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ME

Summary

1 Briefly describe the organizalion's mission or most significant activities:
g| . SPRING HREEBOR HOSPIIAL OFFERS PEOPLE IV MENTAL MEALTH CRISIS HIGH-QuALiry, "
£ . FOCUSED TREATMENT TO SUPPORT THEIR ONGOING RECOVERY. . .
T
o I
g 2 Check this box b if the orgamzatlon disconilnued its operations or disposad of more than 25% of ils net assets,
o | 3 Hummber of voting members of the govemning body (Fart Vi, line tay 3|18
B | 4 Mumber of independent voting members of the governing body (Part Vi, linetb) 4 | 16
S| 5 Totalnumber of individuals employed in calendar year 2012 (Pat V, e 22 T 5 | 502
E & Total number of volurisars (estimats if necessary) 6 5
: 7a Tetal unrefated business sevenue from Part VIl column (C), inet2 Ta 4
b Net unrelated business taxable income from Form 990-T Jined4 . . 7hb 4
Pyiar Yaar Cureend Year
o | B Contibutions and grants Paci VI, jine thy 511,633 220,603
2| @ Program sewice revenus {Part VI, line 2g) 32,947,607 31,403,253
g | ¢ rregramsenice revenus trant VIl ine gy .
5| 10 Investmentincomo (Pert VI, colurmn (A), lines 3,4, and7a) " 14,581 26,788
1 41 Other revenus (Part Vill, column (A), Jines 5, 64, 8¢, 9c, 10c, and Me) 40,173 582,330
12 Total revenus - add fines 8 through 11 (musi equal Part V|||, column (A), line 123 . ... 33,513,994 32,242,974
13 Granfs and similar amounts paid (Part IX, cofmn (&), fines 1=3) 0
14 Benofits paid to or for members (Part IX, calna {A), lina 4) Q
g | 15 Salaries, other compensation, employss benefits (Part IX, column (A} lines. 510 20,695,405 20,961,938
21 16aProfessional fundraising fees (Part B, cnlumn(A}}lmeﬁe)”“_m_'_______“_'__mm___m
,:.’_ b Total fundralsing expenses (Part X, column (D), e 26) - 88,684 : e
W1 17 Otner expenses (Part [X, column (A), lires 11a-11d, t1f2de) 11,950,304 9,963,456
18 Total expenses. Add fines 1317 (must equal Part IX, column (), fine 25) 32,645,708 30,925,394
18_Revenue less expenses, Subfract line 13 from line 12 868,285 1,317,580
Y Beginning of Gurrent Year End of Year
B3 20 Totlassele (PartX,Wnet6) 34,493,242| 37,515,534
22 21 Totallimbilties (Pant X, fne2s) oo 24,790,782 26,452,666
23 27 Not assets or fund balances. Subtract fine 21 fomline2o T 9,702,460 11,062,868
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Form 890 (2012) SPRING HARBOR HOSPITAL 01-0524834 Page 2
Statement of Program Service Accomplishments

Check if Schedule O contains a response fo any question in this Part 11l
1 Briefly describe the organization's mission:

SPRING HARBOR HOSPITAL OFFERS PEOPLE IN MENTAL HEALTH CRISIS HIGH-QUALITY,

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

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

4a (Code: ) (Expenses $ 12,754,730 including grants of $ ) {(Revenue § 15,076,138

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

(Expenses $ including grants of § ) (Revenue $ )
4e Total program service expenses b 26,567,815
DaA

Form 990 (2012)
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Form 990 (2012) SPRING HARBOR HOSPITAL 01-0524834 Page 3
Checklist of Required Schedules
Yes | No
1 Is the organization described in secticn 501(c)(3) or 4847(a)(1) (other than a private foundation)? If “Yes,”
complete Schedule A 11 X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see |n5truct|cn5)’? VVVVVVVVVVVVVVVVVVVVVVVVVVVVVVVV 2 | X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in epposition o
candidates for public office? if “Yes,” complete Schedule C, Partt 3 X
4 Section 501{c)(3} organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes,” complete Schedule C, Pgrt4 .~~~ 4 1 X
5 Is the organization a section 501(c)(4), 501(c)}5}, or 501(c}(B) organization that receives membership dues,
assessments, or simifar amounts as defined in Revenue Procedure 98-197 If "Yes," complete Schedule G,
Part IE] ............................................................................................................................... 5 X
6 Did the orgamzatnon maintain any donor adwsed funds or any similar funds or accounts for which doncrs
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,” complete Schedule D, Partl 6 X
7 Did the organization receive or hcld a conservatlon easement, inciuding easements to preserve open space,
the environment, historic land areas, or historic structures? K “Yes,” complete Schedule D, Paitn .~~~ 7 | X
8 Did the organization maintain collections of works of ari, historical treasures, or other similar assets? If "Yes,”
complete Schedule D, Part Il 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If “Yes,” complete Schedule D, Part v, 9 X
10 Did the erganization, directly or through a related organization, hold assets in femporarily restricted
endowments, permanent endowments, or quasi-endowments? lf "Yes,” complete Schedule D, Party
11 Ifthe organization's answer io any of the following questions is “Yes,” then complete Schedule D, Paris Vi,
VI, Vi, X, or X as applicable.
a Did the erganization repott an amount for land, buildings, and equipment in Part X, line 107 If "Yes,"
complete Schedule D, Past VI 1a| X
b Did the organization report an amount for mvestments—-other securttles in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,” complete Schedule D, Pzttt 11b X
¢ Did the organization report an amount for investments—program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,” complete Schedule D, Pt~ 11c X
d Did the organization repost an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes,” complete Schedule D, Part IX 11d X
e Did the organization report an arount for other liabilities in Part X, line 257 If "Yes," complete Schedule D, PatX 1Me| 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)7 If "Yes," complete Schedule D, Partx 1Mf| X
12a. Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” compiete
Schedule D, Parts Xband XIL 12a X
b Was the crganization included in consoiidated, independent audited flnancla! statements for the tax year? If "Yes," and if
the organization answered "No" to fine 12a, then completing Schedule D, Parts XI and Xl is optionat 12b| X
13 Isthe organization a schoo! described in section 170(b)(1)(ANI? If *Yes,” complete Schedue 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes,” complete Schedule F, Parts tandtvy. .~~~ 14b X
16  Did the erganization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located cutside the United States? If "Yes,” complete Schedule F, Pats lland v~~~ 15 X
16  Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or asmstance
to individuals located outside the United States? If “Yes.” complete Scheduie F, Parts landiv. 16 X
17  Did the organization report a totai of more than $15,000 of expenses for professional fundraising services on
Part [X, column (A}, lines 6 and 11e7 If “Yes,” complete Schedule G, Part | (see instructionsy 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIl lines 1c and 8a? If "Yes,” complete Schedule G, Partll 8| X |
19  bid the organization report more than $15,000 of gross income frorm gaming activities on Part VIIL, Ilne 9a?
It "Yes," complete Schedule G, Part Il 19 X
20a Did the organization operate one or more hospital fac;lhtnes? If “Yes,” complete Schedule H o lapa| X
b_If *Yes” fo line 20a, did the organization attach a copy of its audited financial statements fo thls return'? ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 20| X

DAA

Form 990 2012
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Form 990 (2012) SPRING HARBOR HOSPITAL 01-0524834 Page 4
Checklist of Required Schedules (continued)
Yes [ No
21 Did the crganization report more than $5,000 of grants and other assistance to any govemment ar organization
in the United States on Part IX, column (A), line 17 If Yes,” complete Schedule I, Parts landyt 21 X
22 Did the organization report more than $5,000 of grants and other assistance to individuals in the Umted States
on Part X, column (A), line 27 If "Yes," complete Schedule I, Parts | andtt =~~~ 22 X
23 Did the organization answer "Yes” to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? lf "Yes," complete Schedule J 23} X
24a Did the organization have a tax-exempt bond issue wnth an outstancilng principal amount of more than
$100,000 as of the last day of the vear, that was issued after December 31, 20027 If “Yes,” answer lines 24b
through 24d and complete Schedule K. If "No,"gotofine 25 24a X
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? 24b
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
o defease any tax-exemptbonds? 24¢
d Did the organization act as an "on behalf of” issuer for bonds outstandmg at any time during the year? 24d
25a Section 501(c)(3) and 501(c){4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If “Yes,” complete Schedule i, Patl 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a d:squahfed person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 890 or 990-EZ7
If"Yes," complete Schedule L, Partt 25b X
26 Was a loan to or by a current or former officer, director, trustee, key employee, highest compensated emplcyee, or
disgualified person outstanding as of the end of the arganization’s fax year? If “Yes,” complete Schedule L, Partttt 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If “Yes,” complete Schedute L, Pgt it~
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part 1V instructions for applicable filing threshoids, conditions, and exceptions):
a A current of former officer, director, trustes, or key employee? if "Yes," complete Schedule L, Parttv. -~~~ 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
SChEdUIe L Part IV .................................................................................................................. zsb X
¢ An entity of which a current or former officer, director, trustee, or key employee (ora famlly member thereof}
was an officer, director, tustes, or direct or indirect owner? If "Yes,” complete Schedule L, Patvv. 28c X
23 Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Schedulem 28 X
3¢ Did the organization receive contributions of art, historicai treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complete Schedule M 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? if “Yes,” complete Schedule N,
Pari l ................................................................................................................................. 31 x
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
compiete Schedule N, PartH 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulatsons
sections 301.7701-2 and 301.770%-37 If "Yes," complete Schedule R, Partl 1 33| | X
34 Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Parts H, IH, '
or IV and Part V Ilne 1 .............................................................................................................. 34 X
35a Did the organization have a controfied entity within the meaning of section 512(®)(13y2 35a X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(3)(13)? If "Yes,” complete Schedule R, Part V, line2 35h
36 Section 501(c){3) organizafions. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Fart V, line2 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R,
Part VI ................................................................................................................................... 37 x
38  Did the organization complete Schedule O and previde explanations in Schedule O for Part VI, lines 11b and
197 Note. All Form 990 filers are required to complete Schedule O 38 | X

CAA

Form 990 (2012)
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Form 990 (2012) SPRING HARBOR HOSPITAL

01-0524834

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

1a  Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable
¢ Did the organization comply with backup withholding rules for reportable payments te vendors and
reportable gaming (gambling) winnings to prize winners?
Za Enter the number of employees reparted on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this retumn
b If at least one is reported on line 2a, did the organization file all required federa employment tax returns?
Note. If the sum of lines fa 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 more during the year?
b If “Yes," has it filed a Form 980-T for this year? If “No,” provide an explanation in Schedueo
4a Atany 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)’? X
b
Sa
c
6a
b
7
a Did the organization receive a payment in excess of $75 made parily as a contribution and partly for goods
and services pmvided to the paym’«‘
b
G
d
e Did the organization receive any funds, directly or indirectly, o pay premiums on a personal benefit contract? X
T Did the arganization, during the year, pay premiums, directly or indirectly, on a personal benefit contraci? X
g Ifthe organization received a contribution of qualified inteflectual property, did the organization: file Form 8899 as required?
h  If the organization received a contribution of cars, beats, airplanes, or other vehicles, did the organization fite a Form 1098-C?
8  Sponsoring organizations maintaining donor advised funds and section 50%(a)(3} supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsering
organization, have excess business holdings at any time during the year?
9  Sponsoring erganizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section 49667
b Did the organization make a distribution to a donor, denor advisor, or related person?
10 Section 501{c){7) organizations. Enter:
2 Initiation fees and capital contributions included on Part VIl fine 12
b Gross receipts, included on Form 90, Part VI, line 12, for public use of club facilities 10b
11 Section 501(c)(12) organizations, Enter;
a GrOSS InCDme from members or Shar9h0|der5 ........................................................ 113
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem) 11b
12a Section 4947(a){1) non-exempt charitable trusts. Is the orgamzatlon filing Form 890 in lieu of Form 10417
b I “Yes,” enter the amount of tax-exempt interest received or accrued during the year . ... . ... | 12b ,
13 Section 501(c)(29) gualified nonprofit health insurance issuers.
a  Is the organization licensed to issue qualified health plans in more than one state?
Note. See the instructions for additional information the organizaticn 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 issve qualified health plans 13b
c Enter the amount Of reserves on hand ............................................................... 13(:
t4a Did the organization receive any payments for indoor tanning services dunng the tax yearz 14a X
b _If"Yes" has it filed 2 Form 720 to report these payments? If "No," provide an explanation in Schedule © ............. ... ... ... .. 14b
DAA Form 990 2012




