, Partsland Il . . . .. ... ... 21 X
22 Did the organization report more than $5,000 of grants and other assistance to individuals in the United States
on Part IX, column (A), line 2? If "Yes," complete Schedule |, Partsland lll . . . ... ... ............. 22 X
23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete Schedule J ., . . . . . . i it i i i e e e e e e e e e e e e e e 23 X
24 a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes," answer lines 24b
through 24d and complete Schedule K. If “N0,” gOt0 liNE 25 . . . . . v v v v v o e e e e e e e e e e e e e e e e e 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . . . . . . 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . . . . . .. L L e e e e e e e e e e 24c
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?. . . . . . . 24d
25a 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! . . . . ... ... ... .. .. .. 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
If"Yes," complete Schedule L, Part 1. . . . . o i i i it i e s e e e e e e e e e e e e e e e e e 25b X
26  Was aloan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization's tax year? If "Yes," complete Schedule L, Part Il , | 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If "Yes," complete Schedule L,Partlll . . ... .......... 27 X
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, PartIV. . . . . . .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes,” complete
Schedule L, Part IV . . o v i e e e e e e e e e e e e e e e e e e e e e e e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L,PartIvV . . . . ... .. 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M, . . . . . . . . i i i i e e e e e e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
2 o 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part 1. . . v v v v v ot et et et e e et e e et e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R,Partl. . . . . . . ... ... ... .. 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part II, Il
OrIV,and Part V, liNE L. . . o v i v i i e i e e e e e e e e e e e e e e e e e e e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? . . . .. .. .. ... .. 35a X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V,line2 , _ , . . . 35b X
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, Part V,line 2, . . . . . . . . . . @ i i i i v it it e e u 36 X
37 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,
PatVl o v v et e e e e e e e e e O I 14 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
192 Note. All Form 990 filers are required to complete ScheduleO . . . . ... .. ... ... ... ....... 38 X
Form 990 (2012)
JSA
2E1030 1.000
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PAGE 4



ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Form 990 (2012)
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response to any questioninthisPartV. . . . ... ... it [ ]

la

Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable la 160

b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable 1b 0

¢ Did the organization comply with backup withholding rules for reportable payments to vendors and

2a

3a

4a

Sa

Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return | | 2a 1,930

1c

If at least 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," provide an explanation in Schedule O , , . . ... ... ...
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
BCCOUNE) 7 L L L i e e e e e e e e e e e e e e e e e e e e e e e e
If “Yes,” enter the name of the foreign country:»
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.

Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? . . ... . ..

b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction?

¢ If "Yes" to line 5a or 5b, did the organization file Form 8886-T?

6a

Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributions? . . . . . ... ...
If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible? . . . . . . L. 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

c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was

oQ ™o o

12a

13

c
1l4a
b

required to file FOrm 82827 . . . v v i v i i e e e e e e e e e e e e e e e e e e e e e s
If "Yes," indicate the number of Forms 8282 filed duringtheyear . . . ... ... .......

2b

3a

3b

4a

5a

5b

5c

6a

6b

7a

7b

7cC

Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? , | .
Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract?
If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? , . .
If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-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

Section 501(c)(7) organizations. Enter:
Initiation fees and capital contributions included on Part VIII, line 12 10a

7e

7f

79

7h

9a

9b

Gross receipts, included on Form 990, Part VIII, line 12, for public use of club faciltes , . . . [10b

Section 501(c)(12) organizations. Enter:
Gross income from members or shareholders 1lla

Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them.) 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) qualified nonprofit health insurance issuers.

Note. See the instructions for additional information the organization must report on Schedule O.
Enter the amount of reserves the organization is required to maintain by the states in which

the organization is licensed to issue qualified health plans 13b

13a

Enter the amount of reserves on hand 13c

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

1l4a

X

14b

JSA

2E1040 1.000
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Form 990 (2012) ST. MARY'S HOSPI TAL, | NC. 06- 0646844 Page 6
il Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No"

response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.
Check if Schedule O contains a response to any questioninthisPartVIl. . . . . . . . v o v v v v v i oo o o o

Section A. Governing Body and Management
Yes | No
la Enter the number of voting members of the governing body at the end of the taxyear. « « + = « « + o o v la 18
If there are material differences in voting rights among members of the governing body, or if the governing
body delegated broad authority to an executive committee or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . . 1b 15
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? . . . . . . . . i i i L i e e e s e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . . | 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . . 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . . 5 X
6 Did the organization have members or stockholders? . . . . . . . . . o L L e e s e e 6 X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . . . . . . L L e e e e e s e e e s 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governingbody? . . . . . . . . o v i v i i it i s e e 7b | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing body?. . . v o o v v i i i e e e e e e e e e e e e e e e e e e ga | X
b Each committee with authority to act on behalf of the governingbody? . . . . ... ... .. .. ... ... gb | X
9 Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses in Schedule O , . ., . ... ... .. 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? . . . . . . . . .. .. ... 0o v oo 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . . . [10b
1la Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . . [11a X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If "No," gotoline13 . . .. ... .. .. ... ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
MSE 10 CONlICES? + v v v i i s e et e e e e e e e e e e e e e e e e e e e e e e e e e e e e 12b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule O oW thiSWas dONE . .+« v v v v v v e e e e e e e e e e e e e e e e e e e e 12¢| X
13  Did the organization have a written whistleblower policy?. . . . . . . . . . 0 i o i i i i e e e . 13 | X
14  Did the organization have a written document retention and destruction policy?. . . . . . . .. ... .. ... .. 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top managementofficial . . . .. ... ... ... ..o ... 15a| X
b Other officers or key employees of theorganization . . . . . . . . . i v i i i i i i e e e e e e e e e 15b | X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity during the year? . . . . . . . . . . L e e e e e e e e e e e e e 16a| X
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its

participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements? | . . . . . . . .. .. ... ... . . ... 16b| X

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed » Cr
18 Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.
Own website Another's website Upon request |:| Other (explain in Schedule O)
19 Describe in Schedule O whether (and if so, how), the organization made its governing documents, conflict of interest policy,
and financial statements available to the public during the tax year.
20 State the name, physical address, and telephone number of the person who possesses the books and records of the
organization: P>KYLE JURCZYK 56 FRANKLI N STREET WATERBURY, CT 06706- 1281 203-709- 6111
JSA Form 990 (2012)
2E1042 1.000
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Form 990 (2012) ST. MARY' S HOSPI TAL, | NC. 06- 0646844 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response to any questioninthisPartVIl . .. ... ..............
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

la Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

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

e List all of the organization's current key employees, if any. See instructions for definition of "key employee."

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

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

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

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

|:| Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.

(©)
(A) (B) Position (D) (E) F)
Name and Title Average | (do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation | compensation from amount of
week (iistany| officer and a director/trustee) from relgteq com og:\zration
h:::;fef:f 33 3 g 5 %g g orga:;:ation (Wo-rZEJI?r(;I;gEIho/ITSC) frzm the
organizations | 3 5 | £| 8 | 8|22 | 3 | (W-2/1099-MISC) organization
below dotted | & 8. | S S| 8q and related
ine) = g % ~(<$ é organizations
(QCHAD WABLE | _40.00
PRESI DENT AND CEO 10.00| X X 511, 122. 0 137, 204.
(2)JOSEPH GARLSON, 11 | _4.00
TREASURER 4.00| X X 0 0 0
(B MOST REV. HENRY J. MANSELL | _2.00
CHAI RVAN 2.00| X X 0 0 0
_(4)REV. MONSI GNOR JAVES COLEMAN_ _ | 1.00
VI CE CHAI RVAN 4.00| X X 0 0 0
(5)STEPHEN R GRIFFIN_ESQ | _4.00
SECRETARY 4.00| X X 0 0 0
(6)JEROME SUAR_MD. | _4.00
CH EF OF STAFF 3.00| X 0 0 0
(S MRKABIN, MD____ | 1.00
DI RECTOR 2.00| X 49, 000. 0 0
(B GARRETT CASEY | _4.00
DI RECTOR 2.00| X 0 0 0
(9)SISTER DOLORES LAHR | _2.00
DI RECTOR 2.00| X 0 0 0
10)JOSEPH MENGACCI,_ ESQ | _4.00]
DI RECTOR 2.00| X 0 0 0
APWLLIAMMORRIS | _1.00
DI RECTOR 4.00| X 0 0 0
(A2MCHAEL OBRIEN | 1.00]
DI RECTOR 1.00| X 0 0 0
(3)DAVID ROBINSON | 2.00]
DI RECTOR 3.00| X 0 0 0
14)ROBERT ROSCCE | _1.00]
DI RECTOR 1.00| X 0 0 0
JSA Form 990 (2012)
2E1041 1.000
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ST. MARY' S HOSPI TAL,

I NC.

06- 0646844

Form 990 (2012) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation | compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
related 1S3 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations 5 £ E E g :é—,g g (W-2/1099-MISC) organization
below dotted | & & | & s (a5 | and related
line) g g § % mé organizations
15 JAMBSC SMTH | 400
DI RECTOR 1.00| X 0 0 0
16) CGHRISTINE SULLIVAN ESQ | 1 1.00]
DI RECTOR 4.00| X 0 0 0
17) JAMES UBERTI, MD. | 1 1. 00]
DI RECTOR 40. 00| X 0 212, 801. 9, 437.
18) THE HONORABLE LINDA WHBEY | 1 1.00]
DI RECTOR 4.00| X 0 0 0
19) MCHAEL KARNASIEWCZ, MD_ | 1 1.00]
DI RECTOR 1.00| X 0 0 0
20) ROBERTRILEY | 40.00]
CFO X 113, 625. 0 19, 320.
21) SANDRAROBA | 40.00]
VP PATI ENT SERVI CE CNO X 500, 796. 0 18, 523.
22) MCHAEL NOVAK | 40.00]
VP OPERATI ONS X 245, 646. 0 42, 760.
23) CARAYNCRRELL | 40.00]
CHI EF | NFORVATI ON OFFI CER X 186, 229. 0 5, 022.
2) M _CLARK KEARNEY | 40.00]
VP HUMAN RESOURCES X 213, 697. 0 38, 497.
25) JosEPHOONNOLLY | 40.00]
CHI EF MARKETI NG OFFI CER X 166, 152. 0 35, 336.
1b Sub-total | e > 260, 122. L 137, 204.
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2 2,108, 597. 559, 418. 254, 156.
d Total (add lines 1b and 1C) « « « « = v v v vt w v v e e e e e e e e e e e »| 2,668, 719. 559, 418. 391, 360.
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization » 114
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . .. ... ... ..., 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INIVIAUAL . & . v et e e e e e e e e e e e e e e e e e e e e e e e e e e e 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson ., ... ............ 5 X

Section B. Independent Contractors

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

year.

(A

Name and business address

B)

Description of services

©
Compensation

ATTACHVENT 1

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

61

JSA

2E1055 3.000
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Form 990 (2012) Page 8
REWRYIl  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation | compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
related S 3| 21218 (3&|3| organization | (W-2/1099-MISC) from the
organizations | & < Z13|el|53 2 (W-2/1099-MISC) organization
belowdotted [ € | 5|~ |3 [5& |5 and related
oL |3 =|loQ o
line) S| D 2 1=} organizations
5|3 3| 3
¢l :
o
26) STEPHEN HOLLAND, MD | 40.00]
VP/ CMO ( ROTATED OFF 8/ 3/2012) X 310, 268. 0 19, 548.
27) ELIZABETH BGZZUTO | 40.00]
VP SURA CAL SERVI CES X 253, 094. 0 41, 499.
28) STEVEN SCHNEIDER, MO | 1 1. 00]
CMO 40. 00 X 0 346, 617. 20, 483.
29) RBERTHALKO____ | ]
VP AND CFO ( FORMER) X 119, 090. 0 3, 731.
1b Sub-total e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1C) . . . = & & & @ @ @ i i i it e e e e e e e e e e >
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization » 114
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . . . . . . . v v v v i v it e e e 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INIVIAUAL . 4 o e e e e e e e e e e e e e e e e 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson ., ... ............ 5 X

Section B. Independent Contractors

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

year.

(A

Name and business address

B)

Description of services

©
Compensation

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

more than $100,000 in compensation from the organization »

JSA
2E1055 3.000
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Form 990 (2012)
Part VIl

ST. MARY'S HOSPI TAL,

I NC.

06- 0646844

Page 9

Statement of Revenue

Check if Schedule O contains a response to any question in this Part VIII

(GY (C)] © (D)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512,513, 0r 514

% % la Federated campaigns . . . . . . . . la
52| b Membershipdues . ........ 1b
5/:1" < ¢ Fundraisingevents . . . . . .. .. ic
o= d Related organizations . . . . . . . . 1d 311, 353.
2% e Government grants (contributions) . . | 1e 421, 537.
%g f  All other contributions, gifts, grants,
E o) and similar amounts not included above . L_1f
é;% g Noncash contributions included in lines 1a-1f: $
h Total. Addlines 1a-1f . « « « & & v & 4 o o o o v o o u « s > 732, 890.
% Business Code
% 2a NET PATI ENT REV. 900099 239, 560, 411. 239, 560, 411.
[vd
g b
> c
& d
| e
§’ f All other program service revenue . . . . .
a g Total. Addlines2a-2f . + « v i i i i i e e e > 239, 560, 411.
3 Investment income (including dividends, interest, and
other similar amounts). ATTAGHNENT 2, > 3, 846, 786. 10, 600. 3, 836, 186.
4 Income from investment of tax-exempt bond proceeds . . . > 0
5  Royalties « + =« + o+ ossttte e sxa e > 0
(i) Real (ii) Personal
6a Grossrents . . . . . . . . 1,264, 826.
b Less: rental expenses . . .
¢ Rental income or (loss) 1, 264, 826.
d Netrentalincomeor (I0Ss). + « + &« v &« v & v & v 0 4 0w > 1, 264, 826. 1, 264, 826.
(i) Securities (ii) Other
7a Gross amount from sales of
assets other than inventory 14,210, 643.
b Less: cost or other basis
and sales expenses . . . . 13, 689, 914. 229, 601.
c Gainor(loss) + + + + + + » 520, 729. - 229, 601.
d Netgainor(IoSs) - « « « « ¢ v+ & v+ & v+« x o uxa > 291, 128. 291, 128.
g 8a Gross income from fundraising
S events (not including $
5 of contributions reported on line 1c).
x See PartIV,line 18 . « + « « v v v v . . a
g Less: directexpenses . . . . . . .. .. b
6 Net income or (loss) from fundraisingevents . . . . . . . . > 0
9a Gross income from gaming activities.
See PartIV,line19 , , . ... ..... a
Less: directexpenses . + .+ . 4 0 4. b
Net income or (loss) from gaming activities . . . . . . . . . > 0
10a Gross sales of inventory, less
returns and allowances , ., , ... ... a
b Less:costofgoodssold. . . . . . . .. b
¢ Net income or (loss) from sales of inventory, , . . .. ... » 0
Miscellaneous Revenue Business Code
11a CAFETERI A & DI ETARY 900099 1,172, 808. 1,172, 808.
b PARKI NG 812930 320, 238. 320, 238.
¢ PHYSI CI AN MALPRACTI CE PREM UVS 524298 604, 332. 604, 332.
d Allotherrevenue . « = v &« v v & v &+ o« 624410 2,514, 056. 2,088, 588. 425, 468.
e Total. Addlines 11a-11d « « = + &« + & & &4 & s & = & = 2 | 2 4,611, 434.
12 Total revenue. Seeinstructions . . + . « v v v o . . . .. | 2 250, 307, 475. 243,142, 045. 1, 040, 400. 5,392, 140.
A Form 990 (2012)
2E1051 1.000
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Form 990 (2012)

ST. MARY'

S HOSPI TAL,

I NC.

06- 0646844

Page 10

REVRENE Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).

Check if Schedule O contains a response to any question in this Part IX

Do not include amounts reported on lines 6b, 7b, Total eﬁpenses Progra(nB1)service Managt(e%)ent and Func(llrja)ising
8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to governments and
organizations in the United States. See Part IV, line 21 . 71 850. 7! 850.
2 Grants and other assistance to individuals in
the United States. See Part IV, line22, . . . .. 0
3 Grants and other assistance to governments,
organizations, and individuals outside the
United States. See Part IV, lines 15 and 16_ | , . 0
Benefits paid toor formembers , . . . . . ... 0
Compensation of current officers, directors,
trustees, and key employees , . . .. ... .. 2,987, 423. 1,493, 711. 1,493, 712.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B) 49, 000. 49, 000.
7 Other salaries and wages . . . . . . . . . . . . 81, 508, 056. 69, 437, 612. 12,070, 444,
8  Pension plan accruals and contributions (include section
401(k) and 403(b) employer contributions) . . . . . . 9, 328, 877. 7,832, 170. 1, 496, 707.
9 Other employee benefits . . . . . . . . . . .. 11,103, 678. 9, 322, 225. 1, 781, 453.
10 Payrollaxes « « « v« v e v v v w e e e 6, 295, 329. 5, 285, 318. 1,010, 011.
11 Fees for services (non-employees):
& Management . . ... ............ 0
b legal . ... ... 1,398, 157. 372, 039. 1,026, 118.
C ACCOUNEING & & v v v e e e e ee e e 237,442, 59, 360. 178, 082.
d LobbYiNg . v i i 152, 345. 152, 345.
e Professional fundraising services. See Part IV, line 17 0
f Investment managementfees . . . . . ... 0
g Other. (if line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O.), ., . . . . 17, 4741 941. 7, 7631 566. 9, 711, 375.
12 Advertising and promotion _ _ . . . . ... .. 574, 371. 430, 778. 143, 593.
13 Office eXpenSes « v v v v v v v v v v w e u s 8, 386, 385. 5, 791, 578. 2,594, 807.
14  Information technology. . . . . . . . .. . .. 0
15 Royalties. . . . ... oo i i i 0
16 OCCUPANCY . o o v v e e e e 11, 874, 353. 7, 055, 209. 4,819, 144.
17 Travel . . . o e e 304, 458. 182, 675. 121, 783.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0
19 Conferences, conventions, and meetings . . . . 222, 720. 133, 632. 89, 088.
20 Interest . . . . . . ... 1,526, 817. 381, 704. 1,145, 113,
21 Payments toaffiliates, . . ... ........ 0
22 Depreciation, depletion, and amortization , , , . 9,189, 537. 2,297, 384. 6, 892, 153.
23 Insurance . . . . . . . . ... 9, 608, 542. 5, 765, 125. 3, 843, 417.
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
a CONTRACT AND PHYSI C AN FEES 7,775, 425. 7,775, 425.
pBAD DEBT 12, 069, 248. 12, 069, 248.
¢MEDI CAL_SUPPLIES 33, 669, 967. 30, 302, 970. 3, 366, 997.
dCONSULTING _ 3, 745, 021. 2,247, 013. 1, 498, 008.
e All other expenses _ _ _ ______________ 2,450, 032. 1, 592, 530. 857, 502,
25 Total functional expenses. Add lines 1 through 24e 231, 939, 974. 177, 648, 122. 54, 291, 852.
26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here p |:| if
following SOP 98-2 (ASC 958-720) . . . . .. . 0
S 052 1.000 Form 990 (2012)
TU1334 2219 8/20/2014 2:07:29 PM V 12-7.12 798511 PACGE 11



ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Form 990 (2012) Page 11
Balance Sheet
Check if Schedule O contains a response to any questioninthisPart X . .. .................. | X]
(A (B)
Beginning of year End of year
1 Cash-non-interest-bearing . . .. ... .. ... ..., 21,808, 238. | 1 28, 153, 440.
2 Savings and temporary cashinvestments_ . . . . . . ... ... ... ... 38, 154.| 2 28, 942.
3 Pledges and grants receivable,net _ . . . . .. ... ... ... ... ... -41,030.| 3 31, 774.
4 Accounts receivable,net . L 31,789,432.| 4 28, 776, 370.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L _ _ . . . . . . . .. .. .. .. .. ... .. 0 5 0
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
” organizations (see instructions). Complete Part Il of ScheduleL . . . . . ... 0 6 0
‘sn‘.) 7 Notes and loans receivable,net . . . . . . .. . ... ... ... ... ... 1,831,088.| 7 - 260, 186.
2| 8 |Inventoriesforsaleoruse .. ..., ... ... .. .. ... 2,616, 365.| 8 2,220, 053.
9 Prepaid expenses and deferredcharges . . . .. ... ... ... .. ... 1,435,598.| 9 1,914, 476.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 180, 915, 250.
b Less: accumulated depreciation, . . . ... ... 10b 119, 872, 035. 54,022, 759. |10c 61, 043, 215.
11 Investments - publicly traded securities , , . .. ....... ATCH 3 16, 043, 637. | 11 18, 505, 914.
12 Investments - other securities. See Part IV, line 11, ., . . . ... ....... 40,524, 781.| 12 46, 720, 286.
13 Investments - program-related. See Part IV, line 11 | _ . . . . .. ... ... 0 13 0
14 Intangible @SSEtS . . . . . . ... i 0 14 0
15 Otherassets. See Part IV, line 11, . . . . .. . . . @ i i 154, 119.| 15 127, 803.
16  Total assets. Add lines 1 through 15 (must equal line 34) . . . ....... 170, 223,141.| 16 187, 262, 087.
17  Accounts payable and accrued expenses. . . . . . . . . i 29,579, 063. | 17 37, 596, 331.
18 Grantspayable, . . . . . . ... ... ... Q18 0
19 Deferredrevenue . . . . . ... ... ... Q19 0
20 Tax-exempt bond liabilties . . . .. ... ... ... ... 23, 053, 484. | 20 21, 332, 784.
¢ |21  Escrow or custodial account liability. Complete Part IV of Schedule D |, | | | Q21 0
=]22 Loans and other payables to current and former officers, directors,
% trustees, key employees, highest compensated employees, and
~ disqualified persons. Complete Part Il of Schedule L , , _ . . .. .. ... .. g 22 0
23 Secured mortgages and notes payable to unrelated third parties | | | . . . . g 23 0
24 Unsecured notes and loans payable to unrelated third parties, . , . . . . .. Q 24 0
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D . . . . . . . . 99, 666, 095. | 25 78, 636, 577.
26 Total liabilities. Add lines 17 through25. . . . . . . . . v v v v v v v v v W 152, 298, 642. | 26 137, 565, 692.
Organizations that follow SFAS 117 (ASC 958), check here » m and
3 complete lines 27 through 29, and lines 33 and 34.
§ 27 Unrestricted netassets _ . ... 71, 963.| 27 31,172, 558.
&|28 Temporarily restricted netassets ... .. 2,546, 738.| 28 2, 269, 137.
=129 Permanently restrictednetassets. . . . ... ......... .. ... ... 15, 305, 798. | 29 16, 254, 700.
T Organizations that do not follow SFAS 117 (ASC 958), check here P> |:| and
5 complete lines 30 through 34.
,g 30 Capital stock or trust principal, or currentfunds = = . . . ... ..... 30
@131 Paid-in or capital surplus, or land, building, or equipment fund . 31
f 32 Retained earnings, endowment, accumulated income, or other funds | 32
2|33 Total net assets or fund balances 17,924, 499. | 33 49, 696, 395.
34 Total liabilities and net assets/fund balances. . . . . « v v v v v v b h v e 170, 223, 141. | 34 187, 262, 087.
Form 990 (2012)
JSA
2E1053 1.000
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Form 990 (2012) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response to any questioninthisPart XI. . .. ..............
1 Total revenue (must equal Part VIII, column (A),line 12) . . . . . . v o v o v i v v i i o v e 1 250, 307, 475.
2 Total expenses (must equal Part IX, column (A),line25) . . . . . . . v v i vt v it i i e 2 231, 939, 974.
3 Revenue less expenses. Subtractline2fromline 1. . . . . v v v o o v v v i d nh i e e e 3 18, 367, 501.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . . . . 4 17,924, 499.
5 Net unrealized gains (losses)oninvestments . . . . . . . . . o i i h i e 5 401, 000.
6 Donated services and use of facilities . . . . . . . . . . L L L e e e e e 6 0
7 Investment eXpensSesS . « v v vt v v b h e e e e e e e e e e e e e e e e e e e e e s 7 0
8 Priorperiodadjustments . . . . . . . L L e e e e e e e e e s 8 0
9 Other changes in net assets or fund balances (explainin ScheduleO) . . . . . . . ... ... ... 9 13, 003, 395.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
33, COUMN (B)) & v v v v v e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 10 49, 696, 395.
m Financial Statements and Reporting
Check if Schedule O contains a response to any questioninthisPart XIl . . ... ............ |:|
Yes | No

1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.

