SMHA 0B/08/2014 7.59 AM

996 Return of Organization Exempt From Income Tax DB Mo, 15450047
Form Under section 501{c}, 527, or 4947(a)(1) of the internal Revenue Code {except black iung 201 2
Department of the Traasury o benefit trust or private foundation) E
Internal Revenue Service B The organization may have to use a copy of this return to satisfy state reporting requirements.
A_ For the 2012 calendar year, or tax year beginning 10/01/12  andending 0%2/30/13
B Check if applicable: C Name of organization D Empleyer identification number
[J Address change Stephens Memorial Hospital Assoc.
D Name chenge Doing Business As 01-0219904
Number and street (or P.C. box if mail is not delivered to street address) Rocm/suite E  Telephone number
D il retum 181 Main Street 207-743-5933
D Terminated City, iown or post office, state, and ZIP code
D Amended refurn Norway ME 04268 G Gossreceips 5 55,323,015
D Application pending F Name and address of principat officer: . ) ) I:J X
Timothy Churchill {a) s this & group return for affiliates”? Yes No
18] Main Street Hib} Are all affifiates inciuded? D Yes D No
Norway ME 04268 If "No," attach a |ist. {see instructions)
| Tax-exempt status: ﬁ 501(c)3) [1 sy ( ) 4 (nsert no)) [_—[ 4947{a)(1) or ﬂ 527
J  Website: P www . wmhee. org H{c) Group exemption number B
K Form of organization: m Cerporation m Trust { ...... -‘ Association | Other B+ l L Year of formation; 1956 i M State of legal domicile; ME
Summary
1 Briefly describe the organization's mission or most significant activites:
g| . To ensure a high quality, accessible, affordable and appropriate
5 integrated health care system to improve the health and well being of the
§| o community. SO
g 2 Check this box b D if the organization discontinued its operations or disposed of more than 25% of its net assets.
o 3 Number of voting members of the governing body (Part VI, line 2y~~~ 3 19
’g 4 Number of independent voting members of the governing body (Part VI, linetb) 4 14
S| & Total number of individuals employed in calendar year 2012 (Part V, line 22) 5 | 636
S1 & Total number of volunteers (estimate ifnecessary) 6 | 77
TaTotal unrefated business revenue from Part VIII, column (C), fpe12. .~~~ 7a 0
b Net unrelated business taxable income from Form 990-T, line 34 . 7b 0
Prior Year Current Year
o | 8 Contributions and grants (Part VIIl, line th) 117,000 0
2| 9 Program senvice revenue (Part VI, line 2g) 57,376,266 54,199,842
% 10 Investment income (Part VIH, column (A}, Fmes34and7d) 35,907 27,541
© | 11 Other revenue (Part VIIL, cotumn (A), lines 5, 6, 8¢, 9c, 10c, and 19e) o 912,230 460,592
12 Total revenue — add lines & through 11 (must equai Part VIll_column (A), line 12) . 58,441,403 54,687,975
13 Grants and similar amounts paid (Part [X, column (A), lines -3y 0
14 Benefits paid to or for members (Part IX, column {A), linedy 0
w | 15 Salaries, other compensation, employee benefits (Part IX, column {A), lines 5-10) 30,218,966 30,985,677
@ | 16aProfessional fundraising fees (Part IX, column (A), line 11e) 6,050 11,798
:-J. b Total fundraising expenses (Part IX, column (D), line 25) b
W 17 Other expenses (Part IX, column (A), lines 1ta-11d, 11+-24¢) 23,543,932 21,070,147
18 Total expenses. Add fines 13-17 (must equal Part IX, column (A}, line25) 53,768,948 52,077,622
19 Revenue less expenses. Subtract line 18 from ling12 4,672,455 2,610,353
5 § Beginning of Current Year End of Year
§5 20 Totalassets (PartX, line 16) .. 45,798,163| 50,529,900
Zg 21 Totalliabilities (PartX, line 26) ... 11,824,606 17,245,167
25 22 Net assets or fund balances. Subtract line 21 from fine 26~ 33,973,557 33,284,733

Signature Block

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

§ R Togioe [ 2oy
Sign Signature of officer.d Date
Here P John Cox Senior VP ~ Fiscal
Type or print name and title

Print/Type preparer's name Preparer's signature Date Check D it} PTIN
Paid 08/06/14| seli-employed
Preparer | oo name 4 MaineHealth Fim's EIN ¥
Use Only 110 Free St

Firm's address » Portl and I ME 0 4 1 O 1 - 3 908 Phone no.
May the IRS discuss this return with the preparer shown above? (see instructions) L m Yes ﬁf No

For Paperwork Reduction Act Notice, see the separate instructions. Form F90 2042)
DAA
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890 (2012) Stephens Memcrial Hospital Assoc. 01-0219904 Page 2
Statement of Program Service Accomplishments

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

2 Did the organization undertake any significant program services during the year which were not listed on the
porFomo®0ors90.£20 (] ves X no
If "Yes," describe these new services on Schedule Q.

3 Did the organization cease conducting, or make significant changes in how it conducts, arny program
services? ) : I:] Yes No
If "Yes," describe these changes on Schedule O.

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

the total expenses, and revenue, if any, for each program service reported.

4a (Code: ) (Expenses $ 39,432,162 including grants of $ ) (Revenue § 43,070,943,

4d Other program services. {Describe in Scheduie O.)
{(Expenses § inciuding grants of $ ) (Revenue § }
4e Total program service expenses P 49 620,854
CAA Form 990 2012
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Form 990 (2012) Stephens Memorial Hospital Assoc. 01-02195904 Page 3
Checklist of Required Schedules
Yes | No
1 ls the organization described in section 501(¢)(3) or 4647(a)(1) (cther than a private foundation)? If “Yes,”
compiete Schedule A 1 X
2 is the organization required to complete Schedule B, Schedule of Contributors (see |nstruct|ons) __________________________________ 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If “Yes,” complete Schedule C, Partl 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," compleie Schedule C, Partt. 4 | X
§ Is the organization a section 501(c)4), 501(c)(5), or 501(¢){6) organization that receives membership dues,
assessments, or simitar amounts as defined in Revenue Procedure 98-197 If "Yes," complete Schedule C,
Part Il! ................................................................................................................................... 5 X
6  Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes'complete Schedule D, Pastt 6 X
7 Did the organization receive or hold a conservation easement |nc¥ud|ng easements to preserve open space
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule B, Partn 7 X
8  Did the organization maintain collections of works of art, historical treasures, or other similar assets? if “Yes ”
complete Schedule D, Partlll 8 X
9 D 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 Schedufe D, Parttv. .. 9 X
10  Did the arganization, directly or through a related crganization, hoid assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes,” complete Scheduie D, Patv
11 If the organization's answer to any of the following questions is “Yes,” then complete Schedule D, Parts VI,
VI, VIIE, 1X, of X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 107 i “Yes,"
complete Sehedule D, Part VI 11a| X
b Did the organization report an amount for investments—other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,” complete Schedule D, Partyvn 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, Patvar .~~~ ile X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes,” complete Schedule D, PartIX 1d| X
€ Did the organization report an amount for other liabilities in Part X, III'IE 257 If "Yes," complete Schedule D, Par‘t X o 1Me| X
t Did the organization's separate or consolidated financial statements for the tax year include a foctnote that addresses
the organization's liability for uncertain tax positions under FIN 48 {(ASC 740)? If "Yes," complete Schedule D, PartX 11| X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts Xband XIL 12a| X
b Was the organization included in consolidated, independent audlted financial statements for the tax year? If Yes and if
the organization answered "No" to line 12a, then completing Schedule D, Parts Xl and XIl is optional 12b] X
13 Is the organization a school described in section 170(b)(1)(A)ii)? If “Yes,” complete ScheduleE 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 1andlv. 14b X
15 Did the organization report on Part IX, column (A}, line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If “Yes,” complete Schedule F, Parts Il and IV ) o 15 X
16  Did the organization report on Part X, column (&), line 3, more than $5,000 of aggregate grants or assmtance
to individuals located outside the United States? If “Yes,” complete Schedule F, Parts lland v 16 X
17  Did the organization report a total of more than $15,000 of expenses for prafessional fundraising services on
Part [X, column (A), lines 6 and 11e? If "Yes,” complete Schedule G, Part | {see instructions) 17 X
18  Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIli, lines 1c and 8a? If "Yes " complete Schedule G, Partti° .~~~ 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part V11, line 9a7
If "Yes,” complete Schedule G, PartMl 19 X
20a Did the organization operate one or more hospital facmiles’? If "Yes," complete Schedulet 20a| X
b_ If "Yes" o line 20a, did the organization attach a copy of its audited financial statements to this return? .. . ... ... . .. 200 X

DAA

Form 990 r2012)
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Form 920 (2012) Stephens Memorial Hospital Assoc. 01-0219904 Page 4
Checklist of Required Schedules (continued)
Yes | No
21 Did the organization report more than $5,000 of grants and other assistance to any government or organization
in the United States on Part IX, column (A), line 1? If *Yes,” complete Schedule I, Paris | andtt 21 b4
22  Did the organization report more than $5,000 of grants and other assistance to individuals in the United States
on Part [X, column {A), line 27 If "Yes," complete Schedule I, Parts landd 22 z
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, trustess, key employees, and highest compensated
employees? If "Yes," complete Schedule J 23 | X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If “Yes,” answer lines 24b
through 24d and complete Schedule K. i *No,"goto line 25 24a X
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exceptlon'? ______________________________ 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exemptbonds? 24c
d Did the organization act as an “on hehalf of" issuer for bonds outstanding at any time during the yet$?. 24d
25z Section 501(c)(3) and 501{c){4} organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If *Yes,” complete Schedule L, Partt 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a pnor
year, and that the transaction has nct been reported on any of the organization's prior Forms 990 or 990-EZ?
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 employee or
disqualified person outstanding as of the end of the organization’s tax year? If "Yes,” complete Schedule L, Partil 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% centrolled
entity or family member of any of these persons? If "Yes " complete Schedule L, P2t~
28 Was the organization a party to a business transaction with one of the following parties {see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions);
a A current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, Partryv 2Ba
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," compiete
SChedUIe L Part ;V .................................................................................................................... 28b X
¢ An entity of which a current or former officer, dlrector trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If “Yes,” complete Schedule L, Partiv 28c X
28  Did the organization receive more than $25,000 in non-cash contributions? If "Yes,” complete Schedulem 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes.” complete Schedute 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If “Yes,” complete Schedule N,
Part I ................................................................................................................................. 31 X
32 Did the orgamzatlon sell, exchange dispose of, or transfer mere than 25% of its net assets? If "Yes,”
complete Schedule N, Part 11 32 X
33  Did the organization own 100% of an entity disregarded as separate from the organization under Regulatlons
sections 301.7701-2 and 301.7701-37 If "Yes " complete Schedule R, Patl 33 X
34 Was the orgarization related to any tax-exempt or taxable entity? If “Yes,” compiete Schedule R, Parts 11, I,
or IV and Part V Iine 1 ............................................................................................................... 34 X
35a Did the organization have a controlled entity W|th|n the meaning of section 312(bjy(t3y> 35a X
b If"Yes" {o line 35a, did the organizaticn receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If "Yes,” complete Schedule R, Part V, lipe2 35b
36  Section 501(c)(3} organizations. Did the organization make any iransfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Part 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 partnershlp for federal income tax purposes? If “Yes,” complete Schedule R,
Part VI ................................................................................................................................... 37 X
38  Did the organization complete Schedule © and provide explanations in Schedule O for Part V1, fines 11b and
197 Note. All Form 980 filers are required to complete Schedule O ... 38| X
Form 990 zo12)

