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Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private

» Do not enter social security numbers on this form as it may be made public
» Information about Form 990 and its instructions I1s at www IRS gov/form990

Internal Revenue Service

OMB No 1545-0047

A For the 2016 calendar year, or tax year beginning 10-01-2016 , and ending 09-30-2017

2016

Open to Public

Inspection

C Name of arganization

B Check if applicable THE MEMORIAL HOSPITAL

[0 Address change

O Name change % KATHY TOPOR

Doing business as

U Initial return MEMORIAL HOSPITAL OF RHODE ISLAND

Final

05-0259004

D Employer identification number

[Eeturn/terminated
O Amended return

Number and street (or P O box If mail i1s not delivered to street address) | Room/suite

111 BREWSTER STREET

O Application pendinglj

E Telephone number

(401) 921-7602

City or town, state or province, country, and ZIP or foreign postal code
PAWTUCKET, RI 02860

G Gross receipts $ 114,488,977

F Name and address of principal officer
JAMES E FANALE MD

111 BREWSTER STREET

PAWTUCKET, RI 028604499

I Tax-exempt status 501(e)(3) L] 501(c)( ) 4 (insertno)
7 Website: » WWW MHRI ORG

H(b)

] s0a7¢a)1yor [ 527

subordinates?
Are all subordinates
included?

H(a) Is this a group return for

DYes No
D Yes DNO

If "No," attach a list (see instructions)

H(c) Group exemption number »

K Form of organization Corporation D Trust D Association D Other »

L Year of formation 1901

M State of legal domicile RI

W summary

1 Briefly describe the organization’s mission or most significant activities

TEACHING AND RESEARCH

OUR MISSION IS PRIMARY CARE AND PREVENTATIVE MEDICINE, PROVIDING ADVANCED DIAGNOSIS AND TREATMENT WITH A FOCUS ON

Activities & Govemance

Check this box » L1 if the organization discontinued its operations or disposed of more than 25% of its net assets

g Number of voting members of the governing body (Part VI, line 1a) 3 23
4 Number of iIndependent voting members of the governing body (Part VI, line 1b) 4 18
5 Total number of individuals employed in calendar year 2016 (Part V, line 2a) 5 1,163
6 Total number of volunteers (estimate If necessary) 6 90
7a Total unrelated business revenue from Part VIII, column (C), line 12 7a 0
b Net unrelated business taxable income from Form 990-T, line 34 7b
Prior Year Current Year
@ 8 Contributions and grants (Part VIII, line 1h) 698,978 584,030
é 9 Program service revenue (Part VIII, line 2g) 125,019,895 112,124,949
é 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d ) 1,166,852 934,250
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢c, 10c, and 11e) 446,964 539,686
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line 12) 127,332,689 114,182,915
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 1,500 0
14 Benefits paid to or for members (Part IX, column (A), line 4) [0} 0
& 15 Salaries, other compensation, employee benefits (Part IX, column (A), ines 5-10) 69,861,633 55,578,223
2 16a Professional fundraising fees (Part IX, column (A), line 11e) [0} 0
g b Total fundraising expenses (Part IX, column (D), line 25) #0
d 17 Other expenses (Part IX, column (A), ines 11a-11d, 11f-24e) 89,505,274 79,477,684
18 Total expenses Add lines 13-17 (must equal Part IX, column (A), line 25) 159,368,407 135,055,907
19 Revenue less expenses Subtract line 18 from line 12 . -32,035,718 -20,872,992
x 2 Beginning of Current Year End of Year
8%
3; 20 Total assets (Part X, line 16) 8,022,785 -22,720,997
;g 21 Total habilities (Part X, line 26) 102,076,495 84,808,985
z3 22 Net assets or fund balances Subtract line 21 from line 20 . -94,053,710 -107,529,982

m Signature Block

Under penalties of perjury, I declare that I 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 on all information of which preparer has

any knowledge

FHE ek 2018-08-03
R Signature of officer Date
Sign
Here JOSEPH TANNONI CFO
Type or print name and title
Print/Type preparer's name Preparer's signature Date I:l PTIN
. Scott J Mariani Scott J Mariani Check if | PO0642486
Paid self-employed
Preparer Firm’s name : WithumSmithBrown PC Firm's EIN
Firm’s address P 200 Jefferson Park Suite 400 Phone no (973) 898-9494
Use Only (973)
Whippany, NJ 079811070

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

Yes DNo

For Paperwork Reduction Act Notice, see the separate instructions.

Cat No 11282Y

Form 990 (2016)



Form 990 (2016) Page 2
ZXEit] statement of Program Service Accomplishments

Check If Schedule O contains a response or note to any lineinthisPartIII . . . . . .+ . .+ .+ .« + .« « .
1 Briefly describe the organization’s mission

OUR MISSION IS PRIMARY CARE AND PREVENTATIVE MEDICINE, PROVIDING ADVANCED DIAGNOSIS AND TREATMENT WITH A FOCUS ON
TEACHING AND RESEARCH AN ESSENTIAL RESOURCE IN ACHIEVING OUR MISSION IS THE MEDICAL EXPERTISE PROVIDED BY OUR COMPETENT
AND CARING PROFESSIONAL STAFF WE STRIVE TO ACHIEVE THE TIMELY AND EFFICIENT DELIVERY OF CARE IN A COMPASSIONATE ATMOSPHERE
PLEASE REFER TO THE ORGANIZATION'S COMMUNITY BENEFIT STATEMENT INCLUDED IN SCHEDULE O

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 890 or 990-EZ? . . . +« « « 4 o+ 4w wa e awaa DYes No
If "Yes," describe these new services on Schedule O

3 Did the organization cease conducting, or make significant changes Iin how it conducts, any program
SErvICesS? .+ & 4w a a w anaw e whaawe e DYesNo
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 $ 121,550,319  including grants of $ 0 ) (Revenue $ 112,124,949 )
See Additional Data

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

4c (Code ) (Expenses $ including grants of $ ) (Revenue $ )

4d  Other program services (Describe In Schedule O )
(Expenses $ including grants of $ ) (Revenue $ )

4e Total program service expenses P 121,550,319

Form 990 (2016)



Form 990 (2016)
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14a
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19