2a Were the organization's financial statements compiled or reviewed by an independent accountant? == . 2a X
If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
|:| Separate basis |:| Consolidated basis |:| Both consolidated and separate basis

b Were the organization's financial statements audited by an independent accountant? . . . .. ... ...... 2b | X

If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:

Separate basis Consolidated basis |:| 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? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As aresult 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 . . . & o v o v i i e e e e s e s e s e e s s e s s 3a | X

b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits 3p | X

Form 990 (2012)

JSA
2E1054 1.000
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SCHEDULE A | OMB No. 1545-0047

(Form 990 or 990-E7) Public Charity Status and Public Support
Complete if the organization is a section 501(c)(3) organization or a section 2@ 1 2
4947(a)(1) nonexempt charitable trust. ]
Department of the Treasury . . Open to I.DUb“C
Internal Revenue Service P Attach to Form 990 or Form 990-EZ. P> See separate instructions. Inspection
Name of the organization Employer identification number
ST. MARY' S HOSPI TAL, | NC 06- 0646844

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

The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)

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)(ii). (Attach Schedule E.)

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

A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the

hospital's name, city, and state: =~~~

An organization operated for the benefit of a college or university owned or operated by a governmental unit described in

section 170(b)(1)(A)(iv). (Complete Part I1.)

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

An organization that normally receives a substantial part of its support from a governmental unit or from the general public

described in section 170(b)(1)(A)(vi). (Complete Part Il.)

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

An organization that normally receives: (1) more than 331/3 % of its support from contributions, membership fees, and gross

receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/3% of its

support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses

acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part lIl.)

An organization organized and operated 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(a)(2). See section

509(a)(3). Check the box that describes the type of supporting organization and complete lines 11e through 11h.

a |:| Type | b |:| Typell ¢ |:| Type llI-Functionally integrated d |:| Type llI-Non-functionally integrated

e|:| By checking this box, | certify that the organization is not controlled directly or indirectly by one or 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 received a written determination from the IRS that it is a Type |, Type Il, or Type Ill supporting
organization, check this box
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 indirectly controls, either alone or together with persons described in (ii) Yes | No
and (iii) below, the governing body of the supported organization? .. . . . ... ... ..... 119()
(i) Afamily member of a person described in (i) above? . 11g(iD)
(iii) A 35% controlled entity of a person described in (i) or (i) above? . . . ... .. ... .. ..., 11g(iii)
h Provide the following information about the supported organization(s).
(i) Name of supported (i) EIN (iii) Type of organization (iv) Is the (v) Did you notify (vi) Is the (vii) Amount of monetary
organization (described on lines 1-9 organizationin | the organization | organization in support
above or IRC section Cgtr(')gf;f;r:” in col. (i) of col. (i) organized
(see instructions)) Y et | your support? inthe U.S.?
Yes No Yes No Yes No
(A)
(B
©
(D)
(B)
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2012

Form 990 or 990-EZ.

JSA
2E1210 1.000
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule A (Form 990 or 990-EZ) 2012 Page 2
Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

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

Section A. Public Support

Calendar year (or fiscal year beginning in) P (a) 2008 (b) 2009 (c) 2010 (d) 2011 (e) 2012 (f) Total

1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.") . . . . . .

2  Tax revenues levied for the
organization's benefit and either paid
to or expended onitsbehalf . . . . . . .

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

4  Total. Add lines 1 through 3. . . . . ..

The portion of total contributions by
each person (other than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column (f). . . . . . .
6 Public support. Subtract line 5 from line 4.

Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2008 (b) 2009 (c) 2010 (d) 2011 (e) 2012 (f) Total

7 Amounts fromline4 . ... ... ...

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

9 Net income from unrelated business
activities, whether or not the business
isregularly carriedon . . . . . . . . ..

10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) « .« . v v v v v v

11  Total support. Add lines 7 through 10 . .

12  Gross receipts from related activities, etc. (seeinstructions) . = « « v v & v v 0 0 0 0 d d d e s e e 12
13 First five years. 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 thisboxand stop here . . . . . . . v i i i it et et e e e e e e e e e e e e e e e e e e e e e e e » I:I
Section C. Computation of Public Support Percentage
14  Public support percentage for 2012 (line 6, column (f) divided by line 11, column (f)) . .. ... .. 14 %
15 Public support percentage from 2011 Schedule A, PartIl,line14 ., . . . . .. .. ... .. ... .. 15 %
16a 331/3% support test - 2012. If the organization did not check the box on line 13, and line 14 is 331/3 % or more, check
this box and stop here. The organization qualifies as a publicly supported organization ., . .. ... ............. 4
b 331/3% support test - 2011. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more,
check this box and stop here. The organization qualifies as a publicly supported organization. . . ... ........... 4

17a 10%-facts-and-circumstances test - 2012. 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
OTgaNIZAtION . | . . it i it e e e e e e e e e e e e e e e e e e e e e e e e e >

b 10%-facts-and-circumstances test - 2011. 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 organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly

supported Organization , ., . . . . . . . e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e >
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INSEUCHONS | L L . . i s it s s s e e e e e e e e e e e e e e e e > |:|

Schedule A (Form 990 or 990-EZ) 2012

JSA
2E1220 1.000
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule A (Form 990 or 990-EZ) 2012 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 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 II.)
Section A. Public Support
Calendar year (or fiscal year beginning in) P (a) 2008 (b) 2009 (c) 2010 (d) 2011 (e) 2012 (f) Total

1 Gifts, grants, contributions, and membership fees

received. (Do not include any "unusual grants.")

2  Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization's tax-exempt purpose |

3 Gross receipts from activities that are not an

unrelated trade or business under section 513 |

4  Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf

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

6 Total. Add lines 1 through 5

7a Amounts included on lines 1, 2, and 3

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

c Addlines7aand7b. . . .+ v . ...
8 Public support (Subtract line 7c from

liNEB.) v v v v v v i e i v e e e e
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2008 (b) 2009 (c) 2010 (d) 2011 (e) 2012 (f) Total

9 Amounts fromline6. . . . ... ....
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES . v + v v v + s # s & = = = = = &«

b Unrelated business taxable income (less

section 511 taxes) from businesses
acquired after June 30, 1975
¢ Add lines 10a and 10b

11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedon = « = & & & 2w s a w o w o=

12  Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) , ... .......

13 Total support. (Add lines 9, 10c, 11,

and12) . L.

14  First five years. 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 thisboxand stop here. . . . v o v v v v v v v v e i v e e e e e e e e e e e e e e e e e e e e e e s » I:I

Section C. Computation of Public Support Percentage

15  Public support percentage for 2012 (line 8, column (f) divided by line 13, column (f)) . . . . . . . . . ... 15 %

16 Public support percentage from 2011 Schedule A, Partlll, line15. . . . . . . . v o v v v v i v v v 0w w v s 16 %

Section D. Computation of Investment Income Percentage

17  Investment income percentage for 2012 (line 10c, column (f) divided by line 13, column (f)) , . . . . .. ... 17 %

18 Investment income percentage from 2011 Schedule A, Partlll, line17 . . . . . . . . . . . v ' v v+ 18 %

19a 331/3% support tests - 2012. If the organization did not check the box on line 14, and line 15 is more than 331/3 %, and line
17 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization | 2
b 331/3% support tests - 2011. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization | 2 ’:’

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions | 2

JSA Schedule A (Form 990 or 990-EZ) 2012
2E1221 1.000

TU1334 2219 8/20/2014 2:07:29 PM V 12-7.12 798511 PAGE 16




ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule A (Form 990 or 990-EZ) 2012 Page 4
Supplemental Information. Complete this part to 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).

JSA Schedule A (Form 990 or 990-EZ) 2012

2E1225 1.000
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Schedule B Schedule of Contributors OMB No. 1545-0047

(Form 990, 990-EZ,
or 990-PF)

Department of the Treasury
Internal Revenue Service

» Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@12

Name of the organization

ST. MARY' S HOSPI TAL, | NC.

06- 0646844

Employer identification number

Organization type (check one):

Filers of:

Form 990 or 990-EZ

Form 990-PF

Section:

501(c)( 03 ) (enter number) organization

4947(a)(1) nonexempt charitable trust not treated as a private foundation
527 political organization

501(c)(3) exempt private foundation

4947(a)(1) nonexempt charitable trust treated as a private foundation

O0odnx

501(c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.
Note. Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See
instructions.

General Rule

[]

For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, $5,000 or more (in money or
property) from any one contributor. Complete Parts | and Il

Special Rules

[]

For a section 501(c)(3) organization filing Form 990 or 990-EZ that met the 33 1/3 % support test of the regulations
under sections 509(a)(1) and 170(b)(1)(A)(vi) and received from any one contributor, during the year, a contribution of
the greater of (1) $5,000 or (2) 2% of the amount on (i) Form 990, Part VI, line 1h, or (ii) Form 990-EZ, line 1.
Complete Parts | and Il

For a section 501(c)(7), (8), or (10) organization filing Form 990 or 990-EZ that received from any one contributor,
during the year, total contributions of more than $1,000 for use exclusively for religious, charitable, scientific, literary,
or educational purposes, or the prevention of cruelty to children or animals. Complete Parts |, II, and Ill.

For a section 501(c)(7), (8), or (10) organization filing Form 990 or 990-EZ that received from any one contributor,
during the year, contributions for use exclusively for religious, charitable, etc., purposes, but these contributions did
not total to more than $1,000. If this box is checked, enter here the total contributions that were received during the
year for an exclusively religious, charitable, etc., purpose. Do not complete any of the parts unless the General Rule
applies to this organization because it received nonexclusively religious, charitable, etc., contributions of $5,000 or
more during the year > 3

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B (Form 990,
990-EZ, or 990-PF), but it must answer "No" on Part 1V, line 2 of its Form 990; or check the box on line H of its Form 990-EZ or on
Part |, line 2 of its Form 990-PF, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF.

JSA
2E1251 1.000

TU1334 2219 8/20/2014 2:07:29 PM V 12-7.12 798511
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization ST. MARY' S HOSPI TAL,

I NC.

Employer identification number

06- 0646844

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ !- S Person
Payroll
e ________§!-1-'_§§§_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2 S Person
Payroll
e ________!-9(_5'_22@_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ § S Person
Payroll
e _________Zgi‘r,_i}(_)g_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
| Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
| Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | e Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012) Page 3

Name of organization ST, MARY'S HOSPI TAL, | NC. Employer identification number
06- 0646844
=gl Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.
(a) No. (c)
¢ (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
_____________________________________________ S |
(a) No. (c)
¢ (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
_____________________________________________ S |
(a) No. (c)
¢ (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
_____________________________________________ S |
(a) No. (c)
¢ (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
_____________________________________________ S |
(a) No. (c)
¢ (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
_____________________________________________ S |
(a) No. (c)
¢ (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
_____________________________________________ S | e _____
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Name of organization ST, MARY' S HOSPI TAL,

I NC.

Page 4
Employer identification number

06- 0646844

EIadll} Exclusively religious, charitable, etc., individual contributions to section 501(c)(7), (8), or (10) organizations
that total more than $1,000 for the year. Complete columns (a) through (e) and the following line entry.

For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,
contributions of $1,000 or less for the year. (Enter this information once. See instructions.) » $

(a) No.

Use duplicate copies of Part Il if additional space is needed.

from
Part |

(b) Purpose of gift

(c) Use of gift

(a) No.

(e) Transfer of gift

Transferee's name, address, and ZIP + 4

from
Part |

(a) No.

(e) Transfer of gift

Transferee's name, address, and ZIP + 4

from
Part |

(e) Transfer of gift

Transferee's name, address, and ZIP + 4

(a) No.

from
Part |

(e) Transfer of gift

Transferee's name, address, and ZIP + 4

JSA
2E1255 1.000
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047

(Form 990 or 990-EZ)

Department of the Treasury
Internal Revenue Service

2012

Open to Public
Inspection

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

P See separate instructions.

If the organization answered "Yes," to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then

® Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.

® Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.

® Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes," to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then

® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 11-B.

® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.
If the organization answered "Yes," to Form 990, Part IV, line 5 (Proxy Tax) or Form 990-EZ, Part V, line 35¢ (Proxy Tax), then

® Section 501(c)(4), (5), or (6) organizations: Complete Part III.

Name of organization Employer identification number
ST. MARY' S HOSPI TAL, | NC 06- 0646844
Complete if the organization is exempt under section 501(c) or is a section 527 organization.

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

2 Political expenditures ., . . . . . . i i e e e e e e » 3

3 Volunteer hours, | . . . . . . . e e e e e e e e e e e e
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 4955, , . . .. > S

2 Enter the amount of any excise tax incurred by organization managers under section 4955 . , » $

3

If the organization incurred a section 4955 tax, did it file Form 4720 for this year?

................ El Yes El No
4a Was acorrection made? . . . . v v i i it e e e e e e e e e e e e e e e e e e e e e e e Yes No

b If "Yes," describe in Part V.
g8 Complete if the organization is exempt under section 501(c), except section 501(c)(3).

1 Enter the amount directly expended by the filing organization for section 527 exempt function
activities . . . L L e > 5
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,
N8 17D L\ e e e e e e e e e e >3
4 Did the filing organization file Form 1120-POL forthisyear? . . . . . . . . . . . . . i i i i i e e e e e e |:| Yes |:| No
5 Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations to which the filing
organization made payments. For each organization listed, enter the amount paid from the filing organization's funds. Also enter
the amount of political contributions received that were promptly and directly delivered to a separate political organization, such
as a separate segregated fund or a political action committee (PAC). If additional space is needed, provide information in Part IV.
(a) Name (b) Address (c) EIN (d) Amount paid from (e) Amount of political
filing organization's | contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization. If
none, enter -0-.
T
72 T
]
T
s ]
e ]
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2012
JSA
2E1264 1.000
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Schedule C (Form 990 or 990-EZ) 2012 ST. MARY' S HOSPI TAL, | NC. 06- 0646844 Page 2
Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).
A Check »|_| if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's
name, address, EIN, expenses, and share of excess lobbying expenditures).
B Check >|:| if the filing organization checked box A and "limited control" provisions apply.
Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term "expenditures" means amounts paid or incurred.) organization's totals group totals

Total lobbying expenditures to influence public opinion (grass roots lobbying). . . . .
Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .
Total lobbying expenditures (add lines1aand1b) ., . . . ... ... ... .......
Other exempt purpose expenditures . . . . . .. ... ... ......0.0ui....
Total exempt purpose expenditures (add lines1cand1d). . . ... ... .......
Lobbying nontaxable amount. Enter the amount from the following table in both
columns.
If the amount on line 1e, column (a) or (b) is:| The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 1e.
Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,000,000 but not over $1,500,000 |$175,000 plus 10% of the excess over $1,000,000.
Over $1,500,000 but not over $17,000,000 |$225,000 plus 5% of the excess over $1,500,000.
Over $17,000,000 $1,000,000.
Grassroots nontaxable amount (enter 25% of line 1f) . . . . . . ... ... ......
Subtract line 1g from line 1a. If zero or less, enter -0-
Subtract line 1f from line 1c. If zero or less, enter -0-

- O QO O T 9

b (o]

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 2009 b) 2010 2011 d) 2012 Total
beginning in) @ ®) © (d) (e) Tota

2a Lobbying nontaxable amount

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

C Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2012

JSA
2E1265 1.000
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule C (Form 990 or 990-EZ) 2012 Page 3

EWHIE=0 Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

For each "Yes," response to lines la through 1i below, provide in Part IV a detailed © ©
description of the lobbying activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:

a Volunteers? X

b  Paid staff or hér{aéén;eht'(ihélddé 'cc')nﬁ)'eﬁs'at'ic;n in e'x;')e'ns'els 're'pc')rie'd on lines 1'c'tr'1r6u'g'h 1|)'7 X

c Medla advertlsement87 ---------------------------------------- X

d Mailings to members, legislators, or the public? X

e Publications, or published or broadcast statemeht.s?' ..................... X

f  Grants to other organizations for lobbying purposes? X

g Direct contact with legislators, their staffs, government officials, or a legislative body? X

h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X

I Other activities? = X 169’ 345

j Total Addlines Tcthrough 1i ... ... .. . L 169, 345.
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? _ . . X

b If "Yes," enter the amount of any tax incurred under section4912 . . . . .. .. ... ..

¢ If "Yes," enter the amount of any tax incurred by organization managers under section 4912

d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?. . . . . X
Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c)(6).
Yes | No

1  Were substantially all (90% or more) dues received nondeductible by members? 1

2  Did the organization make only in-house lobbying expenditures of $2,000 or less =~ T 2

3 Did the organization agree to carry over lobbying and political expenditures from the p'ribr'yéa'r?' 3

Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part lll-A, lines 1 and 2, are answered "No," OR (b) Part lll-A, line 3, is
answered "Yes."

1  Dues, assessments and similar amounts from members . L L L 1

Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of
political expenses for which the section 527(f) tax was paid).

A CUITENtYBAr | Lt i e e e e e 2a
Carryover from lastyear L e 2b

C TOtaI -------------------------------------------------------- 20
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues | _ . .| 3

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

5  Taxable amount of lobbying and political expenditures (see instructions) . . . . ... ... ... ..o .. 5
Part IV Supplemental Information

Complete this part to provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-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.

JSA Schedule C (Form 990 or 990-EZ) 2012
2E1266 1.000
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule C (Form 990 or 990-EZ) 2012 Page 4
Part IV Supplemental Information (continued)

PART I1-B LINE 11 - OTHER ACTIVITI ES

SCHEDULE C - PART |1-B - LINE 1l

$40, 714 - THE CATHOLI C HEALTH ASSOCATI ON - ANNUAL MEMBERSHI P DUES

$90, 000 - LEGAL FEES RELATED TO LOBBYI NG

$21, 631 - CONNECTI CUT HOSPI TAL ASSOCI ATI ON - PORTI ON OF MEMBERSHI P DUES

EXPENDED ON LOBBYI NG

$17, 000 - COMPENSATI ON OF CHI EF MARKETI NG OFFI CER ATTRI BUTABLE TO

LOBBYI NG ( APPROXI MATELY 10% OF OFFI CER TI ME SPENT ON LOBBYI NG ACTI VI Tl ES)

TOTAL OTHER LOBBYI NG ACTIVITIES: $169, 345

JSA Schedule C (Form 990 or 990-EZ) 2012
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SCHEDULE D S | tal Ei ial Stat ¢ OMB No. 1545-0047
(Form 990) uppiemental Financia atements 2@12
pComplete if the organization answered "Yes," to Form 990,
Department of the Treasury Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b. Open tq Public
Internal Revenue Service P Attach to Form 990. B See separate instructions. Inspection
Name of the organization Employer identification number
ST. MARY' S HOSPI TAL, | NC 06- 0646844
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
1 Total number atendofyear . . .........
2 Aggregate contributions to (during year)
3 Aggregate grants from (during year). . . .. ..
4  Aggregate value atendofyear, . .. ......
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised

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

only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose

conferring impermissible private benefit? . . . . . L L L 0 e e e e e e e e e e e e e e e e |:| Yes |:| No

Part Il Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).