SHH D8f2042014 10:28 AM

990 (2012) SPRING HARBOR HOSPITAL 01-0524834 Page 6

Governance, Management, and Disclosure For each "Yes" response to iines 2 through 7b below, and for a "No"
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedufe O. See instructions.
Check if Schedule O contains a response to any question in this Part V] . e iian EL

Section A. Governing Body and Management

ta  Enter the number of voting members of the govemning body at the end of the taxyear 1a 18
If there are material differences in voting rights among members of the governing body, or
it the governing body delegated broad autherity to an executive committee or similar
committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are ingependent 1| 16
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?
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? 3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? 4 X
5  Did the organization become aware during the year of a significant diversion of the crganization’s assets? 5 X
6  Didthe organization have members or stockholders? 6 X
7a Did the organization have members, stockholders, or other persons who had the power fo 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 Thegovemingbody? X
b Each committee with authorrty to act on behaif of the governing bedy? b | X
9 Is there any cfficer, director, trustee, or key empioyee listed in Part VI, Section A, who cannot be reached at
the organization’s mailing address? If “Yes,” provide the names and addresses in Schedule © . ... . ... . . . ... ) 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 afflates? .~~~ 10a X
b If "Yes,” did the organization have written policies and procedures governing the actlwtles of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . .. ... .. ... . 10b
11a Has the organization provided a complete copy of this Forrn 990 to all members of its governing body before filing the form? 1 M1a X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a  Did the organization have a written conflict of inferest policy? If *No,” go to line 43~~~ 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually inferests that could give rise to conﬂlcts'? o M2pl X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
descnbe In SCheduIe O how this was done ............................................................................................. 12c X
13 Did the organization have a written whistleblower poliey? 13 X
14 Did the organization have a written document retention and destruction policy? 14| X
15  Did the process for determining compensaticn of the following persons include a seview and approval by
independent persons, comparability data, and contemparaneous substantiation of the deliberation and decision?
a The organization’s CEO, Executive: Director, or top management official
b Other officers or key employees of the organization
i "Yes” to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year?
b [ "Yes,” did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joini venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exemnpt status with respect to such arrangements? 16b
Section C. Disclosure
17 List the states with which a copy of this Form 990 is required fo be filed » ™ME
18  Section 6104 requires an organization to make its Forms 1023 {or 1024 if applicable), 990, and 990-T {Section 501(c)(3)s only)
available for public inspection. Indicate bow yol: made these available. Check ali that apply.
D Own website D Another's website r}g Upon request D Other (explain in Schedule O)
19 Describe in Schedule O whether (and if so, how), the organization made its governing documents, conflict of interest policy,
and financial statements available to the pubiic during the tax year.
20  State the name, physical address, and telephone number of the persan who possesses the books and records of the
organization: » Michael Abbatiello, CFOQ 78 Atlantic Place
South Portland ME 04106 207-761-2233
DAA Form 990 (2012
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Form 890 (2012) SPRING HARBOR HOSPITAIL

01-0524834

Page 7

Independent Contractors

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

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

Section A.

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

1a Complete this table for all persens 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), reqardless of amount of
compensation. Enter -G- in columns (D}, (E}, and (F) if no compensation was paid.

e Llist all of the organization's current key employees, if any. See instructions for definition of "key employee.”
s List the organization's five current highest compensated employees {other than an officer, director, trustee, or key employee)

who received reportable compensation {Box 5 of Form W-2 and/or Box 7 of Form 1089-MISC) of more than $100,000 from the
organization and any related organizations,

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

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

organization, more than $10,000 of reportable compensation fram the organization and any related organizations.

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

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

(A) (B} (€} (D) (E}) F)
Name and Titte Average Position Reportable Reportabie Estimated
haurs per {do not check more than cne compensation compensation from amount of
week box, unless person is both an from related other
(list any officer and a directorftrustee) the organizations compensation
hours for S s o=zl organization [W-2/1098-MISC} from the
related aZ| 2| 218 358 IW-2/1095-MISC) organization
organizations EE{ £ B L 28 3 and related
below dotted gi| 5 s 89 organizations
line) g ;‘: 3 -g
(M FRANCIS G. MCGINTY
R TRUUUPR | ..1.00
EX-OFFICIO, VP ~ MH 50.00 | X X 611,086 69,483
(2DENNIS P. KING
TN U 16.00
EX-OFFICIO, CEO-MMHEP | 24 .00 {X X 429,842 75,585
(3) FRANK LAVOIE, MD
STV USUURRUURUUURUOO DO 1.00
TRUSTEE 0.00 | X 358,377 31,515
(4 FAREN E. SIMONE
) 1.00
TRUSTEE 0.00 | X 135,115 24,160
{5) SHERI BOULOS
VTSR URR USSR RO 1.00
TRUSTEE 0.00 | X 0 0
(6) JANIS COHEN
R TTOUUUUPURUUUURRURN RO 1.00
TRUSTEE 0.00 | X 0 0
(7Y JAMES HARNAR
S PSUUURURUUUURN B 1.00
TRUSTEE 0.00 | X 0 0
(8)NANCY HASENFUS, |MD
RTINS 1.00
VICE CHAIR 0.00 | X X 0 0
(9 TRACY HAWKINS
S USURUUURRPURUTO S 1.00
CHAIR 0.00 |X X 0 0
(1O LESTER W. HODGDON
TR P U | 1.00
TRUSTEE 0.00 | X e 0
¢NMLISA C, HOOK
T PURUURU VNPT RO 1.00
TRUSTEE 0.00 |X 0 0
DAA
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Form 200 (2012) SPRING HARBOR HOSPITAL 01-0524834 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees {continued)
(A) (B} <) (D) (E) {F}
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation compensation from amount of
week box, unless person is both an from related other
{list any cfficer and a directorftrustee) the organizations compensation
hours for csl 5ol =lax 5 organization {W-2/11098-MISC) from th‘e
related el 2| R 2 %; a (W-2/1099-MISC) organization
organizafions Eé g 8 e gg g and refafed
below dofted §g>_ S T‘oj“ 3=} organizations
line) g % § ?:
(12 NANCY POND
T TTSETTRTRUROURURURUORR RS 1.00
TRUSTEE 0.00 | X 0 0 0
{13)ANNA H. WELLS
PR TERRTUURRURURURPRPROON DO 1.00
SECRETARY 0.00 X X 0 0 0
(14 LESTER F. WILKINSON, JR
b 1.00
TRUSTEE 0.00 [X ) 0 0
(15)RICHARD WHITE
SRR TR RRRURTNY B 1.00
TRUSTEE 0.00 |X 0 0 0
(16) THOMAS CHADBOURNE
RO T UEUR RO RO 1.00
TRUSTEE 0.00 | X 0 0 0
(1MARTON FREEMAN
........................................... 1.00
TRUSTEE 0.00 | X 0 0 0
(15)CREIGHTON TAYLOR
RN U U URRURROUURIY RO 1.00
TRUSTEE 0.00 |X 0 0 0
(199GIRARD ROBINSON, MD
I TTERTURTRURRRORRTORROOY O 40.00
CHIEF MEDICAL OFF. 0.00 X 0 430,387 55,750
b Substotal ... ... > 1,964,807 256,493
c Total from continuation sheets to Part VII, Section A . | 1,145,815 991,477 306,209
d_ Total (add linesibandte) . .. ... B 1,145,815 2,956,284 562,702
2 Total number of individuals (|nc|ud|ng but not Ilmlted to those listed above) who recelved more than $100,000 in
reportable compensation from the organization b 14
Yes | No

3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes,” complete Schedule J for such individual

4 Forany individual listed on line 1a, is the sum of reportable compensation and other compensation from the

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

individual

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

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

Section B. Independent Contractors

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

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

Name and

(A)
business address

(B
Description of services

€
Compensation

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

DAA
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Form 690 (2012) SPRING HARBOR HOSPITAT, 01-0524834 Page 8§
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continuad)
(A (B} (€} {D) (E) (F)
Name and title Average Position Reportable Reportable Estimated
Hours per {do not check more than one compensation campensation from amount of
week box, unless person is both an from related other
(list any officer and a directorftrustee) the organizations compensation
hours for i p— organization (W-2/1008-MISC) from the
related ii i 5 E gg E (W-211099-MISC) organization
organizations Eé‘ g g 2 gg % and ratatad
below dotled &8 g8 2 |&g organizations
line) g ‘,‘E% & ?z
(12)DONAT.D E. QUIGLEY
e 1.00
ASST. SECRETARY 50.00 X 0 349,281 86,017
(13} GREGORY BOWERS
TPV R 1.00
EXEC. VP/TREAS -MMHP | 39.00 X 0 202,185 23,335
(19MICHAEL ABBATIELLO
USRI B 1.00
cFo - MMHP 38.00 X 0 140,005 18,943
(15)JOYCE COTTON
TSRO O 40.00
CCO & CNO 0.00 X 122,451 0 20,669
(16)MARK FULTON
ETTPITSUUUU TR WO 40.00
PSYCHIATRIST 0.00 X 222,566 0 25,746
(17) JOHN MURPHY, MD
e 40.00
PSYCHIATRIST 0.00 X 209,654 0 41,122
(1s)MATTHEW SIEGEL, |[MD
ST RURRTN ROV B 40.00
PSYCHIATRIST 0.00 X 201,818 0 22,059
(19)WILLIAM BRENNAN| MD
S RUUUIURR 40.00
PSYCHIATRIST 0.00 X 196,947 0 24,285
b Subtotab ... b 953,436 691,471 262,176
¢ Total from continuation sheets to Part VII, Section A ... |
d Totsi{addlinesibandde) .. ... ... ... ... ... ... .. P

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

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

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

4 Forany individual listed on line 1a, is the sum of reportable compensation and other compensation from the
orgarization 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 compensaﬁon from any unrelated organization or individuat
for services rendered to the organization? 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 mare than $100,000 of

compensation from the vrganization. Report compensation for the calendar year ending with or within the organization’s tax year,

Narme and

(A)
business address

B
Description of services

)
Compensation

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

received more than $100,000 of compensation from the organization ¥

DAA

Form 990 (2012}
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Form 990 (2012 SPRING HARBOR HOSPITAL 01-0524834 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (B) () (D) {E) {F}
Name and title Average Position Reportabie Reportable Estimated
hours per {do not check more than one cormpensation compensation from amount of
week box, unless persen is toth an from related other
(list any officer and a director/rustee) the organizations compensation
hours for oo = = o< = organization (W-2/1095-MISC) from the
refated o8| & 2 & 25| ¢ (W-2/1099-MISC) organization
organizations |3&] E | 8 e |28 3 and related
below dotted g8 & o 8g| organizations
line) TE|l 2 2| B
® g
(12MELISSA M. BOWKER-KINLEY
SUST TN UURTORRUUNS U 40.00
PSYCHIATRIST 0.00 X 192,379 0 24,313
{(13)RICHARD HANLEY
ST RRUSTRUONY N 32.00
co0 0.00 X 0 167,108 6,902
(14)GATT, WILKERSON
UTPT VT USURURRRUU ORI BO 1.00
CHF PLAN. & DEV. OFF | 39.00 X 0 132,898 12,818
(15)
{16}
{17
{18)
{19)
b Subdtotal ... > 192,379 300,006 44,033
¢ Total from contlnuatton sheets to Part Vil, Section A . -
d Total {add lines iband1c) .. . -
2 Total number of individuals {including but not fimited 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 fine 1a? If “Yes,” complete Schedule J for such individual
4 Forany individual listed on line 1a, is the sum of reportable compensation and other compensation from the

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

individual

5§ Did any person listed on line 1a receive or accrue compensahon from any unrelated organization or individual
for services rendered to the organization? if “Yes,” complete Schedule . 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} B <
Name and business address Description of services Compensation

2 Total number of independent contractors {including but not limited fo those listed above) who
received more than $100,000 of compensation from the erganization B

DAA Form 990 2012)
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Form 990 {2012y SPRING HARBOR HOSPITAIL

01-0524834

Statement of Revenue

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

(A}
Total revenue

(B)
Related or
exempt
function
revenue

mounts

Gifts, Grants

and Other Similar A

Contributions

1a

- ® 0O O o

o

Federated campaigns 1a

Membership dues 1b

Fundraisingevents | 1e

Related organizations 1d

Governiment grants {contributions} 1e

All other contributions, gifis, grants,
and similar amounts not included above | 45 220.603

Nongash contributions included in lines 1a-1f: $

Total. Add lines 1a—1¢f .. . . .. .. i »

(C}
Unretated
business
revenue

(D)
Revenue
excluded from tax
under sections
512, 513, or 514

Program Service Revenue

2a

=2 -~ O o 0 o

Busn. Code

ADULT SERVICES 623000

15,076,138

15,076,138

CHILD & ADOLESCENT 623000

10,600,371

10,600,371

DEVELOEMENTAL DISORDERS 623000

5,726,744

5,726,744

31,403,253

Other Revenue

b Less: rental exps.