Page 3
EEXEY Checklist of Required Schedules

Yes No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes," complete Yes
Schedule A % 1
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? %) 2 Yes
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to candidates No
for public office? If "Yes,” complete Schedule C, Part I @, 3
Section 501(c)(3) organizations.
Did the organization engage in lobbying activities, or have a section 501(h) election in effect during the tax year?
If "Yes," complete Schedule C, Part I % e e e 4 Yes
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? N
If "Yes," complete Schedule C, Part III %) 5 °
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? N
If "Yes," complete Schedule D, Part I %) 6 °
Did the organization receive or hold a conservation easement, including easements to preserve open space, N
the environment, historic land areas, or historic structures? If "Yes, " complete Schedule D, Part II )l 7 °
Did the organization maintain collections of works of art, historical treasures, or other similar assets? N
If "Yes," complete Schedule D, Part III %) 8 °
Did the organization report an amount in Part X, line 21 for escrow or custodial account lability, serve as a custodian
for amounts not listed in Part X, or provide credit counseling, debt management, credit repair, or debt negotiation N
services?If "Yes," complete Schedule D, Part IV %) 9 °
Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments, 10 Yes
permanent endowments, or quasi-endowments? If "Yes,” complete Schedule D, Part V @,
If the organization’s answer to any of the following questions Is "Yes," then complete Schedule D, Parts VI, VII, VIII, IX,
or X as applicable
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? Y.
If "Yes," complete Schedule D, Part VI % . e e e e e 11a es
Did the organization report an amount for investments—other securities in Part X, line 12 that 1s 5% or more of Its total N
assets reported In Part X, line 167 If "Yes,” complete Schedule D, Part VII @) 11ib °
Did the organization report an amount for investments—program related in Part X, ine 13 that is 5% or more of Its v
total assets reported in Part X, line 16? If "Yes," complete Schedule D, Part VIII %) .. 11c es
Did the organization report an amount for other assets in Part X, line 15 that 1s 5% or more of Its total assets reported Y.
In Part X, line 167 If "Yes, " complete Schedule D, Part IX %) e e e e 11d s
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes, " complete Schedule D, Part X %) 11e | Yes
Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses 11f No
the organization’s lability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X %)
Did the organization obtain separate, independent audited financial statements for the tax year?
If "Yes," complete Schedule D, Parts XI and XII %) . 12a No
Was the organization included in consolidated, independent audited financial statements for the tax year? 12b | Yes
If "Yes," and If the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XII is optional %)
Is the organization a school described in section 170(b)(1)(A)(n)? If "Yes," complete Schedule E 13 N

o

Did the organization maintain an office, employees, or agents outside of the United States? 14a No
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 I and IV . P 14b No
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or for any
foreign organization? If "Yes,” complete Schedule F, Parts Il and IV . 15 No
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other assistance to
or for foreign individuals? If “Yes, ” complete Schedule F, Parts III and IV . . 16 No
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part IX, 17 No
column (A), ines 6 and 11e? If "Yes," complete Schedule G, Part I (see Instructions)
Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part VIII,
lines 1c and 8a? If "Yes,"” complete Schedule G, Part II . 18 No
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? If "Yes,”
complete Schedule G, Part IIT . .. 19 No

Form 990 (2016)



Form 990 (2016) Page 4
m Checklist of Required Schedules (continued)
Yes No
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H . . . . %) 20a | Yes
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return® %) 20b| v
es
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or domestic 21 No
government on Part IX, column (A), line 1? If "Yes,” complete Schedule I, Parts I and II .
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on Part IX, 22
column (A), ine 2? If “"Yes,” complete Schedule I, Parts I and III . No
23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the organization’s
current and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes," 23 Yes
complete Schedule J . f e e
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 i1ssued after December 31, 20027 If "Yes, ” answer lines 24b through 24d and
complete Schedule K If "No,” go to line 25a 24a No
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . b
24
c Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . 24c
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? 24d
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations.
Did the organization engage in an excess benefit transaction with a disqualified person during the year? If "Yes, "
complete Schedule L, Part 1 . 25a No
b Is the organization aware that it engaged In an excess benefit transaction with a disqualified person in a prior year, and
that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ? 25b No
If "Yes," complete Schedule L, Part I s e e e e e
26 Did the organization report any amount on Part X, line 5, 6, or 22 for recelvables from or payables to any current or
former officers, directors, trustees, key employees, highest compensated employees, or disqualified persons? 26 No
If "Yes," complete Schedule L, Part II P .. P
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor or employee thereof, a grant selection committee member, or to a 35% controlled entity or family member | 27 No
of any of these persons? If "Yes,” complete Schedule L, Part III .
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,
Part IV
28a No
b A family member of a current or former officer, director, trustee, or key employee'? If "Yes," complete Schedule L, Part
v . P . P . 28b No
c An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was an
officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, Part IV . 28c No
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes, " complete Schedule M . 29 No
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified conservation
contributions? If "Yes," complete Schedule M 30 No
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N, PartI . N
31 °
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets?
If "Yes," complete Schedule N, Part II 32 No
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations sections Y.
301 7701-2 and 301 7701-3? If "Yes,” complete Schedule R, Part I ®, 33 s
34 Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Part II, III, or IV and 34 v
Part 'V, line 1 s
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? 35a No
b If 'Yes' to line 35a, did the organization receive any payment from or engage in any transaction with a controlled entity
within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V, line 2 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related N
organization? If "Yes," complete Schedule R, Part V, line 2 P ®, 36 °
37 Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization and that N
Is treated as a partnership for federal iIncome tax purposes? If "Yes," complete Schedule R, Part VI %) 37 °
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, ines 11b and 19? Note.
All Form 990 filers are required to complete Schedule O 38 Yes

Form 990 (2016)



Form 990 (2016)

Page 5

Statements Regarding Other IRS Filings and Tax Compliance
Check If Schedule O contains a response or note to any line in this Part V .

la

2a

3a

4a

5a

9a

10

11

12a

13

14a

Yes No

Enter the number reported In Box 3 of Form 1096 Enter -0- If not applicable . . 1a
Enter the number of Forms W-2G included in line 1a Enter -0- If not applicable ib
Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
(gambling) winnings to prize winners? P . 1c
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
thisreturn = . . « + . & 0 4 4 0 e e e 2a 1,163
If at least one Is reported on line 2a, did the organization file all required federal employment tax returns? 2b Yes
Note.If the sum of lines 1a and 2a Is greater than 250, you may be required to e-file (see instructions)
Did the organization have unrelated business gross income of $1,000 or more during the year? 3a No
If “Yes,” has it filed a Form 990-T for this year?If "No” to line 3b, provide an explanation in Schedule O 3b
At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a
financial account In a foreign country (such as a bank account, securities account, or other financial account)?