Preservation of land for public use (e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
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.

Held at the End of the Tax Year
a Total number of conservationeasements . . . . . . ... ... .. ... ... 2a
b Total acreage restricted by conservatoneasements . . . ... ... ... .......... 2b
¢ Number of conservation easements on a certified historic structure includedin(a). . . . . . 2c
d Number of conservation easements included in (c) 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
taxyear » _________________

4 Number of states where property subject to conservation easementislocated » _ ________________
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsitholds? . . ... ... ... ... ... .. .... |:| Yes |:| 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

s _

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)
(i) and section 170(h)(4)(B)(ii)? |:| Yes |:| No
9 In Part XIIl, 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.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.

la |If the or?anization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XllI, the text of the footnote to its financial statements that describes these items.

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

(i) Revenues included in Form 990, Part VIl line 1 . . . . v« v v v i i v v e e e e e e e e e e e »$_
(ii) Assets included in Form 990, Part X . . & v v v o i v it e e e e e e e e e e e e e e e e e s s ___

2 If 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 these items:

a Revenues included in Form 990, Part VI, line 1 . . . . . . . i i i i i i i i e s e e e s e e e e e »$_
b Assets included in Form 990, Part X . . . v v v v v v i e e e e e e e e e e e e e e e e e e e e e e e » $
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2012
JSA
2E1268 1.000
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule D (Form 990) 2012 Page 2
Part llI Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply):
a Public exhibition d Loan or exchange programs
b Scholarly research e Other
Preservation for future generatons T
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part

XIIl.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . EI Yes EI No

Escrow and Custodial Arrangements. Complete if the organization answered "Yes" to Form 990, Part IV,
line 9, or reported an amount on Form 990, Part X, line 21.

la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, PartX?., . . .. . . ... [Jves [Ino
b If "Yes," explain the arrangement in Part XIll and complete the following table:

Amount
c Beginningbalance . . . . . . . . i o e e e e e e e s 1c
d Additions duringtheyear . ... ... ... i i 1d
e Distributionsduringtheyear. . . . . . . . . o o o i o e e le
f Endingbalance . . . . . . . . . o e e e e e e 1f

2a Did the organization include an amount on Form 990, Part X, line 21?
b If "Yes," explain the arrangement in Part XIll. Check here if the explanation has been provided in Part XIll, _ . . . . . ..
Endowment Funds. Complete if the organization answered "Yes" to Form 990, Part IV, line 10.

(a) Current year (b) Prior year (c) Two years back (d) Three years back | (e) Four years back
la Beginning of year balance . . . . 15, 567, 000. 13, 783, 000. | 14,500, 000.| 13, 893, 000. 14, 132, 000.
b Contributions . . . ... ... ..
Net investment earnings, gains,
andlosses. . . . . ... ..... 1, 768, 000. 2,426, 000. - 64, 000. 1, 286, 000. 259, 000.
d Grants or scholarships . . . ...
Other expenditures for facilities

andprograms. . . . . ... . .. 705, 000. 642, 000. 653, 000. 679, 000. 498, 000.
f Administrative expenses . . . . .
g Endofyearbalance. . ... ... 16, 630, 000. 15, 567, 000. | 13,783, 000. | 14,500, 000. 13, 893, 000.
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment p %

Permanent endowment » 2. 2500 %

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

organization by: Yes | No

(i) unrelated organizations. . . . . & v 4 i L i e e e e e e e e e e e e e e 3a(i)| X

(i related organizations . . . . . . . . i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e 3a(ii) X
b If "Yes" to 3a(ii), are the related organizations listed as required on Schedule R? . . . . .. ... ... ... ... 3b

4 Describe in Part XllI the intended uses of the organization's endowment funds.
2F1g@%l Land, Buildings, and Equipment. See Form 990, Part X, line 10.

Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
la Land. . « = v v v f i i e e e e e 1, 668, 776. 1, 668, 776.
b Buildings - -+« c oo oo oo oo 69, 850, 880.| 46, 365, 518. 23, 485, 362.
¢ Leasehold improvements. . . . . . . . ..
d Equipment . . . v oo e o 108, 756, 485.| 73, 238, 318. 35, 518, 167.
e Other « v v v v v v i i i i i e e s 639, 108. 268, 198. 370, 910.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . > 61, 043, 215.

Schedule D (Form 990) 2012

JSA
2E1269 1.000

TU1334 2219 8/20/2014 2:07:29 PM V 12-7.12 798511 PAGE 27



ST. MARY'S HOSPI TAL, | NC.

Schedule D (Form 990) 2012

06- 0646844

Page 3

*E1a@VIIl Investments - Other Securities. See Form 990, Part X, line 12.

(a) Description of security or category
(including name of security)

(b) Book value

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

(1) Financial derivatives

(2) Closely-held equity interests . , . . . ... ..... 4,874, 377. ATTACHVENT 1
3 other__
__(ADCNCR & HELD IN TRUST BY OTHER _ 15, 257, 870. FMW
__@DEBT SERVICEFUND 4, 323, 868. FMW
__COMSCELLANEQUS FUNDS 5, 514. FMW
__(O)INVESTMENTS IN JONT_VENTURES __ 22, 258, 657. FW
B
B
e
S

()
Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) > 46, 720, 286.

EVGRYAIIl Investments - Program Related. See Form 990, Part X, line 13.

(a) Description of investment type

(b) Book value

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

)

)

)

)

)

)

)

(
(2
3
(4
®)
(6
7
(8
(

9)

(10)

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

Other Assets. See Form 990, Part X, line 15.

(a) Description

(b) Book value

)

)

)

)

)

)

)

(
(2

€

(4

®)
(6

7

(8

(

9)

(10)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.). . . . . . . . . . . @ v v v i i v e e e e »

Other Liabilities. See Form 990, Part X, line 25.

1. (a) Description of liability

(b) Book value

1) Federal income taxes

2)DUE TO REI MBURSEMENT AGENCI ES

6, 035, 017.

3)SELF I NSURANCE LI ABILITY

3, 260, 676.

4)PENSION LI ABILITY

58, 823, 369.

10, 108, 217.

6)OTHER LONG TERM DEBT

409, 298.

)

7
8)

(
(
(
(
(5)OTHER LONG TERM LI ABI LI TI ES
(
(
(
(

9)

(10)

(11)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.)

>

78, 636, 577.

2. FIN 48 (ASC 740) Footnote. In Part Xlll, provide the text of the footnote to the organization's financial statements that reports the organization's

liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part Xill

JSA
2E1270 1.000
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule D (Form 990) 2012 Page 4
Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
1  Total revenue, gains, and other support per audited financial statements =~~~ . .. ... 1
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:
a Net unrealized gains on investments 2a
b Donated services and use of facilites .~ . . 2b
¢ Recoveries of prioryeargrants . ... ... .. . ... ... 2¢c
d Other (DescribeinPartXIll) ... ... . 0 .. 2d
e Addlines 2athrough2d = e 2e
3 Subtractline2e fromline 1 . . . . . . ... e e e e e e 3
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:
a Investment expenses not included on Form 990, Part VIIl, line 7b 4a
b Other (DescribeinPartXIIL) . ... ... ab
Addlinesdaanddb L 4c
5  Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line12)) ., ., ... ... ... ... 5
Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1  Total expenses and losses per audited financial statements 1
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:
a Donated services and use of facilities 2a
b Prioryearadustments Tt -
C Ofherlosses Tttt ”
4 othor (Descr'ib'e Bt )'(II'I.)' ........................... »
e Addlines 2a through2d Tttt 0o
3 Subtractline 2e fromlinel . L . L. ... ] 3
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part VI, line 7b 4a
Other (Describe in Partxnty oo 4b
Add lines da ard 4b T "
5  Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part |, line18). . . . . .........| 5

REWPMIl Supplemental Information

Complete this part to provide the descriptions required for Part Il, 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 XI, lines 2d and 4b; and Part Xll, lines 2d and 4b. Also complete this part to provide any additional
information.

SEE PACE 5
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Schedule D (Form 990) 2012 ST. MARY'S HOSPI TAL, | NC. 06- 0646844 Page 5
CETS@MIIl Supplemental Information (continued)

ENDOAVENT FUNDS

PART V, LINE 4

THE HOSPI TAL ADOPTED | NVESTMENT AND SPENDI NG POLI CI ES FOR ENDOWVENT
ASSETS THAT ATTEMPT TO PROVI DE A PREDI CTABLE STREAM OF FUNDI NG TO
PROGRAM5S SUPPCORTED BY | TS ENDOAVENT WHI LE SEEKI NG TO MAI NTAI N THE

PURCHASI NG PONER OF THE ENDOWVENT ASSETS.

THE HOSPI TAL FOLLOWS A POLI CY OF SPENDI NG AN AMOUNT THAT APPROXI MATES THE
I N\VESTMENT | NCOVE EARNED, | N ADDI TI ON TO SPECI FI C PURCHASES OF CAPI TAL
EQUI PMENT. ACCORDI NALY, THE HOSPI TAL EXPECTS I TS SPENDI NG POLI CY W LL
ALLOW I TS ENDOAVENT FUNDS TO BE MAI NTAI NED | N PERPETU TY BY GROWN NG AT A
RATE AT LEAST EQUAL TO THE PLANNED PAYQUTS. ADDI TI ONAL REAL ENDOWENT
GROWMH W LL BE PROVI DED THROUGH NEW G FTS AND ANY EXCESS | NVESTMENT

RETURN.

FIN 48 (ASC 740) FOOTNOTE

PART X, LINE 2

THE HOSPI TAL | S A TAX- EXEMPT ORGANI ZATI ON AS DESCRI BED | N SECTI ON
501(C) (3) OF THE | NTERNAL REVENUE CCODE AND | S GENERALLY EXEMPT FROM

| NCOVE TAXES. THE ACCOMPANYI NG CONSCLI DATED FI NANCI AL STATEMENTS HAVE

BEEN PREPARED ON THE BASI S THAT I TS TAX- EXEMPT STATUS W LL BE MAI NTAI NED.

THE | NDEMNI TY COVPANY | S A DI SREGARDED ENTI TY. THE TAX CONSEQUENCES OF

THEI R OPERATI NG RESULTS ARE ASSESSED AT THE MEMBER LEVEL.

Schedule D (Form 990) 2012
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Schedule D (Form 990) 2012 ST. MARY'S HOSPI TAL, | NC. 06- 0646844 Page 5
CETS@MIIl Supplemental Information (continued)

THE HOSPI TAL RECOGNI ZES THE EFFECT OF THE | NCOME TAX PCSI TI ONS ONLY | F
THOSE POSI TI ONS ARE MORE LI KELY THAN NOT OF BEI NG SUSTAI NED. RECOGNI ZED
| NCOVE TAX PCSI TI ONS ARE MEASURED AT THE LARGEST AMOUNT OF BENEFI T THAT
IS GREATER THAN FI FTY PERCENT LI KELY TO BE REALI ZED UPON SETTLEMENT.
CHANGES | N RECOGNI TI ON | N MEASUREMENT ARE REFLECTED IN THE PERI OD I N

VH CH THE CHANGE | N JUDGEMENT OCCURS. THE HOSPI TAL DI D NOT RECOGNI ZE THE

EFFECT OF ANY | NCOME TAX PCSITIONS I N EI THER 2013 OR 2012.

ATTACHVENT 1
SCHEDULE D, PART VII - | NVESTMENTS - CLOSELY HELD EQUI TY | NTERESTS
DESCRI PTI ON BOOK VALUE Ogolf-ll\;k/
NET | NTEREST | N FOUNDATI ON 4,874, 377. FW
TOTALS 4,874, 377.

Schedule D (Form 990) 2012
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SCHEDULE H Hospitals | OMB No. 1545-0047

(Form 990)

Department of the Treasury
Internal Revenue Service

P Complete if the organization answered "Yes" to Form 990, Part IV, question 20.

Name of the organization

p Attach to Form 990. P> See separate instructions. Open to Public

Inspection
Employer identification number

ST. MARY' S HOSPI TAL, | NC 06- 0646844
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . .. la | X
b If"Yes,"wasitawrittenpolicy?. . . . . . o i i i i e e e e e e s e e e s 1b [ X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |3a|X
100% |:| 150% |:| 200% Other M %
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: , , . . ... ... ... 3p | X
200% |:| 250% h 300% Iy:l 350% 400% |:| Other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the income based
criteria for determining eligibility for free or discounted care. Include in the description whether the
organization used an asset test or other threshold, regardless of income, as a factor in determining eligibility
for free or discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"? . . . . . .. ... ... ... ... ... 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . ... ... ... 5b | X
c If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . . . . .. .. v o v i oo 5¢c X
6a Did the organization prepare a community benefit report during the taxyear? . . . ... ... ... ... ... ... 6a | X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . . . . o o v oo oo e e 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Einancial Assistance and (agc’t\‘ivirtrilgsegr[)f (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government programs served benefit expense revenue benefit expense of total
Programs (optional) (optional) expense
a Financial Assistance at cost
(from Worksheet 1) « « . . 93: 747. 93, 747. .04
b Medicaid (from Worksheet 3,
COUMNE) o v v v v v s 62, 978, 643. 51, 642, 221. 11, 336, 422. 5.12
C Costs of other means-tested
government programs (from
Worksheet 3, coumnb) |
d Total Financial Assistance and
Means-Tested Government
Programs « = s« =« & s 63, 072, 390. 51, 642, 221. 11, 430, 169. 5.16
Other Benefits
€ Community health improvement
o o om0y 14818 277, 269. 277, 269. .13
f Health professions education
(from Worksheet 5) « « . . 592 17, 380, 618. 14, 844, 848. 2,535, 770. 1.15
g Subsidized health services (from
Worksheet 6)- » = « - - - - 24,246, 612. 21, 040, 124, 3, 206, 488. 1.45
h Research (from Worksheet 7) 110' 871. 110' 871. . 05
i Cash and in-kind contributions
mrcfsf:g‘e‘;g')‘y b.enff“.(ff.m*: o 21304 78, 505. 78, 505. .04
i Total. Other Benefits . . . . 36714 42,093, 875. 35, 884, 972. 6, 208, 903. 2.82
k Total. Add lines 7d and 7j. . 36714 105, 166, 265. 87,527, 193. 17,639, 072. 7.98
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2012
BhOP4%a 2219 8/20/2014  2:07:29 PM V 12-7.12 798511 PAGE 32



ST. MARY' S HOSPI TAL, | NC 06- 0646844
Schedule H (Form 990) 2012 Page 2
Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.
(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing 202 202
2 Economic development
3 Community support
4 Environmental improvements
5 Leadership development and
training for community members
6 Coalition building
7 Community health improvement
advocacy
8 Workforce development 158, 600. 158, 600.
9 Other
10 Total 158, 802. 158, 802.
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StatEMENt NO. 152, & v v v it e e e e e e e e e e e e e e e e e e 1 | X
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount, . . . . . .. ... ... 2 4, 284, 583.
3 Enter the estimated amount of the organization’s bad debt expense attributable to
patients eligible under the organization’s financial assistance policy. Explain in Part VI
the methodology used by the organization to estimate this amount and the rationale,
if any, for including this portion of bad debt as community benefit. . . . . . . . . . . 3 2,999, 208.

4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.

Section B. Medicare

5 Enter total revenue received from Medicare (includingDSHand IME) . . . . ... ... 5 87, 487, 367.
6 Enter Medicare allowable costs of care relating to paymentsonlne5.......... 6 81, 253, 800.
7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . ... ........... 7 6, 233, 567.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community

benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported

on line 6. Check the box that describes the method used:
Cost to charge ratio |:| Other

Cost accounting system
Section C. Collection Practices

collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI

.......... 9a | X
b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the

.......... 9b | X

Part IV Management Com

panies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians-see instructions)
(@) Name of entity (b) Description of primary (c) Organization's (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1 H L. CANCER CTR QUTPATI ENT CANCER TREATMENT 50. 00000
2 HEART CTR OF GW CARDI AC SERVI CES MsO 50. 00000
3 SM | NDEWNI TY GROUP I NSURANCE COMPANY 100. 00000
4 FRANKLI N MEDI CAL PRI MARY CARE PHYSI CI AN PRACT 100. 00000
5 DI AGNOSTI C | MAG NG QUTPATI ENT | MAG NG CENTER 60. 00000
6 NAUGATUCK VALLEY MRI |[MAGNETI C | MAG NG 48. 00000 52. 00000
7
8
9
10
11
12
13
2E15528 000 Schedule H (Form 990) 2012
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 3

Facility Information

Section A. Hospital Facilities

sinoy yz-43
J8y10-43

(list in order of size, from largest to smallest - see instructions)

|eyidsoy pasuaor
[exdsoy s,uaipiyd
lendsoy Buiyoes |
Ayjioey yoseasay

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

|eydsoy sseooe [eonl)

Facility
reporting
Name, address, and primary website address Other (describe) group

1 SAINT MARY' S HOSPI TAL | NCORPORATED
56 FRANKLI N STREET

WATERBURY CT 06706

[eo1bins B |eOIpaW [BIBUSD)

10

11

12

Schedule H (Form 990) 2012
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule H (Form 990) 2012 Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or facility reporting group SAI NT MARY' S HOSPI TAL | NCORPORATED
For single facility filers only: line number of hospital facility (from Schedule H, Part V, Section A) 1
Yes No
Community Health Needs Assessment (Lines 1 through 8c are optional for tax years beginning on or before March 23, 2012)
1 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," skiptoline9 . . . . . .. ... ... ... ... ..... 1 X
If "Yes," indicate what the CHNA report describes (check all that apply):
a _X A definition of the community served by the hospital facility
b _X Demographics of the community
L X Existing health care facilities and resources within the community that are available to respond to the
___health needs of the community
d _X How data was obtained
e _X The health needs of the community
f _X Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i Information gaps that limit the hospital facility's ability to assess the community's health needs
i ] other (describe in Part VI)
2 Indicate the tax year the hospital facility last conducted a CHNA: 20 _1 é
3 In conducting its most recent CHNA, did the hospital facility take into account input from representatives of
the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If “Yes,” describe in Part VI how the hospital facility took into account input from persons who
represent the community, and identify the persons the hospital facility consulted, . . . . ... ... ... ... 3 X
4 Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities N Part VI . . .. . . ... 4 | X
5 Did the hospital facility make its CHNA report widely available to the public? , . . . .. ... ... ....... 5 | X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website
b Available upon request from the hospital facility
Other (describe in Part V)
6 If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check
all that apply to date):
a X| Adoption of an implementation strategy that addresses each of the community health needs identified
___through the CHNA
b _X Execution of the implementation strategy
c _X Participation in the development of a community-wide plan
d _X Participation in the execution of a community-wide plan
e _X Inclusion of a community benefit section in operational plans
f _X Adoption of a budget for provision of services that address the needs identified in the CHNA
g _X Prioritization of health needs in its community
h _X Prioritization of services that the hospital facility will undertake to meet health needs in its community
i L__| Other (describe in Part VI)
7 Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No,"
explain in Part VI which needs it has not addressed and the reasons why it has not addressed such needs . . . 7 X
8a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by Section 50T(1)(3)? . » . .« v v v v e e e e e e e e e e e 8a X
If “Yes” to line 8a, did the organization file Form 4720 to report the section 4959 excise tax? , . . . ... ... 8b
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 facilites? $
JSA Schedule H (Form 990) 2012
2E1287 1.000
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule H (Form 990) 2012 Page 5
Facility Information (continued)
Financial Assistance Policy ~ SAI NT MARY' S HOSPI TAL | NCORPORATED Yes | 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
= 72 9 | X
10 Used federal poverty guidelines (FPG) to determine eligibility for providing freecare? . . . ... .. ... ... 10| X
If "Yes," indicate the FPG family income limit for eligibility for free care: _2 E 0_ %
If "No," explain in Part VI the criteria the hospital facility used.
11 Used FPG to determine eligibility for providing discountedcare? . . . . . . . & v v o v i v i v i i it v e 11 | X
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 4_ 9 9 %
If "No," explain in Part VI the criteria the hospital facility used.
12 Explained the basis for calculating amounts charged to patients? . . . . . . . . .. ... o oo oo 12 | X
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | X| Income level
b | X| Asset level
¢ | X| Medical indigency
d | X| Insurance status
e | X| Uninsured discount
f | X| Medicaid/Medicare
g | X| State regulation
h || Other (describe in Part VI)
13 Explained the method for applying for financial assistance?. . . . . . . . . . . . v oo v oL i L i n e 13| X
14 Included measures to publicize the policy within the community served by the hospital facility? . . . . ... .. 14 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a _X The policy was posted on the hospital facility's website
b _X The policy was attached to billing invoices
c _X The policy was posted in the hospital facility's emergency rooms or waiting rooms
d _X The policy was posted in the hospital facility's admissions offices
e | | The policy was provided, in writing, to patients on admission to the hospital facility
f _X The policy was available on request
g || Other (describe in Part VI)
Billing and Collections
15 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? , | | | 15 | X
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 patient's eligibility under the
facility's FAP:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other similar actions (describe in Part VI)
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 patient's eligibility under the facility's FAP? . . . . . . .. 17 X
If "Yes," check all actions in which the hospital facility or a third party engaged:
a | | Reporting to credit agency
b | | Lawsuits
¢ | | Liens on residences
d | | Body attachments
e Other similar actions (describe in Part VI)
Schedule H (Form 990) 2012
JSA
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule H (Form 990) 2012

Page 6

Facility Information (continued) SAI NT MARY' S HOSPI TAL | NCORPORATED

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

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 patients regarding the patients' bills
Documented its determination of whether patients were eligible for financial assistance under the hospital facility's

financial assistance policy
Other (describe in Part VI)

Policy Relating to Emergency Medical Care

19 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 eligibility under the hospital facility's financial assistance policy? . . ... ... ...
If "No," indicate why:

[o 2]

d []

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

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 Part VI)

Other (describe in Part VI)

Yes| No

19

Changes 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 [
o [
CI:I
¢ [X

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 calculating the maximum amounts that can be
charged

Other (describe in Part V1)

21 During the tax year, did the hospital facility charge any of its FAP- eligible individuals, 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 Part VI.
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?

