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Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a){1) of the Internal Revenue Code (except black lung
benefit trust or private foundation)
B The organization may have 1o use a copy of this return to satisfy state reporting requirements,

OMB No. 1545-0047

2012

5P

A__ For the 2012 calendar vear, or tax year beginning 0 6/01/13

,g_lgendlng 09/30/13

B Check if applicable:
D Address change

D Name change
[j Initial return
D Terminated

D Amended return

D Application pending

C Name of organization

EENRIETTA D. GOODALL HOSPITAL,

D  Employer identification number

INC.

Doing Busines:

s As

01-0078060

Nurnber and street (or P.C. box if mail is not delivered to street address)

25 JUNE STREET

Room/suite E  Telephone number

207-490-7337

City, town or post office, state, and ZIP code

SANFORD

ME 04073

G Grossreceipss 29,978,240

F Name and add

ress of principa! officer:

EDWARD MCGEACHEY
1 MEDICAL CENTER DRIVE
BIDDEFORD

ME 04005

H{a) Is this & group return for affiliates? D Yes @ No

Hib) Are all affiliates included? D Yes D No
If "No," attach a list. (see instructions)

| Tax-exempt status:

lfl 501(e)(3)

| [0t ¢

) < {insert no.)

m AB47(=)(1) or

| | 527

J__website:»  WWW.goodallhospital.org

H{c) Group exemption nurmber B

ﬂ Corporation H Trust r-‘ Association l—| Other

l L Yearofformation. 1927 | M State of legal domicile: M,

K F f rganization'
! Summary
1 Briefly describe the organization’s mission or most significant activites:
2 LSee Schedule O
g ...........................................................................................................................................................
- T T
é 2 Check this box b D if the organization discentinued its operations or dlsposed of more than 25% of its net assets,
od 3 Number of voting members of the governing body (Part VI, line 12 3 19
& | 4 Number of independent voting members of the governing body (Part Vi, line 1b) 4 | 12
S| 5 Total number of individuals employed in calendar year 2012 (Pant V, fine 2a) 5 | 1099
3 6 Total number of volunteers (estimate if necessary) 6 | 126
7aTotal unrelated business revenue from Part VIIl, column (€), line 12 7a 43,648
b Net unrelated business taxable income from Form 890-T, line 34 . ... 7h -14,039
Prior Year Current Year
o | 8 Contributions and grants (Part VIIl, line by 2,300,781 1,529,445
é 9 Program service revenue (Part VIIl, line2g) 78,738,132 27,514,836
& | 10 Investment income (Part VIII, column (A), lines 3, 4, and Td} _______________________________ 849,234 279,481
T 1 11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢, 10c,and 118) 1,856,255 349,387
12 Total revenue — add lines 8 through 11 (must equal Part VIII, column (A), line 12) . B3,744,402 29,673,149
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) 0
14 Benefits paid fo or for members (Part IX, column (A), linedy 0
@ | 15 Salaries, other compensation, employee benefits (Pait IX, column (A), fines 5-10) 50,155,652 16,449,204
% 16a Professional fundraising fees (Part X, column {A), line 11e) 0
Q
& 17 Other expenses (Part IX, column (A), lines 11a-11d, 11~24} 33,509,553 11,054,234
18 Total expenses. Add lines 1317 (must equal Part IX, column (A), line 25) 83,665,205 27,503,438
19 Revenue less expenses. Subtract line 18 fromline2 79,197 2,169,711
5 Beginning of Current Year End of Year
25 o0 Towlassets Partxinete) 85,817,795 89,090,363
23 21 Total liabiliies (Part X, fne26y 34,104,463 34,845,241
2 et assefs or fund balances. Subtract line 21 fromiine20 T 51,713,332 54,245,122

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?/alief, it is

true, correct, and co Declaratlon of preparer (other than officer) is based on all information of which preparer has any knowladge.
9? P!

;7
S/

S|g n Signature of officer Date
Here } NORMAN BELAIR CFO
Type or print name and title

Print/Type preparer's name Preparer's signature Date Check D if| PTIN
Paid self-employed |’
Preparer Firm's name » MaineHealth Firm's EIN
Use Only 110 Free St

Firm's address P Portland ' ME 04i01-3908 Phone no.

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

H Yes |—N\ No

For Paperwork Reduction Act Notice, see the separate instructions.
DAA
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Form 990 (2012) HENRIETTA D. GOCDALL HOSPITAL, INC. 01-0078060 Page 2
Statement of Program Service Accomplishments
Check if Schedule O contains a response to any question in thisPartil . ... . D @

1 Briefly describe the organization's mission:

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ7 D Yes No

If "Yes," describe these new services on Schedule O.
3 Did the organization cease conducting, or make significant changes in how it conducts, any program
services? ) ) D Yes @ No
If "Yes," describe these changes on Schedule O.
4 Describe the organization's program service accomplishments for each of its three largest program services, as measured by
expenses. Section 501(c)(3} and 501{(c){4) organizations are required to report the amount of grants and allocations to others,
the total expenses, and revenue, if any, for each program service reported.

4a (Code: ) (Expenses $ 16,488,726 including grants of $ ) {Revenue $ 23,161,638

4d Other program services. {Describe in Schedule Q.)
(Expenses $ 1,582,631 including grants of $ ) {Revenue $ 1,100,993 )
4e Total program service expenses P 23,472,438

DAA Form 990 (2012
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Form 990 (2012) HENRTETTA D. GOODALL HOSPITAL, INC. 01~0078060 Page 3
Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501{c)(3) or 4847(a){1) (other than a private foundation)? If “Yes,”
complete ScheduleA e 1 X
2 Isthe organization required to complete Schedule B, Schedule of Contributors (see instructionsy? 2 | X
3 Did the organization engage in direct or indirect pofitical campaign activities on behalf of or in opposition to
candidates for public office? If “Yes,” complete Schedule C, Partl S 3 X
4  Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C, Pattt 4 | X
5 Is the organization a section 5G1(c)(4), 501{c){5), or 501(c)(6) crganization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 if "Yes," complete Schedule C,
Par{ I” ................................................................................................................................... 5 X
6  Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,"complete Schedule D, Part | 6 X
7 Did the organization receive or hoid a conservation easement, in¢luding easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes.” complete Schedule D, Parth 7 X
8  Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Partill 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If “Yes,” complete Schedule D, Part v 8 X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowrnents, permanent endowments, or quasi-endowments? If “Yes,” complete Scheduie D, Part V
11 [fthe organization's answer to any of the following questions is “Yes,” then complete Schedule D, Parts VI,
VII, VI, BX, or X as applicable.
a Did the organization report an ameunt for land, buildings, and equipment in Part X, line 107 If "Yes,"
complete Schedule D, Part VI Ma| 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, Partvit 1mb| X
¢ Did the organization report an amount for investments-—program related in Part X, line 13 that is 5% or more
of its totat assets reported in Part X, line 167 If "Yes,” complete Schedule D, Partvil e 11¢ 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 iIf "Yes,” complete Schedule D, PartIX U SO TUR SR t1d| X
@ Did the organization report an amount for other liabilities in Part X, line 257 If "Yes," complete Schedule D, PatX Me| X
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addrasses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, PatX Ti| X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts Xland XU . 12a X
b Woas 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 Xi and Xil is optional 12b| X
13 Is the organization a school described in section 170(b)(1}A)()? If “Yes,” complete Schedue & 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 Gtates, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Partsiand v 14b X
15  Did the organization report on Part IX, column (A), fine 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If ‘Yes,” complete Schedule F, Parts Hand IV 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If “Yes,” complete Schedule F, Parts Hland IV T 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A). lines 6 and 11e? If “Yes,” complete Schedule G, Part | (see instructions) 17 X
18  Did the organization report more than $15,000 total of fundraising event gross income and contributions on
PartVIll, lines 1c and 8a? If "Yes," complete Schedule G, Partt U 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a7?
If "Yes," complete Schedule G, Part Il 19 X
20a Did the organization operate one or more hospital facilities? If “Yes,” complete SchedwleH 20a| X
b_If "Yes’ to line 20a, did the organization atfach a copy of its audited financial statements to thisreturn? ... . 20| X

DAA

Form 990 (2012)
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Form 990 (2012) HENRIETTA D. GOODALL HOSPITAL, INC, 01-0078060 Page 4
Checklist of Required Schedules (continued)
Yes | No
21 Did the organization report more than $5,000 of grants and other assistance to any government or organization
in the United States on Part IX, column (A), line 17 If *Yes,” complete Schedule 1, Parts landpp 21 p. 4
22 Did the organization repert more than $5,000 of grants and other assistance to individuals in the United States
on Part IX, column (A), line 27 If "Yes," complete Schedule |, Parts landn! 22 X
23 Did the organization answer "Yes” to Part VII, Section A, line 3, 4, or 5 about compensation of the
erganization's current and former officers, directors, trustees, key employees, and highest compensated
employses? If "Yes," complete Schedule J 23 X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000C as of the last day of the year, that was issued after December 31, 20027 If “Yes,” answer fines 24b
through 24d and complete Schedule K. If 'No goto line 25 ... . 24a| X
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? 24b X
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exemptbonds? 24c X
d Did the organization act as an "on behalf of” issuer for bonds outstanding at any time during the year'r‘ _______________________________ 24d X
25a Section 501{c){3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes,” complete Scheduie L, Partt 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 reporied on any of the organization's prior Forms 990 or 990-EZ7
If "Yes," complete Schedule L Part | 25b X
26  Was a loan to or by a current or former officer, director, trustee, key employee, highest compensated employee, or
disqualified person outstanding as of the end of the organization's tax year? If *Yes,” complete Schedule L, Parti 26 X
27  Did the erganization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If “Yes,” complete Schedule L, Pttt .~~~
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, Pany 28a| X
b A family member of a current or former cofficer, directar, trustee, or key employee? If "Yes," complete
Schedule L' P ATt N 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, Pt v ... 28c| X
29  Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” compiete Schedule™ 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or gqualified
conservation contributions? If "Yes,” complete ScheduleM . 30 X
31  Did the organization fiquidate, terminate, or dissolve and cease operatlons'? I “Yes,” complete Schedule N,
Part ' ................................................................................................................................ 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes
complete Schedule N, Partil 32 X
33 Did the organization own 100% of an entlty disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-37 I "Yes,” complete Schedue R, Party 33 X
34  Woas the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Parts 11, i,
or IV' and Part V’ D 34 X
35a Did the organization have a controlled entity within the meaning of section 5%2(b)(13y> = 35a X
b f "Yes” o line 353, 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
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Part V. line 2 36 X
37  Did the organization conduct more than 5% of its activities through an entity that is not a related orgamzation
and that is treated as a partnership for federal income tax purposes? If "Yes,” complete Schedule R,
Part VI ............................................................................................................................... 37 X
38 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 33 | X

DAA

Form 990 2012)




HDGH 08/14/2014 7:45 AM

Form 990 (2012) HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060

Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response to any guestion in this Part V

3a

4a

5a

6a

[yl

TQe 4 0 o

12a

13

14a

Enter the number reported in Box 3 of Form 1095. Enter -0- if not applicable

1a | 531

ib | O

Did the organization comply with backup withhelding rules for reportable payments te vendors and
reportable gaming (gambling) winnings to prize winners?
Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax

Statements, filed for the calendar year ending with or within the year covered by this return

2a | 1099

Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
Did the organization have unrelated business gross income of $1,000 or more during the year?
If “Yes " has it filed a Form 890-T for this year’P If “No,” provide an explanation in Schedule o}

over, a financial account in a foreign country {such as a bank account, securltles account, or other financial

account)?

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'?

da_

Did the organization receive any funds, d:rectly or indirectly, to pay prermums on a personal benefit contract?
Did the orgamzat]on dunng the year pay premlums dlrect[y or indirectly, on a personal benefit confract?

Sponsoring organizations maintaining donor adwsed funds and section 509(a)(3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring
organization, have excess business holdings at any time during the year?
Sponsoring organizations maintaining donor advised funds.

Did the organization make any taxable distributions under section 49667

Section 501{c)(7) organizations. Enter:
Initiation fees and capital contributions included on Part Vill, fine12

7f

7g

EIEE B

7h

Gross receipts, included on Form 290, Part VI, line 12, for public use of club facilities

Section 501(c)(12) organizations. Enfer; -
Gross income from members or shareholders

11a

Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them )

11b

Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 980 in lieu of Form 10417
| 126

If "Yes,” enter the amount of tax-exempt interest received or accrued during the year

Section 501(c)(29) quafified nonprofit health insurance issuers.

