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Form 990 Return of Organization Exempt From Income Tax OMENE'EI%-ZDW
Under section 501(c), 527, or 4847(a)(1) of the Internal Revenue Code (except black lung

Department of the Treasury o benefit trust or private foundation) ) _ Open to Public .

Internal Revenue Service | B The organization may have to use a copy of this relurn to safisfy state reporting requirements. 2 ingpection - .

A _For the 2012 calendar year, or tax yoar beginning  10/01/12 andending 09/30/13

B Check If applicable: C Name of organization D  Employer identification number

D Address change MILES MEMORIAL HOSPITAL

L ‘ Name change Doing Business As . 01~021179¢6

- Number and streat {or P.O. box if mait Is not delivered to street address) Room{suite E  Telephone number

!; i retun 35 MILES STREET 207-563-1234

.| Terminated City, town or post office, state, and ZIP code

. Amended retura DAMARTSCOTTA ME 04543 G Grossreceipts§ 59,276,207

_ Appiication pending F Name and address of principal officer: . ' %

L Wayne Printy , CFO H(a) s this a group retum for affiiates? D Yas Ij No
35 Miles Street H(b) Are all affliates included? D Yes” [ No
Damariscotta ME 04543 If “No," attach a list. {see instructions)

| Tax-exempt staius: (X] 501(c)3) |_| 501(e)  ( ) A neertno. 3' ] 4847(z)(1) or m 627
J Website: > WWW - LCHCARE . ORG H{c} Group exemption number >
K___Form of orpanization: b_ﬂ Corporation | | Trust m Association m Other v [ L Yearof formaton: 1929 | M State of legal domicite: ME
Part] > Summary
1 Briefly describe the organization's mission or most significant activities:
g| . See Schedule O
c
% .........................................................................................................................................................
é 2 Check this box P { J if the organtzation discontinued its operaticns or disposed of more than 25% of its net assets.
o 3 Number of voting members of the governing body (Part Vi, line 42y 3 21
8| 4 Number of independent voting members of the govering bedy (Part VI, lnetb) 4 14
:‘é 5 Total number of individuals employed in calendar year 2012 (Pert V, line 22 5 469
E 6 Total number of volunteers (estimate ifnecessary) 6 | 148
7a Total unrelated business revenue from Part VI, column (C}, linet2~~ | 7Ta 0
b Net unrelated business taxable income from Form 990-T, line 34 . . b 0
Prior Year Current Year
o | 8 Contrbutions and grants (Part VIl ine by~ 764,303 505,751
g 9 Program service reverue {PartVIll, line2g) 57,772,048 52,870,258
3 | 10 Investment income {Part VIII, column {A), Ines 3,4, and 7d) o 205,395 503,887
© | 11 Other revenue (Part VIII, column (A), ines 5, 6d, 8¢, 9¢, 10¢, and 11¢) 1,575,275 2,485,411
12 Total revenue — add lines 8 through 11 (must equal Part VIIl, column (A), line 12) ... ... 60,317,021 56,475,307
13 Grants and similar amounis paid (Part IX, column (A}, lnes 1-3) 0 0
14 Benefits paid to or for members (Part IX, column (A), ire4y 0 0
g | 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) | 18,938,587 18,905,259
2 | 16aProfessicnal fundraising fees (Part IX, column (A}, line 11t€) 0 0
§ b Total fundraising expenses (Part IX, column (D), tine 253 155 ,081 """"" S T e T R e
W 17 Other expenses (Part [X, column (A), lines 11a~11d, 11-24) 38,718,365 34,455,646
18 Total expenses. Add fines 13-17 (must equal Part IX, columns (4), ine 28) 57,656,952 53,360,905
19 Revenue less expenses. Subtract line 18 from line12 2,660,069 3,114,402
5 § Beginning of Current Year End of Year
%% 20 Totatassets (Part X, line 18) 45,396,300 47,785,275
<3 21 Totalliaviities (Part X, lne26) 10,851,019 13,225,410
25 22 Net assets or fund balances. Subtract line 21 from line26 34,545,281 34,559,865

“Partil . Signature Block

Under penalties of parjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it 1s
true, correct, and complete. Declaration of prepagj%ger than officer) is based on all information of which preparer has any knowledge.

P [ CB7/2 /1275

S!gn Signature of officer Date
Here WAYNE PRINTY CFO
Type or print name and title

Print/Type preparer's name Preparer's signature Date Check | | i | PTIN
Paid self-employed
Preparer |cinsname »  MaineHealth Firs EIN
Use Only 110 Free St

Firm's address » Portland, ME 04101_3908 Phone no. 207_661—7110
May the IRS discuss this return with the preparer shown above? (see inStructions) | " Yes W No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2012}
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012) MILES MEMORIAIL HOSPITAT, 01-0211796 Page 2
Statement of Program Service Accomplishments
Check if Schedule O contains a response to any question in this Parthl @

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-EZ? | Yes [X] no

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
services? D Yes @ No

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

4a (Code: Y(Expenses $ 29,797,985 inciuding grants of § ) (Revenue % 40,487,694 )

4d Other program services. (Describe in Schedule Q.)
(Expenses $ including grants of $ } (Revenue § 3
4e Total program service expenses P 49,321,909

DAA Form 990 2012)
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Form 850 (2012) MILES MEMORIAL HOSPITAL 01-021175%6 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)? I "Yes,”
complete Schedule A 1 X
2 Isthe organization required to complete Schedule B, Schedule of Contributors (see instructionsy? z 1 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If “Yes,” compiete Schedule €, Party 3 X
4  Section 501{c)(3) organizations. Did the organization engage in Jobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes,” complete Schedule C, Partyt 4 | X
5 Is the organization a section 501(c){4}, 501(c)(5}, or 501(c}6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yes,” complete Schedule C,
Partll s | |x
6 Did the organization maintain any donor adwsed 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 hold a conservatlon easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Partn .~ 7 X
8  Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
compiete Schedule D, Part 1N 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 net listed in Part X; or provide credit counseiing, debt management, credit repair, or
debt negotiation services? If “Yes,” complete Schedule D, Partiv. 9 X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? i “Yes,” complete Schedule D, Patv
11 if the organization's answer to any of the following questions is “Yes,” then complete Schedule D, Parts VI,
VI, Vill, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, fine 107 If "Yes,"
complete Schedule D, Part VI ta| X
b Did the organization report an amount for |nvestment5—other securities in Part X, Ime 12 that i3 5% or more
of its total assets reported in Part X, line 167 If "Yes,” complete Schedule D, Partvat 1Mo | X
¢ Did the organization report an amount for investments—program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,” complete Schedule D, Pattvit 11c X
d Did the arganization repert an amount for other assets in Part X, line 15 that is 5% or more of |ts total assets
reported in Part X, line 167 If "Yes." complete Schedule D, PartiX 11d| X
e Did the organization report an amount for other liabilities in Part X, line 257 If "Yes complete Schedule D, PaitX 4 11e X
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 {ASC 740)? If "Yes," complete Schedule D, Part X o 11f X
12a Did the organization obtzin separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts XUant X0 ... . 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If "Yes," and if
the organization answered "No" o line 12a, then compieting Schedule D, Parts X| and X1l is optionat t2b| X
13 Is the organization a school described in secfion 170(b)}{1)(A)i)7? If “Yes,” complete Schedule 13 X
14a  Did the organization maintain an office, employees, or agents outside of the United States? 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes,” complete Schedule F, Parts land v~~~ 14b X
15 Did the organization report on Part IX, column {A), line 3, more than $5,000 of grants or assistance o any
organization or entity located outside the United States? If “Yes,” complete Schedule F, Parts lland v~~~ 15 X
16  Did the organization report on Part EX, column {A), line 3, more than $5,000 of aggregate grants or a:-:.S|stance
to individuals located outside the United States? If "Yes,” complete Schedule F, Parts lland v~~~ 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), fines 6 and 11e? if “Yes,” complete Schedufe G, Part | (see instructions) 17 X
18  Did the organization repart more than $15,000 total of fundraising event gross income and contributions on
Part Vlll, lines 1c and 8a? If "Yes " complete Schedule G, Patnn 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VHI, line 9a7
ti"Yes," complete Schedute G, Part Il 18 X
202 Did the organization operate one or more hospital facilities? If “Yes,” complete Schedulen 20a| X
b I "Yes” to line 202 did the organization attach a copy of its audited financial statements to this retum? . 200 X

DAA

Form 990 zo12)




Wit 07/08/2014 8:55 AM

Form 990 (2012) MILES MEMORIAL HOSPITAL 01-02117¢96 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 |, Parts landnt 21 p.4
22  Did the organization report more than $5,000 of grants and other assistance to individuals in the United States
on Part IX, column (A), line 27 If "Yes," complete Schedule I, Parts landt 22 X
23 Did the crganization answer “Yes" to Part VI, Section A, line 3, 4, or 5 about compensahon of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,” complete Schedule 23| X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the tast day of the year, that was issued after December 31, 20027 i “Yes,” answer lines 24b
through 24d and complete Schedule K. If "No"go to line2s 24a| X
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period excepton? 24b X
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
todefease any tax-exemptbonds? | 24c X
d  Did the organization act as an “on behalf of issuer for bonds cutstanding at any time during the year? 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 Schedule L, Part? 25a X
b is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ7?
i "Yes " complste Sehedule L, Partl 25b X
26 Was a loan to or by a current or former ofﬁcer director, trustee, key employse, highest compensated employee, or
disqualified person outstanding as of the end of the organization’s tax year? If “Yes,” complete Schedule L, Partll 26 X
27  Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thersof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If “Yes,” complete Schedule L, Part [H ]
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 current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, Partlv 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L= At N 28b X
¢ An entity of which a current or former officer, director, trustee, or key empioyee {or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If “Yes,” complete Scheduie L, Parttv 28¢c X
23 Did the organization receive more than $25,000 in non-cash contributions? I “Yes,” complete Schedule M~ 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If *Yes " complete ScheduteM 30 X
31 Did the organization liguidate, terminate, or dissolve and cease operations? If “Yes complete Schedule N
Part I ................................................................................................................................. 31 X
32 Did the crganization sell, exchange dispose of, or transfer more than 25% of sts net assets? If "Yes,"
complete Schedule N Partll 32 X
33  Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-37 If "Yes,” complete Schedule R, Part) 33 X
34 Was the organization refated to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Parts H, il
or IV and Part V Ilne 1 .................................................................................................................. 34 X
35a Did the organization have a contrelled entity within the meaning of sectien 512(E)(1 ) T 35a X
D If"Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled eniity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, ine2 35b
36  Section 501(c)(3) organizations. Dig the organization make any transfers to an exempt non-charitable
related crganization? If “Yes,” complete Schedule R, PartV, fine2 36 X
37  Did the organization conduct more than 5% of its activities through an entity that is not a related orgamzatlon
and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R,
Part VI ................................................................................................................................. 37 X
38  Did the erganization complete Schedule © and provide explanations in Schedule O for Part Vi, lines 11b and
197 Note. All Form 930 filers are required to complete Schedule © ... . 38| X

DAA

Form 990 o1z
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Form 90 (2012) MILES MEMORIAT, HOSPITAL 01-021179%6

Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a respense to any question in this Part vV

1a

Enter the number reported in Box 3 of Form 1086. Enter -0- if not applicable

¢ Did the organization comply with backup W|thhold|ng rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners?
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return 2a | 469
b If atjeast one is reporied on line 2a, did the organization file ali required federal employment tax returns?
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of §1,000 or mere during the year?
b If"Yes” hasitfiled a Form 990-T for this year? If "No,” provide an explanation in Scheduleo
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
account)?
b
See mstructlons for filing requirements for Form TD F 90- 22 1, Report of Foreign Bank and Fmanmal Accounts
5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear?
Did any taxable party notify the organization that jt was or is a party to a prohibited tax shelter transaction?
¢ [f"Yes"foline 5a or 5b, did the organization file Form 8886-T2 5c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitabte contributions? 6a X
b If “Yes,” did the organization include with every sclicitalion an express statement that such contributions or
gifts were nottax deductible?
7  Organizations that may receive deductible contnbutlons under section 170(c).
a Did the organization receive 2 payment in excess of $75 made partly as a contribution and partly for goods
and services provided ta the payor?
b If “Yes." did the organization notify the donor of the value of the goods or services provided?
¢ Did the organization sell, exchange, or otherwise dispose of tangibie personai property for which it was
required to file Form 82827 7c X
d If"Yes”
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract?
g Ifthe organization received a contribution of qualified inteliectual property, did the organization file Form 8899 as required?
h  Ifthe organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C?
8  Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring
organization, have excess business holdings at any time during the year?
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section4966?
b Did the organization make a distribution to a daner, donor advisor, or related person?
10 Section 501{c){7} organizations, Enter:
a Initiation fees and capital contributions included on Part VIll, linet12 106a
b Gross receipts, included on Form 890, Part VIII, line 12, for public use of club facilites 10b
11 Section 501{c)(12) organizations. Enter:
a Gross income from members or shareholders o 11ta
b Gress income from other sources (Do not net amounts due or pald to other sources
against amounts due or received fomthem) 11b
12a Section 4947(a){1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10412
b If "Yes,” enter the amount of tax-exempt interest received or acerued during the year | 12b !
13 Section 501(c)(29) qualified nonprofit heaith insurance issuers,
a Isthe organization licensed fo issue qualiified health pians in more than one state?
Note. See the instructions for additional information the organization must report on Schedule O
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified heatthplans 13b
¢ Enterthe amount of reserves onhand 13c
14a Did the organization receive any payments for indoor tanmng services during the fax year? 14a X
b _If "Yes," has it filed a Form 720 to report these payments? if "No." provide an explanation in Schedu!e O ............................ 14b
DAA Form 990 (2012
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Form 990 (2012) MITLES MEMORTIAYL, HOSPITAL 01-0211796 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 in this Part VE . e ﬂ
Section A. Governing Body and Management