If "Yes," explain in Part VI.

20

21

X

JSA
2E1324 1.000
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ST. MARY' S HOSPI TAL,

Schedule H (Form 990) 2012

Facility Information (continued)
Section C. 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)

06- 0646844

Page 7

How many non-hospital health care facilities did the organization operate during the tax year? 8

Name and address

Type of Facility (describe)

1

NAUGATUCK VALLEY SURG CAL CENTER

SURG CAL CENTER

160 ROBBINS STREET, SU TE 1

WATERBURY CT 06708

THE HAROLD LEEVER CANCER CENTER

CANCER CENTER

1075 CHASE PARKWAY

WATERBURY CT 06708

3 SAINT MARY' S MEDI CAL | MAG NG CENTER MRl SERVI CES
475 CHASE PARKWAY
WATERBURY CT 06708

4 SLEEP DI SORDER CENTER SLEEP CARE

1312 WEST MAI N STREET

WATERBURY CT 06708

OCCUPATI ON HEALTH & DI AG. CENTER

146 H GHLAND AVENUE

WATERBURY CT 06708

OCCUPATI ONAL HEALTH,
OCCUPATI ONAL THERAPY,
PHYSI CAL THERAPY

HEART CENTER OF GREATER WATERBURY

CARDI AC CARE

1075 CHASE PARKWAY

WATERBURY CT 06708

7 ST. MARY' S HOSP. URGENT CARE - NAUGATUCK LAB, RADI OLOGY, URGENT CARE
799 NEW HAVEN ROAD
NAUGATUCK CT 06770
g ST. MARY'S HOSP. URGENT CARE - WOLCOTT LAB, RADI OLOGY, URGENT CARE
503 WOLCOTT ROAD
WOLCOTT CT 06716
9
10
Schedule H (Form 990) 2012
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8

=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

COMMUNI TY BENEFI T REPORT

PART 1, LINE 6A

SAI NT MARY' S HOSPI TAL COMPLETED A COMMUNI TY HEALTH NEEDS ASSESSMENT
("CHNA") DURI NG THE YEAR THE CHNA | S ACCESSI BLE BY CLI CKI NG " ABOUT US"
AND "HEALTH NEEDS ASSESSMENT BUTTON' ON THE SAI NT MARY' S WEBSI TE AT

VWAV STVH. CRG.

PART 1, LINE 7A

MANY PATI ENTS W THOUT | NSURANCE DO NOT COVPLETE THE APPLI CATI ON FOR

CHARI TY CARE. THE HOSPI TAL, UPON PERFORM NG AN ASSET VERI FI CATI ON, MAKES
A DETERM NATI ON WHETHER THE PATI ENT WOULD HAVE QUALI FI ED FOR THE CHARI TY
CARE. DURI NG 2012, THE COSTS ASSCCI ATED W TH THE CHARGES FOREGONE
RELATED TO THESE PATI ENTS WERE APPROXI MATELY $1, 340, 000. DURI NG 2013, A
SYSTEM CONVERSI ON LI M TED THE HOSPI TAL' S ABI LI TY TO UNDERTAKE AN ASSET
VERI FI CATION. AS SUCH, THESE COSTS ARE CLASSI FIED I N THE PROVI SI ON FOR
UNCOLLECTI BLE ACCOUNTS. THE HOSPI TAL BELI EVES THAT HAD | T PERFORMED THE

ASSET VERI FI CATI ONS, COSTS ASSOCI ATED W TH THESE PATI ENTS WOULD HAVE BEEN

JSA Schedule H (Form 990) 2012
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

FAI RLY CONSI STENT W TH THE PRI OR YEAR

PERCENT OF TOTAL EXPENSE

PART |, LINE 7, COLUW F

THE PERCENT OF TOTAL EXPENSE IN PART 1, LINE 7, COLUW (F) |I'S CALCULATED
BY DI VI DI NG COLUW (E), NET COWUNI TY BENEFI T EXPENSE, BY TOTAL EXPENSE.
THE BAD DEBT EXPENSE OF $12, 069, 248 WAS SUBTRACTED FROM THE TOTAL EXPENSE

VALUE USED TO CALCULATE THE PERCENTAGES I N PART 1, LINE 7, COLUW (F).

PART |, LINE 7

FOR PART 1, LINE 7 SECTIONS (A) CHARI TY CARE AT COST, (B) UNREI MBURSED
MEDI CAI D, (C) UNRElI MBURSED COSTS- OTHER MEANS- TESTED GOVERNMVENT PROGRAMS
THE COSTI NG METHODOLOGY USED WAS THE COST- TO- CHARGE RATI O USI NG THE

| NCOVE STATEMENT METHOD. THE COST- TO- CHARGE RATI O WAS DERI VED FROM THE
YEAR- END GENERAL LEDGER, CALCULATED BY DI VI DI NG CROSS EXPENSE (LESS BAD
DEBT) M NUS OTHER OPERATI NG REVENUE BY GROSS PATI ENT CHARGES AND

APPLI ED BY CHARGE LI NE APPROPRI ATELY.
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

SECTIONS (E) COMMUNI TY HEALTH | MPROVEMENT; PORTIONS OF (F) HEALTH
PROFESSI ONS EDUCATI ON, (G SUBSI DI ZED HEALTH SERVI CES, (H) RESEARCH, AND
(1) CASH AND | N-KI ND CONTRI BUTI ONS TO COVMMIUNI TY GROUPS ARE COWPRI SED

( EXCEPT FOR CASH DONATI ONS AND | N-KI ND MATERI AL DONATI ONS) OF 1) SUPPLY
EXPENSES; 2) PURCHASED SERVI CES; 3) TU TION WAI VERS; AND 4) THE DI RECT
SALARY COSTS FOR STAFF COVMPENSATED BY THE HOSPI TAL AND SPENT TI ME

PARTI Cl PATI NG I N ACTI VI TI ES THAT QUALI FY AS COVMUNI TY BENEFI TS.

THE | NTERN, RESI DENT AND FELLOW PORTI ON OF SECTI ON (F) HEALTH PROFESSI ONS
EDUCATI ON ALSO | NCLUDES THE SALARI ES, FRI NGE BENEFI TS AND OTHER EXPENSES
OF THE RESI DENCY PROGRAM DERI VED FROM THE GENERAL LEDGER. | NDI RECT COSTS
VERE ALSO APPLI ED. THE COST ACCOUNTI NG METHODOLOGY WAS USED TO DETERM NE
NET COVMUNI TY BENEFI T EXPENSE FOR (G SUBSI DI ZED HEALTH SERVI CES, WH CH

I NCLUDE | P AND OP PSYCHI ATRY SERVI CE LI NES, EMERGENCY ROOM

SERI ES/ RECURRI NG, OBSTETRI CS AND OBSERVATI ON CASES.
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

BAD DEBT EXPENSE
PART 111, LINE 4
THE FI NANCI AL STATEMENTS DO NOT HAVE A FOOTNOTE FOR BAD DEBT EXPENSE BUT

BELOW IS THE FOOTNOTE FOR THE ALLOMNCE FOR BAD DEBTS.

THE HOSPI TAL PROVI DES CARE TO PATI ENTS WHO MEET CERTAI N CRI TERI A UNDER
THEI R FI NANCI AL ASSI STANCE POLI CY W THOUT CHARGE OR AT AMOUNTS LESS THAN
THEI R ESTABLI SHED RATES. BECAUSE THE HOSPI TAL DOES NOT ANTI Cl PATE
CCOLLECTI ON OF AMOUNTS DETERM NED TO QUALI FY AS CHARITY CARE, THEY ARE NOT
REPORTED AS REVENUE. THE HOSPI TAL GRANTS CREDI T W THOUT CCOLLATERAL TO
PATI ENTS, MOST OF WHOM ARE LOCAL RESI DENTS AND ARE | NSURED UNDER

THI RD- PARTY ARRANGEMENTS. ADDI TI ONS TO THE ALLOMNCE FOR UNCOLLECTI BLE
ACCOUNTS ARE MADE BY MEANS COF THE FOR BAD DEBTS. ACCOUNTS WRI TTEN OFF AS
UNCCOLLECTI BLE ARE DEDUCTED FROM THE ALLOWANCE AND SUBSEQUENT RECOVERI ES
ARE ADDED. THE AMOUNT OF THE PROVI SI ON FOR BAD DEBTS IS BASED UPON
MANAGEMENT' S ASSESSMENT OF HI STORI CAL AND EXPECTED NET COLLECTI ONS,

BUSI NESS AND ECONOM C CONDI TI ONS, TRENDS | N FEDERAL AND STATE
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8

=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

GOVERNMENTAL HEALTH CARE COVERAGE AND OTHER COLLECTI ON | NDI CATORS.

PART 111, SECTION A: BAD DEBT EXPENSE

THE HOSPI TAL USED A COST TO CHARCGE RATI O TO CALCULATE THE AMOUNTS
RECORDED IN LINES 2 AND 3. WE REASONABLY ESTI MATED THE AMOUNT COF BAD
DEBTS THAT WOULD QUALI FY FOR FI NANCI AL ASSI STANCE UNDER THE HOSPI TAL' S
CHARI TY CARE PCLICY, | F THE PATI ENTS WOULD HAVE APPLI ED OR PROVI DED
SUFFI CI ENT | NFORVATI ON. VE DI D NOT | NCLUDE THI S AMOUNT | N THE COMMUNI TY

BENEFI T.

EXPLANATI ON OF SHORTFALL AS COVMUNI TY BENEFI T

PART 111, LINE 8

THERE |I'S NO SHORTFALL REPORTED IN LINE 7, THEREFORE, WE DI D NOT | NCLUDE
IN COWUNI TY BENEFI T. WE UTI LI ZED THE COST TO CHARGE RATI O TO ESTI MATE

THE MEDI CARE ALLOMABLE COSTS OF CARE
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

CCOLLECTI ON PRACTI CES FOR QUALI FI ED PATI ENTS

PART 111, LINE 9B

A PATI ENT MAY REQUEST CHARI TY CARE AT ANY TIME IN THE BI LLI NG AND
CCOLLECTI ON PROCESS. | F THE HOSPI TAL, | TS COLLECTI ON AGENT, OR ITS
ATTORNEY BECOVES AWARE THAT THE PATI ENT OR GUARANTOR REQUESTS CHARI TY
CARE, THE COLLECTI ON PROCESS W LL BE PROVPTLY DI SCONTI NUED WHI LE THE
ELI G BILITY STATUS OF THE PATI ENT OR GUARANTOR REQUESTI NG ASSI STANCE | S
DETERM NED. WHENEVER | T |'S DETERM NED THAT THE PATI ENT QUALI FI ES FOR
CHARI TY CARE, THE FI NANCI AL COUNSELOR W LL ADJUST THE BALANCE BY THE
APPROPRI ATE AMOUNT, AND ANY RESULTI NG BALANCE W LL BECOME THE PATI ENT' S

RESPONSI BI LI TY.

NEEDS ASSESSMENT
PART VI, LINE 2
SAINT MARY' S HAS AN ANNUAL STRATEGQ C PLANNI NG PROCESS THAT | DENTI FI ES

UNMET COVMUNI TY NEEDS WHI LE DEPLOYI NG STRATEQ ES TO ADDRESS THESE UNMET
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8

=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

COMMUNI TY NEEDS AND | MPROVE OUR OVERALL COVMMUNI TY BENEFIT. SAI NT MARY' S
ALSO WORKS CLOSELY W TH MANY LOCAL CHARI TABLE COVMUNI TY SERVI CE

ORGANI ZATI ONS TO BOTH | DENTI FY AND ADDRESS COVMUNI TY NEEDS.

SAI NT MARY' S HOSPI TAL (SMH) | NDI VI DUAL COVMUNI TY BENEFI T PROGRAMS HAVE
BEEN DESI GNED TO MEET THE LONG STANDI NG NEEDS OF | NDI VI DUALS LI VING I N
THE SERVI CE AREA. TO | DENTI FY NEED, SWH HAS RELI ED ON EXI STI NG LOCAL AND
REG ONAL NEEDS ASSESSMENTS | NCLUDI NG UNI TED WAY OF GREATER WATERBURY' S
COVMWUNI TY STATUS REPORT (2012); UNI TED WAY' S TEN- YEAR PLAN TO END
HOMELESSNESS (2013); THE CENTERS FOR DI SEASE CONTROL AND PREVENTI ON
BEHAVI ORAL RI SK FACTCOR SURVEI LLANCE SYSTEM (2013); CONNECTI CUT DEPARTMENT
OF PUBLI C HEALTH STATE HEALTH ASSESSMENT (2013); AND THE CONNECTI CUT

HEALTH CARE SURVEY (2013) BY THE CONNECTI CUT HEALTH FOUNDATI ON.

IN ADDI TI ON, THE HOSPI TAL USES CONNECTI CUT HOSPI TAL ASSOCI ATI ON ( CHA)
ONLI NE TOOLS WHI CH | NCLUDE THE CHI ME DECI SI ON SUPPCORT TOOL AND CHI ME NMAPS

TO UNDERSTAND SERVI CE AREA NEEDS. THE HOSPI TAL USES THE CENSUS BUREAU
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
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=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

DATABASES AS WELL AS DEMOGRAPHI C REPORTS AVAI LABLE THROUGH CLARI TAS

DATABASES.

BETWEEN 2012 AND 2013, SAINT MARY' S CONDUCTED A COVMUNI TY HEALTH NEEDS
ASSESSMENT (CHNA). SAINT MARY' S REACHED OUT TO LOCAL ORGANI ZATI ONS AND
FORVED THE CGREATER WATERBURY HEALTH | MPROVEMENT PARTNERSHI P ( THE
PARTNERSHI P) . THE PARTNERSHI P | NCLUDES LOCAL NON- PROFI T ORGAN ZATI ONS
(SAINT MARY' S HOSPI TAL, WATERBURY HOSPI TALS, THE WATERBURY DEPARTMENT OF
HEALTH, UNI TED WAY OF CGREATER WATERBURY, STAYWELL HEALTH CENTER, AND THE
CONNECTI CUT COVMUNI TY FOUNDATI ON). PARTNERSHI P MEMBERS EACH CONTRI BUTED

FI NANCI AL RESOURCES TO CONDUCT THE COVMUNI TY HEALTH NEEDS ASSESSMENT.

DATA COLLECTI ON AND RESEARCH

SAI NT MARY' S CONTRACTED W TH HOLLERAN, AN | NDEPENDENT RESEARCH AND
CONSULTI NG FI RM LOCATED | N LANCASTER, PENNSYLVANI A, TO CONDUCT RESEARCH
IN SUPPORT OF THE CHNA. THE CHNA | NCLUDED BOTH QUALI TATI VE AND

QUANTI TATI VE DATA CCOLLECTI ON METHODS.  QUALI TATI VE DATA WERE COLLECTED
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
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Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

THROUGH BOTH A KEY | NFORVMANT ONLI NE SURVEY AND SI X FOCUS GROUPS. TWO
HUNDRED FI VE COVMUNI TY LEADERS, PARTNERS AND HEALTH CARE PROVI DERS
PARTI Cl PATED I N THE ONLI NE KEY | NFORVANT SURVEY. TWO FOCUS GROUPS W TH
HEALTHCARE PROVI DERS WERE HELD AT EACH OF THE HOSPI TALS;, 24 HEALTH CARE
PROVI DERS PARTI Cl PATED. FOUR FOCUS GROUPS WERE HELD AT NEI GHBORHOCD

ASSOCI ATI ONS | N WATERBURY; 33 LOCAL RESI DENTS PARTI Cl PATED.

QUANTI TATI VE DATA WERE COLLECTED THROUGH A STATI STI CAL HOUSEHOLD
TELEPHONE SURVEY OF 1,100 PECPLE I N THE SAI NT MARY'S SERVI CE AREA. THE
STATI STI CAL HOUSEHOLD SURVEY WAS BASED ON THE BEHAVI ORAL RI SK FACTOR
SURVEI LLANCE SYSTEM (BRFSS) STUDY DEVELOPED BY THE CENTERS FOR DI SEASE
CONTRCL AND PREVENTION (CDC). THE SURVEY ASSESSED | NDI CATORS SUCH AS
GENERAL HEALTH STATUS, PREVENTI ON ACTI VI TI ES ( SCREENI NGS, ETC.) AND RI SK
BEHAVI ORS (ALCOHOL USE, ETC.). THE RESULTS WERE EXAM NED BY A VARI ETY COF
DEMOGRAPHI C | NDI CATORS | NCLUDI NG AGE AND GENDER.  SPECI AL ATTENTI ON WAS
G VEN TO | DENTI FYI NG THE NEEDS OF UNDERSERVED | NDI VI DUALS, | NCLUDI NG

LOW I NCOVE, M NORITY, AND CHRONI C CONDI TI ON POPULATI ONS | N THE SAI NT
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=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

MARY' S SERVI CE AREA. I N ADDI TI ON TO THE HOUSEHOLD SURVEY, SECONDARY DATA

VERE ALSO ANALYZED AS PART OF THE CHNA.

PRI ORI Tl ZATI ON

ON JUNE 18, 2013, THE PARTNERSHI P HELD A PRI ORI Tl ZATI ON SESSI ON THAT

| NCLUDED 40 | NDI VI DUALS REPRESENTI NG LOCAL HEALTH AND HUMAN SERVI CE
AGENCI ES, AREA NON- PROFI T ORGANI ZATI ONS, HEALTH PROVI DERS AND PUBLI C
HEALTH REPRESENTATI VES. THE OBJECTI VES OF THE PRI ORI TI ZATI ON SESSI ON
VERE TO REVI EW THE RECENTLY COWVPI LED COVMMUNI TY HEALTH DATA AND HI GHLI GHT
KEY RESEARCH FI NDI NGS; TO GATHER FEEDBACK FROM THE COMMUNI TY
REPRESENTATI VES; AND TO PRI ORI TI ZE THE COVMUNI TY HEALTH NEEDS BASED ON

SELECTED CRI TERI A.

ATTENDEES VOTED ON THE TOP FOUR PRIORITY AREAS. THE SELECTED PRI ORI Tl ES
ARE (1) ACCESS TO CARE; (2) MENTAL HEALTH AND SUBSTANCE ABUSE; (3)
CHRONI C DI SEASES - OBESI TY, DI ABETES, HEART DI SEASE AND ASTHVA; AND (4)

SMOKI NG
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

| MPLEMENTATI ON STRATEGY

SAI NT MARY' S HOSPI TAL DEVELCOPED AN | MPLEMENTATI ON STRATEGY TO | LLUSTRATE
SPECI FI C PROGRAMS AND RESOURCES THAT SUPPORT THESE | DENTI FI ED COMMUNI TY
HEALTH PRIORI TI ES. THE | MPLEMENTATI ON STRATEGY WAS ADOPTED BY THE SAI NT
MARY' S BOARD OF DI RECTORS ON SEPTEMBER 12, 2013. THE | MPLEMENTATI ON
STRATEGY | S ATTACHED TO THIS FILING  THE CHNA SUMVARY REPORT AND

| MPLEMENTATI ON STRATEGY ARE ALSO AVAI LABLE ON THE HOSPI TAL' S WEBSI TE

( VWYV STMVH. ORG) .

PATI ENT EDUCATI ON OF ELI G BI LI TY FOR ASSI STANCE

PART VI, LINE 3

THERE ARE BROCHURES AND S| GNAGE | N FOUR LANGUAGES | NDI CATI NG THAT
FI NANCI AL ASSI STANCE | S AVAI LABLE TO QUALI FI ED PATI ENTS AND THEI R

FAM LI ES. SI GNAGE | S LOCATED | N REG STRATI ON, EMERGENCY DEPARTMENT, ALL
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

SCCl AL SERVI CES DEPARTMENTS, CASHI ER S OFFI CE, PATI ENT FI NANCI AL SERVI CES
AND THE LOBBY. THE SI GNAGE EXPLAINS THE POLI CY AND HOW TO APPLY. I N
ADDI TI ON, FI NANCI AL COUNSELCRS ARE AVAI LABLE TO MEET W TH | NDI VI DUAL

PATI ENTS TO ASSI ST DURI NG THE PROCESS.