4a No
If "Yes," enter the name of the foreign country #»
See Instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR)
Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a No
Did any taxable party notify the organization that it was or 1s a party to a prohibited tax shelter transaction? 5b No
If "Yes," to line 5a or 5b, did the organization file Form 8886-T?

5¢c
Does the organization have annual gross receipts that are normally greater than $100,000, and did the organization 6a No
solicit any contributions that were not tax deductible as charitable contributions? .
If "Yes," did the organization include with every solicitation an express statement that such contributions or gifts were
not tax deductible? P . 6b
Organizations that may receive deductible contributions under section 170(c).
Did the organization receive a payment In excess of $75 made partly as a contribution and partly for goods and services| 7a Yes
provided to the payor? . e .
If "Yes," did the organization notify the donor of the value of the goods or services provided? 7b Yes
Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required to file
Form 82827 7c No
If "Yes," indicate the number of Forms 8282 filed during the year . . . . | 7d |
Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?

7e No
Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f No
If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as
required? . e e 79
If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form
1098-C? . P 7h
Sponsoring organizations maintaining donor advised funds.
Did a donor advised fund maintained by the sponsoring organization have excess business holdings at any time during
the year? e . 8
Did the sponsoring organization make any taxable distributions under section 4966? 9a
Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b
Section 501(c)(7) organizations. Enter
Initiation fees and capital contributions included on Part VIII, hne 12 . . . 10a
Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities | 10b
Section 501(c)(12) organizations. Enter
Gross Income from members or shareholders . . . . . . . . . 11a
Gross Income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem) . . . . . . . . . . 11b
Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10412 12a
If "Yes," enter the amount of tax-exempt interest received or accrued during the year b

12

Section 501(c)(29) qualified nonprofit health insurance issuers.
Is the organization licensed to Issue qualified health plans in more than one state?’Note. See the instructions for
additional information the organization must report on Schedule O 13a
Enter the amount of reserves the organization is required to maintain by the states in
which the organization is licensed to i1ssue qualified health plans . . . . 13b
Enter the amount of reservesonhand . . . . . . . . . . . . 13c
Did the organization receive any payments for indoor tanning services during the tax year? 14a No
If "Yes," has it filed a Form 720 to report these payments?If "No," provide an explanation in Schedule O . 14b

Form 990 (2016)



Form 990 (2016) Page 6

m Governance, Management, and Disclosurefor each "Yes" response to lines 2 through 7b below, and for a "No" response to lines
8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O See instructions

Check If Schedule O contains a response or note to any line inthisPartVI . . . . . . . . .« .+« . .+« . .
Section A. Governing Body and Management
Yes No
1a Enter the number of voting members of the governing body at the end of the tax year 1a 23
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
ib 18
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any other
officer, director, trustee, or key employee? . . . . . . & &+ 4 4w wwaaw 2 Yes
3 Did the organization delegate control over management duties customarily performed by or under the direct supervision 3 Yes
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 documents since the prior Form 990 was filed?
. PR . 4 No
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 No
Did the organization have members or stockholders? . . . . . .+ . .+ .+ .+ .+ .« & .+ . . 6 Yes
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or more
members of the governing body? . . . . . . .+ .+« .+ .« .« .« . . P 7a Yes
b Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders, or 7b Yes
persons other than the governing body? P
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by
the following
a Thegoverning body? . . . . .+« & o v 4 4w e e e e e e 8a | Yes
Each committee with authority to act on behalf of the governing body?> . . . . . . . . . . . . 8b Yes
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization’s mailing address? If "Yes," provide the names and addresses in Schedule O . . . . . . . 9 No
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes No
10a Did the organization have local chapters, branches, or affiliates> . . . . . . . . .+ .+ . . 10a No
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? 10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the
L ' e e E R CH
b Describe in Schedule O the process, If any, used by the organization to review this Form 990
12a Did the organization have a written conflict of interest policy? If "No," go to lne 13 . . . . . . . 12a| Yes
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to
conflicts? . . . . . . w h e e e e e e e 12b | Yes
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes," describe in
Schedule O how thiswasdone . . . .+ .+ « « +« +« + « . e e e 12¢c | Yes
13 Did the organization have a written whistleblower policy? . . . . .+ .+ .+ + « « .+ .« .« . . 13 Yes
14 Did the organization have a written document retention and destruction policy? . . . . . . . . . 14 Yes
15 Did the process for determining compensation of the following persons include a review and approval by independent
persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEQ, Executive Director, or top management official . . . . . . . . . . . 15a| Yes
Other officers or key employees of the organization . . . . . . .+ .+ « + + « « .+ . . 15b No
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a
taxable entity duringtheyear? . . . . . + . . 4 v 4 4 4w e e e 16a | Yes
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its participation
In Jjoint venture arrangements under applicable federal tax law, and take steps to safeguard the organization’s exempt
status with respect to such arrangements® . . . . . . . . . . . . 16b No

Section C. Disclosure
17 List the States with which a copy of this Form 990 Is required to be filed»
18 Section 6104 requires an organization to make its Form 1023 (or 1024 if applicable), 990, and 990-T (501(c)(3)s only)
avallable for public inspection Indicate how you made these available Check all that apply
] own website [ Another's website Upon request 1 other (explain in Schedule O)

19 Describe In Schedule O whether (and If so, how) the organization made I1ts governing documents, conflict of interest
policy, and financial statements available to the public during the tax year

20 State the name, address, and telephone number of the person who possesses the organization's books and records
»KATHY TOPOR 171 SERVICE AVENUE BLDG 2 WARWICK, RI 02886 (401) 921-7602

Form 990 (2016)



Form 990 (2016) Page 7
Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated Employees,
and Independent Contractors

Check If Schedule O contains a response or note to any line in this Part VII
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

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

year
® 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

® List all of the organization’s current key employees, If any See instructions for definition of "key employee

