Return of Organization Exempt From Income Tax

Form 9 9 0 Under section 501(c), 527, or 4947(a)(1} of the Internal Revenue Code {except private foundations)
Departmant of tha Treasury P Do not enter Social Security numbers on this form as it may be made public. Open to Public
Internal Revenue Service P Information about Form 990 and its instructions is at www.irs.gov/form990, Inspection
A For the 2014 calendar year, or tax year beginning 10/01, 2014, and ending 09/30, 2015
C Name of organization D Employer identification number
B evecrupians: | ypp STAMFORD HOSPITAL
?::r:;:! Doing Business As 06-0646917
Name change MNumber and street (or P.O. box if mall is not delivered to street address) Room/suite E Telephone number
. Initfal retumn ONE HCSPITAL PLAZA, PO BOX 9317 (203) 276-1000
Terminated City or town, state or provinee, country, and ZIP or fereign postal code
Amendes STAMFCRD, CT 06904 G Grossreceipts § 542,516,330,
Application | Name and address of principal officer: KEVIN GAGE Hia} I8 this a group return for Yes [ X | No
pending subordinates?
ONE HOSPITAL PLAZA, POB 9317 STAMFORD, CT 06904 H{b) Are uusuharmnmesimmued?lj Yes H No
| Taxexemptstatus: | X [501(e)@) | |S01(e)( )« (nsetnoy | | 4947aynyor | |s27 If *No," attach a list. (ses nstructions)
J  Webslte: p WWW, STAMFORDHEALTH.QORG H(c) Group exemption number P
K Form of organization: | X | Corporation | | Trust| [ Association | | other » | L vearof formation: 1893| M state of legal domicie:  CT
Summary
1 Briefly describe the organization's mission or most significant activities: OUR MISSTON: TOGETHER WITH OUR PHYSICIANS _
] WE PROVIDE A BROAD RANGE OF HIGH QUALITY HEALTH AND WELLNESS SERVICES
g FOCUSED ON THE NEEDS OF OUR COMMUNITIRS. e
§ 2 Check this box » |:] if the organization discontinued its operations or disposed of more than 25% of its nef assets.
&| 3 Number of voting members of the governing bady Part VL line 1a) | |, . . 0 . s s s s e s i e e .. L2 12.
‘: 4 Number of independent voting members of the governing body (Part Vi, line b}, _ . . . . ... .. ... ... 4 B.
=| 5 Total number of individuals employed in calendar year 2014 (PartV, Ine2a), . . . . . . . .o oo oo .. 5 3,123.
':-E 6 Total number of volunteers (estimate F NECESSANY) . . . . . . . . v o e e e e 6 600.
<| 7a Total unrelated business revenue from Part VIl column (C), e 12 . . . . . . 0 e e 7a 7,581,31C.
b Net unrelated business taxable income from Form 990-T, line34 . . . . . . i i v v s v u v s n o v v n uus b 4,255,124.
Prior Year Current Year
o| 8 Contribufionsand grants (Parf VIl line th), . ., . .. ...... 27,563,425, 28,262,832,
g 9 Program service revenue (Part VIl line 2g), . . . . . . ... .. .. PUBS(?T:SE:;ZTION 462,463,843. 481,034,881,
b 10 Investment income (Part VINi, column (A), lines 3,4, and 7d) _ _ | _ . 3,078,089, 5,261,487,
11 Other revenue (Part VLI, column (A), lines 5, 6d, 8¢, 9¢, 10¢, and 11€), |, ., . . ... ... 4,119,204, 3,084,903,
12 Total revenue - add lines & through 11 {must equal Part VIII, column (A), line12). . . . . . . 497,224,561, 517,644,103.
13 Grants and similar amounts paid (Part IX, column (A}, lines1-3} _ , . . . .. ... ... .. 0 0
14 Benefits paid to or for members (Part IX, column (A),lined) , , . . .. .. ... ...... 0 0
|15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), , . . . . . 230,572,425, 236,226,854.
€ |16a Professional fundraising fees (Part IX, column (A), fine 11€) . , . . ., ..., ... .... 240,152, 219,806.
2| b Total fundraising expenses (Part IX, column (D), line 25) p ¢ 4,114,359. i
147  Other expenses (Part IX, column (A), lines 11a-11d, 111246) , . . . . . ..\ s v 208,965,147, 207,399,590.
18 Total expenses. Add lines 13-17 (must equal Part IX, column {A), line 28} _ ., , . . .. ... 439,777,724, 443,846,250.
19 Revenue less expenses. Subtractline 18fromline 12, . . . . v v v v v vt vt . w4 57,446,837. 73,797,853,
’6§ Beginning of Current Year End of Year
£5|20 Total assets (PartX, e 16) . . . . .. . ... 811,196,569.| 905,964,794.
E; 21 Total liabilities (Part X, 0@ 26) . . . . . . . L 592,389,998.| 596,491,295.
22

22 Net assets or fund balances, Subtractine 21 fromIine 20, . . v v v v v v v v v v v v v n s 218,806,571, 309,473,499,
1l

Signature Block

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

Sign } Signature of officer Date
Here } KEVIN GAGE TREASURER/CFO
Type or print name and title

Print/Type preparer's name Preparer's signature Date Check u i | PTIN
Ez;\;d aror CHRISTOPHER B BOGGS ﬁ. W 08/14/16 seli-employed | PO0O32483
Usep0nly Firm's nane B ERNST & YQUNG U.S. LLP FimisEIN B 34—-6565596

Firm's address » 111 MONUMENT CIRCLE, STE 4000 INDIAMAPOLIS, IN 46204 Phene no. 317-681-7000
May the IRS discuss this return with the preparer shown above? (Seeinstruchions) | |, . . . . . . . . . 0 vt vt v v v v v v s [ Jves |X[no
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (z014)
JSA

4E1065 1.000
509980 1274 V 14-7.16 PAGE 1
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THE STAMFORD HOSPITAL 06-06469217

Form 980 (2014) Page 2

Statement of Program Service Accomplishments
Check if Schedule O contains a response or note toanylineinthisPart W _ . .. ... ... ... ....... |:|

1

Briefly describe the organization's mission:

OUR MISSION: TCOGETHER WITH CUR PHYSICIANS WE PROVIDE A BROAD RANGE OF
EIGH QUALITY HEALTH AND WELLNESS SERVICES FOCUSED ON THE NEED OF QUR
COMMUNITIES.

Did the organization undertake any significant program services during the year which were not listed on the

prior Form 990 0r 990-EZ7 . .. ... ... ... ... ..., P [ves [X]No
If "Yes," describe these new services on Schedule Q.

Did the organization cease conducting, or make significant changes in how it conducts, any program
SEIVIORS?, | | i [ves [X]No
If "Yes," describe these changes on Schedule O.

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.

4a

(Code: y{Expenses $ 347,938, 714. including grants of § o ) (Revenue $ 484,871,536, )
IN ADDITION TC & 305 BED HOSPITARL FACILITY, THE STAMFORD HOSPITAL
(TSH) OPERATES A 225,000 SQUARE FOOT AMBULATORY CARE CENTER (TULLY
CENTER) ALSC IN STAMFORD, CT. KEY OPERATING STATISTICS FOR THE
YEAR ENDED 9/30/2015 INCLUDE: ADULT AND PEDIATRIC INPATIENTS CARED
FOR AND DISCHARGED 14,847; BABIES BORN 2,131; TOTAL INPATIENT DAYS
OF CARE PROVIDED 73,202 PATIENTS SEEKING CARE IN THE STAMFORD
HOSPITAL EMERGENCY RQCM: ADMITTED FOR INPATIENT TREATMENT 7, 961;
TREATED AND RELEASED 41,279; TREATED AT TULLY IMMEDIATE CARE
CENTER 26,304, SURGERIES PERFORMED AT THE HOSPITAL AND TULLY
CENTER: 18,686. RADIATION THERAPY PROCEDURES PERFORMED: 1%2,061.

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

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 b 367,988,714.

JSA
4E1020 1.000

Form 990 (2014)
508980 1274 VvV 14-7.16 PAGE 2



THE STAMFORD HOSPITAL 06-0646917

Farm 990 (2014) Page 3
Checklist of Required Schedules
Yes No
1 s the organization described in section 501(c){3) or 4947(a}(1) (other than a private foundation)? I/f "Yes,”
complete Schedule A, L . . L 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)? e e 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, Parti _ . . . .. R R I~ | X
4 Section 501(c)(3} organizations. Did the organization engage in lobbying actl\ntles or have a section 501(h)
election in effect during the tax year? If "Yes,” complete Schedule C, Parf!l, . . . . ... .. ... . . ... u... 4 X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501{c)(B) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yes,” complete Schedule C,
T 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? ff
"Yes,"complete Schedule D, Part!, . . ... .........,..... e e e e 6 X
7 Did the organization receive or hold a conservation easement mcludmg easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Parttt, . . ... ... .| 7T X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,"”
complefe Schedule D, Partlll . . . 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," complefe Schedule D, Part IV | . . . 0 i i i i i s e et e e 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," complefe Schedule D, Part V, ., , . ...
11 If the organization’s answer to any of the following questions is “Yes," then complete Schedule D, Paris VI,
VI, VIIi, IX, or X as applicable,
a Did the organization report an amount for land, buildings, and equipment in Part X, line 107 If "Yes,"
complefe Schedule D, Part Vi L L . L. . i e 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, Part Vil , . . . ... ... .. .....|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, PartVill, . . . . . . . .. ... .. .. 11c 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 167 If "Yes,"complete Schedule D, Part £X, . . . . v i v i i v o i v i s v e, |11d X
e Did the organization report an amount for other liabilities in Part X, line 257 If "Yes,” complete Schedule D, Part X [11e X
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? if "Yes,"complete Schedule D, Pant X , , . . . . 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? /f “Yes,"
complete Schedule D, Parts Xtand Xil, . | . . . . . . . . . ... i e e e e e e 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 Xland Xltisopfional . ., . . . . . v v v v ' o . 12| X
13 Is the organization a school described in section 170(b)(1}(A}i)? If "Yes," complete Schedule E, . . . . ... ... 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? , . . . ... ... .. 14a X
b Did the organization have 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, Parisland iV, ., ,,......|[14b| X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes,” complele Schedule F, Parts ifand IV . _ . . . . . . .. ... . . ... ... 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes,"complele Schedule F, Parts litand IV . . . . . . . @ v v v v v v .. 16 X
7 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 VI, lines 1c and 8a? if "Yes,"complete Scheduwle G, Partit , . . . ... .. ... e e e R I | X
19 Did the organization report mare than $15,000 of gross income from gaming activities on Part VI, line 9a?
If "Yes,"complete Schedule G, Part ll |, . . . . . . . e e e e e 19 X
20a Did the arganization operate one or more hospital facilities? if "Yes, " complete Schedute H , . . . . ... ... .. 20a| X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? . . . . . . |[20b] X
Jsh Form 990 (2014)

4E1021 1,000

509980 1274 vV 14-7.16
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THE STAMFORD HOSPITAL 06-0646917

Form 990 (2014) Page 4
Checklist of Required Schedules {continued)
Yes | No
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A}, line 17 If "Yes,” complete Schedule I, Parts land if. . . . . e 21 X
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic mdwlduals on
Part IX, column (A), line 27 If "Yes,"complete Schedule |, Parfsland Il , . . . . . v i i i i i i e e e e o 22 X
23 Did the organization answer "Yes" to Part VI, 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 . . . . . . . . e e e T I ..
24a 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 /f "Yes,” answer lines 24b
through 24d and complete Schedule K If N0, gofo linB 25a. .« . . v v v i i vt e et e e e et e e e 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary pericd exception?. . . . . . . 24b A
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exemptbhonds? . . . . ... .. .. e e e e e e e e e e e e e e 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? . . . . . . 244 X
25a Section 501(c})(3), 501(c)(4), and 501{c){29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If “Yes,"complete Schedule L, Part! . . . . . ... .. .. 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, Parfl . . . . . i e e e e e e e e e 25b X
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payahbles to any
current or former officers, directors, trustees, key employees, highest compensated employeses, or
disqualified persons? If “Yes,"complefe 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? /f "Yes,” complete Schedule L, Partif. . . . .. ... ... ... 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): o
a A current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L, Part iV . . . . . .. 28a X
b A family memhber of a current or former officer, director, trustee, or key employee? If "Yes,” complete
Schedle L, Part IV & v o i i e i e i e et e e e e et 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, Part iV, . . . ... .. |28¢c X
29  Did the organization receive more than $25,000 in non-cash contributions? If "Yes,” complete Schedule M, . . . | 28 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? Jf "Yes," complete Schedule M . . . . . . . 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,
L 1 G 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 258% of its net assets? /If "Yes”
complete Schedule N, Partll . . . . . . i i e i e e e e e e e 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 301.7701-37 If "Yes," complete Schedule R, Part! . . . . . . . v v v v v v v v v v .| 33 X
34 Woas the organization related to any tax-exempt or taxable entity? /f "Yes," complefe Schedule R, Part Ii, i,
oriV,andPartViline? . . ... ... ..... 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, Parf V. line 2 | . . . . . . . i v v i it it et e em e n e 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,
PartVl. . . o e e e e e e e e 37 X
28  Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
197 Note. All Form 990 filers are required to complete Schedule O . . . . . . . . . . & . @i i i i v v 38 X
Fom 990 (2014
JSA

4E1030 1.000
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THE STAMFORD HOSPITAL 06-0646917

Form 990 {2014) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response ornote to anylineinthisPartV . . . . . . . . .. o oL [ ]
1a Enter the number reported in Box 3 of Form 1096. Enter -0-if not applicable, . . .. ... .. 1a 463f .
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, . . . ... .. 1b "

¢ Did the organization comply with backup withholding rules for reportable payments to vendors and |
reportable gaming {(gambling} winnings to prize winners? |, . . . _ L . . L . L . e e e e e e e e e e e

2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax -

Statements, filed for the calendar year ending with or within the year covered by this return | i 2a | 3,123}

b 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), . .. .. . LR

3a Did the organization have unrelated business gross income of $1,000 or more during the year? . , ... ... .. 3a X

b If "Yes," has it filed a Form 980-T for this year? If "No" o line 3b, provide an explanation in Schedule O , ., ., ... 3h X

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

over, a financial account in a foreign country (such as a bank account, securities account, or other financial

See tnstructlons for filing requirements for FinCEN Form 114, Report of Foreign Bank and Financial Accounts
{FBAR),
5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? _, . ., .. ..
b Did any taxable party notify the organization that it was or is a party to a prehibited tax shelter transaction?
¢ If "Yes" to line 5a or 5b, did the organization file Form 88BB-T7 . . . . . .t v v v i it e e e e b s an e n e n
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? . . . .. ... ...
b Iif "Yes" did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? | . . .. .. L. e e e e e e
7 Organizations that may receive deductible ¢contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods |
and services provided to the payor? . . . . . L . v s i e e e e e e e e e e e e e e e e
b If "Yes," did the organization notify the donor of the value of the goods or services prowded’? e e e e e e e
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file Form 82827 . . . . . . i i i it i e i et e s e e e s
If "Yes," indicate the number of Forms 8282 filed duringtheyear | . . .. ... ........
Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?

If the arganization recewed a contrlbutlon of qualified mtellectual property, did the organization file Form 8899 as required?
If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the crganization file a Form 1098-C?
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time duringtheyear?, . . . .. ... ... .. ...
8 Sponsoring organizations maintaining donor advised funds.
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10 Section 501(c)(7) organizations. Enter:

a Initiation fees and capital contributions included on Part VIII, line12 , ., . . ... .. e ... .|10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities _ , . , [10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members orshareholders . . . . . . . .t e e e e e e e e e 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them.) . . . . . . . . . 0 vt v i i e e e e e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year . . ., . . 12b

13 Section 501(c)(29) qualified nonprofit health insurance issuers

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

the organization is licensed to issue qualified healthplans , . ., . .. ... ........... 13b
¢ Enterthe amountofreservesonhand. . .. ... ... .. .. ... 13¢
14a Did the organization receive any payments for indoor tanning services during the taxyear? , . . .. ... ... ..
b _If "Yes," has it filed a Form 720 to report these paymenis? #f "No, " provide an explanation in Schedufe O . . . . . . 14b
AE100] 000 Form 990 (2014)

509980 1274 v 14-7.16 PAGE 5



Form 990 (2014) THE STAMFORD HOSPITAL 06-0640917 Page 6
Part VI Governance, Management, and Disclosure For each "Yes" response fo lines 2 through 7b below, and for a "No"

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

Check if Schedule O contains a response ornote to any lineinthisPartVl . . . o o o oo v oo oo oo oo ool
Section A. Governing Body and Management
Yes | No
1a Enter the number of voting members of the governing body at the end of the taxyear . . . . . 1a 14
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 g
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with 1
any other officer, director, trustee, or key employee? . . . . o« v o i i i it e e e e e e e e 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 ®
4  Did the arganization 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 orstockholders? . . . . . v . v v i il L e e e g [ 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? . . . . . v o v L e e e 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 governing body? . . . . . . e e e e e e e e 70 | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during i
the year by the following: IR
a Thegoverningbody?. . « « v v v v i it i e e e e e e e 8a_|_X
b Each committee with authority to act on behalf of the governingbody? . . . . . ... . .o v o i i i v el 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VIl, Section A, who cannot be reached at
the organization's mailing address? If "Yes, " provide the names and addressesin 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? . . . . . .. . .« oo vt i v i v i o . 10a 8
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? . . . |18b
11a Has the organization provided a complete copy of this Form 990 fo all members of its governing bady before filing the form? . 11a| X
b Describe in Schedule O the process, if any, used by the organization to review this Form 980. o
12a Did the organization have a written conflict of interest policy? If "No,” gofoline 13 . . . . . . .« . oo v o 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
FSB B0 CONTICIS? & v v v v e e e e e e v v e v 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 Ohow thiswasdone . . . . .. ... ... e e e e e e e e e e 12¢| X
13  Did the organization have a written whistleblower policy?. . . . o v v v v o i it it s e e i e e e 13 | X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . . oo oo v o0 b 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 CEQ, Executive Director, or top managementofficial . . . . . .« . v o v v v b v vt v v s 18a| X
b Other officers or key employees of the organization . . . . . . . o . o i i it i i e e s 18b| X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions). i
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement - ‘
with ataxable entity during the year?. . . v v v v i i it e e e ieeeaa.. |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 | |.. ... o
organization's exempt status with respect to such arangements? . . . . . . . . 0ttt e e e e e 16b

Section C. Disclosure

17 List the states with which a copy of this Form 990 is required to be filed » ST ____ __ __ _______ __ __ ______________
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 D 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 availakle to the public during the tax year.
20  State the name, address, and telephone number of the person who possesses the organization's books and records: p
KEVIN GRGE ONE HOSEITAL PLAZA FO BOX 9317 STAMFORD, CT 06904 {203) 2761000
484 Form 990 (2014)
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Form 990 (2014) THE STAMFORD HOSPITAL 06-0646917 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to anylineinthis PartVIIl. . . ... .. e e e e C e |:|
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

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 persens 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 (istany| officer and a directorftrustee) from related other
haurstr (o= s g =|e=| the organizations compensation
related é sle g ~‘<': -é_ ‘% ] organization (W-2/1099-MISC) from thtg
organizations 3 % %_ = _g £ & o [ (W-2/1089-MISC) c:r?gc:ezlaalgg
below dotted | 8 £ | 3 g(®8 R
line) g % E _?: organizations
g
_{VADOLE DIBIASIO ________________| _2.00]
DIRECTOR 2.00] X 0 0 0
_{xDRVID JaENS ___ | _2.00]
DIRECTOR 2.00| X 0 0 ¥
_(JMARYANN KELLER-CHAT | 2.00]
DIRECTOR 2.00| ¥ 0 0 0
_{#)BARTHUR A. KLEIN, MD | 2.00]
DIRECTOR 2.00| ¥ 0 0 0
_{§)CHARLES MINER, M0 | 2.00
DIRECTOR 38.00( X 0 215,856. 47,601,
_{6)GERALD B. RRKOS, MD____ _______|_38.00]
DIRECTOR 2.00( X 483,570. 0 35,251.
_{7)SUZANNE BEITEL | _2.00]
DIRECTOR 2.00] X 0 0 o
_{®)TERRANCE P, BERTAND | 2.00
DIRECTOR 2.00] X 0 0 0
_{9)JOSHUA HERBERT, MD | _2.00]
DIRECTOR 38.00( X 0 201,691, 25,067.
(1QMICHAEL FEDELE | 2.00
CHATRMAN 2.00| X X 0 0 ¢
(1)ANDREW M. MERRILL _ .| 2:00]
VICE CHATRMAN 2.00| X X 0 0 0
(12)BRIAN GRISSLER ___ | 38.00
PRESIDENT & CEO 2.00f X X 1,008,274, 0 158,111.
(YPKEVIN GRGE | 38.00]
TREASURER/CFO 2.00 X 881,667, 0 48,976.
(14)DARRYL MCCORMICK _____ | 38.00]
ASST. SECRETARY Z2.00 X 526,243. 0 60,407.
ISA Form 990 (2014)

481041 1.000
509980 1274 vV 14-7.186 PAGE 7



THE STAMFORD HOSPITAL 06-0646917
Farm 990 (2014) Page 8
RN Section A, Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A} (B (8] (D) (E} )
Name and title Average Position Reportable Reportable Estimated
noursper | (do not check more than one compensation | compensation from amount of
week (listany | boX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
elated |2 F |\ 312 F(3&|g| organization | (W-2/1099-MISC) from the
organizations | 52 | 2| § 2|58 a {W-2/1099-MISC) erganization
belowdotled | 1 £ | F 32" and related
line) R | g |®8 organizations
g5 B 3
& |8 @ B
o 7] g
[ a in
© =
]
15) DavID L. SMITH i 38.00]
ASST. SECRETARY 2.00 X 548, 388. 0 80, 935.
16) KATHLEEN A. SIZARD 1 38.00]
ASST. SECRETARY 2.00 X 775,017, 0 63,854.
17) MICHAEL COADY, MD __ _ ________. - 38.00]
CHIEF CARDIAC SURGEON 0 X 926,722. 0 25,638.
18) SHARON KIBLY, MD _________ ). - 38.00]
SR. VP, MEDICAL SERVICES 0 X 705,052, 0 63,817.
19) LANCE BRUCK, MD 1 3 36.00]
CHAIR, DEPARTMENT OF OB/GYN 2.00 X 946, 983. 0 37,442.
20) STEVEN HOROWITZ, MD | ° 38.00]
CHIEF, DIVISICN OF CARDIQOLOGY 0 X 584,257, 0 47,335.
21) MICHAEL STONE, MD | = 38.00
PHYSICIAN 2.00 X 846,147. 0 59,450.
22) DAVID TAYLOR | - 38.00]
FORMER CIO 2.00 X 487,494, 0 61,416,
1b Substotal »i 3,789,754, 417,547. 375,413.
¢ Total from continuation sheets to Part VII, SectionA . . . . . .. ...... »| 5,820,06C. 0 439,887.
d Total (addlines1band1c) . . . . . . v v v i v i it e r ot e e | 9,615,814, 417,547. 815,300,

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 b

513

5

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 such individual

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

individual

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,” complefe Schedule J for such person

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

ATTACHMENT 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 »

3086

ISA

4E1055 1.000

509980 1274
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Form 990 (2014)
ETadbd Statement of Functional Expenses

THE STAMFORD HOSPITAL

06-0646917

Page 10

Section 501(c)(3} and 501(c){(4) organizations must complele all columns. All other organizations must complete column (A).

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

Do not include amounts reported on fines 6b, 7h,
8b, 9b, and 10b of Part VIl

(A)
Total expenses

(B)

Program service

expenses

C

©
Management and
general expenses

(D)

Fundraising

expenses

1

4 Benefits paid to or for members

9
10
11

a Management
b Legal
¢ Accounting
d Lobbying

Grants and other assistance to domestic organizations
and domestic govemments. See Part IV, line21 , , . .

Grants and other assistance fo domestic
individuals. See Part IV, line22 , . .. ... ..
Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15 and 16

Compensation of current officers, directors,
trustees, and keyemployees , ., ,. ... ..
Compensation not included above, to disgualified
persons (as defined under section 4958(f){1)) and
persans described In section 4958(c)(3)(B)
Other salaries and wages

Pension plan accruals and contributions (inciude

section 401(k) and 403({b) employer contributions)
Other employee benefits . . . . . . . ... ..
Payrolftaxes . « & v v v 0 v v v @ d e e e
Fees for services (hon-employees):

e Professional fundraising services. See Part IV, line 17,

f Investment managementfees , . ... ....

g Other. (f line 11g amount exceeds 10% of line 25, column

12
13
14
15
16
17
18

19
20
21
22
23
24

(A) amount, list line 11g expenses en Schedule O)ATCH 2

Advertising and promotion , , . ... .....
Officeexpenses . . . ¢ . v o v v v v v v v u
information technology. . . . . . .. . ...
Rovalties, . . . .. .. i i i v i it e
Occupancy
Travel . . .. ... e
Payments of travel or entertainment expenses
for any federal, state, or local public officials

Conferences, conventions, and meetings , . . .
Interest , . ., . ... ............
Paymentstoaffiliates, . .. .. .. ... ...
Depreciation, depletion, and amortization , , , .,
Insurance

Other expenses. ltemize expenses not covered

above (List miscellaneous expenses in line 24e. I{
line 24¢ amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)

e All otherexpenses _ _ __ __ _ __ ________

5,123,159,

483,570.

4,639,589.

182,774,562,

157,252,064,

24,175,454,

1,340,044.

15,915,675, 13,361,421. 2,440,747. 113,507,
19,959,793, 16,756,511. 3,060,933. 142,349,
12,453,665, 10,455,017. 1,909,831. 8§,817.
590, 560. 590,560,
2,225,406. 140,568, 1,913, 414. 171,423.
369,334. 3,993. 365,341,
147,562, 147,562,
219,806. 219,806.
143,475. 143,475.
52,888,530. 38,860,341. 13,872,240. 155,949,
3,202,990. 194,830. 1,684,198. 1,323,962.
75,090,341, 74,241,272, 4,765,092, 83,977.
5,721,019. 112,824. 5,607,322, 873.
0
16,934,888. 15,364,282, 1,448,210. 122,396.
416,293. 211,891. 129,083. 75,319.
0
332,505. 201,342, 55,844. 75,319.
38,047, 38,047,
0
22,531,400. 22,205,680. 325,720.
6,937,521, 6,937,521,
6,063,264, 6,005,760. 57,504.
1,862,572, 1,955. 1,860,617,
1,934,670. 282,305, 1,643,979, 8,386,
1,147,319. 1,147,319.
4,275,959, 407,207, 134,728.