ALL FAM LI ES OF ELI G BLE CH LDREN, REGARDLESS OF | NCOVE, RECEI VE CARE
COORDI NATI ON SERVI CES | N PARTNERSHI P WTH THEI R CH LD S MEDI CAL HOVE
UNDER THE SAI NT MARY' S PROGRAM FAM LY AND COMMUNI TY REFERRALS, DI RECT
SERVI CES, ADVOCACY AND LI NKS TO PARENT SUPPORT SERVI CES ARE ALSO

PROVI DED. A LI M TED NUMBER OF FAM LI ES RECElI VE RESPI TE AND CAMP FUNDS.
UNI NSURED OR UNDERI NSURED FAM LI ES WHO FALL WTHI N THE TI TLE V EXTENDED
SERVI CE FUNDS ELI G BI LI TY GUI DELI NES CAN ALSO BENEFI T FROM PAYMENT FOR
EXTENDED SERVI CES (|.E. DURABLE MEDI CAL EQUI PMENT, PRESCRI PTI ONS,

SPECI ALTY VI SI TS, THERAPI ES AND SPECI AL NUTRI TI ONAL FORMULAS) .

PATI ENT FI NANCI AL AID SAI NT MARY' S HOSPI TAL PROVI DES FI NANCI AL

ASSI STANCE TO PATI ENTS WHO QUALI FY FOR THE HOSPI TAL' S "BED FUND' OR OTHER
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8

=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

FI NANCI AL ASSI STANCE PROGRANMS.

I F A PATIENT I'S UNI NSURED OR OTHERW SE UNABLE TO PAY H S OR HER MEDI CAL
BI LLS, HE OR SHE MAY QUALI FY FOR THE HOSPI TAL BED FUND. I N ORDER TO
QUALI FY, A PATIENT MJUST MEET CERTAIN CRI TERI A, | NCLUDI NG HAVI NG A

HOUSEHOLD | NCOVE AT OR BELOW 400% OF THE FEDERAL POVERTY LIM TS.

| F A PATI ENT QUALI FIES FOR THE "BED FUND, " OR ANY OTHER FI NANCI AL

ASSI STANCE PROCRAMS, THE PATI ENT W LL BE NOTIFI ED WTH N THI RTY (30) DAYS
OF RECEI PT OF APPLI CATION. | F A PATIENT'S APPLI CATION | S DENI ED, AN
EXPLANATI ON W LL BE PROVI DED. THE PATI ENT MAY REAPPLY AT ANY TI ME AND THE
APPLI CATI ON W LL BE REASSESSED BASED ON THE AVAI LABI LI TY OF ADDI Tl ONAL

FUNDS OR A CHANGE I N THE PATI ENT' S FI NANCI AL STATUS.

COVMUNI TY | NFORVATI ON
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8

=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

PART VI, LINE 4

SAI NT MARY' S TOTAL SERVI CE AREA | S COWPRI SED OF 35 ZI P CODES, WHI CH

I NCLUDE THE CI TY OF WATERBURY AND 17 SURROUNDI NG TOWNS. THE PRI MARY
SERVI CE AREA (VWHI CH | NCLUDES WATERBURY, NAUGATUCK, PROSPECT AND WOLCOTT,
CT) HAS A POPULATI ON OF APPROXI MATELY 165, 400. THE SECONDARY SERVI CE AREA
HAS A POPULATI ON OF APPROXI MATELY 144, 600. THE MAJORITY OF SAI NT MARY' S
HOSPI TAL PATIENTS LIVE IN THE CITY OF WATERBURY WHI CH | S PARTI CULARLY
ECONOM CALLY DI STRESSED. THE MEDI AN HOUSEHOLD | NCOVE | S $41, 499, WH CH
I'S SIGNI FI CANTLY LESS THAN THE OVERALL SERVI CE AREA, WVHICH IS

APPROXI MATELY $66, 000. THE UNEMPLOYMENT RATE IN THE CI TY OF WATERBURY | N
SEPTEMBER 2013 IS 9.3% TH S IS H GHER THAN THE STATE OF CONNECTI CUT
UNEMPLOYMENT RATE OF 7.5% APPROXI MATELY 31. 6% OF THE POPULATION I N
WATERBURY SPEAKS A LANGUAGE OTHER THAN ENGLISH IN THE HOVE. THIS IS

H GHER THAN THE STATE OF CONNECTI CUT WHERE 20. 8% OF THE POPULATI ON SPEAKS
A LANGUAGE OTHER THAN ENGLI SH IN THE HOVE. | N ADDITION, 17.1% OF

FAM LI ES | N WATERBURY HAVE POVERTY STATUS COMPARED TO 6. 7% I N

CONNECTI CUT.
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8

=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

CENTRAL WATERBURY HAS BEEN DESI GNATED A MEDI CALLY UNDERSERVED AREA ( MUA)
AND MEDI CALLY UNDERSERVED POPULATI ON (MJUP) BY THE HEALTH RESOURCES AND
SERVI CES ADM NI STRATI ON (HRSA). HRSA HAS ALSO DESI GNATED CENTRAL
WATERBURY AS A HEALTH PROFESSI ONAL SHORTAGE AREA (HPSA) FOR PRI MARY

MEDI CAL CARE, DENTAL CARE AND MENTAL HEALTH.

PROMOTI ON OF COVMUNI TY HEALTH

PART Il AND PART VI, LINE 5

SMH' S COVMUNI TY BUI LDI NG ACTI VI TI ES | NCLUDE THE FOLLOW NG DI SASTER
PREPAREDNESS; CONTRI BUTI ONS TO THE WATERBURY ELI M NATES LEAD HAZARDS
PROGRAM HEALTH CARE ADVOCACY; A VARI ETY OF WORKFORCE DEVELOPMENT

I NI TI ATI VES | NCLUDI NG LECTURES TO ADDRESS HEALTHCARE WORKFORCE SHORTAGES,
RECRUI TI NG M NORI TI ES AND DI VERSE LANGUAGCES, AND SPEAKI NG TO YOUTH ABOUT
CAREERS | N HEALTHCARE; PARTI CI PATI ON | N THE CONNECTI CUT HOSPI TAL

ASSOCI ATI ON' S DI VERSI TY COLLABORATI VE; UNI TED WAY DAY OF CARI NG AND

PUBLI C LANDSCAPE ENHANCEMENT AMONG OTHERS. THESE ACTI VI TI ES PROMOTE
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8

=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

HEALTH I N MANY WAYS. THE EFFORTS OF OUR DI SASTER PREPAREDNESS COWM TTEE
ABOVE AND BEYOND WHAT | S REQUI RED OF THEM HELPS TO PREPARE QUR STAFF AND
COORDI NATE PLANS W TH OTHER LOCAL AGENCI ES (FIRE, POLICE, ETC) IN THE
EVENT THAT A LOCAL DI SASTER WOULD OCCUR. THE WATERBURY ELI M NATES LEAD
HAZARDS PROGRAM COLLABCORATES W TH OTHER LOCAL AGENCI ES TO | DENTI FY LEAD
HAZARDS | N THE COVMUNI TY AND EDUCATE AND TREAT | NDI VI DUALS I N AN EFFORT
TO PREVENT LEAD HAZARDS THROUGHOUT THE COMMUNITY. A VARI ETY OF SWVH STAFF
ADVOCATE FOR HEALTHCARE REFCRM BOTH LOCALLY AND AT THE STATE LEVEL I N AN
EFFORT TO | MPROVE ACCESS TO HEALTHCARE AND PUBLI C HEALTH. THE VARI QUS
WORKFORCE DEVELOPMENT | NI TI ATI VES ASSURE ACCESS TO HEALTHCARE SERVI CES I N
OUR COWUNI TY WH LE MAI NTAI NI NG HUMAN RESCURCES. BOTH THE UNI TED WAY DAY
OF CARI NG AND PUBLI C LANDSCAPE ENHANCEMENT CLEAN UP OUR COMMUNI TIES TO
PROVI DE A SAFE AND HEALTHY ENVI RONMENT FOR EVERYONE TO WORK, PLAY AND

LI VE.
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8

=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

PROMOTI ON OF COVMUNI TY HEALTH CONT.

PART Il AND PART VI, LINE 5

SAI NT MARY' S HCOSPI TAL OFFERS A VARI ETY OF FREE PROGRAMS AND SERVI CES THAT
ARE SUBSI DI ZED BY THE HOSPI TAL. FROM MEDI CAL AND SURG CAL SERVI CES FOR
THE UNI NSURED AND UNDERI NSURED TO HEALTH EDUCATI ON, SUPPORT GROUPS AND
COVMMUNI TY QUTREACH PROGRAMS, SAINT MARY' S PLAYS AN | NTEGRAL ROLE IN THE
COMMUNI TY WH LE RESPONDI NG TO THE UNI QUE HEALTHCARE NEEDS OF THE

RESI DENTS OF GREATER WATERBURY.

EXAMPLES OF SAI NT MARY'S MANY COVMUNI TY BENEFI T PROGRAMS AND SERVI CES
PROGRAM WHI CH PROVI DES FREE MAMMOGRAMS FOR WOVEN WHO ARE AGE 40 OR OLDER
AND HAVE LI TTLE OR NO HEALTH | NSURANCE. SAINT MARY'S | S THE ONLY HOSPI TAL
I N WATERBURY OFFERI NG THI S PROGRAM WHI CH HAS ASSI STED MORE THAN 2, 500
WOMVEN SINCE 1995. THE PROGRAM | S OFFERED THROUGH SAI NT MARY' S CHI LDREN S

AND FAM LY HEALTH CENTER

OTHER EXAMPLES OF SAINT MARY'S COVMMUNI TY BENEFI T PROGRAMS AND SERVI CES
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule H (Form 990) 2012 Page 8
=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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

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

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

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

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

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

organization, files a community benefit report.

Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

| NCLUDE SUPPORT GROUPS THAT ARE HOSTED AND SUPPORTED BY THE HOSPI TAL FOR

PATI ENTS SUFFERI NG FROM ASTHVA AND OUR "BEYOND GRI EF' GROUP PROVI DES

BEREAVEMENT SUPPORT FOR ADULTS.

ONE OF THE PROGRAMS THAT HAS HAD AN | MPACT IS CALLED "TEEN GRI EF, " WHI CH

PROVI DES CONFI DENTI AL BEREAVEMENT SUPPORT TO STUDENTS OF LOCAL M DDLE AND

H GH SCHOOLS. ESTABLI SHED BY A PEDI ATRI C SOCI AL WORKER FROM SAI NT MARY' S

CH LDREN S AND FAM LY HEALTH CENTER I N THE WAKE OF THE TERRCRI ST ATTACKS

OF SEPTEMBER 2001, THI S PROGRAM | S SUPPORTED | N PART BY A GRANT FROM THE

J.

WALTON BI SSELL FOUNDATI ON. THI' S I N SCHOOL PROGRAM ALLOWS TEENS TO COPE

WTH THEIR GRIEF I N A PCSI TI VE WAY AND PROVI DES THEM W TH A SAFE PLACE TO

EXPRESS THEI R FEELI NGS AND LEARN FROM THE EXPERI ENCES OF THEI R PEERS. | N

ADDI TI ON TO THESE PROGRAMS SAI NT MARY'S ALSO HAS SUCCESSFUL PARTNERSHI PS

W TH OTHER COMMUNI TY ORGANI ZATI ONS SUCH AS THE GREATER WATERBURY UNI TED

VAY, WELLPATH BEHAVI ORAL HEALTH FOR CHI LDREN AND FAM LI ES, AND THE MORRI S

FOUNDATI ON, WH CH OFFERS TREATMENT, PREVENTI ON, EDUCATI ON, AND RECOVERY

SUPPORT FOR | NDI VI DUALS W TH SUBSTANCE ABUSE AND BEHAVI ORAL HEALTH

JSA
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
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=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

| SSUES.

THE HOSPI TAL HAS ALSO FORGED COLLABORATI ONS TO BRI NG WORLD- CLASS
HEALTHCARE SERVI CES TO THE COMMUNI TY THROUGH:

- THE HAROLD LEEVER REG ONAL CANCER CENTER, A FREESTANDI NG

40, 000- SQUARE- FOOT FACI LI TY DEDI CATED TO QUTPATI ENT CANCER CARE, WHICH I S
A JO NT VENTURE PARTNERSHI P BETWEEN SAI NT MARY' S HOSPI TAL AND WATERBURY
HOSPI TAL; - THE HEART CENTER OF GREATER WATERBURY, WHI CH PROVI DES
ADVANCED CARDI AC SERVI CES, | NCLUDI NG ANG OPLASTY AND OPEN HEART SURGERY,
THROUGH A PARTNERSHI P BETWEEN SAI NT MARY' S HOSPI TAL, WATERBURY HOSPI TAL
AND THE UNI VERSI TY OF CONNECTI CUT HEALTH CENTER/ JOHN DEMPSEY HOSPI TAL.

EXTENDI NG | TS REACH.

SAINT MARY'S CHI LDREN' S AND FAM LY HEALTH CENTER HAS BEEN RECOGNI ZED BY
THE CONNECTI CUT LEG SLATURE, STATE CHI LD ADVOCACY GROUPS AND THE NATI ONAL
I NI TI ATI VE FOR CH LD HEALTHCARE QUALITY AS A LEADER AND MCDEL PRACTICE IN

THE CARE OF CHI LDREN W TH SPECI AL HEALTHCARE NEEDS BASED ON | TS " MEDI CAL
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=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

HOVE" MODEL OF CARE.

FORVALLY KNOWN AS THE NORTHWEST REG ONAL MEDI CAL HOVE SUPPORT CENTER,

THI' S HOSPI TAL- BASED PROGRAM PROVI DES ASSI STANCE TO CAREG VERS COF CHI LDREN
W TH SPECI AL HEALTHCARE NEEDS AND HAS EXPANDED TO FI VE LOCATI ONS: SAI NT
MARY' S CHI LDREN S HEALTH CENTER, LI TCHFI ELD COUNTY PEDI ATRICS I N

TORRI NGTQN, PEDI ATRI C ASSCOCI ATES OF WESTERN, CT, PEDI ATRI C ASSCClI ATES OF
CT AND THE MEDI CAL/ PEDI ATRI CS RESI DENCY TRAI NI NG PROGRAM OPERATED JO NTLY

BY SAI NT MARY'S HOSPI TAL AND YALE- NEW HAVEN HOSPI TAL.

THE PROGRAM PROVI DES:

@) CARE COCRDI NATI ON

@) FAM LY SUPPORT

@) ADVOCACY

@) TI TLE V FUNDS

@) BENEFI TS COORDI NATI ON
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

WORKI NG W TH CAREG VERS, THE " MEDI CAL HOVE' PROGRAM HELPS CREATE
CUSTOM ZED CARE PLANS AND BRI NGS TOGETHER RESOURCES THAT FAM LI ES W TH
CHI LDREN OF SPECI AL NEEDS DEPEND UPON. THE PROGRAM PARTNERS W TH

PEDI ATRI C CARE PROVI DERS TO MEET THE DI VERSE NEEDS OF CAREG VERS AND
FAM LI ES OF CH LDREN W TH SPECI AL HEALTHCARE NEEDS. WORKI NG THROUGH
REHABI LI TATI ON AND SCHOOL SERVI CES, COVMUNI TY AGENCI ES AND DEPARTMENT OF
SCCl AL SERVI CES, THE PROGRAM ESTABLI SHES TRANSI TI ON PLANS FCOR CHI LDREN
LEAVI NG THE PROGRAM AT AGE 21. THE UNI TED STATES MATERNAL AND CHI LD
HEALTH BUREAU DEFI NES CHI LDREN W TH SPECI AL HEALTHCARE NEEDS ( CSHCN) AS
THOSE WHO HAVE OR ARE AT | NCREASED RI SK FOR: CHRONI C PHYSI CAL,
DEVELOPMENTAL, BEHAVI CRAL OR EMOTI ON CONDI TI ONS ( EXPECTED TO LAST AT
LEAST A YEAR); AND THOSE WHO REQUI RE HEALTH AND RELATED SERVI CES CF A
TYPE OR AMOUNT BEYOND THAT REQUI RED BY CHI LDREN GENERALLY. EI GHTEEN

PERCENT OF CHILDREN I N THE UNI TED STATES ARE | NCLUDED I N THAT DEFI NI TI ON.

N ADDI TION TO THE COMMUNI TY BUI LDI NG ACTI VI TI ES | DENTI FI ED | N RESPONSE
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=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

TO QUESTI ON 5 AND THE QUANTI FI ED FREE OR DI SCOUNTED HEALTH SERVI CES
| DENTI FI ED I N THE REPORTED CHARI TY CARE FI GURES, SMH PROVI DES OTHER
COVMMUNI TY BENEFI TS. EXAMPLES | NCLUDE SCREENI NGS, LECTURES, HEALTH FAI RS,

SUPPORT GROUPS, CONSULTATI ONS, REFERRALS TO QUTSI DE AGENCI ES AND OTHERS.

HEALTH PROFESSI ONS EDUCATI ON:  SWH IS A TEACHI NG HOSPI TAL AND | S

COW TTED TO PREPARI NG FUTURE HEALTHCARE PROFESSI ONALS. TH S CATEGORY
REPRESENTS THE MAJORI TY OF SWH S COMMUNI TY BENEFI T ACTI VI TI ES AND

| NCLUDES EFFORTS TO GENERATE | NTEREST | N HEALTH PROFESSI ONS AS WELL AS
PROVI DI NG A CLI NI CAL SITE FOR MEDI CAL STUDENTS, H GH SCHOOL STUDENTS AND
COLLEGES FOR STUDENTS WHO ARE PURSUI NG DEGREES AS NURSES, PAS,

OCCUPATI ONAL, SPEECH AND PHYSI CAL THERAPI STS, DENTAL HYd EN STS,

RADI OLOGY TECHNOLOG STS AND MORE.

SUBSI DI ZED SERVI CES: SMH PROVI DES HEALTH SERVI CES TO PATI ENTS W TH NO

I NSURANCE OR STATE | NSURANCE | NCLUDI NG EMERGENCY SERVI CES AND BEHAVI ORAL
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
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=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

HEALTH CLI NI CS.

FI NANCI AL AND | N- KI ND CONTRI BUTI ONS: SMH FI NANCI ALLY SUPPORTS OTHER
COVMUNI TY ORGANI ZATI ONS THROUGH SPONSCORSHI PS AND | N- KI ND DONATI ONS VI A
TI ME SPENT BY STAFF IN THE COVMUNI TY ON LOCAL BOARDS AND VCOLUNTEERI NG

TI ME FOR LOCAL ORGANI ZATI ONS.

COMMUNI TY BENEFI T OPERATIONS: THE COSTS ASSOCI ATED W TH PLANNI NG AND
OPERATI NG COVMUNI TY BENEFI T PROGRAMS ARE | N | TSELF A BENEFI T TO THE
COMWUNI TY. TH S CATEGORY ALSO | NCLUDES COSTS ASSOCI ATED W TH CONDUCTI NG
A COMWUNI TY HEALTH NEEDS ASSESSMENT AS WELL AS DEVELOPI NG AN

| MPLEMENTATI ON STRATEGY.

RESEARCH
STATE CANCER REG STRI ES ENABLE PUBLI C HEALTH PROFESSI ONALS TO BETTER
UNDERSTAND AND ADDRESS CANCER.  SUCH | NFORVATI ON |'S ESSENTI AL FOR

| DENTI FYI NG WHEN AND WHERE CANCER SCREENI NG EFFORTS SHOULD BE ENHANCED
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
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Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

AND FOR MONI TORI NG THE TREATMENT PROVI DED TO CANCER PATI ENTS. IN

ADDI TI ON, RELI ABLE REG STRY DATA |I'S FUNDAMENTAL TO A VARI ETY OF RESEARCH
EFFORTS, | NCLUDI NG THOSE Al MED AT EVALUATI NG THE EFFECTI VENESS OF CANCER
PREVENTI ON, CONTRCL OR TREATMENT PROGRAMS. THE DATA IS REPORTED TO A
CENTRAL STATEW DE REGQ STRY FROM VARI QUS MEDI CAL FACI LI TI ES | NCLUDI NG
HOSPI TALS, PHYSI CI ANS' OFFI CES, THERAPEUTI C RADI ATI ON FACI LI Tl ES,
FREESTANDI NG SURG CAL CENTERS AND PATHOLOGY LABORATORI ES. DURI NG FI SCAL
YEAR 2013, THE TOTAL COST ASSOCI ATED W TH THE SAI NT MARY' S HOSPI TAL

CANCER REGQ STRY WAS $110, 871.

AFFI LI ATED HEALTH CARE SYSTEM ROLES

PART VI, LINE 6

SAI NT MARY' S HCOSPI TAL PLAYS AN | NDI SPENSABLE RCLE | N THE HEALTHCARE

DELI VERY SYSTEM FOR THE GREATER WATERBURY COVMUNI TY AND THE TOMWNS COF THE
CENTRAL NAUGATUCK VALLEY. FOUNDED I N 1907 BY THE SI STERS OF SAI NT JOSEPH
OF CHAMBERY, SAINT MARY' S HAS BEEN THE CATHOLI C BEACON OF HEALI NG AND

HOPE IN THE COVUNI TY FOR 100 YEARS. BU LT IN THE HEART OF THE CI TY AND
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=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

W THI N CLOSE DI STANCE OF | TS ONCE- THRI VI NG BRASS M LLS SO THAT I T COULD
RESPOND READI LY TO | NJURED WORKERS, THE HOSPI TAL HAS EVOLVED | NTO A
Dl VERSE HEALTH SYSTEM THAT TODAY PROVI DES A VARI ETY OF HEALTHCARE,

EDUCATI ONAL, FI NANCI AL AND OTHER BENEFI TS TO THE PEOPLE | T SERVES.