Is the organization Iioensed to issue quaiif ied health plans in more than one state?
Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue quaiified health plans

Enter the amount of reserves on hand

143 [ X

14b

DAA

Form 990 2012)
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Form 990 (2012) HENRIETTA D. GOODALIL HOSPITAL, INC. 01-0078060 Page 6
Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No"
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.
Check if Schedule O contains a response to any question inthis Part VI . il [ii_
Section A. Governing Body and Management

1a Enter the number of voting members of the governing body at the end of the tax year 1a 19

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 inciuded in line 1a, above, who are independent 1b 12
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? 2 X
3  Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trusiees, or key employees to a management company or other person? 3 X
4  Did the organization make any significant changes to its govemning 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
&  Did the organization have members or stockholders? 6 X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the goveming body? 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? 7b X

8§ Did the organization contemporaneously document the meetings held or written actions undertaken during the year by the following:

a Thegoverning body? X
b Each committee with authority to act on behalf of the governing body? .~~~ b | X
9 is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization’s mailing address? If “Yes,” provide the names and addresses in Schedule © ... ... 9 X
Section B. Policies (This Secticn B requests information about policies not required by the lnternal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? 10a| X
b [ "Yes, did the organization have written policies and procedures govermng the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? ... ... . 10| X
11a Has the organization provided a complete copy of this Farm 990 to all members of its governing body before filing the form‘? |1 X
b Describe in Schedule O the process, if any, used by the organization ta review this Form 990.
12a Did the organization have a written conflict of interest policy? If “No,” go to lipe 13~~~ 12a; X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to conflicts? [ 12b] X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
descnbe In SChedUIe O how thls was done ............................................................................................ 12c X
13 Did the organization have a written whistieblower policy? 13 X
14  Did the organization have a written document retention and destruction policy? 14 [ X

18  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 management official
b Other officers or key employees of the organization
If *Yes™ to line 156a or 15b, describe the process in Schedule O (see instructions),
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year?
b if *Yes,” did the organization follow a written pollcy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the

organization’s exempt status with respect to such arrangements? .. 16b]
Section C. Disclosure
17 List the states with which a copy of this Form 890 is required to be filed & ME
18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 980, and 990-T (Section 501(«;)(3)5 only)

available for public inspection. Indicate how you made these available. Check all that apply.

D Own website D 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 available to the public during the tax year.
20  State the name, physical address, and telephone number of the person who possesses the books and records of the

organization:  Norman Belair, CFO 1l Medical Center Drive

Biddeford ME 04005 207-324-4310

DAA Form 990 2012
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Form 990 (2012) HENRTETTA D. GOODALL HOSPITAL, INC.

01-0078060

Page 7

Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response to any question in this Part Vi

Section A.

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

1a Complete this table for all persons required to be listed. Re

organization's tax year.

» List alt 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.

port compensation for the calendar year ending with or within the

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

@ List the organization's five current hi

erganization and any related organizations.

» List all of the organization's former officers, key employees, and highest compensated employees who received more than

$100,080 of reportable compensation from the erganization and any refated organizations.

 List all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the

ghest compensated employees {other than an officer, director, trustee, or key employee)
who received reportable compensation (Box 5 of Form W-2 andfor Box 7 of Form 1098-MISC) of more than $100,000 from the

organization, more than $10,000 of reportable compensation from the organization and any related organizations.,
List persons in the following order: individual trustees or directors; institutional frustees; officers; key employees; highest
compensated employees; and former such persons.

Check this box if neither the organization ner any related organizations compensated any current officer, director, or trustee.

(A) B} () D) (E} (F}
Name and Titie Average Position Reportable Reportable Estimated
hours per {do not check more than one compensation compensation from armount of
week box, unless person is both an from related other
{list any officer and a director/rustee) the organizations compensation
hours for eSS To T = Tox = organization {W-2/1089-MISC) from the
related c2l2 |32 |25 g (W-2/1098-MISC) organization
organizations E.é' E ‘3 2 .gg 3 and rela?ed
belowdotted  |§ B | § S leg organizations
Iine) g jc.% 3] 3
() PETER MANNING, M.D.
R UIUURUUTOUURRPTURRRONN SO 0.00
TRUSTEE 50.00 [X 0
{2 ROBERT P. BAUMAN
S RUIUUUUROURPRRURPRRROON SO 1.00
TRUSTEE 1.00 [X 0
(3)LORT ANN BLACK
e 1.00
TRUSTEE 1.00 |X 0
(4} DONATLD BURGESS, (M.D.
e 1.00
TRUSTEE 50.00 |X 0
(s MICHAET, CARROLL | M.D.
e 1.00
TRUSTEE 50.00 | X 0
(6) JENNIFER CUTTS, |[M.D.
RO OO RT R PPRPRRONY B 1.00
TRUSTEE 1.00 |X 0
(MJOAN R. FINK
R U 1.00
TRUSTEE 1.00 |X 0
(8)WILLIAM FRANK, M.D.
o PR IO 50.00
TRUSTEE 1.00 |X 0
(99 BERNARD GAINES
e 1.00
CHATIRPERSON 2.00 | X X 0
(1) FRANK GOUDREAU, |D.O.
o ) 50.00
TRUSTEE 1.00 |X 0
(11)GEORGE HISSONG, |JR.
POTNO U SURPNTRRRPIION RO 1.00
VICE-CHAIRPERSON 2.00 |X X 0

CAA

Form 990 (2012)
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Form 990 2012) HENRIETTA D. GOODALIL HOSPITAL, INC. 01-0078060 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(&) (B} (C) {D} {E) A
Name and title Average Position Reportable Reportable Estimated
hours per {do rot check more than one compensation compensation from amount of
week bax, unless person is both an from related other
{list any officer and a direcloritrustee) the crganizations compensation
hours for 55l 51 o e e organization {W-2/1098-MISC) frorr.1 thg
related cEf 2|2 | &2 g; &1 {W-2/1099-MISC) crganization
organizations Eé E| g g gg E and related
befow dotted gg| § T |mg organizations
line) g %‘7 § §
(12 RICHARD HULL, IIT
TTSTTTRUNRU RO RURUSOU SO 1.00
TRUSTEE 1.00 {x 0 0 0
(13)PAUL LAPRISE, M|D.
U TURUTUUURRURRURSUOY SO 0.00
TRUSTEE 50.00 | X 0 0 0
(144 MARK MICKERIZ
S UUTURRU RS O 1.00
TRUSTEF 1.00 |X 0 0 0
(155MARY O'HARE, M.D.
STVIUOTRPTUUUSURRIPRPROR SO 1.00
TRUSTEE 50.00 | X 0 0 0
(16)BRADFORD C. PAIGE
U TR RUURUURRIRY NU 1.00
TREASURER 1.00 |X X 0 0 0
(1MERILEE PERKINS
TSSO DU 1.00
SECRETARY 2.00 X X 0 0 0
(18)ROBERT C. QUENTIN
S TU U URU U URUPRRRUIR SO 1.00
TRUSTEE 1.00 |X 0 0 0
(19)GINA QUINN-SKILL.INGS, M|D
T ET TR OO SO 1.00
TRUSTEE 50.00 |X o 0 0
b Subdotal . >
¢ Total from continuation sheets to Part VII, Section A . | 2
d Total (add lines thand1c) ... ... .. ... .. e »
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 in
reportable compensation from the organization » 0
Yes | No

3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated

employee on line 1a? If “Yes,” complete Schedule J for such individual

4  For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007 If “Yes,” complete Schedule J for such

individual

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

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

Section B. Independent Contracto

rs

1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of

compensation from the organization. Repert compensation for the calendar year ending with or within the organization's tak year.

Name and

(A)
business address

. B)
Description of services

c)
Compansation

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

DAA

Form 990 2012
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Form 990 (2012) HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continuad)
(A) {B) (€) D) {E) {F}
Name and title Average Paosition Reportable Reportable Estimated
hours par {do not check more than one compensation compensation from ameourit of
week bex, unless person is both an from related other
(list any officer and a directorfirustee) the organizations compensation
hours for el s ol =Tz = organization {W-2/1089-MISC) ﬁom 1ha_a
related 2l 2% |2 2&| ¢ (W-2/1093-MISC) organization
arganizations Eé £18 e |2 g [52 and related
below dotted gu| 28 2 &g organizations
line) g g 3 _gn
{12)ROBERT REINKEN
i) 1.00
TRUSTEE 1.00 |X 0 0 0
(13)JOHN THOMPSCON, D.O.
TR UURR PO B 50.00
TRUSTEE 1.00 |X 0 0 0
(14)STEVE CUTONE, D|O.
TP PRTEUUUUURSRURY OO 0.00
TRUSTEE 50.00 |X 0 0 0
(15 DONNA DESAULNIER
e 1.00
TRUSTEE 1.00 X 0 0 0
{(16)AUDREY FERRICK
R TOPURUUR RN SO 1.00
RUSTEE 1.00 |X 0 0 c
(17)MARCIA G. LANDRY
TSP PSUSTSUUUPUR PSSR RO 1.00
TRUSTEE 1.00 |X 0 0 0
(18)WILLIAM S. KANY
UTRPIPCUUUURRURURNOOS RO 1.00
TRUSTEE 1.00 |xX 0 0 0
(199 DEAN P. WOLFAHRT
e 1.00
TRUSTER 1.00 |X 0 0 0
b Subtotal ... >
¢ Total from continuation sheets to Part VIl, Section A ... >
d Total{addlinesibandie} ... ... ... ... . >

2 Total number of individuals {inctuding but net limited to those listed above) who received mere than $100,000 in
reportable compensation from the organization b

3 Did the organization list any former officer, director, or trustee, key employes, or highest compensated

employee on line 1a7 If “Yes,” complete Schedule J for such individual
4 For any individual listed on line 1a, is the sum of reportable compensati

on and other compensation from the

organization and related organizations greater than $150,0007 if *Yes,” complete Schedule J for such

individual

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

for services rendered to the organization? If “Yes,’ complete Schedule J for such persan

Section B, Independent Contracto

rs

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,

Narne and

{A)
business address

L T
Description of services

o ©
mpensation

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

DAA

990 2012,

Form
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Form 990 (2012) HENRTIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8
3 7S Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued?
(A} (8) <) (D) (E) {F)
Name and fitle Average Position Reportable Reportable Estimated
haurs per {de not check more than one compensation compensation from amount of
week box, unless person is both an from related other
{list any officer and a director/trustee) the organizations compensaticn
hours for sl =TT =Taxl 5 organization {W-2/1098-MISC) from the
refated a3 2128 |35 ¢ (W-2/1099-MISC) organization
organizations FEl Ef & g |28 2 and related
below dotted 25| & s &3] organizations
line) T3l B '(<°D =
2y 2 L] @
8] # g
® g
(12) PATRICIA APRILE
R T T TPRURRURRT O 49.00
PRESIDENT/CEC 1.00 X Y] 0 0
(13 DANIEL D. FORGUES
TS TRUTR U SRRUT N 30.00
CFO 0.00 X 0 0 0
(14 NORMAN D, BELAIR
BTSN UURSUN RO 0.00
VP OF FINANCE 50.00 X 0 0 0
(15)
(16)
(n
(18)
(19)
b Subdotal .. >
¢ Total from continuation sheets to Part VII, Section A >
d Total{addlinestbandic) ... ... ... .............. >

2 Total number of individuals (including but net limited to those listed above) who received more than $100,000 in
reportable compensation from the organization p

3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated

employee on line 1a? If “Yes,” complete Schedule J for such individual .
4 Forany individual listed on line 1a, is the sum of reportable compensation and other compensation from the

organization and related organizations greater than $150,0007 If “Yes,” complete Schedule J for such

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

for services rendered to the organization? If “Yes,” complete Schedule J forsuch person ... . e il

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 B ©
Name and bisiness address Description of services Compensation

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

DAA Form 990 2012
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Form 990 (2012) HENRIETTA D. GOODALL HOSPITAL, INC.

01-0078060

Page 9
Statement of Revenue
Check if Schedule O contains a response to any question in this Partvin. ... .. [ ]
o o — ) & = =
Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
enue 512, 513, or 514
gg 1a Federated campaigns 1a
gé b Membership dues 1b
wiq © Fundraisingevents =~ 1c
EE d Related organizations | 1d
gE e Govermentgrants {confributions) | 1e 286,408
.gg T All other contributions, gifts, grants,
ég and similar amounts not inciuded above | 44 1,243,037
S-g| O Moncashconlrbutions includedin lnes 122
O h Total Addlines1a—1f____ 7 =
% Busn, Code
§ 2a | NET PATIENT SERVICE REVENUE 900099 27,471,188 27,471,188
€| b wev eaTTENT seRvicE Revewve | 621500 43,648 43,648
4 c
gl o
El e .o o
g’ f All other program service revenue . .
S| g Total. Addlines 2a-2f. ... ... ... ... S 27,514,83
3 Investment income (including dividends, interest,
and other similar amounts) | 3 193,116 193,116
4 Income from investment of tax-exempt bond proceeds P
5 Royalties ... . .. -
{i} Real {if} Personal
6a Gross rents 241,452
b Less: rental exps. 304,153
€ Rental inc. or {loss) -62,701
d Netrentalincomeor(loss) ........._...... ... ... . B
7a Gross amount from (i) Securities {it) Other
sales of assets
other than inventory 983,285 3,850
b Less: costor other
basis & sales exps. 899,832 938
¢ Gain or (less) 83,453 2,912
d Netgainor{loss) ............... . .. . ... ... ... P 365 86,365
o | 82 Grossincome from fundraising events
2 (notincluding $
& of confributicns reported on line 1¢).
pi SeePartlV,lne1s a
.—E b Less: directexpenses b
< ¢ Netincome or (loss) from fundraising events .. . B
9a (Gross income from gaming activifies,
SeePartl¥, linetd a
b Less: direct expenses b
¢ Netincome or {loss) from gaming activities .. .. ... b
10a Gross sales of inventory, less
returns and allowances =~ a
b Less: costof goods sold b
¢ Net income or (loss) from sales of inventory . ... .. |
Miscellansous Revenue Busn. Code
11a  REBATE REVENUE 300099 233,673 233,673
b OTHER REVENUE 200099 139,955 139,955
C  CAFETERIA REVENUE 500099 96,688 96,688
d Allotherrevenue . .. . ... .. .. 800099 ~58,228 -58,228
e Total. Add lines 11a-1td = b 412,088
12 Total revenue. See instructions. ... ... ... .. P 29,673,149 27,906,940 43,548T 193,116

DAA

Form 990 2012
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990 (2012) HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Pagz 10
Statement of Functional Expenses
Section 501(c)(3) and 501(c){(4) organizations must compiete all columns. All other organizations must complete column {A).