10a

b Less: cost of goods sold b

2]

Investment income {including dividends, interest,
and other similar amounts) B

26,788

26,788

Income from investment of tax-exempt bond proceeds b

Royalties

{i} Real (i) Personal

Gross rents

Rental inz. or {loss)

Net rental income or (loss)

Grass amount from (i) Securities (i) Other

sales of assets

other than inventory,

Less: cost or other
basis & sales exps.

Gain or (loss)
Netgainor(loss) ... ... ... .. ... .. .. ... ..

Gross income from fundraising events
(rotindludng $
of contributions reported on line 1c).

See Part 1V, fine 18 a 63,20

Net income or (Joss) from fundraising events .. ... ...

Gross income from gaming activities.
See Part 1V, line 19 a

Gross sales of inventory, less
returns and allowances a

Net income or {loss) from sales of inventory

Miscellaneous Revenus Busn. Code |;

11a

P Qo0 T

. RENT TINCOME 531120

278,822

278,822

. CAFETERIA INCOME 72251

188,199

188,199

VENDING INCOME 900099

23,146

23,146

AIE other revenue 900099

40,857

40,857

531,024

32,242,974

31,934,277

26,788

DAA

Form 990 (2012)
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Form 990 2012y SPRING HARBOR HOSPITAT 01-0524834

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

Statement of Functional Expenses .

Check if Schedule C contains a response {o any question in this Part IX

Do not include amounts reported on lines 6b, Total éi\;l)enses Progra(n?)service Managn(a(r:n)ant and Funé?a}ising
7b, 8b, 9b, and 10b of Part VIIl. expenses general expenses expenses
1 Grants and other assistance to govemments and
organizations inhe U.S, See Part IV, line 21
2 Grants and other assistance {o individuals in
the U.S. See Part IV, line22
3 Grants and cther assistance to governments,
organizations, and individuals outside the
US. SeePartlV,lines 15and 16~
4 Benefits paid to or formembers
5 Compensation of current officers, directors,
trustees, and key employees 165,446 165,446
6 Compensation not included above, to disqualified
persons {as defined under section 4958(f)(1)) and
persons describad in section 4958(c)(3)B)
7 Other sajaries and wages 16,522,532 16,054,776 396,919 70,837
8  Pension plan accruals and contributions (include
sectian 401(k) and 403(b} employer contributions) 296,638 287,739 8,899
9 Otheremployee benefits 2,781,689 2,698,238 83,451
10 Payrolitaxes 1,195,633 1,159,764 35,869
11 Fees for services (non-employees):
a Management
blegdl 8,374 8,374
¢ Accounting 4,140 4,140
d Lobbying I
e Professional fundraising services. Seg Part IV, line 17
f Investment managementfees
g Other, (Ifline 11g amouni exceeds 10% of line 25, column
{#) amount, list ine t1g expenses on Schedule O} 1,088,585 1,077,005 4,511 7,069
12 Advertising and promotion 12,231 11,986 245
13 Office expenses 436,423 421,011 7,857 7,555
14 Information technology 1,693 1,659 34
15 Royalties
16 Occwpancy 1,489,733 1,448,197 41,536
17 Travel 38,686 38,262 275 149
18 Payments of {ravel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings 51,217 48,128 1,279 1,810
20 intereSt ......................................
21 Payments to affiiates
22  Depreciation, depletion, and amortization 1,081,614 1,049,166 32,448
23 insu{ance .................................... 179 711 176 545
24  Other expenses. ltemize expenses not covered
above {List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A} amount, list line 24e expenses on Schedule 0.)
a MEMBER MANAGEMENT FEES 3,638,323 3,638,323
b HOSPITAL TAX 800,748 800,748
¢  PHARMACY SERVICES 580,734 580,734
d FOOD SERVICES ... ... 467,716 467,342 374
e Allotherexpenses 83,528 81,069 1,569 890
25 Total functional expenses. Add lines 1through 24 30, 925 ,394 26,567 ,815 4 ,268 ,895 88 ‘ 684
26 Joint costs. Complete this line only if the
crganization reporiad in column (B} joint costs
from a combined educational campaign and
fundraising solicitation. Check here p D if
following SOP 98-2(ASC958-720) . ... ... ... ..
DAA

Form 990 2012)
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Form 990 (2012)  SPRING HARBOR HOSPITAL 01-0524834 Page 11
Balance Sheet
Check if Schedule O contains a response to any questioninthis Park X . I"L
(&) (B)
Beginning of year End of year
1 Cash noninerestbeanng 1,988 1 8,124
2 Savings and temporary cash investments 11,170,890] 2 14,966,166
3 Pledges and grants recetvable, net 3
4 Accounts receivable,net 1,252,306] 4 1,134,230
5 Loans and cther receivables from current and former officers, dwectars
frustees, key employees, and highest compensated employees.
Complete Partll of Schedule L
6 Loans and other receivables from other disqualified persons (as defined under sectson
4958(f)(1)), persons described in section 4958(c)(3XB), and contributing employers and
spensoring organizations of section 501(c)(9) voluntary employees' beneficiary
o organizations (see instructions). Complete Part I of Schedufel.
%7 Notesand loans recevable,net U 390| 7 3,881
2|8 inenoriesforsaleoruse 165,398] 125,062
9 Prepaid expenses and deferred charges 76,071 49,909
10a Land, buildings, and equipment: cost or e
other basis. Complete Part Vi of Schedule D 10a 30,028,625
b Less: accurnulated depreciaton 10b 10,474,620 15,273,450{ 10¢ 19,554,005
11 Investments—publicly traded securtes 637,355 659,218
12 Investments—other securities. See Part IV, line 11 rrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrr 12
13 Investments—program-retated. See Part IV, linet? 13
14 Intengible assets 14
15 Otherassets. See Pat &V, fine 11 1,915,394| 15 1,014,949
16 Total assets. Add lines 1 through 15 (must egualfine 34) . ... ... . .. 34,483,242 16 37,515,534
17 Accounts payable and accrued expenses 2,488,230| 17 2,072,524
18 Grantspayabie 18
19 Deferredrevenve 21,933 19 20,551
20 Taxexemptbond liabiltes 21,283,877 2 20,474,629
21 [Escrow or custodial account Ilabmty Complete Part iV of ScheduieD
@ ;22 Loans and other payables to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
g disqualified persons. Complete Part Il of Schedule L
1123 Secured morigages and notes payable to unrelated third parties
24 Unsecured notes and loans payable to unrelated third parties
25 Other liabilities (including federal income tax, payables fo retated third
parties, and other liabilities not included on lines 17-24). Complete Part X
cofSchedule D 996,742 25 3,884,962
26 Total liabilities. Add lines 17through 25 . ... ... . 24,790 ,782| 2 26,452,666
Organizations that follow SFAS 117 (ASC 958), check here b [}}J and
§ complete lines 27 through 28, and lines 33 and 34.
127 Unsestricted netassets 2,085,816| 27 10,412,538
@ ;28 Temporarily restricted netassets 266,644| 28 300,330
2 {29 Permanently restricted netassets 350,000
e Organizations that do not follow SFAS 117 (ASC 958), check here p D and
’g’ complete lines 30 through 34.
“g;a 30 Capital stock or trust principal, or currentfunds 30
& |31 Paid-in or capital surplus, or land, building, or equipmentfund 31
"26 32 Retained earnings, endowment, accumulated income, or other funds 32
33 Total net assets or fund balances 9,702,460 33 11,062,868
34 Totalliabilities and net assetsfundbalances ... 34,493,242] 34 37,515,534
Form 990 (2012;

DAA




SHH 0812012014 10:28 AM

Form 930 (2012) SPRING HARBOR HOSPITAL 01-0524834 Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response to any question in this Part Xi 1 X

1 Total revenue (must equal Part VIIl, column (A), fine 12) 1 32,242,974
2 Tolal expenses (must equal Part IX, column {A), line28) 2 30,925,394
3 Revenue less expenses. Subtractline 2 from line 1 3 1,317,580
4 Netassets or fund balances at beginning of year (must egual Part X, line 33, column () 4 9,702,460
3 Netunrealized gains (losses) on investments 5
6 Donated Sewices and use Of faCIIIties .................................................................................... 6
7 Investmentexpenses o 7
8 Priorperiod adjustments 8
9 Ofher changes in net assets or fund balances (expiain in Schedule©) 7 9 42,824
10 Net assets or fund balances at end of year. Combine lines 3 through 9 {must equai Part X, line
10 11,062,864

2a

b

3a

Accounting method used to prepare the Form 990: [1 Cash Accrual D Other

If the organization changed #s methad of accounting fram a priar year or checked "Other,” explain in
Schedule O.
Were the organization's financial statements compiled or reviewed by an independent accountant?

feviewed on a separate basis, consclidated basis, or both:

D Separate basis [] Consolidated basis D Both consolidated and separate basis
Were the organization’s financial staterments audited by an independent accountant?
separate basis, consolidated basis, or both;

fj Separate basis @ Consolidated basis D Both consoiidated and separate basis

If “Yes” to fine 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant?
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.

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

2c| X

3a| X

3b | X

DAA

Form 990 (2012
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SCHEDULE A

Public Charity Status and Public Support QM Ho. 1545-0047
{Form 980 or 990-E2)
Complete if the organization is a section 501(c){3) organization or a section 20 1 2
4947(a)(1) nonexempt charitable trust.
Depariment of the Tressury P Attach to Form 990 or Form 290-EZ. P See separate instructions.
Intemal Revenue Service

Name of the organization Employer identification number

SPRING HARBCOR HOSPITAL 01-0524834
Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: {Forlines 1 through 11, check only one box.)
1 D A church, convention of churches, or association of churches described in section 170{b){1)(AM0).
2 D A school described in section 170{b)(1){A)(ii). (Attach Scheduie E.)
3 A hospital or a cooperative hospital service organization described in section T70(b){1)(A)ii).

4 | A medicai research organization operated in conjunction with a hospital described in section 17O} 1} AN} Enter the hospital's name
city, and state:

[]
section 170{b}(1){A)iv). (Complete Part .}
D A federal, state, or locat government or governmental unit describad in section 170(b) (1A} V).
7 D An organization that normally receives a substantial part of its support from a governmental unit or from the general pubiic
described in section 170({b){1){A){vi). {Complete Part 1.}
D A community trust described in section 170{b)(1)}(A)(vi). {Complete Part I1.)
D An organization that normally receives: (1) more than 33 1/3% of its support from contributions, membership fees, and gross
receipts from activities related to its exermnpt functions—subject to certain exceptions, and (2) no mare than 33 /3% of its
suppert from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 508(a)(2). (Complete Part 1)
10 An organization organized and operated exclusively to test for public safety. See section 509(a)(4).
ik D An organization organized and operated exclusively far the benefit of, to periorm the functions of, or to carry out the
purposes of one or more publicly supported organizations described in section 509(a}(1) or section 509(a){2). See section
509(a}(3). Check the box that describes the type of supporting organization and complete lines 11e through 11h.
a D Type !t b ‘] Type Il c D Type II-Functienally integrated d D Type HI-Non-functionally integrated
e D By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified persons
other tharr foundation managers and other than one or more publicly supported organizations described in section 509{a)(1)
or section 509(a)(2).