ta Enter the number of voting members of the governing body at the end of the taxyear 1a 21
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 simitar
committee, explain in Scheduie O.
b Enter the number of voting members included in line 1a, above, who are independent ih 14
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, ar trustees, or key employees to @ management company or other person? 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was flled? 4 X
5  Did the organization becormne aware during the year of a significant diversion of the organization’s assets? 5 X
6  Did the organization have members or stockhoiders? 8 X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? 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? X
8  Did the organization contemporaneously document the meetings held or written actions undertaken during the year by the following:
a Thegoverningbody? X
Each committee with authority to act on behalf of the goveming body? b | X
9 Isthere any officer, directer, trustee, or key employee listed in Part Vil, Section A, who cannot be reached at
the organization's mallmg address? If "Yes,” provide the names and addresses inSchedule O ... 9 X :
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No !
10a Did the organization have local chapters, branches, or affiiates? 10a X
b If *Yes,” did the organization have writien policies and procedures govermng the actrwtaes of such chapters,
affiliates, and branches to ensura their operations are consistent with the organization's exempt purpases? ... .. ... .
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? b4
b Describe in Schedule O the process, if any, used by the organization to review this Form $80.
12a Did the organization have a written conflict of interest policy? If ‘No,” go to line1s X
b Were officers, directors, or trustees, and key employees required to disclose annually inferests that could glve rise to conflicts? | 12b P4
¢ [id the organization regularly and consistently monitor and enforce comgpliance with the policy? If “Yes,”
descnbe In SChedule o how this was done ............................................................................................. 12(; X
13 Did the organization have a written whistieblower pelicy? 13 | X
14 Did the organization have a written document retention and destruction policy? 14 | X

15§  Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organizatior’s CEQ, Executive Director, or top management ofictal
Other officers or key employees of the organization
If “Yes” to line 15a or 15b, describe the process in Schedule O (see instructions),
16a Did the crganization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year? 16a X

b If“Yes,” did the arganization follow a wrltten pohcy or procedure reguiring the organization to evaluate |ts
participation in joint venture arrangements under applicable federai tax law, and take steps to safeguard the

organization’s exemnpt status with respect to such arrangements? ... . . . e 16b
Section C. Disclosure
17 List the states with which a copy of this Form 990 is required to be filed B ME
18 Section 6104 requires an organization to make its Forms 1023 {or 1024 if applicable}, 980, and 890-T (Section 501(c)(3)s on!y)
avaitable for public inspection. Indicate how you made these available. Check all that apply.
D Own website D Another's website @ Upon reguest D Other (explain in Schedule Q)
19 Describe in Schedule O whether (and if so, how), the organization made its governing documents, conflict of interest policy,
and financial staterments available to the public during the tax year.
20  State the name, physical address, and telephone number of the person who possesses the books and records of the
organization: p» CEO 35 MILES STREET
DAMARISCOTTA ME 04543 207-563-1234

DAA Form 990 2012)
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Form 990 (2012) MILES MEMORIAL HOSPITAL 01-0211796 Page 7 :
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and i
independent Contractors i
Check if Schedute O contains a response to any question in this PartVIL . ST B
Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

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

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

& List the organization's five current highest compensated employees (cther than an officer, director, trustee, or key employee)
who received reportable compensation (Box 5 of Form W-2 andior Box 7 of Form 1089-MISC) of more than $100,000 from the

Section A.

organization and any related organizations.

e List all of the organization's former officers, key empioyees, and highest compensated employees who received more than
$100,000 of reportable compensation from the organization and any related organizations.
e List ali of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations.
List persons in the foliowing order: individual trustees or directors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.

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

(A (8) {c) @) (E} tF)
Name and Titie Average Pasition Reportable Reportable Estimated
hours per {do not check more than one compensation compensation from amount of
week box, unless person s bath an from related other
{list any officer and a directorftrustee) the organizations compensation
hours for eSS o T =T8S o arganization {W-2/1099-MISC) from the
related o2l 2| 212 |BE|3 (W-2/1099-MISC} organization
organizatons  |3&| E | B [ 3 |28 3 and related
below doited (5 £} § s |83 organizations
line) £ % 3| 2
(M GARTH MILLER, M|D.
ST U ORI B 0.40
TRUSTEE 50.00 |X 465,323 28,976
() MARK FOURRE, M.D.
RSSO PPN S 0.40
TRUSTEE 50.00 |[X 290,300 27,814
(3) JOHN MURRAY, M.1Ip.
T USRI B 0.40
TRUSTEE 50.00 |X 250,109 26,033
4 AQUILINO ALAMO, |[M.D.
T TP TP . 0.40
TRUSTEE 50.00 |X 216,819 26,144
(5) STEVEN FEDER, D|O.
. N TR B 0.40
TRUSTEE 50.00 | X 159,524 22,705
(6) DANIEL FRIEDLANI), M.D.
T URTUUURURTUROY B 0.40
TRUSTEE 50.00 X 158,151 26,633
{7YROBERT MCARTOR, |[M.D.
UTSRTSURUTRRRPRS O 0.40
TRUSTEE 50.00 | X 157,259 42,548
{8) NORMAN HOCHGRAF
SRTTRRUUURRRURRRR RO 0.40
TRUSTEE 0.00 X 0 0
(9WILLIAM LOGAN
SRPTURSUURRUTUURRRRR AU 0.40
SECRETARY 0.00 X X 0 0
{100 PATRICK LYDON
RTSTNURTVRRURRR Y DO 0.40
TREASURER 06.00 |X X 0 0
{11)BARBARA MITCHELIL
SRUTSPIUURRURURURRPRRO RO 0.40
TRUSTEE 0.00 |x 0 0
DAA

Form 980 (2012
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Form 290 (2012) MILES MEMORIAL HOSPITAI, 01-0211796 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) {B] {c) (D} (Ej {F)
Name and title Average Position Reportable Reportable Estimated
hours per {de not check more than one compensalion campensation from amount of
week box, unless person is both an from related other
{list any officer and a directoritrustee) the organizations compensation
hours for —T— organization (W-2/11058-MISC) from the
rejated i‘.a ,a_ % @ _%mi E {W-2/1089-MISC) organization
organizations gé E & 2 _“ggl-g_ ?ﬂ‘ and r}e]a?ed
Lelow dotted g8 = o |®g organizaticns
line) 'E' ; ?3 ‘?p
(12 LESLIE BIRD
e 0.40
TRUSTEE 0.00 | X 0 0 0
(13} PETER MUNDY
) 0.40
CHAIRMAN 0.00 | X X 0 0 0
{14MICHAEL CLARK, M.D.
TR TITRPRUTNUR U D 0.40
TRUSTEE 0.00 | X 0 0 0
(15) JAMES COSGROVE
..................................... 0.40
TRUSTEE 0.00 | X 0 0 0
(16 JEFFREY CURTIS
..................................... 0.40 "
VICE CHAIRMAN 0.00 |X X 0 0 0 |
(1"CATHERINE GREGG
P RU RN RRRURURIY RO 0.40
TRUSTEE 0.00 X 0 0 0
(18} JANE HURD
ETUETETRURTRPRURPRUY SR 0.40
TRUSTEE 0.00 |X 0 0 0
(18)JANE G. SMITH
TR RURRRUPRORIN RO 0.40
TRUSTEE 0.00 | X 0 0 0
b Subdotal ... 3 1,698,485 200,853
¢ Total from continuation sheets to Part Vi, Section A b 483,807 676,464 148,912
d_Total (add lines tbang1ey ... . B 483,807 2,374,949 345,765
2 Total number of individuals (inciuding but no# Ilmlted to those listed above) who received more than $100,000 in
reportable compensation from the organization b 4
Yes | No

3 Did the organization list any former officer, director, or trustee, key employee, or h|ghest 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 cormipensation 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 organlzatlon or individual

for services rendered to the orgamzahon" If *Yes,” complete Schedule J for such person

Section B. Independent Contractors

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

compensation from the organization. Report compensation for the caiendar year ending with or within the organization's tax year.

(A)
Name and business address

By
Description of servicas

€}
Compensation

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

DAA

Form 990 2012
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Form 990 (2012) MILES MEMORIAL HOSPITAL 01-0211796 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees {continued)
(A) (B} {C} (o 1= {F)
Name and title Average Position Reportable Reportable Estimated
hours per {do 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/ftrustee) the organizations compensation
hours for —T— organization {(W-2/1098-MISC) from the
related §§ E‘ g!., § 1%;% g (W-2/1099-MISC) organization
organizations gal| £ @ e |28 & and related
below dotted %ﬁ g 13 8 § - orgenizations
ling) g %—’ 3 ??,
{12REV. DR. MARY J0 ZIMMERI.T
TP TSPURTURRRRURROY RO 0.40
TRUSTEE 0.00 |X 0 0 0
(12)DAVID LAWRENCE
) 0.40
TRUSTEE 0.00 |X 0 0 0
(1) JAMES DONOVAN
U EURRRTIURURUIURPSPPUROT B 3.00
CEO 50.00 X 0 334,958 29,796
(15)WAYNE PRINTY
SPSTURORTURUURUIURUIPRRN 3.00
CFO 50.00 X 0 206,034 25,032
(ts§ KAREN PHILBRICK
ETRTSTTSTITSUNIPORURRRN B 50.00
PHARMACY DIR 0.00 X 135,096 0 22,175
(177 THOMAS RODRIGUES
TOETTSUTTTITITIRRURRRRRRN B 20.00
PHARMACIST 0.00 X 129,238 0 22,889
(ts) BRENT PETERS
RTSUTEUTEPITITTSUPORRURRRORS B 50.00
PHARMACIST 0.00 X 115,038 0 20,400
(19 KAREN HOWELL
EUIUTTETRIPTRPIRRORURORS B 50.00
MANAGER, SURGICAL 0.00 X 104,434 0 6,225
b Subdtotal ... B 483,807 540,892 126,517
¢ Total from continuation sheets to Part VIi, Section A . b
d_Total{addlines1band1c) .. . .. ... ... . ... ... ... . Lt
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 b
Yes [ No

3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a7 i “Yes,” complete Schedute 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 histed on line 1a receive or accrue compensatlon from any unrelated organization or individuat

for services rendered to the crganization? If "Yes,” complete Schedule J for such person

Section B. Independent Contractors

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

compensation from the organization. Report compensation for the calendar year ending with or within the organization's ax vear.

(A}
Name and business address

B

Descripfugn Lf services

)
Compensation

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

DAA

form 990 o1z
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Form 890 (2012) MILES MEMORIAT, HOSPITAL 01-0211796 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A} (B} {C) (T} {E) (F)
Name and title Average Position Reportable Reportable Estimated
hours per {do not check more than one compensation compensaticn from amount of
week box, unless person ts both an from relaled other
{list any officer and a direclorfirusies) the organizations compensation
hours for prgny puen = - organization (W-2/1098-MISC) from the
related “B| 2|3 |&|3q ¢ (W-2/1096-MISC) organization
organizations g | € | @ 3 |28 3 and related
below dotted g"ni 5 o |8 § - organizations
line) sl 2 €1 3
ol| T 8
® g
(12ALAN BARKER, M.D.
VRO RTINS OURRRON RO 6.00
FORMER TRUSTEE 50.00 X 0 135,472 22,385
(13)
(14)
{15)
{16}
(17}
(18)
{19)
b Sub-total ... [ 135,472 22,395
¢ Total from continuation sheets to Part VI, Section A . b
d Total (addlinestband1c) .. .. ... .. b
2 Total number of individuals (including but not limited to those tisted above) who received more than $100,000 in
reportabie compensation from the organization B
Yes | No

3 Did the organization list any former officer, director, or trustee, key employee, or highest c0mpensated

employee on line 127 If “Yes,” compiete Schedule J for such individual

4 For any individual listed on line 1a, is the sum of reportable compensation and other compensatlon from the .
organization and related 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 organlzation or individual

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

Section B. Independent Contractors

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

compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax year.