25 Total functional expenses. Add lines 1 through 24e 443,846,250. 367,988,714, 71,743,177. 4,114,359.
26 Joint costs. Complete this line only if the
organization reported in column (B} joint costs
from a combined educational campaign and
fundraising sclicitation. Check here [g:| if
following SOP 98-2 (ASC 858-720), , . .. .. 0
JsA
4E1052 1,000 Form 990 (2014)
509980 1274 V 14-7.16 PAGE 10



THE STAMFORD HOSPITAL

06-0646917

Form 990 (2014) Page 11
Balance Sheet
Check if Schedule O contains a response or noteto anylineinthisPat X . . . . . . . ... .. .. ... .... [ ]
(A) (2)
Beginning of year End of year
1 Cash - non-interest-bearing | _ _ . . .. .. ... .. .. 166,718.] 1 53,683.
2 Savings and temporary cash investments_ _ . .. .. ... .. ... ... 101,284,928, 2 127,234,047,
3 Pledges and grants receivable.net . L L L L, 25,771,987.| 3 28,893,8¢64.
4 Accounts receivable, net L e 68,866,813.] 4 72,726,998,
5§ Loans and other receivables from current and former officers, directors, )
trustees, key employees, and highest compensated employees. o o
Complete Part llof Schedule L . . .. ... ... ... .. 05 0
6 Loans and other receivables fram 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(¢){(9) voluntary employees’ beneficiary
" organizations (see instructions). Complete Part |l of Schedule L., ., ... ... 0s 0
‘3‘ 7 Notes and leans receivable, net | _ . . . .. ... .. . a7 0
Z| 8 |Inventories forsaleoruse ... ......... . ... ... 6,402,714.) 8 7,429,778,
9 Prepaid expenses and deferred charges . . . .. .. ... ... 0 ... 6,029,216.| 9 7,573,399,
10a Land, buildings, and equipment: cost or :
other basis. Complete Part VI of Schedule D 10a 911,081,258. ‘ . ] ]
b Less: accumulated depreciation, , , ,,, . ... [10b 373,304,489, 415,158,646.110c 537,776,769,
11 Investments - publicly traded securities . . . .. .. ... ... ... ... 121.,026,075.] 11 56,182,532,
12 Investments - other securities. See Part IV, line 11, , . ... ........ 19,007,578.112 24,378,481,
13 Investments - program-related. See Part iV, lined1 , , . ... ........ 013 0
14 Intangible @SS , , , L .. .\t e 0 14 0
15 Otherassets. See Part IV, e 11 | ., . . . 0 i v e e e e e e 47,381,4%94.] 15 43,715,233.
16 Total assets. Add lines 1 through 15 (must equal line 34) . . . . . e e 811,196,569.]18 905,964,794,
17  Accounts payable and accrued expenses, | , | | . e c 103,822,588./17 107,717,272,
18 Grantspayable , . . ... L. e q18 0
19 Deferredrevenue , . . . . ... ... ... ...t 667,807.| 19 732,508,
20 Tax-exemptbond liabilites _ . . . . .. ... . 369,677,861.| 20 364,390,147.
@121 Escrow or custodial account liability. Complete Part IV of Schedule D | | | | 021 0
E(22 Loans and other payables to current and former officers, directors,
E trustees, key employees, highest compensated employees, and 1 e
- disqualified persons. Complete Part Il of Schedule L , , , . ... ...... 0 22 0
23 Secured mortgages and notes payable to unrelated third parties | | | , , . . 0 23 0
24 Unsecured notes and loans payable to unrelated third parties, , , ., ., .. 3,857,445.| 24 3,582,642,
25 Other liabilities (including federal income tax, payables to related third
parties, and other liahilities not included on lines 17-24). Complete Part X
of ScheduleD |, , (.. .. . ... .. .. e e 114,364,286.| 25 120,068,725,
26 Total liabilities. Add fines 17through25. . . . ... .. .. v v v . 592,389,998.| 26 596,491,295,
Organizations that follow SFAS 117 (ASC 958), check here P |_X_’ and :
g complete lines 27 through 29, and lines 33 and 34. :
%27 Unrestricted net @ssets | | . ., . . i e e e e 151,3982,178.] 27 218,716,388,
E 28 Temporarily restricted netassets .. ... ... .. 58,053,144.| 28 82,312,016.
2|29 Permanently restrictednetassets, , . . ... ........ .. ... ..., 8,361,245, 29 8,445,005,
E Organizations that do not follow SFAS 117 (ASC 958), check here WP [:] and :
5 complete lines 30 through 34. i
% 30 Capital stock or trust principal, or currentfunds . . ., .. ... ... 30
#1231  Paid-in or capital surplus, or land, building, or equipmentfund = | kel
<|32 Retained earnings, endowment, accumulated income, or other funds | |, 32
2|33 Totalnetassetsorfundbalances . . . .. . ... ... .. .. ... ... 218,806,571.] 33 308,473,499,
34 Total liabilities and net assets/fund balances. . . ... ... ......... 811,196,569. 34 905,964,794,

JSA

4E1053 1.000

509880 1274 v 14-7.1¢
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THE STAMFORD HOSPITAL 06-0646917

Form 990 (2014) page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or noteto anylineinthisPart Xt . ... ... .. ... .......
1 Total revenue (must equal Part VI, column (&), ine 12) . . . . . . . 0 v v i e e e e e e e e 1 517,644,103.
2 Total expenses (must equal Part IX, column (A), N8 25) . . . . vttt i e e e e e e e e e e 2 443,846,250,
3 Revenue less expenses. Subtracting 2 from line 1. . . . . 0 ot vt e s e e e 3 73,787,853,
4 Netassets or fund balances at beginning of year {must equal Part X, line 33, column (A)) . .. . . 4 218,806,571L.
5 Net unrealized gains (losses) on inVeSIMENtS | | . L . . . 0 i vt vt v s v e et o et e e 5 -4,601,556.
& Donated services and use of facilities . . , ., ... .. e e e e e e e e e 6 a
7 INVeStMENt BXDBMSES | L 4 v v i it e e e e e e e e e e e 7 9
8 Priorperiod adjuStments | , , . . . . ... e e e e e e e 8 0
9 Other changes in net assets or fund balances (explainin Schedule O) , ., . . ... ... ...... 9 21,470,631,
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
33, ColUMN (B)) o v v it e e e e e e e e e e e e e e e e e e e a e et saeae e 10 309,473,499.
Financial Statements and Reporting
Check if Schedule O contains a response or note to any lineinthisPart XIl ., ., .. ............. |:|
Yes | No
1 Accounting method used to prepare the Form 990: |___| Cash Accrual D Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O. 3
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 D 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 El 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 . . . . . .. . ... oo C e e b e e 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 te undergo such audits. 3b | X

Form 990 (2014)

JSA
4E1054 1.000
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SCHEDULE A . Public Charity Status and Public Support OMB No. 1545-0047

(Form 99¢ or 990-EZ) Complete if the organization is a section 501(c)(3) organization or a section

4947(a)(1) nonexempt charitable trust.

Department of the Treasury P Attach to Form 990 or Form 990-EZ. Open to Public
Intemal Revenue Service P Information about Schedule A (Form 980 or 990-EZ) and its instructions is at www.irs.gov/form930. Inspection
Name of the organization Employer identification number

THE STAMFORD HOSPITAL 06-06460917
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 anly one box)

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

2 - A school described in section 170(b){1){A){ii}. (Attach Schedule E.)
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 neme, ciy, sndstate: ___
5 |:| An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Part IL.)

6 : A federal, state, or local government or governmental unit described in section 170{b){1)(A){v}.
7 |_| An organization that normally receives a substantial part of its support from a governmental unit or from the general public
_ described in section 170(b)(1){A){vi). (Complete Part I.)

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

9 || 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 3312 % 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, 1275, See section 509(a){2). (Complete PartlIl.)

10 || Anorganization organized and operated exclusively to test for public safety. See section 509(a}(4).

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

a D Type [. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving

the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting
organization. You must complete-Part IV, Sections A and B.

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

c Type 1ll functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.

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

e Check this box if the organization received a written determination from the IRS that it is a Type I, Type II, Type Il
functionally integrated, or Type lll non-functionally integrated supporting organization.

f Enfer the number of supported organizations |, . . . . . . .. . i i it i i i e e e e e e e e . :

g Provide the following information about the supported organization(s).

{i) Name of supperted organization {ii) EIN (ili) Type of organization | (Iv] Is the organization | (v) Amount of monetary (vi} Amount of
{described on lines 1-9  [listed in your goveming support (see other support (see
above or IRC section document? instructions}) instructions)
(see instructions))
Yes No

{A)

B

€

(D}

(E)

Total i :

For Paperwork Reduction Act Notice, see the Instructions for Schedule A {(Form 930 or 990-EZ) 2014

J5A Form 990 or 990-EZ.
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THE STAMFORD HOSPITAL 06-0646917
Schedule A (Form 980 or 980-EZ) 2014 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 Il 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) {a) 2010 {b) 2011 {c) 2012 {d) 2013 (e) 2014 {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 onits behalf. . . . . . .

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

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

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

6  Public support. Subtract line § from line 4.

Section B. Total Support
Calendar year (or fiscal year beginning in) (a) 2010 {b) 2011 (c} 2012 {d) 2013 (e) 2014 {f Total

7 Amounts fromlined . ... ... ...

8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
Sources_ & F 4 & 1 4 & 4 8 & o m o= 1 m

9 Net income from unrelated business
activities, whether or not the business
is regularly carriedon . . . . . . e

10 Other income. Do not include gain or
loss from the sale of capital assets

(Explainin Partvl) . . ... ... SR
11 Total support. Add lines 7 through 10 . .
12  Gross receipts from related activities, etc. (SEeNSrUCHONS) + « + « v v v @ v v v e s 0 v o v v b n v o0 .. 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 this BOX AN SEOP NEIE L . . . . . u v v v v e e e e e e e e e e e e e e e e e e e e ke e e e e e » [ ]
Section C. Computation of Public Support Percentage
14 Public support percentage for 2014 (line 6, column (f) divided by line 14, column(f}) . .. ... .. 14 %
15 Public support percentage from 2013 Schedule A, Part Il line14 . . . . .. ... ... .. ... 15 %
16a 331/3% support test - 2014. If the organization did not check the hox 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 ., . .. ... ... ... ..... > |:|
b 331/3% support test - 2013. If the organization did not check a box on line 13 or 164, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization, . .. ........... > [’

17a 10%-facts-and-circumstances test - 2014. 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 VI how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported

T 10T - » [
b 10%-facts-and-circumstances test - 2013. If the organization did not check a box on line 13, 16a, 16b, or 173, 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 V| how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly

supported Organization. . . . . . .t i i 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
iNStruUCtions . . . . ... ... e e e R R B

Schedule A (Form 990 or 990-E2) 2014

JBA
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THE STAMFORD HOSPITAL

06-0646917

Schedule A (Form 990 or 990-EZ) 2014 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 I,
If the organization fails to qualify under the tests listed below, please complete Part I1.)
Section A. Public Support
Calendar year (or fiscal year beginning in) P (@) 2010 {b) 2011 {c}2012 (d) 2013 (e)2014 {f) Total
1 Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.”)
2  Gross receipts from admissions, merchandise
scld 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 orexpended on itsbehalf |, | |, ., . .
5 The value of services or facilities
furnished by a governmental unit to the
organization without charge | | . . . .
6 Total Add lines 1 through5_ , , . ., ., .
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
¢ Addlines 7aand7b. . . . . . .. ...
8 Public support (Subfract line 7¢ from
N6 v v v v v e v e e e e e e e
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2010 (b) 2011 (c) 2012 (d) 2013 {e) 2014 {f) Total
9 Amounfsfromline6. . ... ......
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar -
SOUICES | » o 4 = s « & = 2 o & s » & & «
b Unrelated business {axable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 | . .
c Addlines 10aand10b , _ .. ...
11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedon » « » s s 6 2 2 @ 2 e a o«
12 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartVl) . ... .......
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 this box and stop here. . . . . I T . >
Section C. Computation of Public Support Percentage
15  Public support percentage for 2014 (line 8, column (f) divided by line 13, colurmn (), . . . . . . . . . .. .. 15 %
16  Public support percentage from 2013 Schedute A, Part L line15. . . v o v v v v v v v v v o v v v o s e s 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2014 (line 10c, column {f) divided by line 13, column (7)) , _ . . . ... .. 17 %
18 Investment income percentage from 2043 Schedule A, Partlll, ine17 . . . . . . 0 v v i s i 18 %

19a 331/3% support tests - 2014. If the organization did not check the box on line 14, and ling 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 W
b 331/3% support tests - 2013. 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 gualifies as a publicly supported organization M
20 Private foundation. If the organization did not check a box on line 14, 18a, or 19b, check this box and see instructions b ’:!

4E12‘éﬁ‘°§.000
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THE STAMFORD HOSPITAL 06-0646917
Schedule A {(Form 290 or 980-EZ) 2014 Page 4
Supporting Organizations
{Complete only if you checked a boxon line 11 of Part |. If you checked 11a of Part |, complete Sections A
and B. If you checked 11b of Part |, complete Sections A and C. If you checked 11c of Part |, complete
Sections A, D, and E. if you checked 11d of Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes| No

1 Are all of the organization's supported organizations listed by name in the organization's governing
documents? If "No," describe in Part VI how the supporled organizations are designated. If designated by .
class or purpose, describe the designation. If historic and continuing relationship, explain. 1

2 Did the organization have any supported organization that does not have an IRS determination of status
under section 509(a)(1) or {2)? If "Yes," explain in Part VI how the organization determined that the supported |. .
organizalion was described in section 509(a)(1) or (2). 2

3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer |.
{b) and (c) below. 3a

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

¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)}{2) |.. .. [.. |- i
(B) purposes? If"Yes," explain in Part VI what confrols the organization put in place to ensure such use, 3c

d4a Was any supported organization not organized in the United States (“foreign supported organization")? If | [ A
"Yes" and if you checked 17a or 11b in Part |, answer (b} and (c) below. 4a |

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? /f "Yes" describe in Part VI how the organization had such control and discretion | ...
despite being controlled or supervised by or in connection with its supported organizations. 4b

¢ Did the organization support any foreign supporied organization that does not have an IRS determination
under sections 501(¢)(3) and 508(a)(1) or (2)? If "Yes," expiain in Part VI what controls the organizafion used
to ensure that all support to the foreign supported organization was used exclusively for section 170{c}{2)(B)
pUIPOSes. 4c

5a Did the organization add, substitute, or remove any supported organizations during the tax year? if "Yes,"
answer (b) and {c) below (if applicable). Also, provide detail in Part W including (i) the names and EIN
numbers of the supporfed organizations added, substituted, or removed, (i) the reasons for each such action,
(iif) the authority under the organization's organizing document authorizing such action, and (iv) how the action
was accomplished (such as by amendment fo the organizing document). 5a

b Type | or Type Il only. Was any added or substituted supported organization part of a class already | ... |....|.... '
designated in the organization's organizing document? 5b

¢ Substitutions only. Was the substitution the result of an event beyond the organization's control? 5c

6 Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (a} its supported organizations; (b} individuals that are part of the charitable class
benefited by one or more of its supported organizations; or (c) other supporting organizations that also
support or benefit one or more of the filing organization's supported organizations? If "Yes" provide detaifin | | |
Part V1. 6

7 Did the organization provide a grant, loan, compensation, or other similar payment to a substantial
contributor (defined in IRC 4958(c)(3)(C)), a family member of a substantial contributor, or a 35-percent .
controlled entity with regard to a substantial contributor? /f"Yes," complete Part | of Schedule L (Form 980). 7

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 77 |.... .1
If"Yes," complete Part | of Schedule L (Form 990). 8

9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in section 4946 (other than foundation managers and organizations described | ..__{ .| . . .
in section 509(a)(1) or (2))? if "Yes," provide detail in Part V1. 9a

b Did one or more disqualified persons (as defined in line 9(a)) hold a controlling interest in any entity in which |

the supporting organization had an interest? /f"Yes," provide detail in Part V1. gb

¢ Did a disqualified person (as defined in line 9(a}) have an ownership interest in, or derive any personal benefit {. .

from, assets in which the supporting organization also had an interest? /f "Yes," provide delaif in Part V1. 9c

10a Was the organization subject to the excess business holdings rules of IRC 4943 bhecause of IRC 4943(f)

(regarding certain Type Il supporting organizations, and all Type Il non-functicnally integrated supperting B I
organizations)? If "Yes," answer (b) below. 10a

b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, o |.....:

delermine whether the organization had excess business holdings.) 10b

JSA Schedule A (Form 550 or 990-EZ) 2014
4E1229 2,000

509980 1274 vV 14-7.1%6 PAGE 16




THE STAMFORD HOSPITAL 06=~0646917
Schedule A (Form 990 or 990-EZ) 2014 Page 5
Eladl'8  Supporting Organizations (continued)

Yes| No
11 Has the organization accepted a gift or contribution from any of the following persons? :
a A person who directly or indirectly controls, either alone or together with persons described in (b} and (c) R
below, the governing body of a supported organization? 11a
b A family member of a person described in (a) above? 11b
¢ A 35% controlled entity of a person described in (a) or {b) above? if “Yes” [0 g, b, or ¢, provide detail in Part V1. 11¢c
Section B. Type | Supporting Organizations
Yes| No
1 Did the directors, trustees, or membership of one or more supported organizations have the power o
regularly appoeint or elect at least a majority of the organization's directors or trustees at all times during the
tax year? If "No," describe in Part VI how the supporied organization(s) effectively operaled, supervised, or
conltrolled the organization’s activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were alflocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1
2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If "Yes," explain in Part
VI how providing such benefit carried out the purposes of the supported organizalion(s) that operafed, o
supervised, or controlled the supporting organization. 2
Section C. Type ll Supporting Organizations
Yes| No
1 Were a majority of the organization's directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization's supported organization(s)? /f "No," describe in Part VI how control
or management of the supporting organization was vested in the same persons that controlfed or managed .
the supported organization(s). 1
Section D. All Type lll Supporting Organizations
Yes| No
1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the :
organization's tax year, (1) a written notice describing the type and amount of support provided during the prior
tax year, (2) a copy of the Form 990 that was most recently filed as of the date of notification, and (3) copies of
the organization’s governing documents in effect on the date of notification, to the extent not previously
provided? 1
2 Were any of the crganization's officers, directers, or trustees either {i) appointed or elected by the supported
organization(s) or (i) serving on the governing body of a supported organization? /f "No,” explain in Part VI how |
the organization maintained a close and continuous working relationship with the supported organization(s). 2
3 By reason of the relationship described in (2), did the organization’s suppoerted organizations have a
significant voice in the organization's investment policies and in directing the use of the organization's
income or assets at all times during the tax year? If "Yes,” describe in Part VI the role the organization’s .
supported organizations played in this regard. 3

Section E. Type lll Functionally-Integrated Supporting Organizations
1 Check the box next to the method that the organization used fo safisfy the Integral Part Test during the year {see instructions).
a The organization satisfied the Activities Test. Complete line 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.
4 The organization supported a governmental entity, Describe in Part VI how you supported a government entity (see instructions).

Yes| No

2 Activities Test. Answer (a) and (b} below.

a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? If "Yes," then in Part VI identify
those supported organizations and explain how these activities directly furthered their exempt purposes,
how the organization was responsive fo those supported organizations, and how the organization defermined -
that these activities constituted substantiafly alf of its activities. 2a

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

3 Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or .
trustees of each of the supported organizations? Provide detaifs in Part VI, 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each [ ...
of its supported organizations? If "Yes, " describe in Part Vi the role played by the organization in this regard. 3b

JsA Schedule A (Form 990 or 990.EZ) 2014
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THE STAMFORD HOSFITAL
Schedule A (Form 990 or 990-EZ) 2014

06-0646917

Page 6

Type lll Non-Functionally Integrated 509(a)(3) Supporting Organizations

1 Check here if the crganization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970. See instructions. All

other Type Ill non-functionally integrated supporting organizations must complete Sections A through E.

Section A - Adjusted Net Income

(A) Prior Year

(B) Current Year
{optional)

1 Net short-term capital gain

2 Recoveries of prior-year distributions

3 Other gross income (see instructions)

4 Add lines 1 through 3

5 Depreciation and depletion

b o (N |

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

o™

7 Other expenses {see instructions)

8 Adjusted Net Income (subtract lines 5, 6 and 7 from line 4}

Section B - Minimum Asset Amount

(A) Prior Year

(B) Current Year
(optional)

1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):

a Average monthly value of securities

b Average monthly cash balances

¢ Fair market value of other non-exempt-use assets

d Total (add lines 1a, 1b, and 1¢)

e Discount claimed for blockage or other
factors (explain in detail in Part VI):

2 Acquisition indebtedness applicable to non-exempt-use assets

4]

3 Subtract line 2 from line 1d

[ ]

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

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

8 Multiply line 5 by .035

7 Recoveries of prior-year distributions

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

0~ |(n ||

Section C - Distributable Amount

Current Year

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

2 Enter 85% of line 1

3 Minimum asset amount for prior year (from Section B, line 8, Column A}

4 Enter greater of line 2 or line 3

5 Income tax imposed in prior year

(LA 2RSSR

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

6

7 u Check here if the current year is the organization's first as a non-functionally-integrated Type Il supporting organization (see

instructions).

JEA
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THE STAMFCRD HOSPITAL

Schedule A (Form 890 or $90-EZ) 2014

06-0646917

Page 7

Type lll Non-Funciionally integrated 509(a)(3) Supporting Organizations (confinued)

Section D - Distributions

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

2

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

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempi-use assets

Qualified set-aside amounts (prior IRS approval required)

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

Total annual distributions. Add lines 1 through 6.

03[~ |on O (4= |

Distributions to attentive supported organizations to which the organization is responsive

{provide details in Part Vl). See instructions.

[1+]

Distributable amount for 2014 from Section C, line 6

Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

(0
Excess Distributions

(i)
Underdistributions
Pre-2014

{iii)
Distributable
Amount for 2014

Distributable amount for 2014 from Section C, line 6

Underdistributions, if any, for years prior to 2014
(reasonable cause required-see instructions)

Excess distributions carryover, if any, to 2014:

From 2013 . .......

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2014 distributable amount

Carryover from 2009 not applied (see instructions)

=T | e (oo o e

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

Distributions for 2014 from Section
D, line 7: $

Applied to underdistributions of prior years

Applied to 2014 distributable amount

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

Remaining underdistributions for years prior to 2014, if
any. Subtract lines 3g and 4a from line 2 (if amount
greater than zero, see insfructions).

Remaining underdistributions for 2014, Subtract fines 3h
and 4b from line 1 (if amount greater than zero, see
instructions).

Excess distributions carryover to 2015. Add lines 3j
and 4c.

Breakdown of line 7:

Excessfrom 2013, .. .....

oo T

Excessfrom 2014, .. ... ..

JSA

4E1232 3.000

509980 1274

vV 14-7.16

Schedule A (Form 990 or 990-EZ) 2014
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THE STAMFORD HOSPITAL 06-0646917
Schedule A (Form 9890 or 920-EZ) 2014 page 8

Supplemental Information. Provide the explanations required by Part II, line 10; Part II, line 17a or 17b;
and Part lll, line 12. Also complete this part for any additional information. (See instructions).

ISA Schedule A (Form 990 or 530-EZ} 2014

4E1225 3,000
509980 1274 V 14-7.16 PAGE 20



Schedu
(Form 990,
or 990-PF)

Department of the Treasury

le B Schedule of Contributors

OMB No. 1545-0047

990-EZ,

nue Service | P Information about Schedule B (Form 990, 990-EZ, or 990-PF) and Its instructions Is at www.irs.gov/form390,

p Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@ 1 4

Intermnal Reve
Name of the organization Employer identification number
THE STAMFORD HOSPITAL
06-0646917

Organization type (check one):
Filers of: Section:
Form 990 or 990-EZ 501(c)(3 ) (enter number) organization

|___| 4947 (a)(1) noenexempt charitable trust not treated as a private foundation

D 527 political organization
Form 990-PF |:| 501(c)(3) exempt private foundation

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

(] 501(c)(3) taxable private foundation

Check if y

our 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 980, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000
or more {in money or property) from any one contributor. Complete Parts | and Il. See instructions for determining a
contributor's total contributions.

Special Rules

]

[]

For an organization described in section 501(c)(3) 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), that checked Schedule A (Form 990 or 990-EZ), Part II, line
13, 16a, or 16b, and that received from any one contributor, during the year, total contributions of the greater of (1)
$5,000 or {2) 2% of the amount on (i) Form 990, Part VIII, line 1h, or (ii) Form 990-EZ, line 1. Complete Parts | and Il.

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

For an organization described in section 501(¢)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled more than $1,000. If this box is checked, enter here the tota! 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
totaling $5,000 or more during the year |

L T T T T R R T I T R O N T A}

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 IV, line 2, of its Form 930; or check the box on line H of its Form 990-EZ or on its

Form 980

-PF, Part |, line 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 890-PF),

For Paperw

J5A
4E1281 2.000

50

ork Reductlon Act Notice, see the Instructions for Form 990, 880-EZ, or 990-PF. Schedule B {Form 990, 990-EZ, or 550-PF) (2014)

8980 1274 V 14-7.1¢
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Schedule B (Form 980, 990-EZ, or 890-PF) (2014}

Page 2

Name of organization

THE STAMFORD HCSPITAL

Employer identification number

06-0646517

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

{a)
No.

(b}
Name, address, and ZIP + 4

(€

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part It for
noncash contributions.)

(a)
Na.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

{c}

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part || for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

(a}
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

Jsa

4E1283 1.000

509980 1274 vV 14-7.1¢

Schedule B (Form 990, 990-EZ, or 990-FF) (2014}
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Schedule B (Form 990, 830-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSBITAL

Employer identification number

06-0646917

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

(a)
No.

(b)

Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b}

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

515,764.

Person
Payroll .
|

Noncash

{Complete Part |l for
noncash conftributions.}

{a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part 11 for

nancash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

10

Person
Payroll -
Noncash -
{Complete Part 11 for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(€)

Total contributions

{d)
Type of contribution

11

Person
Payroll
Noncash

(Complete Part 1] for
noncash confributions.)