Check if Schedule O contains a response to any question inthis PartIX X
Do not include amounts reported on lines 6b, (A) B (©) o}
Total expenses Program service Management and Fundraising
7hb, 8b, 9b, and 10b of Part VIH. expenses o | expenses

1 Grants and other assistance to govemments and
organizations in the U.S, See Part IV, line 21

2 Granis and other assistance to individuals in
the U.S. See Part IV, line 22

3 Grants and other assistance to governments,
organizations, and individuals outside the
U.S. See Part IV, lines 15 and 16

4 Benefits paid to or for members

5 Compensation of currert officers, directors,
trustees, and key employees

6 Compensation not inciuded above, te disqualified
persons {as defined under section 4958(f){1)) and
persons described in section 4958(c)(3)(B)

7 Other salaries and wages 13,179,157 11,463,057 1,712,871 3,229

8 Pension plan accruals and confributicns (include
section 401(k) and 403(b) employer contributions)

9 Other employee benefits 2,418,394 2,103,382 314,463 549
10 Payrolltaxes 851,653 740,659 110,747 247
11 Fees for services (non-employees):

a Management
blega 40,764 40,764
¢ Accouning 67,432 67,432
d Lobbying .
e Professional fundraising services. See Part IV, line 17
f Investment managementfees
g Other. {If fine 11g amount exceeds 10% of line 25, column
(A} amourt, listline 11g expenses on Scheduie 0) 2,980,407 2,138,351 852,056
12 Advertising and promotion 46,162 46,162
.13 Office expenses 15,106 8,986 6,120
14 information technoiogy 170,533 49,005 121,528
15 Royafties
16 Occupancy 449,760 269,803 179,957
7 Teavel 4,437 2,239 2,198

18 Payments of travel or entertainment expenses
for any federal, state, or local public officials

19 - Conferences, conventions, and meetings 39,870 25,982 13,859 29
o st 260,456 743,541 16,015

21 Paymentsfo affiliates

22 Depreciation, depletion, and amortization 1,217,791 1,173,044 44,747

23 Insurance 233,698 196,677 37,022

24 Other expenses. ltemize expenses not covered
above (List miscellanecus expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
{A) amount, list line 24e expenses on Schedule 0.}

a SUPPLIES = TR 2,423,669 2,379,164 44,0093 412
b MISCELLANEQUS EXPENSE 1,420,254 1,004,654 411,125 4,475
¢ PHYSICIAN FEES 1,027,612 1,027,612

d TAXES R 646,282 646,282

e Allotherexpenses .
25 Total functional expenses. Add lines 1 through 248 27,503,438 23,472,438 4,022,059 8,941

26 Joint costs, Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here b D if
following SOP 98-2 (ASC 858-720) . . ........ .. ..

DAA form 990 2012)
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Form 990 2012) HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060

Balance Sheet

Check if Schedule O contains a response to any guestion in this Part X

(4) (B)
Beginning of year End of year
1 Cash—non-interestbearing 5,277 1 5,277
2 Savings and temporary cash investments 2,455,400 » 5,283,928
3 Pledges and grants receivable, net 3
4 Accounts receivable, net o 10,344,259 4 7,155,851
5 Loans and other receivables from current and former officers, directors,
irustees, key employees, and highest compensated employees.
Complete Part ll of Schedule L. B
6 Loans and other receivables from ofther disqualified persons (as defined under section
4858(f)(1)). persons described in section 4858(c)(3)(B), and cantributing employers and
sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
o vrganizations (see instructions). Complete Part Il of Schedule L &
B| 7 Notes andlomsreceivabie net 851,677 7 | 1,274,244
<| 8 Inventories forsale oruse T 1,161,471 s 1,190,386
9 Prepaid expenses and deferred charges 1,015,873| ¢ 840,486
10a Land, buildings, and equipment; cost or
other basis. Complete Part Vi of Schedule D 10a 78,558,531
b Less: accumulated depreciation 10b 47,257,653 32,013,524 10c 31,300,878
1t Investments—publicly traded securifies 12,893,054 20,048,235
12 Investments—other securities. See Part IV, ling 11 14,032,253 17,441,807
13 Investments—program-related. See Part IV, line 11
14 Intangible assets e
15 Other assets. See Part IV, fne 1t~ 11,045,007 4,549,271
16 Total assets. Add lines 1 through 15 (must equalfine 34) ... ... . 85,817,795 89,090,363
17 Accounts payable and accrued expenses 13,061,335 10,194,719
18 Grantspayable | ..
19 Deferredrevenue 44,209
20 Taxexemptbondliabiies e 8,889,806 8,366,164
#1 Escrow or custodial account liability. Complete Part IV of Schedule D
o 22 Loans and other payables to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
:“g disqualified persons. Complete Part If of Schedule L e
~'[ 23 Secured mortgages and notes payable to unrelated third pates 10,933, 682| 23 10,509,009
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Compiete Part X
of Schedule D .. 1,219,640| 25 5,819,558
26 Total liabilities. Add lines 17 through25 . ... ... 34,104,463| 25 34,845,241
Organizations that follow SFAS 117 (ASC 958), check here b Izr and
§ complete lines 27 through 29, and fines 33 and 34.
8|27 Umestiotednetassets 39,731,324| ;7| 42,085,058
@ |28 Temporariy restricted netassets U 1,610,349 28 1,613,085
£[29 Permanently restricted netassets T 10,371,659| 29| 10,546,979
i Organizations that do not follow SFAS 117 (ASC 958}, check here b
5 compilete lines 30 through 34,
ﬁ 30 Capital stock or trust principal, or current funds
,"{” 31 Paid-in or capital surplus, or land, building, or equipment fund
g 32 Retained earnings, endowment, accumulated income, or other funds
33 Total netassets or fund balances 51,713,332 33 54,245,122
34 Total liabilities and net assets/fund balances ........... ... ... 85,817,795| 89,080,363

DAA

rorm 990 (2012)




HDGH 08/14/2014 7:45 AM

Form 990 (2012) HENRIETTA D. GOODALIL HOSPITAL , INC. 01-0078060 Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response to any question in this Part X!

1 Total revenue {must equal Part VIl column {A), line 12 1 29,673,149
2 Totalexpenses {mustequal Part IX, column (A), line2s) 2 27,503,438
3 Revenue less expenses. Sublractine 2from line 1 s | 2,169,711
4 Netassets or fund balances at beginning of year (must equal Part X, line 33, column (&) 4 51,713,332
3 Netunrealized gains (losses) on investments T 3 260,547
B Donated sewices and use Of faCiIities .................................................................................... 6
7 Investmentexpenses ... oo 7
8 Priorperiod adjustments 8
9 Other changes in net assets or fund balances (explain in Schedule©) 9 101,532
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, kine
33 Column (B)) oo 10 54,245,122

Financial Statements and Reporting
Check if Schedule O contains a response to any guestion in this Part XI|

1 Accounting method used to prepare the Form 990: D Cash Accrual D Other
If the organization changed its method of accounting from & prior year or checked “Other,” explain in
Schedule O. '

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

reviewed on a separate basis, consolidated basis, or both:
D Separate basis D Consolidated basis D Both consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant?

separate basis, consolidated basis, or both:
D Separate basis Consolidated basis D 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 compitation of its financial statements and selection of an independent accountant? 2| 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 Actand OMB Circular A-1332 3a X

3b| X
Form 990 {2012}

DAA
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SCHEDULE A Public Charity Status and Public Support
{Form 9%0 or 990-E2)
Compilete if the organization is a section 501{c){3) organization or a section 2 0 1 2
4947(a){(1) nonexempt charitable trust.
ﬁgfﬂ;ﬁ:ﬁiﬁ?&;ﬁ:w P Attach fo Form 990 or Form 990-EZ. B See separate instructions,

Name of the organization Employer identification number

HENRIETTA D. GOODALL HOSPITAL , INC. 01-0078060
Reason for Public Charity Status (All organizations must complete this part.) See instructions,
The organization is not a private foundation because it is: (Ferlines 1 through 11, check only one box,)
D A church, convention of churches, or association of churches described in section 170{b)(TH{ANi}.
A scheol described in section 170(b}{(1HA)(i}). (Attach Schedule E.)
A hospital or a cooperative hospital service organization described in section 170(b){1}(AXiii).

A medical research organization operated in conjunction with a hospital described in section 170(bY 1}{A)iil). Enter the hospital's name,
city, and state:

W R =

N T O A O 1

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.)

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

An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b}{1){(A)}(vi). {Complete Part i1}

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

An organization that normally receives: (1) more than 33 1/3% 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 33 1/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 508(a)(2). (Complete Part llI.)

An organization organized and operated exclusively to test far public safety. See section 509(a){4).

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

a D Type b D Type li c D Type lll-Functionally integrated d D Type llI-Non-functicnally integrated
e EJ By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified persons

other than foundation managers and other than one or more publicly supported organizations described in section 509(a)(1)
or section 509(a}(2).

10
11

L1

f If the organization received a written determination from the IRS that it is a Type |, Type I, or Type [l supporting
organization, check thisbox D
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons?
(i} A person who directly or indirectly controls, either alone or together with persons described in (i) and Yes | No
(ii) below, the governing body of the supported organization? . . 11g()
(i) A family member of a person described in () above? T Tgfii
(iii} A 35% controlled entity of a person described in (yor(above? 11g(iil)
h Provide the following information about the supported organization{s).
(i) Name of supported {ii) EIN {iii} Type of organization (v} Is the organization | (v) Did you notify {vi) Is the (vii} Amount of monetary
organization (described on lines 1-9 in ¢ol. {i} listed in your | the organiztion in crganization in col, support
above or IRC section governing document? col (i ofyour  |{i} organized in the
(see instructions)) support? us?
Yes No Yes Na Yes No
(A)
(B)
()
(D)
{E)
Total .
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2012

Form 990 or 990-EZ.

DAA
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Schedule A (Form 990 or 990-E7) 2012 HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 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 lIL. If the organization fails to qualify under the tests listed below, please complete Part H].)

Section A. Public Support

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

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

2  Taxrevenues levied for the
organization's benefit and either paid
to or expended on iis 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 publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on fine 11, column (f}

6 Public support. Subtract line 5 from line 4.
Section B. Total Support _
Calendar year (or fiscal year beginning in) b {(a) 2008 {b) 2009 {c) 2010 (d) 2011 (e) 2012 {f) Total

7 Amounts from line 4

8  Gross income from interest, dividends,
payments received on securities loans,
rents, royalfies and income from similar
SOUrces

9  Net income from unrelated business
activities, whether or not the business
is regularly carried on

10 Otherincome. Do not include gain or
loss from the sale of capital assets
{(ExplaininPart IV} ... ... ... .. .. .

11 Total support. Add lines 7 through 10
12 Gross receipts from related activities, etc. (see instructionsy i2
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 hox and step here ... . .. .. .. ... ... . ... i N e e b D
Section C. Computation of Public Support Percentage
14 Public support percentage for 2042 (line 6, column (f) divided by line 11, colurn ¢ty 14 %o
15 Public support percentage from 2011 Schedule A, Part Il, line t4 15 %
16a 33 1/3% support test—2012, If the organization did not check the box on line 13, and iine 14 is 33 1.’3% or more, check this

box and stop here. The organization qualifies as a publicly supported organization .~ L | 4 D

b 33 1/3% support test—2011. If the organization did not check a box on line 13 or 16a, and line 15 is 33 1!3% OF more,
check this box and stop here. The organization qualifies as a publicly supported organizaton | g D

17a  10%-facts-and-circumstances test—2012. If the organization did not check a box on line 13, 1Ga 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 [V how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly supported
owanizaton > []
b 10%-facts-and- c:rcumstances test—2011. If the organization dld nat check a box on line 13, 16a, 16b or 17a and line
15 is 10% or more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here.
Explain in Part IV how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly

supported organization > D
18  Private foundation. If the orgamzatlon did not check a box on line 13, 16a, 16b 17a or 17b, check this box and see
instructions P D

Schedule A {Form 990 or 990-EZ) 2012

DAA
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Schedule A (Form 990 or 990-EZ) 2012 HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 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 II.

i the organization fails fo qualify under the tests listed below, please complete Part I.)