(A}
Name and business address

L
Description of services

)
Compensation

2 Total number of independent contractors {inciuding but not limited to those listed above} who
receivad more than $100,000 of compensation frem the organization P

BN

Form 990 (2012
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Form 990 (2012) MILES MEMORIAT, HOSPITAL 01-0211796 Page 9
Statement of Revenue
Check if Schedule O contains a response to any question in this Part VIll. . . ... ... . o D

(A (B) < ™
Total revenue Related or Unrelated Revenue
exempt business exciuded from fax
function revenue under sections
592, 513, or 514
%g 1a Federated campaigns 1a
g o| b Membershipdues 1b
‘,;E ¢ Fundraising events 1c
&< S
».& d Related organizations 1d
gg e Govemment grants (contrbutions) ie 6,000
.g".’_’ f Al other conlributions, gifts, grants,
Bg and similar amounts not included above | 45 499,751
25
B 9 Noncash contribufions included in lines ta-1f: 3
5 A MGG s Jrll
O] _h Total Addfines ta=1f. ... ... ... N
g Busn. Code
2| 2a | wNet Patient Service Revenue | 623000 52,970,258 52,970,258
Z| p
@ [ e
= c
a .
o | A
S| e .
2 f All other program service revenue ... ... ..
=
O f g Total. Addlines2a-2f. . ... . ... ... ... B 52,870,258

3 Investment income (including dividends, interest,

and other similar amounts) b 140,045 140,045
4 Income from investment of tax-exempt bond proceeds b
5 Royalties ... ... ... ... W
(i} Real (i} Personal
6a Gross rents
b Less: rental exps.
¢ Rentalinc. or {loss)
d Netrentalincomear{loss) ... ... .............. .. B
7a Gross amount fom (i) Securities (i) Other
sales of assels
other than inventory| 3,156,207 8,535
b Less: costor other
basis & sales exps. 2,783,252 17,648
¢ Gain or (loss) 372,955 -9,113
d Netgainor(loss) ... . .. ... ... ... . ... ... ... b
o | Ba Gross income from fundraising events
2 (rotincluding $
a of contributions reported on line 1c).
. SeePartlV, linetd a
:?:_.’ Less: direct expenses b
© ¢ Net income or (loss) from fundraising events ..., .. B
9a Gross income from gaming activities.
See Part IV, lipe1s a
b Less: direct expenses b
¢ Net income or (ioss) from gaming activities .. ... . b
10a Gross sales of inventory, less
returns and aliowances a
b less costofgoodssold b
¢ _Net income or (loss) from sales of inventory ... .. . P
iiscellaneous Revenue Busn. Code &
T1a  MISCELLANEOUS . . . 200033  2,495,411) 2,495,411
b ..............................................
< e e e e e e e e e e e e e e a e el
d Allotherrevenue .. .. .. .. ...
e Total Add lines tta~11d b 2,495,411
12 Total revenue. See instructions. .. ... ... ... .. P 56,475,307 55,838,624 0 130,932

Form 990 (2012
DAA
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012) MILES MEMORITAL HOSPITAL

01-0211796

Statement of Functional Expenses

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

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

Do not include amounts reported on lines 6b,

(A)

(B}

(C}

Total expenses Program service Managernent and Fundraising
7b, 8b, 9b, and 10h of Part VIIL. expenses general expenscs expenses
1 Grants and other assistance (o governments and aa e

organizations in the U.S. See Part iV, line 21
2 Grants and other assistance to individuals in
the US. See Part IV, line22
3 Grants and other assistance to governments,
arganizations, and individuals outside the
U.S. See Part IV, lings 15and 16~
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees
6 Compensation not included above, to disqualified
persons (as defined under section 4858{f)(1)) and
persons described in section 4958(c}3)B}
7 Other salaries and wages S 14,268,850 14,259,931 8,819
& Pension plan accruals and contributions (include
section 401{k) and 203(b) employer contributions) 380,450 376,685 3,805
g Otheremployee benefits 3,208,304 3,176,221 32,083
10 Payrolitaxes 1,047,615 1,037,139 10,476
11 Fees for services (non-employees}:
a Management
botegal 1,178 36 1,142
¢ Accounting 34,226 7,070 27,156
d Lebbying
e Professional fundraising services. See Part 1V, ling 17
f Investment managementfees
g Cther. {if line 11g amount exceeds 10% of line 25, column
(A) amount, list line 119 expenses on Schedule ©) 18,142,916 18,035,399 107,517
12 Advedising and promotion 24,201 24,201
13 Office expenses 4,861,342 4,620,472 240,870
14 Information technology 1,062,964 1,062,964
15 Royalfes
16 Oceupancy 990,577 990,571
7 Travel 37,231 37,169 62
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings
20 meest 209,522 209,522
21 Payments to affiiates =~~~ N
22 Depreciation, depletion, and amortization 1,656,448 1,656,448
23 Inswance 57,365 16,952 40,413
24 Other expenses. ltemize expenses not covered
above {List misceflanacus expenses in line 24e, If
line 24e amount exceeds 10% of line 25, column
{A} amount, list line 24e expenses on Schedule O.)
a  INTEGRATED SERVICES 5,309,437 2,802,736 2,351,620 155,081
b STATE TAXES 1,221,719 1,221,719
¢  MISCELLANECUS 393,473 386,585 -3,112
d FOOD COSTS ... . 353,624 353,624
e Allotherexpenses 99,423 99,423
25  Total functional expenses. Add fines 1ihrough 246 53,360,905 49,321,909 3,883, 815 155,081
26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign anc
fundraising soficitation. Check here p- D if
following SOP 98-2 (ASC 958720} ... .. ... ...
DAA

Form 990 (2012
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Form 990 (2012) MILES MEMORTYATYT, HOSPITAL 01-0211796 Page 11
Balance Sheet
Check if Schedule O contains a response to any question infhis Part X .. . et e D_
{A) B)
Beginning of year End of year
1 Cash—noninterestbearing 76,744] 1 70,417
2 Savings and temporary cash investments 896,864] 2 1,891,185
3 Pledges and grants receivable,net 5,068 13 4,448
4 Accounts recevable, net 6,371,900| 4 7,880,424
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part B of Schedute L
6 Loans and other receivables from other disqualified persons (as defined under sec‘clon
4958(f)(1}), persons described in section 4958(c){3}(B}, and contributing empioyers and
sponsoring organizations of section 501(cy(9) voluntary employaes’ beneficiary
o organizations (see instructions). Complete Part Il of Schedule L 6
§ 7 Notes and loans receivable, net 65,964 7 38,516
<! 8 Inventoriesforsaleoruse 1 ’ 365 ,086 8 i ,548 ’ 637
9 Prepaid expenses and deferred charges 9 335,091
10a Land, buildings, and equipment; cost or A
other basis. Complete Part Vi of Schedule D~ 10a 43,036,387
b Less: accumulated depreciaton 10b 26,575,346 16,803,263| 10c 16,461,041
11 Investments—publicly traded securites 5,164,250 11 5,621,200
12 Investments—other securities. See Part iV, fine 11 3,190,084| 12 3,115,050
13 Investments—program-related. See Part WV, linett¢ 13
14 ntangibleassets 14
15 Otherassets. See Part IV, ne 1 11,231,221} 15 10,819,266
16 _Total assets. Add lines 1 through 15 (mustequal line 34) ... ... ... ... ... . 45,396,300 15 47,785,275
17 Accounts payable and accrued expenses 2,131,220| 17 1,457,231
18 Grantspayable 18
19 Deferedrevenue T 19 78,317
20 Taxexemptbond libiltes 4,557,184| 2 4,240,874
21  Escrow or custedial account liability. Complete Part IV of Scheduled
o 22 Loans and other payables to current and former officers, directors,
g trustees, key employees, highest compensated employees, and
ﬁ disqualified persons. Complete Part li of Schedyel.
=123 Secured mortgages and notes payable to unrelated third parties 123,111| 23 96,126
24 Unsecured notes and loans payable fo 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). Complete Part X
of Schedule D 4,039,504 2 7,352,862
26 Total liabiiities. Add lines 17 through 25 10,851,019 2% 13,225,410
Organizations that follow SFAS 117 (ASC 958), check here b and
§ complete lines 27 through 29, and lines 33 and 34.
E 27 Unrestricted netassets 29,979,094 2v 29,903,119
@ |28 Temporarily restricted netassets 263,756] 28 352,767
B |29 Permanently restricted netassets 4,302,431 20 4,303,979
i Organizations that do not follow SFAS 117 (ASC 958), check here b D and
E complete lines 30 through 34.
*g 30 Capital stock or trust principat, or currentfunds
3 31 Paid-in or capital surpius, or land, building, or equipment fund
g 32 Retained eamnings, endowment, accumulated income, or otherfunds
33 Total net assets or fund balances 34,545,281 33 34,559,865
34  Total liabilities and net assetsffund balances ... 45,396,300( 24 47,785,275
Form 990 2o12)
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Form 990 (2012) MILES MEMORIAL HOSPITAL 01-021179%6

Reconciliation of Net Assets
Check if Schedule O contains a response o any question in this Part XI

W oo~ o b N =

-
o

Total revenue {must equal Part Vill, column (A), line 12}

Total expenses (must equal Part X, column (A}, line 25)

Revenue less expenses. Subtract tine 2 from line 1

Net assets or fund balances at end of year. Combine lines 3 through 8 {must equal Part X, line
33, C0UMN (BY) . e

56,475,307

53,360,905

3,114,402

34,545,281

47,312

=B =R = B 6, B N L PR P

-3,147,130

10 34,558,865

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

2a

b

c

3a

Accounting method used te prepare the Form 990: \j Cash Accrual D Other

If the organization changed its method of accounting from a prior year or checked "Other,” explain in
Schedule O.

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

B Separate basis D Consaolidated basis D Both conssolidated and separate basis

Were the organization's financial statements audited by an independent accountant? =~~~
If "Yes,” check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:

D Separafe 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 compilation of its financial statements and selection of an independent accountant?
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.

As a result of a federal award, was the organizaticn required fe undergse an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1332
If "Yes,” did the organization undergo the reqmred audit or audits? If the organization did not undergo the

required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits

2 | X

3a X

3b

DAa

Form 990 @o12)
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SCHEDULE A
{Form 990 or 990-EZ)

Department of the Treasury
Internal Revenue Service

Public Charity Status and Public Support

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

B Attach to Form 990 or Form 990-EZ. P See separate instructions.

OMB Na. 1545-0047

2012

Name of the organization

MILES MEMORIAY, HOSPITATL

Employer identification number

01-0211796

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

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

1 D A church, convertion of churches, or asscciation of churches described in section 170(b)}{TH{A)i).
A schooi described in section 170(b){1}{A)(ii). (Attach Schedule E.}
A hospital or a cooperative hospital service organization described in section 170{b){1}{A}(iii).
A medical research organization operated in conjunction with a hospital described in section 170(b){1)(A)(ili}. Enter the hospital's name,

E

2
3
4

city, and state:

-

section 170{b)(1}{A}iv). (Complete Part 1.}

I I

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 unif 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 11.)
An erganization that normally receives: (1) more than 33 1/3% of its support from contributions, membership fees, and gross

An eorganization operated for the benefit of a coliege ar unlver51ty owned or operaied by a governmental unit described in

receipts from activities related to its exempt functions—subject to certain exceptions, and (2) no mere than 33 1/3% of its
supperi from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a){2}. (Complete Part 1.}

10
™

1

An organization erganized and operated exclusively o test for public safety. See section 509{a}(4).
An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry cut the

purposes of one or more publicly supported organizations described in section 509(a){1) or section 509(a)(2). See section
509(a)(3). Check the box that describes the type of supporting organization and complete lines 11e through 11h.

d j Type HI-Non-functionally integrated
e D By checking this box, I certify that the organization is not controlled directly or indirectly by one or more disqualified persons

a D Type |

other than foundation managers and other than one or more publicly supported crganizations described in section 509(a)(1)

or section 509(a)(2}.
f If the organization received a written determination from the IRS that it is a Type |, Type I, or Type 1l supporting

arganization,

check this box

b [ | Typel

c {J Type Hl—Functionally integrated

g Since August 17, 2008, has the organization accepted any gift or contribution from any of the
following persons?
{i) A person who directly or indirectly cantrols, either alone or together with persons described in (if) and
(iii) below, the governing body of the supported organization?
(ii) A family member of a person described in {i} above?

h Prcvidé the following information about the supported organization(s).

Yes No

g}
11gfii}
11g(iii)

{i} Name of supported
organization

{ii) EIN

{tii} Type of erganization
{described on lines 1-8

{iv} Is the organization
in col. {i} listed in your

(v} Did you notify

{he organization in

(vi) is the
organization in col.

(vii} Amount of menetary
support

ahove or IRC section governing document? ool fijofyour i) organized in the
{see instructions)) support? us?
Yes No Yes No Yes Ne
{(A)
{B)
(€}
(D)
(E)
Total

For Paperwork Reduction Act Notice, see the Instructions for

Form 990 or 990-EZ.

DAA

Schedule A (Form 290 or 990-EZ) 2012
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Schedule A (Form 990 or 880-EZ) 2¢12 MILES MEMORIAL HOSPITATL

01-0211796

Page 2

Support Schedule for Organizations Described in Sections 170(b}{1)(A){iv} and 170{(b){1}{A){V])

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

Section A. Public Support

Calendar year [or fiscal year beginning in) b

1

6

Gifts, granis, contributions, and
mernbership fees received. {Do not
incluge any "unusual grants.”)