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

® List all of the organization’s former officers, key employees, or highest compensated employees who received more than $100,000
of reportable compensation from the organization and any related 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 following order Individual trustees or directors, institutional trustees, officers, key employees, highest
compensated employees, and former such persons

[ check this box If neither the organization nor any related organization compensated any current officer, director, or trustee

(A) (B) (©) (D) (E) (F)

Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless person compensation compensation amount of other
week (list Is both an officer and a from the from related compensation
any hours director/trustee) organization (W- organizations from the
for related — >~ To T 2/1099-MISC) (W-2/1099- organization and

235 - [ ¢ m
organizations | = g7 | 3 § rl2a |2 MISC) related
belowdotted | &= | 5 [T ¢ |2Z |3 organizations
line) Fels(~|3 |9 |T
g0 |a 2L 5
1 = i FT id |__J
| B o= 3
= - i >
o = .E hal
T = T
b '-?'; e
b g 'ia‘
=5

See Additional Data Table

Form 990 (2016)



Form 990 (2016)

Page 8

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

(A) (B) (©) (D) (E) (F)
Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless person compensation compensation amount of other
week (hst Is both an officer and a from the from related compensation
any hours director/trustee) organization (W- | organizations (W- from the
for related pe— R 2/1099-MISC) 2/1099-MISC) organization and
23 - [ - i ¢ m
organizations | 2 3 | 5 § T |32c |2 related
belowdotted | = |5 |2 |¢ |27 |3 organizations
line) R ER R
a0 | & o |
D o= o = |o O
T |8 = 3
2= =
e | = L=
T = T
b ’-?'; @
b g 'iu‘
(=N
See Additional Data Table
1b Sub-Total s e e e e >
c Total from continuation sheets to Part VII, Section A . »
d Total (add lines 1b and 1c) . » 1,178,239 4,059,494 597,998
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000
of reportable compensation from the organization » 39
Yes No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated employee on
line 1a? If "Yes," complete Schedule J for such individual . 3 Yes
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 $150,000? If "Yes," complete Schedule J for such
individual . 4 Yes
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for
services rendered to the organization?If "Yes, " complete Schedule J for such person 5 No

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

(R)
Name and business address

(B)

Description of services

(C)

Compensation

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

compensation from the organization » 0

Form 990 (2016)
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m Statement of Revenue

Check If Schedule O contains a response or note to any line in this Part VIII . . .
(A) (B) (<) (D)

Total revenue Related or Unrelated Revenue
exempt business excluded from
function revenue tax under sections
revenue 512-514

P 1a Federated campaigns | 1a |
2
< g b Membership dues | 1ib |
2 s
(9 £ | ¢ Fundraising events . . | ic |
.3‘2: ‘E d Related organizations | id |
-0
(D == | e Government grants (contributions) | le |
4 E
= U_7 f All other contributions, gifts, grants,
o and similar amounts not included 1f 584,030
= o above
- =
'E 5 g Noncash contributions included
- In hnes la-1f $
=T
o <
O ® [ h Total.Add lines 1a-1f . » 584,030
1 Business Code
=
E 2a NET PATIENT SERVICE REVENUE 541900 104,625,841 104,625,841
>
& b OTHER HEALTHCARE RELATED REVENUE 541900 7,499,108 7,499,108
3
[
z
X d
c e
©
& | f All other program service revenue
o 112,124,949
& | gTotal.Add lines 2a-2f . »
3 Investment income (including dividends, interest, and other
similar amounts) » 623,510 623,510
4 Income from investment of tax-exempt bond proceeds » 0
5 Royalties » 0
(1) Real (1) Personal
6a Gross rents
441,523
b Less rental expenses 286,427
¢ Rental iIncome or 155,096 [0}
(loss)
d Net rental income or (loss) » 155,096 155,096
(1) Securities (1) Other
7a Gross amount
from sales of 330,375
assets other
than inventory
b Less costor
other basis and 19,635
sales expenses
€ Gain or (loss) 330,375 -19,635
d Net gain or (loss) > 310,740 310,740
8a Gross Income from fundraising events
® (not including $ of
3 contributions reported on line 1c)
§ See Part IV, line 18 a 0
é’ bLess direct expenses b 0
; c Net income or (loss) from fundraising events . . » 0
£ |9a Gross income from gaming activities
O See Part IV, line 19
a 0
b Less direct expenses b 0
c Net income or (loss) from gaming activities . . » 0
10aGross sales of inventory, less
returns and allowances
a 0
b Less cost of goods sold b 0
¢ Net income or (loss) from sales of inventory . . » 0
Miscellaneous Revenue Business Code
1lacAFETERIA 900099 312,112 312,112
b pARKING 446110 57,434 57,434
€ TELEPHONE 517000 15,044 15,044
d All other revenue
e Total. Add lines 11a-11d »
384,590
12 Total revenue. See Instructions >
114,182,915 112,124,949 1,473,936