E

f If the organization received a written determination from the IRS that it is a Type |, Type II, or Type 1li supporting
organization, check this box H
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
foliowing persons?
{i} A person who directly or indirectly controls, either alone or together with persons described in {ii) and Yes | No
(i beiow, the governing body of the supported organization? ()
() A family member of a person described in (y above? 1gi
{iif} A 35% controlled entity of a person described in () or (i) above? 11gfii}
h Provide the following information about the supported organization(s).
(i} Name of supported {ii) EIN (iif} Type of organization (iv) is the organization | (v) Did you nofify (vi} Is the {vii) Amount of monetary
organization (described on lines 1-9 in col. (i) listed in your | the organization in arganizalion in col. support
above or IRC section governing document? col. {ijof your (i} arganized in the
{see instructions)) support? U.s? .
Yes No Yes No Yes No |
{A) 3
(B)
(C)
(D)
B
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2012

Form 990 or 890-EZ.

DAA
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Schedule A (Form 990 or 800-EZ7} 2012 SPRING HARBOR HOSPITAL 01-0524834 Page 2
: Support Schedule for Organizations Described in Sections 170(b){1)}(A)(iv) and 170{b){1){A}{vi)

(Complete only if you checked the box online 5, 7, or § of Part | or if the organization failed to qualify under

Part lll. If the organization fails to qualify under the tests listed below, please complete Part 111.)

Section A. Public Support

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

1 Gifts, grants, contributicns, and
membership fees received. (Do not
include any "unusuai grants."y

2 Taxrevenues levied for the
organization's benefit and either paid
to or expended cn its behalf

3 The value of services or facilities
furnished by a governmentai unit io the
organization without charge

4  Total. Add lines 1 through 3

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

6  Public support. Subtract line 5 from line 4.
Section B. Total Support
Calendar year (or fiscal year beginning in} 3 (a) 2008 {b) 2009 (c} 2010 {d) 2011 {e} 2012 {f} Total
7 Amounts from line 4

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

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

10 Other income. Do not include gain or
loss from the sale of capital assets
(Explainin Part V) ... .. ... .. ...,

11 Total suppoert. Add lines 7 through 10

12 Gross receipis from related activities, etc. (see instructions) I 12
13 First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501((:)(3)

organization, check this box and stophere . el e, g D
Section C. Computation of Public Support Percentage
14 Public support percentage for 2012 (line &, column (f) divided by line 11, colurn (tpy ... 14 %
15 Public support percentage from 2011 Schedule A, Past L dine 14 18 Yo
i6a 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 b D

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

17a 10%-facts-and-circumstances test—2012. If the organization did not check a box on line 13, 18a, or 16b, and line 14 is
10% or more, and if the organization meets the “facis-and-circumstances” test, check this box and stop here. Explain in
Part [V how the organization meets the “facts-and-circumstances” test. The erganization qualifies as a publicly supported
organization . > [
b 10%-facts-and-circumstances test——2011 If the orgamzatlon did not check a box on line 13, 16a, 16b, or 173, and iine
15 is 10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here.

Expiain in Part [V how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly

supported organization > D
18  Private foundation. iIf the organization did not check a box on Elne 13 ‘iGa 16b 17a, or 17b, check this box and ses
IPSUUCHONS > [

Schedule A (Form 990 or 990-EZ) 2012

DAA
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Schedule A (Form 990 or 990-E7) 2012 SPRING HARBOR HOSPITAIL 01-0524834

Page 3

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

(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part 1.
if the organization faifs to qualify under the tests listed below, please complete Part 1i.)

Section A. Public Support

Calendar year {or fiscal year beginning in} b

1

7a

{a) 2008 {b) 2009 (c) 2010 {d) 2011 (e) 2012

{f) Total

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

Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any acfivity 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
ta or expended on its behalf

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

Total, Add iines 1 through 5

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

Amounts included on lines 2 and 3

received from other than disqgualified

persons that exceed the greafer of $5,000

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

Add lines 7aand7b

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

Section B. Total Support

Calendar year (or fiscal year beginning in) b

9
10a

1

12

13

14

(a) 2008 (b) 2008 {c} 2010 {d} 2011 {e) 2012

{f) Total

Amaounts from line 6

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

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

Add lines 10a and 10b

Net Income from unrelated business
activities not included in line 10b, whether
or not the business is reguiarly carried on .

Other income. Do net include gain or
loss from the sale of capital assets
(Explainin Partivy

Total support. (Add lines 9, 10¢, 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

15 Public support percentage for 2012 {line 8, column (f) divided by line 3, column @y 15 %
16 _ Public support percentage from 2011 Schedule A Partlll, line 15 O TR 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2012 (iine 10¢, column (f) divided by line 13, columa () 17 %
18 Investment income percentage from 2011 Schedule A, Part It ine 17 18 %
18a 33 1/3% support tests—2012. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line

17 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization - 4 D

b 33 1/3% support tests—2011. If the organization did not check a box on line 14 or line 18a, 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 o b D

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

DAA

Schedule A (Form 990 or 990-EZ) 2012
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Schedule A (Form 290 or 990-E7) 2012 SPRING HARBOR HOSPITAL 01-0524834 Page 4
Suppliemental Information. Complete this part to provide the explanations required by Part H, line 10;

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

DAA Schedule A {Form 980 or 990-EZ) 2012
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OMB No. 1545-0047

Schedule B
(Form 990, 990-EZ,

or 990-PF}

Department of the Treasury
Internal Revenue Service

Name of the organization Employer identification number

Schedule of Contributors

b Attach to Form 980, Form 990-EZ, or Form 990-PE. 20 1 2

SPRING HARBOR HOSPITAL 01-0524834

Organization type {check one):

Filers of; Section:
7] -
Form 990 or 890-EZ, g_}& 501{c)( 3 ) (enter number} organization
D 4947(a)(1) nonexempt charitable trust not treated as a private foundation
D 527 political organization
Form $90-PF || 501(c)(3) exempt private foundation
D 4847(a)(1) nonexempt charitable trust treated as a private foundation

D 501(c)(3) taxable private foundation

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

General Rule

Ig(j For an erganization filing Form 990, 980-EZ, ar 990-PF that received, during the year, $5,000 or more (in money or
praperty) from any one coniributor. Complete Parts | and fl.

Special Rules

{j For a section 501{c){3) organization filing Form 990 or 990-E7 that met the 33/ % support test of the regulations
under sections 509(a}(1) and 170(b)(1)(A)vi) and received from any one contributor, during the year, a contribufion of
the greater of {1} $5,000 or (2} 2% of the amount on (i) Form 990, Part VIY, line 1h, or {ii} Form 990-EZ, line 1.
Complete Parts [ and 1I.

D For a section 501(c)(7), {8), or (10) organization filing Form 990 or 990-E7 that feceived from any one contributor,
during the year, total contributions of more than $1,000 for use exclusively for refigious, charitable, scientific, literary,
or educational purposes, or the prevention of cruelty to children or animals. Complete Parts |, I, and HI.

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 religicus, charitable, etc., purposes, but these contributions did
not total to more than $1,000. If this box is checked, enter here the total contributions that were received during the
year for an exclusively religious, charitable, etc., purpose. Do not complete any of the parts unless the General Rule
applies to this organization because it received nonexciusively religious, charitable, etc., contributions of $5,000 or
more during the year P s

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not file Scheduie B (Form 990,
990-EZ, or 990-PF), but it must answer “No” o Part IV, line 2 of its Form 980, or check the box on line H of its Form 990-EZ or on
Pait |, line 2 of its Form 990-PF, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF}.

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

DAA
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Schedule B (Form 990, 920-EZ, or 880-PF) (2012)

Page 1 of 2

of Part |

Name of organization

SPRING HARBCOR HOSPITAL

Empioyer identification number

01-0524834

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 | MAINE BEHAVIORAL HEALTH PARTNERSHIP Person X
110 FREE STREET Payroli D
........................................................................................... 10,000 | nNoncash [ |
PORTLAND ME 04101 (Compiete Part I f there i
a noncash contribution.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 . HANS OLSEN Person X
119 E. B4TH ST. Payroll [ ]
APT 3B . s 11,600 | Noncash [ ]
NEW YORK ... NY 10028 (Complete Part 1 if there is
a noncash contribution.)
(a) (b) {c) (c)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 | OLYMPIA SPORTS . ... Person
5 BRADLEY ST. Payroll | ]
........................................................................................... 75,000 | nNoncash [ |
WESTBROOK . . ... ME 04092 (Complete Part Il f there is
a noncash contribution,)
(a) (b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4. | SHERI BOULOS . ... Person X
18 MENIKOE POINT Payroll L
N o S 5,173 | Noncash | |
FaLmouTH . ME 04105 (Complete Part Il if there is
& noncash contribution. )
@ (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
5. | 'ROBERT NANOVIC/THE WESCUSTOGO FOUND. Person
81 WESCUSTOGO LANE Payroli |
........................................................................................... 10,000 | wNoncash ||
N. YARMOUTH . ME 04097 . (Complete Part Il if there is
a noncash contribution.)
{a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contributicn
6 NANCY POND Person X|

Payroll D

Noncash D
{Complete Part Ii if there is
a noncash contribution.}

DAA

Schedule B {Form 990, 990-EZ, or 890-PF) {2012)
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Schedule B (Form 990, 990-EZ, or 980-PF) (2012)

of Part

Page 2 of 2

Name of organization

Employer identification number

SPRING HARBOR HOSPITAL 01-0524834
Contributors (see instructions}. Use duplicate copies of Part | if additional space is needed.
(a) {b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
7 | JOHN MARSHALL . ... Person
169 FORESIDE RD. Payroll | ]
................................................. ......5,000 | Noncash ||
Falmouth ME 04105 = (Complete Part I i there is
a noncash centribution. )
(a) &) {c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8. AUTISM SPEAXS, INC. ... Person X
1060 STATE RD. Payroll [ ]
2nd FLOOR s 27,500 | Noncash [ ]
PRINCETON .. NJ 08540-1423 (Complete Part Il if there s
a nencash contribution.)
{a) (b) {c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
................................................................................ Person [ ]
Payroll D
........................................................................................................ Noncash [ |
____________________________________________________________________________ (Complete Part IL if there is
a noncash contribution.}
(a) )] (c) {d)
No. Name, address, and ZIP + 4 Totatl contributions Type of contribution
................................................................................. Person [ ]
Payroll [_J
........................................................................................................ Noncash | |
............................................................................ (Complete Part Il if there is
a noncash contribution.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
.................................................................................. Person [ |
Payroil D
...................................................................................................... Noncash | |
............................................................................ (Complete Part II if there is
a noncash contribution.)
(a) (k) (e) (d)
No. Name, address, and ZIP + 4 Total contributions

Type of contribution

Person i]
Payroll D
Noncash D

(Complete Part lf if there is
a noncash contribution.)

DAA

$chedule B (Form 990, 890-EZ, or 990-PF) (2012)
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SCHEDULEC Political Campaign and Lobbying Activities OMB No. 15450047
{Form 990 or 990-EZ) 201 2
For Organizations Exempt From Income Tax Under section 501(c} and section 527
B Complete if the organization is described below. B Attach to Form 980 or Form 990-£Z
Department of the Treasury . -
intemal Revenue Service B See separate instructions.

If the organization answered “Yes,” to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
s Section 501(c)(3) organizations: Compiete Parts i-A and B. Do not complete Part I-C.
s Section 501(c) (other than section 501(c)(3)) crganizations: Complete Parts I-A and C befow. Do not complete Part |-B.
e Section 527 organizations: Complete Part |-A only.