Section A. Public Support

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

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

2 (ross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that s related fo the
organization's tax-exempt purpose

3 Gross receipts from activities that are not an
unrelated irade or business under secticn 513

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

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

6 Total. Add lines 1 through 5

7a  Amocunts 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 excead the greater of $5,000
or 1% of the amount on fine 13 for the year o

¢ Add fines 7a and 7b

8  Public support (Subtract line 7¢ from
line 6.}

Section B. Total Support
Calendar year (or fiscal year beginning in} b {a) 2008 {b) 2009 {c) 2010 (d} 2011 (e) 2012 {f) Total
8  Amounis from line 6

10a  Gross income from interest, dividends,
payments received on securities loans, rents,
royaiies and inceme from similar sources ..

b Unrelated business taxable income {less
section 511 taxes) from businesses
acquired after June 30, 1875

¢ Add lines 10a and 10b

11 Netincome from unrelated business
activities not included in line 10b, whether
or not the business is regularly carried on

12 Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part IV.)

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

and12)
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(¢)(3)

organization, check this boxandstophere ... . . ... ... o > [ ]
Section C. Computation of Public Support Percentage
15 Public support percentage for 2012 {line 8, column {f) divided by ine 13, column ¢~~~ 15 %
16 Public support percentage from 2011 Schedule A, Part I, tine 15 ... ... " 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2012 (Iine 10c, column (f) divided by line 13, column () 17 %
18 Investment income percentage from 2011 Schedule A, Part lll, fing 17 18 %
19a 33 1/3% support tests—2012. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line

17 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organizaton > D

b 33 1/3% support tests—2011. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 32 1/3%, and

line 18 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organizaton | 4 [_—j

20 Private foundation. If the organization did not check a box on line 14, 19a, or 18b, check this box and see instructions L » D

Schedule A (Form 990 or 990-EZ) 2012
DAA
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Schedule A (Form 890 or §90-EZ) 2012  HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060

Supplemental Information. Complete this part to provide the explanations required by Part Il, line 10;

Part Il, line 17a or 17b; and Part Il, line 12. Also complete this part for any additional information. (See
instructions).

Page 4

DAA Schedule A {(Form 930 or 890-EZ) 2012
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Schedule B
(Form 880, 990-EZ,

or 990-PF)

Department of the Treasury
Internal Revenug Service

Schedule of Contributors

COMB No. 1545-0047

b Attach to Form 990, Form 990-EZ, or Form 990-PF. 20 1 2

Name of the organization

HENRTETTA D. GOODALL HOSPITAL, INC

+

Employer identification number

01-0078060

Organization type (check one):

Filers of:

Form 990 or 990-FZ

Form 990-PF

Section:

@ 501(c)( 3 ) (enter number) organization

D 4847(a)(1) nonexempt charitable trust not treated as a private foundation

D 527 polificat organization

D 501(c)(3) exempt private foundation

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

D 501(c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.
Note, Only a section 501(c)(7), (8), or (

instructions.

General Rule

10} organization can check boxes for both the General Rule and a Special Rule. See

Ig’ For an organtzation filing Form 990, 990-EZ, or 990-PF that received, during the year, $5,000 or more (in money or
property) from any one contributor. Complete Parts | and |1,

Special Rules

D For a section 501(c}(3) organization filing Form 990 or 990-EZ that met the 333 % support test of the regulations
under sections 509(a)(1) and 170(b)(1}{A}vi) and received from any one contributor, during the year, a contribution of
the greater of (1) $5,000 or (2) 2% of the amount on () Form 880, Part VIIL, line 1h, or (i) Form 890-EZ, line 1.

Complete Parts | and

.

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

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

more during the year

Caution. An organization that is not covered by the General Rule and/or the S

pecial Rules does not file Schedule B (Form 990,

Q90-EZ, or 980-PF), but it must answer “No” on Part IV, line 2 of its Form 990; or check the box on line H of its Form 990-EZ or on
Part |, line 2 of its Form 990-PF, to certify that it does not meet the filing requirements of Schedule B (Form 990, 980-EZ, or 990-PF),

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

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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Schedule B {Form 990, 990-EZ, or 990-PF) (2012} Page 1 of 1 ofPartl
Name of organization Employer identification number
HENRIETTA D. GOODALIL HOSPITAL, INC. 01-0078060
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 STATE OF MAINE Person X
35 STATE HOUSE STATION Payroli B
s, SRS S 286,408 | Noncash [ |
AUGUST .................................... ME . 04 333 .......... (Complete Part Hi if there is
a noncash contribution.)
{a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2. UNIVERSITY OF NEW ENGLAND Person
11 HILLS BEACH ROAD Payroll ||
DU TR $ . 107,710 | Noncash  []
BIDDEFORD .............................. ME' . 0400 5 __________ . (Complete Part 1l if there is
a noncash contribution.)
(a) {b) (c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3.0 UNITED WAY OF YORK COUNTY - MAINE Person
36 WATER STREET Payroll | |
TN SRUR S S 8,075 | Noncash [ ]
KENNEBUNK ............................. ME 04 043 .......... (Complete Part Il if there is
a nencash contribution.)
{a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution

TSSO Person ]
Payroll D
e, S B Sl Nencash [ ]
(Complete Part H if there is
a noncash contribution.}

(@) (b} (c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution

— TSSOSO Person [ ]
Payroil D
............................................................................ $ ... .| Noncash  [T]

(Complete Part 1! if there is
a noncash contribution,}

{(a} 1] (c) (d)
No. Name, address, and ZIP + 4 Totai contributions Type of contribution

OO Person | |
Payroli D
OO S Noncash | |
{Complete Part Il if there is
a noncash contribution.)

Schedule B (Form 990, 890-EZ, or 990-PF} (2012)
DAA
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SCHEDULE C Political Campaign and Lobbying Activities OME No. 4545.0047

(Form 990 or 990-EZ) 2 0 1 2 i
For Organizations Exempt From Income Tax Under section 501(c) and section 527
¥ Complete if the organization is described befow. ¥ Attach to Form 990 or Form 99¢-EZ. ;

Department of the Treasury B

Internal Revenue Service b See separate instructions.

If the organization answered “Yes,” to Form 990, Part IV, line 3, or Form 980-EZ, Part V, line 46 {Political Campaign Activities), then
& Section 501(c}(3) organizations: Complete Parts I-A and B. Do not complete Part |-C.
¢ Section 501{(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.
¢ Section 527 organizations: Complete Part I-A only.
If the erganization answered “Yes,” to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 {Lobbying Activities), then
¢ Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part lIl-A. Do not complete Part II-B.
o Section 501(¢)(3) organizations that have NOT filed Form 5788 (election under section 501{h}): Complete Part II-B. Do not complete Part II-A.

If the organization answered “Yes,” to Form 990, Part IV, line 5 {Proxy Tax) or Form 890-EZ, Part V, line 35¢ {Proxy Tax), then
© Section 501(c}{(4), (5), or {6} organizations: Complete Part llI.

Name of organization Employer identification number

HENRIETTA D. GOODALL HOSPITAL, INC. 010078060
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 Poltical expenditures > s
3 Volunteer hours

Complete if the organization is exempt under section 501(c){3).

Enter the amount of any excise tax incurred by the organization under section49ss L
2 Enter the amount of any excise tax incurred by organization managers under section 4955~~~ s
3 Ifthe organization incurred a section 4955 tax, did it file Form 4720 for this year? L o D Yes D No
4a Wesacomecfonmade? TiYes [ No

b If *Yes," describe in Part V.
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

ACEVIIES e S
2 Enterthe amount of the filing organization’s funds contributed to other organizations for section

527 exempt funetion activiies | L SO
3 Total exempt function expenditures. Add Ilnes 1 and 2. Enter here and on Form 1120-POL,

e D B
4 Did the filing organization file Form 1120-POL for this yeary UUmrmmom o _|Yes [ 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 fi iling 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 additionat space is needed, provide information in Part V.

(a} Name (b} Address {c) EIN {d) Amount paid from (&) Amount of polifical
filing organization’s contributions received and
funds. ¥f none, enter -0-. promptly and directy
deliverad 1o a separate
poiitical organization. If
none, enter -,
1
(2}
(3}
[C)]
{5
{6)
For Paperwork Reduction Act Nofice, see the Instructions for Farm 990 or 290-EZ. Schedule ¢ (Fonm 990 or 990-E2) 2012

DAA
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Schedule G (Form 990 or 890-EZ) 2012 HENRTETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 2
Complete if the organization is exempt under section 501(c)(3} and filed Form 5768 {election under
section 501{h)).
A Check B [ | if the filing organization belongs to an affiliated group (and iist in Part [V each affiliated group member's
name, address, EIN, expenses, and share of excess lobbying expenditures).
B Check B | | if the filing organization checked box A and “limited control” provisions apply.
Limits on Lobbying Expenditures {a) Filing (b} Affitated
(The term “expenditures” means amounts paid or incurred.) orgarization's totals group totais
1a Total lobbying expenditures to influence public opinicn (grass roots lobbying}

b Total lobbying expenditures to influence a legislative body (direct lobbying) L
¢ Total lobbying expenditures (add lines faand by
d Other exempt purpose expenditwres
e Total exempt purpose expenditures (add lines tcand 10y
f Lobbying nontaxable amount. Enter the amount from the following table in both

columns.

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

Not over $500,000 20% of the amount on line 1e.

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

Qver $1,000,000 but not ever $1,500,000 $175,000 plus 10% of the excess over $1 ,000,000.

Over 1,500,000 but ot over $17,000,000 $225,000 plus 5% of the axcess over $1,500,000,

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

Grassroots nontaxable amount (enter 25% of fine 1)

Subtractline 1g from line 1a. If zero or less, enter-0-
Subfract line 1f from line 1c. If zero or less, enter -0-

o

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

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year
beginning in) (a) 2009 {b} 2010 {c) 2011 {d) 2012 {e) Total

2a Lobbying nontaxable amount

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

¢ Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C {Form 390 or 990-E7) 2012

DaA
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990 or 800-E7) 2012 HENRIETTA D. GOCDALL HOSPITAL, INC. 01-0078060 Page 3
. Complete if the organization is exempt under section 501(c){3) and has NOT filed Form 5768
{election under section 501(h)).

{a} (b}

For each "Yes," response to lines 1a through 1i below, provide in Part IV a detailed
description of the lobbying activity. Yes | No Amount

1 During the vear, did the filing organization attempt to influence foreign, national, state or [ocal
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of;

Vo]unteers’?

TO .0 20 F
=
=)
5
oo
wr
g
3
@
3
o
a
7]
)
«Q
wu
0
Q
o
o
5
a
=
c
=2
5
~J

et PR F

4,476

—

n
]

o

7]

a

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

501{c)(6).
Yes | No
1 Were substantially all (90% or more} dues received nondeductible by members? 1
2  Did the organization make only in-house lobbying expenditures of $2,000 orless? 2
i_c_l_ organization agree to carry over lobbying and political expenditures from the prior year‘? ______________________________________ 3

Complete if the organization is exempt under section 501(c)(4), section 501{c)(5), or section
S501(c}(6) and if either (a) BOTH Part lll-A, lines 1 and 2, are answered “No,” OR (b) if Part lll-A, line 3, is
answered “Yes.”
Dues assessments and Slm“ar amounts from members .............................................................. 1
2 Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of e
political expenses for which the section 527(f) tax was paid).

a Current year

¢ Total

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

Supplemental Information
Complete this part to provide the descriptions required for Part F-A, line 1; Part I-B, line 4; Part I-C, line 5; Part Il-A (affiliated group
list); Part 1I-A, line 2; and Part II-B, line 1. Also, complete this part for any additional information.

Schedule C, Part II-B, Line 1

DAA Schedule C (Form 990 or 980-EZ) 2012
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90 or 990-£7) 2012 HENRTETTA D. GOODALL HOSPITAL, INC. 01-0078060 page 4
Supplemental Information (continued)

Schedule C (Form 290 or 996-EZ) 2012

DAA
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SCHEDULE D Supplemental Financial Statements OMB No. 15450047

(Form 330) B~ Complete if the organization answered “Yes,” to Form 990, 201 2

Depariment of the Treasury PartiV, line 6, 7, 8, 9, 10, 11a, 11b, 1ic, 11d, 11e, 11f, 123, or 12b.

Internal Revenue Service B Attach to Form 990. ¥ See separate instructions. IS

Name of the erganization Employer identification number
HENRIETTA D. GOODALIL HOSPITAL, INC. 01-0078060

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if the
organization answered “Yes" to Form 890, Part IV, line 6.

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

Totalnumber atend ofyear .
Aggregate contributions to (during year)
Aggregate grants from (during vear)
Aggregate value atend ofyear .
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization’s property, subject to the organization’s exclusive legal control? D Yes D No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used

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

conferring impermissible private benefit? . . D Yes D No
Conservation Easements. Complete if the orqanlzatlon answered “Yes" to Form 990 Part IV, line 7.
1 Purpose(s) of conservation easermnents held by the organization (check all that apply).