()
No.

(b}
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

12

Person
Payroll
Noncash

{Complete Part 11 for
noncash contributions.)

JSA

4E1253 1.000

509980 1274 v 14-7.16

Schedule B (Form 990, 990-EZ, or 930-PF) {2014)
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Schedule B (Form 980, 890-EZ, or 890-PF) {2014)

Page 2

Name of organization

THE STAMFORD HOSFITAL

Employer identification number

06-0646917
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
- _1§ N Person
Payroll
e e e e e e e Al12,472. Noncash
(Complete Part 11 for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _lf g Person
Payroll
e e ____5,300. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S | Person
Payroll
e _________EQLQQQ_ Noncash
(Complete Part 1l for
__________________________________________ noncash contributions.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1§ B Person
Payrall
e S -4 4 73 Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B U Person
Payroll .
. emee____10,050. Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.}
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1§ | o e Person
Payroll -
e __________E'LQQQ_ Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B {Form 890, 980-EZ, or 990-PF) (204)
4E1253 1.000

509980 1274 vV 14-7.16
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Schedule B {(Form 950, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization THE S5TAMEFCORD HOSPITAL

Employer identification number

06-0646917
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
- _19 N Person
Payroll
e e _____B3,846, Noncash
(Complete Part Il for
__________________________________________ noncash contributions.}
() {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _29 U Person
Payroll
e e _10,180. Noncash
(Complete Part 11 for
__________________________________________ noncash contributions.)
(a} (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L Person
Payroll
e __,._..__-_._,51919_ Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _22 N Person
Payroll
S 54000, Noncash
(Complete Part [ for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _2§ S Person
Payroll
e e e e e e e e e e _________251999_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _23 o Person
Payroll
e e e e e ee___10,000. Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2014)
4E1263 1.000

509980 1274 V 14-7.1¢6
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Schedule B (Form 990, 990-EZ, or $90-PF) (2014}

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number
06-0646917

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

{a)
No.

(b)
Name, address, and ZIP + 4

(c}
Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part i1 for
nencash contributions.)

(b)
Name, address, and ZIP + 4

()

Total contributions

(d)
Type of contribution

1,000,000.

Person
Payroll
Noncash

(Complete Part 1l for
noncash contributions.)

()
Name, address, and ZIP + 4

(c)

Total contributions

CH
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.}

(a)
No.

(b)

Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

28

Person
Payroll
Noncash

(Complete Part If for
noncash contributions.)

(b}
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

(Complete Part 11 for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

30

Person
Payroll
Nencash

(Complete Part Il for
noncash contributions.)

JESA
4E1253 1

.oeo

509980 1274 vV 14-7.16

Schedule B (Form 9980, 990-EZ, or 930-PF} (2014)
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Schedule B (Form 990, 990-EZ, or 890-PF} (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-064€917
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
2 Person
Payroll
e e e ____6,81%. Noncash
(Complete Part I for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _32 | e Person
Payrell
e e ____30,000. Noncash
{Complete Part [l for
__________________________________________ noncash contributions.)
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _33’ | e Person
Payroil
o i ————— __..,.__...,._.2.9!_999.: Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _35 | e—— Person
Payrell
e 21392000 1 Noncash
{Complete Part [l for
__________________________________________ noncash contributions.)
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3:E> N Person
Payroll
e eee____%0,000. Noncash
(Complete Part I for
__________________________________________ noncash contributions.)
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _3_6 N Person
Payroll
10,000 Noncash

{Complete Part Il for
noncash contributions.)

JSA

AE1253 1.000

509980 1274 Vv 14-7.16

Schedule B {Form 950, 990-EZ, or 990-PF) (2014)
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Schedule B (Form 990, $90-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number
06-0646917

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

(a)
No.

(b)
Name, address, and ZIP + 4

(€)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part |l for
noncash contributions.)

(a)
No.

(b}
Name, address, and ZIP + 4

(c)

Total confributions

{d)
Type of contribution

39

Person
Payroll
Nencash

(Complete Part Il for
noncash contributions.)

(b}

Name, address, and ZIP + 4

(e)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash centributions.)

{b)
Name, address, and ZIP + 4

(c)

Total contributions

(d}
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
nencash contributions.)

{b}
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

(Complete Part || for
noncash contributions.)

JSA

4E1253 1.000

50998C 1274 vV 14-7.16

Schedule B (Form 980, $90-EZ, or 990-PF) (2014)
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Schedule B (Form 990, 990-EZ, or 890-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917
2 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
_ _4§ B Person
Payroll -
e e ___15,000. Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _45 | e e ————————— Person
Payroll
e __________§1913_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A Person
Payroll
e e _____400,696. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4_6 | e —— e ———————— Person
Payroll
e __________51999_ Noncash
(Complete Part Il for
__________________________________________ noncash centributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 Person
Payroll
e e e et e am ________,_§L999_ Noncash
{(Complete Part |l for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
. U Person
Payroll
e __d______}Qiﬁlé_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedute B (Form 990, 930-E2, or 950-PF) (2014)
4E1253 1.000

509980 1274 v 14-7.16
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Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMEFORD HOSPITAL

Employer identification number

06-0646917
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
- _4_9 | e Person
Payroll
e n _.__._______BELQQQ_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _59 R Person
Payroll
B _________}_QLEQQ_ Noncash
{Complete Part (| for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S OO Person
Payroll
e o e _____10,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
52 | e Person
Payroll
o _________,§L29§_ Noncash
{Complete Part ll for
__________________________________________ nencash confributions.)
{a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
T Person
Payroll
SO U, e ____1s,250. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B S Person
Payroll
__________§L999_ Noncash

(Complete Part It for
nencash contributions.)

JSA

4E12532 1.000

509880 1274 V 14-7.16

Schedule B (Form 990, 990-E2, or 990.PF) (2014}
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Schedule B (Form 990, 990-EZ, or 990-PF) {2014)

Page 2

" Name of organization

THE STAMFORD HOSFITAL

Employer identification number

06-0646917
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 e ______2,000. Noncash
(Complete Part Il for
__________________________________________ noncash coniributions,)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- Person
Payroll
e 22105, Noncash
{Complete Part || for
__________________________________________ noncash contributions.)
{a) (h) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
SR I Person
Payroll
e o e et e o 2t £ it it e—e_____Z120,600. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S8 | Person
Payroll
e e e e e e e e ____18,3869. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
{a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _59 B Person
Payroll
e ee____23,292, Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
{a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L Person
Payroll
e e _Bs2377. Noncash
{Complete Part Il for
__________________________________________ noncash contributions,)
JSA Schedule B (Form 990, 990-EZ, or 590-PF) {2014)
4E1253 1.000

509980 1274 Vv 14-7.16
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Schedule B (Form 990, 990-EZ, or $90-PF) (2014)

Page 2

Name of organization

THE STAMFORD HCSPITAL

Employer identification number

06-0646917
I 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
O e Person
Payroll
e _________12§L91§-_ Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
{a) (b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L8 Person
Payroll
e e e ___.,,___-}(_:'ngg_ Noncash
(Complete Part Il for
__________________________________________ noncash confributions.)
(a) {b) (c) {d)
Na. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _6§ S Person
Payroll
O e ___25,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L Person
Payroll
e .._._....____}9_'.999_ Noncash
(Complete Part Il for
__________________________________________ noencash contributions.)
(a) {b) (c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll -
e it o in e e e o o o e o e e e _____8,456. Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
O | Person
Payroll
10,000 Noncash

(Complete Part ) for
nencash contributions.)

JBA

4E1253 1.000

509980 1274 v 14-7.16

Schedule B {Form 990, 990-EZ, or 990-PF) (2014)
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Schedule B {Form 920, 890-EZ, or 990-PF) (2014) Page 2
Name of organization THE STAMFORD HOSPITAL Employer identification number
06-0646917
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
L Person
Payroll
e e e e e e ee____32,118. Noncash
(Complete Part It for
__________________________________________ nencash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
o8 | Person
Payroll
e 14,000, Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _65_3 S Person
Payroll .
i ————————— ___.__._.____25’1999_ Noncash -
(Complete Part |l for
__________________________________________ nencash contributions.)
(a) (b) (c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
e e 8,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
{a) (b) (¢} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _7} i | e et e e Person
Payroll
S ee_____13,400C. Noncash
(Complete Part Il for
__________________________________________ noencash contributions.)
(a) (b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B O U U Person
Payroll
P ———___21.:000,000. Noncash
(Complete Part [l for
__________________________________________ noneash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 950-PF) (2014)

4E1253 1

.ogo

509980 1274 V 14-7.1%6
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Schedule B {(Form 990, 990-EZ, or 990-PF) (2014}
Name of organization THE STAMFORD HOSPITAL

Page 2
Employer identification number

06-0646¢17

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

{a)
No,

(b}
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash conftributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

74

Person
Payroll
Noncash

(Complete Part Il for
noncash confributions.)

(b)

Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

Person
Payroll

]
Noncash .

{Complete Part Il for
nencash contributions.)

(a)
No.

(b}
Name, address, and ZIP + 4

()

Total contributions

(d)
Type of contribution

76

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

{a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

17

Person
Payroll
Noncash

(Complete Part Il for
nencash contributions.)

(b)

Name, address, and ZIP + 4

(c}

Taotal contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

JSA
4E1253 1.000

5099280 1274

vV 14-7.16

Schedule B (Form 990, 890-E2Z, or 990-PF) (2014)
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Schedule B (Form 990, 990-EZ, or 980-PF} (2014)

Page 2

Name of organization

THE STAMFCRD HOSPITAL

Employer identification number

06-0646917
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
— _7_9 S Person
Payroll
U e A1.531. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
{a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _89 T Person
Payroll
e e ___30,133, Noncash
(Complete Part Il for
__________________________________________ noncash contributions.}
&Y {(b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Ty pe of contribution
L Person
Payroll
e o __________111L§99_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8_2 N Person
Payroll
e ————__1:000,000. | Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
(a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8_3 | e e ———— Person
Payroll .
e _________}QLQQQ_ Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8_4 S Person
Payroll .
__________§L§99_ Noncash -

{Complete Part Il for
noncash contributions.)

JSA

4E1253 1.000

508880 1274 V 14-7.16

Schedule B (Form 990, 990-EZ, or 990-PF) (2014)
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Schedule B (Form 990, $90-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917
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
= Person
Payroll
e _________E’ELEQQ_ Noncash
{Complete Part Il for
__________________________________________ noncash contribufions.)
(a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll
U o ______100,000. Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) {b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _82 S Person
Payroll
At et e e e ___5.000. Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) (b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
88 | Person
Payroll
e e e _____200,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B | Perscn
Payroll
e 84170, Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L Person
Payroll
e eee____10,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 950, 990-EZ, or 990-PF) (2014}
4E1253 1.000

509980 1274 Vv 14-7.16
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Schedule B {Form $80, 890-EZ, or $90-PF}) (2014)
THE STAMFORD HOSPFITAL

Page 2
Employer identification number

Name of organization

06-0646917
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
R Person
Payroll
e e — e ot e e _,___,__,2§L§99_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.}
(a} (b} {c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- Person
Payroll
e e ______10,000. Noncash
(Complete Pari |l for
__________________________________________ nencash contributions.)
(a) (b) (c) (d)
No. Name, address, and 2IP + 4 Total contributions Type of contribution
_ _9§ N U Person
Payrall
e e ___%7,000. Noncash
(Complete Part [ for
__________________________________________ nencash contributions.)
(a} (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
84 Person
Pay roll
_________________________________________________ . _26,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2= Person
Payroll .
O e ____25,000. Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 | Person
Payroll
e e ______20,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF} (2014)
4E4263 1.000

509980 1274 V 14-7.16
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Schedule B (Form 890, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646217

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)
Total contributions

(d}
Type of contribution

125,000.

Person
Payroll
Noncash

{Complete Part |1 for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
nencash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(e)

Total contributions

(d)
Type of contribution

59

Person
Payroll
Noncash

{Complete Part i for
noncash confributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

100 _

117,735.

Person
Payrolt
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

101

125,000,

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(e}

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

JSA

4E1253 1.000
50

998G 1274 Vv 14-7.186

Schedule B {Form 930, 990-EZ, or 990-PF) (2014)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSFITAL

Employer identification number

06-0646917
m 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
_l_O§ S Person
Payroll .
e ,._..______29_'.999._ Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_0_4 e e Person
Payroll
e _________}nggg_ Noncash
(Complete Part )| for
__________________________________________ noncash contributions.)
(a) {b) (c) {d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
105 | e Person
Payroll
e o o o ———— e e _10,036. Noncash
(Complete Part | for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_0_6 N Person
Payroll
B _________}QLQQQ_. Nencash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributicns Type of contribution
10 Person
Payroll
e __________191999_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.}
{a) (b) (c) {(d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
o8 Person
Payroll
__________19L999_ Noncash

{Complete Part Il for
noncash contributions.)

JSA

4E1253 1.000
5095880 1274

vV 14~7.16

Schedule B {Form 990, 990.EZ, or 990-PF) (2014}
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Schedule B {Form 980, 990-EZ, or 830-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification humber
06-0646917

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part 11 for
noncash contributions.)

{a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

110

Person
Payroll

_
Noncash -

(Complete Part Il for
nencash contributions.)

(b
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payrofl
Noncash
{Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll .
Noncash -
(Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part 1l for
noncash confributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d}
Type of contribution

114

Person
Payroll -
Noncash .
{Complete Part Il for
noncash confributions.)

JBA

4E1253 1.000

509980 1274 Vv 14-7.1¢6

Schedule B (Form 990, 990-EZ, or 390-PF) (2014)

PAGE 40



Schedule B (Form 990, 990-EZ, or 980-PF) (2014)

Page 2

Name of organization THE STAMFORD HOSPITAL

Employer identification number

06-0646917

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

(a)
Na.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

115

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No,

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

116 _

Person
Payroll .
Noncash .

(Complete Part || for
noncash contributions.)

{(a)
No.

(b)
Name, address, and ZIP + 4

(c}

Total contributions

(d)
Type of contribution

117

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

{a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

118

Person
Payroll -
Noncash -
(Complete Part Il for

noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part [l for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c}

Total contributions

(d)
Type of contribution

Person
Payroll .
Noncash -
(Complete Part Il for

noncash contributions.)

JSA

4E1253 1.000

509980 1274 vV 14-7.16

Schedule B (Form 990, 950-EZ, or 990-PF} (2014)

PAGE 41



Schedule B (Form 990, 990-EZ, or 990-PF) (2014) Page 2
Name of organizaton THE STAMFORD HOSPITAL Employer identification number
06-0646917
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
I Person
Payroll
U __________ELQQQ_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2z Person
Payroll
U e ____20,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (¢} {(d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_2:_3 | Person
Payroli -
e __....__..___191.999_ Noncash -
(Complete Part 11 for
__________________________________________ noncash contributions.)
(a) (b} (c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e Person
Payroll
e memme—o__2:125. | Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_%?E__ __________________________________________ Person
Payroll
O oo —___10,406. | Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B U Person
Payroll
e eee___10,000. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
JSA Schedule B {Form 990, 990-EZ, or 990-FF) (2014)
4E1253 1.000

509880 1274 V 14-7.16
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Schedule B {Form $90, 990-EZ, or 990-PF} (2014)

Page 2

Name of organization THE STAMFORD HOSPITAL

Employer identification number

06-0646917
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
2 I Person
Payroll
e _________._§1919_ Noncash
(Complete Part il for
__________________________________________ nencash contributions.)
(a) {b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
._1..2§ e | o e e e 2 2 e e Person
Payroll
e e ___5,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_2_9 N S Person
Payroll
o ________..__]:,QLQ.QQ._ Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
(a) (b) {c} : (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_39 | et e e e e e o e e e e o Person
Payroll
e __________E’LQQQ_ Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_.3} | m————— e ——— Person
Payroll
et e e e o e 1 o e ____5,000. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_32 | e e e ———————— Person
Payroll
__________________________________________ $__________5.385. | Noncash
{Complete Part li for
__________________________________________ noncash contributions,)
ISA Schedule B (Form 990, 990-E2, or 990-PF) {2014)
4E1253 1.000

509980 1274 vV 14-7.16
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Schedule B (Form 990, 990-EZ, or 990-PF) (2014}

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

Ce-0646917

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

133

Person
Payroll
Noncash

{Complete Part 11 for
noncash confributions.)

(a)
No.

()

Name, address, and ZIP + 4

()

Total contributions

(d)
Type of contribution

134

Person
Payroll
Noncash

(Camplete Part I for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

135

100,100.

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(b)

Name, address, and ZIP + 4

(¢}

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

(Complete Part || for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

137

Person
Payroll
Noncash

(Complete Part I for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

{(d)
Type of contribution

Person
Payroll
Noncash

(Complete Pari || for
nencash contributions.)

JSA

4E1253 1.000

509880 1274 v 14-7.16

Schedule B (Form 990, 990-EZ, or 890-PF) (2014)

PAGE 44



Schedule 8 (Form 990, 990-EZ, or $90-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917

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

(2)
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

135

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributicns

{d)
Type of contribution

140

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

100,000.

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Ty pe of contribution

142

Person
Payroll
Noncash

{Complete Part | for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

143

1,000,0C0.

Person
Payroil
Noncash

(Complete Part |l for
noncash contributions.)

{a)
No.

{b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contributicn

144

Person
Payroll
Noncash

{Complate Part || for
noncash contributions.)

JSA
4E1253 1

000

509980 1274 vV 14-7.16

Schedule B (Form 980, 990-EZ, or 990-FF) {2014)

PAGE 45



Schedule B (Form 290, 950-EZ, or 990-PF}) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646017
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) {b) (¢ (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_45’ N Person
Payroll
e it e 11,951, Noncash
(Complete Part 1l for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_.4§ B Person
Payroll
e e ___35s140. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
{a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
I U Person
Payroll
N _________199L999'_ Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
{a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Ty pe of contribution
_l_4§ R Person
Payroll
e ——————— e _____10,250. Noncash
{Complete Part || for
__________________________________________ noncash contributions.)
(a) (b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_49 S Person
Payroll
e ,_._______}91_299_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Ty pe of contribution
_1_59 g Person
Payraoll
e e ___10,000. Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF} {2014)
4E1253 1.000

509980 1274 V 14-7.16
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Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646817

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

{(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)

Type of contribution

250,000.

Person
Payroll -
L

Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(¢}

Total contributicns

(d)
Type of contribution

152

Person
Payroll
Noncash

(Complete Part |l for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

153

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll .
Nencash -
(Complete Part 1 for
noncash contributions.)

(a)
No.

(b}

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

155

Person
Payroll
Noncash

(Complete Part Il for
nencash contributions.)

]

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

110,276.

Person
Payroll .
Noncash -
(Complete Part Il for

noncash contributions.)

JSA

4E1253 1.000

5009980 1274 Vv 14-7.16

Schedule B (Form 980, 990-EZ, or 990-PF) (2014)

PAGE 47



Schedule B (Form 990, 890-EZ, or 830-PF) (2014}

Page 2

Name of organization

THE STAMEFORD HOSPITAL

Employer identification number

06-0646917
m 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
L Person
Payroll
e __________Eiégg_ Noncash
(Complete Part )| for
__________________________________________ nancash centributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
LB | Person
Payroll
P e __5,000. Noncash
(Complete Part 1l for
__________________________________________ noncash contributions.)
(a)} (b) (c) {d}
No. Name, address, and ZIP + 4 Total contributicns Type of contribution
_1_5_9 e Person
Payroll
———— e ———— 10,000, Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
60 Person
Payroll
e e ____>500,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
{a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L8 | e e e Person
Payroll
e e ___20,533. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8 Person
Payroll
12,480 Noncash

(Complete Part Il for
noncash contributions.)

ISA Schedule B (Form 590, 990-EZ, or 990-PF) (2014)

4E1252 1.000

508980 PAGE 48

1274 V 14-7.16



Schedule B (Form 590, 890-EZ, or 850-PF} (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917
I 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
_1_6§ | e Person
Payroll
e e e e T = o _____._._____5.5.999_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L6d Person
Payroll
el __________§L999_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a} {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_6;':’ | e e Person
Payroli
e e __5,100. Noncash
{Complete Part Il for
__________________________________________ nencash contributions.)
(a) (b) (c) d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_6§ o o e e Person
Payroll
e _________§9L999; Noncash
(Complete Part 1l for
__________________________________________ noncash contributions.)
(a) (b) ic) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
18 e Person
Payroll
e e _______16,000. Noncash
(Complete Part |l for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_.1_6§ e e e Person
Payroll
e ___________6L§§§; Noncash
(Complete Part |l for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 980, 890.EZ, or 990-PF) (2014)
4E1255 1.000

509980 1274 vV 14-7.1%6
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Schedule B (Form 990, 950-EZ, or 850-PF} (2014)

Page 2

Name of organization

THE STAMFORD HCSPITAL

Employer identification number

06-0646917

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

(a)
No.

(b}
Name, address, and ZIP + 4

()

Total contributions

{d)
Type of contribution

- 169

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.}

(a)
No.

(b}

Name, address, and ZIP + 4

(€)

Total contributions

(d)
Type of contribution

R

Person
Payroll
Noncash

(Complete Part |l for
noncash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

171

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

172

Person
Payroll
Noncash

{(Complete Part || for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c) .

Total contribution

{d)
Type of contribution

173

Person
Payroll
Noncash

(Complete Part |l for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part It for
noncash contributions.)

JSA

4E1253 1.000

509280 1274 V 14-7.1%6

Schedule B (Form 990, $90-EZ, or 990-PF) (2014)
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Schedule B (Form 990, 890-EZ, or 990-PF) (2014) Page 2

Name of organization THE STAMFORD HOSPITAL Employer identification number
06-0646917

m 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
_1_7;5 | e r—————— Person
Payroll -
__________________________________________ $__________5:000. | Noncash

(Complete Part Il for
noncash contributions.)

(a) (b} (c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7_6 B Person
Payroll
__________________________________________ $_________25,000. | Noncash

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
Na. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
__________________________________________ $_________2§L929'_ Noncash

{Complete Part Il for
noncash contributions.)

(a} )] (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7§ B Person
Payroll
__________________________________________ $__________8,000. | Noncash

(Complete Part I for
noncash contributions.)

(a) (b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7_9 U Person
Payroll
__________________________________________ $ o __5:345. | Noncash

{Complete Part |l for
noncash contributions.)

(a) () {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_89 B Person
Payroll
__________________________________________ $________10C,785. | Noncash

{Complete Part Il for
noncash contributions.}

JSA Schedule B (Form 980, $30-EZ, or 990-PF) (2014)

451283 1,000
509880 1274 vV 14-7.16 PAGE 51



Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HCSPITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(2) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_8.:1- | e ——————— e Person
Payroll
e e ___15,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1_82 __________________________________________ Person
Payroll
e et it o e T e T R e T ﬂ_________59¢999_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total confributicns Type of contribution
L83 | Person
Payroll
U o _______11,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
._1_.85 | Person
Payroll
e e anem ________1090,000. Noncash
{Complete Part 11 for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1..8§ B Person
Payroll .
e e __.___.__.___.__51&99_ Noncash -
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_B§ R Person
Payroll
e e e ki T T 2 7 e o _____..___.__}91999_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 990, 850-EZ, or 990-FF) (2014}
4E1253 1,000

509980 1274

Vv 14-7.16
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Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917

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

(a)
No.

(b)
Name, address, and ZIP + 4

{c)
Total contributions

(d)
Ty pe of contribution

187

Person
Payroll
Nancash

{Complete Part |l for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d})
Type of contribution

Person
Payroll
Noncash

(Complete Part |l for
noncash contributions.)

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Nencash

(Complete Part Il for
noncash contributions.)

{b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part I for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll -
Noncash -

(Complete Part Il for
noncash contributions.)

JSA

4E1253 1.000

5099880 1274

v 14-7.1¢6-

Schedule B (Form 990, 990-EZ, or 990-PF) (2014)
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Schedule B (Form 980, 990-EZ, or 980-PF) (2014)

Page 2

Name of organization THE STAMEFORD HOSPITAL

Employer identification number

06-0646917

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

(a)
No.

(b)

Name, address, and ZIP + 4

{c)
Total contributions

(d)

Type of contribution

193

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.}

()

Name, address, and ZIP + 4

{c)

Total contributions

(d)

Type of contribution

15,000,000.

Person
Payroll
Noncash

{Complete Part |l for
noncash confributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

195

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(b}

Name, address, and ZIP + 4

()

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

{b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(e)

Total contributions

(d)
Type of contribution

198

Person
Payroll
Noncash

(Complete Part Il for
nencash contributions.)

JSA
4E1253 1

.oco

509980 1274 vV 14-7.16

Schedule B (Form 990, 990-EZ, or 980-PF) (2014)
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Schedule B {Form 990, 990-EZ, or 980-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) {b) (c) )
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_%99._ __________________________________________ Person
Payroll
e e ____308.000. Noncash
{Complete Part I} for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total confributions Type of contribution
_2_09 | e e ———————————— Person
Payroll -
e e ____HH_HH_§¢999ﬂ Noncash I.
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
20 Person
Payroll
e e ____50,0C0. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a} (b) )] (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll .
e _________}_41223_ Noncash -
{Complete Part 11 for
__________________________________________ noncash confributions.)
(a) (b) (c} ()
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_0§ | o Person
Payroll
e —————— ,,,______EELQQQ, Noncash
(Complete Part |l for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L Person
Payroll .
e e _.__.____.__.2_5.’_'._0.99:. Noncash -
(Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 890, 990-EZ, or $90-PF) (2014)
4E%253 1,000

309880 1274 vV 14-7.16
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Schedule B (Form 990, 990-EZ, or 890-PF) (2014)

Page 2

Name of

organization THE STAMFORD HOSPITAL

Employer identification number

06-0646917
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
205 Person
Payroli
e e eeeee 22000, Noncash
{Complete Part 11 for
__________________________________________ noncash contributions.)
(a) {h) {c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
208 Person
-1 Payroll
e e ____185,000. Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_02 B Person
Payroll
e __________B_GLléé_ Noncash
(Complete Part |l for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_.0§ | e ——— Person
Payroll
e ————— e _____300,000. Noncash
(Complete Part Il for
__________________________________________ noncash confributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
208 o ______ Person
Payroll
__________________________________________ $_________20,00C. | Noncash
(Complete Part |l for
__________________________________________ noncash coniributions.)
(a) (b} {c) (a)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 Person
Payroll
__________________________________________ $_________20,000. | Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
iSA Schedule B (Form 590, 90-EZ, or 990-PF) (2014)
4E1253 1.000

509980 1274 V 14-7.16
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Scheduls B (Form 990, 990-EZ, of 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917

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

{a)
No.