If the organization answered “Yes,” to Form 990, Part iV, line 4, or Form 990-EZ, Part VI, line 47 {Lobbying Activities), then

e Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Compiete Part [-A. Do not complete Part [1-B.

= Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Patrt 1I-B. Do not complete Part 11-A.
If the organization answered “Yes,” to Form 930, Part IV, line 5 (Proxy Tax) or Form 890-EZ, Part V, line 35¢ {Proxy Tax), then

= Section 501(c)(4), (5), or {(6) organizations: Complete Part IIi.

Name of organization Employer identification number
SPRING HARBOR HOSPITAL 01-0524834
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization’s direct and indirect political campaign activities in Part V.
Poliical expenditures L O URUUNURUROON
3 Volunteer hours

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

1 Enter the amount of any excise tax incurred by the organization under section49ss s o
2 Enter the amount of any excise tax incurred by organization managers under section 4935 s
3 Ifthe organization incurred a section 4955 tax, did it file Form 4720 for this year? [] Yes D No
4a Wasaconecionmade? [Jves [JNo

js.,” describe in Part 1V,
: Compilete if the organization is exempt under section 501(c), except section 501{c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function

actiVIties BS
2 Enter the amount of the filing organization’s funds contributed to other organizations for section

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

e 17b S

Did the filing Orgamzat"’“ file Form 4120-POL for this yeaf" .......................................................................... D Yes D No

5 Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations to which the filing
organization made payments. For each organization listed, enter the amount paid from the filing organization’s funds. Alsc enter
the amount of political contributions received that were promptily and directly delivered to a separate political organization, such
as a separate segregated fund or a political action committee {PAC). If additional space is needed, provide information in Part [V.

(&} Name {b} Address {c} EIN [d) Amount paid from {e) Amount of political
filing organization's contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization. If
none, enter -0-.
m
(2)
(3)
{4)
{5}
(8}
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule € {Form 930 or 890-E7) 2012

DAA
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950 or 960-E7) 2012 SPRING HARBOR HOSPITAL 01-0524834 Page 2
:  Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under '
section 501(h)). !
A Check » [ ] if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's
name, address, EIN, expenses, and share of excess lobbying expendifures).
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.) organization’s tatals group totals
1a Total jobbying expenditures to influence public opinion (grass roots lobbying)

Total iobbying expenditures to influence a legislative body (direct lobbyingy
Total lobbying expenditures {add lines 1aand1)
Other exempt purpose expenditures

Lobbying nontaxable amount. Enter the amount from the following table in both
columns.

- & O 0 O

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

Not over $500,000 20% of the amount on ling 1e.
Over $500,000 but not over $1,000,000 §100,000 plus 15% of the excess over $500,000.

Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the axcess over $1,000,000.

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

Over $17,000,000 . $1,000.000.

Grassroots nontaxable amount (enter 25% of line 1ty
h Subftract line 1g from line 1a. If zero or less, enter0-
Subtract ling 1f from line 1c, If zero of less, enter-0-

j MWthere is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720
reporting section 4917 tax for this year? .. .. ... . [ |ves ﬂNo

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.)

e

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year
beginning in) (a) 2009 (b} 2010 {c) 2611 {d) 2012 (e) Total

2a Lobbying nontaxable amount

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

¢ Total lebbyving expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 280 or 990-EZ) 2012

DAA
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Schedule G (Form 990 or 990-E7) 2012 SPRING HARBOR HOSPITAL 01-0524834 Page 3
Complete if the organization is exempt under section 501{(c)(3) and has NOT filed Form 5768
{election under section 501(h}).

@ (b
For each "Yes," response to lines 1a through 1i below, provide in Part IV a detailed

description of the lobbying activity. Yes | No Amount

1 During the vear, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or

referendum, through the use of:

a VOIUHteerS'? ....................................................................................................... X
b Paid staff or management (include compensation in expenses reported on lines 1c through 17 X
¢ Medla advert!sementS? ............................................................................................. X
d Mailings to members, legislators, or the public? X
e Publications, or published or broadcast statements? X
f Grants to other organizations for lobbying purposes? ... X
g Direct contact with legislators, their staffs, government officials, or a legislative body'r‘ __________________________ X
h Rallies, demonstrations, seminars, conventions, speeches, leciures, or any similar means? X
i Otheractivilies? X 9,691
J

™
4]

el

i the fi fllng organization incurred a section 4912 tax, did it file Form 4720 for this year? )
. Compilete if the organization is exempt under section 501(0)(4), sectlon 501(c}(5) or section
501(c)(B).

Yes | No

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

2 Did the organization make only in-house lobbying expenditures of $2,000 or less? ) ) 2

Compiete if the crganization is exempt under section 501(c){4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part Ill-A, lines 1 and 2, are answered “No,” OR (b) if Part [H-A, line 3, is
answered “Yes.”
1 Dues, assessments and similar amounts from members .~~~
2 Section 162(e) nondeductible lobbying and pelitical expenditures (do not include amounts of
political expenses for which the section 527(f) tax was patid).

a Current year

c Total

If notices were sent and the amount on line 2¢ exceeds the amount on line 3, what porticn of the

excess does the organizatiocn agree to carryover fo the reasonable estimate of nondeductible lobbying

and political expenditure nextyear?
Ie amount of lobbying and political expenditures (see mstructlcns)
Supplemental Informaticn

Complete this part to provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part B-A (affiliated group

list); Part H-A, line 2; and Part II-B, line 1. Also, complete this part for any additional information.

Schedule C, Part II-B, Line 1

LOBBYING PORTION OF AMERICAN HOSPITAL ASSOCIATION DUES: $4,193

DAA Schetule C (Form 980 or 890-EZ) 2012
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Sehedule G (Form 990 or 990-EZ) 2012 SPRING HARBOR HOSPITAL 01-0524834 Page 4
Supplemental Information {continuad)

Schedule € (Form 990 or 890-E7) 2012

DAA
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SCHEDULE D Supplemental Financial Statements OMB No. 15450047

(Form 990) B Complete if the organization answered “Yes,” to Form 590, 291 2

Department of the Treasury Part !V, line 6, 7, B, 9, 10, 113, 11b, 11(:, 11d, 116, 11f, 123, or 12b.

Internal Revenue Service B Attach fo Form 990. P See separate instructions.

Name of the organization Employer identification number
SPRING HARBOR HOSPITAIL 01-0524834

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if the
organization answered “Yes” to Form 990, Part IV, line 6.

(4 I I

{2) Donor advised funds (b} Funds and other accounts

Total number at end of year

Aggregate grants from (during yeary .~~~
Aggregate value at end of year

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 contrcot? D Yes D No
Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used

only for charitabte purposes and not for the benefit of the donor or donar advisor, or for any cther purpose

conferring impermissible private benefit? [—‘ Yes D No

Conservation Easements. Complete |f the crganization answered "Yes” to Form 990, Part IV, line 7.

o oo

Purpose(s) of conservation easements held by the organization {check all that apply).

D Preservation of land for public use {e.g., recreation or education) D Preservation of an historically important land area
L Protection of natural habitat (J Preservation of a certified historic structurs
Preservation of open space

Corplete lines 2a through 2d if the organization held a gualified conservation contribution in the form of a conservation
easement on the last day of the tax year.

Held af the End of the Tax Year
Total number of conservation easements 2a 1
Total acreage restricted by conservation easements 2b 54.00
Number of conservation easements on a certified historic structure included in@) 2c
Number of conservation easements included in (c) acquired after 8/17/06, and not an a
historic structure listed in the National Register 2d

Number of conservation easements modified, transferred, re[eased extinguished, or terminated by the orgamzatlon duting the
tax year p-

Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easements it holds? . D Yes No

Staff and volunteer hours deveted to monitoring, inspecting, and enforcing conservation easements during the year

» 5

Amount of expenses incurred in moniforing, inspecting, and enforcing conservation easements during the year

B 250

Does each conservation easement reported on line 2{d) above satisfy the requirements of section 170(h){4}(B)
(i) and section 170(h}4}BXii)?
In Part Xill, describe how the organization reports conservation easements in |ts revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
organization’s accounting for conservation easements.,

Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered “Yes” to Form 990, Part IV, line 8.

ta

H the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue siatement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part Xill, the {ext of the footnote to its financial statements that describes these items.

b f the organization elected, as permitted under SFAS 116 (ASC 958), to report in its revenue statement and balance sheet
works of ar, hisiorical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide the following amounts relating to these items:
() Revenues inciuded in Form 990, Part VIll line 1 B S
(i) Assets included in Form 990, PartX ... BS
2 If the organization received or held works of art historical treasures, or other similar assets for ﬁnanmal gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958) reiating to these items:
a Revenues included in Form 990, Part VIll ine 1 .. P S
b Assefsincluded in Form 990 Part X .. . e |
For Paperwork Reduction Act Notice, see the Instructzons for Form 990, Schedule D {(Form 990) 2012

DAA
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Schedule D (Form 990) 2012

SPRING HARBOR HOSPITAL

01-0524834

Page 2

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

a
b

Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its
coliection items {check all that apply):

D Public exhibition
D Scholarly research

c D Preservation for future generations

4

d g Loan of exchange programs

e [ j Other

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

X

Buring the year, did the organization solicit or receive donations of art, historical treasures, or other similar

assets to be sold to raise funds rather than to be maintained as parf of the organization’s collection? .. . .. D Yes [:[ 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 X?

Beginning balance

If “Yes,” explain the arrangement in Part Xl and complete the foliowing table

Amouni

jNo
B

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

Beginning of year balance
Contributions

Net investment eamnings, gains, and

losses

End of year balance

Provide the estimated percentage of the current year end balance (line 1g, column (a)} held as:

Board designated or quasi-endowment b

Permanent endowment » 100.009%

The percentages in lines 2a, 2b, and 2¢ should equal 100%.

arganization by:
(i) unrelated organizations
(u) related orgamzatlons 7

{a) Current year {b) Prior year {c) Two years back {d) Three years back {e) Four vears back
350,000 350,000 350,000 350,000 350,000
42,824 29,974 2,093 33,229 7,350
42,824 29,974 2,083 33,229 7,350
350,000 350,000 350,000 350,000 350,000
K
,,,,,,,, %
Are there endowment funds not in the possession of the organization that are held and administered for the
Yes | No
............................................................................................................. 3a(i) X
........................................................................................................... 3afii)| X
...................................................... 3b X

ibe in Part XHI the intended uses of the organization’s endowment funds.

Land, Buildings, and Equipment. See Form 990, Part X, line 10.
Description of property (@) Cost or other basis {b) Cost or other basis {c) Accurnulated {d} Book value
(investment) {other} depreciation

la Land 1,212,130 1,212,130
b Buidings 23,621,231 6,878,497 16,742,734

¢ Leasehold improvements: 702,299 1,062,249 ~359,950

d Equipment 4,488,441 2,533,874 1,954,567

e Other ... ... 4,524 4,524
Total. Add lines 1a through 1e (Column (d) must equal Form 980, Part X, column (B), fine 10{c).) B 19,554,005

DAA

Schedule D {Form 290) 2012
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Schet

(Form 990) 2012 SPRING HARBOR HOSPITAL

01-0524834 Page 3

Investments-—QOther Securities. See Form 990

Part X, line 12.

{a) Descripticn of security or category

(including name of security)

({b) Book value

(c} Method of valuation:

Cost or end-of-year markel value

(1) Financial derivatives .

(2) Closely-held equity interests
(3) Cther

lumn (b} must equal Form 990, Part X, col. (B} line 12.} .

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

{a) Description of investment type

{b} Book value

{c) Method of valuation:

Cost or end-of-year markeat value

M

(2)

(3

{4)

&)

{6)

)

8

9)

(1o

Total. (Column (b) must equal Form 990, Part X, col. (B} line {3.)

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

{a) Description

(b} Book value

()

2)

)]

4

(5)

)]

6]

(8}

2

(19

Total. (Column {b) must equal Form 980, Part X, col. (B) fine 15.)

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

1 {a) Description of lizbility

{b} Book value

(1} Federal income taxes

(2 AMOUNTS PAYABLE UNDER REIMB. REGS.