DAA




SMHA 07/28/2014 407 PM

Form 990 (2012) Stephens Memorial Hospital Assoc. 01-0219904

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

1a

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

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

¢ Did the organization comply with backup withhelding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winne,s?
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements;, filed for the calendar year ending with or within the year covered by this return
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns?
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year?
b If"Yes,” has it filed 2 Form 990-T for this year? If "No,” provide an explanation in Scheguec
4a  Atany time during the calendar year, did the organization have an interest in, or a signature ar ather authority
over, a financial account in a foreign country {such as a bank account, securities account, or other financial
BCCOUN?
b If“Yes,” enter the name of the foreign country: B
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year?
Did any taxable party notify the organization that it was or is a party fo a prohibited tax shelter transaction?
If "Yes” to line 5a or 5b, did the organization file Form 8886-T2
6a Does the organization have annual gross receipts that are normally greater than $100 000, and did the
organization solicit any contributions that were not tax deductible as charitable contributions? 6a X
b If “Yes,” did the crganization include with every solicitation an express statement that such contributions or
gfts were nottax deductible?
7 Organizations that may receive deductible contributions under section 170{c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided to the payor? |
b If “Yes,” did the organization notify the donor of the vaiue of the goods or services provided?
Did the organization selt, exchange, or ctherwise dispose of tangible personal property for which it was
required to file Form 82827
d If“Yes,” indicate the number of Forms 8282 filed during the year | 7d [
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?
f  Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract?
g |If the organization received a centribution of qualified intellectual property, did the organization file Form 8800 as reguired?
h If the erganization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C?
8 Sponsoring organizations maintaining donor advised funds and section 509{a){3) supporting
organizations. Did the supporting organization, or a donor advised fund mairtained by a sponsoring
organization, have excess business holdings at any time during the year?
g Sponsoring organizations maintaining denor advised funds.
a Did the organization make any taxable distrioutions under section 49662
b Did the organization make 2 distribution to a donor, doner advisor, or refated person?
10 Section 501(c}{7) organizations. Enter:
a Initiation fees and capital contributions included on Part Vill, line 12 =~~~ o 10a
b Gross receipts, included on Form 990, Part VIIL line 12, for public use of club faciliies 10b
11 Section 501(c){12) organizations. Enter:
a Gross incorne from members or shareholders Ha
b Gross income from other sources {Do not net amounts due or paid to other sources
against amounts due or received from them) tb
12a Section 4947(a)(1) non-exempt charitable trusts. s the organization filing Form 840 in lieu of Form 10412 12a
b If"Yes,” enter the amount of tax-exempt interest received or accrued during the year . ‘ 12b |
13 Section 501(c}{29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more than ene state?
Note. See the instructions for additionat information the organization must report on Scheduie ©.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified health plans 13b
c Enter the amount Of reserves on hand ............................................................... 130
t4a Did the organization receive any payments for indoor tanning services durmg the taxyear? 14z X
b _If "Yes," has ii filed a Form 720 fo report these payments? If "No," provide an explanation in Schedule O 14b
DAA Form 990 2012
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Form 880 (2012) Stephens Memorial Hospital Assoc. 01-0219904 Page 6
Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No"
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.
Check if Schedule O contains a response to any questioninthis Part NI IKL
Section A. Governing Body and Management

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

If there are material differences in voting rights among members of the governing body, or

if the governing body delegated broad authority to an executive committee or similar
committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent b | 14

2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, frustee, or key employee? 2

3  Did the organizafion delegate control over management duties customarily performed by or under the dlrect
supervision of officers, directors, or trustees, or key employees to a management company or other person?

4 Did the organization make any significant changes to its governing decuments since the prior Form 990 was filed?

MM |

[4)]

Did the organization become aware during the year of a significant diversion of the organization’s assets? =
6  Did the organization have members or stockholders?

[~ - )

7a Did the organization have mtémbers,' stockholders, or other persens who had the power to elect or appoint
one or more members of the governing body? 7a | X

b Are any governance decisions of the organization reserved to (or subject to approval by} mernbers
stockholders, or persons ofher than the governing body?

8 Did the organization confemporaneously document the meetlngs held or written actions undertaken during the year by the following
a The governing body?

b Eachcommiﬁeewithau-tho-r-it-y-i-o”a-r,;t-b-nbehalfofthegoverningbody'{_::::::::::j::::::::::::;::_m' ______ gh | X
g Is there any officer, director, trustee, or key employee listed in Part ViI, Section A, who cannot be reached at
the organization's mailing address? If “Yes,” provide the names and addresses in Schedule O ... .. . . . . . ... 9 x

Section B. Policies {This Section B requests information about policies not required by the Internal Revenue Code )

Yes | No
10a Did the organization have local chapters, branches, or affiiates? 10a X
b If “Yes,” did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization’s exempt purposes? ... ... ... ...
11a  Has the organization provided a complete copy of this Form 980 to all members of its goveming bedy before filing the form? X
b Describe in Schedule O the process, if any, used by the organizatien to review this Form §90.
12a  Did the organization have a written condlict of interest policy? If "No,” go to line43 .~~~ X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to conflicts? . 112b P4
¢ Did the organization regularly and consistentty monitor and enforce compliance with the policy? If “Yes,”
describe 'ﬂ SChEdUIe O hcw th[s was done ............................................................................................. 12(: X
13 Did the organization have a written whistieblower policy? 13 | X
14 Did the organization have a written document retention and destruction policy? 14 | X

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

b If “Yes,” did the organization follow a written policy or procedure reguiring the organization to evaluate lts
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the

organization's exempt status with respect to such arrangements? ... ... . .. .. . R el 16b
Section C. Disclosure
17 Listthe states with which a copy of this Form 990 is required to be filed » M&
18  Section 6104 requires an organization to make its Forms t023 (or 1024 if applicabie), 990, and 990-T (Section 561(¢){3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.
D Own website D Another's website Upon request D Other (explain in Schedule O)
19 Describe in Schedule O whether (and if so, how), the organization made its governing documents, conflict of interest policy,
and financial statements available to the public during the tax year.
20  State the name, physical address, and telephone number of the person who possesses the books and records of the
organization: » Senior VP - Fiscal 181 Main Street
Norway ME (04268 207-743-5933

DAA Farm 990 2012



SMHA O7/28/2014 407 PM

Form 920 (z012) Stephens Memorial Hospital Assoc. 01-0219504 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors

Check if Schedute O confains a response to any question in this Part VI ]
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

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

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

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

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

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

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

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

D Check this box if nelther the organization nor any related organizations compensated any current officer, director, or trustee.

{A) (B) C) o) {E} (F)
Name and Title Average Position Reportable Reportable Estimated
hours per {do rot check more than one compensation compensation from amount of
waek box, unless person is both an from retated cther
(list any officer and a director/trusiee) the organizations compensation
hours for FEABER NG = Ta [+ organization {(W-211099-MISC) from the
related a2 | 2T 2&2 (W-211099-MISC) organization
organizations Eé =4 ¢ g g"% g and relaied
belew dotted g‘& E 'g_ @© g2 orgarizations
ling) g % rEE
(1)Gregory Hardy, M.D.
ETSTURUURTUORO 57.00
Physician 3.00 |X 354,341 0 34,441
{2) Timothy Churchill
SUTTURR RO O 30.00
Presid & CEO 30.00 | X X 0 320,395 56,198
(3)James Eshleman, |D.O.
SR TUURRRUN B 57.00
Med staff president 3.00 | X 259,415 0 22,304
@William L. Medd| M.D.
ST 1.00
Physician 59.00 [X 0 245,434 4,346
(s)David Kumaki, M|D.
TR D 1.00
Physician 59.00 | X 0 225,833 22,858
(fiKathleen Herlihy, M.D,
TR 57.00
Physician 3.00 | X 160,069 0 31,582
(NAndrea Burns
U ORRUTRR N 1.00
Trustee 0.00 IX 0 0 0
(8} Peter Chapman
RURRUUUUU PR SO 1.00
Secretary/Treasurer 0.00 |X X 0 0 0
(9C. Bradley Cummings
) .00
Trustee ) 0.00 | X X 0 0 0
(10)Tom Morton
U O 1.00
Trustee 0.00 X 0 0 0
(1M Larry Farmer, O|D.
........................................... 1.00
Trustee 0.00 iX 0 0 0

DAA Ferm 990 (2012)
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Form 990 (2012) Stephens Memorial Hospital Assoc. 01-0219904 Page 8

Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)}

1A) (B} ) (B} (E) (R
Name and title Average Bosition Reportable Reporiable Estimated
hours 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 5] 51 o = Ta=] = organization {W-2/1099-MISC} frorr_: th§
related o= T = ) _gca' e {W-2/1029-MISC) organization
organizations EEL g 8 2 ég 3 and r'eﬁa‘ted
below dotted g5 g ?og 88 organizations
tine) g :: § g
(tzyDavid Hoisington
URUURUURTUURTRY I 1.00
Chair 0.00 [X X 0 0 0
(1330la Melhus, M.D
SUTSRUUURURUUUR I 1.00
Trustee 0.00 |X 0 0 0
(14}Lynn Hamper
) L0000
Trustee 0.00 |X 0 0 0
(isyDavid J. Preble
ST U B 1.00
Vice Chair 0.00 X X 0 0 0
(t6) Ted Moccia
SUTUUUURRPIURRRTRS U 1.00
Trustee ' 0.00 [X 0 0 0
(inRev, Anne Stanley
b 1.00
Trustee 0.00 [X 0 0 0
(18)Robin J. Zinchuk
TR N 1.00
Trustee 0.00 | X 0 0 0
(19)Wendy Penley
UV D 1.00
Trustee 0.00 X 0 0 0
1 Substotal ... > 773,825 791,762 171,729
¢ Total from continuation sheets to Part VII Section A . 3 1,560,304 341,630 241,659
d Total (addlines1bandfc) ... ... . B 2,334,129 1,133,392 413,388

2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 in
reportable compensation from the organization B 31

Yes | No

3 Did the organization list any former officer, director, or trustee, key employee, or hlghest ccmpensated

employee on line 1a? If “Yes,” complete Schedule J for such individual 7
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensatlon frem the

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

individual

5  Did any person listed on line 1a receive or accrue compensation from any unrelated orgarization or individual
for services rendered to the organization? H “Yes,” complete Schedule Jforsuchperson ... . .