Preservation of land for public use (e.g., recreation or education} D Preservation of an historically important land area

D Protection of natural habitat D Preservation of a certified historic structure

D 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.

g oW N -

Held at the End of the Tax Year

a TOtEI number Of Consewation easements ............................................................................ za
b Total acreage restricted by conservation easements Zb
¢ Number of conservation easements on a certified historic structure included in {a) L 2c
¢ Number of conservation easements included in {c) acquired after 8/17/06, and not on a

historic structure listed in the National Register 2d

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

5 Does the organization have a written policy regarding the periodic monitering, inspection, handling of

violations, and enforcement of the conservation easements it holds? . 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

B
§ Does each conservation easement reperied on line 2(d) above satisfy the requiremnents of section 170(h)(4)(B)

(i} and section 170MNA)B)(? . ... o ] Yes [ ] No

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

Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered “Yes" to Form 990, Part IV, line 8.
1a If the organization elected, as permitted under SFAS 116 (ASC 958}, not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XIll, 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 revenuz 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:

) Revenues included in Form 990, Part VIl fine 1 .. > S
(i) Assefs included in Form 990, PartX O
2 |f the organization received or held works of art, historical treasures, or other similar assets for f nancial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:
a Revenues included in Form 990, Part Vil line 1 S
b_Assets included in Form 990, Part X . e P %

For Paperwork Reduction Act Nofice, see the Instructions for Form 990, Schedule D {Form 990) 2012
DAA
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01-0078060

Schedule D (Form 990y 2012 HENRIET'TA D, GOODALL HOSPITAL, INC. Page 2
Organizations Maintaining Collections of Art, Historicai Treasures, or Other Similar Assets (continued)
3 Using the organization's acquisition, accession, and other records, chack any of the following that are a significant use of its

collection items (check all that apply):

a D Public exhibition d D Loan or exchange programs

b [ | Scholarly research e Jomer

c D 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

XHI.

5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
ts to be sold to raise funds rather than to be maintained as part of the organization’s collection? D 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.
Is the arganization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X7

b If "Yes,” explain the arrangement in Part Xlil and complete the following table:

D Yes D No

Amount
e Beginning balance 1c
d Additions during the year 1d
e Distributions during the year le
f Ending balance 1f

No

Endowment Funds. Complete if the organization answered “Yes” to Form 990, Part IV, line 10.

{a) Current vear (b} Prior year {c) Two years back {d} Three years back {e) Four years back
1a Beginning of year balance = 22,706,678 19,488,835 21,667,901 17,085,103 14,720,000
b Contributions ... 10,750,000 1,714,897 466,220 1,898,375 642,735
¢ Net investment eamings, gams and
fosses 401,647 2,998,927 -1,610,061 2,691,423 1,962,857
d Grants or scholarships
e Other expenditures for facilities and
programs 1,495,981 1,035,225 7,000 240,689
f Administrative expenses =~
g Endofyearbalance = 33,858,325 22,706,678 19,488,835 21,667,901 17,085,103
2 Provide the estimated percentage ofthe current year end balance (line 1g, column {(a}) held as:
a Board desighated or quasi-endowment B 69 . 00 %
b Permanentendowment® 31.00 %
Temporarily restricted endowment b %
The percentages in lines 2a, 2b, and Z¢ 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
() unrelated organizations 3a(i) X
(i) related organizations ... 3a(ii) X
b I “Yes" to 3a(ii), are the related organizations listed as required on SchedulerR? 3b

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

Land, Buildings, and Equipment. See Form 990, Part X, line 10.
Description of property (&) Cost or other basis {b} Cost or other basis {€) Accumulated {d) Book value
{invesiment} {other) depreciation
Taland 2,728,106 e 2,728,106
b Buidings 47,200,868/ 26,166,061 21,034,807
¢ Leasehold improvements 4,549,746 2,213,675 2,336,071
d Equipment 20,615,307 16,704,769 3,810,538
e Other . . ... .. 3,464,504 2,173,148 1,291,356
Total. Add lines 1a through 1e. (Column (d) must equal Form 890, Part X, columin {(B), line 10(c}.) . .. > 31,300,878

DAA

Schedule D {Form 990} 2012
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01-0078060 Page 3

Schedule D (Form 890) 2012 HENRTETTA D. GOODALL HOSPITAL, INC.
Investments—Other Securities. See Form 290, Part X, line 12.

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

{b} Bock value

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

(1) Financial derivatives

9,615,331

Market

6,000,797

Market

1,825,679

Market

>

17,441,807

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

{a) Description of investment type

{b} Book value

{c) Mathod of valuation:
Cost or end-of-year market valug

(1)
2)
3)
4)
(5
(6)
7
)]
E)]
(10
Total. (Column (b) must equal Form 990, Part X, col. (B) ling 13.) »
Other Assets. See Form 990, Part X, line 15.
{a) Description {b) Book value
{1 INVESTMENTS IN SUBS & JOINT VENTURES 1,882,581
(23 457BR PLAN ASSETS 870,083
3 CASH SURR. VALUE OF LIFE INS 851,677
{4) DUE FROM AFFILIATES 399,606
(5) TRUSTEE HELD FUNDS (BOND FUNDS) 235,435
{6) DEFEREED FINANCING COSTS 136,091
(7} CAPITAL RESERVE CASH _ 104,779
(8} . WORKERS COMP CAPITAL CONTRIBUTION : 39,633
(9) INTANGIBLE ASSET -~ ORTHO MED RECORDS 17,892
(10) All Other 11,494
Total. (Column (b) must equal Form 990, Partt X, col. (B)line 15 . . o000 > 4,549,271

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

1 {a) Description of liability

(b) Book value

(1} Federal income taxes

(2 EST. SETTLEMENTS DUE TO 3RD PARTY

4,937,981

(3) 457B PLAN LIABILITIES

870,083]

{4y INSURANCE CAPTIVE LIABILITY

ii, 494}

5)

{6)

)

{8)

51

{0

an

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

5,819,558

2. FIN 48 (ASC 740) Footnote. In Part Xil|, provide the text of the footnote to the organization's financial statements that reports the organization's
liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been providedin Part XIH ... .. .. ... ... .. X

DA

Schedule D (Form 890) 2012
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(Form 990) 2012 HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 4
i1 Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
Total revenue, gains, and other support per audited financiat statements 1

Amounts included on line 1 but not on Form 990, Part VI, line 12:
Net unrealized gains on investments

-

[\*]

Recoveries of prior year grants
Cther (Describe in PartXIN)
Add lines 2a through 2d

DT a0 T o

4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:
a Investment expenses nat included on Form 890, Part VI, line 7b
b Other (Describe in Part XII1.)

¢ Add lines 4a and 4b 4ic

venue. Add lines 3 and 4c. (This must equal Form 990, Part Bline 12y oo 5
Xl Reconciliation of Expenses per Audited Financia! Statements With Expenses per Return
Total expenses and losses per audited financial statements 1

N o=

a
b Prior year adjustments
¢ Other losses
d
e

4 Amounts included on Form 990, Part IX, line 25, but not on line 1:
a investment expenses ot included on Form 990, Part VIII, line 7k
b Other (Describe in Part XII1.)
¢ Add lines 4a and 4b

5 Total

penses. Add lines 3 and 4c. (This must equal Form 990, Part |, line 18.)
. Supplemental Information

Complete this part to provide the descriptions required for Part Il tines 3, 5, and 9; Part IIf, lines 1a and 4; Part IV, lines 1b and 2b;
Pant V, line 4; Part X, line 2; Part X, lines 2d and 4b; and Part XI|, fines 2d and 4b. Also complete this part to provide any additional
information.

Part X - FIN 48 Footnote

FROM 2009 THROUGH THE CURRENT YEAR ARE OPEN FOR EXAMINATION BY FEDERAIL. AND

AT R A R S . e

Schedule D (Form 990) 2012
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Schedule D (Form 990y 2012 HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 5
Supplemental Information (continued)

Schedule D {(Form 980) 2012

DAA
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SCHEDULE H Hospitals OMB No. 1545-0047
(Form 990) P Complete if the organization answered “Yes” to Form 990, Part IV, question 20. 201 2
B Attach to Form 980, B See separate instructions.
Department of the Treasury
Internal Revenue Service 15
Narne of the organization Employer identification nember
HENRIETTA D. GOODALL HOSPITAL , INC. 01-0078060

Financial Assistance and Certain Other Community Benefits at Cost

Yes [ No

ta Did the organization have a financial assistance policy during the tax year? If “No,” skip to question 6a
b |f*¥es wasitawitten policy?
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
D Applied uniformly to all hospital facilities D Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization’s patients during the tax year. ‘ -
a Did the organization use Federal Poverty Guidefines (FPG) as a factor in determining eligibility for providing
free care? If “Yes," indicate which of the following was the FPG family income limit for eligibility for free care:
[ ] 100% L | 150% X| 200% | Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for efigibility for discounted care: ...
7 200% [X| 250% || 300% | | 3s0% | a00% || other %
¢ [fthe organization used factors other than FPG in determining eligibility, describe in Part Vi the income based
criteria for determining eligibility for free or discounted care. Include in the description whether the
organization used an asset test or other threshold, regardiess of income, as a factor in determining eligibility
for free or discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the

tax year provide for free or discounted care to the "medicaily indigent™? e 4 X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? fa | X
b If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? 5b | X

6a Did the organization prepare a community benefit report during the tax year?

these worksheets with the Schedule H.
7__Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and {a) Number of {b) Persons {c) Total community {d) Direct cffsetting {e) Net community {f} Percent
Means-Tested Government activities or served benefit expense revenus benefit expensa of total
programs {optionat) expense
Programs foptional)
a  Financial Assistance at cost
{from Worksheet 1) 323,849 323,949 1.21
b Medicaid (from Workshest 3,
columna) - 4,701,479 3,142,238 1,559,241 5.81

G Costs of other means-fested
govemment programs {from
Worksheet 3, column b}

d  Total Financial Assistance and
Means-Tested Government
Programs .. ... .. ... .. ......

Other Benefits

e  Community health improvement
services ahd community benefit

operations (from Worksheet 4) 19,763 19,763 0.07

f  Health professions education

5,025,428 3,142,238 1,883,190 7.02

{from Workshest 5)

g  Subsidized health services (from
Workshest 6)

h  Ressarch (fom Workshest?)
i Cashand inkind contributions
for community benefit (from

WotsheelB) 21,189 21,189 0.08
j  Total. Other Benefits 40 , 952 40,952 0.15
..... 5,066,380 3,142,238 1,924,142 7.17 |

Eg\' Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2012

K Total, Add lines 7¢ and 7]
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Schedule M (Form 990) 2012 HENRIETTA D. GOODALL HOSPITAL, 01-0078060

Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part Vi how its community building activities promoted the
health of the communities it serves.

{a) Number of

INC.

Page 2

{b} Persons (€) Total community {d} Direct offsetting (e) Net community {f) Percent of

activities or served building expense revenue bullding expense total expense
pregrams {opticnal)
{optional}

Physical improvements and housing

Economic development

Community suppart

Environmental improvements

[ R E - [TUR | SR

Leadarship development and training

for community members

-]

Coalition building

7 Community health improvement

advecacy

8 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 Financial Management Association Statement No. 157
2 Enter the amount of the organization’s bad debt expense. Explain in Part Vi the
methodology used by the organization fo estimate this amount 2
3 Enter the estimated amount of the organization’s bad debt expense attributable to
patents 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

1,097,511

4 Provide in Part VI the text of the footnofe to the organization’s financial statements that describes bad debt
expense of 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 7,380,460
& Enter Medicare aliowable costs of care refating to payments on lines 6 8,870,705
7 Subtract line & from line 5. This is the surplus (or shortfal) e, 7 | -1,490,245
& Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community

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

on line 6. Check the box that describes the method used:

D Cost accounting system @ Cost to charge ratio D Cther
Section C. Collection Practices

9a Did the organization have a written debt collection policy during the tax year? N ga | X

on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI ob | X
: Management Companies and Joint Ventures [owned $0% or more by officers, directors, trustees, key employses, and physicians—see instructions)

(a) Name of entity {b} Description of primary {¢) Crganization's  |(d) Officers, directors,| () Physiclans’
activity of entity profit % or stock frustees, or key profit % or stock
ownership % employees’ profit% |  ownership %
or stock ownership %

1
2
3
4
5
6
7
8
9
10
i1
12
13

£

Schedule H

{Form 990) 2012
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Schedule H (Form 990) 2012 HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 3
Facility Information
Section A. Hospital Facilities o B R i T e o
s I8 (2|2 |88 (& (2
{list in order of size, from largest to smallest—see instructions) g § :’3) g § 5 =
How many hospital facilities did the organization eperate :i._,. 8 %" ?i % Z
during the taxyear? 1 g B -]
g = Facilty
B reporting
Name, address, and primary website address Other (describe) group
1 HENRIETTA D. GOODALL HOSPITAL
25 JUNE STREET
SANFORD ME 04073
WWW . GOODALLHOSPITAL. ORG X|X X

DAA Schedule H {(Form 998) 2012
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Schedule H (Form 890) 2012 HENRIETTA D. GCODALIL HOSPITAL , INC. 01-0078060 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 VV, Section A)

Name of hospital facility or facility reporting group HENRIETTA D. GOODALL HOSPITAL

For single facility filers only: line number of hospital facility (from Schedule H, Part V, Section A) 1

Yes | No

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

1 During the tax year or either of the two immediately preceding tax years, did the hospitat facility conduct a
community health needs assessment (CHNA)? K *No," skiptoline 9 ...~
If "Yes," indicate what the CHNA report describes (check all that apply):
a g] A definition of the community served by the hospital facility
b ] 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
d E How data was obtained
e E The health needs of the community
f :f Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minoarity groups
g The process for identifying and prioritizing community health needs and services to meat the
community health needs
q] @ 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 Part V1)
2 Indicate the tax year the hospital facility last conducted a CHNA: ZO_E
3 In conducting its most recent CHNA, did the hospital facility take into account input from representatives of
the community served by the hospital faciiity, including those with special knowledge of or expertise in public
health? If "Yes," describe in Part VI how the hospital facility took into account input from persons who
represent the community, and identify the persons the hospital facility consulted

~

—

If *Yes,” indicate how the CHNA report was made widely available {check all that apply):
a Hospital facility's website
b [}_{] Available upon request from the hospital facility
c | | Other (describe in Part VI)
6 If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how {check
all that apply to date}: :
a @ Adoption of an implementation strategy that addresses each of the community health needs identified
through the CHNA
Execution of the implementation strategy
z Participation in the development of a community-wide plan
z Participation in the execution of a community-wide plan
N Inclusion of a community benefit section in operational plans
Adoption of a budget for provision of services that address the needs identified in the CHNA
Prioritization of health needs in its community
_2_{_ Prioritization of services that the hospital facility will undertake to meet health needs in its community
| | Other (describe in Part V1)
7 Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No,"
explain in Part VI which needs it has not addressed and the reasons why it has not addressed suchneeds . .. .. 7
8a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(r)(3)7?