SMH AFFI LI ATED ORGANI ZATI ONS SHARE THE GOAL OF PROMOTI NG HEALTHY LI VI NG

AND DI SEASE DETECTI ON AND PREVENTI ON THROUGHOUT THE WATERBURY COMVUNI TY.

THE HEART CENTER OF GREATER WATERBURY | S A PARTNERSHI P ORGANI ZATI ON W TH
SCLE MEMBERS: SAI NT MARY'S HOSPI TAL AND WATERBURY HOSPI TAL. THE HEART
CENTER PROMOTES HEALTHY LI VI NG AND CARDI OVASCULAR DI SEASE DETECTI ON
THROUGH SUPPORT GROUPS, SCREENI NGS, COVMUNI TY HEALTH BOARD | NVOLVEMENT,

AND COVMUNI TY EDUCATI ON.

THE HAROLD LEEVER CANCER CENTER IS A PARTNERSHI P CRGANI ZATI ON W TH SCOLE

MEMBERS: SAI NT MARY' S HOSPI TAL AND WATERBURY HOSPI TAL. THE HAROLD LEEVER
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
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=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

CANCER CENTER PROMOTES CANCER AWARENESS AND SUPPORT FOR PATI ENTS THROUGH
SUPPORT GROUPS, SCREENI NGS AND COVMUNI TY EDUCATI ON.

SAI NT MARY' S HOSPI TAL FOUNDATION |'S A 501(C)(3) WHOLLY OAMNED SUBSI DI ARY
COVPANY OF SAINT MARY' S HEALTH SYSTEM THE FOUNDATI ON SUPPORTS THE

HOSPI TAL' S M SSI ON BY RAI SI NG MONEY TO BENEFI T A VARI ETY OF COWUNI TY

NEEDS.

FRANKLI N MEDI CAL GROUP IS A CAPTI VE PROFESSI ONAL CORPORATI ON OF

MULTI - SPECI ALTY PHYSI CI ANS AFFI LI ATED W TH SAI NT MARY' S HOSPI TAL. THE
MEDI CAL GROUP OPERATES THE CHI LDREN S AND FAM LY HEALTH CENTER, DENTAL
CLINIC AND A VARI ETY OF CLINICS OFTEN BENEFI TI NG THE UNI NSURED

POPULATI ON. | N ADDI TI ON TO PATI ENT CARE, PATIENTS BENEFI T FROM A VARI ETY

OF FREE OR DI SCOUNTED SERVI CES.

ALL STATES WH CH ORGANI ZATI ON FI LES A COWUNI TY BENEFI T REPORT
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule H (Form 990) 2012 Page 8
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Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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

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

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

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

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

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

organization, files a community benefit report.

Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

PART VI, LINE 7

CT

Bl LLI NG AND COLLECTI ONS

PART V, LINE 16E AND PART I, LINE 3C

THE ORGANI ZATI ON TAKES THE FOLLOWN NG EFFORT TO ENSURE ELI G BI LI TY PRI OR

TO I NI TI ATI NG ANY LAWSUI TS OR LEINS:

ON A Bl -WVEEKLY BASI S PATI ENT FI NANCI AL SERVI CES DEPARTMENT W LL RUN A

REPORT OF ALL OUTSTANDI NG PATI ENT ACCOUNT BALANCES, | N FI NANCI AL CLASS P,

VH CH WLL BE FORWARDED TO AN QUTSI DE VENDOR FOR VERI FI CATI ON OF ASSET.

PATI ENTS THAT ARE CLASSI FI ED AS HAVI NG NO ASSETS W LL BE WRITTEN OFF TO

CHARI TY CARE. THESE MJUST BE AUTHORI ZED AND APPROVED BY THE VI CE PRESI DENT

OF FI NANCE/ CFO CR HI'S DESI GNEE. DUE TO SYSTEM TRANSI TI ON, THE HOSPI TAL

HAD DI FFI CULTY W TH ASSET VERI FI CATI ON DURI NG 2013.

JSA
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8

=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

I NDI VI DUALS ELI G BLE FOR FI NANCI AL ASSI STANCE
PART V, LINE 20D
THE FOLLOW NG CRI TERI A ARE USED TO DETERM NE THE ELI G BI LI TY OF PATI ENTS

FOR FI NANCI AL ASSI STANCE:

ALL SELF- PAY ACCOUNTS ( SFPY) RECEI VED A 25% SELF PAY DI SCOUNT UP UNTI L
JUNE 30, 2013. AFTER JUNE 2013 ALL SELF PAY I NDI VI DUALS RECEI VED A 40%
DI SCOUNT OFF OF THE PUBLI SHED CHARGES, REGARDLESS OF THEI R | NCOVE OR
ASSETS. ACCOUNTS MUST BE I N A SELF-PAY FI NANCI AL CLASS FOR THE DI SCOUNT

TO BE TAKEN.

FOR UNI NSURED PATI ENTS WHOSE | NCOVE ARE AT OR BELOW 350% OF THE FEDERAL
POVERTY | NCOVE LEVELS, SWH W LL REDUCE THEI R BI LL BY SLI DI NG SCALE
DI SCOUNT OR TO "COST OF PROVI DI NG SERVI CES", AS ESTABLI SHED BY THE OFFI CE

OF HEALTH CARE ACCESS (OHCA), WH CHEVER IS GREATER

UNI NSURED PATI ENTS, WHOSE | NCOVE RANGE BETWEEN 351% AND 400% OF THE

JSA Schedule H (Form 990) 2012
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8

=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

FEDERAL POVERTY | NCOVE LEVELS, W LL BE ELI G BLE FOR AN ADDI TI ONAL CHARI TY

CARE REDUCTI ON CF 20% OFF COF THEI R REMAI NI NG ACCOUNT('S) BALANCE(S) .

PATI ENTS WHO DO NOT QUALI FY FOR REDUCTI ON TO COST OR CHARI TY CARE MAY
QUALI FY FOR AN ADDI TI ONAL 5% - 10% DI SCOUNT BY CONTACTI NG OUR SELF- PAY
COLLECTORS. REQUESTS FOR THI' S DI SCOUNT MUST BE MADE BEFORE THE ACCOUNT | S
SENT TO A COLLECTI ON AGENCY AND PAYMENT MUST BE RECEI VED W THI N 10 DAYS

OF THE AGREEMENT.

I NPUT FROM REPRESENTATI VES OF THE COMMUNI TY

PART V, LINE 3

SAI NT MARY' S RECEI VED S| GNI FI CANT | NPUT FROM PERSONS REPRESENTI NG THE
COMMUNI TY. THE ASSESSMENT WAS CONDUCTED | N COLLABORATI ON W TH THE NEWY
FORVED GREATER WATERBURY HEALTH | MPROVEMENT PARTNERSHI P (GWHI P), WHI CH

I NCLUDES SAI NT MARY' S HOSPI TAL, WATERBURY HCSPI TAL, THE WATERBURY
DEPARTMENT OF HEALTH, UNI TED WAY OF GREATER WATERBURY, STAYWELL HEALTH

CENTER, AND THE CONNECTI CUT COVMUNI TY FOUNDATI ON. I N ADDI TION, GMI P

JSA Schedule H (Form 990) 2012
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule H (Form 990) 2012 Page 8
=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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

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

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

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

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

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

organization, files a community benefit report.

Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

HOSTED A PRI ORI Tl ZATI ON SESSI ON THAT | NCLUDED 41 | NDI VI DUALS REPRESENTI NG

LOCAL HEALTH AND HUMAN SERVI CE AGENCI ES, AREA NON- PROFI T ORGANI ZATI ONS,

HEALTH PROVI DERS AND PUBLI C HEALTH REPRESENTATI VES. AT TH S

PRI ORI TI ZATI ON SESSI ON WHI CH TOOK PLACE ON JUNE 18, 2013, THE GROUP VOTED

ON COMMUNI TY HEALTH PRI ORI Tl ES.

THE SESSI ON | NCLUDED 41 PARTI Cl PANTS FROM 29 ORGANI ZATI ONS | NCLUDI NG BUT

NOT LI M TED TO WATERBURY BOARD OF PUBLI C HEALTH, CATHOLI C CHARI TI ES

ARCHDI OCES OF HARTFORD, UCONN SCHOOL OF PUBI C HEALTH, END HUNGER

CONNECTI CUT, VNA HEALTH- AT- HOME, BRI DGE TO SUCCESS, HEART CENTER OF

GREATER WATERBURY AND THE CHAMBER OF COMMERCE. A LI STI NG OF PARTI Cl PANTS

IS AVAI LABLE UPON REQUEST.

I NPUT FROM HOSPI TAL FACI LI TI ES

PART V, LINE 4

WATERBURY HOSPI TAL

JSA
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8

=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

AVAI LABI LI TY TO PUBLIC

PART V, LINE 5C

GMI P HOSTED A "HEALTH SUWM T" AT NAUGATUCK VALLEY COVMUNI TY COLLEGE ON
OCTOBER 4, 2013. MEMBERS OF THE PUBLI C VERE | NVI TED TO ATTEND. OVER 100

PEOPLE ATTENDED THE EVENT.

AT THE HEALTH SUW T, GMHI P REPRESENTATI VES PRESENTED THE CHNA FI NDI NGS.
GMHI P ALSO CONVENED WORK GROUPS TO ADDRESS | DENTI FI ED AREAS OF COMMUNI TY

HEALTH NEED.

NEEDS | DENTI FI ED

PART V, LINE 7

SAI NT MARY' S HCSPI TAL ADM NI STRATORS DECI DED TO FOCUS ON THE TOP FOUR
COVMUNI TY HEALTH NEEDS ( ACCESS TO CARE; MENTAL HEALTH SUBSTANCE ABUSE;
CHRONI C DI SEASES ( OBESI TY, HEART DI SEASE, DI ABETES, AND ASTHVA); AND
TOBACCO USE). THESE NEEDS WERE SELECTED AT THE " PRI ORI TI ZATI ON SESSI ON'

THAT WAS HELD ON JUNE 18, 2013.

JSA Schedule H (Form 990) 2012
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844
Schedule H (Form 990) 2012 Page 8

=E1g@YIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 constituents it serves.

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

DUE TO LIM TED TI ME AND RESOURCES, SAINT MARY'S | S UNABLE TO ADDRESS EACH
| DENTI FI ED COMWUNI TY HEALTH NEED. COVMUNI TY ORGANI ZATI ONS ARE ADDRESSI NG
THE OTHER | DENTI FI ED HEALTH NEEDS. FOR EXAMPLE, THE WATERBURY HEALTH
DEPARTMENT AND NEW OPPORTUNI TI ES, | NC. ARE BOTH ADDRESSI NG " LOW Bl RTH

VEI CHT" BABI ES THROUGH THE WOMEN, | NFANTS, AND CHI LDREN (W C) NUTRI TI ON
PROGRAM  THE WATERBURY HEALTH DEPARTMENT AND NEW OPPORTUNI TI ES, | NC.

ADM NI STER THE W C PROGRAM LOCALLY.

JSA Schedule H (Form 990) 2012
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I OMB No. 1545-0047

SCHEDULE |
(Form 990)

Grants and Other Assistance to Organizations,
Governments, and Individuals in the United States

Complete if the organization answered "Yes" to Form 990, Part IV, line 21 or 22.
» Attach to Form 990.

2012

Open to Public

Department of the Treasury

Internal Revenue Service Inspection

Employer identification number

06- 0646844

Name of the organization

ST. MARY' S HOSPI TAL, | NC

General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and
the selection criteria used to award the grants or @SSIStANCE? . . . . . . . .. . oo vttt [ 1 ves

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

Grants and Other Assistance to Governments and Organizations in the United States. Complete if the organization answered "Yes" to Form 990,
Part IV, line 21, for any recipient that received more than $5,000. Part Il can be duplicated if additional space is needed.

No

(f) Method of valuation
(book, FMV, appraisal,
other)

1 (a) Name and address of organization
or government

(b) EIN (c) IRC section

if applicable

(d) Amount of cash
grant

(9) Description of
non-cash assistance

(h) Purpose of grant
or assistance

(e) Amount of non-
cash assistance

06- 0646798 TUI TI ON SUBSI DY

501( Q) (3) 7, 850.

a2 _ ]

2
3

Enter total number of section 501(c)(3) and government organizations listed in the line 1 table
Enter total number of other organizations listed in the line 1 table

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

JSA
2E1288 1.000
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ST. MARY' S HOSPI TAL, | NC
Schedule | (Form 990) (2012)

06- 0646844
Page 2

eIl Grants and Other Assistance to Individuals in the United States. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance (b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
non-cash assistance

(e) Method of valuation (book,
FMV, appraisal, other)

(f) Description of non-cash assistance

7

Supplemental Information. Complete this part to provide the information required in Part I, line 2, Part lll, column (b), and any other additional

information.

GENERAL | NFORMATI ON ON GRANTS AND ASSI STANCE

SCHEDULE |, PART I, LINES 1 & 2

THE HOSPI TAL DCES NOT MAKE CGRANTS TO OTHER ORGANI ZATI ONS. THE HOSPI TAL

WLL MAKE VARI QUS DONATI ONS AND SPONSORSHI PS FOR LOCAL ORGANI ZATI ONS TO

PROMOTE HEALTH AND VELFARE.

JSA
2E1504 2.000
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SCHEDULE J Compensation Information OMB No. 1545-0047
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 2@ 1 2

Compensated Employees

P Complete if the organization answered "Yes" to Form 990, .
Part IV, line 23. Open to Public
Department of the Treasury . . )
Internal Revenue Service P Attach to Form 990. P> See separate instructions. Inspection

Name of the organization

Employer identification number

ST. MARY' S HOSPI TAL, | NC 06- 0646844
Questions Regarding Compensation
Yes | No
la Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form

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

First-class or charter travel Housing allowance or residence for personal use

Travel for companions Payments for business use of personal residence

Tax indemnification and gross-up payments Health or social club dues or initiation fees

Discretionary spending account Personal services (e.g., maid, chauffeur, chef)
If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
(e); Ir{;aiirr{nbursement or provision of all of the expenses described above? If "No," complete Part Ill to b
Dig the organization require substantiation prior to reimbursing or allowing expenses incurred by all officers,
directors, trustees, and the CEO/Executive Director, regarding the items checked inline 1a? , _ . . . .. .. .. 2
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 Ill.
Compensation committee - Written employment contract
Independent compensation consultant Compensation survey or study
- Form 990 of other organizations Approval by the board or compensation committee
During the year, did any person listed in Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
Receive a severance payment or change-of-control payment? . . . . . . . . . . . . .. .. 4a X
Participate in, or receive payment from, a supplemental nonqualified retirementplan? . . . . . . .. .. ... 4b X
Participate in, or receive payment from, an equity-based compensation arrangement?_ . . . . . . . .. .. ... 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part lIl.
Only section 501(c)(3) and 501(c)(4) organizations must complete lines 5-9.
For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
The organization? L e e e e 5a X
Any related organization? . L L e e 5b X
If "Yes" to line 5a or 5b, describe in Part Ill.
For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
The organization? & L L e e e e 6a | X
Any related organization? | . L L L e e 6b X
If "Yes" to line 6a or 6b, describe in Part lll.
For persons listed in Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes," describe inPart Il _ . . . . . . . .. .. .. ... .. .... 7 X
Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe
0T 8 X
If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)? . . . . . . i i i i i i e e e e e e e e e e e e e e e e e e e e e e e 9

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

JSA
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844

Schedule J (Form 990) 2012 Page 2
sE1agl] Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported in Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ii). Do not list any individuals that are not listed on Form 990, Part VII.

Note. The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that
individual.

(B) Breakdown of W-2 and/or 1099-MISC compensation (C) Retirement and (D) Nontaxable (E) Total of columns (F) Compensation
(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other other deferred benefits B)X-O) reported as deferred in
compensation compensation reportable compensation prior Form 990
compensation
CHAD WABLE M ____* 424,421.| 61,500.] _____ 25,201 1 100,391.] ___36,813. 648,326.| O
1 PRESI DENT AND CEO (i) d d a s a h 0
ROBERT HALKO M ____ 119,090.] | Q q q______ 38731} 122,821, 0O
5 VP AND CFO ( FORMER) (ii) 0 a 0 Q 0 (0 0
JAMES UBERTI, M D. ol q a qa_ qa qa 99 0
3 D RECTOR (ii) 212, 431. 370 0 6, 384 3, 053. 222,238 0
SANDRA ROOSA M ____% 500,7¢6.| Q9 ___________ q q____ 18,523, 519,319.| O
4 VP PATIENT SERVI CE CNO (i) d d a s a h 0
M CHAEL NOVAK M ____ 225,232.| . 20,000 __ 414.) - 14,700.| _____28,060.| 288,406.| O
5 VP OPERATI ONS (i) 0 [0 0 [0 0 0 0
CARGLYN ORRELL M ____ 175,871.] 10,000.) ________ 3%8. q 5022} 191,251, O
o CH EF | NFORMATI ON OFFI CER (i) d d a s a h 0
M CLARK KEARNEY (O] I 194,531.| _____ 18,000.] ______ 1,166, 12,822.| 25675 252,194, 0
2 VP HUMAN RESOURCES (i) 0 d 0 0 0 0 0
JOSEPH CONNOLLY (O] I 155,944.| _____ 10,000 ________ 208.) 9,970.| ____25366.| ___ 201,488, 0
g CH EF MARKETI NG OFFI CER (i) a d a 0 0 h 0
STEPHEN HOLLAND, MD (O} I 279,816.| _____ 30,000.) 452 - 14,700.| _____4.848.| 320,816.| 0
g VP/ OVD (ROTATED CFF 8/ 3/ 2012) (i) a d a 0 0 h 0
ELI ZABETH BQZZUTO (O} I 231,588.| 20,000.) ______ 1,506, 14,700.] ___26,799.] ___ 294,998, .0
10 VP SURGI CAL SERVI CES (i) a d a 0 0 h 0
STEVEN SCHNEI DER, MD oL qa a__ qa q [ qa 9 0
1190 (ii) 345, 429 C 1, 188. 14, 700 5, 783 367, 100 0
o o O A S A S
12 (if)
0 o O A S S
13 (if)
0 o O A S S
14 (i)
0 o O A S S
15 (it)
0 o O A S S
16 (ii)
Schedule J (Form 990) 2012
JSA
2E1291 1.000

TU1334 2219 8/20/2014 2:07:29 PM V 12-7.12 798511 PACE 74



ST. MARY' S HOSPI TAL, | NC. 06- 0646844

Schedule J (Form 990) 2012 Page 3

Supplemental Information
Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il.
Also complete this part for any additional information.

PARTI Cl PATI ON I N OR PAYMENT FROM NONQUALI FI ED RETI REMENT PLANS.
SCHEDULE J - PART | - LINE 4B
CHAD WABLE AND SANDRA ROCSA PARTI Cl PATED | N A SUPPLEMENTAL NONQUALI FI ED

RETI REMENT PLAN.

CHAD WABLE PARTI Cl PATES I N A 457(F) DEFERRED COVPENSATI ON PLAN. NO

PAYMENT WAS RECEI VED DURI NG FI SCAL YEAR ENDI NG 2013.

SANDRA ROOSA' S EMPLOYMENT CONTRACT | NCLUDES A PROVI SI ON FOR SUPPLEMENTAL
RETI REMENT PAYMENTS. THERE WERE PAYMENTS MADE UNDER THI S PROVI SION IN THE

CALENDAR YEAR 2012.

COVPENSATI ON CONTI NGENT ON NET EARNI NGS

SCHEDULE J - PART | - QUESTI ON 6A

EACH SENI OR LEADER |I'S PROVI DED A BONUS BASED ON NET EARNI NGS AND OTHER
CORPORATE GOALS. THE BONUS | S CONTI NGENT ON CORPCRATE GOALS AND
OCBJECTI VES EACH YEAR. DURI NG FY2013, THERE WERE 5 OBJECTI VES: PECPLE,
SERVI CE, QUALITY, FINANCE, AND GROMH THE BONUS | S COVPUTED ON A

PERCENTAGE ALLOCATI ON FOR THE WEI GHT OF EACH OBJECTI VE WHI CH | S DI FFERENT
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ST. MARY' S HOSPI TAL, | NC. 06- 0646844

Schedule J (Form 990) 2012 Page 3

Supplemental Information
Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il.
Also complete this part for any additional information.

FOR EACH SENI OR LEADER BASED ON THEI R JOB FUNCTI ON.

SEVERANCE AGREEMENT
SCHEDULE J, LINE 4A
SAI NT MARY' S HOSPI TAL ENTERED | NTO A SEVERANCE ACREEMENT W TH A FORMER

EMPLOYEE, VW CH ENDED | N CALENDAR YEAR 2012.
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SCHEDULE L
(Form 990 or 990-EZ)

Department of the Treasury

Transactions With Interested Persons '

P Complete if the organization answered
"Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 28b, or 28c,

OMB No. 1545-0047

2012

or Form 990-EZ, Part V, line 38a or 40b. Open To Public

Internal Revenue Service P Attach to Form 990 or Form 990-EZ. B See separate instructions. Inspection
Name of the organization Employer identification number
ST. MARY'S HOSPI TAL, | NC. 06- 0646844

=l 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 990-EZ, Part V, line 40b.

1 (a) Name of disqualified

person

(b) Relationship between disqualified person

and organization

(d) Corrected?

Yes| No

(c) Description of transaction

€))

(2

(3)

(4)

(5)

(6)

2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year
under Section 4958 . . . . . L . L L e e e e e e e e e e e e e e e e e > $

3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization

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

(a) Name of interested person

(b) Relationship
with organization

(c) Purpose of
loan

(d) Loan to or
from the
organization?