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 compensatien for the calendar year ending with or within the organization's tax year.

(A} B ©
Name and business address Description of services Compensation

Maine Medical Partners 301lec US Route 1

Scarborough ME 04074 Med bill & mgt 663,663
Spectrum Medical Group, PA 300 Professional Drive

Scarborough ME 04074 Anesthesia svcs 523,273
Maine Orthopaedic Center 1601 ongress Street

Pertland ME 04102 Physician svcs 412,856
Mayo Collaborative Services P.O. Box 4100

Rochester MN 55903 Lab processing 229,733
Cross Country Staffing P.OC. Box. 404674

Atlanta GA 30384 Nurse staffing 153,852
2 Total number of independent contractors {inchiding but not mited to those listed above) who

received more than $100,00C of compensation from the organization B 10

DAA Form 990 2012)
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Form 990 (2012; Stephens Memorial Hospital Assoc. 01-0218904 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees {continued)
(A} (B} {C) (o) {F) (F}
Name and titie Average Positicn Reportable Reportable Estimated
hours per {do not check more than one compensation compensation from amount of
week box, unless person is both an from ralated other
{list any officer and a director/trustes) the organizations compensation
hours for o == progy P g organization {W-2/1089-MISC) from the
related ;_EL 3 S K -g‘:ar =1 {W-2/1029-MISC} arganization
organizations 3x| E| 8 2 128 z and related
belowdotted  [E&| & < [8g]| organizations
line) TE| & % 3
al c o 2
sl & 3
® g

(127Pat Weigel
........................................... 1.00

Trustee 0.00 [X 0 0 0

(i3)Allen Connors
SO PTRRRRRURON SO 1.00

Trustee 0.00 |X 0 0 0

(14yJohn Cox
RSN PRURURRRROY OO 30.00

Sr VP-Fiscal 20.00 X 0 189,078 30,028

(155M. Patricia Cook
TSR SURURURRRRRUIN O 41.00

Sr VP-Clinical 4.00 X 0 152,552 40,556

(16)Robert C. Neilsen
RO RRRURO 60.00

Physician 0.00 X 377,023 0 53,263

(1nRobert C. Kahn
SPUURRUNRRURUUOY S 60.00

Physician 0.00 X 367,570 0 45,451

(1s)Carolyn P. Costanzi
) 80.00

Physician 0.00 X 279,144 0 32,019

(tgyJames W. Gallea
DN R 60 - 00 .

Physician 0.00 X 274,731 0 17,036
1b Suwbdotal ... > 1,288,468 341,630 218,353
¢ Total from contlnuatlon sheets to Part VI, Section A . B
d Total(addlinestbandic) .. . . . . B
2 Total number of ingividuals (including but not limited to those listed above) who received more than $100,000 in

reportable compensation from the organization P
Yes [ No

3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a7? If *Yes,” complete Schedule J for such individual

4 For any individual listed on line 1a, is the sum of reportable 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 en 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 Contracto

rs

1 Complete this tabie 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.

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 P

DAA

Form 990 (2012
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Form 990 (2012) Stephens Memorial Hospital Assoc. 01-0219804 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees {continued)
(A} =4 (C) {3 (E} {F}
Name and title Average Position Reporiable Reportabte Estimated
hours per {do not check more than one compensation compensation from amount of
week box, unless person is both an from related other
(list any officer and a directorftrustee) the organizations compensation
hours for o =T = = lox] = organization {W-2/1092-MISC) from the
related aal a g & 35| ¢ (W-2/1099-MISC) organization
organizations |Z&f C | 8 2 |28 o and related
below dotted 25| ¢ < [8g| organizations
line} R % 3
®| @ &
® T
f~ N
(12Thomas J. Hewson
e .....|.60.00
Physician 0.00 X 261,836 0 23,306
(13)
{(14)
(15)
{16)
{17)
(18)
(19}
b Subsotal ... > 261,836 23,306
¢ Total from contlnuatlon sheets to Part VII, Section A . . B
d Total {(add lines tTbandicy ... ... ... .
2 Total number of individuals (including but net limited to those Ilsted above) who received more than $100,000 in
reportable compensation from the organization b
Yes | No

3 Did the organization list any former cofficer, director, or trustee, key employee, or highest compensated
employee on line 127 If “Yes,” complete Schedule J for such individual

4  Forany individual listed on line 1a, is the sum of reporiable compensation and other compensation from the
organization and retated organizations greater than $150,0007 If “Yes,” compiete Schedule J for such

individual

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

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

Section B. Independent Contractors

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

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

(A)
Name and husiness address

By
Descripiion of services

Co )
mpensalicn

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

DAA

Form 990 2012
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Ferm 980 (2012) Stephens Memorial Hospital Assoc.

01-0212804

Statement of Revenue

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

(A}
Total revenue

(B)
Related or
exemnpt
function
revenue

()
Unrelated
business
revenue

D)
Revenue

exctuded from tax
under sections
512, 513, or 514

£8 1a Federated campaigns 1a
g é b Membership dues 1b
@< ¢ Fundraising events ic
5.5 d Related organizations 1d
gE € Government grants {contributions) 1e
g? f Al other contributions, gifts, grants,
E% and similar amounts not included above | q¢
"Eg g Noncash contribufions included in lines 1a-1f: s
S8 n TotalAddlinesta—Af___ ... P
z Busn, Code
S| 2a  met patient service zevenue | 623000 54,199,842 54,199,842
ne b
@D
E ; .............................................
72
3
E’ T All other program service revenue ... ...
& | g Total.Addlnes2a=2f .. ... b 54,199,842
3 Investment incomne (including dividends, interest,
and other similar amounts) P 22,804 22,804
4 Income from investment of tax-exempt bond proceeds b
5 Royalties ... ... . ... . ............ N P
(i} Real {1} Personat
6a Gross rents 426,900
b Less: rental exps. 634,202
€ Rental inc. or {loss) ~207,302
d Netrentalincomeor(loss) ... . . . . -207,302 -207,302
7a Gross amount from {) Securities {ii) Other
sales of assets
ather than inventory] 5,575
b Less: costor other
basis & sales exps. 838
¢ Gain or (loss}) 4,737
d Netgainor(foss) .. ... . ... . ... ... | s
o | 8a Gross income from fundraising events
2 (notinciding $
& of contributions reported on line 1c).
'; SegPartlV, linets a
= Less: direct expenses b
© ¢ Net income or {loss) from fundraising events ... ... P
9a Gross income from gaming activities.
SeePartlV, linet a
b Less: direct expenses b
¢ Netincome or (loss) from gaming activities ... ... .. B
10a Gross sales of inventory, less
returns and allowances a
b Less:costofgoodssold b
¢ _Net income or (loss) from sales of inventory ... .. B
Miscellaneous Revenue Busn. Code
t1a | Other reverme 621990 667,894 667,894
b ..............................................
c L T T T T O
d Allotherrevenue . .. ... .. ...
e Total Add fines 11a-11d B 667,834
12  Total revenue. See instructions. .. ... ... ... . . P 54,687,975 54,872,473 -184,498

DAA

Form 990 2012
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Form 990 (2012) Stephens Memorial Hospital Assoc. 01-0219904

Statement of Functional Expenses

Section 501(c)(3) and 501(c}(4) erganizations must complete ail columns. All other organizations must complete column (A).

Check if Schedule C contains a response to any question in this Part I1X

Do not include amounts reported on lines 6b, Total g(\p)aenses Fngra(:)service Managt(a?n)emt and Func(llr:glsw‘ng
7b, 8b, 8b, 2and 10b of Part VIil. expenses general expenses expenses
1 Grants and other assistance to governments and
organizations in the U.S. See Part iV, line 24
2 Grants and other assistance to individuals in
the U.S. See Part IV, line 22
3 Grants and other assistance to governments,
organizaticns, and individuals cutside the
U.S. SeePartlV, lines t5and 16
4 Benefits paid to or formembers
5 Compensation of current officers, directors,
trustees, and key employees 868,642 833,028 35,614
8 Compensaticn not included above, to disqualified
persons (as defined under section 4958(f}1)) and
persons described in section 4958(c)3)(B)
7 Othersalaries and wages 23,268,816 22,285,602 931,209 52,005
8 Pension plan aceruals and confributions (include
section 401{k) and 403(k) employer contributions) 864,171 827,671 36,494
9 Other employee benefits 4,451,686 4,263,764 178,899 9,023
10 Payrolitaxes 1,542,362 1,477,274 61,110 3,978
11 Fees for services (non-employees):
a Management
bolegal ... ...
¢ Accountng 89,499 89,499
d Lebbying
e Professional fundralsmg services. See Part IV, line 17 11,798 11,798
f Investment management fees
g Other. {if line 11g amount exceeds 10% of line 25, column
{A) amount, listline 11g expenses on Schedule 0y 5 ‘ 064 ’ 049 4 r 986 ; 643 77 ’ 406
12 Advertising and premotion 124,028 118,827 5,201
13 Officeexpenses 6,297,483 6,241,571 47,992 7,920
14 Information technotogy 1,049,209 1,004,932 44,277
15 Royalties
% Occopancy 1,162,443 1,113,388 49,055
7 Tvel T 82,269 77,935 4,334
18 Payments of travel or enterfainment expenses
for any federal, state, or local publfic officials
19 Conferences, conventions, and meetings 145,854 138,614 7,240
20 Interest 56,779 54,383 2,396
21 Payments to affiliates
22 Depreciation, depletion, and amortization 1,839,301 1,761,683 77,618
23 Mnsurance 733,921 575,381
24 Other expenses. ltemize axpenses 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 Affiliate charges 1,272,233 1,218,545 53,688
b  Provider tax 1,150,756 1,150,756
¢  Maintenance contracts 853,569 852,929 640
d  Integrated services 641,269 168,721 472,548
e Allotherexpenses 507,485 469,201 37,770 514
25  Total functional expenses, Addi;nes1mrough24e _____ 52,077, 622 49,620,854 2,371,530 85,238
26 Joint costs. Complete this Iine only if the
organization reported in celumn (B} joint costs
from & combined educational campaign and
fundraising solicitation. Check here b D if
following SOP 98-2 (ASC 958-720) .. ... ...
DAA