= (= BT I < N I -

4720 for all of its hospital facilities? $

Schedule H {Form 930) 2012
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Schedule H (Form $90) 2012 HENRIETTA D. GOODALL HOSPITAL , INC. 01-0078060 Page B
Facility Information (continued)
Financial Assistance Policy Yes | No

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

BT e

10 Used federal poverty guidelines (FPG) to determine eligibifity for prowdlng free care?
If “Yes,” indicate the FPG family income limit for eligibility for free care: 200 %
If "Ne,” explain in Part VI the criteria the hospital facility used.

11 Used FPG to determine eligibility for providing discounted care?
If “Yes," indicate the FPG family income limit for eligibility for discounted care: 250 9
It "No," explain in Part VI the criteria the hospital facility used.

12 Explained the basis for calculating amounts charged to patients? ... e
If *Yes,” indicate the factors used in determining such amounts {check all that apply}:

a z income level

b ; Asset level

¢ | | Medical indigency

d 3__ Insurance status

e : Uninsured discourt

f : Medicaid/Medicare

g | | State regulation

h [X| Other (describe in Part Vi)
13 Explained the method for applying for financial assistance? ... ...
14 Included measures to publicize the policy within the community served by the hospltal facility? ... ... ...

If "Yes,” indicate how the hospital facility publicized the poficy (check all that apply):

a E The policy was posted on the hospital facility's website

b z The policy was attached to billing invoices

c X The pelicy was posted in the hospital facility's emergency rooms or waiting rooms

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

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

f g The policy was avaitable on request

g | | Other (describe in Part Vi)

Billing and Collections

15 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment?
16 Check all of the following actions against an individual that were permitted under the hospital facility’s
policies during the tax year before making reasonable efforts to determine the patient's eligibility under the
facility's FAP:
a D Reporting to credit agency
b D L.awsuits
c D Liens on residences
d D Body attachments
e D Other simifar actions {describe in Part VI)
17 Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforis to determine the patient's eligibility under the facility's FAP? . .
If "Yes,” check all actions in which the hospital facility or a third party engaged:
a D Reporting to credit agency
b Lawsuits
c D Liens on residences
d D Body attachments
e | | Other similar actions (describe in Part Vi)

Schedule H (Form 580) 2012
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Schedule H (Form 990) 2012 HENRIETTA D. GOCDALL HOSPITAL, INC. 01-0078060 page B
Facility Information (continued)

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

a Notified individuals of the financial assistance policy on admission

b @ Netified individuals of the financial assistance policy prior to discharge

c @ Notified individuals of the financia! assistance policy in communications with the patients regarding the patients’ bills

d Docummented its determination of whether patients were efigible for financial assistance under the hospital facility's

financial assistance policy

e Jj Other (describe in Part V1)
Policy Relating to Emergency Medical Care

Yes | No

19 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardiess of their eligibility under the hospital facility's financial assistance poticy?
If “No,” indicate why:

a D The hospitat facility did not provide care for any emergency medical conditions

b [:] The hospital facility's policy was not in writing

c D The hespital facility limited who was eligible to receive care for emergency medical conditions (describe
in Part Vi)

d [ | Other (describe in Part VI)

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

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

a D The hospital facility used its lowest negotiated commerciat insurance rate when calculating the
maximurn 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 D The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged

d [X| other (describe in Part Vi)

21 During the tax year, did the hospital facility charge any of its FAP-eligible individuals, to whom the hospital
facility provided emergency or other medically necessary services, more than the amounts generally billed to
individuals whe had insurance covering such care?
If “Yes,” explain in Part Vi.

22 During the tax year, did the hospital facility charge any FAP-eligible individuals an amount equal to the gross
charge for any service provided to that individual? ... 22 X
If “Yes,” explain in Part VI.

Schedule H {Form 980) 2012
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Schedule H (Form 990) 2012

HENRIETTA D. GOODALL HOSPITAL, INC.

01-0078060

Page 7

Section C. Other Health Care F

Facility Information (continued)

Facility

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

How many non-hospital health care facilifies did the organization operate during the tax year? o

acilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital

Name and address

Type of Facility (describe)

1 NEWRTON CENTER (ELDER CARE)

35 JULY STREET

SANFORD ME (04073 NURSING HOME
2 GOODALL HEALTH PARTNERS

25 JUNE STREET

SANFORD ME 04073 PHYSICIAN PRACTICES
3 WELLNESS CENTER

13 JULY STREET

SANFORD ME 04073 CLINIC
4 GOODALL HEALTH PARTMNERS

10 GOODALL DRIVE

EAST WATERBORO ME 04070 PHYSICIAN PRACTICES
5 GOCDALL HEALTH PARTNERS

272 COTTAGE STREET

SANFORD ME 04073 PHYSICIAN PRACTICES
6 THE MEDICAL GROUP

2 LIVEWELL DRIVE

EENNEBUNK ME 04043 PHYSICIAN PRACTICES
7 COMMUNITY SERVICES

15 DAIGLE STREET

SANFORD ME 04073 COMMUNITY PROGRAMS
8 OCCUPATIONAL HEALTH SERVICES

2 LIVEWELL DRIVE

RENNEBUNK ME 04043 CLINIC
9 GOODALL HEALTH CLINICS

2 LIVEWELL DRIVE

KENNEBUNK ME 04043 CLINIC

DAA

Schedule H {Forin 980) 2012
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HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8

Suppiemental Information

Complete this part to provide the following information,

1

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

V, Section A; and Part V, Section B, lines 15, 3,4, B¢, 81, 7, 10, 11, 12h, 14g, 166, 17e, 18¢, 19¢, 19d, 20d, 21, and 22.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

Community information, Describe the community the organizatior: 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 exermpt purpese by promoting the health of the community {e.g., open medical staff, community
beard, 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 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.

Facility reporting group{s). if applicable, for each hospitai facility in a facility reporting group provide the descriptions required

for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 18e, 17e, 18e, 18¢, 19d, 204, 21, and 22.

Paxt I, Line 7, Column (f) ~ Exclusions from Percent of Total Expense

STATE OF MAINE PROVIDER TAXES OF $646,282 WAS REMOVED FROM TOTAL EXPENSES

WHEN CALCULATING THE PERCENT OF TOTAL EXPENSES IN COLUMN (F) .

Part T, Line 7 - Costing Methodology Explanation

THE COSTING METHODOLOGY FOR THE AMOUNTS REPORTED IN PART I, LINE 7 OF THE

SCHEDULE H IS BASED ON A RATIO OF PATIENT CARE COST TO CHARGES. THIS COST

TO CHARGE RATIO WAS DERIVED FROM WORKSHEET 2, RATIO OF PATIENT CARE COST-TO

CHARGES PROVIDED IN THE INSTRUCTIONS FOR SCHEDULE H.

Part TIT, Line 4 - Bad Debt Expense Explanation

GOODALL HOSPITAL DOES NOT HAVE A SPECIFIC FOOTNOTE IN THE FINANCIAL

STATEMENTS THAT DESCRIBES "BAD DEBT EXPENSE". GOODALL HOSPITAL REPORTS

ACCOUNTS RECEIVABLE FOR SERVICES RENDERED NET OF ALLOWANCES FOR CONTRACTUAL

ADJUSTMENTS, THIRD PARTY REIMBURSING AGENCIES, FREE CARE AND BAD DEBTS. A

BAD DEBT ALLOWANCE IS ESTABLISHED FOR ACCOUNTS THE HOSPITAL BELIEVES WILL

BECOME UNCOLLECTIBLE. THE ALLOWANCE IS ESTABLISHED BY EXAMTINING

HISTORICAL DATA, AGING TRENDS OF ACCOUNTS RECEIVARLE BATLANCES AND ECONOMIC

TRENDS. THE OFFSET TO THE ALLOWANCE ACCOUNT IS TO BAD DEBT EXPENSE ON THE

DAA Schedule H (Form 990} 2012
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Sehedule H (Form 930) 2012 HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8

Supplemental Information

Compilete this part to provide the following information,

1

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

V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financiat 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, comrmunity
board, use of surplus funds, etc.).

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

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

organization, files a community benefit report.

Facility reporting group{s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required

for Part V, Section B, lings 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22,

STATEMENT OF OPERATIONS.

RECOVERIES ON ACCOUNTS PREVIOUSLY WRITTEN OFF ARE ACCOUNTED FOR ON A CASH

BASIS AND ARE APPLIED DIRECTLY TO THE PROVISION FOR BAD DEBTS ON THE

STATEMENT OF OPERATIONS. ACCOUNTS WRITTEN OFF OR RECOVERED FROM BAD DEBTS

DURING THE YEAR ARE CHARGED AGAINST THE ALLOWANCE ACCOUNT ON THE BALANCE

SHEET.

BAD DEBT EXPENSE REPRESENTS HEALTHCARE SERVICES GOODALL HOSPITAI HAS

PROVIDED WITHOUT COMPENSATION. AS A TAX EXEMPT HOSPITAL, GOODALIL HOSPITAL

PROVIDES NECESSARY PATIENT CARE REGARDLESS OF THE PATIENT'S ABILITY TO PAY

FOR THE SERVICES. A PORTION OF GOODALL HOSPITAL'S BAD DEBT EXPENSE IS

ATTRIBUTABLE TO PATIENTS ELIGIBLE FOR FINANCIAIL ASSISTANCE THAT, FOR A

VARIETY OF REASONS, DO NOT COMPLETE THE FINANCIAL ASSISTANCE APPLICATION

PROCESS. GOODALL HOSPITAL CANNOT DETERMINE THE AMOUNT OF BAD DEBT EXPENSE

THAT COULD BE REASONABLY ATTRIBUTABLE TO PATIENTS WHO LIKELY WOULD QUALIFY

FOR FINANCIAL ASSISTANCE UNDER THE HOSPITAL'S FREE CARE POLICY. IN

ADDITION, BAD DEBT EXPENSE ALSO INCLUDES AMOUNTS FOR SERVICES PROVIDED TO

INDIVIDUALS EXPERIENCING DIFFICULT PERSONAL OR ECONOMIC CIRCUMSTANCES

DAA Schedule H {Form 980) 2012
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Schedule H (Form 990) 2012 HENRTETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8

Supplemental Information

Complete this part to provide the following information.

1

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

V, Section A; and Part V, Section B, lines 1], 3, 4, 5¢, 6i, 7, 10, t1, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

Community information. Describe the community the crganization 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.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
arganization 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 arganization, or a related

organization, files a community benefit report.

Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required

for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, i7e, 18e, 19¢, 19d, 20d, 21, and 22.

RELATED TO A PORTION OF OUR COMMUNITY BASED PATIENT POPULATION. THEIR

MEDICAL BILLS OFTEN PLACE THESE INDIVIDUALS IN UNTENABLE POSITIONS WHERE

THEY ARE NOT ABLE TCO HANDLE THEIR PERSONAL DEBT AND THEN THEIR NEW MEDTCAL

DEBT. HOWEVER, BECAUSE OF THEIR INCOME LEVELS, THEY DO NOT QUALTIFY FOR FREE

CARE. BY PROVIDING NECESSARY HEALTHCARE SERVICES TO THOSE INDIVIDUALS WHO

FAIL TO APPLY FOR FINANCIAL ASSISTANCE OR WHO ARE EXPERTENCING PERSONAL OR

ECONOMIC CIRCUMSTANCES, GOODALL HOSPITAL BELIEVES THAT BAD DEBT EXPENSE

SHOULD BE INCLUDED AS A COMMUNITY BENEFIT.