(b)
Name, address, and 2IP + 4

(c}

Total contributions

{d)
Type of contribution

211

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

{a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

_212

Person

Payroll -
Noncash -

(Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

213

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZiP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll -
Noncash -
{Complete Part Il for
noncash confributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll -
Noncash .
{Complete Part 11 for
noncash confributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

216

Person
Payroll .
Noncash -
(Complete Part I for
noncash contributions.)

JSA
4E1253 1

.00

509980 1274 v 14-7.1¢

Schedule B (Form 950, 990-EZ, or 990-PF) (2014}
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Schedu

le B (Form 990, 990-EZ, or 990-PF} (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917

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

(a)
No.

{b)
Name, address, and ZIP + 4

()
Total contributions

(d)
Type of contribution

_217

Person
Payroll
Noncash

(Complete Part 1l for
noncash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

218 _

400,000.

Person
Payroll
Noncash

{Complete Part | for
noncash contributions.)

{a)
No.

(b)

Name, address, and ZIP + 4

{c}

Total contributions

(d)
Type of contribution

219

Person
Payroll
Noncash

{Complete Part || for
noncash contributions.)

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash centributions.)

(b)
Name, address, and ZIP + 4

(€)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

222

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

JSA
4E12531

.00o

509980 1274 V 14-7.16

Schedule B (Form 990, 990-E2, or 990-PF) (2014}
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Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917
EE 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
_2_2§ S Person
Payroli
e e ___25,000. Noncash
(Complete Part |l for
__________________________________________ noncash confributions.)
(2) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
..2._25 | e ————— Person
Payroll -
P _________}91%?9; Noncash -
{Complete Part Il for
__________________________________________ noncash confributions.)
{a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
220 Person
Payroll
e e _____5,000. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_2_6 | e e ————————— Person
Payroll .
PR _________}:_LLQZZ; Noncash -
(Complete Part Il for
__________________________________________ noncash confributions.)
(a) (b) c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_21 | e e Person
Payroll
N S OV .._.._.....___E’QLQQQ'_ Noncash
{Complete Part Il for
__________________________________________ nencash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2B | e Person
Payroll .
e _________3_621§§J_-'_ Noncash -
(Complete Part il for
__________________________________________ noncash confributions.)
IsA Schedule B (Form 980, 990-EZ, or 990-PF) (2014)
4E1253 1.000

509980 1274 vV 14-7.16
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Schedule B {Form 950, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space s needed.
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_2_9 e e e —————————— Person
Payroll
e e____20,000C. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
{a) (b) ] (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_39 N Person
Payroll
e e e e e i e e ___%1,000. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e Person
Payroll
e e e e e e e ot o e _________}QLQQQ_ Noncash
(Complete Part Il for
__________________________________________ noncash centributions.)
(a) (b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2_32 __________________________________________ Person
Payroll
e o o e e e e e e ____B5.300. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_32’ o Person
Payroll
e ,._____..___E’LQQQ_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_3_4 B Person
Payroli
e e ————————— _.____._____5’1999_ Noncash
{Complete Part |l for
__________________________________________ noncash centributions.)
JSA Schedule B (Form 990, 990-EZ, or 990.PF) {2014)
4E1253 1.000

509980 1274 Vv 14-7.1¢
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Schedule B (Form 990, 990-EZ, or 890-PF) (2014}

Page 2

Name of organization THE STAMEORD HOSPITEL

Employer identification number

06-06469817
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
_%§§‘_ __________________________________________ Person
Payroll
e e ____5,500. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
(a) {b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_3_6 S Person
Payroll -
e o o e e o e e _________}§L§§§; Noncash .l
(Complete Part 1 for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
23T | Person
Payroll
e e e e e e e e —— e____5,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2._3_8 __________________________________________ Person
Payroll .
e e o o A 8 A At o 2t e — ____________51999; Noncash -
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_39 S Person
Payroll .
e e 10,000. Noncash Il
(Complete Part || for
__________________________________________ noncash contributions.)
(a} {(b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_%ﬂg._ __________________________________________ Person
Payroll
e et e e o e e e 7 o 2t o o A it o ___ﬂ____“_ELQQQ; Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
JISA $chedule B (Form 990, 950.EZ, or 890-PF) (2014)
4E1253 1,000

509980 1274 vV 14-7.1%6
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Schedule B (Form 990, 990-EZ, or 980-PF} (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917

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

(a)
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash centributions.}

(a)
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

242

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

(a)
No.

(b}

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

243

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash centributions.)

(b}

Name, address, and ZIP + 4

(e)

Total contributions

(d)
Type of contribution

Person
Payroll .
Noncash -
(Complete Part Il for
noncash contributions.)

(b}

Name, address, and ZIP + 4

(€)

Total contributions

(d)
Type of contribution

100,000.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

JSA
4E1253 1

009

509980 1274 vV 14-7.16

Schedule B (Form 990, 890-EZ, or 990-PF) (2014)

PAGE 62



Sehedule B (Form 990, 930-EZ, or 990-PF) (2014) Page 2
Name of organization THX STAMFCRD HOSPITAL Employer identification number
06-0646917
sE1dll 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
%ﬂ]._ __________________________________________ Person
Payroll
__________________________________________ $ o __5:250. | Noncash
{Comptete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
248 | Person
Payroll
e _________}QLEQQ_ Noncash
(Complete Part I for
__________________________________________ noncash contributions.}
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_4_9 e e ————— Person
Payroll
L e ____25,000. Noncash
(Complete Part Il for
__________________________________________ noncash confributions.)
(a) (b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
250 Person
Payroll
e _________}QLQQQ_ Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
{a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
N e _15,1862. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
{a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
252 e Person
Payroll
e e e e e e e e e e e e e e ____15.,183. Noncash
{Complete Part | for
__________________________________________ nencash contributions.)
ISA Schedule B {Form $90, 390-EZ, or 990-PF} {2014)

4E1253 1.000

509280 1274 Vv 14~7.16
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Schedule B (Form 980, 890-E2, or 990-PF) (2014)

Page 3

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06~0646917

IEETI  Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.

(a) No. {c)
f (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g {see instructions)
SIOCK
-_— _8_ - | —_——_—t—t_—ere et e ———
S IS 505,764 | _________._._
(a) No. c
from (b) FMV (or(e)stimate) d)
Description of noncash property given Date received
Part | (see instructions)
STOCK
-— _9_ | e e e e e e e e e e e e e e e e e e e e e e e -  — — — — — — — — — —— — i —— ——
S - S 8,204, | _____________
{a) No. (c)
‘ (b) : d)
rom D ipti § h ) FMV (or estimate) Dat ived
Part | escription of noncash property given (see instructions) ate receive
BTOCK e e
3
N - 96,242 | _____________
{a) No. {c)
¢ (b) . (d}
rom Description of noncash property given FMV {or estimate) Date received
Part | P property g {see instructions)
STOCK
05 .
S I SO 10,086, | _____________
{a) No. (c)
f ) . (d)
rom Describtion of h . FMV (or estimate) Dat ved
Part| escription of noncash property given (see instructions) ate receive
STOCK o ______
L
S 18,800, | _____________
{a) No. {©)
f (b) . (d)
rom D it § h . FMV (or estimate) Dat ved
Part | escription of noncash property given (see instructions) ate receive
STOCK e
116

JSA
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Schedule B (Form 990, 990-EZ, or 990-PF} (2014)

Page 3

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646817

m Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.

(a) No. (c)
p (b) , (d)
rom Description of noncash prope iven FMV (or estimate) Date received
Part | P property g (see instructions)
STOCK
125 | .
| $ 10,406. | _____________
{(a} No. (c)
§ {b) . {d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g {see instructions)
STOCK
132 | e ——————————
OV £ S 5,240 | ..
(a) No. c
p (b) @ (@
rom Description of noncash property given FMV {or estimate) Date received
Part | P property g (see instructions)
STOCK
B
R IS 99,970 | _____________
{a) No. (c}
i (b) . (d)
rom D ription of non h pr riy given FMV (or estimate) Date r ived
Part | eserip cash property g (see instructions} ecelve
10113.60 e ———
B
T S5 10,134, | _____________
{a) No. {c)
i (b) . (d)
rom Description of noncash property given FMV {or estimate) Date received
Part | P property g (see instructions)
STOoCK _ _
80 |
e A8 11,455, | __________.___
(a) No. (c)
§ {b) . (d)
rom Description of noncash prope iven FMV {or estimate) Date received
Part i P property g (see instructions) !
STOCK
197

JSA
4£E1254 1,000

509980 1274
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Schedule B (Form 990, 990-EZ, or 850-PF) (2014)

Page 3

Name of organization

THE STAMFORD HCSPITAL

Employer identification number

06-0646917

[T Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.

{a) No. (c}
from (b) : (d)
Description of noncash property given FMV (or estimate) Date received
Part | P property g {see instructions)
SToCK .
228 |
N £ S B1,854. | _________.____
(a) No. c
£ (b) fc) . {d)
rom Description of noncash property give FMV (or estimate) Dat ived
Part | P property given (see instructions) ale receive
O
251

{a) No.
from
Part |

(b)

Description of noncash property given

(c)
FMV (or estimate)
(see instructions)

(d)

Date received

{a} No.
from
Part [

(b)

Description of noncash property given

(c)
FMV (or estimate)
{see instructions)

(d)

Date received

(a) No.
from
Part |

(b)

Description of noncash property given

(c)
FMV (or estimate)
{see instructions)

(d)

Date received

{a) No.
from
Part |

{b)

Description of noncash property given

(c)
FMV (or estimate)
(see instructions)

(d)

Date received

JSA
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Schedule B (Form 990, 990-EZ, or §50-PF) (2014)

Page 4

Name of organization THE STAMFORD HOSPITAL

Employer identification number
06-0646917

m Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or (10}
that total more than $1,000 for the year from any one contributor. 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.) » $

Use duplicate copies of Part |l if additional space is needed.

{a}) No.
from
Part 1

(b} Purpose of gift

(c) Use of gift

{d) Description of how gift is held

{a) No.
from
Part |

(a) No.
from
Part |

(a) No.
from
Part |

JEA
4E1285 1.000

509980 1274 v

14-7.16
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SCHEDULE C Political Campaign and Lobbying Activities |LomB No. 1545-0047

{Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2@1 4

- Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ. Open to Public
P Information about Schedule C (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form890.

Department of the Treasury
Intemal Revenue Senvice

If the organization answered "Yes," to Form 920, Part IV, line 3, or Form 990-EZ, Part V, line 46 {Political Campaignh Activities), then
& Section 501(c)(3) organizations: Complete Parts |-A and B. Do not complete Part [-C.

® Section 501(c) (other than section 501(c}(3)) organizations: Complete Parts 1-A and C below. Do not complete Part i-B.
® Section 527 organizations: Complete Part [-A only.
If the organization answered "Yes," to Form 990, Part IV, line 4, or Form 930-EZ, Part VI, line 47 (Lobbying Activities), then
e Section 501(¢)(3) organizations that have filed Form 5768 (election under section 501¢{h}): Complete Part Il-A. Do not complete Part [I-B.

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

If the organization answered "Yes," to Form 990, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35¢ (Proxy
Tax) (see separate instructions}, then

e Section 501(c)(4), (5), or (6) organizations: Complete Part Il
Name of organization Employer identification number
THE STAMFORD HOSPITAL 06~0646217

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, , ., . ... .. L e e e e e L ]
3 Volunteerhours, | . . .. . v v vt b e,

Inspection

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,
2 Enter the amount of any excise tax incurred by organization managers under section4955 , |, » §
3 If the organization incurred a section 4955 tax, did it file Form 4720 forthisyear?, , , . ... ... ... ... \:‘ Yes H No
4a Wasacomectionmade? . . ... ... .... ... ... ..., e e Yes No
b If "Yes," describe in Part IV,
Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function
BOHVIHES . . L L L e e e e e e >S
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exemptfunctionactivities, . . ... ... ... .. L o o e >3

3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,

T | &
4 Did the filing organization file Form 1120-POL for this YEar? . . . . .. oo v v s e e e ee e e e e e L [ves [ Ino
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-.
(1
(2)
(3)
(4)
{5)
(6)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 890-EZ. Schedule C (Form 990 or 990-E2Z) 2014
Jsa
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Schedule C {(Form 990 or $90-EZ) 2014 THE STAMFORD HOSPITAL 06=-0646517 Page 2
Compilete 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

1a Total lobbying expenditures to influence public opinjon (grass roots lobbying)., . . . .
b Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .
¢ Total lobbying expenditures (add lines 1aand1b) . . . . ... ... .. ... .....
d Other exempt purpose expendifures . . . . .. ........ e e e e e e e e e
e Total exempt purpose expenditures {(add llnes1cand1d) e e e e e e
f 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.

Qver $500,000 but not gver $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,0600,000 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.

g Grassroots nontaxable amount (enter25% ofline1f) . . . . . . ... ... .. ... ..
h Subtract line 1g from line 1a. if zeroorless,enter-0- . . . . .. .. .. .........
1

I

i Subtract line 1f from line 1c. [fzeroorless, enter-0- . . . . v v v h v o vt e e o e v ns
If there is an amount other than zere on either line 1h or line 1i, did the organization file Form 4720
reporting section 4911 taxfor this ¥ear? . . . . . i v i i b bt e e e e e e bt n e e tn e DYes \:INO
4-Year Averaging Period Under Section 5§01{h)
{Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

baginning in) (a) 2011 (b)2012 (c) 2013 {d) 2014 {e) Total

2a Lobbying nontaxahle 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 890-EZ) 2014

JBA
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THE STAMFORD HCSPITAL 06-0646917

Schedule C {Form 990 or 990-EZ) 2014

Page 3

(election under section 501(h)).

Complete if the organization is exempt under section 501(c}){3) and has NOT filed Form 5768

For each '"Yes,” response fo lines ta through 1i below, provide in Part IV a delailed

(a)

(b)

description of the lobbying activity. Yes | No

Amount

1

n
oo™ Ta o 000D

GEWNITY Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

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;

Volunteers?

Paid staff or management (include compensation in expenses reported on lines 1¢ through 1i)?7,

Media advertisements?

b B b T ke

Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?, | _ |

Other activities? X

147,562.

Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? _ _ . X

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 4812
If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?. . . . .

147,562.

501(c)(6).

1
2
3

HEgd|82] Complete if the organization is exempt under section 501(c)(4), section 501{c)(5), or section

Were substantially all (20% or more) dues received nondeductible by members?
Did the organization make only in-house lobbying expenditures of $2,000 or less?
Did the organization agree to carry over lobbying and political expenditures from the prior year?

Yes | No

3

501(c)(6) and if either {a) BOTH Part IlI-A, lines 1 and 2, are answered "No,” OR (b) Part lll-A, line 3, is

answered "Yes."

5

Dues, assessments and similar amounts from members | . . . .. .. ...

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

Total

Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues

If notices were sent and the amount on line 2¢c exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductible Tobbying
and political expenditure nextyear? L e
Taxable amount of lobbying and political expenditures (see instructions)

1

2a

2b

2c

Part IV Supplemental Information
Provide the descriptions required for Part I-A, line 1; Part I-B, line 4, Part I-C, line 5, Part H-A (affiliated group list); Part 1l-A, lines 1 and
2 {see instructions); and Part [I-B, line 1. Also, complete this part for any additional information.

SEE PAGE 4

JSA

Schedule C (Form 990 or 890-EZ) 2014
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THE STAMFORD HOSPITAL 06-0646917

Schedule C (Form 980 or 890-EZ) 2014 Page 4

Supplemental Information (confinued)

SCHEDULE C, PART II, LINE 1F

GRANTS FOR LOBBYING

THE HOSPITAL CONTRACTS LOBBYING FIRMS WHO LOEBY LEGISLATIVE ACTICN ON
BEHALF OF THE HOSPITAL AND THE HEALTHCARE INDUSTRY. ADDITIONALLY, THE
HOSPITAL PAYS DUES TO ORGANIZATIONS THAT USE A PORTION OF THE DUES FOR

HEALTHCARE LOBBYING EXPENSES.

JSA Schedule C (Form 950 or 990-EZ) 2014
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SCHEDULED | OMB No. 1545-0047

Supplemental Financial Statements

(Form 990) P Complete if the organization answered "Yes" to Form 990, 2@1 4
Part IV, line §, 7, &, 9, 10, 11a, 11b, 11¢, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury » Attach to Form 990. Open to Public

Intemal Revenue Service - Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990, Inspection

Name of the organization Employer Identiflcation number

THE STAMFORD HOSPITAL 06-0646917

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete if the organization answered "Yes" to Form 990, Part IV, line 6.
(a) Donor advised funds {b) Funds and other accounts

Total number atendofyear . . . ... .....
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year) ., .
Aggregate value atend ofyear, . , .., .. ...
Did the organization inform all donors and donor advisors in writing that the assets held in denor advised
funds are the organization's property, subject to the organization’s exclusive legalcontrol? . ., .. ..... .. 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? . . .« v v v s i e e e e e e e e e e e e e e e e e D Yes l:l No
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 yse (e.g., recreation or education) Preservation of a historically important land area
Protection of natural habitat Preservation of a certifted 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 . . . .. .. ... ... .. it
b Total acreage restricted by conservationeasements . . .. . . ... v v it v e
¢ Number of conservation easements on a certified historic structure included in (a). . . . .
d Number of conservation easements included in (c) acquired after 8/17/068, and not on a

(< B RN U

historic structure listed in the NationalRegister. . . . . .. .. .. ¢ .o v i i v v v v 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
taxyear P _ oo e

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

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

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

and section 170(M(A(B)IN? . . . . ... e e e [Jves [lne
9 In Part Xlll, describe how the organization reports conservation easements in its revenue and expense statement, and

balance sheet, and include, if applicable, the text of the footnote to the organization's financial statements that describes the

organization's accounting for conservaticn easements.
m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered “Yes" to Form 990, Part IV, line 8.
1a |If the 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 XlIl, 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) Revenue included in Form 990, PartVIll,line 1. . « . .« o o v o i i e i i e e o e e e e |
(ii) Assetsincluded in Form 990, Part X. . . . . & . . &t i it i i i e e e e e e i e e 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 Revenueincluded in Form 990, Part VIIL N 1, . . . . . . i v it i i i it e et e e i i e s g S
b Assetsincluded in Form 990, ParfX. . . . . . .. v v i e e it s aaa s S
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D {Form $90) 2014
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THE STAMFORD HOSPITAL 06-0646917
Schedule D (Form 990) 2014 Page 2
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 itemns (check all that apply):

a Public exhibition d B Loan or exchange programs
Scholarly research e oter
[ Preservation for future generations
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
XL
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to he maintained as part of the organization's collection? , , , . . . |:| Yes D 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,

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X2, . . . . . . ... . ittt e e, ceeinin [LYes [INo
b If "Yes," explain the arrangement in Part Xlll and complete the following table:

Amount
¢ Beginning balance | . . .. . . . it i e e e e e e e e 1c
d Additionsduringtheyear . . ... ... ... ... ... ... 1d
e Distributions during theyear, , . . . ... . ..... ... . ¢ctu.iunnn. 1e
f Endingbalance | . L . . ... ... e e e 1f
2a Did the organization include an amount on Form 890, Part X, line 21, for escrow or custodial account liability? |_| Yes No

If "Yes," explain the arrangement in Part Xlll. Check here if the explanation has been provided in Part XII, , ., . . ..
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
1a Beginning of year balance , |, , . 67,414,074, 47,909,132, | 40,118,983.| 26,695,222, 27,527,319.
b Contributions , ., . ....... 25,541,845, 20,339,806. 8,872,941.( 16,783,185. 3,087,737.
¢ Net investment earnings, gains,
andlosses, . . . ... ... .. -104,189. 1,151,828. 1,284,155, 1,162,352, ~-56,132.
d Grants or scholarships | |, . . 4,521,786. 3,863,702.
e Other expenditures for facilities
and programs _ , ... .. ... 2,094,938. 1,986,792. 2,366,947,
f Administrative expenses _ _ | | .
g Endofyearbalance , , .. ... 90,756,792. 67,414,074, 47,909,132.| 40,118,983.| 26,695,222.
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)} held as:
a Board designated or quasi-endowment p %

b Permanent endowment p 9.3700 %

The percentages in lines 2a, 2b, and 2¢ should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes | No
(i) unrelated organizations | 3a(i) X
{ii) related organizaions | |, . ... P Y 1) X
b If "Yes" to 3a(ii), are the related organlzatlons listed as required on Schedule R? 3b
4 Describe in Part Xlll the intended uses of the organization's endowment funds.

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

Description of property (a) Cost or other basis {b) Cost or other basis (c) Accumulated (d) Book value
{investment) {other) depreciation
la Land, .. ............ ..... 43,860,244.| s 43,860,544,
b Bulldings |, , ., ... ... e 174,974,944,1103,040, 696, 71,934,248,
¢ Leasehold improvements, , ., ,...... 9,991,785. 6,047,979, 3,943,806.
d Equipment _ __ . ... .. e e e 337,113,708.|260,834,471, 76,279,237,
e Other . . . ... 345,139,877. 3,381,343 341,758,534,
Total. Add lines 1a through 1e. {Column (d) must equal Form 990, Parf X, column (B), line 10(c).) . . . . .. > 537,776,7609.

Schedule D (Form 990) 2014
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THE STAMFCORD HOSPITAL

Schedule D (Form 980) 2014

06-0646917
Page 3

=ETARYUN  Investments - Other Securities.

Complete if the organization answered "Yes" to Form 980, Part IV, line 11b. 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

Total. (Column (b) must equal Form 9806, Part X, col. (B) line 12.}

AN Investments - Program Related.

Complete if the organization answered "Yes" to Form 980,

Part IV, line 11c. See Form 980, Part X, line 13.

(a) Description of investment

(b) Book value

(¢} Method of valuation:
Cost or end-of-year market value

(1)

(2)

)]

4)

(5)

(6)

(7)

(8)

()

Total. (Column (b) must equal Form 890, Part X, col. (B) line 13.) P

Other Assets,

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

(a) Description

{h) Book value

(1)

(2}

(3)

(4)

{8)

(6)

)

(8)

(¢}

Total. (Column (b) must equal Form 890, Part X, col. (B)line 15.), . . . . . v . o v i i e v e e e e ane v e mm s -

Other Liabilities.

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

line 25.

1. (a) Description of liability {b) Book value
{1} Federal income taxes
{2) PENSION LIABILITY 77,424,320.;‘;°
(3)DUE TO AFFILIATES 22,774,536.0
(4)EST FOR PROFESSIONAL LIABILITY 9,943,721 .0
(5)EST THIRD PART SETTLEMENTS 9,863,972.0
{8} CHARITABLE GIFT ANNUITY PAYABRLE 62,176.%
{7}
{8)
(9)

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

120,068,725,

2. Liahility for uncerfain fax positions. In Part XIII, provide the text of the footnote to the orgamzatlon s financial statements that reports the
organization's liability for uncertain tax posifions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part Xl D

NETY
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THE STAMFORD HOSPITAL 06-0646917
Schedule D {Form 920} 2014 Page 4
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return,
Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

1 Total revenue, gains, and other support per audited financial statements .. . . .. . .. 1
2 Amounts included on fine 1 but not on Form 980, Part Vill, line 12:
a Net unrealized gains (losses} oninvestments . ... . .. 2a
b Donated services and use of facilites =~ ... . ... ... .. .. 2b
¢ Recoveries of prioryeargrants . L. 2c
d Other (DescribeinPart XNL} . . . . . . . . . .. 2d .
e Addlines 2athrough2d = L e 2e
3  Subtractline 2e fromlined . ........ e e e e e e . 3
4  Amounts included on Form 990, Part VI, Ime 12 but not on line 1:
a Investment expenses not included on Form 990, Part VIll, ine7b | 4a
b Other (DescribeinPart XIL) . . . . .. 4b o
c Add "nes 4a and 4b --------------------------------------------- 4c
Total revenue. Add lines 3 and de. (This must equal Form 990, Partl line 12.) . . . . . . ... .. ... 5

Part bAll Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

i Total expenses and losses per audited financial statements 1
Amounts included on line 1 but not on Form 980, Part IX, line 25:;
a Donated services and use of facilities 2a
b Prioryearadjustments Tttt P
e Offerlosses STt P~
d Other (Descr'ib'e Bt 5(II'I.)' ........................... 2 |
e Addlines2athrough2d ~ Tttt 2e
3 Subtractline2e from ine T . . . . o 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 Vill, line 7b 43
b Other (Describe in Partxnty 00 4b
e Add lines 4a and 4b e e r e e e e e e e e
5 Total expenses. Add lines 3 and 4c. ('Thr':s must :gd'u:a!'Fbr'm'be, Part I, line 18) 5

CETI Al Supplemental Information.
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 Xl, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional information.

SEE PAGE 5

JSA Schedule D (Form 990) 2014
4E1271 1.00Q

509980 1274 vV 14-7.16 FAGE 75



Schedule D (Form 990) 2014 THE STAMFORD HOSPITAL 06-064¢917 Page §
CELRA[l  Supplemental Information (condinued)

SCHEDULE D, PART V, LINE 4

THE ENDOWMENT CONSISTS OF TEMPORARILY OR PERMANENTLY RESTRICTED

CCNTRIBUTIONS RECEIVED WITH DONOR STIPULATIONS THAT LIMIT THE USE OF THE

DONATED ASSETS. TEMPORARILY RESTRICTED CONTRIBUTICNS ARE AVAILABLE FOR

CERTAIN HEALTH CARE SERVICES AS DEFINED IN THE DONOR AGREEMENTS.

PERMANENTLY RESTRICTED NET ASSETS ARE RESTRICTED TO INVESTMENTS TO BE

HELD IN PERPETUITY, THE INCCME FRCM WHICH IS EXPENDABLE TO SUFPPORT HEALTH

CARE SERVICES.

Schedule D {Form 9%0) 2014

JSA

4E1226 1.000
509980 1274 vV 14-7.1%6 PAGE 76



SCHEDULE F
{Form 990)

OMB No, 1545.0047

2014

Open to Public

Statement of Activities Outside the United States

- Complete if the organization answered "Yes" on Form 990, Part IV, line 14b, 15, or 16.
P Attach to Form 990,
P Information about Schedule F (Form 990) and its instructions is at www.irs.gov/form8390.