Form 990 (2016)
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Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns All other organizations must complete column (A)
Check If Schedule O contains a response or note to any line in this Part IX . . [l
Do not include amounts reported on lines 6b, (A) Pro ra(r:?)semce Mana érfllnt and (D)
7b, 8b, 9b, and 10b of Part VIII. Total expenses gxpenses gener?al expenses Fundraisingexpenses
1 Grants and other assistance to domestic organizations and 0
domestic governments See Part IV, line 21
2 Grants and other assistance to domestic individuals See Part 0
IV, line 22
3 Grants and other assistance to foreign organizations, foreign 0
governments, and foreign individuals See Part IV, line 15
and 16
4 Benefits paid to or for members 0
5 Compensation of current officers, directors, trustees, and 247,432 222,689 24,743
key employees
6 Compensation not included above, to disqualified persons (as 0
defined under section 4958(f)(1)) and persons described In
section 4958(c)(3)(B) PR
7 Other salaries and wages 40,611,678 36,550,510 4,061,168
8 Pension plan accruals and contributions (include section 401 3,404,622 3,064,160 340,462
(k) and 403(b) employer contributions)
9 Other employee benefits 8,519,600 7,667,640 851,960
10 Payroll taxes 2,794,891 2,515,402 279,489
11 Fees for services (non-employees)
a Management 0
b Legal 0
¢ Accounting 0
d Lobbying 0
e Professional fundraising services See Part IV, line 17 0
f Investment management fees 0
g Other (If ine 11g amount exceeds 10% of line 25, column 932,442 839,198 93,244
(A) amount, list line 11g expenses on Schedule O)
12 Advertising and promotion 4,162 3,746 416
13 Office expenses 1,109,985 998,987 110,998
14 Information technology 18,402 16,562 1,840
15 Royalties 0
16 Occupancy 3,029,122 2,726,210 302,912
17 Travel 74,486 67,037 7,449
18 Payments of travel or entertainment expenses for any 0
federal, state, or local public officials
19 Conferences, conventions, and meetings 0
20 Interest 1,018,789 916,910 101,879
21 Payments to affiliates 0
22 Depreciation, depletion, and amortization 4,552,935 4,097,642 455,293
23 Insurance 1,701,762 1,531,586 170,176
24 Other expenses Itemize expenses not covered above (List
miscellaneous expenses In line 24e If line 24e amount
exceeds 10% of line 25, column (A) amount, list line 24e
expenses on Schedule O )
a PURCHASED SERVICES 39,572,128 35,614,915 3,957,213 0
b MEDICAL SUPPLIES 14,857,556 13,371,801 1,485,755 o]
c LICENSURE FEE 6,826,962 6,144,266 682,696 o]
d RESEARCH EXPENSES 2,892,381 2,603,143 289,238 0
e All other expenses 2,886,572 2,597,915 288,657
25 Total functional expenses. Add lines 1 through 24e 135,055,907 121,550,319 13,505,588 0
26 Joint costs. Complete this line only If the organization

reported in column (B) joint costs from a combined
educational campaign and fundraising solicitation

Check here » [ if following SOP 98-2 (ASC 958-720)

Form 990 (2016)
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m Balance Sheet

Page 11

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

O

(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing 4622 1 4,482
2 Savings and temporary cash investments -78,907.835( 2 -101,457,150
3 Pledges and grants receivable, net o 3 0
4 Accounts recelvable, net 8,964,602| 4 8,115,068
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees Complete Part
of 5 0
II of Schedule L
6 Loans and other receivables from other disqualified persons (as defined under
section 4958(f)(1)), persons described in section 4958(c)(3)(B), and
contributing employers and sponsoring organizations of section 501(c)(9) ol 6 0
voluntary employees' beneficiary organizations (see Instructions) Complete
19 Part IT of Schedule L
‘a,’ 7 Notes and loans recelvable, net o] 7 o]
& Inventories for sale or use 1,557,637 997,296
< 9 Prepaid expenses and deferred charges 1,206,611 9 832,009
10a Land, buildings, and equipment cost or other
basis Complete Part VI of Schedule D 10a 47,318,737
b Less accumulated depreciation 10b 18,661,345 30,822,774| 10c 28,655,392
11 Investments—publicly traded securities 0o 11 0
12 Investments—other securities See Part IV, line 11 0o 12 0
13 Investments—program-related See Part IV, line 11 13,708,966 13 12,683,989
14 Intangible assets 24,345.364| 14 24,345,364
15 Other assets See Part IV, line 11 6,320,044 15 3,102,553
16 Total assets.Add lines 1 through 15 (must equal line 34) 8,022,785( 16 -22,720,997
17 Accounts payable and accrued expenses 14,087,115| 17 10,067,698
18 Grants payable 0 18 0
19 Deferred revenue 268,056| 19 179,356
20 Tax-exempt bond habilities o 20 0
» |21 Escrow or custodial account liability Complete Part IV of Schedule D 0| 21 0
2 22 Loans and other payables to current and former officers, directors, trustees,
=
- key employees, highest compensated employees, and disqualified
~
< persons Complete Part II of Schedule L 0 22 0
=23  secured mortgages and notes payable to unrelated third parties 0o 23 0
24 Unsecured notes and loans payable to unrelated third parties 0| 24 0
25 Other liabilities (including federal income tax, payables to related third parties, 87,721,324| 25 74,561,931
and other habilities not included on lines 17-24)
Complete Part X of Schedule D
26 Total liabilities.Add lines 17 through 25 102,076,495 26 84,808,985
q"‘) Organizations that follow SFAS 117 (ASC 958), check here » and
Q complete lines 27 through 29, and lines 33 and 34.
& | 27 Unrestricted net assets -106,766,059( 27 -120,469,619
5 28 Temporarily restricted net assets 2,201,774| 28 2,028,082
T |29 Permanently restricted net assets 10,510,575| 29 10,911,555
E Organizations that do not follow SFAS 117 (ASC 958),
5 check here » [ and complete lines 30 through 34.
«~ | 30 Capital stock or trust principal, or current funds . 30
D(31 Pad-inor capital surplus, or land, building or equipment fund 31
»
é 32 Retained earnings, endowment, accumulated income, or other funds 32
@ |33 Total net assets or fund balances -94,053,710| 33 -107,529,982
z 34 Total liabilities and net assets/fund balances 8,022,785| 34 -22,720,997

Form 990 (2016)
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m Reconcilliation of Net Assets
Check If Schedule O contains a response or note to any line in this Part XI
1 Total revenue (must equal Part VIII, column (A), line 12) 1 114,182,915
2 Total expenses (must equal Part IX, column (A), line 25) 2 135,055,907
3 Revenue less expenses Subtract line 2 from line 1 3 -20,872,992
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) 4 -94,053,710
5 Net unrealized gains (losses) on investments 5 711,399
6 Donated services and use of facilities 6
7 Investment expenses 7
8 Prior period adjustments 8
9 Other changes In net assets or fund balances (explain in Schedule O) 9 6,685,321
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33, column (B))| 10 -107,529,982
m Financial Statements and Reporting
Check If Schedule O contains a response or note to any line in this Part XII .
Yes No
1 Accounting method used to prepare the Form 990 O cash Accrual [ other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a No
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
O Separate basis [ consolidated basis [ Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? 2b Yes
If 'Yes,” check a box below to indicate whether the financial statements for the year were audited on a separate basis,
consolidated basis, or both
O Separate basis Consolidated basis [ Both consolidated and separate basis
c If "Yes," to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an iIndependent accountant? 2c Yes
If the organization changed either its oversight process or selection process during the tax year, explain in Schedule O
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the Single
Audit Act and OMB Circular A-133? 3a Yes
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 Yes