Form 990 (z012)
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Form 990 2012y  Stephens Memorial Hospital Asscc, 01-0219904 Page 11
Balance Sheet
Check if Schedule C contains a response to any question inthis Part X .. ... [L
{A) (B)
Beginning of year End of year
1 Cash—non-interestbearing 1,900| 1 41,172
2 Savings and temporary cash investments 9,786,771 » 17,718,356
3 Pledges and grants receivable, net
4 Acoounts receivable,net T 292,595
5 |Loans and other receivables from current and former officers, dlrectors
trustees, key employees, and highest compensated employees.
Complete Part llof Schedule L
6 Loans and other receivables from other disqualified persens {as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B}, and contributing employers and
sponsoring organizations of section 501(c)(2) voluntary employees' beneficiary
0 organizations (see instructions). Complete Part Il of Schedulel. §
3| 7 Nowsandomnsrecenablenet :
<|8 ventoriesforsaleoruse 1,064,314 s 1,168,208
9 Prepaid expenses and deferred charges 455,794| o 475,962
10a Land, buildings, and eguipment: cost or
other basis. Complete Part VI of Schedule D 10a 44,164,474
b Less: accumulated depreciation 10b 31,020,800 13,455,826 10¢ 13,143,674
11 Investments—publicly traded securites 1,295,243| 11 1,485,982
12  Investments—other securities. See Part IV, fine1t 528,396 12 503,665
13 Investments---program-related. See Pant IV, line 1~~~ 13
14 Intangibleassets 14
15 Other assets. See Part IV, linet1 12,614,292| 15 10,690,286
16 _Total assets. Add lines 1 through 15 (must equal ine 34) ... ... 45,798,163| 18 50,529,900
17 Accounts payabie and accrued expenses 4,486,912 17 4,803,949
18 Grantspayable
19 Deferred VN
20 Taxexemptbond liabilies
21 Escrow or custodial account liability. Complete Part IV of Schedule D~~~
# 122 loans and other payables to current and former officers, directors,
= {rustees, key employees, highest compensated employees, and
E disgualified persons. Complete Part Il of Schedulet.
—'123  Secured mortgages and notes payable to unrelated third parties 3,505,479 23 3,184,845
24 Unsecured notes and leans payable to unrelated third parties 24
25 Other liabilities (including federal income tax, payables to related thlrd
parties, and other liabilities not included on lines 17-24). Compiete Part X
of Schedule D ... .. 3,832,215| 25 9,256,373
26 Total liabilities. Add lines 17 through 25 . . ... ... .. . . 11,824,606 2 17,245,167
Organizations that follow SFAS 117 (ASC 958), check here b {X and
§ complete lines 27 through 29, and lines 33 and 34, : :
§|2r Umestictednetassets 32,828,109 27| 32,065,296
@ |28 Temporarily restricted netassets 593,294 28 667,283
2|29 Permanently restricted netassets 552,154
7 Organizations that do not follow SFAS 117 (ASC 958), check here > D and
E compiete lines 30 through 34,
‘3‘ 30 Capital stock or trust principal, or current funds
2 31 " Paid-in or capital surplus, or land, building, or equipment fund rrrrrrrrrrrrrrrrrrrrrrrrrr
E 32 Retained earnings, endowment, accumulated income, or other funds
33 Total net assets or fund balances 33,973,557 33 33,284,733
34  Total liabilities and net assetsffund balances ... ... . 45,798 ,163| 2a 50,529,900

DAA

Form 990 (2012)
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Form 990 (2012) Stephens Memorial Hospital Assoc. 01-02138904 Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response to any question in this Pat Xl . e e ﬁﬂ_
1 Total revenue (must equal Part VI, column (A), dne12) 1 54,687,875
2 Total expenses (must equal Part IX, coiumn (&), line25) 2 52,077,622
3 Revenue less expenses, Subtract line 2 frem linet e 3 2,610,353
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (&) 4 33,973,587
5 Netunreaiized gains (losses) oninvestments 5
6 DonatEd Sewlces and use Of fac"ltles .................................................................................... G
7 Investmentexpenses ... 7
8 Priorperiod adjustments 8
9 Other changes in net assets or fund balances (explain in Schedule 0) e 9 -3,299,177
10 Net aszets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
Comn (BY) oo U 10 33,284,733

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

1 Accounting method used to prepare the Form 290: D Cash @ Accrual D Other
If the organization changed its method of accounting from a prior year or checked “Other,” explain in
Schedule Q.

Za Were the organization’s financial statements compiled of reviewed by an independent accountant?
if"Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both;

[N] Separate basis D Consolidated basis D Both consolidated and separate basis

b Were the organization’s financial statements audited by an independent accountant?
If "Yes,” check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consalidated basis, or both:
D Separate basis D Consolidated basis Both conselidated and separate basis

¢ If*Yes” to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial staternents 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.

3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in

the Single Audit Actand OMB Cireular A-133? 3a X
b If *Yes,” did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits ... ... 3b
Form 990 zo12)
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SCHEDULE A . : .
(Form 990 or 990-E2) Public Charity Status and Public Support

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

Depariment of the Trsasury B Attach to Form 980 or Form 990-EZ. P See separate instructions.

Internal Revenue Service

OMB No. 1545-0047

2012

Name of the organization

Employer identification number

Stephens Memorial Hospital Assoc, 01-0219904

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

The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)
1 D A church, convention of churches, or associatien of churches described in section 170(b){(1}(A)i).
2 D A school described in section 170{b}(1)(A)ii). (Attach Schedule E.)
D A hospital or a cooperative hospital service organization described in section 170{b}{1}{A)iif).
a []

A medical research organization operated in conjunction with a hospital described in section 170{b){1){A)}fii). Enter the hospital's name,

city, and state:

[

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

D A federal, state, or local government or governmental unit described in section 170(b){(1KA} V).
] An organization that normally receives a substantial part of its suppoert from a governmental unit or from the general public

descrived in section 170(b){1){A)(vi). (Complete Part 1)
D A community trust described in section 170(b}(1)(A)(vi). (Complete Part 11}
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 exempt functions—subject to certain exceptions, and {2) no more than 33 1/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acqguired by the organization after June 30, 1575. See section 569(a){2). (Complete Part Ili.)
An organization organized and operated exclusively to test for public safety, See section 509{a){(4).
An organization organized and cperated exclusively for the benefit of, to perform the functions of, or to carry out the
purposes of one or more publicly supported organizations described in section 509(a)(1) or section 509{a}{2). See section
509(a)(3). Check the box that describes the type of supporting organization and complete lines 11e through 11h.

-~ &
—

®v o

10
11

L]

J An organization opé}'arté& for the benefit of a college ar university owﬁed or operated by a governmental unit desrérrlbed in

a D Type | b [_] Type i [ D Type Il-Functionally integrated d D Type IH-Non-functionally integrated

e D By checking this box, | certify that the organization is not contrelled directiy or indirectly by one or more disgualified persons
other than foundation managers and other than one or more publicly supporied organizations described in section 509(a)(1}
or section 508(a)(2).

f If the organization received a written determination from the IRS that it is a Type I, Type II, or Type Ili supporting
organization, check this box

g Since August 17, 2008, has the organszailon accepted any gift or contribution from any of the
following persons?

{i} A person who directly or indirectly controls, either alone or together with persons described in (i) and Yes | No
(i) below, the governing body of the supported organization? 11g(i)
(ii) Afamily member of a person described in (i) above? T1g(if
(i) A 35% controlled entity of a person described in (i} or (ji) above? 11g(iii)
h Provide the following infermation about the supported organization(s). _
{i} Name of supported (it) EIN {iii) Type of organization {iv} Is the organization | (v) Did you notify {vi) s the [vii) Amount of monetary
organizstion (described on lines 1-8 in col. (i} fisted in your | the crganization in |organization in cof, support
above or IRG section governing document? col. () of your  [(i) organized in the
{see instructions)) support? us.?
Yes No Yes No Yes No
{A)
{B)
{©
{D)
(£}
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2012

Form 890 or 890-EZ.

DAA
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Schedule A (Form 990 or 890-E7) 2012 Stephens Memorial Hospital Assoc. 01-0219904 Page 2
Support Schedule for Organizations Described in Sections 170(b){(1)(A)(iv) and 170(b)(1)}(A){vi)
(Complete only if you checked the box on fine 5, 7, or 8 of Part | or if the organization failed to qualify under
Part Ill. If the organization fails to qualify under the tests listed below, please complete Part IIl.}
Section A. Public Support
Calendar year (or fiscal year beginning in) b {a) 2008 {b) 2609 {c) 2010 (d) 2011 (e} 2012 {f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.”)
2  Taxrevenues levied for the
organization's benefit and either paid
to or expended on its behaf
3 The vaiue of services o7 facilities
furnished by a governmental unit to the
organization withoui charge
4  Total Add lines 1 through3
5 The pertion of total contributions by
each person (other than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shownon line 11, column {(ff
6  Public support. Subtract line 5 from line 4.
Section B. Total Support
Calendar year {or fiscal year beginning in} b {a) 2008 (b) 2008 (c) 2010 {d} 2011 (e) 2012 (f) Total

7 Amounts from line4
8  Gross income from interest, dividends,
paymenis received on securities loans,
rents, royalties and income from similar
SOUrces .. ...
9  Netincome from unrelated business
activities, whether or not the business
is regularly carriedon .
10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPart IV.) ... ... ... ..
11 Total support. Add lines 7 through 10
12 Gross receipts from related activities, etc. (see instructionsy 12
13  First five years. If the Form 990 is for the organization’s first, second, thlrd four‘th or ffth tax year as a section 501(c)(3)
organization, check thisboxandstephere ..o P[]
Section C. Computation of Public Support Percentage
14 Public support percentage for 2012 (line 6, column (f) divided by line 11, columen ¢t 14 Yo
15 Public support percentage from 2011 Schedule A, Part I}, line t4 15 Y%
16a 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 |2 E1
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 /3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization 4 D
17a  10%-facts-and-circumstances test—2012. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here. Explain in
Part IV how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly supported
organization > ]
b 10%-facts-and- cnrcumstances tesi—2011. If the organization did not check a box on Ilne 13 16a 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances™ test, check this box and stop here.
Explain in Part IV how the organization meets the “facts-and-circumstances” test. The organization quaiifies as a publicly
supported Organization > D
18  Private foundation. If the orgamzatl{m did not check a box on line 13, 16a, 16b, 17a, or 17b, check thls box and see

instructions

>

DAA

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

Stephens Memorial Hospital Assoc.

01-0219%04

Page 3

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

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

If the organization fails to qualify under the tests listed below, please complete Part I1.)