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

The value of services or facilities

furnished by a governmental unit to the
organization without charge

Total. Add Jines 1 through3

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

Public support. Subtract line 5 from line 4,

{a) 2008

(b) 2009

{c) 2010

{d} 2011

{e} 2012 (f) Total

Section B. Total Support

Calendar year (or fiscal year beginning in) b

7
8

10

i
12
13

Amcunts from fine 4

Gross income from interest, dividends,

payments received on securities leans,

renis, royalties and income from similar
sources

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

Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPart V) .
Total support. Add Ilnes 7 through 10

Gross receipts from related acfivities, etc. (see instructions)
First five years. If the Form 990 is for the organization’s flrst second, third, fourth or fifth tax year as a section 501(c)(3)
organization, check this box and stop here

(a) 2008

{b) 2009

{c) 2010

(d) 2011

{e) 2012 {f) Total

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

Pubtic support percentage for 2012 (line 8, column (f) divided by line 11, column (f)}
Public support percentage from 2011 Schedule A, Part I, tine 14
33 1/3% support test—2012, If the organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this

box and stop here. The organization qualifies as a publicly supported organization

33 1/3% support test—2011. If the organization did not check a box on line 13 or 1637 and Ime 15 is 33 1/3% or more,

check this box and stop here. The organization qualifies as a publicly supported organization

10%-facts-and-circumstances test—2012. If the organization did not check & box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here. Explain in
Part IV how the organization meets the “facts-and-circumstances” test. The organization gualifies as a publicly supported

organization

....................................................................................................................................... > ]

10%-facts-and-circumstances test—2011. If the organization did not check a box on line 13, 186a, 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 publicty

supported organization

.............................. e e

Private foundation. If the organization did not check a box on line 13, 18a, 16k, 17a, ar 17b, check this box and see

instructions

DAA

Schedule A (Form 990 or 990-EZ) 2012
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Schedule A (Form 990 or 990-E7) 2012 MILES MEMORIAL HOSPITAL

01-0211786

Page 3

Support Schedule for Organizations Described in Section 502({a}(2)

(Complete only if you checked the box on line 9 of Part I or if the organization failed to qualify under Part I1.

If the organization fails to qualify under the tests listed below, please comgplete Part Ii.)

Section A. Public Support

Calendar year (or fiscal year beginning in} b~

1

T7a

(a) 2008

(b) 2009

(c) 2010

{cl) 2011

(e) 2012

(f) Total

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

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

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

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

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

Total. Add lines 1 through 5

Amaounts included on lines 1, 2, and 3
received from disqualified persons

Amounts included on lines 2 and 3

received from other than disqualified

persons that exceed the greater of $5,000

or 1% of the amount on line 13 for the year

Add lines Yaand7b
Public support (Subtract line 7c: from

line 6.}

Section B. Total Support

Calendar year (or fiscal year beginning in) b

9
10a

KN

12

13

14

(a) 2008

{b} 2009

{6} 2010

(d) 2011

{e) 2012

{f) Total

Amounis from line 6

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

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

Add lines 10a and 10b

Net income frem unrelated business
activities not included in fine 10k, whether
or not the business is regularly carried on

Other income. Do not include gain or
loss from the sale of capital assets
(Explainin Pativy

Total support. {Add lneSQ 10c, 11
and 12}

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

organization, check this box and stop here

Section C. Computation of Public Support Percentage

15 Public support percentage for 2012 (line 8, column (f) divided by line 13, column (f .~ {15 %
16 Public support percentage from 2011 Schedule A, Part I, line 15 . .. .. o 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2812 (line +0c, column (f) divided by fine 13, column ¢ .~~~ 17 %
18 Investment income percentage from 2011 Schedule A, Part Bl finet7 18 %
18a 33 1/3% support tests—2012. If the organization did not check tha 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 gualifies as a publicly supported organization 4 [j

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

20 _Private foundation. If the organization did not check a box on line 14, 18a, or 19b, check this box and see instructions . b m]

DAA

Schedule A {(Form 990 or 990-EZ) 2012
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Schedule A (Form 990 or 990-EZ) 2012 MILES MEMORIAL HOSPITAL 01-0211796 Page 4
Supplemental information. Complete this part to provide the explanations required by Part I, line 10;

Part If, line 17a or 17b; and Part I, iine 12. Also complete this part for any additienal information. (See
instructions).

DAA Schedule A (Form 990 or 990-EZ) 2012
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OMB No. 15450047

iﬁ?ﬁg;‘;egs’%z Schedule of Contributors |

990-PF
or ) B Attach to Form 990, Form 990-EZ, or Form 990-PE. 20 1 2

Department of the Treasury
Internial Revenue Service

Name of the organization Employer identification number

MILES MEMCORIAIL, HOSPITAL 01-0211796

Organization type (check one):

Fiters of: Section:

Form 990 or 990-EZ @ 501(cK 3 } (enter number)} organizaticn
D 4947{a}(1) nonaxempt charitable trust not treated as a private foundation
D 527 politicat organization

Form 990-PF D 501(c)(3) exempt private foundation
]_J 4947(a})(1) nenexempt charitabie trust treated as a private foundation

D 501(c}(3) taxabie private foundation

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

General Rule

property) from any one contributor. Complete Parts | and |l

Special Rules

[j For a section 501(c)3) organization filing Form 990 or 890-EZ that met the 33"/z % support test of the regulations
under sections 509(a}(1) and 170(b}{1){A)(vi) and received from any ene contributor, during the year, a contribution of
the greater of {1} $5,000 or (2) 2% of the amount on (i} Form 990, Part VL, line 1h, or (i) Form 980-EZ, line 1.
Complete Parts Fand 1.

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

D For a section 501(c)(7}, {8), or (10} organization filing Form 990 or 990-EZ that received from any one contributor,
during the year, contributions for use exclusively for religious, charitable, etc., purposes, but these contributions did
not total to more than $1,000. If this box is checked, enter here the total contributions that were received during the
year for an exclusively religious, charifable, etc., purpose. Do not complete any of the parts unless the General Rule
applies to this organization because it received nenexclusively religious, charitable, etc., contributions of $5,000 or
more during the year b3

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B (Form 990,
990-EZ, or 990-PF}, but it must answer “No” on Part IV, line 2 of its Form 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 Schedute B {(Ferm 990, 990-EZ, or 990-PF),

For Paperwork Reduction Act Notice, see the Instructions for Form 890, 990-EZ, or 990-PF. Schedule B {(Form 990, 990-EZ, or 990-PF) (2012)

DAA
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Schedule B (Form 990, 990-EZ, or 990-PF) {2012) Page 1 of 3 cofPartl
Name of organization Employer identification number
MILES MEMORITAT, HOSPITAL 01-0211796
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 | BELEKNAP FREE BED FUND = Person X
PO BOX 7 Payroll ]
C/O DAVID BELKNAP . . [ & 12,000 | Noncash [ ]
DAMARISCOTTA ME 04543 (Complete Part Il if there is
a noncash contribution.)
{a) (b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 | EDWARD DUNTON CHARITABLE TRUST Person x|
PO BOX 9791 Payroli D
C/O BANK OF AMERICA INVESTMENT SVCS | s 5,109 | nNoncash [ |
PORTLAND ME 04104 (Complete Part If if there is
a noncash contribution.}
{a) {b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3| ESTATE OF CLOVER CLARK Person X
PO BOX 5937 Payroli
C/O REY BANK | % 20,533 | Noncash ||
CLEVELAND . OH 44101 (Complete Part Il if there is
a noncash contribution.}
{a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 ESTATE OF EDWARD CLARK Person
PO BOX 5937 Payroil D
C/O KEY BANK 55,292 | nNomcash [ ]
CLEVELAND ... OH 44101 (Compiete Part Il if there is
a noncash contribution.)
(a) (b} {c) (d)
No. Name, address, and ZIP + 4 Total contributiens Type of contribution
5 .| ESTATE OF GLENN STEWART Person X
C/0 PNC BANK, N.A. Payrolf ]
INVESTMENT TRUST SERVICES = | s . . 43,872 | Noncash
PITTSBURGH . PA 15265 (Complete Part I i there is
a nencash contribution.}
(a) {b} {© {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
6 | MR & MRS ROBERT W. BAKER Person ]
34 KILN ROAD Payroll B
........................................................................................ 10,000 | Noncash [ |
NEWCASTLE ... ME 04553 (Complete Part Il f there is
a noncash contribution.)

DAA

Schedule B {Form 990, §80-EZ, or 890-PF) (2012)
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Schedule B (Form 290, 980-E7, or 890-PF) (2012)

Page 2 of 3 ofPartl

Name of organization

MILES MEMORIAL HOSPITAL

Employer identification number

01-0211796

Contributors (see instructions}. Use duplicate copies of Part | if additicnal space is needed.

(a) (b} {c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
7. | MILES MEMORIAL HOSPITAL LEAGUE Person
PO BOX 503 Payroll ||
......................................................................................... 78,058 | Noncash | |
DAMARISCOTTA ME 04543 (Complete Part II if there is
a noncash contribuiion.)
(a) (b) {c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8 MRS ANNE M. BILZ Person

Payroli I_]

150,000 Noncash

BREMEN . ME 04551 (Complete Part I if there is
a noncash contribution.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
9 | MRS JEAN W. BURRAGE = Person X
353 BRISTOL ROAD Payroll B
5,000 | nNoncash | ]
DAMARISCOTTA _ME 04543 (Complete Part Ii f there is
a noncash contribution.)
{a) (b) {c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
10 | MR & MRS DANA R. ROBES Person
75 SOUTHERN POINT ROAD Payroll L]
............................................................................................. 5,000 | Noncash ||
ROUND POND . . ME 04564 (Complete Part Il if there is
a noncash contribution.,}
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution

VAN WINKLE FAMILY FOUNDATION
i1 VANGUARD CHARITABLE ENDCOWMENT

Person
Payroli D

5,000 | Noncash [ |

BOSTON Ma 02205 (Complete Part Il i there is
a noncash contribution.}
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
DOROTHY G. & STANLEY E. WORDEN
.12 | CHARITABLE FOUNDATION Person X

C/0 ROBERT GREGORY, ESQ.
PO BOX 760

Payroll D
5,000 Noncash [

(Complete Part i if there is
a noncash contribution,}

DAA

Schedule B (Form 980, 290-EZ, or 990-PF) (2012)
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Schedule B (Form 990, 99C-EZ, ar 950-PF) (2012)

Page 3 of 3

Mame of organization

MITLES MEMORIAI HOSPITAL

Employer identification number

01-0211796

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

()
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

HEALTHINFONET

Person
Payroil []
L]

Noncash
{Compilete Part Il if there is
a nencash contribution.}

(a}
No.

(b)

{c)

Total contributions

{d)
Type of contribution

Person {]
Payroll D

Noncash D
(Complete Part 1l if there is
a noncash contribution.}

(a)
No.

{b)

Name, address, and ZIP + 4

(c)

Total contributions

{d)

Type of contribution

Person D
Payroll D

Noncash [:J
(Complete Part |l if there is
a noncash contribution.}

(a
No.

(b}
Name, address, and ZIP + 4

{¢}

Total contributicns

(d)

Type of contribution

Person r

Payroll L

Noncash D
(Complete Part It if there is
a noncash contribution.)

{a}
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person TJ

Payroll D

Neoncash D
{Complete Part Il if there is
a noncash cantribution.}

{a)
No.

(b}
Name, address, and ZIP + 4

{c}

Total contributions

()
Type of contribution

Person D
Payroll D

Noncash D
(Complete Part Il if there is
a noncash centribution.)

DAA

Schedule B {Form 990, 990-EZ, or 980-PF) (2012)

of Part |
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SCHEDULE C Political Campaign and Lobbying Activities
(Form 890 or 990-EZ)

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

Departmenit of the Treasury . .
Internal Revenue Service P See separate instructions.

OMB No. 15450047

2012

If the organization answered “Yes,” to Form 990, Part [V, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
® Section 501(cH3) organizations: Complete Parts I-A and B. Po not complete Part I-C.
# Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.
» Section 527 organizations; Complete Part I-A only.

If the organization answered “Yes,” to Form 990, Part IV, line 4, or Form 990-EZ, Part V1, line 47 (Lobbying Activities), then
» Section 501(c)(3) organizations that have filed Form 5768 {election under section 501(h)): Camplete Part II-A. Do not complete Part H-B.
s Section 501(c)(3) organizaticns that have NOT filed Form 5768 (election under section 501(h}): Complete Part [I-B. Do not complete Part il-A.

i the organization answered “Yes,” to Form 990, Part IV, line 5 (Proxy Tax) or Form 980-EZ, Part V, line 35¢ (Proxy Tax), then
e Section 501(c){4), {5}, or (8) organizations: Complete Part Ii.

Name of organization

Employer identification number

MILES MEMORIAL HOSPITAL 01-02117896

Complete if the organization is exempt under section 501{c) or is a section 527 organization.

Provide a description of the organization’s direct and indirect political campaign activities in Part IV.
Political expenditures B3

Veolunteer hours

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

If the organization incurred a section 4855 tax, did it fiie Form 4720 for this year?

Was a correction made?
If “Yes

" describe in Part IV,

Enter the amount of any excise tax incurred by the organization under section 4955 P 3 L

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

Enter the amount directly expended by the filing organization for section 527 exempt function
activities B3

Enter the amount of the filing organization’s funds contrlbuted to other organizations for section

527 exempt function activities > $

Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
line 17b | g

Did the filing organization file Form 1120-POL for this year?