Form 990 (2016)
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Form 990, Part III, Line 4a:

EXPENSES INCURRED IN PROVIDING VARIOUS MEDICALLY NECESSARY HEALTHCARE SERVICES TO ALL INDIVIDUALS IN A NON-DISCRIMINATORY MANNER REGARDLESS
OF RACE, COLOR, CREED, SEX, NATIONAL ORIGIN OR ABILITY TO PAY PLEASE REFER TO SCHEDULE O FOR THE ORGANIZATION'S COMMUNITY BENEFIT STATEMENT




Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest

Compensated Employees, and Indepgndept,Contjactors
P ployees, pendep, (© (D) (E) (F)

Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W-2/1099- (W- 2/1099- organization and

organizations | = 2 [ 5 2T 125 2 MISC) MISC) related
below dotted | &z | & |7 |o (=% |3 organizations
line) A N R ER RS
a9 o = :g (9]
=, |3 o o
3| = I 2
%_n‘ = b3 7
= 3
I B
T T
(=N
CHARLES R REPPUCCI ESQ 10
............................................................... X X o} 0
CHAIRMAN - DIRECTOR 00
CYNTHIA B PATTERSON 10
............................................................... X X o} 0
VICE CHAIR/SEC - DIRECTOR 00
DOUGLAS JACOBS 10
............................................................... X X o} 0
TREASURER - DIRECTOR 00
JAMES BOTVIN Lo
............................................................... X o} 0
DIRECTOR 00
JASON B BOUDJOUK MD 10
............................................................... X 703 0
DIRECTOR 00
LISA D BOYLE MD 20
....................................................................... X 15,580 0
DIRECTOR 00
MARIO BUENO Lo
............................................................... X o} 0
DIRECTOR 00
ALLEN H CICCHITELLI 10
.............................................................. X o}
DIRECTOR 00
SHARON CONRAD-WELLS 10
.............................................................. X o}
DIRECTOR 00
ESTHER EMARD Lo
.............................................................. X o}
DIRECTOR 00




Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest

Compensated Employees, and Indepgndept,Contjactors
P ployees, pendep, (© (D) (E) (F)

Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W-2/1099- (W- 2/1099- organization and

organizations | = 2 [ 5 2T 125 2 MISC) MISC) related
below dotted | &z | & |7 |o (=% |3 organizations
line) A N R ER RS
A = .fg 9}
=52 oY
3| = I 2
%_n‘ = b3 7
= 3
I B
T T
(=N
ROBERT G FLANDERS JR ESQ 10
................................................................... X o} 0
DIRECTOR 00
GARY E FURTADO 10
................................................................... X o} 0
DIRECTOR 00
JOHN R GALVIN 10
................................................................... X o} 0
DIRECTOR 00
KENT W GLADDING Lo
................................................................... X o} 0
DIRECTOR 00
EMILY COPE HARRISON MD 10
................................................................... X o} 0
DIRECTOR 00
WILLIAM M KAPOS 10
................................................................... X o} 0
DIRECTOR 00
DENNIS D KEEFE 550
........................................................................... X X 1,274,257 47,966
DIRECTOR - PRESIDENT/CEO/CNE 00
SUSAN M KELLY MD 550
........................................................................... X 300,144 32,472
DIRECTOR 00
DIANE LIPSCOMBE PHD 10
................................................................... X o} 0
DIRECTOR 00
JOSEPH J MCGAIR ESQ 10
................................................................... X o} 0
DIRECTOR 00




Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest

Compensated Employees, and Indepgndept,Cont]
P ployees, pendep, (D) (E) (F)

Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation | amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = = - (W-2/1099- (W- 2/1099- organization and

organizations | = 2 [ 5 3 3 =) MISC) MISC) related
below dotted | & g =1 ) ol 3 organizations
line) P12 |73 L
58 |g 2T a
= () [»]
RIS IR 2
%n‘ = D '1-:
= 3
I B
T ﬂ-‘
(=N
PATRICK J MURRAY JR 10
.................................................................... 0 o} 0
DIRECTOR 00
GEORGE W SHUSTER 10
............................................................................ 0 2,597 0
DIRECTOR 00
MARIBETH WILLIAMSON 10
.................................................................... 0 o} 0
DIRECTOR 00
DENISE M ARCAND MD 550
........................................................................... 0 175,599 27,802
DIRECTOR (TERMED 2/27/17) 00
MICHELE GANGE MD 50
................................................................... 0 56,460 0
DIRECTOR (TERMED 11/30/16) 00
LOUIS J MARINO MD 550
........................................................................... 0 286,982 47,651
DIRECTOR (TERMED) 00
ROBERT G PADULA Lo
................................................................... 0 o} 0
DIRECTOR (TERMED 12/31/16) 00
ALYSSA V BOSS ESQ 550
........................................................................... 0 410,306 79,299
ASST SEC/EVP 8 GENERAL COUNSEL 00
F JOSEPH IANNONI 550
................................................................... 0 547,548 215,783
ASST TREAS /EVP/CFO/CNE 00
EILEEN DOBBING 550
........................................................................... 232,577 0 14,855

SVP CNO (TERM 3/2/17)




Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest

Compensated Employees, and Indepgndept,Contjactors
P pfoyees, pEndep, (©) (D) (E) (F)

Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W-2/1099- (W- 2/1099- organization and

organizations | = 2 [ 5 2T 125 2 MISC) MISC) related
below dotted | &z | & |7 |o (=% |3 organizations
line) A N R ER RS
A = .fg 9}
=52 oY
3| = I 2
%_n‘ = b3 7
= 3
I B
T T
(=N
JAMES M BURKE 550
................................................................... X 0 203,955 28,586
VP, FINANCE MED/SURG HOSP 00
JEFFREY BORKAN MD 550
................................................................... X 293,072 o} 20,076
CHIEF - FAMILY MEDICINE 00
KEITH E MACKSOUD CRNA 550
........................................................................... X 169,984 0 25,161
SENIOR FACULTY (TERM 12/8/17) 00
MARK A FOSTER CRNA 550
................................................................... X 169,893 o} 15,793
CRNA PROGRAM DIRECTOR 00
RUTH MCNAUGHTON 550
................................................................... X 169,567 o} 11,636
DIRECTOR (TERMED 7/1/16) 00
KEVIN F REYNOLDS 550
................................................................... X 143,146 o} 13,023
Director (TERMED 6/20/16) 00
JOHN M SUTHERLAND 111 00
........................................................................... X 0 329,064 3,825
FORMER OFFICER 00
EDWARD M SCHOTTLAND 00
................................................................... X 0 247,538 0
FORMER OFFICER 00
PAUL A BEAUDOIN 00
................................................................... X 0 208,761 14,070
FORMER OFFICER 00
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SCHEDULE A Public Charity Status and Public Support

OMB No 1545-0047

(Form 990 or Complete if the organization is a section 501(c)(3) organization or a section 2 0 1 6
990EZ)

Department of the Treasurs P Information about Schedule A (F_orm 990 or 990-EZ) and its instructions is at Open to P_Ub“C
Lutemal Revcnue Serc www.irs.qov/form990. Inspection

4947(a)(1) nonexempt charitable trust.