3,629,551

(3} INSURANCE CLAIMS

255,411

4

(&)

(&)

)

G}

9

ag

(11

Total, (Column (b) must equal Farm 880, Part X, col. (B) line 25.) B

3,884,962

2. FIN 48 (ASC 740} Footnote. In Part XlI, provide the text of the fooinote to the organization’s financial statements that reports the organization's
liabitity for upcertain tax positions under FIN 48 (ASC 740). Check here if the text of the foothote has been provided in Part Xill ., ... ... X

DAA

Schedule D (Form 590) 2012
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(Form 990) 2012 SPRING HARBOR HOSPITAL : 01-0524834 Page 4
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

Total revenue, gains, and other support per audited financial statements

Amgcunts included on line 1 but not on Form 990, Part VIIL, line 12:

N -

Net unrealized gains on investments

Other (Describe in Part XIH.)
Add lines 2a through 2d

a
b
¢ Recoveries of prior year grants
d
e

4 Amounts included on Form 990, Part VHI, line 12, but not on line 1:
a [nvestment expenses not included on Form 990, Part VIH, line 7b
b Other (Describe in PartXBl) .
¢ Add lines 4a and 4b 4c

Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line12) ... ... 7 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 1X, fine 25:
Donated services and use of facilities

Prior year adjustments

a
b
¢ Other losses
d
e

[

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

Supplementali Information

Complete this part to provide the descriptions required for Part I1, fines 3, 5, and 9; Part IIl, lines 1a and 4; Part IV, lines 1b and 2b;
Part V, line 4; Part X, line 2; Part XI, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional
information.

. IN 2002 SPRING HARBOR HOSPITAL ACQUIRED A 54-ACRE PARCEL OF LAND DESIGNATED

Part X - FIN 48 Footnote . . . .

SECTION 501 (C) (3) OF THE INTERNAL REVENUE CODE (IRC) AND ARE EXEMPT FROM

Schedule B (Form 990) 2012
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Schedule D (Form 9903 2012 SPRING HARBOR HOSPITAT 01-0524834 Page 5
Supplemental Information {continued)

Schedule D {(Form 880) 2012
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SCHEDULE G Supplemental Information Regarding OMB No. 1565-0047
(Form 990 or 920-EZ) Fundraising or Gaming Activities 201 2
Complete if the organization answered “Yes" to Formt 990, Part IV, lines 17, 18, or 19, or if the
DCepartment of the Treasury organization entered more than $15,000 on Form 990-EZ, jine 6a.
Internal Revenue Service P Attach to Form 990 or Form 980-EZ. B> See separate instructions. S iaction
Name of the organization Employer identification number
SPRING HARBOR HOSPITAL 01-0524834

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

a D Mail solicitations

[1 Soiicitation of non-government grants
b D Internet and email solicitations

e
f I-_} Solicitation of government grants
c D Phone solicitations g D Special fundraising events

d a In-person solicitations

2a Did the organizaticn have a written or oral agreement with any individual (including officers, directors, trustees
or key employees listed in Form 880, Part VIl) or entity in connection with professional fundraising servicesz D Yes D No
b If “Yes,” ist the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is o be
compensated at least $5,000 by the organization.

{iif) Didhf“”d' (v) Amount paid to {vi} Amount paid to
{i} Name and address of individual = r:ullss?(:df;? (iv) Gross receipts {or retained by) {or retained by}
or entity (fundraiser) (i} Activity conirol of from activity fundraiser listed in organization
confributions?| col. {i}
Yes| No
1
2
3
4
5
[
7
8
9
10
Total ... ... ettt b

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

Paperwork Reduction Act Notice, see the Instructions for Form 990 or 890-EZ, Schedule G (Form 990 or 290-E7) 2012
DAA
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Schedule G (Form 990 or 880-E2) 2012

SPRING HARBOR HOSPITAL

01-0524834

Page 2

Fundraising Events. Complete if the organization answered “Yes” to Form 990, Part IV, line 18, or reported

more than $15,000 of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 8b. List

events with gross receipts greater than $5,000.

(a) Event #1 (b} Event #2 {c) Other events
{d) Total evenis
Signs of Hope None {add col. {a} through
(event type) {event type) (total number) col. {ch)
2
g
Z | 1 Gross receipts 63,200 63,200
g 1 oesstessRE
2 less: Contributions
3 Gross income {line 1 minug
f|ne?_) ___________________ 63,200 63,200
4 Cashprizes
5 Noncash prizes
3 | & Rentfacility costs
& | 7 Food and beverages
G
o
& | 8 Entettainment
9 Other direct expenses 1,894 1,894
10 Direct expense summary. Add lines 4 through § in columen(dy ( 1,8 94)
11 Net income summary. Combine line 3, column (d), and line 10 .. 61 7 306

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

Gaming. Complete if the organization answered “Yes” to Form 990, Part !V line 19, or reported more

(b) Pull tabs/instant

{d} Total gaming {add

1) 7 q 1)

= (a} Bingo bingo/progressive bingo {c) Gther gaming col. (ap through cal. {c))

g

13}

i

1 Gross revenue

w | 2 Cash prizes

g c TR

&

2| 3 Noncashprizes

i

B

g 4 Rentfacility costs

5 0Other direct expenses
L YES ................. % YeS ,,,,,,,,,,,,,,,, % —
6 Volunteer labor No No
7 Direct expense summary. Add fines 2 through Sincolumn (d) )
8 Net gaming income summary. Combine line 1, column d, and ine 7 ..

9 Enter the state(s) in which the organization operates gaming activites: .
a Is the organization licensed to operate gaming activities in each of these states? .~~~ Yes D No
b If “No,” explain

10a Were any of the orgamzahon s gémlng licenses revoked, suspended-or terminated during the taxyear? | | \}és | No

DAA

Schedule G (Form 990 or 990-EZ7) 2012
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Schedule G (Form 990 or $80-EZ} 2012 SPRING HARBOR HOSPITAL 01-0524834 Pags 3
11 Does the organization operate gaming activities with nonmembers? D Yes D No
12 Is the organization a grantor, beneficiary or trustee of a trust or a memberof a partnersh|p or other entity
formed to administer charitable gaming? ... ... e D Yes D No
13  Indicate the percentage of gaming aclivity operated in:
a Theorganization's facilty 13a %
b Anoutside faciity ... [13b %
14  Enter the name and address of the person who prepares the organization’s gaming/special events books and
records:
N B
AOESS B
15a Does the organization have a contract with a third party from whom the organization receives gaming
FEVENUT [] Yes [Ino
b If “Yes,” enter the amount of gaming revenue recewed by the organization> $ and the
amount of gaming revenue retained by the third party ¢~
¢ [f“Yes,” enter name and address of the third party
e B
AGAIBSS B
16  Gaming manager information
Name } .................................................................................................................................
Gaming manager compensation b $
Desaription of services provided B
D Director/officer D Employee D tndependent confractor
17  Mandatory distributions:
a s the organization required under state law to make charitable distributions from the gaming proceeds to )
retain the state gaming license? [] Yes [} No
b Enter the amount of distributions required under state iaw to be distributed to other exempt organizations or

nt in the organization’s own exempt activities during the tax year B §

Supplemental Information. Complete this part to provide the explanations required by Part I, line 2b,
“columns (iii) and (v), and Part Ill, lines 9, 9b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also complete this
part to provide any additional infarmation (see instructions).

DAA

Schedule G {(Form 990 or 93%0-EZ) 2012
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SCHEDULEH
(Form 990)

Depariment of the Treasury
Internal Revenue Service

B Complete if the organization answered “Yes” to Form 890, Part IV, guestion 20,

Hospitals

B Attach to Form 990. P See separate instructions,

OMB No. 1545-0047

2012

Name of the organization

SPRING HARBOR HOSPITAL

Employer identification number

01-0524834

Financial Assistance and Certain Other Community Benefits at Cost

S5a
b If "Yes,” did the organization’s financial assistance expenses exceed the budgeted amount?

6a

Did the organization have a financial assistance pelicy during the tax year? If “No,” skip fo question 6a

If “Yes,” was it a written policy?

If the organization had multiple hospital facﬁmes indicate which of the following best describes application of
the financial assistance policy to its varicus heospital facilities during the tax year.
D Applied uniformly to ail hospital facilities
D Generally tailored to individual hospital facilities
Answer the foliowing based on the financial assistance eligibility criteria that applied to the targest number of

the organization’s patients during the tax year.

D Apphied eniformly to most hospital facilities

Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If “Yes,” indicate which of the following was the FPG family income timit for eligibility for free care:

[ ] 100% [ ] 150%

[} 200%

Other 175%

Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for efigibility for discounted care: =

[ ] 200% L 250%

| | 300%

[ ] 350% ] a00%

DOther

If the organization used factors other than FPG in determining eligibility, describe in Part VI the income based
criteria for determining eligibility for free or discounted care. Include in the description whether the
organization used an asset test or other thresheld, regardless of income, as a factor in determining eligibility

for free or discounted care.

Did the organization’s financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent™?

Did the organization budget amounts for free or discounted care provided under |£s Fnanmal assistance policy during the tax year?

If “Yes” to line bb, 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?

If “Yes,” does the organization make i avaliable to the public?
Complete the following table using the wotksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.

Yes | No

%

Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and
Means-Tested Government

Programs

Financial Assistance at cost

(from Worksheet 1}

Medicald (from Worksheet 3,

column a)

Costs of other means-fested
govemment programs {from

Workshest 3, columnb)
Total Financial Assistance and
Means-Tested Government

Programs . .. .. ............ _.

{a} Number of
activities or
programs
{optional}

(b) Persens
served
{optional)

{c) Total community
benefit expense

{d) Direct offsetting
revenua

{e} Net community
benefit expense

(£} Percent
of fotat
expense

3,658,294

3,658,294

11.83

3,658,294

3,658,294

i
k

Other Benefits

Community health improvement
services and community benefit
operafions {from Workshest 4)

Health professions education

{from Worksheet 5)

Subsidized health services (from

Worksheet 6}

Research (from Worksheet ?)

Cash and in-kind coniributions
for community benefit (from

Worksheet 8)
Total. Other Benefits

Tofal, Add fines 7dand 7 . ... ...

117,174

117,174

105,989

105,989

9,476

9,476

0.03

232,639

232,639

0.75

3,890,933

3,890,933

12 .58

Eg{ Paperwork Reduction Act Notice, see the Instructions for Form 980.

Schedule H (Form 990} 2012
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SPRING HARBOR HOSPITAL 01-0524834

Schedule i {Form 830) 2012

Page 2

Community Building Activities Complete this table if the organization conducted any community building

activities during the tax year, and describe in Part VI how its community building activities promoted the

health of the communities i serves.