Department of the Treasury

Iniemat Revenue Service

Inspection

Name of the organization
THE STAMFORD

HOSPITAL

Employer identification number

06-0€46817

General Information on Activities Outside the United States. Complete if the organization answered "Yes" on

Form 990, Part IV, line 14b.
1 For grantmakers. Does the organization maintain records to substantiate the amount of its grants and other
assistance, the grantees' eligibility for the grants or assistance, and the selection criteria used to award the
grants or assistance?

DYes No

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

3 Activities per Region. (The following Part I, line 3 table can be duplicated if additional space is needed.)

{a) Region {b) Number of (¢} Number of {d} Activities conducted in (e} If activity fisted in {d} is {f) Total
offices in the employess, region (by type) (2.q., a program service, expenditures for
region agents, and fundraising, program services, describe specific type of and investments
independent investments, service(s} in region in region
contractars grants to recipients
in region located in the region)

(1) cENTRAL AMERICA/CARIBRBEAN 1. | INVESTMENTS N/A 11,893,063,

(2) CcENTRAL AMERICA/CARLEBEAN 1. PROGRAM SERVICES MALPRACTICE INSURANCE 9,540,500.
(3)
(4)
(5)
(6)
()
(8)
(9)
(10}
(11)
(12)
(13)
(14)
(15)
(16)
(17)

3a Sub-total, ., .,....... 2. 21,433, 563.

b Total from continuation
sheets to Part!l , , .. ...
¢ Totals (add lines 3a and 3b) 2, 21,433,563,

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

JsA
4E1274 1.000
509980 1274

vV 14-7.16

Schedule F (Form 990) 2014

PAGE 77



8L HWO¥J 9T L-FT A PLZT OBBAOS
000'L S2213F

vs8r

#10Z (086 wio4) 4 a|npaysg

A...........-..-..........-....-..-....-..-..-.mmmu_«cmhom_.._O_umN_ﬁmm._O._m_.._uoh.ogmn—:.__-_:"muou._mu._r_m <

« ‘1ap2] Aousieainba (g)(2) L0 uoioas e papinold seY [9SUN02 Jo ajuelD ay) Yysium Jo) 1o ‘SH| 2yl Aq
wexa-xey se paziuboosas 'Ajunoo ubisloy ay) Aq saipieyo se paziuboosl ale Jey) eaoqe peys) suonjeziueblo jusidioal Jo Jsqunu |gjo)a8)ug ¢

: =
Mﬁ%ﬁ&”&ﬁ%ﬁﬁﬁﬂﬁ

[IETTS)
‘lestedde SOUBJSISSE 89UB]S|SSE JUSWSSINGSIP (altendde y1)
‘AW oo} | yseo-uou jo USEO-UoU yses welb yses LB Ni3 PUE Uo)Ias uopeziuebio
uoheniea | ponduasaq (4) 10 Junowy {B) Jo Jauuep (1) 1o Junowy (a) jo asodind (p) uojbay (2) apoa gyl (a) jo sweN (e} L

1o poya (i}

‘papasu si aoeds [euoippe JI pajeoidnp ag uea || Ued "000°S$ Ueyl alow panlaoal oym juaidioss Aue 1o] ‘g | aul) ‘Al Hed
‘066 WO LD S8A, palomsue uoneziuebio auy) J sl|dwon 'saje)s pauun ayl apising sanpug io suopeziuebi 0} 29UBISISSY JALI0 pUE Sjuels) E
Z obed 7102 (066 Wiod) 5 slnpayss
LT69%20-90 TYLIdSOH QIOIWYLS HHL




6L HI¥Yd 9T L-FT A FLZT 08B660S

000°L 9L213v
vsr

#10Z (066 uuod) 4 e|npayag

(gL)

{11}

(91}

(s51)

(re)

(1)

(z1)

(1)

{o1)

(s)

(3)

(2)

(9}

(s}

2]

(g)

@)

(1)

(Iauio
'lesiesdde
‘AW Mooy) aouesIsse JuBISISSE Juatasingsip juesb ysea sjuajdioal
uoljen|ea usea-uolu Jo ysed-Uou Ysea 10 wnouy (p) Josaquiny (2} uoiBay (q) aoue}sisse Jo el jo adi] (e}
0 poyts (u) uopduosaq (6) 1o Junowy (3 jo Jauuely {a}

‘papasu sl adeds [euonppe Ji pajesidnp ag ues jj Jed
‘91 BUI ‘Al Ued ‘066 WI0H U0 S84, paiomsue uoneziuebio ay) Ji 8)9|dwon *s23e)g pajiun ay} apIsing S[ENDPIAIPU[ 0} 93UEB)SISSY 19Yl0 PUE SJUEBID E
¢ obed 710z (086 Wiog) J ainpaves
L169%90-20 TYLIdSOH QUCAWVYLS HWHL




THE STAMFORD HOSPITAL

Schedule F (Form 990) 2014

06-0646917

Page 4

1\’  Foreign Forms

Was the organization a U.S. transfercr of property to a foreign corporation during the tax year? /f "Yes,”
the organization may be required to file Form 926, Refum by a U.S. Transferor of Property fo a Foreign
Corporation (see Instructions for Form 928)

Did the organization have an interest in a foreign trust during the tax year? If "Yes " the organization
may be required to file Form 3520, Annual Return to Report Transactions with Foreign Trusts and
Receipt of Cerfain Foreign Gifts, and/or Form 3520-A, Annual information Return of Foreign Trust With a
{L.S. Owner (see Instructions for Forms 3520 and 3520-A; do not file with Form 990)

Did the organization have an ownership interest in a foreign corperation during the tax year? If "yes,"
the organization may he requirad fo file Form 5471, Information Return of U.S. Persons With Respect To
Certain Foreign Corporations (see Instructions for Form 5471)

Was the organization a direct or indirect shareholder of a passive foreign investment company or a
qualified electing fund during the tax year? if "Yes, " the organization may be required to file Form 8621,
Information Return by a Shareholder of a Passive Foreign Investment Company or Qualified Electing
Fund (see Instructions for Form 8621)

Did the organization have an ownership interest in a foreign partnership during the tax year? if "Yes "
the organization may be required fo file Form 8865, Return of U.S. Persons With Respect To Certain
Foreign Partnerships (see Instructions for Form B8685)

Did the organization have any operations in or related to any boycotting countries during the tax year? /f
“Yes,” the organization may be required fo file Form 5713, International Boycott Report (see Instructions
for Form 5713; do not file with Form 990)

Yes

Yes

Yes

Yes

Yes

Yes

I:lNo

DNO

No

JSA

4E1277 1.000

509980 1274 vV 14-7.16

Schedule F (Form 990) 2014
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THE STAMFORD HOSPITAL 06-0646917
Schedule F (Fomm 990) 2014

Supplemental Information
Complete this part to provide the information required by Part |, line 2 (monitoring of funds); Part |, line 3, column (f)

(accounting method; amounts of investments vs. expenditures per region); Part |l line 1 (accounting method); Part [lI

(accounting method); and Part lil, column (c} (estimated number of recipients), as applicable. Alsc complete this part to
provide any additional information {see instructions).

Page 5

oA Schedule F (Form 980) 2014
4E1502 1,000

509880 1274 vV 14-7.16 PAGE 81



Supplemental Information Regarding Fundraising or Gaming Activities | OMB No. 1545-0047

SCHEDULE G Complete If the organization answered “"Yes" to Form 950, Part IV, lines 17, 18, or 18, or if the 2@ 1 4
(Form 990 or BQD-EZ) organizatlon entered more than $15,000 on Form 990-EZ, line 6a.
P Attach to Form 950 or Form $90-EZ. Opento Public

Depariment of the Treasury

Intemal Revenue Service P Information about Schedule G (Form 990 or 990-EZ) and Its instructians is at www.irs.gov/farm990. Inspection
Name of the organization Employer [dentification number
THE STAMFORD HOSPITAL 06-0646217

Fundraising Activities. Complefe if the organization answered "Yes" to Form 990, Part IV, line 17.
Form 980-EZ filers are not required to complete this part.
1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.

a Mail solicitations e Solicitation of non-government grants
b Internet and email solicitations f || Solicitation of government granis
c - Phone solicitations g Special fundraising events

d In-persoen solicitations
2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees
or key employees listed in Form 980, Part VII) or entity in connection with professional fundraising services? Yes |:| No

b If "Yes," list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.

! . {v) Amount paid to ]
s e s iy | TS | VRS | Wi | )
Yes No .
1
GHIORSI & SCORRENTI, INC CONSULTANT X 36,178,670. 151,633, 36,008,821.
2
DOUG PICHA CONSULTANTS CONSULTANT X 36,178,670, 18,216, 36,008,821.
3
4
5
6
7
8
9
10
Total . . . . L i e e e e e e e e e e e e et e e e eeeaeaaas > 72,357, 340. 169,849, 72,017,642,

3 List all states in which the organization is registered or licensed to solicit contributions or has been notified it is exempt from
registration or licensing.

CT,

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 950-E2. Schedule G (Form 990 or 990-EZ) 2014
JBA
4E1281 1.000
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THE STAMFORD HOSPITAL

Schedule G (Form 990 or $90-EZ) 2014
Fundraising Events. Complete if the arganization answered "Yes" to Form 990, Part IV, line 18, or reported more
than $15,000 of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with
gross receipts greater than $5,000.

06-0646917

Page 2

{a) Event #1

{b) Event #2

{c) Other events

(d) Total events

WALK RUN RILE DREAM BALL 2. | (add col (a)through
(event typa) (event type) (total number) col. {¢))
@
-
§ 1 Grossreceipts . . . ... ... ... 804,718, 708,311. 180,421. 1,693,450.
[iH
x
2 Less: Confributions , , , , .. ... 652,268, 675,511. 142,471, 1,470,250,
3 Gross income (line 1 minus
HNE 2)e v v o v e e e e e e e e e 152,450. 32,800. 37,950. 223,200.
4 Cashprizes, . . .. ......... 0
5 Noncashprizes, , ., ......... 968. 16,666. 6,723. 24,357.
oy
2|6 Rentfaciitycosts , . . . ... ... 22,129, 114,639. 52,080. 188,848,
2
& | 7 Foodandbeverages, , . ...... 0
B
o
& | 8 Entertainment . ., , .., ,... 0
9 Other direct expenses , , ,, . ... 55,666. 8,776 57,413 121,855.
10 Direct expense summary, Add lines 4 through 9 in column(d) , ., . .. .... R, > 335,06C.
11 Netincome summary. Subtractline 10fromline 3, column(d} . . . . . . v o v i i v v u e v v w e . > -111,860.
Part Il Gaming. Complete if the érganization answered "Yes" to Form 990, Part IV, line 19, or reported more

than $15,000 on Form 990-EZ, line 6a.

{b) Pull tabsfinstant

{d) Total gaming (add

o . .
2 (a) Bingo bingo/progressive bingo {e) Other gaming col. (a) through col. {c))
g
@

1 Grossrevenue . . . . . . . .. ...
9! 2 Cashprizes, . . .. . ....
n
g
2 3 Noncashprizes ., ..........
Ll
ﬁ 4 Rentffacility costs .
=
& Other direct expenses _ , , , .., .
|| Yes % | |Yes % || |Yes %
& Volunteerlabor No No No
7 Direct expense summary. Add lines 2 through 5 in column(d) . ... ... ..... >
8 Net gaming income summary. Subtract line 7 from line 1, column(d) . ................ >
9 Enter the state(s) in which the organization conducts gaming activities:
a Is the organization licensed to conduct gaming activities in each of these states? . . . .. ... ... l_| Yes L_l No
b If "No," explain:
10 a Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year? = | |__| Yes ]_] No
b If "Yes," explain:
Schedule G (Form 990 or 990-E2) 2014
JSA
4E1282 1.000

509980 1274
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THE STAMFORD HOSPITAL 06-0646917

Scihedule G {Form 990 or 890-EZ) 2014 Page 3
11 Does the organization conduct gaming activities with nonmembers? . . . . . . . . . v 0 i it i e e e e |_| Yes L’ No
12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity
formed to administer charitable gaming? . . . . . . . . .. . . L i e e e e e e e e |:’ Yes D No
13  Indicate the percentage of gaming activity conducted in:
a The organization's facility , . ... ....... e e e e e e e e e e 13a %
b An outside facllity . ... ... e e e e e e e e e e 13b %
14  Enter the name and address of the person who prepares the organization's gaming/special events books and
records:
Namew®»
Address »

15a Does the organization have a confract with a third party from whom the organization recelves gaming
FEVENUE? | L . .t e e e L e e e e e e e e e e DYesENo
b If "Yes," enter the amount of gaming revenue received by the organizaton» $_ and the
amount of gaming revenue retained by the third party » $
c If"Yes," enter name and address of the third party:

18  Gaming manager information:

Description of services provided p

\:l Director/officer D Employee D Independent contractor

17  Mandatory distributions:
a |Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming license?, . . . . . .. . . ... . . e e e e [Jves [ Ino
b Enter the amount of distributions required under state law toc be distributed to other exempt organizations
or spent in the organization's own exempt activities during the taxyear p $
Supplemental Information. Provide the explanation required by Part |, line 2b, columns (iii) and (v, and
Part lll, lines 9, 8b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also provide any additional information
(see instructions).

Schedule G (Form 950 or 990-EZ) 2014

JSA
4E1603 2.000

505980 1274 Vv 14-7.1¢ PAGE 84



SCHEDULE H
{Form 990)

Department of the Treasury
Internal Revenua Service

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

Hospitals

p- Attach to Form 990.

P Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990,

| omB No. 1545-0047

Open to Public

Name of the organization

THE STAMFCRD HOSPITEL
Financial Assistance and Cerfain Other Community Benefits at Cost

3

Sa

6a

Inspection

Employer Identification number

0E-0646917

Did the organization have a financial assistance policy during the tax year? If "No," skip to question Ba . .

If"Yes,"wasitawritlenpolicy?. - .« o v v v vt i e e e e e s e e e e e e .

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 most hospital facilities

Applied uniformly to all hospital facilities

- Generally tailored to individual hospital facilities
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.

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:

100%

150%

200%

Other

Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"

indicate which of the following was the famil
250% tl

200%

300%

350%

income limit for eligibility for discounted care:
400%

Other

D T R R S R S T R

%

If the organization used factors other than FPG in determining eligibility, describe in Part Vi the criteria

used for determining eligibility for free or discounted care.

Include

in the description whether the

organization used an asset test or other threshold, regardless of income, as a factor in determining eligibility
for free or discounted care.

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"?

Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year?
If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . ... ... ..
If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or

discounted care to a patient who was eligible for free or discounted care?
Did the organization prepare a community benefit report during the tax year?

If "Yes," did the organization make itavailabletothepublic? . . . . . . . o v v v i i i i e e

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

Financial Assistance and
Means-Tested Government

a

Programs
Financial Assistance at cost
(frem Worksheet 1) . . . .
Medicald {(from Worksheet 3,

column a)
Costs of other means-tested
government programs {from
Worksheet 3, column by |
Total Financial Assistance and
Means-Tested Govenment
Programs

{a) Number of
activities or

rograms
I(DDPﬁDI'IEJ)

{b) Perscns
served
{opticnal)

{e) Total community
benefit expense

{d} Direct offsetling
revenue

(e) Net community
benefit expense

{f) Percent
of total
expense

11,464,970.

2,310,120.

9,154,850.

95,776,227.

38,585,522,

57,150,705,

12.89

2,291,321.

2,291,321,

.52

109,532,518,

40,885,642,

68,636,876,

15.47

i
k

Other Benefits

Community health improverment
sarvices and community benefit
operations (from Worksheet 4} »

Heatlth professions education
{from Worksheets) . . . .
Subsidized health services (from

Worksheat8). « » » « ‘e
Research (from Worksheet 7)

Gash and in-kind contributions.
{or community benefit (from
Worksheet8), . + « . « & «

Total. Other Benefits . . . .
Total. Add lines 7d and 7j. .

3,549,875.

3,549,875,

.80

330,414.

330,414,

.07

3,880,289.

3,880,289,

.87

113,412,807.

40,895,642,

72,517,165,

16.34

For Paperwork Reduction Act Notice, see the Instructions for Form 980.
JSA  4E1284 1.000

509980 1274

vV 14-7.16
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THE STAMFORD HOSPITAL
Schedule H (Farm 990) 2014

06-0646917

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) Numbar of | [b) Persons {c) Total community {d) Direct offsetting
activitles or served building expense revenus
programs (optional)
{opticnal)

(e} Net community
building expense

{f) Percent of
total expense

Physical improvements and housing

Economic development

Community suppert

Environmental impreverments

o | |t [N =

Leadership development and

training fer community members.

[=:]

Coaliticn building

7 Community health improvement

advocacy

& ‘Workforce development

9 Other

10 Total

Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financiali Management Association
StatementNo. 187, . . L . . it 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 27,600,529,
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy. Explain in Part VI
the methodology used by the organization to estimate this amount and the rationale,
if any, for including this portion of bad debt as community benefit. _ , . . . ... ... 3
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare (including DSHand IME) . ... ... ... 5 93,349,158,
6 Enter Medicare allowable costs of care relating to payments online5 . . . . ... ... 6 114,734,952,
7 Subiract line 6 from line 5. This is the surplus (orshortfalll . . . ... ... . ... ... 7 ~21,385,7%94.
8 Describe in Part VI the extent to which any shortfall reporied in line 7 should be treated as community
benefit. Also describe in Part V| the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
Cost accounting system Cost to charge ratio D Other
Section C. Collection Practices I
9a Did the organization have a written debt collection policy during the taxyear?, . . . . . .. . . . .. . oo 9a | X
b If "ves" did the organization's callection policy that applied 1o the largest number of its patients during the tax year contain provisions on the
collecticn practices 1o be followed for patients who are known 1o qualify for financial assistance? DescribeinPart vl , . . . . . . . . . . . . . 9b | X

Management Companies and Joint Ventures (owned 10% or mere by officers, directors, trustess, key employees, and physicians - see instructions)
(a) Name of entity (b) Description of primary {c) Organizations [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
2
3
4
5
;]
7
8
9
10
1
12
13

JSA
4E1285 1.000

509980 1274 V 14-7.16
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THE STAMFORD HOSPITAL

06-0646917

Schedule H (Form 990) 2014 Page 3
Facility Information
Section A. Hospital Facilities clelel|z|elz|o|a
(list in order of size, from largest to smallest - see instructions) | & § El8 E B § g
@ =, o )
How many hospital facilities did the organization operate | 2 g- g‘_ a 2 s éf 2
during the tax year? 1 g 2lz|2|8|E|9
Name, address, primary website address, and state license | g B '% % % &
number {and if a group return, the name and EIN of the g h < o
subordinate hospital organization that operates the hospital % = f:pc;lrlgng
facility) = Other (describe) group
1 THE STAMFORD HOSPITAL
ONE HOSPITAL PLAZA
STAMFORD CT 06904
WWW. STAMFORDHEALTH . ORG
0059 X X XX
2
3
4
5
6
7
8
9
10
jSE";zas 1.000 Schedule H (Form 950) 2014
509980 1274 vV 14-7.16 PAGE 87



THE STAMFORD HOSPITAL 06-0646917
Schedule H (Form 990) 2014 Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facility or letter of facility reporting group THE STAMFORD HCSPITAL

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A):

1

Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital facility in the

current tax year or the immediately preceding taxyear?. . . . ... ... .. .. T X
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in SectionC . . . . ... ... .. 2 X

3  During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNAY? If "No,"skipta line 12 . . . . . . . . . v i i i i i i e e s e

f "Yes," indicate what the CHNA report describes (check all that apply): u

A definition of the community served by the hospital facility

Demographics of the community

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

health needs of the community

How data was obtained

The significant health needs of the community

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

and minority groups

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

community health needs

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

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

Other (describe in Section C)

4 Indicate the tax year the hospital facility last conducted a CHNA: 20 _12

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

6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in SectionC . . . ... ... .. . . e e

b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"

list the other organizationsin SectionC , . . . . .. . ... ... ... ... . ittt

w
o] [oeloele] e [o¢

]
E3

—

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

Hospital facility's website (list url): _WWW. STAMFCRDHEALTEH . ORG

. Other website (list url):

Made a paper copy available for public inspection without charge at the hospital facility

- Other (describe in Section C)

8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skiptoline 11, . ., . . . . .. v v e v v v v ..

9 Indicate the tax year the hospital facility last adopted an implementation strategy: 2013

a o oo

a If“Yes,” (list url): WWW. STAMFORDHEALTH . ORG
b If "No,” is the hospital facility's most recently adopted implementation strategy attached fo this return?

11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.

12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a

If “Yes” to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . ... ... .. hr
¢ If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form |
4720 for all of its hospital facilities? $

54
4E1287 1.000
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Schedule H (Form §90) 2014 THE STAMFORD HOSPITAL
Facility Information (continued)
Financial Assistance Policy (FAP)

06-0646917 Page &

Name of hospital facility or letter of facility reporting group THE STAMFORD HOSPITAL

Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free ordiscounted care?
If “Yes,” indicate the eligibility criteria explained in the FAP:
Federal poverty guidelines (FPG), with FPG family income [imit for eligibility for free care of
and FPG family income limit for eligibility for discounted care of 400 9
Income level other than FPG {describe in Section C)
Asset level
Medical indigency
Insurance status
Underinsurance status
Residency
Cther (describe in Section C)
14 Explained the basis for calculating amounts chargedtopatients?. . . . . . . . . . .. . o i i i e
15  Explained the method for applying for financial assistance?

If “Yes,” indicate how the hospital facility's FAP or FAP application form (including accompanying
instructions) explained the method for applying for financial assistance {check all that apply):

a Described the information the hospital facility may require an individual to provide as part of his or her
application
b |:| Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c |:| Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d D Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e D Other {describe in Section C)
16  Included measures to publicize the policy within the community served by the hospital facility? . . . . .. ..
If “Yes,” indicate how the hospital facility publicized the policy (check all that apply):
The FAP was widely available on a website (list url):
The FAP application form was widely available on a website (list url):
A plain language summary of the FAP was widely available on a website (list url):
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
A plain language summary of the FAP was available upon regquest and without charge (in public
locations in the hospital facility and by mail)

100 9

o@ e oo T

LT focleo<] ]

o0 oo

i

(1 O 0O 11

Notice of availability of the FAP was conspicucusly disptayed throughout the hospital facility
Notified members of the community who are most likely to require financial assistance about availability
of the FAP

D Other {describe in Section C}

Billing and Collections

17

18

D o0 oW

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

Reporting to credit agency(ies)

Selling an individual's debt to another party

Actions that require a legal or judicial process

QOther similar actions (describe in Section C)

None of these actions or other similar actions were permitted

JSA

4E1323 1.000
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THE STAMFORD HOSPITAL 06-0646917
Schedule H (Farm 990) 2014 Page B
Facility Information (confinued)

Name of hospital facility or letter of facility reporting group THE STAMFORD HOSPITAL

Yes| No

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

Reporting to credit agency(ies)

Selling an individual's debt to another party
Actions that require a legal or judicial process
Other similar actions (describe in Section C) :
20  Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or
not checked) in line 19 {check all that apply).

ao o

Notified individuals of the financial assistance policy on admission

|| Notified individuals of the financial assistance policy prior to discharge

|| Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills

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

__ financial assistance policy

e | | Other (describe in Section C)

f X|__None of these efforts were made

Policy Relating to Emergency Medical Care

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

If “No,” indicate why:

o 0 oW

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe [

in Section C)

d Other {describe in Section C)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)

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

a |:| The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

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

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

d Other {describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed o
individuals who had insurance covering suUCh Gare? . . . . . . . i it i i i i h e e e e e e e e e e e e e
If "Yes," explain in Section C.

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

JBA
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THE STAMFORD HOSPITAL 06-0646917
Schedule H (Form £90) 2014 Page 7

Facility Information (coniinued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3|, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 161, 18d, 194, 20e, 21¢, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility,

FORM 990, SCHEDULE H, PART V, SECTICN B, LINE 5

IN THE FIRST PHASE OF THE COMMUNITY HEALTH NEEDS ASSESSMENT PROCESS,
DCZENS CF INTERVIEWS WERE CONDUCTED TO ENGAGE THE COMMUNITY IN THE
ASSESSMENT PROCESS. THESE INTERVIEWS CAPTURED COMMUNITY PERCEPTIONS ON
PRIORITY HEALTH ISSUES, SERVICE GAPS, AND BARRIERS TO ACCESS, AS WELL AS
SUGGESTED STRATEGIC INITIATIVES TO ADDRESS THESE ISSUES. IN ALL, NEARLY
100 PECPLE WERE INTERVIEWED, INCLUDING ADMINISTRATIVE AND CLINICAL STAFF
FROM STAMFORD HOSPITAL, REPRESENTATIVES FROM LOCAL HEALTH AND SCCIAL
SERVICE AGENCIES, PUBLIC HEALTH OFFICERS, OTHER PUBLIC AND ELECTED
OFFICIALS, REPRESENTATIVES FROM ADVOCACY ORGANIZATIONS AND POUNDATIONS,

MEMBERS OF THE CLERGY, AND COMMUNITY RESIDENTS.

FORM 990, SCHEDULE H, PART V, SECTICN B, LINE 22D

THE MAXIMUM AMOUNT CHARGED TO FAP ELIGIBLE INDIVIDUALS IS CALCULATED
BASED ON FEDERAIL POVERTY GUIDELINES. INDIVIDUAL FAMILY INCOME LEVELS ARE
COMPARED TO FPG AND TOTAL CHARGES ARE REDUCED FROM 100%-60% BASED ON

LEVEL OF INCOME.

JSA Schedule H (Form 990) 2014
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THE STAMFCRD HOSPITAL 06-0646917
Schedule H (Form 990) 2014 Page 8
Facility Information (continued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, from largest to smallest)

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

Name and address Type of Facility (describe)
1

10

Schedule H (Form 950) 2014

JBA
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THE STAMFORD HOSPITAL 06-0646917

Schedule H (Form 990) 2014 Page 9

EaYl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lIl, lines 2, 3, 4, 8 and
Sb.

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

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 inte account the geographic area and
demographic constituents it serves.