P Attach to Form 990 or Form 990-EZ.

Name of the organization
THE MEMORIAL HOSPITAL

Employer identification number

05-0259004

m Reason for Public Charity Status (All organizations must complete this part.) See Instructions.
The organization Is not a private foundation because it 1s (For lines 1 through 12, check only one box )

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

2 [ A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ))

3 A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).

4 [ A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the hospital's
name, city, and state

5 [J An organization operated for the benefit of a college or university owned or operated by a governmental unit described in section 170
(b)(1)(A)(iv). (Complete Part II )

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

[0 Anorganization that normally receives a substantial part of its support from a governmental unit or from the general public described In
section 170(b)(1)(A)(vi). (Complete Part II )
[0 A community trust described in section 170(b)(1)(A)(vi) (Complete Part II )
[ An agricultural research organization described in 170(b)(1)(A)(ix) operated in conjunction with a land-grant college or university or a
non-land grant college of agriculture See Instructions Enter the name, city, and state of the college or university
10 [0 Anorganization that normally receives (1) more than 331/3% of its support from contributions, membership fees, and gross receipts
from activities related to its exempt functions—subject to certain exceptions, and (2) no more than 331/3% of its support from gross
Investment income and unrelated business taxable income (less section 511 tax) from businesses acquired by the organization after June
30, 1975 See section 509(a)(2). (Complete Part III )
11 [0 Anorganization organized and operated exclusively to test for public safety See section 509(a)(4).
12 [J Anorganization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of one or
more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check the box
In lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g

a [0 Type I. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving the supported
organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting organization You must
complete Part IV, Sections A and B.

b [0 Type IL A supporting organization supervised or controlled in connection with its supported organization(s), by having control or
management of the supporting organization vested in the same persons that control or manage the supported organization(s) You
must complete Part IV, Sections A and C.

c [0 Type III functionally integrated. A supporting organization operated in connection with, and functionally integrated with, its
supported organization(s) (see instructions) You must complete Part IV, Sections A, D, and E.

d [0 Type III non-functionally integrated. A supporting organization operated in connection with its supported organization(s) that is not
functionally integrated The organization generally must satisfy a distribution requirement and an attentiveness requirement (see
instructions) You must complete Part IV, Sections A and D, and Part V.

e [0 Check this box If the organization received a written determination from the IRS that it 1s a Type I, Type II, Type III functionally
Integrated, or Type III non-functionally integrated supporting organization

f  Enter the number of supported organizations

9  Provide the following information about the supported organization(s)

(i)Name of supported organization (i1)EIN (iii) Type of (iv) (v) (vi)
organization Is the organization listed in Amount of Amount of other
(described on lines your governing document? monetary support support (see
1- 10 above (see (see Instructions) Instructions)
Instructions))
Yes No
Total
For Paperwork Reduction Act Notice, see the Instructions for Cat No 11285F Schedule A (Form 990 or 990-EZ) 2016

Form 990 or 990-EZ.



Schedule A (Form 990 or 990-EZ) 2016 Page 2

IEETEM support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)
(Complete only If you checked the box on line 5, 7, 8, or 9 of Part I or If the organization failed to qualify under Part
III. If the organization fails to qualify under the tests listed below, please complete Part III.)
Section A. Public Support

(or ﬁscafifa“rd;;g‘gﬁf‘gng in) > (a)2012 (b)2013 (c)2014 (d)2015 (e)2016 (F)Total

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

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

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

4 Total. Add lines 1 through 3

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

6 Public support. Subtract line 5 from
line 4

Section B. Total Support

(or ﬁscaf;:fa"rd;;g‘gﬁzgng in) > (a)2012 (b)2013 (c)2014 (d)2015 (e)2016 (f)Total

7 Amounts from line 4

8 Gross Income from interest,
dividends, payments received on
securities loans, rents, royalties and
Income from similar sources

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

10 Other income Do not include gain or
loss from the sale of capital assets
(Explain in Part VI )

11 Total support. Add lines 7 through

12 Glrgss receipts from related activities, etc (see instructions) | 12 |
13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3) organization,
checkthlsboxandstophere........................................PD
Section C. Computation of Public Support Percentage
14 Public support percentage for 2016 (line 6, column (f) divided by line 11, column (f)) 14
15 Public support percentage for 2015 Schedule A, Part II, line 14 15
16a 33 1/3% support test—20186. If the organization did not check the box on line 13, and line 14 1s 33 1/3% or more, check this box
and stop here. The organization qualifies as a publicly supported organization »
b 33 1/3% support test—2015. If the organization did not check a box on line 13 or 16a, and line 15 1s 33 1/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization » [

17a 10%-facts-and-circumstances test—2016. If the organization did not check a box on line 13, 16a, or 16b, and line 14
1s 10% or more, and If the organization meets the "facts-and-circumstances” test, check this box and stop here. Explain
In Part VI how the organization meets the "facts-and-circumstances" test The organization qualifies as a publicly supported

organization » [
b 10%-facts-and-circumstances test—2015. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 1s 10% or more, and If the organization meets the "facts-and-circumstances” test, check this box and stop here.
Explain in Part VI how the organization meets the "facts-and-circumstances” test The organization qualifies as a publicly

supported organization | 4 |:|
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
instructions » ]

Schedule A {Form 990 or 990-EZ) 2016



Schedule A (Form 990 or 990-EZ) 2016

.m Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only If you checked the box on line 10 of Part I or If the organization failed to qualify under Part II. If