{a) Number of
activities or
programs
{optional)

{b} Persons
served
{optional}

{c) Total community
buftding expense

(d) Direct offsetting
revenue

(&) Net community
building expense

{f) Percent of
total expense

Physical improvements and housing

Economic development

Community support

Environmental improvements

LR FU | X P

Leadership development and training
for community members

1]

Caalition buiiding

Community health improvement

advocacy

Warkforee development

Other

Total

Bad Debt, Medicare, & Collection Practices

Section A, Bad Debt Expense
1 Did the organization report bad debt expense in accordance with Heaithcare Financial Management Association Statement No. 157

Yes | No

2 Enter the amount of the organization’s bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount 2 643,883
3 Enter the estimated amount of the organization’s bad debt expense attributable to
patents eligible under the organization’s financial assistance policy. Explain in Part VI the
methodology used by the organization to estimate this amount and the rationaie, if any,
for inciuding this pertion of bad debt as community benefit . 3
4 Provide in Part VI the text of the footnote fo the organization’s financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare (including DSHand IME) 5 3,551,777
6 Enter Medicare aliowable costs of care relating to payments on fines 6 4,921,776
7 Subtract ling 6 from line 5. This is the sumplus (or shortfal) L 7 ~1,369,98
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
I] Cost accounting system Cost to charge ratio D Other
Section C. Collection Practices

9a Did the organization have 2 writfen debt collection policy during the taxyearz 9a | X
b If "Yes,” did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions
oliection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI gh | X

Man agement Compa nies and Joint Ventures {owned 10% or more by officers, directors, ¥ustees, key employees, and physicians—see instructions)

{a) Name of entity {b} Description of primary {c) Organization's  |{d) Officers, directors,| (@) Physicians’
activity of entity profit % or stock trustees, or key profit % or stock
ownership % empioyees’ profit % ownership %
or stock ownership %

1
2
3
4
5
6
7
8
9
i0
11
12
13

DAA

Schedule H {Form 930) 2012
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Schedule H (Form 880) 2012 SPRING HARBOR HOSPITAL 01-0524834 Page 3
ZParEM:  Facility Information
Section A. Hospital Facilities § %) g § e g r‘;g I'I;g
3 o [=} [+3 o o ] Q
E12 12|55 3|58 ;
(Hist in order of size, from largest to smallest—see instructions) R ERE % 817 |8 |
I o |8 tn w |0 |*
How many hospital facilities did the organizaiion operate % 8 g kS :’:; Z
during the tax year? 1 AN A
= @
‘§ B Facility
reporting
Name, address, and primary website address QOther {describe) group
1 Spring Harbor Hospital
123 Andover Road
Westbrook ME 04092
X

DAA

Schedule H {Farm 990) 2012
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Sehadule H {Form 990) 2012 SPRING HARBOR HOSPITAL 01-0524834

Page 4

Facility Information (continued)

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

Name of hospital facility or facility reporting group Spring Harbor Hospital

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

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

1 During the tax year or either of the two immediately preceding tax years, did the hospitat facility conduet a
community health needs assessment (CHNA)? If "No," skip to line 9
If “Yes,” indicate what the CHNA report describes (check all that apply):
a D A definition of the community served by the hospital facility
b B{] Demeographics of the community
c . Existing health care facilities and resources within the community that are available to respond to the
_ health needs of the community
d @ How data was obtained
e The health needs of the community
@ Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying ang 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 fimit the hospital facility's ability to assess the community's health needs
D Cther (describe in Part VI)
2 Indicate the tax year the hospital facility last conducted a CHNA: 20_1._3
In conducting its most recent CHNA, did the hospital facility take into account input frem representatives of
the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Part V| how the hospital facility took into account input from persons who
represent the community, and identify the persons the hospital facility consulted
4 Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Part VI

-

—_ -

H "Yes,” indicate how the CHNA report was made widely available {check all that apply):
a @ Hospital facitity’s website
by @ Available upon request from the hospital facility
c @ Other (describe in Part V1)
6 [ the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check
all that apply to date):
Adoption of an implementation straiegy that addresses each of the community heakh needs identified
through the CHNA
Execution of the impiementation strategy
Participation in the development of & community-wide plan
Participation in the execution of a community-wide plan
Inclusion of a community benefit section in cperational plans
Adoption of a budget for provision of services that address the needs identified in the CHNA
Priofitization of heaith needs in its community
Prioritization of services that the hospital facility wilt undertake to meet health needs in its community
i | | Other (describe in Part V1)
7 Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No,"
explain in Part VIl which needs it has not addressed and the reasons why it has not addressed such needs
8a Did the organization incur an excise tax under section 4859 for the hospital facility's failure to conduct a
CHNA as reqmred by section 50?(r)(3)'7

T8 - 0 O 0 T |4
EIEIEIRRE]

EIES|

¢ If"Yes" to line 8b, what is the tatal amount of section 4959 excise tax the organization repor’ced on Form
4720 for all of its hospital facilities? $

DAA

Schedule H (Form 990) 2012
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Schedule H (Form 890} 2012 SPRING HARBOR HOSPITAIL 01-0524834 Page B
Facility Information (continued)
Flnanc:al Assistance Policy Yes | No

10

Did the hospita! facility have in place during the tax year a written financial assistance polity that:

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

CATET
Used federal poverty guidelines (FPG) to determine el|g|b|l|ty for providing free care?
If “Yes,” indicate the FPG family income limit for eligibitity for free care: 175

If "No," explhain in Part VI the criteria the hospital facility used.

11 Used FPG to determine eligibility for providing discounted care? . .
i “Yes,” indicate the FPG family income limit for eligibility for discounted care: Yo
i "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 all that appty):
a @ Income levei
b & Asset level
c Medical indigency
d | | Insurance status
e —m_ Uninsured discount
f |X| Medicaid/Medicare
g || state reguiation
h ] QOther (describe in Part VI)
13 Explained the method for applying for financial assistance? ...
14 Included measures to publicize the pelicy within the community served by the hospital facu[lty?
If “Yes,” indicate how the hospital faciiity publicized the policy (check all that apply):
a : The policy was posted on the hospital facility's website
b : The policy was attached to billing invoices
G "}:(i The policy was posted in the hospital facility's emergency rooms or waiting rooms
d E The policy was posted in the hospital facility's admissions offices
e [X| The policy was provided, in writing, to patients on admission to the hospital facility
f _}E The pelicy was available on request
g | | Other (describe in Part Vi)

Billing and Coliections

15

16

a
b
c
d
e

17

L1 I T & B =

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 expiained actions the hospital facility may take upon nen-payment?
Check all of the following actions against an individual that were permitted under the haspital facility's
policies during the tax year before making reasonable efforts to determine the patient's eligibility under the
facility's FAP:
D Reporting fo credit agency

Lawsuits
D Liens .on residences
D Body attachments
D Other similar actions (describe in Part VI)
Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforis to determine the patient's eligibility under the facility's FAP? e
If “Yes,” check all acticns in which the hospital facifity or a third party engaged:
Reporting to credit agency
Lawsuits
Liens on residences
Body attachments
Other similar actions (describe in Part VI

[ 1]

1]

17

DAA

Schedule H (Form 8980) 2012
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Schedule H (Form 990) 2012 SPRING HARBOR HOSPITATL 01-0524834 Page 8
Facility Information (continued)

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

a D Notified individuals of the financial assistance policy on admission

b D Notified individuals of the financial assistance poiicy prior to discharge

c D Notified individuals of the financial assistance policy in communications with the patients regarding the patients' bilis

d D Bocumented its determination of whether patients were eligible for financial assistance under the hospital facility's

financial assistance policy

e | | Other {describe in Part VI}

Policy Relating to Emergency Medical Care

Yes | No

19 Did the hospital faciiity 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 E_] The hospital facility did not provide care for any emergency medical conditions

b D The hespitai facility's policy was not in writing

c D The hospital facility limited who was eligible to receive care for emergency medical conditons (describe
in Part VI)

d | | Other (describe in Part V1)

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

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

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

b D The hospital facility used the average of its three lowest negotiated commercial insurance rates when
caitculating 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 JE Other (describe in Part V1)

21 During the tax vear, 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 Past VI.

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

Schedule H (Form 980} 2012

DAA




SHH 08/20/2014 10:28 AM

Schedule H (Form 990) 2012 SPRING HARROR HOSPITAL 01-0524834 Page 7
. Faclility Information (continued)

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

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

How many non-hospital health care facilities did the organizaticn operate during the tax year? 0

Name and address Type of Facility (describe)

Schedule H (Form 990) 2012
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Schedule H (Form 890) 2012 SPRING HARBOR HOSPITAL 01-0524834

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 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¢, 18, 19¢, 18d, 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 inferms 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 financial assistance policy.

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

Promotien 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 affiliaied health care systemn, 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 crganization, or a related

organization, files a community benefit report,

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

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

Part I, Line 3c - Other Testing Methods for Free or Discounted Care

Spring Harbor Hospital does not provide discounted care, only free care,

for which the FPG is used to determine eligibility.

Part I, lLine 6a - Related Organization Information

Spring Harbor's annual community benefit report information is contained in

a report prepared by Spring Harbor's parent organization, Maine Mental

Health Partners. See attached report.

Part I, Line 7 - Costing Methodology Explanation

Charity care cost data presented in this section has been calculated by

assigning the average overall Spring Harbor ratio of cost to charges to the

actual gross amount of charity care charges recorded by the hospital during

the pericd.

Other benefit cost data has been calculated through the use of a

combination of actual general ledger specific cost data, and the use of

employee time studies. All other benefit cost data in Part I, Line 7

matches the data presented for Spring Harbor Hospital in Maine Mental

Health Parter's annual community benefit report.

DAA

Schedule H (Form 990) 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¢, 6a, and 7; Part Il; Part lil, lines 4, §, and 9b; Part

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

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

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

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

under the organization’s financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization’s hospital facilities or
other health care faciiities 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 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 facHity in a faciiity reporting group provide the descriptions required

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

Part III, Line 4 - Bad Debt Expense Explanation

Spring Harbor Hospital does not have a specific footnote in the financial

statements that describes "bad debt expense." However, reference is made

within the footnotes tc a bad debt policy in a couple of instances.

Within the footnote describing "Significant Accounting Polices" is the

section titled "Accounts Receivable," where the following explains the Bad

Debt Reserve:

"The reserve for uncollectible accounts is provided based on an analysis by

management of the collectibility of outstanding balances. Management

considers the age of outstanding balances and past collection efforts in

determining the reserve for uncollectible accounts. Accounts deemed

uncollectible are charged off against the established reserve."

Also within the "Significant Accounting Policies" is the section titled

"Charity Care and Bad Debts," where the following describes the Bad Debt

Expense:

"Revenue for services rendered to individuals from whom payment is expected

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

allowance for bad debts."

DAA Schedule H {Form 30) 2012
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Supplemental Information

1

Complete this part to provide the following information.

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

V, Section A; and Part V, Section B, fines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18¢, 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
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, cornmunity
beard, use of surplus funds, etc.).

Affiliated health care system. ¥ the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promeoting 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 facitity reperting group provide the descriptions required

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

The amount of expense associated with the provision of services, ultimately

written off as bad debt at Spring Harbor, has been calculated at $643,883

for the current fiscal year. This amount was calculated by assigning the

average overall Spring Harbor ratic of cost to charges to the gross amocunt

of charges written off as bad debt during the fiscal period.

Bad debt expense represents healthcare services Spring Harbor has provided

without compensation. As a tax-exempt hospital, Spring Harbor provides

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

services. Spring Harbor cannot determine the amount of bad debt expense

that could be reasonably attributable to patients ﬁho likely would qualify

for difficult persconal 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 then 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 persocnal or

economic circumstances, Spring Harbor believes that bad debt expense should

be included as a community benefit.

DA, Schedide H {Form 290) 2012
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o B90) 2012 SPRING HARBOR HOSPITAL 01-0524834 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 Il; Part |1}, lines 4, 8, and 9b; Part

V, Section A; and Part V, Section B, lines 1j, 3, 4, bc¢, 6i, 7, 10, 11, 12h, 14g, 16¢e, 17e, 18¢e, 15¢, 19d, 20d, 21, and 22.

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

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

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

under the organization’s financial assistance poiicy.

Community infermation. Describe the community the organization serves, taking into account the geographic area and
demographic constituents i 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 healith care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

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

for Part V, Section B, lines 1j, 3, 4, 5¢, 8i, 7, 10, 11, 12h, 14g, 16e, 17e, 18¢, 19¢, 19d, 20d, 21, and 22,

Part III, Line 8 ~ Medicare Explanation

Spring Harbor Hospital is currently reimbursed by Medicare Part A (for

inpatient services) through a Prospective Payment System (PPS) day rate

methodology, while Medicare Part B reimburses the heospital for professional

services rendered through a fee schedule for each service provided. In

both cases (Part A and Part B) , the reimbursement provided does not fully

cover the hospital's costs to provide services to Medicare beneficiaries.

Actual FY13 costs to provide care for Medicare patients has been calculated

at $4,921,764, while total actual Medicare reimbursement provided totaled

$3,551,775. The cost calculation was determined using standard Medicare

Part A cost reporting methodologies (cost to charge ratios), coupled with

in-house Spring Harbor analysis of Part B costs. The difference between

actual cost and Medicare reimbursement of $1,369,989 represents the cost of

actual unreimbursed care provided to Medicare beneficiaries.