Part III, Line 8 - Medicare Explanation

MEDICARE ALLOWABLE COSTS WERE CALCULATED USING A COST TO CHARGE RATIO,

GOODALL HOSPITAL BELIEVES THAT THE MEDICARE SHORTFALL SHOULD BE INCLUDED AS

A COMMUNITY BENEFIT BECAUSE GOODALIL HOSPITAL HAS A CLEAR MISSION

COMMITTMENT TO SERVING ELDERLY PATIENTS AND ADULTS WITH DISABILITIES

THROUGH THE PROVISION OF SPECIFIC SUBSIDIZED PROGRAMS DEVELOPED TO HELP

IMPROVE THE HEALTH STATUS OF THESE PATIENTS. IF THESE CRITICAL SUBSIDIZED

PROGRAMS WERE NOT PROVIDED BY H D GOODALL HOSPITAL, THEY WOULD BECOME THE

OBLIGATION OF THE FEDERAL GOVERNMENT,

DAA Schedule H {Form 990) 2012
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HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8

Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part I, lines 3¢, 8a, and 7; Part Il; Part lII, lines 4, 8, and 9%; Part

V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19¢c, 19d, 20d, 21, and 22.

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

Patient education of eligibility for assistance. Describe how the erganization 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 canstituents it serves.

Promotion of community health. Provide any other infermation 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 (&.g9., open medical staff, community
board, use of surplus funds, etc.).

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

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

organization, files a community benefit report.

Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required

for Part V, Section B, lines 1], 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 204, 21, and 22.

Part ITI, Line 9b - Collection Practices Explanation

PATTENTS WHO QUALIFY FOR CHARITY CARE OR FINANCIAL

ASSISTANCE HAVE THEIR ACCOUNT ADJUSTED ACCORDINGLY ONCE

FINANCIAL ASSISTANCE IS APPROVED. FOR PATIENTS 'THAT DO

NOT QUALIFY FOR 100% FINANCIAL ASSISTANCE, THE APPROPRIATE

PERCENTAGE IS APPLIED AND THE REMAINING BALANCE IS BILLED

TO THE APPROPRIATE PARTY. MONTHLY PAYMENT ARRANGEMENTS

CAN BE ESTABLISHED BY THE RESPONSIBLE PARTY BY CONTACTING

THE PATIENT BILLING DEPARTMENT .

HENRIETTA D. GOODALL HOSPITAL, Line Number 1 - Part V, Line 15

ALSO INCLUDED IN THE CHNA WAS A PRIORITIZED LIST OF HEALTH NEEDS

IDENTIFIED, AS WELL AS THE IMPLEMENTATION PLANS RELATED TO THOSE NEEDS.

HENRTETTA D. GOODALL HOSPITAL, Line Number 1 - Part V, Line 3

COMMUNITY INPUT WAS TAKEN INTC ACCOUNT WHEN CONDUCTING THE CHNA, INCLUDING

THOSE WITH SPECIAL KNOWLEDGE OF, OR EXPERTISE, IN PUBLIC HEALTH. THIS

INCLUDED INDIVIDUALS FROM THE FOLLOWING ORGANIZATIONS: YORK DISTRICT PUBLIC

HEALTH COUNCIL, "CHOOSE TQO BE HEALTH" DIRECTOR, PARTNERS FOR HEALTIER

DAA Schedule H {Form 980) 2012




HBGH 681472014 7:45 AM

Schedule H (Form $90) 2012 HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8

Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part I, lines 3¢, 6a, and 7; Part II; Part Hl, lines 4, 8, and 8b; Part

V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14q, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

Community information. Describe the comrnunity 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 heaith care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

organization, files a community benefit report.

Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required

for Part V, Section B, lines tj, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

COMMUNITIES, COASTAL COMMUNITIES COALITION, HOMEHEALTH VISITING NURSES OR

SOUTHERN MAINE, SQUTHERN MAINE HEALTH CARE, AND UNITED WAY OF YORK COUNTY.

HENRIETTA D. GOODALL HOSPITAL, Line Number 1 - Part V, Line 4

THE CHNA WAS CONDUCTED THROUGH A PARTNERSHIP BETWEEN MAINEHEALTH, EASTERN

MATNE HEALTHCARE SYSTEMS, AND MAINE GENERAL HEALTH.

HENRTETTA D. GOODALL HOSPITAL, Line Number 1 - Part V, Line 7

THE FOLLOWING COMMUNTIY HEATLH NEEDS WERE NOT ADDRESSED: DEVELOPMENTAL

DELAY/DISABILITY, MENTAL HEALTH, AND YOUTH ISSUES. THESE PRIORITIES WERE

NOT ADDRESSED DUE TO THE LACK OF CONCENSUS FROM COMMUNITY PARTNERS

REGARDING THE IMPORTANCE OF THE ISSUE AND/OR LACK OF RESOURCES TO ADDRESS

THE ISSUE.

HENRIETTA D. GOODALL HOSPITAL, Line Number 1 - Part V, Line 12h

UPON RECEIPT OF AN APPLICATION, SOUTHERN MAINE HEALTH CARE SHALL DETERMINE

IF AN INDIVIDUAL SEEKING FREE CARE QUALIFIES FOR SUCH CARE AND IF SERVICES

WERE MEDICALLY NECESSARY.

DAA Schedule H (Form 590) 2012
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HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8

Supplemental Information

Complete this part to provide the following information,

1

Required descriptions, Provide the descriptions required for Past |, lines 3¢, 6a, and 7; Part II; Part 11, lines 4, 8, and 9b; Part

V, Section A; and Part V, Section B, fines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their sligibility 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 (2.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. I applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required

for Part V, Section B, lines 1, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢c, 19d, 204, 21, and 22.

HENRIETTA D. GOODALL HOSPITAL, Line Number 1 - Part V, Line 204

GOODALL HOSPITAL USES ITS CHARGES FROM ITS CHARGE DESCRIPTION MASTER TO

DETERMINE THE FULL CHARGE., THEN, GOODALL HOSPITAL USES FEDERAIL POVERTY

GUIDELINES (FPG) FOR PROVIDING DISCOUNTED CARE TO LOW INCOME INDIVIDUALS.

THE FAMILY INCOME LIMIT FOR ELIGIBILITY FOR DISCOUNTED CARE IS 201% - 250%,

Needs Assessment

THE ONEMAINE HEALTH COLLABORATIVE (ONEMAINE), A PARTNERSHIP BETWEEN

MATINEHEALTH, EASTERN MATNE HEALTH SYSTEM AND MAINE GENERAI HEALTH, WS FIRST

CREATED IN 2007 AS A WAY TO SHARE INFORMATION AND IDENTIFY THE HEATLH OF

THE COMMUNITIES SERVED BY THE THREE SYSTEMS. IN JANUARY 2010, ONEMAINE

CONTRACTED WITH THE UNIVERSITY OF NEW ENGLAND'S CENTER FOR COMMUNITY AND

PUBLIC HEALTH (CCPH) TO CONDUCT A STATEWIDE COMMUNITY HEALTH NEEDS

ASSESSMENT (CHNA) THAT WAS PUBLISHED IN 2011. THE ASSESSMENT, CONDUCTED

IN COLLABORATION ITH THE UNIVERSITY OF SOUTHERN MAINE'S MUSKIE SCHOOL

FOR PUBLIC HEALTH AND MARKETING DECISIONS, INC., WAS DESIGNED TO

IDENTIFY THE MOST IMPORTANT HEALTH ISSUES IN THE STATE, BOTH OVERALL AND

BY COUNTYM USING SCIENTIFICALLY VALID HEALTH INDICATORS AND COMPARAITVE

INFORMATION. THE ASSESSMENT ALSO INDENTIFIED PRIORITY HEALTH ISSUES WHERE

DAA Schedule H (Form 990} 2012
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m 990) 2012 HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8

Supplemental Information

Compilete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part 1, lines 3¢, 6a, and 7; Part II; Part lil, tines 4, 8, and 9b; Part

V, Saction A; and Part V, Section B, lines 1j, 3, 4, 5¢, 8i, 7, 10, 11, 12h, 14g, 16e, 17¢e, 18e, 19¢, 19d, 204, 21, and 22.

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

Patient education of eligibility for assistance. Describe how the arganization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local govemnment 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 {&.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 systemn, 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, fiies a community benefit repor,

Facility reporting group({s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required

for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7. 10, 11, 12h, 14g, 15e, 17e, 18e, 19¢, 194, 20d, 21, and 22.

BETTER INTEGRATION OF PUBLIC HEALTH AND HEALTHCARFE. CAN IMPROVE ACCESS,

QUALITY, AND COST EFFECTIVENESS OF SERVICES TO THE RESIDENTS OF MAINE.

THIS PROJECT REPRESENTED ONEMAINE'S EFFORTS TO SHARE INFORMATION THAT CAN

LEAD TO IMPROVED HEALTH STATUS AND QUALITY OF CARE AVAILABLE TO MATINE

RESIDENTS, WHILE BUILDING UPON AND STRENGTHENING MAINE'S EXISTING

INFRASTRUCTURE OF SERVICES AND PROVIDERS.

Patient Education of Eligibility for Assistance

GOODALL HOSPITAL EMPLOYS A FINANCIAL COUNSELOR WHO ASSISTS AND EDUCATES

PATIENTS AND THEIR FAMILIES ON FINANCIAIL MATTERS CONCERNING THE HOSPITAIL

CHARTITY CARE POLICY AND ELIGIBILITY FOR STATE AND FEDERAL PROGRAMS. THIS

ASSISTANCE CAN BE AS SPECIFIC AS ASSISTING THE PATIENT AND/OR FAMILIES IN

COMPLETING THE VARIOUS FORMS REQUIRED BY MEDICATID AND MEDICARE.

POSTING OF THE FINANCIAL ASSISTANCE CONTACT INFORMATION IS PRESENT IN

ADMISSTION AREAS, EMERGENCY ROOMS, AND OTHER AREAS OF THE ORGANIZATIONS

FACILITIES WHERE ELIGIBLE PATIENTS ARE LIKELY TO BE PRESENT. PATIENT BILLS

INCLUDE A SUMMARY OF THE POLICY ALONG WITH FINANCIAL ASSITANCE CONTACT

INFORMATION.

DAA Schedule H {(Form 930) 2012
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m 830} 2012 HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8

Supplemental Information

Complete this part to provide the following information.

1

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

V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

wha 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 gecgraphic area and
demographic constituents it serves. '

Promotion of community health. Provide any other informatien important to describing how the organization's hospital facilities or
other heaith care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, cammunity
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 heaith of the communities served.

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

organizatien, files a community benefit report.

Facility reporting group({s}. If applicable, for each hospital facifity in a facitity reporting group provide the descriptions reguired

for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

GOODALL HOSPITAL WORKS WITH GOODALLS'S SELF PAY PATIENTS ADVANCED PATIENT

ADVOCACY PROGRAM THAT SCREEN FOR ALL INPATIENT AND OUTPATIENTS THAT MEET

THE APPROPRIATE CRITERIA. THIS PROGRAM EFFECTIVELY EDUCATES PATIENTS ABOUT

THEIR COVERAGE OPTIONS, NAVIGATE COMPLEX PROGRAM CRITERIA AND ENROLL MORE

UNINSURED IN PROGRAM(S) THAT BEST MATCH THEIR NEEDS.

THE HOSPITAL'S SENIOR ADVOCATE PROGRAM PROVIDES FREE ADVICES AND SERVICES

TO THE ELDERLY MEMBERS OF THE COMMUNITY. THIS PROGRAM IS DESIGNED TO BE A

CENTRAL POINT OF ACCESS FOR SENIOR CITIZENS TO OBTAIN INFORMATION,

RESOQURCES AND ADVOCACY. PROGRAM RESOURCES INCLUDE, BUT ARE NOT LIMITED TO,

MEDICARE, RETIREMENT PLANNING, HOUSING, FINANCIAL ASSISTANCE, INSURANCE

COUNSELING, FRAUD PROTECTION, AS WELL AS COMPREHENSIVE ELIGIBLITY SCREENING

FROM A HOST OF GOVERNMENT/ STATE ASSISTANCE PROGRAMS AND OTHER LOCAL

FUNDING SQURCES,

GOODALL'S PRESCRIPTION ASSISTANCE PROGRAM IS DESIGNED TO ASSIST THOSE WHOQ

DO NOT QUALIFY FOR OTHER TRADITIONAL ASSISTANCE PROGRAMS SUCH AS MEDICARE

PART D OR MAINECARE, BUT WHOSE FINANCIAL SITUATION QUALIFIES THEM TO

DAA Schedule H {Form 990) 2012
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m 990) 2012 HENRTETTA D. GOODALL HOSPITAL, INC. (01-0078060 Page 8

Supplemental Information

Compilete this part to provide the following information.

1

Requheddescﬁpﬁons.ProWdethedescﬁpﬁonsrequhedforPani,ﬁnesSc,Ga,and?;PanH;Paﬁl&lhes4,8,and9b;Pan

V, Section A; and Part V, Section B, lines 15, 3, 4, 5c, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 2%, and 22.

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

Patient education of efigibility 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 par of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the healfh of the communities served.

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

organization, files a community benefit report. )

Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required

for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17¢, 18e, 19¢, 18d, 20d, 21, and 22.