Section A. Public Support

Calendar year (or fiscal year beginning in} b

1

7a

(a) 2008

(b) 2009

(c) 2010

(d) 2011

{e) 2012

{f) Total

Gifts, grants, contributicns, and membership
fees received, (Do not include any "upusuat
grants.”) ..o B

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

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

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

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

Total. Add lines 1 through 5

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

Amounts included on lines 2 and 3

received from other than disqualified

persons that exceed the greater of $5,000

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

Add lines 7aand7b

Public support (Subtract line 7¢ from

line 6.}

Section B. Total Support

Calendar year {or fiscal year beginning in) b

9
10a

11

12

13

14

(a) 2008

{b) 2009

(¢) 2010

{d) 2011

{e) 2012

(f) Totat

Amounts from line 6

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

Unrelated businass 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 regularly camied on

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

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

Section C. Computation of Public Support Percentage

15 Public support percentage for 2012 (line 8, column (f) divided by line 13, column (f)) o 15 %
16 Public support percentage from 2011 Schedule A, Part Wl dine 15 . . 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2012 (line 10c, column (f) divided by line 13, column (®y 17 %
18  Investment income percentage from 2011 Schedule A, Part IIt, linet7 18 %
18a 33 1/3% support tes{s—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 gualifies 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 19a, and line 16 is more thar 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 supparted organizaten b ]

20 Private foundation. |f the organization did not check & box on line 14, 19a, or 19b, check this box and see instructions B wl

DAA

Schedule A (Form 990 or 990-E2Z) 2012




Schedule A (Form 990 or 990-EZ) 2012 Stephens Memorial Hospital Assoc. 01-0219904 Page 4
Supplemental Information. Complete this part to provide the explanations required by Part I, line 10;

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

DAA Schedule A (Form 990 or 990-EZ) 2012
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047
(Form 990 or 990-EZ) 20 1 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 990 or Form 990-EZ.
Depariment of the Treasury .
Infemal 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
¢ Section 501(c)(3) organizations: Complete Parts I-A and B. Do nof complete Part I-C.
e Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part 1-B.
@ Section 527 organizations: Complete Part I-A only,

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

@ Section 501{¢c)(3) organizations that have filed Farm 5768 (2lection under section 501(h)): Complete Part 1I-A. Do not complete Part [1-B,
o Section: 501(c)(3) organizations that have NOT filed Form 5788 (election under section 501{h}): Complete Part II-B. Do not complete Part I[-A.

if the organization answered “Yes,” to Form 890, Part IV, line 5 {Proxy Tax} or Form 990-EZ, Part V, line 35¢c (Proxy Tax), then
e Section 501(c){4}, (5), or (B) organizations: Compiate Part 11},

Name of organization Empleyer idenfification number
Stephens Memorial Hospital Assoc. 01-0219904

Compilete 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.

2 Poliical expenditures . BS

3 Volunteer hours

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

b If “Yes,” describe in Part IV.
; 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

Enter the amount of any excise tax incurred by the organization under section4gss s
2 Enterthe amount of any excise tax incurred by organization managers under section 4956 s
3l the organization incurred a section 4955 tax, did it file Form 4720 for thisyearz D Yes D No :
4a Wesacomestionmade? U TiYes [Ne

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

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

08 170 S
4  Did the filing organization file Form 1120-POL forthisyear? \j Yes D No

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

{a) Name . {b) Address {c) EIN .+ (dy Amount paid from (e} Amount of political
filing organization's contibutions recelved and
funds. ¥ none, enter -O-, prompily and directly
detivered 1o a separate
politicat organization, If
none, enter -0-,
(N
(2)
(2}
(4}
(5}
(8}
For Paperwork Reduction Act Notice, see the Instructions for Form 890 or 990-E7, Schedule C {Form 990 or 990-EZ) 2012

DAA
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Schedule € {Form 980 or 990-£7) 2012 Stephens Memorial Hospital Assoc. 01-0219904

Page 2

Compilete if the organization is exempt under section 501(c)(3) and filed Form 5768 {election under
section 501(h)).

A Check B | | if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's
name, address, EIN, expenses, and share of excess lobbying expenditures).
B Check B [ | if the filing organization checked box A and “limited control’ provisions apply.

Limits on Lobbying Expenditures (a) Fifing {b) Affilisted
(The term “expenditures” means amounts paid or incurred.) organization's totals group latals

1a Total lebbying expenditures to influence public opinion (grass roots lobbying}

b Total lobbying expenditures to influence a legislative body (direct lobbyingy
¢ Total lobbying expenditures (add éines 1aapd1t)
d Other exempt purpose expenditures
e Total exempt purpose expenditures (add fines fcand 1d) L
f Lobbying nontaxable amourt. Enter the amount from the following table in both

COIUMANS.

If the arnount on ling 1¢, column (a} ot {b) is: The lobbying nontaxable ameount is:

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

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

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

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

Cver $17,000,000 $1,000,000.,

g Grassroots nontaxable amount (enter 25% of line )

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

Subtract line 1f from line 1c. If zero or less, enter -0~ i

j [If there is an amount other than zero on either fine 1h 6r line 1i, did the organization file Form 4720
reporting section 4911 tax for this year?

............................ e | | Yes J_| No

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

Lobbying Expenditures During 4-Year Averaging Period

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

2a Lobbying nontaxable amount

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

¢ Total lobbying expenditures

d Grassroots nontaxable amount

e Grassroois ceiling amount
(1560% of tine 2d, column (&)}

f Grassroots lobbying expenditures

Schedule G (Form 990 or 990-EZ) 2012

DAA
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Schedute C (Form 990 or 990-£7) 2012 Stephens Memorial Hospital Assoc. 01-0219904 Page 3
Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
{election under section 501(h)).

(a) {b)

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

1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:

a VOIunteerS'? B T T T T T T T T T T B T T X
b Paid staff or management (include compensation in expenses reported on lines icthrough 13?2 X
c MEdIa advenlsements? ........................ B 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 Diract contact with legislatars, their staffs, government cfficials, or a legislative body? X
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X

Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6). :

Yes | No

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

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

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

¢ Total
3 Aggregate amount reported in section 6033(e)(1)}A} notices of nondeductible section 162(g) dues L
4 Iif notices were sent and the amount on line 2¢ exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying
and political expenditure next year?

Suppiemental Information
Complete this part to provide the descriptions required for Part 1A, line 1; Part I-B, line 4; Part I-C, line 5; Part lI-A (affiliated group
tist); Part II-A, line 2; and Part 1-B, line 1. Alse, complete this part for any additional information.

Maine Hospital Association used 23.98% and 18.80% respectively of their

DAA Schedule C {Form 290 or $90-EZ) 2012
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Sehedule C (Form 590 or 990-EZ) 2012 Stephens Memorial Hospital Assoc. 01-0219%804 page 4
Supplemental Information (continued)

Schedule € (Form 990 or 990-EZ) 2012
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SCHEDULE D Supplemental Financial Statements OMB No_1545-0047

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

Department of the Treasury Part iV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 123, or 12b.

internai Reverue Service P Attach to Form 990. B See separate instructions.

Name of the organization Empleyer identification number
Stephens Memorial Hospital Assoc. 01-0215904

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

[ I R R N

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

Aggregate value atend ofyear
Did the organization inform ali donors and donor advisors in wrltlng that the assets held in donor advised

funds are the organization’s property, subject to the organization’s exclusive legal control? .~ D Yes D No
Did the organization inform alf grantees, donors, and donor advisors in writing that grant funds can be used

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

conferring impermissible private benefit? .. .. .. f ] Yes D No

Conservation Easements. Complete if the organlzatlon answered "Yes” to Form 990, Part IV line 7.

o o0 T w

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

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

D Preservation of cpen space

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

:|Held at the End of the Tax Year
Total number Of Consewaﬁon easements ............................................................................ 2a
Total acreage restricted by conservation easements 2b
Number of conservation easements on a certified historic structure includedin@y ..~~~ 2c
Number of conservation easements included in (c) acquired after 8/17/06, and not on a
historic structure listed in the National Register 2d

Number of conservation easements modified, transferred, released, extmgmshed of terminated by the organization during 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 E] No
Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year

} ................

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

L

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

() and section 770MNBYIN? [] ves [[] No

In Part XIH, 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 1V, line 8.

1a

if the organization elected, as permittad under SFAS 116 {ASC 858), not {6 report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XHI, the text of the fooinote to #s financial statements that describes these items,

b If the crganization elected, as permitted under SFAS 118 {ASC 858), to report in its revenue statement and balance sheet
works of art, historical freasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide the following amounts relating to these items:
() Revenues included in Form 90, PartVill, fine 1 S T
(i) Assets included in Form 990, PartX B s
2 If the organization received or held works of art, histerical treasures, or other similar assets for financial gain, prowde the
following amounts required o be reported under SFAS 116 (ASC 958) relating to these items:
a Revenuss included in Form 990, Part Vil fine 1 DS
b Asseis included in Forrn 990, Part X .. ... .o i .. %
For Paperwork Reduction Act Notice, see the instructsons for Form 990. Schedule D (Form 980} 2012

DAS
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Schedule D (Form 990) 2012 Stephens Memorial Hospital Assoc. 01-0215904 Page 2
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

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

a D Public exhibition d D Loan or exchange programs
b D Scholarly research e D Other
G f] Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part
XIHL
5 During the year, did the orgarization selicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than tc be maintained as part of the organization’s collection? . [ J Yes D No
Escrow and Custodial Arrangements. Complete if the organization answered “Yes’ to Form 990, Part IV,
line 9, or reported an amount on Form 990, Part X, line 21.
1a Is the crganization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 99¢, Part X? D Yes E] No

b If “Yes,” explain the arrangement in Part XIll and complete the following table

Amount

Beginning balance 1c

- % aco
p
=3
=
=
=]
=)
)
a
=
3
3
@
-
=
[0
-y
B
a3
=
-
=3

Endowment Funds. Complete if the organization answered “Yes” to Form 990, Part IV, line 10.
{a) Current vear (b} Prior year (c) Two vears back {d) Three years back {e} Four years back

1a Beginning of year balance
b Contributions

¢ Net investment earnings, gains, and
losses

e Other expenditures for facilities and
programs

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)} held as:
a Board designated or quasi-endowment b Yo

b Permanent endowment b %

¢ Temporarily restricted endowment b %

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

3a Are there endowment funds not in the possession of the organization that are held and administerad for the
organization by: ' . Yes | No
(i) unrelated organizations 3ali)

(ii) related organizations 3afii)

ribe in Paz‘t Xl the intended uses of the organization’s endowment funds.
Land, Buildings, and Equipment. See Form 890, Part X, line 10.