Enter the names, addresses and employer identification number (EIN) of aII sectmn 527 pol;tlcal crgamzatlons to Wh]Ch the f|||ng
organization made payments. For each organization listed, enter the amount paid from the filing organizatior’s funds. Also enter
the amount of political contributions recefved that were promptly and directly defivered to a separate political organization, such

as a separate segregated fund or a political actien committee (PAC). If additional space ils'needed, provide information in Part IV.

{a)} Name 7 {b) Address {c} EIN ()} Amount paid from
flling organization's
funds. If none, enter 0-.

{e) Amount of political
confributions received and
promptiy and directly
delivered to a separaie
political organization. If
none, enter O-.

M

{2}

(3)

(4}

{5

(6)

Fer Paperwork Reduction Act Notice, see the Instructions for Form 290 or 890-EZ.

DAA

Schedule C (Form 980 or 990-EZ} 2012
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Schedute © {Form 990 or S90-E7) 2012 MILES MEMORIATL HOSPITAL 01-0211796

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 list in Part IV 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) Affiliated
(The term “expenditures” means amounts paid or incurred.) organizatior's totals group totals

1a Total lobbying expenditures to influence public opinion (grass roots iobbying)

b Total lobbying expenditures to influence a legislative body (direct lobbyingy
¢ Total lobbying expenditures (add lines 1aand1)
d Other exempt purpose expenditures
e Total exempt purpese expenditures (add lines 1cand1ey
f Lobbying nontaxable amount. Enter the amount fram the following table in both

columns.

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

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

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

COver $1,000 000 but not aver $1.500,000 . $175,000 plus 10% of the excess over $1,000,000.

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

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

g Grassroots nontaxable amount (enter 25% of line 1f)

h Subtract line 1g from line 1a. If zero or less, enter -0-

Subtract line 1f from line 1¢. If zero or less, enter-0- 7

j Wthere is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720

reporting section 4911 tax forthis year? . .. . . . et |_| Yes r

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

Lobbying Expenditures Buring 4-Year Averaging Period

Calendar year (cr 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 Grassroocts nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C {Form 990 or $90-EZ} 2012

DAA
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Schedule G (Form $90 or 990-E7) 2012 MILES MEMORIAT. HOSPITAT 01-0211796 Page 3
Complete if the organization is exempft under section 5014(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 year, did the filing organization atternpt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or

referendum, through the use of:

Volunteers?

TR - 0 OO0 Tn
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Complete if the organization |s exempt under section 501(c)(4), section 501(c)(5), or sectlon

501(c)(6).
Yes | No
1 Were substantially all (30% or more) dues received nondeductible by members? 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or tess? 2
3 Did the organization agree to carry over iobbying and political expenditures from the pnor year’i‘ 3

Complete if the organization is exempt under section 501(c)(4}, section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part llI-A, lines 1 and 2, are answered “No,” OR (b) if Part lll-A, line 3, is
answered “Yes.”
1 Dues, assessments and similar amounts frommembers
2 Section 162(e} nondeductible Jobbying and pofitical expenditures (do not inciude amounts of

political expenses for which the section 527(f} tax was paid).

a Current year

c Total

4  If notices were sent and the amount on line Zc 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 thls part to provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiliated group
list); Part II-A, line 2; and Part li-B, fine 1. Aiso, complete this part for any additional information.

Schedule C, Part II-B, Line 1

AMERICAN HOSPITAL ASSOCATION: $3,011 .

DAA Schedule C {Form 980 or 890-EZ) 2012
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90 or 990-E7) 2012 MILES MEMORIAL HOSPITAL 01-0211'796 Page 4
Supplemental Information {continued)

Schedule C (Form 980 or 980-E2) 2012

DAA
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SCHEDULE D Supplemental Financial Statements OMB No. 1545-0047
(Form 990) ¥ Complete if the organization answered “Yes,” to Form 990, 2@1 2
Department of the Treasury Part IV, line §, 7, 8, 9, 10, 11a, 11b, 1ic, 11d, 1‘_1e, 111, :l2a, or 12b.

internal Revenus Service B Aftach to Form 990, } See separate instructions. B

Name of the organization Employer identificationr number

MILES MEMORIAI, HOSPITAL 01-0211796

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if the
organization answered “Yes" to Form 290, Part IV, line 6.

{a} Doner advised funds (b) Funds and cther accounts

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? e D Yes JL_} No
Did the organization inform all grantees, donors, and donor advisars in writing that grant funds can be used
only for charitable purposes and not for the benefit of the doror or donor advisor, or for any cther purppose
conferring impermissible private benefit? . D Yes [] No
Conservation Easements. Complete if the organizat;on answered *Yes" to Form 990 Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) 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 vear.

[ I I N
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=
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{Held at the End of the Tax Year

a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure mcluded m@ . 2c
d Number of conservation easements included in (C) acquired after 8/17/06, and not on a |

historic structure listed in the National Register 2d

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

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

violations, and enfercement 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

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

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

() and section 17OM@NBYIN? [] Yes [ ] nNo

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

Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.

Complete if the organization answered “Yes” to Form 990, Part IV, fine 8.

1a Hf the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of ar, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part Xlli, the text of the footnote to its financial statements that describes these items.

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

(i) Revenues included in Form 990, Part VIil, line 1 S
{ii} Assetsincluded in Form 990, Partx S
2 [fthe organization received or held warks of art, historica treasures or other similar assets for Fnancial galn provide the
following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:
a Revenues included in Form 890, Part Vit jine 1 S
b Assets included in Form 890, Part X . o > 3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule B (Form 990) 2012

DAA
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Schedule D (Form 990) 2012

MILES MEMORIAYL, HOSPITATL

01-0211796

Page 2

Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3

a
b

c D Preservation for future generations
4

Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its

collection items (check all that apply):

|| Public exhibition
D Scholarly research

d D Loan or exchange programs

e D Other

Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part

XHL

During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assetis to be sold to raise funds rather than to be maintained as part of the organization’s collection? . . . . . . . ... . ... D Yes rl No

line 9, or reported an amount on Form 990, Part X, line 21.

Escrow and Custodial Arrangements. Complete if the organization answered “Yes” to Form 990, Part IV,

c
d
e
f

Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not

included on Form 990, Part X7

If "Yes,” explain the arrangement in Part XIIl and complete the foliowing table:

Begmmng balance

No

Endowment Funds. Complete if the organization answered “Yes” fo Form 980, Part IV, line 10.

{a} Current year {b) Pricr year {c) Two years back {d} Three years back {e) Four years back
1a Beginning of year balance 6,164,749 5,499,122 5,655,928 5,313,331 5,415,439
b Contrbutions 58,292 53,050 51,250 98,001 33,521
¢ Net investment eamings, gains, and
losses 166,637 626,618 -187,373 250,932 -129,650
Grants or scholarshlps AAAAAAAAAAAAAA
e Other expenditures for famlltles and
programs . -7,359 -6,341 -12,006
f Administrative expenses = -9,886 =-7,700 -8,677 -6,336 -5,979
g End of year balance 6,372,433 6,164,749 5,489,122 5,655,928 5,313,331
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowmeant b 32 46 %
b Permanent endowment b 67 . 5
Temporarily restricted endowment b %
The percentages in lines 2a, 2b, and 2c¢ should equal 100%.
3a Ave there endowment funds rot in the possession of the organizatioh that are held and administered for the
organization by: ' Yes | No
() warelated organizations sa(i} X
(i) related arganizations 3a(ii X
b If “Yes” to 3a{ii), are the related organizations listed as required on Schedule R . ]s
4 ribe in Part Xill the intended uses of the organization's endowment funds.
| Land, Buildings, and Equipment. See Form 990, Part X, line 10.
Description of property {a} Cost or other basis {b) Cost or other basis {c} Accumulated {d) Book valug
{investmeant) {other) depreciation
Ta land 1,811,745 1,811,745
b Buidings 24,986,398 14,558,217 10,428,181
¢ Leasehold improvements 511,825 337,264 174,661
d Equipment 13,948,536 10,643,186 3,305,350
eOther .. ... ... 1,777,783 1,036,679 741,104
Total. Add lines 1athrough 1e. (Column {d) mustequal Form 990, Part X, ¢column (B), tine 10y ... .. P 16,461,041

DAA

Schedule D {Form 990) 2012




IMMH 07/08/2014 9:55 AM

Schedule D (Form 990) 2012 MILES MEMORIAL HOSPITAL 01-0211796 Page 3
investments—Other Securities. See Form 990, Part X, line 12.
{a) Bescription of security or category {b) Book value {c) Method of valuation:
{including name of security} Cost or end-of-year market vaiue

(1) Financial derivatives

3,115,050] Market

lumn (b) must egual Form 990, Part X, col. (B} line 12.) b 3,115,050
i Investments—Program Related. See Form 990, Part X, line 13.

(a} Description of investment type (b} Book value {c} Method of vaiuation:

Cost or end-of-year market value

)
2)
3
4)
(8)
(6
7
(8)
9
(10}
Total. {Cotumn (b) must equal Form 890, Part X, col. (B) line 13.) b
Other Assets. See Form 980, Part X, line 15,
{a} Description {b) Bock value
() DUE FROM RELATED PARTIES 8,813,286
(2) INVESTMENT IN LCH & LCM 1,275,000
(3) QTHER 629,705
{4) DEFERRED CHARGES & AMORTIZATION B6,829
(5) DUE FRCM THIRD PARTIES 14,346
(5 CSV LIFE INSURANCE 0
7 AR UNDER REIMBURSEMENT REGULATIONS
8
®
{10)
10,819,266

(a) Deseripticn of liability {b} Book vaiug

(1) Federal income taxes

(2 DUE TO RELATED PARTIES 5,583,237
(3) ESTIMATED THIRD PARTY PAYQR SETTLE 1,53%,000
(4 MALPRACTICE INSURANCE 131,520
(5 FIN 47 ASSET RETIREMENT OBLIGATION 78,105
(5) OTHER LIABILITIES 21,000
(7) DEFERRED COMPENSATION LIABILITY
(8)
(9)

{19

an

Total. (Colurn (b) must equal Form 990, Part X, col. (B) fine 25 > 7,352,862

2. FiN 48 {(ASC 740) Footnote. In Part Xill, provide the text of the footnote to the organization's financial statements that reports the organization's )
liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part XUt ... ... .. o . [ 1_

DAA Schedule D (Form 990) 2012
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Schedule D (Form 890} 2012 MILES MEMORIAIL HOSPITAL 01-02117%6 Page 4
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

Total revenue, gains, and other support per audited financiai statements
Ameunts included on line 1 but not on Form 880, Part VIH, line 12:

Net unrealized gains on investments

Recoveries of prioryeargrants
Other (Describe in Part XIl1.)
Addfines 2athrough2d
Subtract fine 2e from line ®
Ameounts included on Form 990, Part VI, line 12, but not on line 1:
a Investment expenses not included on Form 990, Part VI, fine 7b
b Other (Describe inPartXIUL) !
¢ Add lines 4a and 4b 4c
Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line 12.) 5
Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
Total expenses and losses per audited financial statements . . 1
Amounts included on line 1 but not on Form 990, Part IX, line 25:
Donated services and use of facilities
Prior year adjustments
Other losses

L1V « T« S o N

[

E-Y

N =

T o 0 T W

4 Amounts included on Form 980, Part EX, line 25, but not on line 1:
a Invesiment expenses not included on Form 990, Part Vill, line 7b
b Other (Describe in Part XIH.)
¢ Add lines 4a and 4b

Supplemental information

Complete this part to provide the descriptions required for Part 11, lines 3, 5, and 9; Part Hl, lines 1a and 4; Part IV, lines 1b and 2b;
Part V, line 4; Part X, line 2; Part X, lines 2d and 4b; and Part XIi, lines 2d and 4b. Also complete this part to provide any additional
information.

Schedule D (Form 990) 2012
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Supplemental Information {continued)

Schedule D (Form 980) 2012
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SCHEDULE H Hospitals OMB No, 1545-0047
(Form 990) B Complete if the organization answered “Yes” to Form 990, Part [V, question 20. 201 2
b Attach to Form $90. B See separate instructions.
Department of the Treasury
internal Revenue Service
Name of the organization Employer identification number
MILES MEMORIAIL HOSPITAL 01-0211796

Financial Assistance and Certain Other Community Benefits at Cost

Yes | No

ta Did the crganization have a financial assistance policy during the tax year? If “Ne,” skip to guestion 6a
b K "Yes,” was it a written policy?