RECEIVE SUPPORT. THE COORDINATOR SERVES AS A LIASON BETWEEN THE HEALTHCARE

PROVIDER, PHARMACEUTICAL COMPANIES AND THE PATTENT. THE GOALS OF THIS

PROGRAM ARE TO ASSIST INDIVIDUALS WITHOUT PRESCRIPTION DRUG COVERAGE IN

NAVIGATING THE SYSTEM, OBTAINING THEIR PRESCRIBED MEDICATIONS AND

DEVELOPING LONG-TERM SOLUTIONS TOWARDS ACQUIRING MEDICATIONS IN THE FUTURE.

Community Information

GOODALL HOSPITAL SERVICES THE POPULATION OF WESTERN YORK COUNTY, MAINE.

SANFORD IS THE TOWN WITH THE LARGEST POPULATION IN THE HOSPITAL'S SERVICE

AREA, WITH A POPULATION OF APPROXIMATELY 21,000 WITH AN ELDERLY POPULATION

RATE OF 15% AND FAMILIES REPRESENTING 64% OF THIS POPULATION, WITH 93%

BEING CAUCASIAN.

THE HOSPITAL'S MEDICAID VOLUME IS 24% AND IS AMONGST THE HIGHEST IN THE

STATE AND REFLECTS THE HIGH PERCENTAGE OF FAMTILIES WITH INCOME LESS THAN

100% OF THE FEDERAL POVERTY LEVEL. SANFORD'S POVERTY RATE IS 17% WHILE THE

STATE OF MAINE IS AT 12%. 72% OF SANFORD'S ELEMENTARY SCHOOL CHILDREN ARE

ELIGIBLE TO RECEIVE FREE OR SUBSIDIZED MEALS.

DAA Schedule H (Form 990} 2012
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m 990) 2012 HENRTETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8

Supplemental Information

Complete this part to provide the following information,

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part 111, lines 4, 8, and 9b; Part

V, Section A; and Part V, Section B, lines 1], 3, 4, 5c, 6i, 7, 10, 11, 12k, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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

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

organization, files a community benefit report.

Facility reporting group(s). If appiicable, for each hospital facility in a facility reporting group provide the descriptions required

for Part V, Section B, lines 1j, 3, 4, 5¢, 81, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 1%d, 20d, 21, and 22,

SANFORD 'S UNEMPLOYMENT RATE OF 10% EXCEEDS THE STATE'S OVERALIL UNEMPLOYMEN'T

RATE OF 8%. SANFORD HAS BEEN DESIGNATED AS A MEDICALLY UNDERSERVED AREA.

Health of Community in Relation to Exempt Purpose

A MAJORITY OF THE ORGANIZATION'S GOVERNING BODY IS COMPRISED OF PERSONS WHO

RESIDE IN THE ORGANIZATION'S PRIMARY SERVICE AREA WHO ARE NEITHER EMPLOYEES

NOR CONTRACTORS OF THE ORGANIZATION, NOR FAMILY MEMBERS THEREQF'.

OUR DIRECTORS/MANAGERS/COORDINATORS AND EMPLOYEES OF GOODALL HOSPITAL ARE

ENCOURAGED TQ PARTICIPATE IN THE COMMUNITY'S ACTIVIES AND SUPPORT GROUPS

THAT BENEFIT THE COMMUNITY AT LARGE. EXAMPLES OF THESE ACTIVITIES ARE AS

FOLLOWS :

COLLABORATING WITH THE TOWN LIBRARY TO PRESENT EVENTS AROUND HEALTH AND

LITERACY OF THE PERSONS.

SUPPORT, INTRODUCE AND COACH FAMILIES TO PROGRAMS IN WHICH THEY CAN

UNDERSTAND THEIR OWN HEALTH AND SAFETY, WHICH RESULT ON A FOCUS ON REDUCING

PREVENTABLE ILLNESSES AND INJURIES, THUS REDUCING HEATL.THCARE TREATMENT

DAA Schedule H {Form 990) 2012
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HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8

Supplemental Information

Complete this part te provide the following information.

1

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

V, Section A; and Part V, Section B, lines 1), 3, 4, 8¢, 81,7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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

Promaotion of community health. Provide any other information important to describing how the organization’s hospita! 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 surpfus funds, etc.).

Affiliated health care system. If the crganization is part of an affiliated health care system, describe the respective roles of the
organization and its affifiates 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 repart.

Facility reporting group(s). If applicable, for each hospital facility in a facifity reporting group provide the descriptions required

for Part V, Section B, lines 1], 3, 4, 5c, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 18d, 20d, 21, and 22,

COSTS AND IMPROVING LIVES.

LINKING FAMILIES WITH OTHER FAMILIES THAT ARE EXPERIENCING SIMILAR LIFE

CIRCUMSTANCES THROUGH COMMUNITY EVENTS THAT INCLUDE THE PARENT AND CHILD

PARTICIPATION.

LEAD SCREENING AND PREVENTION EDUCATION, TEST KIT MAILERS AND INFORMATION

TO ALERT THE COMMUNITIES OF THE IMPORTANCE OF LEASE TESTING AND TREATMENT

IF APPROPRIATE AT YQUNG AGES.

Affiliated Health Care Information

MAINEHEALTH IS A NOT-FOR-PROFIT FAMILY OF LEADING HIGH-QUALITY PROVIDERS

AND OTHER HEALTHCARE ORGANIZATIONS WORKING TOGETHER SO THEIR COMMUNITIES

ARE THE HEALTHIEST IN AMERICA. RANKED AMONG THE NATION'S TOP 100

INTEGRATED HEALTHCARE DELIVERY NETWORKS, MAINEHEALTH IS GOVERNED BY A BOARD

OF TRUSTEES CONSISTING OF COMMUNITY AND BUSINESS LEADERS FROM ITS SOUTHERN,

CENTRAL AND WESTERN REGIONAL SERVICE AREAS.

THE COLLABORATION OF MAINEHEALTH MEMBERS MAKES IT POSSIBLE TO OFFER A

DAA Schedule H (Form 990) 2012
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H (Form 990 2012 HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page §

Supplemental Information

Complete this part to provide the following information.

1

Required desecriptions. Provide the descriptions required for Part |, lines 3c, 8a, and 7; Part II; Part [N, lines 4, 8, and 9b: Part

V, Section A; and Part V, Section B, lines 1j, 3,4, 5c, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18¢, 19¢, 19d, 20d, 21, and 22.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be bilied 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,

Fromotion of community heafth. 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 respeciive roles of the
organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

Facility reporting group(s}. If applicable, for each hospital facility in a facility reporting group provide the descriptions required

for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, i6e, 17e, 18e, 19¢, 194, 20d, 21, and 22.

EXTENSIVE RANGE OF CLINICAL INTEGRATION AND COMMUNITY HEALTH PROGRAMS , MANY _

AIMED AT IMPROVING ACCESS TO PREVENTATIVE AND PRIMARY CARE SERVICES.

MAINEHEALTH INCLUDES THE FOLLOWING MEMBER ORGANIZATIONS: LINCOLN COUNTY

HEALTHCARE, MAINE MEDICAL CENTER, MAINE MENTAL HEALTH PARTNERS (SPRING

HARBOR HOSPITAL) , PEN BAY HEALTHCARE (PEN BAY MEDICATL CENTER) , SOUTHERN

MAINE HEALTH CARE (SOUTHERN MAINE MEDICAIL CENTER AND GOODALL HOSPITAL) ,

WALDO COUNTY HEALTHCARE (WALDO COUNTY GENERAL HOSPITAL) , WESTERN MAINE

HEALTH CARE (STEPHENS MEMORIAI. HOSPITAL) , HOMEHEALTH VISITING NURSES OF

SOUTHERN MAINE, MAINE PHYSICIAN HOSPITAL ORGANIZATION, NORDX LARS,

SYNERNET, MATNEHEALTH ACCOUNTABLE CARE ORGANIZATION, AND MAINEHEALTH

CARDIOLOGY. AFFILIATES OF MAINEHEALTH INCLUDE: MAINEGENERAL MEDICAL

CENTER, MID COAST HOSPITAL, NEW ENGLAND REHABILITATTON HOSPITAL OF PORTLAND

AND ST. MARY'S REGIONAL HOSPITAL.

List of States Where Community Benefit Report is Filed

Maine

Additicnal Information

CAA Schedule H {(Form 990) 2012



HDGH 08/14/2014 7.45 AM

Schedule H (Form 990) 2012 HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060 Page 8
Supplemental Information
Complete this part to provide the following information.

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

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

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

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

5§  Promotion of community health. Provide any other information important to describing how the organization’s hospital facilties 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 affiiated health care systern, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

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

8  Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

Part V, Section B, Line 5a - Hospital Facility's Website

http://www.mainehealth.org/mh body.cfm?id=7301

DAA Schedule H (Form 290) 2012
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HDGH 08/1412014 7:45 AM

SCHEDULE L Transactions With Interested Persons OMB No. 15450047
(Form 990 or QQD-EZ) B Complete if the organization answered
“Yes” on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 28b, or 28c, 20 1 2
Department of the Treasury or Form 980-EZ, Part V, line 38a or 40b. oo
Internal Revenus Service P Attach to Form 950 or Form 990-EZ. B see separate instructions.
Name of the organization Employer identification number
HENRITETTA D. GOODALL HOSPITAL, INC. 010078060

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

(b} Relationship between disquaiified person and
1 (a) Name of disqualified person {c) Description of transaction

(dj Corrected?

Yes No

organization
(1)

2

{3)

{4)

(3)

(6)

2  Enter the amount of tax incurred by the organization managers or disqualified persons during the year
under section 4958 ) |

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

(2} Name of interested perscn {b) Relationship (e} Purpose of  J{d) Loan td] {e) Originat (£} Balance due  |(g) In defaut?} (h) Approved | (i) Writlen

with organization loan or from the|  principal amount
org.?

by board or | agreement?
committea?

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

{1}

{2)

B

{4)

{5)

{8)

{f

(8)

)

{10)

Grants or Assistance Benefiting interested Persons,
Complete if the organization answered “Yes” on Form 890, Part IV, line 27.

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

(&) Purpose of assistance

)

{2)

(3)

{4)

)

(6)

7

(8)

@

{10}

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule L (Form 990 or 990-EZ) 2012

DAA
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L (Form 990 or 990-E7) 2012

Page 2
Business Transactions Involving Interested Persons.
Complete if the organization answered “Yes” on Form 990, Part IV, line 28a, 28b, or 28c.
{a} Name of interested person {b) Relationship between {¢) Amount of (d} Description of transaction {eLfS:%r?ng
interested persen and the transaction revenues?
organization Yes | No

(1) MARK MICKERIZ
(2)
)

{4

(5)

SANFORD INST FOR SAVY X

{8)

Supplemental Information
Compiste this part to provide additional information for responses to questions on Schedule L (see instructions).

Schedule L, Part V - Additional Information

SCHEDULE 1, PART IV, BUSINESS TRANSACTIONS INVOLVING INTERESTED PERSONS:

(A} NAME OF PERSON: MARK MICKRERIZ

(B) RELATIONSHIP BETWEEN INTERESTED PERSON AND ORGANIZATION:

MEMBER OF GOODALL HOSPITAL'S BOARD AND PRESIDENT OF SANFORD INSTITUTE FOR

SAVINGS.

(D) DESCRIPTION OF TRANSACTION: SANFORD INSTITUTE FOR SAVINGS (SIS) HAS

FOUR OUTSTANDING LOANS WITH HENRIETTA D. GOODALL HOSPITAL, INC. THE

ORIGINAL AMOUNT OF THE LOANS WERE $7,368,000 AND AS OF SEPTEMBER 30, 2013

THE OUTSTANDING BALANCE ON THE LOANS WERE $4,054,495.

Scheduie L. (Form 990 or 990-EZ) 2012

DAA
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SCHEDULE O Supplemental Informa

(Form 990 or 990-E7) Complete to provide information

Department of the Treasury

Form 990 or 990-EZ or to provide any additional information.
internal Revenue Service B Attach to Form 990 or 990-E2. SPERE

OMB No. 15450047

tion to Form 990 or 990-EZ
for responses to specific questions on 20 1 2

Name of the organization

HENRTETTA D. GOODALL HOSPITAL, INC. 01-0078060

Employer identification humber

GOODALL OUTPATIENT CLINIC (A FACILITY

WHERE A VARIETY OF OUTPATIENT

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or $90-EZ. Schedule O (Form 990 or 990-EZ) (2012)
DAA
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Schedule O (Form 990 or $90-EZ) (2012) Page 2

Name of the organizaticn Empiloyer identification number

HENRTETTA D. GOODALL HOSPITAL, INC. 01~0078060

( WOMEN'S HEALTH, GASTROENTEROLOGY, PULMONARY MEDICINE, ORTHOPEDICS AND PAIN

Schedule O (Form 990 or 990-EZ) (2012)
DAA
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Schedule O (Farm 990 or §80-EZ) (2012) Page 2

Name of the organization Employer identification number

HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060

Schedule O (Form 990 or 990-EZ) (2012}
DAA
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Schedule O (Form 990 or 990-EZ) {(2012) Page 2

Name of the organization Employer identification number

HENRIETTA D. GOODALL HOSPITAL, INC. 01-0078060

Schedule O (Form 990 or 990-EZ) (2012)
DAA
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Supplementa! Information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructions).
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