Description of property {a) Cost or cther basis {b) Cost or other hasis {c) Accumulated {d) Book value

4 D

(investment) {other} depreciation

1a Land 1,230,517 1,230,517

b Buildings 20,440,020 12,292,748 8,147,272

d Equipment 20,825,641 17,448,381 3,377,260

e Other .. oo 1,668,296 1,279,671 388,625
Total. Add lines 1a through 1e. (Colurmn (d} must equal Form 880, Part X, column {B), #ine i0(c)) ... b 13,143,674
Schedule D {Form 990) 2012

DAA
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Form 920) 2012 Stephens Memorial Hospital Assoc. 01-0219904 Page 3

Investments—Other Securities. See Form 980, Part X, line 12.
{a) Description of security or category (b) Bock value {c} Method of valuation:
{including name of security) Cost or end-of-year market value

(1)} Financial derivatives

@) Other
A
B
A
B TR S ST URETRIR
B
B0 TSR R U UUUUUURUT R URO
A
)
0]
Total. (Column {b) must equal Form 990, Part X, col. (B} line 12.) .
investmenis—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 markel value
{1
(2
(2}
4
(3)
(6)
7
(8)
9
(o
Total. (Column (b} must equal Form 990, Part X, col. (B) line 13.} b
Other Assets. See Form 990, Part X, line 15.
{a) Description (b} Book value
1) Interest in net assets of SCHC Found 5,951,761
{2) Prepaid capital costs 4,049,048
i3) Due from affiliates 499,357
{4) Other receivables 173,739
(5) C8V-life insurance 16,381
{8)
{r
(8)
(9
(15
Total. (Column (b) must equal Form 980, Part X, col. ®)line15) . . . oo P 10,690,286

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

{a) Description of liabifity (b) Book value

(1) Federal income taxes
(2) AP under reimbursement regulations 6,552,390
(3) Due to affiliates 1,589,669
(4) Professional liability claim accrual 1,038,234
(5) Accrued asset obligation 76,080
O] '
7
{8)
)]

{(10)

(11

Total. (Column (b} must equal Form 990, Part X, col. {B) lina 25) b 8,256,373

2. FIN 48 (ASC 740) Footnote. In Part X, provide the text of the footnote to the organization’s financial statements that reports the organization's
liability for unceriain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part X[

DAA Schedule D (Form 890) 2012
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Schedul

D (Form 980) 2012  Stephens Memorial Hospital Assoc. 01-02199%04 Page 4
. __Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

Total revenue, gains, and other support per audited financial statemenis o 1 51,388,798
Amounts included on line 1 but not on Form 990, Part VI, line 12:
Net unrealized gains on investments

B o=

Dona’(edservicesanduseoffacilities_”____‘______'_._v___‘____A_“_“” L

Other (Describe in Part XH1.)
Add lines 2a through 2d

a

b

¢ Recoveries of prior year grants
d

e

-3,299,177
54,687,975

4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:
a Investment expenses not included on Form 990, Part VIIl, line 7b ]
b Other (Describe inPartXill)
¢ Add lines 4a and 4b ] 4c

Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line 12.) ... . L 5 54,687,975

Reconciliation of Expenses per Audited Financial Statements With Expenses per Return

Total expenses and losses per audited financial statements .

Amounts included on line 1 but not on Form 990, Part IX, line 25:

Donated services and use of facilities

Prior year adjustments

52,077,622

N o=

Other losses

T = T o B = V)

52,077,622

XY
w
=
o
=
o
aQ
5
[
ny
©
=
c
3
=
T
—

4 Amounts included on Form 9990, Part IX, line 25, but not on line 1:
Investment expenses not included on Form 980, Part VIH, line 7b
b Other (Describe in Part XI11.)

c Add Ilnes 4a and 4b ..............................................................................................
penses. Add lines 3 and 4c. (This must equal Form 990, Part I, fine 18.) ] . 52,077,622
Supplemental Information

Complete this part to provide the descriptions reguired for Part I, lings 3, 5, and 9; Part HlI, lines ta and 4; Part IV, lines 1b and 2b;

PartV, line 4; Part X, line 2; Part X, lines 2d and 4b; and Part X, lines 2d and 4b. Also complete this part to provide any additional

information.

4

The organization is a not-for-profit organization and has been recognized

as tax-exempt pursuant to Section 501{c) (3} of the Internal Revenue Code.

The organization has evaluated the position taken on its filed tax returns.

Change in interest-Stephens Community Healthcare Found S 500,190
Change in value of investments =~~~ o 179,165
Equity transfers to affiliates $ -3,978,532

Schedule D (Form 990) 2012
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Schedule D {(Form 990) 2012 Stephens Memorial Hospital Assoc. 01-0219904 Page 5
1 Supplemental Information (continued)

Schedule D {Form 960) 2012
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SCHEDULEH Hospitals OMB No. 1545-0047
(Form 980} B Complete if the organization answered “Yes” to Form 990, Part IV, question 20. 20 1 2
b Attach to Form 980, B See separate instructions.
Department of the Treasury
Intemal Revenue Service I
Name of the organization Empioyer identification number
Stephens Memorial Hospital Assoc. 01-0218804

Financial Assistance and Certain Other Community Benefits at Cost

Yes | No

la Did the organization have a financial assistance policy during the tax year? ¥ “No,” skip to questiona
b If “Yes,” was it a written policy?

2 If the organization had multiple hospital facnlltles indicate which of the following best describes apphcatlon of
the financial assistance policy to its various hospitai facilities during the tax year.
D Applied uniformly to all hospital facilities [j Applied uniformly to most hospital facilities
D Generaily tailored to individual hospital faciiities
3 Answer the foliowing based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidetines (FPG) as a factor in determining eligibility for providing
free care? If “Yes,” indicate which of the following was the FPG family income {imit for eligibility for free care:
[ ] 100% [] 150% [ ] 200% X| other_175%
b Did the crganization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,”
indicate which of the following was the family income limit for eligibility for discounted care: ...
[ ] 200% [ ] 250% || 300% [ ] 350% | ] 400% X| other 2253
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the income based
criteria for determining eligibility for free or discounted care. Include in the description whether the

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

4 Did the organization’s financial assistance poficy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the “medically indigent”?

5a Did the organization budget amounts for free or discounted care provided under its financial assrstance policy during the tax year?
b If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount?

If “Yes” to line 5b, as a result of budget considerations, was the organization unable to provide free or

discounted care to a patient who was gligible for free or discounted care?

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

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

Financial Assistance and {a) Number of {b) Persons {c) Total community (d} Direct offsetting {e) Net community {f) Percent
Means-Tested Government activities or served benefit expense revenue benefit expense of total
programs {optional) expense
Programs {optional)

a  Financial Assistance at cost . : :

(from Worksheet 1) 1,434,088 1,434,083 2.75
b Medicaid (from Worksheet 3,

column a) 10,584,648 11,028,869 ~444 221 0.00

€ Costs of ciher means-fested
government pragrams {from
Worksheet 3, cofumn b}

d  Total Financial Assistance and
Weans-Tested Government

Programs 12,018,736 11,028,869 989,867 2.75

Other Benef’ts

e Community health improvement
services and community benefit

operations {from Worksheet d) 154,732 34,485 120,247 0.23
f  Heaith professions education

(from Worksheet 8 100,882 81,050 19,842 0.04
g  Subsidized health services (from

Worksheetey 8,762,554 7,586,931 1,175,623 2.26

h  Research {from Workshes 7}

i Cash and in-kind contributions
for communify beneff {from

Worksheet8}
i Total OtrerBenefts 9,018,178 7,702,466 1,315,712 2.53
kK  Total Add lines 7dand7j ... .. 21,036,914 18,731,335 2,305,579 5.28

E,?,{ Paperwork Reduction Act Notice, see the Instructions for Form 980. Schedule H {Form 990) 2012
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Schediile H (Form 9403 2012 Stephens Memorial Hospital Assoc. 01-0218904

Page 2

Community Building Activities Complete this table if the organization conducted any communi

ty building

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

heaith of the communities it serves.

{a) Sumber of {b) Persons {c) Total community {d) Direct offsetting (&) Nat community {f} Percent of
activities or served building expense revenue huilding expense total expense
programs {optional)
(optional)
1 _Physical improvements and housing
2 Economic development
3 Community support 11,190 11,190 0.02
4 Fnvironmental improvements
5 Leadership development and training
for community members
6 Coaslition building
7 Community heafth improvement
advocacy
8 Workforce development
9 Other
10 Total 11,190 11,190 0.02
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No, 157
2 Enter the amount of the organization’s bad debt expense. Expfain in Part VI the
methodology used by the organization to estimate this amount o L 2 2,096,698
3 Enter the estimated amount of the organization’s bad debt expense attributable fo
patents eligible under the organization’s financial assistance policy. Expiain in Part Vi the
methodolegy used by the organization to estimate this amount and the rationale, if any,
forincluding this portion of bad debt as community benefit . ... 3
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense of the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
§ Enfer tofal revenue received from Medicare (including DSH andME) 5 15,582,211
6 Enter Medicare allowable costs of care relating to payments on ipe 5~~~ 8 15,427,932
7 Subfract line 6 from fine 5. This is the surplus (or shortfath e 7 154,279
8 Describe in Part VI the extent to which any shertfall 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:
D Cost accounting system D Cost to charge ratio @ Other
Section C. Collection Practices
9a Did the organization have a written debt coliection policy during the tax year? L o 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
the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part Vi gh | X
Management Companies and Joint Ventures {owned 10% or more by officers, directors, frustees, key employess, and physicians—see instructions)
{a) Name of entity [b} Description of primary (c} Crganizafion's  |(d} Officers, directors,{ (e} Physicizns’
activity of entity profit % or stock frustees, or key profit % or stock
ownership % employees’ profit % ownership %
or slock ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13

DAA
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Facility Information
Section A. Hospital Facilities g2 d|2(F 1T
£ (2 |12 |8 |5 |8 iL [&
g 1218 |2 15 |5 15 |5
(list in order of size, from largest to smallest—see instructions) ;;? EB'; ::} ':% % % % &
How many hospital facilities did the organization operate 5: 8 -g % % =
during the tax year? 1 g - é
“é_- Facility
reporting
Name, address, and primary website address Other (describe) group
1 Stephens Memorial Hospital Assoc.
181 Main Street
Norway ME 04268
X X X

DAA Schedule H (Form 920} 2012
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Facility Information {continued)

Section B. Facility Policies and Practices

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

Name of hospital facility or facility reporting group_ Stephens Memorial Hospital Assoc.

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

Yes | No

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

1 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skip to line 9

a Xl A defnrtlon of the community served by the hospital facility

Demographics of the community

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

_ health needs of the community

%] How data was obtained

e i The health needs of the community

E Primary and chronic disease needs and other health issues of uninsured persons, low-income parsons
and minority groups

g @ The process for identifying and priositizing community health needs and services to meet the

community health needs

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

r] Information gaps that fimit the hospital facility's akility te assess the community's health needs

Other (describe in Part V)

2 Indicate the tax year the hospital facility last conducted a CHNA: 20__1_3_

3 In conducting its most recent CHNA, did the hospital facility take into account input from representatives of
the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Part VI how the hospitat facility took infe actount input from persons who
represent the community, and identify the persons the hospital facility consuited ... ... 3

4 Was the hospital facility's CHNA conducted with ane or more other hospital facilities? If "Yes " list the other
hospital facilities in Part VI

—

i ‘N

If "Yes,” indicate how the CHNA report was made widely available (check all that apply):
a [R] Hospital facility's website
b Available upon request from the hospital facility
¢ | | Other (describe in Part Vi)
§ If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check

all that apply to date):
a @ Adoption of an implementation sirategy that addresses each of the community health needs identified
through the CHNA
b g Execution of the implementation strategy
c E Participation in the development of a community-wide plan
d g Participation in the execution of a community-wide plan
e : Inclusion of a community benefit section in operational plans
f z Adaption of a budget for provision of services that address the needs identified in the CHNA
g 'z Prioritization of health needs in #ts community
h g Prioritization of services that the hospital facility will undertake to meet health needs in its community
i| | Other (describe in Part V1)

7 D|d the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No,"
explain in Past VI which needs it has not addressed and the reasons why it has not addressed such needs . 7 X
8a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as reqmred by section 501(r ) 3}'?