2 If the organization had multiple hespital facilities, indicate whlch of the following best describes apphcatlon of
the financial assistance policy to its various hospital faciities during the tax year.
D Applied uniformly to all hospitai facilities D Applied uniformly to most hospital facilities
D Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that appiied to the largest number of
the organization’s patients during the tax year.
a Did the organization use Federal Poverly Guidelines {FPG) as a factor in determining eligibility for providing
free care? If "Yes,” indicate which of the following was the FPG family income limit for eligibility for free care:
[ ] to0% [ 150% || 200% X other_ 175%
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? if "Yes,"
indicate which of the following was the family income limit for eligibiity for discounted care: . ..
[ ] 200% [ ] 250% | ] z00% ] 350% | ] 400% X| other 225%
¢ If the organization used factors other than FPG in determining eligibiiity, describe in Part VI the income based
criteria for determining eligibility for free or discounted care. Include in the description whether the
organization used an asset test or other threshold, regardless of income, as a factor in determining eligibility
for free or discounted care.
4 Did the organization’s financial assistance policy that applied to the largest number of its patients during the

tax year provide for free or discounted care to the “medically indigent™? 4 | X
5a Did the organization budget amounts for free or discounted ¢are provided under its financial assistance po||c:y during the tax year? sa | X
b lf*Yes " did the organization's financial assistance expenses exceed the budgeted amount? 5h | X

i "Yes” to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care?
6a Did the organization prepare a community benefit report during the tax year?

Complete the following table using the worksheels prowded in the Schedule H instructions. Do not stzbmit
these worksheets with the Scheduie H.
7__Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and {a} Number of {b) Persons {c) Total community {d) Direct offsetting {e) Net community {f) Percent
Means-Tested Government aclivities or ser‘ved benefit expense revenue benefit expense of total
programs (optional) expense
Prc’grams {optional}
d Financial Assistance at cost
(from Worksheet 1) 1,604,488 1,604,488 3.01
b Medicaid (from Worksheet 3,
ohmna 7,771,552 5,900,531 1,871,021 3.51

€ Costs of other means-tested
government programs (from

Worksheat 3, column b)

d  Total Financial Assisiance and
Means-Tested Government

Programs 9,376,040 5,900,531 3,475,509 6.52

Cther Benefits

e Community health improvement
senvices ang comemunity benefit

operations (from Worksheet4} 41,583 4,365 37,218 0.07
f  Health professions education

{from Worksheet 5) 99,761 99,761 0.17
g Subsidized heaith services (from

Worksheetsy 15,585,484 10,238,745 5,346,739 10.02

h  Research {from Worksheet 7)

i Cashand in-kind contributions
for community bensfit {from

Worksheet8) 67,988 67,988 0.13
i Total. Other Berefits 15,794,816 10,243,110 5,551,706 10.39
k Total. Add lines ¥dand 7] . .. . 25,170,856 16,143,641 9r027!215 16.91

gg; Paperwork Reduction Act Nofice, see the Instructions for Form 990, Schedule H (Form 990) 2072
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Schedule H {Form 990) 2012 MILES MEMORIATL HOQOSPITAL 01-0211786 page 2
Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

{a) Number of (b) Persons (¢} Total community {d} Direct offsetting {e} Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional) ’
{optional)
1 Physical improvements and housing
2 Economic deveiopment
3 Comsnunity support 845 245 0.00
4 Environmental improvemenis
5 teadership development and training
for communify members
6 Coaittion building
7 Cemmunity heatth improvement
advocacy
8  Workforce development
8  Other

10 Total 245 945
Bad Debi, 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
methodoiogy used by the organization to estimate this amount

1,648,466

Enter the estimated amount of the erganization’s bad debt expense attributable to
patents eligible under the organizatien’s financial assistance policy. Expiain in Part Vi the
methodoiogy used by the organization to estimate this amount and the rationale, if any,

for including this portion of bad debt as community benefit

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

Section B. Medicare

5

6
7
8

D Cost accounting system

Enter total revenue received from Medicare (including DSH and IME)

Enter Medicare allowable costs of care relating to payments on ling 5

13,228,144

15,532,225

Subtract line & from line 5. This is the surplus {or shortfa)
Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported

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

Section C. Collection Practices

9a

b If "Yes,” did the organization’s collection poltcy that applied to the fargest number of its patienis during the fax year confain prowswns
g;ollectlon practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI

Cost to charge ratio
Did the organization have a written debt coIEectlon policy during the tax year?

-2,304,081

9a

X

b

X

Management Com pa nies and Joint Ventures {owned 10% or mare by officers, direciors, frustees, key employess, and physicians-see instructions)

{a) Name of entity

(b) Description of primary
activity of entity

(&) Crganization’s
profit % or stock
ownership %

(d} Officers, directors,
trusteas, or key
employees’ profit %
or stock ownership %

{e) Physicians’
profit % or stock
ownership %

00 i~ R O [ (R e

w

=
[e=]

-
-

-
xS ]

-
j&

DAA
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Sehedule H (Form 990) 2012 MILES MEMORIATL, HOSPITAT, 010211796 Page 3
Facility Information
Section A. Hospital Facilities R I12 (8 S (FiF |3
{list in order of size, from largest to smallest—see instructions) % g g % i'gf % % ”
How many hospital facilities did the organization operate ER ] E 'é F
during the tax year? _ 1 h g = <
g = Facility
- reporting
Name, address, and primary website address Other (describe) group
1 Miles Memorial Hospital
35 Miles Street
Damariscotta ME 04543
X X

DAA

Schedule H (Form 880} 2012
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Schedule H {Form 930} 2012 MILES MEMORIAL HOSPITAL 01-0211 796 Page 4
Facility Information (continued)

Section B. Facility Policies and Practices

{Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facility or facility reporting group Miles Memorial Hospital

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

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

1 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community heatth needs assessment (CHNA)? If "No," skip to line 9
If "Yes,” indicate what the CHNA report describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

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

health needs of the community

EIE]

i1l
[

How data was obtained
The health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
The process for identifying and prioritizing community health needs and services to meet the
__ community health needs
h [X] 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
i X Other (describe in Part V)
2 indicate the tax year the hospital facility last conducted a CHNA: 20_12
3 In conducting its most recent CHNA, did the hospital facility take into account input from representatives of

EIEIE]

©
[

the community served by the hospital facility, including those with special knowledge of or expertise in public

health? If "Yes," describe in Part VI how the hospital facility tock inte account input from persons who

represent the community, and identify the persons the hospital facility consuited ... .. ..
4 Was the hospital facility's CHNA conducted with one or more other hospital facilities? i "Yes," [lst the other

hespital facilities in Part VI

5 Did the hospital facility make its CHNA report widely avaitable to the publtc? ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
If “Yes,” indicate how the CHNA report was made widely avatlable (check all that apply):
a Hospital facility's website
b @ Available upon request from the hospital facility
¢ |X] other (describe in Part V1)
6 If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how {check
all that apply to date}):
Adoption of an implementation strategy that addresses each of the community healih needs identified
through the CHNA
Execution of the implementation strategy
Participation in the development of a community-wide plan
Participation in the execution of a community-wide plan

©
]

S

Inclusion of a community benefit section in operational plans

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

Prioritization of health needs in its community

Prioritization of services that the hospital facility will undertake to meet health needs in its community

i | | Other (describe in Part Vi}

7 Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No,”
explain in Part VI which needs it has not addressed and the reasons why it has not addressed suchneeds . . 7 X

8a Did the organization incur an excise tax under section 4959 for the hospitat facility's failure to conduct a

CHNA as requlred by section 501 (r)(3)’r’

TQ - © O 0o o

ESES B

¢ H"Yes"to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hespital facilities? $

Schedule H {Fonm 990} 2012

DAA
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Schedhule H (Form $90} 2012 MILES MEMORIAIL HOSPITAT, 01-0211796 Page B

Facility Information {continued)

Financial Assistance Policy
Did the hospita! facility have in place during the tax year a wriiten financial assistance polity that:

9 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted

BT R

10 Used federal poverty guidalines (FPG) to determine eligibility for prcwdmg free care? . o
If “Yes,” incicate the FPG family income limit for eligibifity for free care: 175 %
If "No," explain in Part VI the criteria the hospital facility used.

11 Used FPG fo determine eligibility for providing discounted care?
H “Yes,” indicate the FPG family income limit for eligibility for discounted care; 225 v
¥ "No," explain in Part VI the criteria the hospital facility used.

12 Explained the basis for calculating amounts charged to patients? .
If “Yes,” indicate the factors used in determining such amounts {check ail that apply):

a |X| Income level

b W_ Asset level

c g Medical indigency

d : Insurance status

e H: Uninsured discount

f [X| Medicaid/Medicare

g X| state reguiatidn

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 hospital famllty’?

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

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

b | | The palicy was attached to biliing inveices

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

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

e —}E The policy was provided, in writing, to patients on admission to the hospital facility

f X The policy was available on reguest

g | | Other (describe in Part V1)

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 hospttal facility may take upon non-payment?

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

a | Reporting to credit agency

Lawsuits

c [ﬁ_‘ Liens on residences

Body attachments

e Other similar actions (describe in Part Wi}

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

DD

LT

If “Yes,” check all actions in which the hospital facility or a third party engaged:
a L] Reporting to credit agency
b D Lawsuits
c D Liens on residences
d D Body attachments
e m Other similar actions {describe in Part Vi)

Schedule H (Form 990) 2012
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Schedule H {Form 990) 2012 MILES MEMORIAL HOSPITAL 01-02117%6

Page 6

Facility Information (continued)

18 Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check ali that apply):
a E} Notified individuals of the financial assistance policy on admission
b Notified individuals of the financial assistance pclicy prior to discharge
c D Notified individuals of the financial assistance pelicy in communications with the patients regarding the patients' bills
d [J Documented its determination of whether patients were eligible for financial assistance under the hospital facility's
financiaf assistance policy
e ﬂ Other {describe in Part V1)

Policy Relating to Emergency Medical Care

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

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

b | | The hospital facility's policy was not in writing

c [WJ The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Part V1)

d R Other {describe in Part V1)

Yes | No

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

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

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

b D The hospital facility used the average of its three lowest negoetiated 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 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 who had insurance covering such care?
If "Yes,” explain in Part VI.

22 During the tax year, did the hospital facility charge any FAP-eligible individuals an amount egual to the gross
charge for any service provided to that individal?
If "Yes,” explain in Part VI

22 X

DAA

Schedule H {Form 990) 2012
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Schedule H (Form 880) 2012

MILES MEMORIAL HOSPITAL

01-0211786

Page 7

Facility Information (continued)

Facility

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

How many non-hospital health care faciiities did the organization operate during the tax year? 10

ection C. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital

Name and address

Type of Facility (describe)}

1

Miles Memorial Hospital

dba LMP General Surgery

5 Miles Center Way

Damariscotta ME 04543

Outpatient

Clinic

Miles Memorial Hospital

dba LMP Orthopedics

5 Miles Center Way

Damariscotta ME 04543

Outpatient

Clinic

Miles Memorial Hospital

dba The Family Care Center

14 St. Andrews Lane

Boothbay Harbor ME 04538

Outpatient

Clinic

Miles Memorial Hospital

dba IMP Internal Medicine

5 Miles Center Way

Damariscotta ME 04543

Outpatient

Clinic

Miles Memorial Hospital

dba LMP Family Medicine

230 Raler's Corner

Waldoboro ME 04572

Outpatient

Clinic

Miles Memorial Hospital

dba IMP Pediatrics

79 Schooner Street

Pamariscotta ME (04543

Outpatient

Clinic

Miles Memorial Hospital

dba IMP Family Medicine, Van Winkle

Medical Building, 79 Schooner Stree

Damariscotta ME (4543

Outpatient

Clinic

Miles Memorial Hospital

dba The Women's Center

24 Miles Center Way

Damariscotta ME (04543

Outpatient

Clinic

Miles Memorial Hospital

dba IMP Family Medicine

49 Hooper Street

Wiscasset ME 04578

Cutpatient

Clinic

10

Miles Memorial Hospital

dba Lincoln Medical Partners

42 Belvedere Road

Newcastle ME 04553

Administration

DAA

Schedusie H (Form 990) 2042
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Supplemental Information

Complete this part to pravide the following information.

1

Required descriptions. Provide the descriptions required for Part I, lines 3¢, 6a, and 7; Part II; Part 11, 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, 2%, and 22.

Needs assessment. Describe how the organization assesses the health care needs of the communities i 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 erganization’s financial assistance policy.

Community infermation. 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.q., open medical staff, commurnity
beard, use of surpius funds, atc.),

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 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 reguired

for Part V, Section B, lines 1j, 3, 4, 5¢, 61, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 18c, 194, 20d, 21, and 22,

Part I, Line 7g ~ Subsidized Health Services Explanation

Subsidized health services include School Based Health Centers where

Lincoln County Health Care, Inc. (LCH) and its subsidiaries Miles Memorial

Hospital (MMH) and St. Andrews Hospital (SAH) provide physicians or nurse

practitioners to consult and provide services within the school. Clinics

are also offered throughout the vear to provide subsidized services such as

mammography, blood pressure screenings, etc. to encourage its residents to

obtain these health services. Physician practices offering services such

as Family Medicine, Internal Medicine and Pediatrics operate at a loss in

order to ensure healthcare for its community members regardless of their

ability to pay.

$5,346,738 (in 2012, $3,196,791) of expenses related to cutpatient

clinics are included in the subsidized health services total in Part I,

Line 7qg.

Part I, Line 7, column (f) - Exclusions from Percent of Total Expense:

In 2013, Bad Debt is a deduction from revenue and is not included in total

expenses., In 2012, Bad Debt expense of 52,796,536 was removed from total

DAA Schedule H {Fora: 230) 2012




WIMH Q7/08/2014 8:55 AM

Schedute H (Form 990} 2012 MILES MEMORIAI HOSPITAT, 01-02117%96 Page 8

Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 8a, and 7; Part i!; Part lll, lines 4, 8, and 8b; Part

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

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition ta
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 eligibifity for assistance under federal, state, or local government programs or

under the organization’s financial assistance palicy.