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

Affiliated health care system. If the organization is part of an affilated 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. |f applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

PART I, LINE 7

THE COST-TO-CHARGE RATIO METHODOLOGY WAS UTILIZED TO CALCULATE THE AMOUNT

INCLUDED IN THE TABLE. THE CALCULATION OF THIS RATIO WAS DERIVED FROM

RATIC OF PATIENT CARE COST-TO-CHARGE,

PART III, LINE 2:

THE COST OF BAD DEBT EXFENSE IS ESTIMATED BASED ON THE BAD DEBT PROVISION

AT CHARGE, APPLIED TO THE RATIO OF TOTAL PATIENT CARE EXPENSES TO TOTAL

CHARGES FOR ALL SERVICES RENDERED. ANY PAYMENTS OR DISCOUNTS ARE EXCLUDED

FRCOM BAD DEBT EXFENSE.

PART III, LINE 4:

BAD DEBT EXPENSE AND TEXT OF BAD DEBT EXPENSE FCOTNCTE

ACCOUNTS RECEIVABLE ARE REDUCED BY AN ALLOWANCE FOR DOUBTFUL ACCOUNTS. IN

EVALUATING THE COLLECTIBILITY OF ACCOUNTS RECEIVABLE, THE HOSPITAL

ANALYZES ITS PAST HISTCRY AND IDENTIFIES TRENDS FOR EACH CF ITS MAJOR

PAYCR SOURCES OF REVENUE TO ESTIMATE THE APPROPRIATE ALLOWANCE FOR

DOUBTFUL ACCOUNTS AND PROVISION FOR BAD DEBTS. MANAGEMENT REGULARLY

JSA

Schedule H (Form 980) 2014
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THE STAMFCRD HOSPITAL 06-0646917

Schedule H (Form 990) 2014 Page 9
ETIAYN Supplemental information

Provide the following information,

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

Patient education of eligibility for assistance. Describe how the ocrganization 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 hospital 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, efc.).

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.

REVIEWS DATA ABCUT THESE MAJOR PAYOR SOURCES OF REVENUE IN EVALUATING THE

SUFFICIENCY OF THE ALLOWANCE FOR DOUBTFUL ACCOUNTS.

FOR RECEIVABLES ASSOCIATED WITH SERVICES PROVIDED TO PATIENTS WHC HAVE

THIRD-PARTY COVERAGE, TSH ANALYZES CONTRACTUALLY DUE AMOUNTS AND PROVIDES

AN ALLOWANCE FOR DOUBTFUL ACCOUNTS AND A PROVISION FOR BAD DEBTS, IF

NECESSARY (FOR EXAMPLE, FOR EXPECTED UNCCOLLECTIBLE DEDUCTIBLES AND

COPAYMENTS ON ACCOUNTS FOR WHICH THE THIRD-PARTY PAYOR HAS NCT YET PAID,

OR FOR PAYORS WHO ARE KNOWN TO BE HAVING FINANCIAL DIFFICULTIES THAT MAKE

THE REALIZATION OF AMCUNTS DUE UNLIKELY). FOR RECEIVABLES ASSOCIATED WITH

SELF-PAY PATIENTS (WHICH INCLUDES BOTH PATIENTS WITHOUT INSURANCE AND

PATIENTS WITH DEDUCTIBLE AND COPAYMENT BALANCES DUE FOR WHICH THIRD-PARTY

COVERAGE EXISTS FOR PART OF THE BILL), TSH RECORDS A SIGNIFICANT

PROVISION FOR BAD DEBTS IN THE PERIOD OF SERVICE ON THE BASIS OF ITS PAST

EXPERIENCE, WHICH INDICATES THAT MANY PATIENTS ARE UNABLE OR UNWILLING TO

PAY THE PORTION OF THEIR BILL FOR WHICH THEY ARE FINANCIALLY RESPONSIBLE.

THE DIFFERENCE BETWEEN THE STANDARD RATES (OR THE DISCOUNTED RATES IF

NEGOTIATED) AND THE AMOUNTS ACTUALLY COLLECTED AFTER ALL REASCNABLE

COLLECTION EFFORTS HAVE BEEN EXHAUSTED IS CHARGED OFF AGAINST THE

JBA

Schedule H (Form 990) 2014
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THE STAMFORD HOSFITAL 06-0646917

Schedule H (Form 990) 2014 Page 9
ETsaY N  Supplemental Information

Provide the following infermation.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part [l and Part lll, lines 2, 3, 4, 8 and
9b.

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

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 heaith. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (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.

ALLOWANCE FOR DOUBTFUL ACCOUNTS.

PART III, LINE 8B

MEDICARE COSTING METHODOLOGY

THE COSTING METHODOLOGY USED FOLLOWS THE METHODOLCGY OF THE MEDICARE COST

REPORT.

PART III, LINE 8A

TREATMENT OF MEDICARE SHORTFALL AS COMMUNITY BENEFIT

TO THE EXTENT THERE IS A MEDICARE 'SHCRTFALL', THE HOSPITAL HAS PROVIDED

SERVICES AND IS REIMBURSED LESS THAN THE COST OF THOSE SERVICES. THIS

TRANSFER OF VALUE BENEFITS THE PATIENT AND ARGUABLY (DIRECTLY AND

INDIRECTLY) THE COMMUNITY IN WHICH THEY LIVE.

PART III, LINE 2B

COLLECTION PRACTICES

APPLICATION OF COLLECTION PRACTICES QUALIFYING FOR FINANCIAL ASSISTANCE

ALL COLLECTICON EFFCRTS CEASE AT ANY POINT IN THE PROCESS IF THE PATIENT

JSA
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THE STAMFCRD HOSPITAL 0e-0646917

Schedule H (Form 980) 2014 Page 9
ETAAYE  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 8a, and 7; Part Il and Part I, lines 2, 3, 4, 8 and
ob.

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

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.

Communify 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 hospital 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, ete.).

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 applicahle, identify all states with which the organization, or a related
organization, files a community benefit report.

APPLIES FOR FREE BED FUNDS OR FINANCIAL ASSISTANCE.

FORM 990, SCHEDULE H, PART VI

NEEDS ASSESSMENT

THE STAMFORD HOSPITAL ("SH"™ OR "HOSPITAL"™) PARTNERS WITH A NUMBER OF

NONPROFIT HEALTH AND SCCIAL SERVICES ORGANIZATIONS THAT SEEK TO BENEFIT

THE COMMUNITY AND IMPRCOVE THE HEALTH AND WELL-BEING OF THEIR CLIENTS. IN

ADDITION, TOGETHER WITH OUR PHYSICIANS, THE HOSPITAL WORKS CLOSELY WITH

THE STAMFCRD DEPARTMENT OF HEALTH AND SCOCIAL SERVICES ("STAMFORD HEALTEH

DEPT.") TC IDENTIFY NEEDS AND DEVELOP PROGRAMS, PROVIDE SCREENINGS, AND

PROMOTE DISSEMINATION OF HEALTH INFORMATION.

SH WORKS WITH TEE STAMFORD HEALTH DEPARTMENT'S HIV PREVENTION PROGRAM AND

STAMFORD CRRES, A PROGRAM OF FAMILY CENTERS THAT PROVIDES HIV MEDICAL

CASE MANAGEMENT; INCLUDES PARTICIPATICN IN COMMUNITY HEALTH FAIRS AND

EDUCATIONAL OUTREACH EFFORTS; PROVIDES HIV UPDATES FOR AIDS SERVICE

PRCVIDERS IN THE COMMUNITY; PERFORMS CLIENT HOME VISITS; AND CONDUCTS

MONTHLY HIV PCSITIVE WOMEN'S SUPPORT GROUP.

JSA
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THE STAMFORD HOSPITAL 06-0646917

Schedute H (Form 990) 2014 Page 9
RELAYN  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 8a, and 7; Part Il and Part 1, lines 2, 3, 4, 8 and
9b.

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

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

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 hospital 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.

SH PARTNERS WITH CPTIMUS HEALTH CENTER (FORMERLY BRIDGEPORT COMMUNITY

HEALTH CENTER), A FEDERALLY QUALIFIED HEALTH CARE CENTER, TO CREATE AN

INTEGRATED PRIMARY CARE DELIVERY NETWORK FOR THE MEDICALLY UNDERSERVED

COMMUNITIES IN STAMFORD. THE HCSPITAL PROVIDED SUPPLEMENTAL SUPPORT TO

QPTIMUS OF $2.8 MILLION IN FY15 TO ENSURE ITS CONTINUED VIABILITY.

COMMUNITY INPUT AND ENGAGEMENT TO ADDRESS CHILDHOOD CBESITY IS PROVIDED

THROUGH A STAMFORD CITY-WIDE TASK FCRCE LEAD BEY SH. THIS EFFORT FOCUSES

ON PREVENTION, ADVCCACY, EDUCATION, AND TREATMENT AND I3 A CITY-WIDE

COLLABORATION THAT INCLUDES STAMFORD PUBLIC SCHCCLS, THE STAMFORD HEALTH

DEPARTMENT, EARLY CHILDHOOD EDUCATORS, AFTER SCHOOL PROGRAMS AND

COMMUNITY CENTERS AND COMMUNITY PEDIATRICIANS AND FAMILY MEDICINE

PRACTITIONERS. SH'S KIDS' FANS (KIDS' FITNESS AND NUTRITION SERVICES)

PROGRAM, PROMOTING PHYSICAL ACTIVITY AND HEALTH CONSCIOQUS NUTRITION, IS A

CORNERSTONE OF THIS CHILDHOOD OBESITY INITIATIVE.

ANOTHER INITIATIVE REPRESENTATIVE OF THE COLLABORATIVE EFFORTS OF SH AND

JSA
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THE STAMFORD HOSPITAL 06-0646917

Schedule H (Form 980) 2014 Page 9

"Elealll Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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 info account the geographic area and
demoagraphic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {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.

COMMUNITY ORGANIZATICNS IS "PAINT THE TOWN PINK," A COMMUNITY-WIDE BREAST

CANCER AWARENESS PROGRAM. "PAINT THE TOWN PINK" HCLDS A MONTH-LONG SERIES

CF EVENTS IN OCTOEER OF EACH YEAR. THE STAMFORD HCSPITAL PARTNERS WITH A

NUMBER CF NONPROFIT HEALTH AND SOCIAL SERVICES ORGANIZATIONS THAT SEEK TO

BENEFIT THE COMMUNITY AND IMPROVE THE HEALTH AND WELL-BEING OF THEIR

CLIENTS. IN ADDITICN, TOGETHER WITH OUR PHYSICIANS, THE HOSPITAL WORKS

CLOSELY WITH THE STAMFORD DEPARTMENT OF HEALTH AND SOCIAL SERVICES

("STAMFORD HEALTH DEPT.") TO IDENTIFY NEEDS AND DEVELOP PROGRAMS, PROVIDE

SCREENINGS, AND PROMCTE DISSEMINATION OF HEALTH INFORMATION.

FORM 990, SCHEDULE H, PART VI

PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE

THE STAMFORD HOSPITAL USES SEVERAL VENUES TO NOTIFY OUR PATIENTS OF

THEAVAILABLE FINANCIAL OPTIONS.

1)

SIGNS AND/OR BROCRURES ARE DISPLAYED IN ENGLISH AND SPANISH IN THE

FOLLOWING AREAS:

*

*

EMERGENCY ROOM WAITING ROCMS AND REGISTRATICN ORKSTATICNS

IMMEDIATE CARE CENTER WAITING ROOM

JSA,
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THE STAMFORD HOSPITAL 06-06426917

Schedule H (Form 990) 2014 Page 9

Supplemental Information

Provide the following information,

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part | and Part lll, lines 2, 3, 4, 8 and
gb.

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

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 hospital 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.

PATIENT REGISTRATION AREAS ON THE MAIN CAMPUS AND TULLY CAMPUS

CASHIER'S OFFICE, OFFICES OF THE FINANCIAL COUNSELORS, RECEPTION AREA

OF THE PATIENT BUSINESS SERVICES DEPARTMENT

*

*

2)

ANCILLARY DEPARTMENTS

BRCCHURES ARE ALSO AVAILABLE IN CREOLE AND POLISH.

THE HOSPITAL'S BILLING STATEMENTS INCLUDE AN INFCRMATICNAL PAGE THAT

IS PRINTED CN THE REVERSE SIDE OF THE STATEMENT OUTLINING THE FINANCIAL

OPTIONS.

3)

THE "ARE YOU UNINSURED NOTICE"™ IN ENGLISH AND SPANISH IS ATTACHED TO

THE TRUE SELF PAY STATEMENTS.

4)

*

STAFFING:

STAMFORD HOSPITAL HAS A FULL-TIME DSS ST OF CT OUTREACH WORKER ON THE

-

HOSPITAL CAMPUS.

SCCIAL SERVICES DEPARTMENT

CASE MANAGEMENT DEPARTMENT

PATIENT REGISTRATION HAS ONE FULL TIME FINANCIAL CQOUNSELOR

PATIENT BUSINESS SERVICES HAS ONE BILINGUAL PATIENT ASSISTANCE

COORDINATOR AND TWO FULL TIME BILINGUAL FINANCIAL CCUNSELCRS.

JBA
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THE STAMFORD HOSPITAL 06-0646917

Schedule K (Form 990) 2074 page 9

Part VI Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part | and Part lll, lines 2, 3, 4, 8 and
9b.

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

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 hospital 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 promofing 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.

THE DSS OUTREACH WORKER AND A TSH FINANCIAL COUNSELCR HOLD EDUCATIONAL

AND COUNSELING SESSICNS IN THE OPTIMUS AND STAMFCRD HOSPITAL CLINICS ONCE

PER WEEK.

*

HAND-OUTS ARE PROVIDED TOC PATIENTS BY THE FINANCIAL COUNSELORS AT THE

CLINICS AND THE COMMUNITY HEALTH CENTERS.

* PATIENTS ARE SCREENED FOR FEDERAL OR STATE PROGRAMS, AND THE HOSPITALS

FINANCIAL ASSISTANCE PROGRAM (FAP) BY THE SOCIAL WORKERS, * PATIENT

ASSISTANCE COORDINATCR, FINANCIAL ASSISTANCE COUNSELORS, AND

THE DSS LIAISON.

5)

NCTIFICATIONS: PATIENTS RECEIVE APPROVAL OR DENIAL LETTERS AND, IF

ELIGIBLE, FINANCIAL ASSISTANCE PROGRAM IDENTIFICATION CARDS.

FORM 990, SCHEDULE H, PART VI

COMMUNITY INFORMATICN

STAMFORD HEALTH PRCVIDES A BROAD RANGE OF COMMUNITY OUTREACH AND

EDUCATIONAL SERVICES TO RESIDENTS OF PREDOMINANTLY ITS PRIMARY SERVICE

AREER (PSA) AND SECONDARY SERVICE BREA (SSA) THAT INCLUDE 12 COMMUNITIES

IN SCUTHERN FAIRFIELD COUNTY, CT. THE HOSPITAL'S SERVICE ARER WAS

JSA
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THE STAMFORD HOSPITAL 06-0646917

Schedule H (Form 890) 2014 Page 9
ETAAYINl  Supplemental Information

Provide the following information.

1

DE

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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 hospital 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. |f the organization is part of an afifiliated 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.

VELOPED THROUGH THE STRATEGIC PLANNING PROCESS AND IS DEFINED IN

STAMFORD HEALTH'S STRATEGIC PLAN. THE HOSPITAL'S COMBINED PSA AND SSA

INCLUDE AN ESTIMATED 136,091 HOUSEHCLDS WITH A TOTAL POPULATION OF

37

2,012 RESIDENTS. THE PSA INCLUDES THE COMMUNITIES OF STAMFORD, DARIEN,

AND ROWAYTON, WITH AN ESTIMATED 54,472 HCUSEHOLDS AND A TCTAL POPULATION

OF 150,116. STAMFORD COMPRISES AN ESTIMATED 46,376 HOUSEHCLDS WITH A

TOTAL POPULATION OF 125,226. THE SS5A INCLUDES THE COMMUNITIES COF

GREENWICH, CO0OS COB, RIVERSIDE, OLD GREENWICH, NEW CANAAN, NORWALK,

WESTPORT, WESTON, AND WILTON, WITH AN ESTIMATED 81,61% HOUSEHOLDS AND A

TOTAL POPULATION OF 221,896¢. FOR THE PSA, 25.6% OF THE POPULATION IS

ESTIMATED TO BE 19 YEARS OF AGE COR LESS; 36.2% IS 20 - 44; 25.6% IS

45-64; AND 12.6% IS 65 YEARS CF AGE AND CLDER. THE S5A HAS A SLIGHTLY

OLDER AGE DISTRIBUTION WITH AN ESTIMATED 27.3% OF ITS POPULATION 19 YEARS

OF AGE OR LESS; 27.5% 1S5 20-44; 30.6% IS 45-64; AND 14.¢% 65 YEARRS OF AGE

AND OLDER. REGARDING RACE/ETHNICITY, OF THE ESTIMATED POPULATION IN THE

PSA, 56.6% OF RESIDENTS ARE WHITE; 23.1% ARE HISPANIC; 11.0% BLACK; 7.5%

ASIAN; AND THE REMAINING PORTION OF THE POPULATICN IS MULTI-RACIAL,

NATIVE AMERICAN, PACIFIC ISLANDER, OR OTHER. STAMFORD IS ESTIMATED TO

JEA
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THE STAMFORD HOSPITAL 06-0646917

Schedule H (Form 990) 2014 Page 9

E1ed' il Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
Sb.

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

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 hospital 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.

HAVE A MORE RACIALLY DIVERSE POPULATION THAN THE PSA AND SSA WITH THE

BLACK POPULATION REPRESENTING 13.2%, HISPANIC POPULATION REPRESENTING

27.0% AND ASIAN POPULATICN REPRESENTING 8.4% OF ITS TOTAL POPULATION. FOR

THE SSA, 72.7% OF THE TCTAL ESTIMATED POPULATICN IS WHITE; €.5% BLACK;

13.0% HISPANIC; 5.6% ASIAN; AND THE REMAINING PORTICN OF THE POPULATION

IS MULTI-RACIAL, NATIVE AMERICAN, PACIFIC ISLANDER, OR OTHER. ALTHOUGH IN

THE PSA AN ESTIMATED 20.8% OF TOTAL HOUSEHOLDS HAVE HOUSEHOLD INCOMES

EXCEEDING $200,000, STAMFORD HAS AREAS WITH SIGNIFICANT POVERTY. IN

COMPARISON TO THE PSA, STAMFORD HAS ONLY AN ESTIMATED 16.2% OF TOTAL

HOUSEHOLDS WITH HOUSEHOLD INCOMES EXCEEDING $200,000, AND 22.8% WITH

HOUSEHOLD INCOMES LESS THAN $35,000, 33.2% WITH LESS THAN $45,000. IN THE

S8Aa, AN ESTIMATED 28.2% CF THE TOTAL HOUSEHOLDS HAVE HOUSEHOLD INCOMES

EXCEEDING $200,000, WHILE AN ESTIMATED 16.7% HAVE HOUSEHOLD INCOMES LESS

THAN $35,000 AND 24.5% LESS THA&N $45,000.

THE ESTIMATED PAYOR MIX OF THE PSA IS PREDOMINANTLY COMMERCIAL/PRIVATE

INSURANCE (37.1%), FOLLOWED BY MEDICARE (253.0%); MEDICAID (28.3%); AND

SELF-PAY/OTHER (9.6%). COMPARED TO THE PSA, STAMFORD HAS A HIGHER

JSA
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THE STAMFORD HOSPITAL 06-0645917

Schedute M (Form 990) 2014 Page 9
SETAYN  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

Needs assessment, Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Secticn 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 hospital 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 promofing 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.

ESTIMATED PERCENTAGE OF MEDICAID AT 30.7% AND SELF-PAY/CTHER AT 10.4%.

FOR THE SSA, THE ESTIMATED PAYOR MIX IS ALSC PRIMARILY COMMERCIAL/PRIVATE

INSURANCE (42.5%), FOLLOWED BY MEDICARE (27.5%); MEDICAID (21.9%); AND

SELF-PAY/OTHER (8.1%).

FORM 990, SCHEDULE H, PART VI

PROMOTICN OF COMMUNITY EEALTH

SH PROVIDES EXPERTISE AND SUPPORTS THE WEST SIDE NEIGHEORHOOD

REVITALIZATION ZONE (WSNRZ), A COMMUNITY EFFORT TO IMPROVE THE HEALTH,

SAFETY, INFRASTRUCTURE, AND QUALITY OF LIFE IN THE WEST SIDE OF STAMFORD.

NEIGHBORS WORK SIDE-BY-SIDE WITH LOCAL BUSINESSES, LAW ENFORCEMENT, THE

HOSPITAL'S HOUSING PARTNER, CHARTER OAK COMMUNITIES, INC. (FORMERLY THE

STAMFORD HOUSING AUTHORITY), AND LOCAL ELECTED AND APPOINTED OFFICIALS.

SH IN PARTNERSHIP WITH CHARTER OAK COMMUNITIES, INC., (FORMERLY STAMFCRD

HOUSING AUTHORITY) ESTABLISHED THE VITA HEALTH AND WELLNESS DISTRICT IN

THE WEST SIDE. IN PARTNERSHIP WITH THE WSNRZ, THE CITY OF STAMEFORD AND

SUPPORT FROM U.5.DEPT. CF HOUSING AND URBAN DEVELCPMENT (HUD), TEE VITA

PLAN IS INTENDED TO ADDRESS THE SOCIAL DETERMINANTS OF HEALTH, INCLUDING

JBA
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THE STAMFORD HOSPITAL 06-0646917

Schegute H (Form 990) 2014 Page 9
=ETIAYN Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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 communily the organization serves, taking into account the geographlc area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organizafion's hospital 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.

HEALTH AND WELLNESS, NUTRITION AND ACCESS TO NUTRITICUS FOOD, ACTIVE

LIVING AND HEALTHY LIFESTYLES, WORKFCORCE DEVELOPMENT, ECONCMIC

DEVELOPMENT AND IMPROVING THE HOSPITAL AND COMMUNITY CONNECTIONS. IN

2015, THE CROSS-SECTOR COMMUNITY COLLABORATIVE OF KEY STAKEHOLDERS

ANALYZED STRATEGIES TO IMPROVE ACCESS TO CARE, CCORDINATION OF CARE AND

LIFESTYLES/BEHAVIORAL ISSUES TC ADDRESS THE FINDINGS CF THE COMMUNITY

HEALTH NEEDS ASSESSMENT CONDUCTED BY SH IN PARTNERSHIP WITH THE CITY CF

STAMFORD HEALTH AND SOCIAL SERVICES DEPARTMENT.

PROMOTION CF COMMUNITY HEALTH

THE STAMFORD HOSPITAL ("SH" OR THE "HOSPITAL") PROVIDED A VARIETY OF

PROGRAMS THAT BENEFITED THE COMMUNITY. THESE PROGRAMS INCLUDED, FOR

EXAMPLE, HEALTH SCREENINGS, IMMUNIZATION PROGRAMS, SOCIAL SERVICES AND

SUPPORT COUNSELING FOR PATIENTS AND FAMILIES, CRISIS INTERVENTION,

COMMUNITY HEALTH EDUCATION, AND THE DONATION QF SPACE FOR USE BY

COMMUNITY GROUPS. HEALTH EDUCATION FROGRAMS PROVIDED BY THE HOSPITAL FOR

THE BENEFIT OF THE COMMUNITY INCLUDED: SMOKING CESSATION; WEIGHT LOSS;

STRESS MANAGEMENT; AND PROGRAMS FOCUSED ON SUCH SPECIFIC HEALTH FACTORS

JSA
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THE STAMFCORD HCSPITAL 06-0646917

Schedule H (Form 990) 2014 Page 9
ETia"N  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Pant Ill, lines 2, 3, 4, 8 and
Sb.

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

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 hospital 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 promofing the heaith 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.

OR DISEASE ENTITIES SUCH AS HEART DISEASE, BREAST CANCER, DIABETES

SELF-MANAGEMENT, SLEEP DISCRDERS, ARTHRITIS, HIGH CHOLESTERCL, CANCER

PREVENTION, NUTRITION, STRESS MANAGEMENT, CIRCULATORY PROBLEMS, DIGESTIVE

DISORDERS, ORTHOPEDICS, PAIN MANAGEMENT, SPORTS INJURIES, AND CHILDREN'S

NUTRITION.

SH CFFERED A MINI-MEDICAL SCHCOL, A FREE, SIX-WEEK SERIES OF LECTURES BY

VOLUNTEER PHYSICIANS FOCUSING ON COMMON DISEASE STATES AND AVAILAELE

TREATMENTS. TOPICS INCLUDZ ANESTHESIOLOGY, CANCER, CARDIOLOGY,

GASTROENTEROLOGY, GENERAL ANATOMY, GYNECCLOGY, INFECTIQUS DISEASES,

INTEGRATIVE MEDICINE, MEDICAL DECISION-MAKING, PULMONARY MEDICINE AND

ORTHOPEDICS.

HOSPITAL STAFF PROVIDED SERVICES AT COMMUNITY HEALTH FAIRS AND SERVED AS

SPEAKERS AT VARIOUS COMMUNITY GROUPS ON LIFESTYLE/HEALTH IMPROVEMENT

TCPICS. IN FISCAL YEARS ("FY") 2015, SH PARTICIPATED IN MCRE THAN 100

COMMUNITY HEALTH EVENTS; CONDUCTED MORE THAN 3,700 SCREENINGS, WITH TOTAL

ATTENDANCE OF APPROX.. 10,000. THE EVENTS INCLUDED HEALTH FAIRS AT

COMMUNITY CENTERS, SENIOR CENTERS, RELIGIOUS INSTITUTIONS, AND SCHOOLS:

JSA
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THE STAMFORD HCSPITAL 06-0646917

Schedule H (Form 950) 2014 Page 9

=LAYY  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part [l and Part lll, lines 2, 3, 4, 8 and
9b.

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

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 impertant to describing how the organization's hospital 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.

PHYSICIAN PRESENTATIONS AS WELL AS CAREER DAYS, SCHOOL TOURS AND

INFORMATIONAL SPECIAL EVENTS.

TELE~MEDICINE:

STAMFCRD HOSPITAL OFFERED FREE SCREENINGS AT TWO VIRTUAL KIOSKS AT THE

I-95 SERVICE PLAZAS IN ITS PSA. IN FY2015,

SH CCMPLETED 6,694 FREE SCREENINGS, A COMBINATION OF BLOOD PRESSURE

SCREENINGS, BMA, HEALTH RISK APPRAISALS AND CHOLESTEROL/GLUCOSE.