¢ If"Yes"to line Sb, what is the total amount of section 4958 excise tax the organization reported on Form
4720 for ail of its hospital facilities? $

Schedule H {Form 990} 2012
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Facility Information (continued)
Financial Assistance Policy Yes | No

Did the hospital facility have in place during the tax year a written financial assistance polity that:
9 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
L R
10 Used federal poverty guidelines (FPG) to determine eligibility for providing free care'P
If “Yes,” indicate the FPG family income limit for eligibility for free care; 175 9%
If "No," explain in Part VI the criteria the hospital facility used.

11 Used FPG to determine eligibility for providing discounted care?
If “Yes,” indicate the FPG family income limit for eligibility for discounted care: 225 %
If "No,” explain in Part VI the criteria the hospital facility used.
12 Explained the basis for calculating amounts charged te patients? ...
If “Yes,” indicate the factors used in determining such amounts (check all that apply):
a : Income level
b : Asset level
c j Medical indigency
d : Insurance status
e : Uninsured discount
f | | Medicaid/Medicare
g | State reguiation
h | | Other (describe in Part V1)
13 Explained the method for applying for financiaf assistance® | ... ...
14 Included measures to publicize the policy within the community served by the hospital facility?
If *Yes,” indicate how the hospital facility publicized the policy (check all that apply):
a 3:{ The poticy was posted on the hospital facility's website
b ; The policy was attached to billing invoices
¢ (X The policy was posted in the hospital facility's emergency rooms or waiting rooms
d g The policy was posted in the hospital facility's admissions offices
e : The policy was provided, in writing, to patients on admission to the hospital facility
f X the pelicy was available on request
g [ | Other (describe in Part Vi)

Billing and Collections

15 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment?

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

a D Reporting to credit agency

b Ej Lawsuits

c D Liens on residences

d D Body attachments

e J‘j Cther similar actions (describe in Part V1)

17 Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the patient's eligibility under the facility's FAP? ... . e 17 | X
If*Yes,” check all actions in which the haospital facility or a third party engaged:

a . Reporting to credit agency

b [I Lawsuits

c D Liens on residences

d D Body attachments

e | | Other similar actions {describe in Part VI)

Schedule H {Form 990) 2012
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Facility Informaticn (confinued)

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

a D Notified individuals of the financial assistance pelicy on admission
b D Neotified individuats of the financial assistance pelicy prior to discharge

[ Notified individuals of the financial assistance policy in communications with the patients regarding the patients’ bills
d Daocumented its determination of whether patients were eligible for financial assistance under the hospital facility's

financial assistance policy
e | | Other (describe in Part V)

Policy Relating to Emergency Medical Care

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

[j The hospital facifity did not provide care for any emergency medical conditions
b D The hospital facility's policy was not in writing
c |:| The hospital facility limited who was efigible to receive care for emergency medical conditions (describe
in Part Vi)
d J_| ‘Other (describe in Part V)

Yes | No

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 car be charged
to FAP-eligible individuals for emergency or other medically necessary care.

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

b D The hospitat facility used the average of ifs three lowest negotiated commercial insurance rates when
calculating the maximum amounis that can be charged

[ D The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged -

d ‘ T Other {describe in Part V1)

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

22 Dburing the tax year, did the hospital facility charge any FAP-eligible individuals an amount equal to the gross
charge for any service provided to that individual?
{*Yes,” explain in Part V1.

22 X

CAA
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Facility Information (continued)
Section C. Other Health Care Facilities That Are Not Licensed, Registered, or Simiiarly Recognized as a Hospital

Facility

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

How many non-hospitaf heatth care faciiities 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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Supplemental Information
Complete this part to provide the following information,

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part I Part 111, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 8i, 7, 10, 11, 12h, 14g, 18e, i7e, 18e, 19¢, 19d, 20d, 21, and 22.

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

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

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

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

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

7  State filing of community benefit report. If applicable, identify all states with which the arganization, or a related
organization, files & 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, 14gq, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

Part I, Line 7g - Subsidized Health Services Explanation

Subsidized health services include the net operating loss of PACE

Paramedic Service, a department of Stephens Memorial Hospital, and direct

subsidies and support of local school-based health clinics and other

clinical programs that are not

revenue-producing. If these services were not provided or subsidized by

the Hospital, they would not be available in the community.

Part IT - Community Building Activities

In addition to the subsidized health services and community health services

described above, Western Maine Health Care sponsors or participates in a

'

variety of other community activities and programs. These

community-building activities include:

-We are the lead agency for Healthy Oxford Hills, a community cocalition to

promote partnerships, policies and programs to protect and enhance the

health of residents of Oxford Hills

~Our Vial of Life Program allows individuals in the community to record and

safely store their current health information at home, in case that

information needs to be retrieved in an emergency situation
DAA Scheduie H (Form 980) 2012
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Supplemental Information

Complete this part to provide the following informaticn.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il; Part 1], fines 4, 8, and 9b; Part

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

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

Promotion of community health. Provide any other information important to describing how the organization’s hospitat 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. I applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

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

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

-Safe Sitter courses, a medically-accurate instructional program designed

for young adolescents 11 to 13 years of age

-Community-wide emergency preparedness planning

-Regional health planning and pandemic planning

-We provide a clinical site for local Registered Nurses and Certified

Nurses Aide programs

-Annual Conference - Alcoholism and Drug Addiction: Disgease, Treatment and

Recovery

—Free community blood pressure screenings and clinics

-Blood drives

-Sibling classes for children expecting new family members

~-Nutrition open houses for the general public

-"Relay for Life" to support the American Cancer Society

-"Bowl for Kids Sake" to benefit the local Big Brothers/Big Sisters program

-We provide community outreach services to educate families about the

Alfond Scholarship for babies, and assist families in preparing the grant

application

~We provide meeting space at no charge for local non-profit support groups

including Alccholics Anonymous, smoking cessation, Gear Parent Network

DAA Schedule H (Form 990) 2012
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Supplemental information

Complete this part to provide the foliowing information.

1

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

V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 41, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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

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

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

under the organization’s financia 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 faciiiies 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 prometing 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 pravide 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.

Support Group, Take Off Pounds Sensibly (TOPS), the Shriners annual health

screening day and support groups for those affected by depression/bipolar

conditions, diabetes, grief, and Parkinson's Disease

Part TIITI, Tine 4 - Bad Debt Expense Explanation

The Hospital accepts all patients regardless of their ability to pay. A

patient gqualifies for free care based upon certain established policies of

the Hospital. These policies define free care as those services for which

no payment is anticipated. Free care provided is not included in net

patient service revenue and is measured based on the Hospital's charges.

Costs and expenses incurred in providing these services are included in

operating expenses. Charges for services rendered to individuals from whom

payment is expected and ultimately not received are written off. Bad debt

expense represents healthcare services that the Hospital has provided

without compensation. As a tax-exempt hospital, the Hospital provides

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

services. A portion of the Hospital's bad debt expense is attributable to

patients eligible for financial assistance that, for a variety of reasons,

do not complete the financial assistance application process. The Hospital

DAA Schedule H {Form 990) 2012
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Suppiemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part II; Part IIl, 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, 162, 17e, 18e, 16¢c, 19d, 20d, 21, and 22,

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

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

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

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

cannot determine the amount of bad debt expense that could be reasonably

attributable to patients who likely would qualify for financial assistance

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

includes amounts for services provided to individuals experiencing

difficult personal or economic circumstances related to a portion of our

community based patient population. Their medical bills often place these

individuals in untenable positions where they are not able to handle their

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

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

healthcare services to those individuals either who fail to apply for

financial assistance or who are experiencing difficult personal or economic

circumstances, the Hospital believes that bad debt expense should be

included as a community benefit.

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

management of the collectability of outstanding balances. Management

considers the age of ocutstanding balances and past collection efforts in

determining the reserve for uncollectible accounts. Accounts deemed

uncellectible are charged off against the established reserve.

The $2,096,698 of bad debt expense (at cost) was calculated using the

DAA Schedule H {Form 290) 2012
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Supplemental information

Complete this part io provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 8a, and 7; Part IE; Part [H, lines 4, 8, and $b; Part

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

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

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

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

under the organization’s financial assistance policy.

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

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

Affiliated health care system. If the organization is part of an affiliated hezlth 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 repert. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

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

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

Hospital's cost to charge ratio.

Part III, Line 8 - Medicare Explanation

Medicare allowable costs were taken from the Hospital's as-filed 2013

Medicare cost reports. The cost report utilizes a sophisticated, detailed

step-down cost allocation approach. The cost report excludes revenue,

expenses and reimbursement for professional fees such as Emergency

Department Physicians. TIf the cost to provide these services and payments

for the services were included in the Part III Section B analysis, there

would be a Medicare shortfall for these services.

Part ITI, Line %9b - Collection Practices Explanation

Patients who apply for and qualify for charity care/

financial assistance based on the State of Maine Free

Hospital Care guidelines will have the self pay portion of

their account balance adjusted at time of approval. Future

self pay balances will be adjusted during their

eligibility period at the point of billing, prior to

sending bills to patients. For those who apply for

DAA
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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 il; Part IH, lines 4, 8, and 8b: Part

V, Section A; and Part V, Section B, lines 1}, 3, 4, 5c, 6i, 7, 10, 11, 12h, 14g, 18¢, 17e, 18e, 19¢, 18d, 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 educaticon 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 organizatior’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 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 facility reporting group provide the descriptions required

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

assistance but whose income exceeds the limit for 100%

assistance, a 50% reduction will be applied if their

income is between 176% and 200% of the Federal Poverty

Limits. Patients whose family income ranges from 201%

to 225% of the Federal Poverty Limits qualify for a 25%

reduction. If requested, a monthly payment plan will be

set up for the remainder of the patient's balance.

Stephens Memorial Hospital Assoc., Line Number 1 - Part V, Line 13

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

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

Stephens Memorial Hospital Assoc., Line Number 1 - Part V, Line 3

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

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

individuals from the following organizations: Stephens Memorial Hospital,

Healthy Oxford Hills, Western Maine Public Health District, Bessey Motors,

Oxford Hills School District and MaineHealth.

DAA Schedule H (Form $90) 2012
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Supplemental Information

Complete this part to provide the following information.

1

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

V, Section A, and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 186e, 17e, 18e, 19c, 19d, 20d, 21, and 22.

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

any needs assessments reported in Part V, Section B.

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

who may be 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 i serves.