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

Promotion of community health. Provide any other information important to describing how the arganization’s hospital facilities or
other health care facilities further its exempt purpose by promeoting the health of the community (e.9., open medicat 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 2 community benefit report.

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

for Part V, Section B, lines 1j, 3, 4, 5¢, 61, 7, 10, 11, 12h, 14g, 16e, 17¢, 18e, 19¢, 18d, 20d, 21, and 22.

expenses when calculating the percent of total expenses in column (f).

Part I, Line 7 - Costing Methodology Explanation

Charity Care and Means-Tested Government Programs utilize a cost to charge

ratio in determining the cost of the actual Charity Care Write-Off. The

cost to charge ratio is calculated using Worksheet 2: Ratio of Patient

Care Cost to Charges, located in the Schedule H instructions.

Part IT - Community Building Activities

Lincoln County Healthcare, Inc. and its subsidiary hospital organizations,

Miles Memorial Hospital and St. Andrews Hospital, partner with various

community groups such as the Healthy Lincoln County, A Healthy Maine

Partnership and the Lincoln County Abuse Task Force to improve and protect

the health of its community members. Meals are prepared by its staff as

part of the local Meals on Wheels programs which delivers meals to the

elderly population to assist with their nutritional needs. LCH

participates in the community disaster training held on a regular basis

throughocut the county.

DAA
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Supplemental Information

Complete this part to provide the following information.

1

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

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

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition o
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 infermation important to describing how the organization’s hospital facilities or
other heatth care facilities further its exempt purpose by prometing the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the 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 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¢e, 18e, 19¢, 19d, 204, 21, and 22,

Part III, Line 4 - Bad Debt Explanation

From the LCH Audited Financial Statements: Charity Care and Bad Debts: MMH

and SAH (the Hospitals) accept all patients regardless of their ability to

pray. A patient is classified as a charity patient by reference to certain

established policies of the Hospitals. Essentially, these policies define

charity care as those services for which limited or no payment is

anticipated. In assessing a patient's ability to pay, the Hospitals

utilize generally recognized poverty income levels. Charity Care is

measured based on the Hospitals' established rates. The Hospitals utilize

annual federal guidelines and adijust accounts for those whose income is

225% of the poverty level taking family size into consideration. The costs

and expenses incurred in providing these services are included in operating

expenses. Revenue for services rendered to individuals from who payment is

expected and ultimately not received is written off and included as part of

the allowance for bad debts. The costing methodology used in determining

the amounts reported on Part IIT, Line 2 and 3 follow the Worksheets

provided in the Schedule H Instructions and utilizes costs to charge

information derived directly off the annual cost reports.

DaA
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Supplemental Information

Complete this part to provide the foliowing information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part |l; Part I, 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, 18e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

Needs assessment. Describe how the organization assesses the health care needs of the communities i 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 tc describing how the organizatien's hospital facilities or
cther health care facilties 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, fines 1], 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 18e, i7e, 18e, 18¢, 18d, 20d, 21, and 22.

Bad debt expense represents healthcare services Miles Memorial Hospital has

provided without compensation. As a tax-exempt hospital, MMH provides

necessary patient care regardless of the patient's ability to pay for the

services. A portion of MMH bad debt expense is attributable to patients

eligible for financial assistance that, for a variety of reasons, do not

complete the financial assistance application process. MMH cannot

determine the amount of bad debt expense that could be reasonably

attributable to patients who likely would qualify for financial assistance

under the MMH free care policy. In addition, bad debt expense also

includes amounts for services provided to individuals experiencing

difficult personal or economic circumstances 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 to handle their

personal debt and their new medical debt. However, because of their income

level, they do not qualify for free care. By providing necessary

healthcare services to those individuals either who fail to apply for

financial assistance or who are experiencing difficult personal or econcmic

circumstances, MMH believes that bad debt expense should be included as a

community benefit.

DAA Scheduie H (Form 980) 2012
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Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part [, lines 3, 8a, and 7; Part l; Part Hl, lines 4, 8, and 9b: Part
V, Section A; and Part V, Section B, lines 1}, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16=, 17e, 18e, 19¢, 19d, 204, 21, and 22,
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition o
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 poiicy.
4 Community information. Describe the community the organization serves, taking inte account the geographic area and
demographic constifuents it serves.,
5  Promotion of community health. Provide any other information important to describing how the organization’s hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).
6  Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.
7 State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benafit report.
8  Faclility reporting group(s). If applicable, for @ach hospital facility in & facility reporting group provide the descriptions reguired
for Part V, Section B, lines 1j, 3, 4, 5c, 61, 7, 10, 11, 12h, 14q, 16e, 17&, 18e, 19¢c, 19d, 20d, 21, and 22.
Part ITI, Line 8 ~ Medicare Explanation
Medicare allowable costs were calculated using a cost to charge ratio.
MMH believes that the Medicare shortfall should be included as a community
benefit because MMH has a clear mission commitment 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 improved by MMH,
they would become the obligation of the Federal Government.
Part III, Line 9 - Collection Practices Explanation
Collection policy excerpt regarding self-pay accounts: For self-pay
balances, payments must be arranged by the Financial Counselor or patient
accounts staff using the following criteria:
*Balances under 5100 - 525/month minimum
*Balances $100-$500 - $50/month minimum
*Balances over 5500 -~ $100/month minimum
DAA Schedule H (Form 980} 2012
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Supplemental Information
Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, ines 3¢, 8a, and 7; Part It; Part lII, lines 4, 8, and Sb; Part
V, Section A; and Part V, Section B, lines 1], 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18¢e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in additian 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 hilled for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization’s financial assistance policy.

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

5  Promotion of community health. Provide any other information important to describing how the organization’s hospital facilities or
other heaith care facilities further its exempt purpose by promoting the health of the community (8.9., open medical staff, community
board, use of surpius funds, etc.).

6  Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in premoting the heaith 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 applicabie, 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.

If the patient cannot meet the guidelines above, the financial counselor or

patient accounts staff will request proof of income and reason why they

cannot make regular payments. The patient will be offered financial

assistance if criteria is met with Free Care guidelines and other

assistance that is available. When it is determined that the guarantor

cannot realistically meet the extended payment plan terms due to

insufficient income, limited or negligible assets or other extenuating

circumstances beyond the guarantor's control, the hospital may reduce the

total indebtedness through Free Care.

*Under the supervision of the Director of Patient Accounts, the Financial

Counselors will follow the Free Care guidelines for approval of Free Care.

*A Free Care write-off may be utilized only after all third party benefit

possibilities have been exhausted, and when it is determined that no other

hospital assistance programs or funds are applicable or available to the

qgquarantor. Once approved, the hospital will allow full or partial

adijustments on balances up to 225% of the Free Care guidelines set by the

State of Maine.
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Supplemental Information

Complete this pari to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 8a, and 7; Part il; Part lil, lines 4, 8, and b; 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 heaith care needs of the communities it serves, in addition to
any needs assessmants 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 tocal 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
demegraphic constituents it serves.

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

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

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

organization, files a community benefit report,

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

for PartV, Section B, lines 1§, 3, 4, 5¢, 6, 7, 10, 11, 12h, t4g, 16e, 17e, 18e, 19¢, 18d, 20d, 21, and 22.

Miles Memorial Hospital, Line Number 1 - Part V, Line 13

Also included in the CHNA was a prioritized list of health needs

identified, as well as the implementation plans related to these needs.

Miles Memorial Hospital, Line Number 1 - Part V, Line 3

Community input was taken into account when conducting the CHNA, including

those with special knowledge of or expertise in public health. This

included individuals from the following facilities: Healthy Lincoln County,

MaineHealth, Midcoast Maine Center for Disease Control, Maine Primary Care

Association, and Lincoln County Healthcare.

Miles Memorial Hospital, Line Number 1 - Part V, Line 4

The CHNA was conducted through a partnership with MaineHealth, Eastern

Maine Healthcare System, and MaineGeneral Health.

Miles Memeorial Hospital, Line Number 1 - Part V, Line 5c¢

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

DAA Schedule H (Form 990) 2042
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Supplemental Information

Complete this part to provide the following information.

1

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

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

Needs assessment. Describe how the arganization 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 persans

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 arganization's hospital facilities or
other health care facilties 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 organizaticn 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 hespital facility in a facilify reporting group provide the descriptions reguired

for Part V, Section B, lines 1j, 3, 4, 5¢, 61, 7, 10, 11, 12h, 14g, 18e, 17e, 18e, 18¢, 19d, 20d, 21, and 22.

Miles Memorial Hospital, Line Number 1 - Part V, Line 7

The following identified community health needs were not addressed: Cancer

and Reproductive Health. These priorities were not addressed due to lack

of consensus from community partners regarding the importance of the issue

and/or lack of resources to address the issue.

Miles Memorial Hospital, Line Number 1 - Part V, Line 12h

Presumptive Eligibility - intended for those patients who never completed a

Free Cére‘application, but the Patient Accounts department has sufficient

information to determine that the patient would qualify for Free Care if

they applied. Examples include the following:

*Patient is homeless, and did not complete an application

*Patient is covered by an out of state Medicaid plan that the provider is

not credentialed with, and the patient's balance does not justify

completion of the burdensome paperwork associated with credentialing

*Patient has been in the hospital without income for more than 3 months,

and expires before an applicaticn can be completed

*Patient is incarcerated

Consistent with the section on Medical Indigence, Presumptive Eligibility

DAA Schedule H {Form 990} 2012
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Supplemental Information

Complete this part to provide the fellowing information.

1

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

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

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.).

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

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

organization, files a community benefit report.

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, 5c, 8i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19z, 15d, 20d, 21, and 22,

patients will be approved for adjustment by supervisory or management staff

in the Patient Accounts Department, upon recommendation by collection or

customer service staff,

Miles Memorial Hospital, Line Number 1 - Part V, Line 20d

The hospital facility used gross charges to calculate discounts. Items

19a-c are being evaluated for which is most practicable for future

implementation.

Needs Assessment

The health needs of the community are assessed by: utilizing the Maine

State Health Plan and Assessment, community forums, involvement in

community based health status improvement programs and in conjunction with

MaineHealth (our health care system).

MaineHealth also participates in various initiatives to help support and

provide updates to community needs assessment planning. Some of these

initiatives include: Clinical Strategic Planning, Financial Strategic

Planning, Facility Planning, Manpower Planning, Physician Recruitment

DAA Schedule H {(Form 9%0) 2012
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Supplemental Information

Campiete this part to provide the foliowing information.

1

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

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

Needs assessment. Describe how the arganization 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 eligibitity for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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

Promotion of community heaith. Provide any other information important to describing how the organization’s hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g.. open medical staff, community
board, use of surpius 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 alf states with which the organization, or a related

organization, files 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, nes 1], 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 18e, 17e, 18e, 19¢, 18d, 20d, 21, and 22.

Strategic Planning, Emergency Preparedness Planning.

Along with the internal assessments, most member organizations also review

and act on many of the recommendations provided by external groups such as

the Maine Center for Disease Control and Prevention and the "State Health

Plan" created by the Advisory Committee for Health Systems Development.

In addition, MaineHealth and its partners in the OneMaine Health

Collaborative, Eastern Maine Health System and MaineGeneral Health,

released the OneMaine Health Community Health Needs Assessment Report in

2011. The report is a comprehensive compilation and analysis containing

primary and secondary health data sources. The report contains a Health

Status Profile for the state as a whole and for each of Maine's sixteen

counties. The primary data source was a randomized telephone survey; the

sampling methodology was designed to permit comparisons at the county

level. Secondary data sources include numerous state and federal sources.

This report provides baseline data on hundreds of health indicators that

are relevant to hospitals and communities to inform planning and evaluation

activities. Plans call for the Community Health Needs Assessment to be

replicated every three years. MaineHealth holds ¢ommunity forums in

DAA Schedule K (Farm 990) 2012
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Supplemental Information

Complete this part to provide the foliowing information.

-
|

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part II; Part i1, lines 4, 8, and 8b; Part

V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6, 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 reperied 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 eiigibility for assistance under federal, state, or local government programs or

under the organization’s financiai 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 purpese by promoting the health of the community (e.g., open medical staff, community
board, use of surpius 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 benefi 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, 17e, 18, 19¢, 19d, 20d, 21, and 22.

partnership with each member and affiliate hospital in order to increase

understanding and use of the Community Health Needs Assessment and to

inform identification and action on local, community-based health

priorities.

Patient Education of Eligibility for Assistance

Patients and other persons who are billed for patient care are informed

about eligibility criteria for free care, governmental assistance {i.e.

Medicaid) and other assistance programs. Such notification is accomplished

in the following ways: all self-pay patients are provided a packet that

describes available programs, eligibility and the application process;

notifications are posted at numerous locations throughout the heospital in

patient care areas, as well as the hospital entrance; inpatients without

insurance receive financial counseling at which time financial assistance

opportunities are discussed; Hospital staff will assist patients in the

application process; patient bills and statements provide a telephone

number to call for information about financial assistance programs and help

in qualifying for them.