OTHER HIGHLIGHTS OF COMMUNITY HEALTH EDUCATION AND OUTREACH ACTIVITIES

PROVIDED IN FY2015 ARE AS FOLLOWS:

AMERICARES FREE CLINIC OF STAMFORD:

IMPROVING ACCESS TO CARE: FY 2015 - $542,000

STAMFORD HOSPITAL SUPPORTS THE AMERICARES FREE CLINIC OF STAMFORD,

PROVIDING READY ACCESS TO HIGH QUALITY DIAGNOSTICS, ESSENTIAL FOR THIS

PATIENT POPULATICN WHICH IS UNINSURED AND DOES NOT QUALIFY FOR ANY

GOVERNMENT PROGRAMS. AMERICARES FREE CLINICS (AFC) ALSO PARTICIPATES

ACTIVELY IN THE STAMFORD COMMUNITY COLLABORATIVE., STAMFORD HOSPITAL

PROVIDES SPECIALTY CARE TO AFC PATIENTS PRIMARILY THROUGH STAMFORD

JSA
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THE STAMFORD HOSPITAL 06-0646917
Schedule H (Form 980) 2014 Page 9
ETA AN  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part {, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

6 Affiliated heaith 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.

HOSPITAL'S NETWORK OF SPECIALTY CLINICS. AMERICARES PARTICIPATES CN A
HOSPITAL TEAM THAT IS WORKING TO INSTITUTE A NEW SYSTEM FOR CITY-WIDE
SPECIALTY CARE THAT IS AIMED TC PROVIDE MORE TIMELY AND SEAMLESS ACCESS
FOR BOTH MEDICAID AND UNINSURED PATIENTS.

THE MAJORITY OF THE VISITS MADE TO THE FREE CLINIC ARE BY PATIENTS WITH
CHRONIC DISEASES - UNDIAGNOSED AND UNCONTROLLED DIABETES AND
HYPERTENSION BEING THE MCST COMMON. WITH ONGOING SUPPORT THROUGH
EDUCATICN AND CLOSE MEDICAL MANAGEMENT, PATIENTS DEMONSTRATE COMPLIANCE
AND GREATER CONTROL THEIR CHRCNIC DISEASE AND REDUCTICN IN EMERGENCY ROOM
UTILIZATION.

ASTHMA EDUCATICN:

SH CONDUCTED AN EVENT FOR THE COMMUNITY WITH EXHIBITS TO EDUCATE AND
CREATE AN AWARENESS AND UNDERSTANDING OF ASTHMA. TOPICS INCLUDED KEEPING
ASTHMA UNDER CONTROL, UTILIZING A TEAM APPROACH IN TREATING ASTHMA, THE
ROLE OF ALLERGIES, AND THE FUTURE OF ASTHMA THERAPY. THE HOSPITAL ALSO

HELD EDUCATIONAL EVENTS THAT FOCUSED ON PEDIATRIC ASTHMA.
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THE STAMFORD HOSPITAL 06-0646917

Schedule H (Form 990) 2014 Page 9
ETIRYE  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part | and Part lll, lines 2, 3, 4, 8 and
9b.

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

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 hospital 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, eic.).

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

organizaticn, files a community benefit report.

CANCER:

IN 2015, STAMFCRD HOSPITAL'S CARL & DOROTHY BENNETT CANCER CENTER

CONTINUED TO BUILD ON ITS REPUTATION FOR DELIVERING EXPERT CARE IN A

WARM, NURTURING ENVIRONMENT. A MAJOR ACHIEVEMENT INCLUDED THE FORMATION

OF THE CANCER CENTER'S OWN PATIENT AND FAMILY ADVISORY COUNCIL (PFAL),

WHICH IS CONSISTENT WITH THE HOSPITAL'S PLANETREE PHILOSCOPHY COF

PATIENT-CENTERED CARE. WITH MEMBERS THAT INCLUDE STAFF, CANCER SURVIVORS

AND CAREGIVERS, THE GOAL OF THE PFAC IS TO CONTINUE TO IMPROVE THE CARE

AND SERVICES OFFERED AT THE BENNETT CANCER CENTER.

ADDITIONALLY, THE BENNETT CANCER CENTER TEAMED UP WITH CNCOLCGY REHAB

PARTNERS TO BRING THE STAR (SURVIVORSHIP TRAINING & REHABILITATION}

PROGRAM® TC ITS PATIENTS. STAR IS A NATIONALLY RECOGNIZED CANCER

SURVIVORSHIP PROGRAM THAT FOCUSES ON HELPING SURVIVORS HEAL PHYSTICALLY

AND EMOTIONALLY.

CANCER OUTREACH AND EDUCATION:

AS REQUIRED BY THE AMERICAN COLLEGE OF SURGEONS COMMISSION CN CANCER, A
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Schedule H (Form 980) 2014 Page 9

ETRa"l  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part |l and Part lll, lines 2, 3, 4, 8 and
Sb.

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

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 inte account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.q., 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

arganization, files a community benefit report,

CANCER CCMMITTEE OVERSEES STAMFORD HOSPITAL'S CANCER PROGRAM, OF WHICH

EDUCATICNAL AND QUTREACH PROGRAMS FOR THE COMMUNITY AND PATIENTS ARE A

KEY COMPCONENT.

DIRECT MAIL IS USED TC REMIND WOMEN OF THE IMPORTANCE OF SCREENING FCR

BREAST CANCER. PAINT THE TOWN PINK, A COMMUNITY-WIDE BREAST CANCER

AWARENESS PROGRAM, HELD A MONTH-LCONG SERIES CF EVENTS IN OCTOBER. IN

ADDITICN, EDUCATIONAL LECTURES OFFERED THROUGHOUT THE YEAR FOR THE

CCMMUNITY INCLUDE TOPICS FOCUSED CN RAISING AWARENESS ABOUT THE DANGERS

OF SUN EXPOSURE AND RISKS FOR SKIN CANCER, DIRECT MAIL INITIATIVES AND

PROGRAMS TC UNDERSCORE THE IMPORTANCE OF SCREENING AND EARLY DETECTION OF

COLORECTAL CANCERS, AS WELL AS EDUCATION SURROUNDING TESTICULAR AND

GYNECOLOGIC CANCERS. CANCER OUTREACH EFFORTS ALSO INCLUDE ANTI-TOBACCC

LECTURES AND AN ANTI-SMOKING POSTER CONTEST FOR ELEMENTARY SCHOCQL

CHILDREN, THE EOSPITAL OFFERS FREEDOM FROM SMOKING-QUIT FCOR GOOD CLASSES

YEAR-RCUND. NUTRITION PROGRAMS, LED BY A REGISTERED DIETITIAN, ARE

OFFERED THROUGHOUT TEE YEAR.

CANCER SCREENINGS/MORILE MAMMOGRAPHY:

STAMFORD HOSPITAL'S MOBILE WELLNESS CENTER OFFERED MAMMOGRAPHY SCREENING
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THE STAMFORD HOSPITAL 06-0646917

Schedule H (Form 990) 2014 Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part Il1, lines 2, 3, 4, 8 and
gb,

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

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 impeortant to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., cpen 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.

TO THE COMMUNITY AT NO COST TO PATIENTS WHC ARE UNINSURED. IN FY 15,

1,

707 WOMEN RECEIVED MAMMCGRAMS, OF WHICH 1300 WERE PERFORMED AT NO COST.

TO REACH THE UNDERSERVED, THE HCSPITAL COLLABORATED WITH OPTIMUS HEALTH

CARE ("OPTIMUS"), A FEDERALLY QUALIFIED HEALTH CENTER, THE WITNESS

PROJECT OF CT, PLANNED PARENTHCOCD OF CT, AND THE HISPANIC COUNCIL CF

GREATER STAMFORD. OUTREACH WAS TARGETED TC UNDERINSURED AND UNINSURED

WOMEN OF COLOR, AND ASSISTANCE PROVIDED TC ADDRESS LANGUAGE BARRIERS,

NAVIGATE THE HEALTHCARE SYSTEM, AND COPE WITH FEAR.

OTHER KEY 2015 ACCOMPLISHMENTS FOR THE BENNETT CANCER CENTER INCLUDE:

STEMFORD HOSPITAL'S CANCER PROGRAM WAS AWARDED THE GOLD AWARD BY THE

AMERICAN CCLLEGE OF SURGEONS CCMMISSION ON CANCER.

10C% OF THE OUTPATIENT NURSES AT THE BENNETT CAZNCER CENTER ACHIEVED

ONCOLOGY NURSING CERTIFICATION

THE MEDICAL ONCOLOGISTS AT THE BENNETT CANCER CENTER WERE RECOGNIZED BY

THE QUALITY ONCCLOGY PRACTICE INITIATIVE (QOPI®) CERTIFICATION PROGRAM,

AN AFFILIATE OF THE AMERICAN SOCIETY OF CLINICAL ONCOLCGY (ASCQO). THE
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
Sb.

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

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 hospital facilities or
ofher 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 refated

organization, files a community benefit report.

QOPI CERTIFICATION PROGRAM PROVIDES A THREE-YEAR CERTIFICATION FOR

OUTPATIENT HEMATOLOGY-ONCOLOGY PRACTICES THAT MEET THE HIGHEST STANDARDS

FOR QUALITY CANCER CARE.

- 6% OF NEWLY DIAGNCSED PATIENTS WERE ENRCLLED IN CLINICAL TRIALS

- SH MANAGER OF CANCER SUPPORT SERVICES AT THE BENNETT CANCER CENTER,

RECEIVED THE 2013 ONCOLOGY SOCIAL WCRKER OF THE YEAR AWARD FROM THE

ASSOCIATION OF ONCOLOGY SCCIAL WORK (AOSW). THE PRESTIGIOUS AWARD

RECOGNIZES AN ONCOLOGY SOCIAL WORKER WHO PROVIDES EXEMPLARY COMMITMENT TO

THE DELIVERY OF COMPASSIONATE PATIENT CARE.

COMMUNITY-BASED CLINICAL CARE:

THE HOSPITAL CONTINUES TC EMPLOY THE PHYSICIANS AND MID-LEVEL PRCVIDERS

WHC WORK IN THE PRIMARY CARE CENTERS. CPTIMUS EMPLOYS ALL CTHER STAFF.

THE BENEFITS OF THIS TRANSITION ARE: 1) THE CREATION OF AN INTEGRATED

PRIMARY CARE DELIVERY NETWORK FOR THE MEDICALLY UNDERSERVED COMMUNITIES

IN STAMFCRD; 2) ACCESS TO FEDERAL PROGRAMS TO SUPPORT THE EXPANSION OF

THE PRIMARY CARE CENTERS' SERVICES TO INCLUDE PHARMACY AND DENTAL; AND 3)

TC ENSURE THE AVATLABILITY CF THE PRIMARY CARE CENTERS AS AMBULATORY CARE
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ETAAYUN  Supplemental Information

Provide the following information,

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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 inte account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important to describing how the organization's haspital 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.

TRAINING VENUES FCR THE HCSPITAL'S RESIDENCY PROGRAMS. THE HOSPITAL

PROVIDED SUPPLEMENTAL SUPPORT TO OPTIMUS OF $2.8 MILLION IN FY 2015 TO

ENSURE ITS CONTINUED VIABILITY.

EMERGENCY SERVICES AND EDUCATION:

STAMFORD'S EMS INSTITUTE, A DEPARTMENT OF SH, PROVIDED EMERGENCY MEDICAL

SERVICE (EMS) TRAINING TC EMERGENCY MEDICAL TECHNICIANS {"EMTS")}, NURSES,

PHYSICIANS, PARAMEDICS, AND ANYONE IN THE PUBLIC WHO IS INTERESTED IN

LEARNING THESE LIVE-SAVING SKILLS. THEE HCSPITAL OFFERED AN INFANT AND

CHILD CARE CLASS, AND AN ADULT CARDIO-PULMONARY RESUSCITATICN ("CPR") AND

EMT-BASIC COURSE. THE SH EMS INSTITUTE ALSO COLLABORATED WITH SEMS.

REGARDING DISASTER PREPAREDNESS, THE HOSPITAL'S STAFF WORKED WITH

REGIONAL AGENCIES TO COORDINATE EMERGENCY PLANS AND CONDUCTED JOINT

SIMULATICON DRILLS.

HEART DISEASE EDUCATION:

SH PROVIDED EDUCATION ABOUT RISK FACTORS AND LIFESTYLE BEHAVIORS THAT

CONTRIBUTE TO HEART DISEASE AND STROKE. THE HOSPITAL PROVIDED SCREENINGS
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CEVRAlN  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part [, lines 3¢, 8a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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 impertant to describing how the organization's hospital 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.

FOR CARDIOVASCULAR DISEASE AS PART OF ITS MOBILE CCOACH. IN ADDITICN, THE

HOSPITAL SUPPCRTED COMMUNITY EVENTS ADDRESSING HEART DISEASE, INCLUDING

397 CARDIAC RISK ASSESSMENT SCREENINGS AT THE "TAKE HEART" EVENT IN

FEBRUARY, WHICH IS HEART MONTH. PRESENTATIONS BY PHYSICIANS ON WOMEN'S

HEART HEALTH, CONTROLLING HIGH BLOOD PRESSURE AND STRESS, WERE ALSO

CONDUCTED THROUGHCUT THE YFEAR AT BUSINESSES AND COMMUNITY CENTERS.

CHILDREN AND YQUTH WITH SPECIATL HEALTH CARE NEEDS: PEDIATRIC MEDICAL HOME

INITIATIVE OF SWCT (CYSHCN):

MEDICAL HOME INITIATIVE (MHI) CCOVERING SOUTHWEST CT ADDRESSES THE NEEDS

OF CHILDREN AND YCUTH WITH SPECIAL HEALTHCARE NEEDS. CYSHCN IN THE REGION

MEETING THEIR MEDICAL, SOCIAL AND EMOTIONAL NEEDS AND PRCVIDES LINKAGES

TO COMMUNITY RESOURCES AND FAMILY SUPPORT NETWORKS. FAMILIES ARE PRCVIDED

ASSISTANCE WITH CARE COORDINATION LIKE SECURING SPECIALIST APPOINTMENTS,

TRANSPCRTATION AND FUNDING FOR ESSENTIAL NEEDS LIKE RESPITE SERVICES,

MEDICATIONS, DIAPERS, WHEELCHATRS, RAMPS, ETC. IT ALSO PROVIDES FAMILIES

WITH ADVOCACY IN CRGANIZATIONS LIKE SCHOOLS AND OTHERS; PARENTS ARE

CFFERED SUPPORT GRCUPS HELD REGULARLY IN STAMFORD AND BRIDGEPORT. IN
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CETRAYN  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part I, lines 2, 3, 4, 8 and
9b.

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

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 hospital 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 premoting 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.

2015, 1027 CHILDREN WERE SERVED, OF WHOM 546 WERE OF HIGH COMPLEXITY.

SCUTHWEST MHI IS FCCUSED ON PREVENTION AND INTERVENTIONS TARGETING

CHILDHCCD OBESITY IN SWCT REGION AND BUILDING COMMUNITY COLLABORATION.

HIV-AIDS: RYAN WHITE PROGRAM

THE RYAN WHITE PROGRAM AT STAMFORD HOSPITAL CONTINUES TC SERVE HIV

POSITIVE PATIENTS IN THE COMMUNITY. THE TEAM INCLUDES A DEDICATED NURSE

PRACTITIONER (NP}, ADHERENCE NURSE AND NUTRITIONIST WITH PROGRAM

OVERSIGHT BY THE CHIEF OF INFECTIOUS DISEASE, DR. PARRY. THE HIV NP IS

AS RESOURCE AND PROVIDES ONGOING HIV/AIDS PRIMARY CARE UPDATES TO

INTERNAL MEDICINE RESIDENTS AND ATTENDING PHYSICIANS CARING FOR HIV

POSITIVE PATIENTS IN THE STAMFCRD HEALTH SYSTEM. MEDICAL RESIDENTS ARE

ALSC GIVEN THE OPPORTUNITY TO CARE FCOR HIV POSITIVE OQUT-PATIENTS AT A

BIMONTHLY INFECTIOUS DISEASE CLINIC THAT IS TRIAGED AND SCHEDULED BY THE

HIV NURSE PRACTITIONER. AT THIS CLINIC, RESIDENTS WORK DIRECTLY WITH

INFECTIOUS DISEASE ATTENDINGS AND THE HIV NP TO CARE FOR HIV POSITIVE

OUT-PATIENTS. IN TOTAL, THE RYAN WHITE PROGRAM PRCVIDES CARE TO

APPROXIMATELY 90 PATIENTS IN THE CLINIC, WITH THE HIV NP PROVIDING DIRECT
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 8a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
Sb.

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

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 hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
hoard, 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.

PRIMARY AND HIV CARE TO 70 OF THOSE PATIENTS. PATIENTS ARE SEEN AT THE

CLINIC AND AS NEEDED DURING AN IN-PATIENT STAY AT THE HCSPITAL.

RYAN WHITE QUALITY IMPROVEMENT PROJECTS FOR THIS YEAR INCLUDE INCREASING

THE NUMBER OF PATIENTS WHO RECEIVED INFLUENZA VACCINES AND ANNUAL

CERVICAL CANCER SCREENINGS. INFLUENZA VACCINATIONS IMPROVED FROM 70% TO

88%, 96% EXCLUDING THOSE WHO REFUSED THE VACCINE. CERVICAL CANCER

SCREENINGS INCREASED BY 7%, FROM 60 TO 67%. OTHER RYAN WHITE PERFORMANCE

MEASURES, INCLUDING BIANNUAL CLINIC VISITS, SUPPRESSED HIV VIRAL LCADS

AND SCREENING FOR OTHER SEXUALLY TRANSMITTED INFECTIONS, CONTINUE TO MEET

OR EXCEED BENCEMARKS FOR PRIMARY CARE AND ADHERENCE, WITH AN AGGREGATE

SCORE OF >90%. RYAN WHITE PATIENT SATISFACTION AND FEEDBACK CONTINUES TO

BE MEASURED BY AN ANNUAL PATIENT SURVEY, WHICH IS DEVELOPED AND REVIEWED

WITH CUR CONTRACTCR, FAMILY CENTERS. THIS YEAR, RESULTS CONTINUED TO SHOW

80 TO 90% PATIENT SATISFACTION. SPECIFICALLY, THE RESULTS INDICATE WE ARE

PROVIDING CONVENIENT, CULTURALLY-SENSITIVE COMPREHENSIVE CARE. THE RYAN

WHITE NP IS ALSO PART OF THE PERINATAL INFECTIOUS DISEASE TRANSMISSION

PREVENTICON CCMMITTEE AND ALONG WITH ID ATTENDINGS, OB, INFECTIONS

PREVENTION NURSES AND SOCIAL WCRK, PARTICIPATES IN MANAGEMENT OF
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*Eleal Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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 hospital facilities or
other health care facilities further its exempt purpose by prometing 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 ali states with which the organization, or a related

organization, files a community benefit report.

PREGNANCIES AFFECTEDRD BY HIV OR OTHER INFECTIOUS DISEASES. IN THIS ROLE,

THE NP SERVES AS & RESOURCE FCR COMMITTEE MEMBERS AS WELL AS STAFF AND

PATIENTS.

COMMUNITY CARE TEAM:

STAMFORD HOSPITAL FORMED THE CCMMUNITY CARE TEAM TO STRENGTHEN

COORDINATION AND TC IMPROVE HEALTH OUTCOMES FOR VULNERABLE POPULATIONS,

INCLUDING THCSE WHO ARE CHRONICALLY PHYSICALLY AND/OR MENTALLY ILL,

HOMELESS, OR ABUSING SUBSTANCES. THE GOALS ARE TC IMPRCVE CARE, INCREASE

COMMUNITY SAFETY AND REDUCE COSTS BY PROVIDING WRAPAROUND SERVICES

THROUGH A MULTI-AGENCY PARTNERSHIP. THE NAVIGATOR ESTABLISHES A

RELATICNSHIP WITH THE PATIENT BY MAKING DIRECT AND INDIRECT REFERRALS FOR

TREATMENT, BY ENGAGING THE PATIENT TOWARDS FINDING HOUSING AND SOCIAL

WRAPAROUND SUPPORT SERVICES. THEY ALSO COMPLETE "CHECK-IN" CALLS FCR

THOSE IN THE COMMUNITY WHC ARE STILL STRUGGLING. THE NAVIGATOR EMPLOYED

BY STAMFORD HOSPITAL, IS CRITICAL TO THE WORK OF THE CCT IN ENSURING THE

TEAM'S ABILITY TO CREATE CCORDINATED CARE PLANS FOR EVERY CLIENT

PRICRITIZED BY THE TEAM.

JSA

Schedule H (Form 980) 2014

4E1327 1.000

509880 1274 V 14-7.1% PAGE 116



THE STAMFORD HOSPITAL 06-06460917

Schedule H (Form £80) 2014 ~ Page 9

ETRAYN Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b. :
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

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.

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

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

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

arganization, files a community henefit report.

THIS HOSPITAL-LED TEAM HAS DEMONSTRATED IMPROVED QUTCOMES AND SIGNIFICANT

COST-SAVINGS. THE NAVIGATOR WORKS WITH THE ENTIRE COMMUNITY CARE TEAM,

FOCUSING ON COCRDINATING CARE FOR THE HIGH USERS OF OUR HOSPITAL

EMERGENCY DEPARTMENT, THE MAJORITY OF WHCM ARE HOMELESS, SEVERELY

MENTALLY ILL, OR ACTIVELY STRUGGLING WITH ADDICTICN. THE STAMFORD CCT

CONVENES PROVIDERS FROM ACROSS COUR COMMUNITY WHO CAN ASSIST IN CONNECTING

PATIENTS TO CONSISTENT, QUALITY COMMUNITY-BASED HEALTH CARE, MENTAL

HEALTH AND SUBSTANCE ABUSE SERVICES. THEY ALSO HELP ACCESS TWO FEDERALLY

QUALIFIED HEALTH CENTERS (FQHC'S), OTHER MEDICAL SERVICES, CITY SCCIAL

SERVICES, THE STAMFORD HOUSING AUTHCRITY, FAMILY CENTERS, HOMELESS

SHELTERS AND VETERAN'S ADVOCATES. IN FY 2015, THE STAMFORD COMMUNITY CARE

TEAM HAS DEMONSTRATED RESULTS. FOR EXAMPLE FOUR OF QUR MOST VULNERABLE

PATIENTS WERE FOLLOWED FOR ONE YEAR AND SIGNIFICANT HEALTH AND FINANCIAL

OUTCOMES WERE ACHIEVED. THERE WAS A 60% REDUCTION IN ACTUAL HEALTH SYSTEM

COSTS RESULTING IN A $378,000 SAVINGS IN REAL DOLLARS FOR THOSE FOUR

PATIENTS ALONE. 1IN THE 90 DAYS PRIOR TO BEING HCUSED A HOMELESS DIABETIC

WAS HOSPITALIZED A TOTAL QF 63 DAYS. POST HOUSING AND PHYSICIAN VISITS

THE SAME PATIENT HAS BEEN HOSPITALIZED ONLY 8 DAYS WITHIN A S0 DAY
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>ETaa'l  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 8a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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 hospital 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.

PERIOD. ALL PATIENTS HAVE FOLLOWED UP WITH PRIMARY CARE PHYSICIANS AND

HAVE BEEN COMPLIANT WITH MEDICATION. THE NAVIGATOR'S SALARY FOR FY 2015

IS $95,000. THESE RESULTS SHOW SUPERICR CLINICAL OUTCOMES FCR OUR

PATIENTS ALONG WITH SIGNIFICANT FINANCIAL BENEFITS FOR THE HEALTH

SYSTEM.

VITA/FAIRGATE FARM:

FATIRGATE FARM, IS A COMMUNITY BUILDING CATALYST FOR STAMFORD'S WEST SICE

AND BEYOND, THROUGH QOPERATION CF AN INCLUSIVE, COMMUNAL AND SOCIALLY AND

ENVIRONMENTALLY-RESPONSIBLE URBAN FARM THAT AIMS TO REDUCE HEALTH

DISPARITIES, EXPAND ACCESS TO HEALTHY FCODS, FOSTER HEALTH-ORIENTED

EDUCATION AND JOB TRAINING, AND INCREASE SOCIAL COHESION AMONG DIVERSE

RESIDENTS.

THE LCOW-INCCME, MINORITY WEST SIDE NEIGHBORHOQOD IN STAMFORD, CT, FACES

SIGNIFICANT HEALTH DISPARITIES, INCLUDING HIGH RATES OF CHRONIC MEDICAL

CONDITIONS AND POOR SOCIAL DETERMINANTS OF HEALTH. WEST SIDE RESIDENTS

FACE ENVIRONMENTAL BARRIERS TC HEALTHY FOOD ACCESS, INCLUDING

UNAFFORDABILITY (COMPOUNDED BY STAMFORD'S EXTREMELY HIGH HCUSING PRICES)
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THE STAMFORD HOSPITAL 06-0646917

Schedule H {(Form 990) 2014 Page 9

RETARYN  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 8a, and 7; Part Il and Part Il}, lines 2, 3, 4, 8 and
gb.

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

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 intc account the geographic area and
demographic constituents it serves.

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

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

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

organization, files a community benefit report.

AND DEFICIENT NUTRITIONAL LITERACY, WHICH CONTRIBUTES TO HIGHER LEVELS OF

OBESITY AND CTHER DIET-RELATED DISEASES, SUCH AS DIABETES AND HEART

DISEASE. ADDITIONALLY, RESIDENTS REPORT THAT THEY STRUGGLE TO FIND TIME

TO DEDICATE TO HEALTHY BEHAVICRS SUCH AS PHYSICAL FITNESS AND AT-HOME

FOOD PREPARATION.

IN 2015, STAMFORD HOSPITAL CONDUCTED A SERIES OF NUTRITION EDUCATION AND

COCKING DEMONSTRATIONS AT FAIRGATE FARM. SH POPULATION HEALTH STAFF

DEVELOPED AND PLANNED THE PROGRAMMING, AND IMPLEMENTED THE SERIES AIMED

AT LOW-INCCME FAMILIES LIVING IN THE WEST SIDE. SPECIFIC ACTIVITIES FOR

ADULTS AND CHILDREN FOCUSED EACH WEEK ON A NUTRITIOUS, IN-SEASON

VEGETABLE. SH KIDS'FANS NUTRITION EDUCATION PRCGRAM WAS PROVIDED.