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

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

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

organization, files a cormmunity benefit report. |
Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions reguired 1
for Part V, Section B, lines 1j, 3, 4, 5¢, 5i, 7, 10, 11, 12h, 14q, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. ‘

Stephens Memorial Hospital Assoc., Line Number 1 - Part V, Line 4

The CHNA was conducted through a partnership between MaineHealth, Eastern

Maine Healthcare Systems and MaineGeneral Health.

Stephens Memorial Hospital Assoc., Line Number 1 - Part V, Line 7

The following identified community health needs were not addressed: dental

health, ED visits, hospital admissions, infectious disease, respiratory

disease and youth issues. These priorities were not addressed due to lack

of consensus from community partners regarding the importance of the issue

and/or lack of resources to address the issue.

Neaeds Assaessment

Stephens Memorial Hospital's Board of Trustees is made up of a diverse set

of community members. The Board requires a thorough Community Needs

Assessment on behalf of the organization, and directs the organization to

analyze and respond to the current needs assessment. Stephens Memorial

Hospital and its parent Western Maine Health Care also participate in

various initiatives to help support and provide updates to community needs

assessment planning. Some of these initiatives include:

DAA Schedule H {Ferm 290) 2012
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Schedule H (Form 990) 2012 Stephens Memorial Hospital Assoc. 01-0219904 Page 8

Supplemental Information

Cornplete this part to provide the following information.

1

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

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

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments reporied 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 financiai assistance policy.

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

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

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

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

organization, files a community benefit report.

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

= Clinical Strategic Planning

- Financial Strategic Planning

- Facility Planning

~ Manpower Planning

~ Physician Recruitment Strategic Planning

- Emergency Preparedness Planning

Along with the internal assessments, most member organizations also review

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

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

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

In addition, MaineHealth and its partners in the OneMaine Health

Collaborative, Eastern Maine Health System and MaineGeneral Health,

released the OneMaine Health Community Health Needs Assessment Report in

March 2011. The report was a comprehensive compilation and analysis

containing primary and secondary health data sources. The report contained

a Health Status Profile for the state as a whole and for ecach of Maine's

sixteen counties. The primary data source was a randomized telephone

survey; the sampling methodology was designed to permit comparisons at the

county level. Secondary data sources include numerous state and federal

DAA Schedule H (Form 990) 2012
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Sehedule H (Form 990) 2012 Stephens Memorial Hospital Assoc. 01-0219904 _ Page 8

Supplemental Information

Complete this part to provide the following information.

1

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

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

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.

Promoticon of community health. Provide any other infarmation important to describing how the erganization’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 systern, 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 & facility reporting group provide the descriptions required

far Part V, Section B, {ines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14qg, 16e, 17¢e, 18e, 15¢c, 19d, 20d, 21, and 22,

sources. This report provides baseline data on hundreds of health

indicators that are relevant to hospitals and communities to inform

planning and evaluation activities. MaineHealth holds community forums in

partnership with each member and affiliate heospital in order to increase

understanding and use of the Community Needs Health Assessment and to

inform identification and action on local, community-based health

priorities.

Plans call for the Community Health Needs Assessment to be replicated every

three years. In the summer of 2013, MaineHealth created "CHNA and

Implementation Plan Reports" in collaboration with member hospitals. These

detailed reports covered the time period of 2013-2015 and were formally

adopted by each member organization Board for submission with the FY13 990

filing - ACA compliance required these reports to be completed no later

than April 2014.

Patient Education of Eligibility for Assistance

Stephens Memorial Hospital's policy of charity care and financial

assistance is easily understood, prominently posted, and publicly

available. For patients whose family income is at or below 175% of the

DAA Schedule H {Form 990} 2042
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Senedule H (Form $90] 2012 Stephens Memorial Hospital Assoc. 01-0219904 Page 8

Supplemental Information

Complete this part to provide the foliowing information.

1

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

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

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

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

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

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

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

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

Federal Poverty Level, charity care is 100% of their billed amocunts.

Patients whose family income ranges from 176% to 200% of the Federal

Poverty Level qualify for a 50% charity care discount. Patients whose

family income ranges from 201% to 225% of the Federal Poverty Level qualify

for a 25% charity care discount. A process exists for offering charity

care or financial assistance to patients who are unable to pay after they

have already been billed. 1In addition to monitoring collection practices,

copies of the charity care policy are made available to patients at all

entry points {(registration, ED, etc.) and with bill/collection notices.

The organization uses simple application procedures for charity care or

financial assistance that do not intimidate or confuse applicants.

Stephens Memorial Hospital's employees who work in admissions, billing,

accounts receivable, or patient financial services are fully informed and

educated about all financial assistance policies. These staff members

identify unpaid bills where persons are unable to pay, and separates these

potential "charity care" bills from other bad debt accounts.

Community Information

Stephens Memorial Hospital primarily serves southern Oxford County in

DAA Schedule H (Form 990) 2012
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Schedle H (Form 960) 2012 Stephens Memorial Hospital Assoc. 01-0219904 page 8

Supplemental Information

Compiete this part to pravide the following information.

1

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

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

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition 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 imporiant to describing how the organization’s hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, etc.}.

Affiliated health care system. If the organization is part of an affitiated 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 appticable, 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.

Western Maine. Traditionally, the demographics of this region reflect a

population that is older and poorer than the State of Maine average.

Recent independent studies found Oxford County to be the second least

healthy county in the State.

Health of Community in Relation to Exempt Purpose

In order to ensure access to primary care and certain specialty physician

services, Western Maine Health Care owns and operates its subsidiaries

Stephens Memorial Hospital Association and Western Maine Multi-Medical

Specialists (WMMMS)including physician practices providing Cardiology,

Family Medicine, General Surgery, Internal Medicine, Oncology, Pediatric,

and Obstetric and Gynecology services. WMMMS also has partnered with

physician groups to provide Urology services to the community. Due to the

demographics of the population in Oxford County, most of these services

would not be available if they were not provided by a system such as ours.

Most local private physicians have closed to, or significantly limited

access for, new Medicaid patients. Our practices continue to accept

patients regardless of their insurance coverage or lack thereof. In the

aggregate, 23% of patients served by Western Maine Health Care's physicians

DAA Schedule H (Form 990} 2042
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Schecule H {Form 890) 2012 Stephens Memorial Hospital Assoc. 01-0219904 Page 8

Supplemental Information

Complete this part to provide the following information.

1

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

V, Section A; and Part V, Section B, lines 1], 3, 4, b¢, 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 arganization 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 promating the health of the community {e.g., open medical staff, community
hoard, use of surplus funds, etc.).

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

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

organization, fites a community benefit report.

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

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

were covered by the State of Maine Medicaid program. Western Maine Health

Care owned and operated Market Square Health Care Center, a 98-bed

long-term care facility comprised of 76 nursing home/skilled nursing

facility beds and 22 residential care beds. Market Square accepts patients

and residents whose clinical needs exceed the capabilities of other area

nursing facilities. While we serve these patients at a financial loss, it

is an important part of our mission to provide health care services that

keep our local patients in the community. Market Square accepts all

residents who meet clinical criteria, regardless of the source of expected

payment for services. Combined operating losses related to non-hospital

practices and nursing facility was $1,382,000 in 2013. These losses

were supported by Stephens Memorial Hospital through net asset transfers.

List of States Where Community Benefit Report is Filed

Maine

Additional Information

Part V, Secticn B, Line 5a - Hospital Facilitv's Website

Web address where Community Health Needs Assessment can be located:

DAA Schedule H (Form 990} 2012
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Schedule H (Form 990; 2012 Stephens Memorial Hospital Assoc. 01-02195804

Page 8

Supplemental Information

Complete this part to provide the following information.

1

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

V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 18e, 17¢, 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 bilied for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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

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

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

arganization, files a community benefit report,

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

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

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

DAA

Scheduie H {(Form 930} 2012
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SCHEDULE J Compensation Information
{Form 899} For certain Officers, Directors, Trustees, Key Employees, and Highest

Compensated Employees

OMB No, 15450047

2012

P Complete if the organization answered "Yes" to Form 980,
Department of the Treasury Part iV, line 23.
Internal Revenue Service P~ Attach to Form 990. P See separate instructions.
Name of the organization Employer identification number
Stephens Memorial Hospital Assoc. 01-0219%804

Questions Regarding Compensation

1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form

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

D First-class or charter travel D Housing allowance or residence for personal use
D Travel for companions D Payments for business use of personal residence
D Tax indemnification and gross-up paymenis D Health or social club dues or initiation fees

D Discretionary spending account D Personat services (e.g., maid, chauffeur, chef)

If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No,” complete Part Il to
explain

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

tndicate which, if any, of the following the filing organization uses ta establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part 11l

Compensation committee @ Written employment contract
@ Independent compensation consultant Compensation survey or study
D Form 990 of other arganizations @ Approval by the board or compensation committee

During the year, did any person listed in Form 990, Part VIi, Section A, line 1a, with respect to the filing
organization or a related organization;
Receive a severance payment or change-of-control payment?

Participate in, or receive payment from, an equity-based compensatlon arrangement?
If "Yes” to any of lines 4a-c, list the persons and provide the applicable amounis for each item in Part 11

Only section 501(c)(3) and 501(c)(4} organizations must complete lines 5-9.

For persons fisted in Form 990, Part VII, Secticn A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of;

The organization?

1f“Yes” to line 5a or 5, describe in Part Il

For persons listed in Form 920, Part V1I, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of;

The organization?

[f“Yes” to line 6a or 6b, describe in Part lI.

For persons listed in Form 990, Part VH, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 87 if “Yes,” describe in Part IH

Were any amounts reported in Form 990, Part VI, paid or accrued pursuant to a confract that was subject
to the initial contract exception described in Regulations section 53.4858-4{a)}{3}? If "Yes,” describe

in Part 11

If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure descnbed in
Regulations section 53.4958-6(c)?

4a
4b
4c

bk

7 p 4
8 X
9

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

DAA

Schedule J (Form 9%0) 2012
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. OMB No. 15450047
SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 990 or 930-EZ) Complete to provide infermation for responses to specific questions on 2 01 2
Department of the Treasury Form 990 or 990-EZ or to provide any additional information.
Internal Revenue Service B Attach to Form 990 or 990-EZ. nEgection
Name of the organization Employer identification number

Stephens Memorial Hospital Assoc. 01-0219904

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O {Form 950 or 990-EZ) (2012)
DAA
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Schedule O (Form 920 or 980-EZ) (2012) Page 2

Name of the organization Employer identification number

Stephens Memorial Hospital Assoc. 01-0219%904

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

Name of the organization Ermployer identification number

Stephens Memorial Hospital Assoc. 01-0219904

Change in interest-Stephens Community Healthcare Found S 500,190
Change in value of investments .~~~ $ 179,165
Equity transfers to affiliates $§ -3,978,532

Schedule O {Form 930 or 990-EZ) {2012)
DAA
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. Supplemental Information

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

instructions).
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