Spring Harbor Hospital believes that the Medicare shortfall should be

included as a community benefit because the Hospital has a clear mission

commitment to serving elderly patients and adultis with disabilities through

the provision of specific subsidized programs develcoped to help improve the

DAL Schedule H (Form 990) 2012
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Schedule H {Form 990) 2012 SPRING HARBOR HOSPITAIL 01-0524834 Page 8

Supplemental Information

Compilete this part to provide the following information.

1

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

V, Section A; and Part V, Secticn B, lines 1j, 3, 4, 5c, 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 thelr eligibility for assistance under federal, state, or local governmeni programs or

under the organization’s financial assistance policy.

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

Promaotion of community 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 all states with which the organization, or a related

organization, files a community benefit report.

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

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

health status of these patients. If these critical subsidized programs

were not provided by the Hospital, they would become the obligation of the

Federal Government.

Part ITI, Line 9b - Collection Practices Explanation

Spring Harbor Hospital offers financial assistance to

patients who have no means to pay for their care by

maintaining charity/indigent care programs. Charity care

is provided to those patients who complete an application

and who offer evidence that they meet the eligibility

requirements. Those patients who refuse application or

who fail to meet the requirements for uncompensated care

are pursued for collection. Unsuccessful attempts at

collection may result in the account being written off as

bad debt.

For those patients that do qualify for charity care,

account balances are adjusted accordingly once their

charity care application has been approved. More details

regarding the charity care process at Spring Harbor are

DAA Schedule H (Form 9%0) 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, 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, 5c, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22

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

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

who may be billed for patient care about their eligibility for assistance under federal, state, or locat 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 ary other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the heatth 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 reguired

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

maintained in the hospital's written (and publicly

available) charity care policy. §

Spring Harbor Hospital, Line Number 1 - Part V, Line 3

The hospital convened a planning group made up of people representing the

broad interests of the community served. The organizations, individual

experts, and individual leaders/representatives inveolved in the planning

group included:

New England Rehabilitation Hospital, Pirector of Marketing Operations

City of Portland, State of Maine, Health & Human Services Dept., Research &

Data Manager and Access Project Director

The Opportunity Alliance, Directors and Coalition Director

Mercy Health System, Vice President of Mission Effectiveness

VNA Home Health Hospice, CEQ

Maine Centers for Disease Contrel, Cumberland District Public Health Liason

United Way of Greater Portland, Community Impact Director

Healthy Casco Bay, Program Coordinator

Maine Medical Center, Planner

MaineHealth, SVP, Community Health

DAA Schedule H (Form 990} 2012
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m 990) 2012 SPRING HARBOR HOSPITAIL 01-0524834 Page 8

Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions reguired for Part i, lines 3¢, 83, and 7; Part !; Part I, 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, 172, 18e, 19¢, 19d, 20d, 21, and 22.

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

any needs assessments reported in Part V, Section B.

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

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

under the organization’s financial assistance policy.

Community information. Describe the community the organization serves, faking 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 surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective rofes of the
organization and its affiliates in promoting the health of the communities served. i
State filing of community benefit report. If applicabie, identify all states with which the organization, or a related ‘
organization, files a community benefit report.

Facility reporting group{s). ¥ 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, 20d, 21, and 22.

Spring Harbor Hospital, Line Number 1 - Part V, Line 4

MaineHealth, Eastern Maine Healthcare Systems and MaineGeneral Health

Spring Harbor Hospital, Line Number 1 - Part V, Line 5¢

The report is available on the Spring Harbor Hospital website,

www . springharbor.orqg and the MaineHealth website, www.mainehealth.org.

Spring Harbor Hospital, Line Number 1 - Part V, Line 20d

Charges are based on Spring Harbor Hospital's normal fee structure with

subsequent write off to Charity Care.

Neads Assessment

Spring Harbor Hospital is a member of MaineHealth, which conducts a

thorough community needs assessment and directs its member organizations to

respond to the needs identified. MaineHealth members also participate in

various initiatives to keep those assessments up to date. Some of these

initiatives include:

- Clinical Strategic Planning

DAA Scheduie H {(Form ¢90) 2012
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Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions reguired for Part |, lines 3¢, 6a, and 7; Part Il; Part Ill, 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.

MNeeds assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessmenis 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 abeout their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

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

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

- Financial Strategic Planning

- Facility Planning

- Human Resocurce Planning

— Staff Development Planning

- Physician Recruitment Strategic Planning

- Emergency Preparedness Planning

In addition to these internal assessments, MaineHealth member organizations

also review and act on many of the recommendations provided by external

groups and State health planning initiatives, such as: The Maine

Department of Health and Human Services' Healthy Maine 2010 and Autism

Spectrum Disorders Report, the Maine Center for Disease Control and

Prevention and the "State Health Plan" created by the Advisory Committee

for Health Systems Pevelopment.

Patient Education of Eligibility for Assistance

Spring Harbor Hospital distributes a Patient Financial Policies brochure to

each patient upon admission, which includes (but is not limited to)

information on how to access and apply for Spring Harbor Hospital's

financial assistance program, financial counseling services, MaineCare,

DAA Schedule H (Form 990) 2012
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m 990} 2012 SPRING HARBOR HOSPITAL 01-0524834 Page 8

Supplemental Information

Complete this part to provide the following information.

1

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

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

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

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

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

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

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

erganization, 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, 5c, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

Medicare and Social Security.

Community Information

Spring Harbor Hospital's service region, while concentrated to some extent

in Cumberland County, encompasses the southernmost 11

counties of Maine and its approximately 960,000 residents (three gquarters

of the state population). Of this number, it is estimated that 7% of

children and 23% of adults have a diagnosable mental illness. This

equates to a potential population served of 190,000 Maine residents.

Health of Community in Relation to Exempt Purpose

Spring Harbor Hospital, in partnership with MaineHealth developed a program

to improve primary care/mental health integration and helps people with

depression and those who care for and about them. The program trains

primary care providers on the diagnosis and treatment of patients, and many

physicians use an electronic registry to track outcome measures. The

program conducts a collaborative "Learning Community" exploring the

effectiveness, efficiency and cost/benefit of integration with primary

care/mental health partners.

DAA Schedule H (Form 990) 2012
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Form 990) 2012 SPRING HARBOR HOSPITAL 01-0524834 Page B
:  Supplemental Information

Complete this part {o provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Ii; 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, 14g, 16e, 172, 18e, 19¢, 19d, 204, 21, and 22.

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

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

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

under the organization’s financial assistance policy.

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

Promeotion of community health. Provide any other information important to describing how the organization’s hospital facilities or
other health care facilities further its exemnpt 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 alf states with which the organization, or a related

organization, files a community benefit report.

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, 14q, 16e, 17e, 18e, 19¢c, 18d, 20d, 21, and 22.

Affiliated Health Care Information

Spring Harbor Hospital is a member of Maine Mental Health Partners. Maine

Mental Health Partners mission is to build healthier communities by

transforming healthcare delivery and service experiences by:

- Promoting individuals' successful functioning in the community (i.e.,

"recovery'")

- Supporting access to safe, high-quality care delivered as close as

possible to an individual's home and at the best possible cost

- Designing, developing, and supporting a continuum of care that fulfills

each region's mental health needs

- Advocating locally, statewide, regionally, and nationally to enhance

mental health for Maine people

- Creating a model system of leadership, clinical excellence, innovation

and expertise

List of States Where Community Benefit Report is Filed

Maine

DAA Scheduie H (Form 290} 2012
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SCHEDULE J Compensation Information OMB No. 15450047
{Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 201 2
Compensated Employees :

b Complete if the organization answered "Yes" to Form 990,
Department of the Treasury Fart [V, line 23. :
Internal Revenue Service P Attach to Form 990. P~ See separate instructions.
MName of the organization Employer identification number

SPRING HARBOR HOSPITAL 01-0524834

Questions Regarding Compensation

ta Check the appropriate box(es) if the organization provided any of the following to or for a person iisted in Form
990, Part VI, Section A, line 1z, Complete Part 1}l to provide any relevant information regarding these items,
D First-class or charter travel D Housing aliowance or residence for personal use
D Travel for companions D Payments for business use of personal residence
D Tax indemnification and gross-up payments D Health or sccial club dues or initiation fees
D 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 foliow a written policy regarding payment

or reimbursement or provision of all of the expenses described above? If "No," complete Part 1l to
explain

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all officers,
directors, trustees, and the CEO/Executive Director, regarding the items checked 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
related organization to establish compensation of the CEQ/Executive Director, but explain in Part HI.

[] Compensation committee D Written employment contract
D Independent compensation consultant D Compensation survey or study
D Form 990 of other organizations I _____ J Approval by the board or compensation committee

4 During the year, did any person listed in Form 950, Part VI, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-contrel payment?

i "Yes" to any of lines 4a—c, list the persons and previde the applicable amounts for each item in Part HI.

Only section 501{c}(3) and 501(c)(4) crganizations must complete lines 5-9.
5 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of; S
a The organization?

It “Yes” to line 5a or 5b, describe in Part It
6 For persons listed in Form 990, Part VII, Section A, line 1a, did the crganization pay or accrue any
compensation contingent on the net earnings of:
a The organization?

I "Yes" to line 6a or 6b, describe in Part Iil.
7 For persons listed in Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes,” deseribe in Partt 7 X

8 Were any amounts reported in Form 993, Part V1), paid or accrued pursuant to a contract that was subject
to the initial contract excepticn described in Regulations section 53,4958-4(a)(3)? If “Yes,” describe

In Pa{t I“ ............................................................................................................................... 8 X
9 H"Yes"toline 8, did the orgamzatlon also follow the rebuttable presumption procedure described in
Reguiations section 53.4958-6(€)? . ... ... . .. . 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Fonm 990} 2012

DAA
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SHH 08/20/2014 10:28 AM

SCHEDULE O Supplemental Information to Form 990 or 990-EZ

{Form 990 or 990-EZ)

Department of the Treasury

Internal Revenue Service B~ Aftach to Form 990 or 990-EZ.

OMB No. 1545-0047

Complete to provide information for responses to specific questions on 20 1 2
Form 990 or 990-EZ or to provide any additional information.

Name of the organization

Employer identification number

SPRING HARBOR HOSPITAL 01-0524834

(01-0288362) , COUNSELING SERVICES INC. (01-0315038) AND SPRING HARBOR
JUNDER THE TAX IDENTIFICATION NUMBER OF SPRING HARBOR HOSPITAL. THE NEW,
Form 990, Part VI, Line 6 - Classes of Members or Stockhelders ==

For Paperwork Reduction Act Notice, see the Instructions for Form 290 or 980-EZ,
DAA

Scheduie O (Form 990 or 990-E2) (2012)
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Schedule O (Form 980 or 990-E2) (2012) Page 2

Name of the organization Employer identification humber

SPRING HARBOR HOSPITAL 01-0524834

CONFLICT OF INTEREST STATEMENTS ARE OBTAINED ANNUALLY. THE ORGANIZATION
EMPLOYEES OF THE ORGANIZATION. FOR THOSE KEY ADMINISTRATIVE EMPLOYEES THAT
THE OTHER KEY ADMINISTRATIVE EMPLOYEES OF THE ORGANIZATION. COMPENSATION

Schedule O (Form 9980 or 990-E2) (2012)
DAA



SHH 08/20/2014 10:28 AM

Schedule O {(Form 990 or 890-EZ) (2012} Page 2

Name of the organization

Empfloyer fdentification number

SPRING HARBOR HOSPITAL 01-0524834

ORGANIZATION'S BOARD OF TRUSTEES MUST APPROVE OF THE COMPENSATION. 1IN

Form 990,

Part XI1I - Additional Information

A-133 AUDIT - THE ORGANIZATION DID NOT HAVE, A SEPARATE A-133 AUDIT. IT WAS

DAA

Schedule O (Form 990 or 990-EZ) (2012)
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Schedule R (Form 990y 2012 SPRING HARBOR HOSPITAIL 01-0524834 Page 5
Supplemental Information

Complete this part to provide additional information for responses to questions on Schedule R (see

instructions).

s Schedule R (Form 990) 2012