To

From

(e) Original
principal amount

(f) Balance due  |(g) In default?|(h) Approved| (i) Written
by board or | agreement?
committee?

Yes | No | Yes | No | Yes | No

€))

(2

(3)

(4)

(5)

(6)

(1)

(8)

9)

(10)

Total . v v v v v i

SEMIN Grants or Assi

stance 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
person and the organization

(c) Amount of assistance

(d) Type of assistance (e) Purpose of assistance

€))

(2

(3)

(4)

(5)

(6)

(1)

(8)

9)

(10)

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

JSA
2E1297 1.000

TU1334 2219 8/20/2014

2:07:29 PM V 12-7.12

Schedule L (Form 990 or 990-EZ) 2012

798511 PAGE 77



ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule L (Form 990 or 990-EZ) 2012 Page 2

@I\ Business Transactions Involving Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person (b) Relationship between (c) Amount of (d) Description of transaction (e) sharing of
interested person and the transaction organization's
organization revenues?
Yes | No
(l) NAUGATUCK VALLEY WOVEN S HEALTH, PC DI RECTOR - M _ALBI NI 322, 750. | SEE PART V FOR DESCRI PTI ON X
(2) WEBSTER FI NANCI AL SERVI CES DI RECTOR - J. SM TH 463, 564. | SEE PART V FOR DESCRI PTI ON

(€)
4
(5)
(6)
)
(8)
(9
(10)
Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule L (see instructions).

BUSI NESS TRANSACTI ON W TH | NTERESTED PERSON

PART |V

DR MARK ALBIN IS A MEMBER OF THE BOARD OF DI RECTORS OF SAI NT MARY' S
HOSPI TAL, I NC. DURI NG THE YEAR ENDI NG SEPTEMBER 30, 2013, THE HOSPI TAL
PAID DR. ALBINI'S PRACTI CE, NAUGATUCK VALLEY WOVEN S HEALTH, PC, $273, 750
IN FEES FOR SERVICE. |IN ADDI TION, DR ALBI NI WAS PAI D $49, 000 BY SAI NT

MARY' S HOSPI TAL FOR SERVI CES PERFORMED DI RECTLY BY H M FOR THE HOSPI TAL.

MR JAMES C SMTH IS A MEMBER OF THE BOARD OF DI RECTORS OF SAI NT MARY' S
HEALTH SYSTEM WHI CH | S THE PARENT HOLDI NG COMPANY OF SAI NT MARY' S

HOSPI TAL, INC. MR SM TH | S ALSO THE CHAI RVAN AND CEO OF WEBSTER

FI NANCI AL CORP., PARENT COVPANY OF WEBSTER BANK. THE HOSPI TAL HAS A LI NE
OF CREDI T THROUGH WEBSTER BANK, THE BALANCE OF THE LINE OF CREDI T AT THE
END OF THE REPORTI NG PERI OD WAS $0. DURI NG THE YEAR ENDED SEPTEMBER 30,
2013, THE HOSPI TAL PAI D $119, 317 | N BANKI NG FEES AND | NCURRED $3, 025 I N

FEES ON THE LINE OF CREDIT.

THE HOSPI TAL ALSO PAYS WEBSTER FI NANCI AL SERVI CES, A COMPANY RELATED TO

THE WEBSTER BANK, TO ADM NI STER I TS PENSI ON PLAN AND OTHER | NVESTMENT

JSA
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule L (Form 990 or 990-EZ) 2012 Page 2

@I\ Business Transactions Involving Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person (b) Relationship between (c) Amount of (d) Description of transaction (e) sharing of
interested person and the transaction organization's

organization revenues?

Yes | No

(1)
(2)
(€)
4
(5)
(6)
)
(8)
(9
(10)
Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule L (see instructions).

MANAGEMENT SERVI CES. DURI NG THE YEAR ENDED SEPTEMBER 30, 2013, SAINT
MARY' S HOSPI TAL, | NC. AND I TS AFFI LI ATES PAI D $138, 961 FOR | NVESTMENT
MANAGEMENT SERVI CES FOR ASSETS | N RESTRI CTED FUNDS AND $202, 261 FOR

AM NI STRATI ON OF THE HOSPI TAL' S RETI REMENT PLAN ASSETS.

THE HOSPI TAL CHOSE WEBSTER BANK | N CCTOBER 2000 AFTER A CAREFUL SEARCH
WAS UNDERTAKEN TO FI ND A BANK THAT COULD OFFER THE SERVI CES NEEDED. THE
CFO MADE THE FI NAL DECI SION AND | T WAS APPROVED BY THE FULL BOARD OF

DI RECTORS. SAINT MARY' S HOSPI TAL, | NC. BELI EVES THAT THE AMOUNTS CHARGED
FOR SERVI CES PROVI DED BY WEBSTER ARE AT LEAST AS BENEFI CI AL TO THE

HOSPI TAL AS TO OTHER COMVERCI AL CUSTOVERS OF THE WEBSTER BANK.

JSA
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. OMB No. 1545-0047

SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 990 or 990-EZ) 2@ 1 2

Complete to provide information for responses to specific questions on
Department of the Treasury Form 990 or 990-EZ or to provide any additional information.
Internal Revenue Service » Attach to Form 990 or 990-EZ. Inspection
Name of the organization Employer identification number
ST. MARY' S HOSPI TAL, | NC 06- 0646844

PROGRAM SERVI CE ACCOVPLI SHVENTS

990 PART Il - LINE 4A

I NPATI ENT SERVI CES SAI NT MARY' S REMAINS COW TTED TO PROVI DI NG THE

H GHEST QUALITY CARE FOR OUR PATI ENTS. THE HOSPI TAL PROVI DED | NPATI ENT
TREATMENT FOR 11, 830 | NPATIENTS IN 2013, W TH AN AVERAGE LENGIH OF STAY
CF 4.42 DAYS. SAINT MARY' S THREE LARGEST PROGRAMS ARE SURGERY,

CARDI OLOGY AND MEDI CI NE.

I'N 2013, 915 PATI ENTS CHOSE TO HAVE GENERAL SURGERY AT SAI NT MARY' S,
STAYI NG AT THE HOSPI TAL FOR A TOTAL OF 5,187 DAYS AND GENERATED $14
M LLI ON I N REVENUE;, 1, 513 PATI ENTS CHOSE SAI NT MARY' S FOR CARDI AC CARE,
STAYI NG I N THE HOSPI TAL FOR A TOTAL OF 6,028 DAYS AND GENERATI NG $19
M LLI ON I N REVENUE;, AND 4, 569 PATI ENTS RECEI VED | NPATI ENT MEDI CAL CARE,
STAYI NG I N THE HOSPI TAL FOR A TOTAL OF 23,352 DAYS, AND GENERATI NG $41

M LLI ON I N REVENUE.

AS THE HOSPI TAL CONTI NUES TO DI STI NGUI SH | TSELF AS A LEADI NG PROVI DER OF
HEALTHCARE SERVI CES IN THE REG ON, | T HAS GARNERED RECOGN TI ON FROM STATE

AND NATI ONAL CRGANI ZATI ONS FOR PROVI DI NG OQUTSTANDI NG PATI ENT CARE.

SAI NT MARY' S HOSPI TAL | S RANKED AS THE TOP- PERFORM NG HOSPI TAL | N
CONNECTI CUT FOR DELI VERI NG PERCUTANEQUS CORONARY | NTERVENTION (PCl), A
LI FE- SAVI NG PROCEDURE THAT OPENS THE BLOCKED ARTERI ES OF HEART ATTACK

PATI ENTS. THE NATI ONAL STANDARD STATES THAT PATI ENTS SHOULD RECEI VE TH S

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2012)
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Schedule O (Form 990 or 990-EZ) 2012 Page 2
Name of the organization Employer identification number

ST. MARY'S HOSPI TAL, | NC. 06- 0646844

PROCEDURE W THIN 90 M NUTES OF ARRI VAL AT THE HOSPI TAL. ACCORDI NG TO THE
FEDERAL CENTERS FOR MEDI CARE AND MEDI CAI D (CMS), 100 PERCENT OF PATI ENTS
VWHO REQUI RE ANG OPLASTY RECEI VE I T AT SAINT MARY'S WTHI N 90 M NUTES OF
ARRI VAL. THI' S RANKS SAI NT MARY' S AS THE NUMBER ONE PERFORM NG HOSPI TAL | N
CONNECTI CUT, AND SI GNI FI CANTLY AHEAD OF THE NATI ONAL AVERAGE, WHICH IS 79

PERCENT OF PATI ENTS BEI NG TREATED W THI N 90 M NUTES.

I N ADDI TION, SAINT MARY'S IS THE FI RST HOSPI TAL | N CONNECTI CUT TO RECEI VE
A GOLD AWARD UNDER THE AMERI CAN HEART ASSOCI ATION S GET WTH THE

GUI DELI NES PROGRAM FOR | TS TREATMENT OF PATI ENTS W TH CORONARY ARTERY
DISEASE. IT IS ALSO THE FI RST HOSPI TAL I N THE STATE TO RECEI VE A GOLD
AWARD FOR I TS TREATMENT OF PATI ENTS W TH HEART FAI LURE. AS OF FI SCAL YEAR
2013, SAINT MARY'S HAS RECEI VED FI VE GOLD AWARDS FOR CARDI AC CARE. THESE
ACCOWPLI SHVENTS ARE | NDI CATI VE OF THE EXTRAORDI NARY CROSS- DI SCI PLI NE
COLLABORATI ON AND OVERALL COWM TMENT TO CLI NI CAL EXCELLENCE SHARED BY THE

SAI NT MARY' S TEAM

I N ADDI TION, SAINT MARY'S IS A LEADER I N SURGA CAL SERVI CES. CQUR

PHYSI CI ANS PROVI DE BOTH | N- PATI ENT AND OUT- PATI ENT SURGERY | N THE AREAS
OF G, ONCOLOGY, THORACI C, VASCULAR, LAPARCSCCOPY, TRAUMA, GYNECCOLOGY,
UROLOGY, NEUROCSURGERY, ORTHOPEDI CS, CARDI OTHORACI C, PLASTIC, BARI ATRIC

AND ENDOCRI NE SURGERY AT SAI NT MARY' S HOSPI TAL.

SAI NT MARY' S HEALTH SYSTEM | S PLEASED TO | NTRCDUCE A NEW ERA OF SURGERY

TO THE GREATER WATERBURY COVMUNI TY. OUR EXPERI ENCED SURGEONS ARE NOW

JSA Schedule O (Form 990 or 990-EZ) 2012
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Schedule O (Form 990 or 990-EZ) 2012 Page 2
Name of the organization Employer identification number

ST. MARY'S HOSPI TAL, | NC. 06- 0646844

PERFORM NG ADVANCED ROBOTI G- ASSI STED PROCEDURES UTI LI ZI NG THE DAVI NCI ®
ROBCOTI C SURG CAL SYSTEM THI'S | NNOVATI VE TECHNOLOGY | S QUI CKLY BECOM NG
THE STANDARD OF CARE FOR MANY COWPLEX SURG CAL PROCEDURES W TH

APPLI CATI ONS FOR GYNECOLOG C, UROLOG C, THORACI C, CARDI AC AND GENERAL
SURGERY. AS THE LEADI NG PROVI DER OF SURG CAL SERVI CES | N THE REG ON,
SAINT MARY'S | S COW TTED TO PROVI DI NG THE HI GHEST QUALI TY AND SUPERI OR
SERVI CE FOR OUR PATI ENTS. DURI NG FI SCAL YEAR 2013, SAINT MARY' S PERFORMED

590 SURGERI ES USI NG THE DAVI NCl ® ROBOTI C SURG CAL SYSTEM

I N ADDI TI ON, THE HOSPI TAL OFFERS A COVPREHENSI VE SI X- YEAR TRAI NI NG
PROGRAM | N GENERAL SURCERY. SAINT MARY' S HOSPI TAL 1S COVMUNI TY BASED AND
BOASTS A CLOSE AFFI LI ATION TO YALE UNI VERSI TY | N NEARBY NEW HAVEN,
CONNECTI CUT, AND THE UNI VERSI TY OF CONNECTI CUT | N FARM NGTON,

CONNECTI CUT. HI STORI CALLY, NEARLY ONE HALF OF THE RESI DENTS COMPLETI NG
THI' S PROGRAM HAVE PURSUED FURTHER TRAI NI NG | N CARDI OTHORACI C, COLON AND
RECTAL, PLASTI C AND RECONSTRUCTI VE, SURG CAL ONCOLOGY, OR VASCULAR

SURGERY.

OQUTPATI ENT SERVI CES

990 PART Il - LINE 4B
SAI NT MARY' S HEALTH SYSTEM EXTENDS FROM WATERBURY TO WOLCOTT, NAUGATUCK,

SQUTHBURY AND PROSPECT. I N 2013, 215, 256 PATIENTS CHOSE SAI NT MARY'S FOR
QUTPATI ENT CARE. THE HEALTH SYSTEM S TWO LARGEST PROGRAMS ARE | TS
EMERGENCY DEPARTMENT, WH CH PROVI DED TREATMENT TO 62, 003 PATI ENTS I N
2013, GENERATI NG $23 M LLION I N REVENUE, AND AMBULATORY SURGERY. | N 2013,

14, 945 PATI ENTS CHCSE TO HAVE QUTPATI ENT SURGERY AT SAI NT MARY' S,

JSA Schedule O (Form 990 or 990-EZ) 2012
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Schedule O (Form 990 or 990-EZ) 2012 Page 2
Name of the organization Employer identification number

ST. MARY'S HOSPI TAL, | NC. 06- 0646844

GENERATI NG $44 M LLI ON | N REVENUE.

OUTPATI ENT SERVI CES | NCLUDE BUT ARE NOT LIM TED TO MEDI CAL | MAG NG
BLOCD DRAW AND LAB SERVI CES, CARDI AC AND PULMONARY REHABI LI TATI ON
CLASSES, NUTRI TI ONAL COUNSELI NG AND EXPECTANT PARENT CLASSES. SAI NT

MARY' S SATELLI TE FACI LI TI ES | NCLUDE HEALTH AND WELLNESS CENTERS PROVI DI NG
VWALK- I N HEALTH CARE, BLOOD DRAW STATI ONS AND X- RAY SERVI CES | N NAUGATUCK
AND WOLCOTT,; OUTPATI ENT REHABI LI TATI ON THERAPY OFFI CES | N WATERBURY,
WOLCOTT AND NAUGATUCK; OUTPATI ENT SLEEP DI SORDERS CENTERS | N WATERBURY
AND WOLCOTT; THE BREAST & ONCOLOGY CENTERS | N SOUTHBURY AND PROSPECT, AND

OCCUPATI ONAL THERAPY | N WATERBURY.

SAI NT MARY' S HAS BEEN RECOGNI ZED AT THE STATE AND NATI ONAL LEVELS AS A

DI STI NGUI SHED PROVI DER OF OUTPATI ENT SERVI CES.

SAINT MARY' S | S AMONG THE LARGEST AND BUSI EST EMERGENCY DEPARTMENTS I N
THE STATE OF CONNECTI CUT. | N FACT, W TH APPROXI MATELY 67, 000 EMERGENCY

VI SITS PER YEAR, WE RANK AS THE 9TH BUSI EST | N THE STATE.

THE SAI NT MARY' S EMERGENCY DEPARTMENTS |'S A CERTI FI ED LEVEL 2 TRAUVA
CENTER, AND ALL PHYSI Cl ANS ARE BOARD CERTI FI ED I N EMERGENCY MEDI CI NE. THE
EVMERGENCY DEPARTMENT PLAYS A CRITI CAL ROLE I N HELPI NG SAI NT MARY' S

ACHI EVE | TS EXTRAORDI NARY PERFORVMANCE W TH DOCR- TO- BALLOON TI ME, A
MEASURE OF THE TIME | T TAKES A HEART ATTACK VICTIM TO HAVE H S OR HER

BLOCKED ARTERI ES OPENED. SAI NT MARY'S MEDI AN DOOR- TO- BALLOON TIME IS 60

JSA Schedule O (Form 990 or 990-EZ) 2012
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Schedule O (Form 990 or 990-EZ) 2012 Page 2
Name of the organization Employer identification number

ST. MARY'S HOSPI TAL, | NC. 06- 0646844

M NUTES. SAI NT MARY' S DOOR- TO- BALLOON TIME IS 30 M NUTES FASTER THAN
NATI ONAL GUI DELI NES SET BY THE AMERI CAN COLLEGE OF CARDI OLOGY FOR OPEN NG

BLOCKED ARTERI ES.

THE DEPARTMENT ALSO PROVI DES AMBULATORY CARE SERVI CES, WH CH ARE DESI GNED
TO ACCOMMODATE NON- EMERGENT, LOWER ACUI TY NEEDS. THI'S UNI T CONTAINS A

PEDI ATRI C CENTER, WHI CH | S STAFFED BY PEDI ATRI CI ANS EACH AFTERNOON.

FI NALLY, THE EMERGENCY DEPARTMENT CONTAI NS A DEDI CATED BEHAVI CRAL HEALTH
AREA, SUPPORTED BY A PSYCHI ATRIST. THI'S UNIT PROVI DES A MJUCH NEEDED
RESOURCE FOR SERVI NG OUR PATI ENT POPULATI ON, AND HAS SEEN CONTI NUED

GROMH AND | NCREASE | N DEMAND.

SAI NT MARY' S CANCER PROGRAM WAS AWARDED A THREE- YEAR ACCREDI TATI ON FROM
THE AMERI CAN COLLECE OF SURGEONS' COWM SSI ON ON CANCER W TH COMVENDATI ON.
ONLY 40 PERCENT OF ALL U.S. HOSPI TALS SURVEYED BY THE COWM SSI ON ACH EVE
THI'S LEVEL OF RECOCGNI TI ON. ACS ACCREDI TATI ON ENSURES THAT PATI ENTS WHO
CHOOSE SAI NT MARY' S FOR CANCER CARE HAVE ACCESS TO A COWPLETE RANGE OF
STATE- OF- THE- ART SERVI CES AND EQUI PMENT, A TEAM THAT COCRDI NATES THE BEST
AVAI LABLE TREATMENT OPTI ONS, AND ACCESS TO CLI NI CAL TRI ALS AND NEW
TREATMENT OPTI ONS, AS WELL AS EARLY DETECTI ON PROGRAMS, EDUCATI ON AND

SUPPORT SERVI CES.

SAI NT MARY' S WOUND HEALI NG CENTER | S STAFFED BY A SPECI ALI ZED TEAM OF

PHYSI Cl ANS, SURGEONS, NURSES AND TECHN CI ANS, WHO COLLABCRATE TO PRODUCE
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Schedule O (Form 990 or 990-EZ) 2012 Page 2
Name of the organization Employer identification number

ST. MARY'S HOSPI TAL, | NC. 06- 0646844

THE BEST POSSI BLE OQUTCOMES. ON AVERAGE, 92 PERCENT OF PATI ENTS WHO COVE
TO THE CENTER W TH CHRONI C WOUNDS THAT HAVE RESI STED TRADI TI ONAL
TREATMENT ACHI EVE SUCCESSFUL RESULTS W THI N 14 WEEKS. SPECI ALI ZED WOUND
CARE ALSO HELPS PATI ENTS W TH DI ABETI C ULCERS, PRESSURE ULCERS,

I NFECTI ONS AND COVPROM SED SKI N GRAFTS. | N ADDI TI ON THE CENTER OFFERS
HYPERBARI C OXYGEN THERAPY, WHI CH | S PARTI CULARLY EFFECTI VE FOR PATI ENTS

VWHO SUFFER FROM RADI ATI ON DAMAGE OR FACE THE PGCSSI BI LI TY OF AMPUTATI ON.

ORGANI ZATION' S M SSI ON

FORM 990, PART 111

BUI LDI NG UPON A LEGACY OF CARI NG
THE M SSI ON OF SAI NT MARY' S HOSPI TAL IS TO PROVI DE EXCELLENT HEALTHCARE
SERVICES I N A SPI RI TUALLY ENRI CHED ENVI RONMENT TO | MPROVE THE HEALTH OF

CUR COMMUNI TY.

IT 1S THE HOSPI TAL' S VI SI ON TO BE THE LEADI NG REG ONAL HEALTHCARE

PROVI DER THE HOSPI TAL' S STAFF, MEDI CAL STAFF, BOARD, FOUNDATI ON,

AUXI LI ARY AND VOLUNTEERS ARE ALSO UNI TED BY THESE VALUES:

- INTEGRITY - COVM TMENT TO DO NG WHAT | S RI GHT

- CARI NG - COVPASSI ONATE APPROACH TO ADDRESSI NG THE HEALTHCARE NEEDS CF
ALL PEOCPLE

- ACCOUNTABI LI TY - PERSONAL RESPONSI BI LI TY FOR THE PERFORMANCE OF SAI NT
MARY' S HEALTH SYSTEM

- RESPECT - RESPECT FOR THE DI GNI TY, WORTH, AND RI GHTS OF OTHERS

- EXCELLENCE - WORKI NG TOGETHER IN PURSUI T OF SUPERI OR CLI NI CAL QUALITY

AND SERVI CE TO OTHERS

JSA Schedule O (Form 990 or 990-EZ) 2012
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Schedule O (Form 990 or 990-EZ) 2012 Page 2
Name of the organization Employer identification number

ST. MARY'S HOSPI TAL, | NC. 06- 0646844

PROCESS TO ELECT MEMBERS OF THE GOVERNI NG BCODY

990 PART VI SECTION A LINE 7A

SAI NT MARY'S HEALTH SYSTEM INC. IS THE SOLE MEMBER OF SAI NT MARY' S

HOSPI TAL, | NC. AND APPA NTS THE BOARD CF DI RECTORS.