VITA HEALTH & WELLNESS INITIATIVE:

VITA STRIVES TO IMPROVE THE HEALTH OF THE WEST SIDE BY IMPROVING LIVING

CONDITIONS INCLUDING HOUSING, ACCESS TO HEALTH CARE, AVAILABILITY OF

NUTRITIOUS FOODS, WORKFORCE TRAINING AND PLANNING PUBLIC SPACES FOR

PHYSICAL FITNESS ACTIVITIES. VITA ADDRESSES THE ASPECTS OF HEALTH THAT
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THE STAMFORD HOSPITAL 06-0646917

Schedule B (Form $80) 2014 Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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 paolicy.

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 hospital 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.

ARE INFLUENCED BY SOCIO-ECONCMIC FACTORS. IN FY2015, SH DEVELCPED AND

IMPLEMENTED A SERIES OF NUTRITION-RELATED FROGRAMS FOR ADULTS AND

CHILDREN. UNDER THE DIRECTIOCN QF THE FARM MANAGER, COMMUNITY VOLUNTEERS

PRODUCE PLANTS STARTED FROM SEEDS IN THE GREENHOUSE. HEALTHY-COOKING

CLASSES CONBUCTEPR AT THE FARM AND LED BY A SH NUTRITIONIST/CHEF. THE

FARM, LOCATED ACROSS THE STREET FROM THE SH-SUPPORTED OPTIMUS HEALTH

CENTER, A FEDERALLY QUALIFIED HEALTH CENTER, PROVIDES PATIENTS ACCESS TOC

VEGETABLES AND NUTRITION EDUCATICN, COMMUNITY COHESION AND SOCIAL

INTERACTION, IN FY15, VITA CONVENED W&ST SIDE MERCHANTS TO WCRK WITH THE

STAMFORD POLICE DEPARTMENT TO ADDRESS AN INCREASE IN ALCOHOL ABUSE AND

VICLENT CRIME. A BUSINESS DEVELOPMENT INITIATIVE INCLUDED GRCUP AND

INDIVIDUAL COUNSELING AND TECHNICAL ASSISTANCE FOR WEST SIDE MERCHANTS

AND ENTREPRENEURS. VITA, WORKING IN COLLABRORATION WITH THE CITY OF

STAMFORD AND LOCAL ELECTED QFFICIALS IMPLEMENTED TRAFFIC CALMING

INITIATIVES, IMPROVED WALKABILITY INITIATIVES AND ADVOCATED FOR INCREASED

SAFETY MEASURES IN THE NEIGHBORHOOD. VITA RECEIVED A RCBERT WOOD JOHNSCN

FCUNDATION "RCADMAPS TO HEALTH" TECHNICAL ASSISTANCE GRANT TO SUPPORT THE

WORK OF THE COLLABORATIVE.
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THE STAMFORD HOSPITAL 06-0646917

Schedule H (Form 290) 2014 Page 9

CETLRTE  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
gb.

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

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 hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (.9.. 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.

THE VITA PARTNERS HAVE EXTENSIVE EXPERIENCE IMPLEMENTING AN ARRAY CF

PUBLIC HEALTH INITIATIVES SUPPORTED BY FEDERAL, LOCAL, PHILANTHROFIC

RESQURCES THRCUGH THE "VITA HEALTH AND WELLNESS INITIATIVE," A WEST SIDE

REVITALIZATION CORRIDOR THAT BEGAN WITH FAIRGATE FARM AND HAS GROWN TO

INCLUDE NUMERCUS, NEEDS-INFORMED INITIATIVES DESIGNED TO IMPRCVE THE

BUILT ENVIRONMENT, REDUCE CHILDHOOD OBESITY, INCREASE WALKABILITY, AND

FOSTER A CULTURE OF HEALTH AND WELLNESS.

THE VITA COMMUNITY COLLABORATIVE MEETS MONTHLY. SH AND CHARTER OAK

COMMUNITIES (COC) ARE THE TWO BACKBONE INSTITUTIONS FUNDING AND LEADING

THE COLLABORATIVE, WHICH INCLUDE KEY STRATEGIC PROVIDERS ALIGNED TO

IMPROVE THE HEALTH CF THE PEOPLE LIVING IN THE WEST SIDE, CEN3SUS TRACTS

214 AND 215. SUBCOMMITTEE WORK IN FY15 FOCUSED ON ACCESS TO CARE, CARE

COORDINATION AND LIFESTYLE/BEHAVICR EDUCATICN AND ECONCMIC DEVELOFMENT.

AN INVENTORY OF COMMUNITY ASSETS WAS DEVELOPED, AND THE COMMITTEES ARE IN

THE PROCESS OF DEVELOPING EVIDENCE-BASED PRCGRAMS TO ADDRESS UNMET NEEDS.

SH STAFF CONTRIBUTED HUNDREDS OF HQOURS CONDUCTING RESEARCH OF BEST

PRACTICES, DEVELOPING STRATEGIC DIRECTION AND DEVELOPING PROGRAMS. SH AND
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THE STAMFORD HOSPITAL 06-0646517

Schedule H {Form 990) 2014 ) Page 9
ETud'l Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

5 Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (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.

COC'S FINANCIAL CONTRIBUTICN TC THE COLLABORATIVE SUPPORT THE SALARY OF

AN ADMINISTRATOR AND A COMMUNICATIONS CONSULTANT.

VITA: PARENTS AS CO-EDUCATORS PILOT PROJECT:

SH, AS A CO-BACKBCNE LEADER OF THE VITA HEALTH & WELLNESS INITIATIVE,

DEVELOPED A THREE-YEAR RESEARCH AND DEVELOPMENT PROJECT TO ADDRESS

CULTURALLY RELATED ACHIEVEMENT GAPS BY BRINGING A FULIL SPECTRUM OF

SERVICES TO THE FAMILIES MOST IN NEED. THE HOSPITAL PARTICIPATED IN THE

DESIGN OF THE PROGRAM IN PARTNERSHIP WITH CHARTER OAK COMMUNITIES, FAMILY

CENTERS, INC., THE CHILDCARE LEARNING CENTER AND NEIGHBORSLINK. THE

PROJECT IS BASED CON THE PARENTS-AS-TEACHERS MODEL, WHICH HAS PROVEN THAT

AS PARENTS BECOME MORE ACTIVE AS CO-EDUCATORS OF THEIR CHILDREN, A

MEASURABLE REDUCTICON IN PUBLIC SCHOOL READINESS DISPARITIES DECREASE

SIGNIFICANTLY. THE PROJECT WAS CEVELCPED AND PRIVATELY FUNDED IN FY15.

THE CO-EDUCATORS PROGRAM HAS A SHARED MEASUREMENT SYSTEM SPEARHEADED BY
THE HARVARD BUSINESS SCHOOL-COMMUNITY PARTNERS. TWENTY-FIVE FAMILIES
VOLUNTEERED TO PARTICIPATE IN THE PRCGRAM WHICH WAS LAUNCHED IN THE FALL

OF 2015. MORE THAN $400,000 WAS RAISED FRCM PRIVATE FOUNDATIONS TO

J8A
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THE STAMFORD HOSPITAL 06-0646917

Schedule H (Form 990) 2014 Page 9

ETAAYE  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part I, lines 3¢, 8a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
gb.

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

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 eligibilty 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 hospital 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.

SUPPORT THE THREE-YEAR PROGRAM.

STATE INNOVATION MCODEL - IN-KIND CONTRIBUTION OF EXPERTISE - SH CHIEF

QUALITY OFFICER

SH CHIEF QUALITY CFFICER WAS APPOINTED TC THE QUALITY COMMITTEE OF

CONNECTICUT'S STATE INNOVATION MODEL TASK FORCE. THIS GROUP WILL

RECOMMEND A CORE MEASUREMENT SET FOR USE IN THE ASSESSMENT OF PRIMARY

CARE, SPECIALTY, AND HOSPITAL PROVIDER PERFORMANCE. THE CCUNCIL WILL ALSO

RECOMMEND A COMMCN PROVIDER SCORECARD FCRMAT FOR USE BY ALL PAYERS. THE

MEASUREMENT SET WILL BE REASSESSED ON A REGULAR BASIS TO IDENTIFY GAPS,

TO INCORPORATE NEW NATICNAL MEASURES AS THEY BECOME AVAILABLE, AND TC

KEEP PACE WITH CHANGES IN TECHNOLOGY AND CLINICAL PRACTICE. IN FY15,

THERE WERE MORE THAN 30 CONFERENCE CALLS AND IN-PERSON MEETINGS.

KIDS'FANS:

STAMFORD HOSPITAL'S KIDS' FANS (FITNESS AND NUTRITION SERVICES) PROGRAM

IS A COMMUNITY HEALTH EDUCATION INITIATIVE WHICH PROMOTES HEALTHY EATING

AND PHYSICAL ACTIVITY THROUGH NUTRITION EDUCATION AND INTERVENTION. THE
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THE STAMFCRD HOSPITAL 06-0646917

Schedule H (Form 990} 2014 Page 9
CETIAYE  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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 hospital 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.

KIDS' FANS CURRICULUM IS DESIGNED TO BE INTERACTIVE AND ENGAGING AND

TAILORED TO MEET THE NEEDS OF CHILDREN AGES PRE-K TO HIGH SCHOOL. KIDS'

FANS ORIGINATED IN 2008 AS AN AFTER-SCHOCL PROGRAM AND HAS SINCE EXPANDED

ITS SCOPE TO INCLUDE NUTRITION EDUCATION WITHIN SELECT ELEMENTARY

SCHOOLS, SUMMER CAMFS AND COMMUNITY EEALTH FAIRS/COMMUNITY CENTERS. IN

ADDITION, KIDS' FANS REGISTERED DIETITIANS PROVIDE INDIVIDUALIZED

NUTRITION COUNSELING IN TWC OF STAMFCRD'S SCHOOL BASED HEALTH CLINICS.

KIDS' FANS ALSC PARTNERS WITH CCMMUNITY MEMBERS THROUGH THE STAMEORD

OBESITY TASK FORCE WHICH ALLOWS IT TC SHARE RESOURCES AND SERVICES WITH

LIKE-MINDED ORGANIZATIONS IN AN EFFORT TC REACH MORE CHILDREN AND THEIR

FAMILIES. WITHIN THE LAST YEAR (2014 - 201Z), KIDS' FANS REACHED AT LEAST

1,750 CHILDREN IN STAMFORD. BUDGET $22,500.

IN-KIND COMMUNITY SUPPORT:

SH DONATES ITS CONFERENCE ROCOMS WEEKLY TC THE RED CROSS FOR BLOCD DRAW

AND ALANON. MONTHLY MEETINGS ARE DONATED TO: NATIONAL ALLIANCE ON MENTAL

HEATTH (NAMI); NEIGHBORSLINK BCARD MEETING; COMPASSIONATE FRIENDS, FOR

PARENTS WHO HAVE LOST CHILDREN. THE TRI-STATE SCLEROCDERMA FQUNDATION,
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THE STAMFORD HOSPITAL 06-0646917

Schedule H (Form 990) 2014 Page 9

=ELiaul  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part I and Part lll, Iines 2, 3, 4, 8 and
Sb.

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

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 hospital facilities or
other health care faciiities further its exempt purpose by promofing the health of the community (e.g., open medical staff, community
hoard, 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.

THE PARISH NURSES, THE AMPUTEE SUPPCORT GRCUP AND TOP3 (TAKE OFF POUNDS

SENSIBLY) .

CORTHOPEDICS:

HEALTH EDUCATICN PRCOGRAMS FOCUSING ON ORTHOPEDIC HEALTH, SPORTS MEDICINE

AND CONCUSSION PREVENTION INFORMATION WAS PROVIDED, REACHING 1,080

COMMUNITY MEMBERS.

WCMEN'S HEALTH:

MOBILE MAMMOGRAPHY SERVICES REACHED 1,707 WOMEN; FREE MAMMOGRAMS PROVIDED

T0 1,300 UNINSURED WOMEN; HEALTH EDUCATION PROGRAMS/OQUTREACH REACHED

3,

340 WOMEN IN FY2015.

FCRM 590, SCHEDULE H, PART VI

STATE FILING CF COMMUNITY BENEFIT REPCRT

A COMMUNITY BENEFIT REPORT IS PREPARED FOR THE STATE OF CONNECTICOUT;

HCWEVER, THAT REPORT IS NOT MADE AVAILABLE TO THE PUBLIC.

JEA

Schedule H {Form 950) 2014

4E1327 1.000

509980 1274 Vv 14-7.16 PAGE 125



SCHEDULE J Compensation Information
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees
P Complete if the organization answered "Yes" on Form 890, Part IV, line 23.

| OMB No. 1545-0047

2014

Dapartment of the Treasury P Attach to Form $90. 0pen to Public
Internal Revenue Service » Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer Identlfication number
THE STAMFORD HOSPITAL 06-0646917
Questions Regarding Compensation
Yes No
1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part Vil, Section A, line 1a. Complete Part [l 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 {2.9., maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No" complete Part lil to
explain . . ... e e e e e e e e e ib | X
2 Did the organization reguire substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked in line
1L 2 X
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the '
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEOQ/Executive Director, but explain in Part I,
Compensation committee Written employment confract
Independent compensation consultant Compensation survey or study
. Form 990 of other organizations Approval by the hoard or compensation committee
4  During the year, did any person listed in Form 990, Part VI, Section A, line 1a, with respect to the filing
organization or a related organization: SN DR
a Receive a severance payment or change-of-control payment?. . . . . .. .. Ch e et e e e 4a X
b Participate in, or receive payment from, a supplemental nonqualified retirementplan?, . . ., . ... ... .. .. 4b X
¢ Participate in, or receive payment from, an equity-based compensation arrangement?, . . . . . .. v ... 4c X
if "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item In Part Ill.
Only section 501(¢)(3), 501(c}{4), and 501(c)(29) organizations must complete lines §-9.
5 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: S R
a The organization? .. ...... e e e e e e e e e e e e e e e e e e e e e 5a X
b Any related organizalion? . . . . . L. L i s e e e e e e e e e e e e 5b X
If "Yes" to line 5a or 5b, describe in Part lIf.
6 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:
a The organizalion? . . . . . . o . i i i i e e e e e e e e e e e e e 6a X
b Anyrelated orgamization? . . . . . . ... e e e e e e e e e e e et e e e &b X
If "Yes" to line 6a or 6b, describe in Part I,
7 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,"describeinPartlil. . . . . .. .. ... ... oo, 7 X
8 Were any amounts reported in Form 890, Part VI, paid or accrued pursuant fo a contract that was subject
to the initial confract exception described in Regulations section 53.4958-4(a)(3)7 If "Yes," describe
mPartlll . . .o e e e e e b b e e e e e e e 8 X
9 If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4058-6(C) 7 . . . . . . i i v v i it e e e e e e e e e e e e 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990, Schedule J (Form 990) 2014
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SCHEDULE M
(Form 990)

Department of the Treasury
Intemal Revenue Service

Noncash Contributions

P Complete if the organizations answered "Yes" on Form 990, Part IV, lines 29 or 30
P Attach to Form 990,

P~ Information about Schedule M (Form 990} and its instructions is at www.irs, gov/form380.

| OMB No. 1545-0047

2014

Open To Public

Inspection

Name of the crganization
THE STAMFORD HOSPITAL

Employer ldentiflcation number

Types of Property

Art - Works of art,
Art - Historical treasures .
Art - Fractional interests .
Books and publications .
Clothing and household

bW N =

Boats and planes. . . . .
Intellectual property . . .
Securities - Publicly traded

-0 W 0~ D

- =k

or trust interests . . . . .
12 Securities - Miscellaneous
13 Qualified conservation
contribution - Historic
structures . ... ....
14 Qualified conservation
contribution - Other , . .,
15 Real estate - Residential .
16 Real estate - Commercial
17 Real estate - Other. . . .
18 Collectibles, .. .....
19 Food inventory. . . ...
20 Drugs and medical supplie
21  Taxidermy
22 Historical artifacts . . . .
23 Scientific specimens. . .
24 Archeological artifacts. .

Securities - Closely held stock . . .
Securities - Partnership, LLC,

S. .

25 Otherw(___ ___ __ _______ )
26 Otherw»(_______________ )
27 Otherw(___ __ _ _ _ _ ______ )
28 Other»(___ ____________ )

06-0646917
@) (b) © (d)
Check if Number of contributions or l‘;?nr:)cualftlé ?g”g}'tt:étfg Method of determining
applicable items contributed Form 990 Par?VilI fine 1g noncash contribution amounts
)4 30. 2,778,645, [MARKET VALUE

29 Number of Forms 8283 received by the organization during the tax year for contributions for
which the organization completed Form 8283, Part IV, Donee Acknowledgement . . . . . . .. ..

29

Yes | No
30a During the year, did the organization receive by contribution any property reported in Part |, lines 1 through i
28, that it must hold for at least three years from the date of the initial contribution, and which is not required .
to be used for exempt purposes for the entire holding period?. . . . . . . . . ... .. .. . i o 30a X
b If “Yes,” describe the arrangement in Part [l
31 Does the organization have a gift acceptance policy that requires the review of any non-standard | .. ... |...
eTo] 311 1 1191 =25 31 X
32a Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
oL e 1 10 T T 32a X
b If “Yes,” describe in Part Il.
33 If the organization did not report an amount in column (¢} for a type of property for which column (a) is checked,
describe in Part |l

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

JSA

4E1288 1.000
209980 1274

vV 14-7.16

Schedule M (Form 990) (2014)

PAGE 134



THE STAMFCRD HOSPITAL 06-0646917
Schedule M (Form 990) (2014) Page 2
Al Supplemental Information. Complete this part to provide the information required by Part |, lines 30b, 32b,

and 33, and whether the organization is reporting in Part I, column (b), the number of contributions, the
number of items received, or a combination of both. Alsc complete this part for any additional information.

™ Schedule M (Form 990} {2014)

4E1508 1,000
509980 1274 V 14-7.16 PAGE 135



SCHEDULE O | omB No. 1545-0047

Supplemental Information to Form 990 or 990-EZ

(Form 990 or 990-EZ) 2@ 1 4
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. Open to Public

Internal Revenue Service p Attach to Form 990 or 930-EZ. Inspection

Name of the organization Employer |dentificatlon number

THE STAMFORD HOSPITAL 06-0646917

FORM 990, PART VI, LINE 6

STAMFORD HEALTH INC. {SHI), A TAX-EXEMPT ORGANIZATICN, IS THE SOLE

MEMBER OF THE STAMFCRD HOSPITAL.

FORM 950, PART VI, LINE 73A

STAMFORD HEALTH INC. (SHI), THE SOLE MEMBER OF THE STAMFCRD HOSPITAL,

HAS THE POWER, AS THE SOLE MEMBER: TO ELECT THE BOARD OF DIRECTORS OF THE
STAMFORD HCSPITAL (THE "HOSPITAL™)} (EXCEPT FOR THE HOSPITAL
PRESIDENT/CEQ, WHO SERVES AS AN EX OFFICIO DIRECTOR) (SECTIONS V.2,
VI.2), TO ELECT/ REMOVE/REPLACE THE HOSPITAL'S OFFICERS OTHER THAN THE
PRESIDENT/CEQ (SECTIONS VII.l, VII.4-5), AND TO ADOPT/BEMEND/RESTATE/
REPEAL THE BYLAWS (ART. XII). SHI HAS CERTAIN STATUTORY APPRCVAL RIGHTS
AS THE SCLE MEMBER, SUCH AS THE RIGHT TO APPROVE MOST AMENDMENTS TO THE
HCSPITAL'S CERTIFICATE AND THE HOSPITAL'S MERGER, DISSCLUTION, OR SALE OF

ALL ASSETS LEAVING THE HOSPITAL WITH NO SIGNIFICANT CONTINUING ACTIVITY.

FORM 890, PART VI, LINE 7B

SHI HAS CERTAIN STATUTORY APPROVAL RIGHTS AS THE SOLE MEMBER, SUCH AS THE
RIGHT TO APPRCVE MOST AMENDMENTS TO THE HCSPITAL'S CERTIFICATE AND THE
HOSPITAL'S MERGER, DISSOLUTION, 6R SALE OF ALL ASSETS LEAVING THE

HOSPITAL WITH NO SIGNIFICANT CONTINUING ACTIVITY.

FORM 990, PART VI, LINE 11B

THE STAMFORD HOSPITAL HAS A COMPREHENSIVE REVIEW PROCESS IN PLACE

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 590-EZ) (2014)

4E12J2§A1.000
509980 1274 v 14-7.16 PAGE 136



Schedule O (Form 990 or 890-EZ} 2014 Page 2
Name of the organization Employer identification number
THE STAMFORD HOSPITAL . 06~-0646917

RELATING TO THE REVIEW OF FORM 990. PRICR TO FINALIZATION OF THE 990,
MANAGEMENT PRESENTS THE DRAFT FORM 920 TO THE FULL BOARD CF DIRECTORS FOR
REVIEW AND DISCUSSION. THE HOSPITAL'S EXTERNAL TAX ACCOUNTANTS ATTEND
THIS MEETING WITH MANAGEMENT TO ADDRESS ANY SPECIFIC CONCERNS CR
QUESTIONS. THIS REVIEW PRCCEDURE HELPS TO ASSURE SOUND REPORTING AND

COMPLIANCE WITH TAX LAW.

FORM 290, PART VI, LINE 12C

IT 18 THE POLICY OF THE STAMEFORD HOSPITAL TO PROHIBIT ITS EMPLOYEES AND
OTHER ASSOCIATES FROM ENGAGING IN ANY ACTIVITY, PRACTICE, OR ACT WHICH
CCONFLICTS WITH, OR APPEARS TO CONFLICT WITH, THE INTERESTS OF THE
STAMFORD HOSPITAL, OR ITS PATIENTS. EMPLOYEES ARE EXPECTED TO CONDUCT
THE BUSINESS OF THE STAMFORD HOSPITAL TO THE BEST CF THEIR ABILITY AND
FOR THE BENEFIT OF THE STAMFORD HOSPITAL AND ITS PATIENTS. THE POLICY
ALSC REQUIRES BOARD MEMEERS, OFFICERS, SENICR LEADERS, MEDICAL STAFF
LEADERS, COMMITTEE MEMBERS AND OTHER INDIVIDUALS AS APPRCPRIATE TO
DISCLOSE ANY POTENTIAL CONFLICT OF INTEREST THEY OR THEIR IMMEDIATE
FAMILY MAY HAVE ON AN ANNUAL BASIS. SURVEYS ARE DISTRIBUTED ANNUALLY AND

TIMELY RECEIPT IS MONITORED BY THE HOSPITAL'S COMPLIANCE DEPARTMENT.

FORM 990, PART VI, LINES 15A & 15B

IT IS THE POLICY OF THE STAMFORD HOSPITAL TO PAY EMPLOYEES FAIR AND
COMPETITIVE WAGES. THE HOSPITAL HAS ADOPTED A WAGE AND SALARY PROGRAM TO
ENSURE THAT ALL EMPLOYEES ARE PAID IN RELATION TO THE VALUE OF THE WORK

THEY PERFORM. THIS PROGRAM IS REVIEWED ANNUALLY. EXECUTIVE COMPENSATION

J8A Schedule O {Form 990 or 990-EZ) 2014

4E1228 1,000
509980 1274 vV 14-7.16 PAGE 137



Schedule O (Form 980 or 990-E7) 2014 Page 2
Name of the organization Employer [dentiflcation number
THE STAMFORD HOSPITAL 06-0646917

IS SUBJECT TO A MORE COMPREHENSIVE REVIEW, INCLUDING AN ANNUAL

BENCHMARKING ANALYSIS AND BOARD-LEVEL APPROVAL PROCESS.

FORM 990, PART VI, LINE 19

THE STAMFORD HOSPITAL MAKES ITS GOVERNING DOCUMENTS, CONFLICT OF INTEREST

POLICY AND FINANCIAL STATEMENTS AVAILABLE UPON REQUEST.

FORM 990, PART XI, LINE 9

EQUITY TRANSFER OF INVESTMENTS FROM SHI - $58,495,559
EQUITY TRANSFER TO SHMG - ($30,784, 645)
PENSION RELATED CHARGES - ($6,240,283)
TOTAL $21,470,631

ATTACHMENT 1

990, PART VII- COMPENSATION OF THE FIVE HIGHEST PAID IND. CONTRACTORS

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

SKANSKA USA BUILDING, INC CONSTRUCTION 110,916,791,
545 LONG WHARF DR., 6TH FLOOR
NEW HAVEN, CT 06511

SODEXO INC & AFFILIATES MANAGEMENT SERVICES 10,333,159.
P.O. BOX 360170
PITTSBURGH, PA 12251

HEMATOLOGY ONCOLOGY ASS0C., PC PHYSICIAN FEES/ONCOL 4,400,21¢6.
34 SHELBURNE RD
STAMFCORD, CT 06902

S0ODEXO CTM, INC BIOMEDICAL ENG MANAG 2,598,325,
PO BOX 415000
NASHVILLE, TN 37421

OPTIMUS HEALTHCARE STAMFORD/BRIDGPORT C 2,598,325,
982 EAST MAIN STREET
BRIDGEPORT, CT 06608
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Mame of the organization Employer identification number
THE STAMFORD HOSPITAL 06-0646917
ATTACHMENT 2
FORM 990, PART IX - OTHER FEES
(A) (B) {C) {D}
TOTAL PROGRAM MANAGEMENT FUNDRAISING
DESCRIPTION FEES SERVICE EXP. AND GENERAL EXPENSES
PURCHASED SERVICES 21,687,321, 15,978,068, 5,703,800, 5,453.
PHYSICIAN FEES 11,197,907. 8,252,099, 2,945,808.
CONSULTING 5,507,130, 3,979,998, 1,420,767, 106, 365.
INTERCOMPANY STAFFING FEES 5,153,414. 3,797,717, 1,355,697,
COLLECTION FEES 4,639,057, 3,386,149, 1,208,777. 44,13%.
CCMMUNITY BENEFIT GRANT 2,284,564. 1,683,560. 600,995,
TEMP NURSING 1,842,682, 1,357,937. 484,752,
DATA PROCESSING SVCS 576,448. 424,804, 151, 644.
TOTALS 52,888,530. 38,860,341. 13,872,240. 155,949,
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Schedule R (Form 990) 2014 Page 5
Supplemental information
Complete this part to provide additional information for respenses to questions on Schedule R (see
instructions).
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