DAA Scheduie H (Form 990) 2012
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Supplemental informaticon

Complete this part to provide the following information.

1

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

V, Section A; and Part V, Section B, lines 1), 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 bilted 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 tc 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 madical 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 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 hespital 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¢e, 18e, 19¢, 16d, 20d, 21, and 22.

Community Information

Cur service area is Lincoln County, Maine, which was incorporated June 19,

1760. Lincoln County contains 457 square miles of land, 451 miles

of coastline, and six rivers. Marine interests such as commercial fishing,

lobstering, clamming, eeling, boat building along with forestry and

agriculture constituted the majority of our early economic base. In more

recent times, service industries and tourism also serve as our economic

base.

According to 2006-2008 American Community Survey of the U.S. Census Bureau,

Linceln County has a total population of 34,730. This population almost

doubles in the summer, as we are a very busy tourist destination on the

coast. Ten percent of our residents are below the poverty level. Maine has

the third highest percentage of residents over 65, 15.6% versus 12.9%

nationally. Within Maine, Lincoln County has the highest percentage of

residents over 65 - 20.0%. Lincoln County alsc has a higher median age

(45.6 vs. 36.7) than in the United States. As compared to the United States

(65.2%) , a smaller percent of residents at least 16 years of age are in the

labor force (64.2%). Lincoln County is an economically poor county. The

DAA Schedule H {Form 980) 2012
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Sohedule H (Form 990) 2012 MILES MEMORIAL HOSPITAL 01-02117%96 Page 8
Supplemental Information
Coemplete this part to provide the following information.

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

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

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

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

5  Promotion of community health. Provide any other information imporiant 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 susplus funds, etc.).

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

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

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

U.S. Department of Labor reports that the weekly wage in Lincoln County

during the third quarter of 2009 was only $542 as compared to the average

weekly wage of $840 in the United States. In fact, Lincoln County has the

second lowest weekly wage of all counties in Maine. These population and

eccnomic data point out the dependence of Miles Memorial Hospital on

Medicare and Medicaid and explain the large amount of uncompensated care

provided.

St. Andrews Hospital is a Critical Access Hospital located in Boothbay

Harbor. It is the only other hospital in Lincoln County. The provision of

care to Lincoln County residents is coordinated between Miles and St.

Andrews and they share common governance, management and administrative

services in an effort to control costs.

Portions of Lincoln County have been designated as medically underserved.

Health of Community in Relation to Exempt Purpose

The tax exempt purpose of the organization to improve the health of the

community is promoted and enhanced in the following wavys:
DAA Schedule H {Form 890} 2012
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Schedule H (Form 990} 2012 MILES MEMORIATL HOSPITAT, 01-0211796 Page 8

Supplemental Information

Compiete this part to provide the following information.

1

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

V, Secticn A; and Part V, Section B, lines 1), 3, 4, 5¢, 61, 7, 10, 11, 12h, 14q, 16e, 17e, 18e, 18c, 19d, 20d, 21, and 22.

Needs assessment. Describe how the organizaticn assesses the health care needs of the communities it serves, in additien 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 hespital 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 affilialed 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 heospital facility in a facility reporting group provide the descriptions required

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

*The majority of the governing body is composed of persons living within

the hospital service area that are neither emploved by nor have contractual

relationships with, the hospital or its affiliates.

*Medical staff privileges are available to all qualified physicians in the

community.

*Solicitation of community input in the strategic planning process.

*Common_ governance of the hospitals, long-term care, home health, Hospice

and physician services provided in the county to promote common health care

and improvement planning and control costs.

*Voluntary cap on Income from Operations to restrain prices and to fund

health care and health improvement activities.

*Surplus funds are reinvested in capital equipment and improvements to

ensure high quality care.

*Each year a portion of Retained Earnings are distributed to our parent,

MaineHealth, for the specific purpose of health status improvement programs

throughout the MaineHealth service area.

Affiliated Health Care Information

DAA Schedule H {Form 980) 2042
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Scheduie H (Form 990) 2012 MILES MEMORIAL HOSPITAL 01-0211796 Page 8
Supplemental Information
Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part 1, lines 3c, 6z, and 7; Part II; Part HI, lines 4, 8, and Sb: Part
V, Seclion A; and Part V, Section B, lines 1], 3, 4, 8¢, 6i, 7, 10, 11, 12h, 14g, i6e, 17e, 18e, 19¢c, 18d, 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 eiigibility 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 locat government programs or
under the organization’s financial assistance poticy.

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

5  Promeotion of community health, Provide any other information important to deseribing 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. iIf the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in prometing the health of the communities served.

7 State filing of community benefit report. If applicable, identify al 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¢, 61, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

The hospital is part of Lincoln County Health Care, Inc. which includes the

following services provided in Lincoln County: a critical access hospital,

a sole community provider hospital, two nursing facilities, two assisted

living facilities, two dementia care facilities, Rural Health Clinics at

several sites, general surgery practice, orthopedic surgery practice,

OB/GYN physician practice, pediatrics, home health care and Hospice.

Lincoln County Health Care (LCH), in turn, is part of the MaineHealth

system.

The ability to improve health care and the health status in Lincoln County

is enhanced by the common governance, management and administration of

these diverse health care services. The system's coordinated approach to

the following enhances the resources that can be allocated to direct

patient care and health status improvement: accounting, analysis and

budgeting; patient billing; medical records; Supply Chain

Management/Purchasing; Human Resources; Information Services; Medical

Staff; Education (Community & Staff); Shared Clinical Department Management

{(Hospitals) .

DAA Schedule B (Form 930) 2012
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Schedule H (Form 990) 2012 MILES MEMORIAL HOSPITAL 01-0211796 Page B

Supplemental Information

Complete this part to provide the following information.

1

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

V, Section A; and Part V. Section B, lines 1j, 3, 4, 5¢, 61, 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 eligibifity for assistance under fedesal, 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 te 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 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 hespital 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, 14q, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

The system approach provides a more "holistic" approach to community needs

assessment and to the implementation of programs to improve community

health. Strategic planning and budgeting can better allocate resources

across the spectrum of care to achieve better overall cutcomes.

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 nations 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 Maine regicnal service areas.

The collaboration of MaineHealth members makes it possible to offer an

extensive range of clinical integration and community health programs, many

aimed at improving access to preventive and primary care services.

MaineHealth includes the following member organizations: Lincoln County

Health Care (Miles Memorial Hospital and St. Andrews Hospital), Maine

Medical Center, Maine Mental Health Partners (Spring Harbor Hospital), Pen

Bay Healthcare (Pen Bay Medical Center), Southern Maine Health Care

(Southern Maine Medical Center and Henrietta D. Goodall Hospital, Inc.),

DAA Schedule H {Form 990} 2012
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Scheduie H (Form 990) 2012 MILES MEMORIAY, HOSPITAL 01-0211796 Page 8

Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Pari |, lines 3¢, 6a, and 7; Part 1i; Part [1l, lines 4, 8, and $b; Part

V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 61, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 194, 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 reporied in Part V, Section B,

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

who may be billed for patient care about their eligibility for assistance under federal, state, or jocal 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 promaoting the health of the cornmunities 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, 17e, 18e, 18¢, 19d, 204, 21, and 22.

Waldo County Healthcare (Waldo County General Hospital), Western Maine

Health (Stephens Memorial Hospital), HomeHealth Visiting Nurses, Maine

Physician Hospital Organization, NorDx, and Svynernet. Affiliates of

MaineHealth include MaineGeneral Medical Center, Mid Coast Hospital, New

England Rehabilitation Hospital, and St. Mary's Regional Medical Center.

List of States Where Community Benefit Report is Filed

Maine

Additional Information

A community benefit report is only filed in Maine. The community benefit

report is contained within the report prepared by Lincoln County Health

Care, Inc. See Schedule 0.

Additional Information

Part I, Line 3b

Eligibility for free or discounted care is based on income e¢riteria as

outlined below:

DAA

Schedule H (Form $90} 2012
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Schadule H (Form 990) 2012 MILES MEMORIAIL HOSPITAL 01-02117%6

Page 8

Supplemental Information

Compleie this part to provide the following information.

1

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

V, Section A; and Part V, Section B, lines 1), 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 efigibility 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
demaographic constituents it serves,

Promotion of community health. Provide any other information important fo describing how the organization’s hospital facilites or
ather 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. ¥ applicable, identify ali states with which the organization, or a related

arganization, 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¢, 8i, 7, 10, 11, 12h, 14g, 16e, 17e, 182, 19¢, 19d, 20d, 21, and 22.

175% FPL ~ 100% Write-off

200% FPL - 50% Write-off

225% FPL - 25% Write-off

% Federal Poverty Levels (FPL) take into account family size. No asset

test, or other criteria is evaluated for eligibility. These levels surpass

the minimum state requirements for free care eligibility at 150% of FPIL.

BAA

Schedute H {Form 9950) 2012
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SCHEDULE J Compensation Information
{Form 280) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees

OMB No, 1545-0047

2012

B Complete if the organization answered "Yes" to Form 990,
Department of the Treasury Pari IV, line 23.
Internal Revenue Service b Attach to Form 990. P See separate instructions.
Name of the organization Employer identification number
MILES MEMORIAT. HOSPITAT 01-0211796

Questions Regarding Compensation

1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
800, Part VII, Section A, line 1a. Complete Part IIf to provide any relevant information regarding these items.

LJ First-class or charier travel D Housing allowance or residence for personal use
D Travei for companions D Payments for business use of personal residence
D Tax indemnification and gross-up paymenis D Health or sociai ciub dues or initiation fees

{] Discretionary spending account D Personal services (e.g., maid, chauffeur, chef)

b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "Ng," complete Part 1l to
explain

2 Did the organization require substanfiation prior to reimbursing or allowing expenses incurred by all officers,
directors, trustees, and the CEQ/Executive Director, regarding the items checked in line 1a?

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

D Compensation committee D Written employment contract
D independent compensation consultant D Compensation survey or sfudy
[_] Form 990 of other organizations H Approval by the board or compensation commitiee

4 During the year, did any person listed in Form 990, Part VI, Section A, line {a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment?

H "Yes" to any of lines 4a—c, list the persons and provide the applicable amounts for each item in Part lil.

Only section 501(c}(3) and 501(c}{4} organizations must complete fines 5-9.
5 For persons listed in Form 990, Part Vil, Section A, line 1a, did the organization pay or accrue any
compensation centingent on the revenues of:
a The organization?

If "Yes” to line 5a or 5b, describe in Part IH.
6 For persons listed in Form 990, Part Vil, Section A, line 1a, did the organization pay or acerue any
compensation centingent on the net earnings of:
a The organization?

i “Yes” to line 6a or Bb, descrlbe in Par’t IH.
7 Forpersons listed in Form 890, Part Vil, Section A, line 1a, did the organization provide any non-fixed

payments not described in lines 5 and 67 If "Yes,” describe in Partt 7 X
8 Were any amounts reported in Form 980, Part VII, paid or accrued pursuant to a contract that was subject

to the initial contract exception described in Regulations section 53.4958-4(a)(3)7 If “Yes,” describe

In Part !” ................................................................................................................................ 8 X
9 f"Yes"to Ilne 8, did the organization also follow the rebutiable presumption procedure described in

Regulations section 83 4958-6(C)7 .. .. o i 9

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

DAA

Scheduie J {Form 950) 2012
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MMH 07/06/2014 9:55 AM

. OME No_ 1545-0047

SCHEDULE O Supplemental Information to Form 990 or 980-EZ :

(Form 930 or 930-E2) Complete to provide information for responses to specific questions on 20 1 2

Form 990 or 990-EZ or to provide any additional information.

Department of the Trez?sury P

Internal Reverue Service Attach to Form 990 or 990-EZ.

Mame of the organization Employer identification number
MILES MEMORIAL HOSPITAL 01-0211796

For Paperwork Reduction Act Notice, see the Instructions for Form 890 or 890-EZ. Schedule O (Form 930 or 290-E2) {2012)
DAA




MMH (7/08/2014 9:55 AM
Schedule C (Form 880 or 990-£7) (2012) Page 2
Name of the organization Employer identification number
MILES MEMORIAT, HOSPITAL 01-0211796

In consultation with Sullivan Cotter, the MaineHealth Board Compensation

Schedule C (Form 890 or 990-EZ) (2012)
DAA



MMH 07/08/2014 9:55 AM
Schedule O (Form 950 or 990-F7) (2012} Page 2
Name of the organization Employer identification number
MILES MEMORIAT, HOSPITAL 01-021178¢

necessary action to prevent the CEO from voting or directly participating

Schedule O (Form 990 or 890-EZ) (2012}
DAA



MMH 07/08/2014 9:55 AM
Schedule O (Form 990 or 990-EZ) (2012) Page 2
Name of the organization Empioyer identification aumber
MILES MEMORIAT, HOSPITAL 01-0211796

Schedule O (Form 990 or 990-EZ) (2012}
DAA
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Schedule R (Form 990) 2012 MILES MEMORIAL HOSPITAL 01-0211796 Page 5

Supplemental Information
Compiete this part to provide additional information for responses to questions on Schedule R (see

instructions).

DAA Schedule R {Form 990) 2012