ARE THE DECI SI ONS OF THE GOVERNI NG BODY SUBJECT TO APPROVAL

990 PART VI SECTION A LINE 7B

PURSUANT TO THE PROVI SI ONS OF SECTI ON 33-1080(B) OF THE CONNECTI CUT

REVI SED NON- STOCK CORPORATI ON ACT AND THE AMENDED AND RESTATED

CERTI FI CATE OF | NCORPORATI ON OF THE CORPORATI ON, THERE SHALL BE RESERVED
TO THE ARCHBI SHOP OF THE HARTFCRD ROVAN CATHCLI C ARCHDI CCESE OF HARTFCRD
(UNLESS SPECI FI CALLY DELEGATED BY HHM THE FOLLOW NG RI GHTS AND POVERS:
(A) TO APPROVE THE M SSI ON OR PURPCSE AND THE PHI LOSOPHY OF THE

CORPORATI ON AND OF ANY SAINT MARY' S SUBSI DI ARI ES. (B) TO APPROVE THE
ACQUI SI TI ON, ALI ENATI ON OR CONVEYANCE OF THE REAL PROPERTY OF THE
CORPORATI ON THAT 1S VALUED AT AN AMOUNT GREATER THAN THAT ESTABLI SHED BY
THE UNI TED STATES CONFERENCE OF CATHOLI C Bl SHOPS PURSUANT TO CANON LAW OR
TO PLACE A MORTGAGE ON SUCH PROPERTY OR TO BORROW FUNDS | N AMOUNTS
GREATER THAN THOSE ESTABLI SHED BY THE UNI TED STATES CONFERENCE OF
CATHCOLI C BI SHOPS PURSUANT TO CANON LAW WHETHER I N A SI NGLE TRANSACTI ON
OR A SERIES OF RELATED TRANSACTI ONS. (C) TO APPROVE THE DI SPOSAL OF ALL
OR SUBSTANTI ALLY ALL OF THE PHYSI CAL ASSETS OF THE CORPORATI ON AND TO
APPROVE THE MERGER OR CONSCLI DATI ON OF THE CORPORATI ON. (D) TO APPROVE
THE AMENDVENT OF THE CERTI FI CATE OF | NCORPORATI ON OR THE BYLAWS OF THE

CORPORATI ON.

JSA Schedule O (Form 990 or 990-EZ) 2012
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Schedule O (Form 990 or 990-EZ) 2012 Page 2
Name of the organization Employer identification number

ST. MARY'S HOSPI TAL, | NC. 06- 0646844

FORM 990 REVI EW PROCESS

PART VI, SECTION B, LINE 11A
THE FORM 990 WAS DI STRI BUTED TO BOARD MEMBERS AND THE ORGANI ZATI ON' S

FI NANCE COW TEE FOR THEI R REVI EW PRI OR TO FI LI NG TO ENSURE ACCURACY AND
COVPLETENESS. A COWPLETE COPY OF THE ORGANI ZATI ON'S FI NAL FORM 990,
I NCLUDI NG ALL REQUI RED SCHEDULES, AS ULTI MATELY FILED WTH THE I RS, WAS

PROVI DED TO EACH MEMBER OF THE BOARD BEFORE I TS FI LI NG WTH THE | RS.

CONFLI CT OF | NTEREST POLI CY

990 PART VI - SECTION B - LINE 12C

ANNUALLY, EACH DI RECTOR, OFFI CER, AND BOARD COWM TTEE MEMBER OF SMHS AND
ANY OF | TS AFFI LI ATES, AS APPROPRI ATE, WLL SIGN A STATEMENT WHI CH

AFFI RMS THAT THE PERSON:

1) HAS RECEI VED A COPY OF THE CONFLI CT OF | NTEREST POLI CY;
2) HAS READ AND UNDERSTANDS THE PCLI CY; AND
3) HAS AGREED TO COWPLY W TH THE POLI CY.

THE STATEMENTS W LL BE DI STRI BUTED ANNUALLY BY THE COWPLI ANCE OFFI CER AND
RETURNED TO THE CEO OR DELEGATED PERSON, WHERE THEY W LL BE RECORDED,

REVI EMED, SUMVARI ZED AND PRESENTED TO THE CHAI RPERSON OF THE BOARD, AS
VELL AS TO THE AUDI T AND GOVERNANCE COWM TTEES, WHERE THEY EXI STS.

CONFLI CT OF | NTEREST STATEMENTS W LL BE MAI NTAINED FOR A M NI MUM OF SEVEN

YEARS BY THE COWPLI ANCE OFFI CER

CONFLI CT OF | NTEREST FORMS PROVI DED BY OFFI CERS, DI RECTORS AND BOARD

COW TTEE MEMBERS W LL BE FORWARDED TO THE COWVPLI ANCE OFFI CER, ALONG W TH

JSA Schedule O (Form 990 or 990-EZ) 2012
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Schedule O (Form 990 or 990-EZ) 2012 Page 2
Name of the organization Employer identification number

ST. MARY'S HOSPI TAL, | NC. 06- 0646844

A STATEMENT OF | MPACT AS TO THE EFFECT OF THE CONFLI CT OF | NTEREST ON THE
BUSI NESS AND ANY ACTI ON TAKEN TO M NI M ZE THE EFFECT. THEY WLL BE

MAI NTAI NED BY THE COWVPLI ANCE OFFI CER FOR A M Nl MUM OF SEVEN YEARS.

COVPENSATI ON PQOLI CY

990 PART VI - SECTION B - LINES 15A & 15B

THE PROCESS FOR DETERM NI NG THE COVMPENSATI ON OF THE HOSPI TAL' S TOP
MANAGEMENT OFFI CI ALS, | NCLUDI NG THE CEO, ALL OFFI CERS, AND KEY EMPLOYEES,
MEET THE THREE REQUI REMENTS OF THE REBUTTABLE PRESUMPTI ON. THE
COVPENSATI ON ARRANGEMENT | S APPROVED | N ADVANCE BY THE ORGANI ZATI ON' S
EXECUTI VE COMPENSATI ON COW TTEE. THE COWM TTEE | S APPO NTED BY THE
BOARD OF DI RECTORS FOR THE PURPOSE COF ASSI STI NG THE BOARD TO FULFILL I TS
RESPONSI BI LY TO THE HOSPI TAL AND THE COVMUNI TY TO ENSURE THE COVPENSATI ON
IS IN ACCORDANCE W TH THE HOSPI TAL'S POLICIES. THE COM TTEE | S

COVPRI SED OF SI X DI RECTORS WHO ARE | NDEPENDENT OF MANAGEMENT AND THE
HOSPI TAL AND FREE OF ANY CONFLI CTS OF | NTEREST THAT WOULD | NTERFERE W TH
THEI R EXERCI SE OF | NDEPENDENT JUDGEMENT. PRI OR TO MAKI NG ANY

COVPENSATI ON DECI SI ONS, THE EXECUTI VE COVPENSATI ON COWM TTEE OBTAI NED AND
RELI ED UPON APPROPRI ATE DATA AS TO COMPARABI LI TY. THE COW TTEE
CONTRACTS AN | NDEPENDENT COVPENSATI ON CONSULTANT AND UTI LI ZES LOCAL AND
NATI ONAL COVPENSATI ON SURVERY' S TO SET COVPENSATI ON LEVELS. FI NALLY, THE
EXECUTI VE COMPENSATI ON COWM TTEE ADEQUATELY AND Tl MELY DOCUMENTED THE
BASI S FOR SETTI NG COVPENSATI ON CONCURRENTLY W TH THE MAKI NG OF THE

DETERM NATI ON.

PUBLI C DI SCLOSURE

JSA Schedule O (Form 990 or 990-EZ) 2012
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Schedule O (Form 990 or 990-EZ) 2012 Page 2
Name of the organization Employer identification number

ST. MARY'S HOSPI TAL, | NC. 06- 0646844

PART VI, SECTION C, QUESTION 19
COPI ES OF THE GOVERNI NG DOCUMENTS, CONFLI CTS OF | NTEREST POLI CY AND

FI NANCI AL STATEMENTS ARE AVAI LABLE TO THE PUBLI C UPON REQUEST.

ORGANI ZATI ONS FI NANCI AL STATEMENTS

990 PART XI - LINES 2B 2C

THERE ARE NO SEPARATELY PREPARED AUDI TED FI NANCI ALS STATEMENTS FOR THE
OPERATI NG RESULTS AND FI NANCI AL PCSI TI ON OF SAI NT MARY' S HOSPI TAL AS A
STAND ALONE ENTITY. SAINT MARY'S HOSPI TAL IS AUDI TED AS PART OF THE
CONSOL| DATED FI NANCI AL STATEMENTS OF SAI NT MARY'S HOSPI TAL, INC. TO
OBTAIN A COPY OF THE AUDI TED FI NANCI AL STATEMENTS, PLEASE CALL

203-709-6111.

OTHER CHANGES | N NET ASSETS

PART X, LINE 9

CHANGE I N NET ASSETS OF FOUNDATI ON 337,000
NET ADDI TI ONS TO ASSETS HELD I N TRUST BY OTHERS 949, 000
TRANSFERS TO AFFI LI ATES ( 9,101, 605)
CHANGE IN M NI MUM PENSI ON LI ABI LI TY 20, 819, 000
TOTAL 13, 003, 395

ATTACHVENT 1

990, PART VII- COVPENSATI ON CF THE FI VE HI GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON

SODEXHO | NC. AND AFFI LI ATES HOSPI TAL MGMIT SVCS 3, 239, 992.
PO BOX 905374
CHARLOTTE, NC 28290

JSA Schedule O (Form 990 or 990-EZ) 2012
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Schedule O (Form 990 or 990-EZ) 2012

Page 2

Name of the organization

ST. MARY'S HOSPI TAL, | NC.

Employer identification number

06- 0646844

990, PART VI I -

ATTACHVENT 1 (CONT' D)

COVPENSATI ON OF THE FI VE H GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS

DESCRI PTI ON OF SERVI CES COVPENSATI ON

PRI CEWATHEROUSECOCPERS LLP CONSULTI NG SERVI CES 1,571, 166.
125 H GH STREET
BOSTON, MA 02110
MAYO MEDI CAL LABORATORI ES MEDI CAL LAB SERVI CES 1, 1583, 963.
PO BOX 4100
ROCHESTER, MN 55903
BROAN RUDNI CK BERLAK | SRAEL LLP LEGAL 1,128, 811.
ONE FI NANCI AL CENTER
BOSTON, MA 02111
ANTHELI O HOSPI TAL MGMIT SVCS 1,121, 046.
ONE FI NANCI AL CENTER
BOSTON, MA 02111
ATTACHVENT 2
FORM 990, PART VIII - I NVESTMENT | NCOVE
(A (B) (O (D
TOTAL RELATED OR UNRELATED EXCLUDED

DESCRI PTI ON REVENUE EXEMPT REVENUE BUSI NESS REV. REVENUE
MRl PARTNERSHI P | NCOVE 401, 862. 401, 862.
DI AGNCSTI C | MAG NG CENTER | NCOVE 532, 361. 532, 361.
CT HEALTH CH LAB NET 2, 031. 2, 031.
PREM ER | NCOVE 341, 653. 341, 653.
HLRCC JV NET | NCOVE 414, 117. 414, 117.
HEALTH CONNECTI CUT LLC 10, 036. 10, 036.
DI VI DEND & | NTEREST REVENUE 2,134, 126. 2,134, 126.
I N\VESTMENT | NCOVE FROM PARTNERSHI P 10, 600. 10, 600.

TOTALS 3, 846, 786. 10, 600. 3, 836, 186.

JSA
2E1228 1.000

TU1334 2219 8/20/2014 2:07:29 PM V 12-7.12

Schedule O (Form 990 or 990-EZ) 2012

798511 PAGE 90



Schedule O (Form 990 or 990-EZ) 2012

Page 2
Name of the organization Employer identification number
ST. MARY' S HOSPI TAL, | NC 06- 0646844
ATTACHVENT 3
FORM 990, PART X - I NVESTMENTS - PUBLICLY TRADED SECURI TI ES
BEG NNI NG ENDI NG CcosT
DESCRI PTI ON BOOK VALUE BOOK VALUE R FW
MARKETABLE SECURI Tl ES 16, 043, 637. 18, 505, 914. FW
TOTALS 16, 043, 637. 18, 505, 914.
JSA Schedule O (Form 990 or 990-EZ) 2012
2E1228 1.000
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SCHEDULE R

ST. MARY' S HOSPI TAL,

I NC. 06- 0646844

Related Organizations and Unrelated Partnerships

| OMB No. 1545-0047

(Form 990)

Department of the Treasury
Internal Revenue Service

» Attach to Form 990.

P See separate instructions.

P Complete if the organization answered "Yes" to Form 990, Part IV, line 33, 34, 35, 36, or 37.

Name of the organization

ST. MARY'S HOSPI TAL, | NC.

2012

Open

to Public

Inspection

Employer identification number

06- 0646844

Identification of Disregarded Entities (Complete if the organization answered "Yes" to Form 990, Part IV, line 33.)

@

(b)

()

d

(€)

®

Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
_(1) SAINT MARY' S | NDEMNI TY QOMPANY, LLC ________06-0646844 |
126 COLLEGE STREET BURLI NGTON, VT 05401 I NSURANCE VT 4, 406, 000. | 36, 957, 000. |ST MARY HOSP

one or more related tax-exempt organizations during the tax year.)

Identification of Related Tax-Exempt Organizations (Complete if the organization answered "Yes" to Form 990, Part IV, line 34 because it had

@ (b) ©) (d) (e) ® )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity Czr:]‘trigl”?ed
Yes No
1) SAINT MARY' S HEALTH SYSTEM | NC 22_2528399
T 756 FRANKLIN STREET N WATERBURY, CT 06703 | HOLDI NG CO. CT 501(C) (3) 11B N A X
2) SAINT MARY' S FOUNDATI ON 22_2528400
56 FRANKLIN STREET VATERBURY, CT 06703 | FUNDRAI SING  |CT 501(C) (3) |7 ST MARY HOSP| X
3) HAROLD LEEVER REG ONAL CANCER CENTER 06- 1548409
1075 CHASE PARKWAY VATERBURY, CT 06708 | TREATMENT CTR | CT 501(C) (3) |3 ST MARY HOSP| X
(4) HEART CENTER OF GREATER WATERBURY, | NC. 83- 0416893
~ PO BX2183 VATERBURY, CT 06722 | MANAGENVENT CT 501(C) (3) |11A ST MARY HOSP| X
e _
°®_
«_
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2012
JSA
2E1307 1.000
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule R (Form 990) 2012 Page 2
ywem  Identification of Related Organizations Taxable as a Partnership (Complete if the organization answered "Yes" to Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.)
@ (b) ©) (d) (e). ® @ (h) i 0] (k)
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- | pisproportionate Code V-UBI General or | Percentage
related organization domicile entity income (related, income year assets alocations? | @amount in box 20 | managing | ownership
unrelated,
(state or excluded from of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514)
Yes| No Yes| No
(1) DIAGNOSTI C | MAGI NG OF_SOUTHBLR |
385 MAI N STREET SOUTH | MAG NG CENTE CT N A RELATED 599, 793. 1, 534, 790. X 0
B
e ]
]
©L ]
.© ]
- ]

Identification of Related Organizations Taxable as a Corporation or Trust (Complete if the organization answered "Yes" to Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.)

(@) (b) ©) (d) (e) ® @ (h) )
Name, address, and EIN of related organization Primary activity Legal domicile | Direct controlling Type of entity Share of total Share of Percen- Section
(state or foreign entity (C corp, S corp, or income end-of-year assets tage ili(ttrjgl(ll?i)
country) trust) ownership entity?
lYes|No
(1) FRANKLIN MEDICAL GROWP, PC__ _______________C 06-1470493 _ |
56 FRANKLI N STREET WATERBURY, CT 06706 PHYSI Cl AN OFF CcT N A C CORP - 8, 284, 000. 3,563, 000. {100. 0000| X
L
.
“
.
. _
-
Schedule R (Form 990) 2012
JSA
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule R (Form 990) 2012 Page 3

Transactions With Related Organizations (Complete if the organization answered "Yes" to Form 990, Part IV, line 34, 35b, or 36.)

Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes | No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest (ii) annuities (iii) royalties or (iv) rent from a controlled entity | . . . . . . . L L s, l1a| X
b Gift, grant, or capital contribution to related organization(s) . . . . . . .. L. L e e b| X
¢ Gift, grant, or capital contribution from related organization(s) . . . . . . . . ... L e e lc| X
d Loans or loan guarantees to or for related organization(s) . . . . . . . L L. e e e 1d X
e Loans or loan guarantees by related organization(s). . . . . . . . ... L. L e e e e le X
f  Dividends from related organization(s). . . . . . . . . .. L. L. e e e e e e e if
g Sale of assets torelated organization(s) . . . . . . L . L L L. e e e e e e e e 1g X
h  Purchase of assets from related organization(s) . . . . . . . . . . . ... e e 1h X
i Exchange of assets with related organization(s) . . . . . . . . . . . ... e e e li X
j Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . . . 1j X
k Lease of facilities, equipment, or other assets from related organization(s) | . . . . . . . . . L L 1k X
| Performance of services or membership or fundraising solicitations for related organization(s) . . . . . . . . . . . . . o, 1] X
m Performance of services or membership or fundraising solicitations by related organization(s) . . . . . . . . . . . . . . o, im| X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . . . . . . . . . . . . 0 in| X
o Sharing of paid employees with related organization(s). . . . . . . . . ... e e e lo| X
p Reimbursement paid to related organization(s) for expenses . . . . . .. L L L e 1p X
q Reimbursement paid by related organization(s) for Xpenses . . . L L L L L L L L L e e 1q| X
r  Other transfer of cash or property to related organization(s) . . . . . . . . . . .. .. e ir X
s Other transfer of cash or property from related organization(s) . . . . v . v v i i i i i i i i i et e e e e e e e e ma e e aeaaeeaeaaeaaeeeaa 1s X
2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
@ (b) ©) (d)
Name of other organization Transaction Amount involved Method of determining
type (a-s) amount involved
(1) FRANKLI N MEDI CAL GROUP, PC B 9, 873, 217. FMW/
(2) DI AGNCSTI C | MAG NG OF SOUTHBURY, LLC C 606, 000. FMW/
(3) FRANKLI N MEDI CAL GROUP, PC M 2,507, 761. FW/
(4)
©)]
(6)
JSA Schedule R (Form 990) 2012
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ST. MARY' S HOSPI TAL,

Schedule R (Form 990) 2012

I NC.

06- 0646844

Page 4

Unrelated Organizations Taxable as a Partnership (Complete if the organization answered "Yes" on Form 990, Part IV, line 37.)

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets
or gross revenue) that was not a related organization. See instructions regarding exclusion for certain investment partnerships.

@ ®) © « © @ @ ®) ® 0 ®
Name, address, and EIN of entity Primary activity Legal domicile Predominant Are all partners Share of Share of Disproportionate Code V-UBI General or | persentage
(state or foreign income (related, 5%‘?]‘?2;)(%) total income end-of-year allocations? amount in box 20 mzfr‘t':’]ggg ownership
country) unf:e;z:eti,x e:rn:lsﬁed organizations? assets of(?g?:\d::)% E}J().'] p [
section 512-514) Yes | No Yes | No Yes | No

<~ _

B

S

B

s _

®. _

B

®

©_

)

vy

@«

@

@

@s_

@

Schedule R (Form 990) 2012
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ST. MARY'S HOSPI TAL, | NC. 06- 0646844

Schedule R (Form 990) 2012 Page 5
WAl Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructions).

Schedule R (Form 990) 2012

2E1510 1.000

TU1334 2219 8/20/2014 2:07:29 PM V 12-7.12 798511 PAGE 96



	Federal
	990 Page 1 - Disclosure Form
	990 Page 2
	990 Page 3
	990 Page 4
	990 Page 5
	990 Page 6
	990 Page 7
	990 Page 8
	990 Page 8
	990 Page 9
	990 Page 10
	990 Page 11
	990 Page 12
	Sch A Page 1
	Sch A Page 2
	Sch A Page 3
	Schedule A Page 4
	Sch B Page 1
	Sch B Page 2
	Sch B Page 3
	Sch B Page 4
	Sch C Page 1
	Sch C Page 2
	Sch C Page 3
	Sch C Page 4
	Sch D Page 1
	Sch D Page 2
	Sch D Page 3
	Sch D Page 4
	Sch D Page 5
	Attachment 1
	Sch H Page 1
	Sch H Page 2
	Sch H Page 3
	Sch H page 4
	Sch H page 5
	Sch H page 6
	Sch H Page 7
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch H page 8
	Sch I Page 1
	Sch I Page 2
	Sch J Page 1
	Sch J Page 2
	Sch J Page 3
	Sch J Page 3
	Sch L Page 1
	Sch L Page 2
	Sch L Page 2
	Schedule O Page 1
	Federal Attachments
	Federal Attachments
	Federal Attachments
	Federal Attachments
	Federal Attachments
	Federal Attachments
	Federal Attachments
	Federal Attachments
	Attachment 1
	Attachment 1 - 2, 2
	Attachment 3
	Sch R Page 1
	Sch R Page 2
	Sch R Page 3
	Sch R Page 4
	Sch R Page 5