Page 3

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

Section A. Public Support

Calendar year
(or fiscal year beginning in) P
Gifts, grants, contributions, and
membership fees received (Do not
include any "unusual grants ")
Gross receipts from admissions,
merchandise sold or services
performed, or facilities furnished in
any activity that is related to the
organization's tax-exempt purpose

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

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

The value of services or facilities
furnished by a governmental unit to
the organization without charge
Total. Add lines 1 through 5

7a Amounts included on lines 1, 2, and

3 received from disqualified persons

b Amounts included on lines 2 and 3

received from other than disqualified
persons that exceed the greater of
$5,000 or 1% of the amount on line
13 for the year

c Add lines 7a and 7b

8

Public support. (Subtract line 7c
from line 6 )

(a)2012

(b)2013

(c)2014

(d)2015

(e)2016

(f)Total

Section B. Total Support

Calendar year
(or fiscal year beginning in) P

9 Amounts from line 6
10a Gross income from Interest,

dividends, payments received on
securities loans, rents, royalties and
Income from similar sources

b Unrelated business taxable income

(less section 511 taxes) from
businesses acquired after June 30,
1975

¢ Add lines 10a and 10b
11 Net income from unrelated business

activities not included in line 10b,
whether or not the business i1s
regularly carried on

12 Other income Do not include gain or

loss from the sale of capital assets
(Explain in Part VI )

13 Total support. (Add lines 9, 10c,

14

11, and 12)

(a)2012

(b)2013

(c)2014

(d)2015

(e)2016

(f)Total

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 2016 (line 8, column (f) divided by line 13, column (f)) 15

16 Public support percentage from 2015 Schedule A, Part III, line 15 16
Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2016 (line 10c, column (f) divided by line 13, column (f)) 17

18 Investment income percentage from 2015 Schedule A, Part 111, ine 17 18

193 331/3% support tests—2016. If the organization did not check the box on line 14, and line 15 s more than 33 1/3%, and line 17 Is not

20

more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization

» [

b 33 1/3% support tests—2015. If the organization did not check a box on line 14 or line 19a, and line 16 1s more than 33 1/3% and line 18 1s

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

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

» ]
» [

Schedule A {(Form 990 or 990-EZ) 2016



Schedule A (Form 990 or 990-EZ) 2016

Im Supporting Organizations
(Complete only If you checked a box on line 12 of Part I If you checked 12a of Part I, complete Sections A and B If you checked 12b of
Part I, complete Sections A and C If you checked 12c of Part I, complete Sections A, D, and E If you checked 12d of Part I, complete

Page 4

Sections A and D, and complete Part V )

Section A. All Supporting Organizations

3a

4a

5a

9a

10a

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

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

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

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

Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B) purposes?
If "Yes," explain in Part VI what controls the organization put in place to ensure such use

Was any supported organization not organized in the United States ("foreign supported organization")? If "Yes” and if you
checked 12a or 12b in Part I, answer (b) and (c) below

Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign supported
organization? If "Yes,” describe in Part VI how the organization had such control and discretion despite being controlled or
supervised by or in connection with its supported organizations

Yes

3a

3b

3c

4b

Did the organization support any foreign supported organization that does not have an IRS determination under sections
501(c)(3) and 509(a)(1) or (2)? If "Yes,” explain in Part VI what controls the organization used to ensure that all support

to the foreign supported organization was used exclusively for section 170(c)(2)(B) purposes

4c

Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,” answer (b) and
(c) below (if applicable) Also, provide detail in Part VI, including (1) the names and EIN numbers of the supported
organizations added, substituted, or removed, (1) the reasons for each such action, (i) the authority under the

organization’s organizing document authorizing such action, and (iv) how the action was accomplished (such as by

5a

amendment to the organizing document)

Type I or Type II only. Was any added or substituted supported organization part of a class already desighated in the
organization's organizing document?

5b

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

5c

Did the organization provide support (whether in the form of grants or the provision of services or facilities) to anyone other
than (1) its supported organizations, (i) individuals that are part of the charitable class benefited by one or more of its
supported organizations, or (i1) other supporting organizations that also support or benefit one or more of the filing

organization’s supported organizations? If "Yes,” provide detail in Part VI.

Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor (defined in
section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity with regard to a

substantial contributor? If "Yes,” complete Part I of Schedule L (Form 990 or 990-EZ)

Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 7? If "Yes,”

complete Part I of Schedule L (Form 990 or 990-EZ)

Was the organization controlled directly or indirectly at any time during the tax year by one or more disqualified persons as
defined in section 4946 (other than foundation managers and organizations described in section 509(a)(1) or (2))? If "“Yes,”

provide detail in Part VI.

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

organization had an interest? If "Yes,” provide detail in Part VI,

9b

Did a disqualified person (as defined in line 9a) have an ownership interest In, or derive any personal benefit from, assets In

which the supporting organization also had an interest? If "Yes, ” provide detail in Part VI.

9c

Was the organization subject to the excess business holdings rules of section 4943 because of section 4943(f) (regarding
certain Type II supporting organizations, and all Type III non-functionally integrated supporting organizations)? If “Yes,”

answer line 10b below

10a

Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to determine whetherl

the organization had excess business holdings)

10b

Schedule A {Form 990 or 990-EZ) 2016
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Im Supporting Organizations (continued)

Page 5

11

Has the organization accepted a gift or contribution from any of the following persons?

A person who directly or indirectly controls, either alone or together with persons described in (b) and (c) below, the
governing body of a supported organization?

A family member of a person described in (a) above?

A 35% controlled entity of a person described in (a) or (b) above? If "Yes” to a, b, or ¢, provide detail in Part VI

Yes

11a

11b

11c

Section B. Type I Supporting Organizations

Did the directors, trustees, or membership of one or more supported organizations have the power to regularly appoint or
elect at least a majority of the organization’s directors or trustees at all times during the tax year? If "No,” describe in Part
VI how the supported organization(s) effectively operated, supervised, or controlled the organization’s activities If the
organization had more than one supported organization, describe how the powers to appoint and/or remove directors or
trustees were allocated among the supported organizations and what conditions or restrictions, if any, applied to such
powers during the tax year

Did the organization operate for the benefit of any supported organization other than the supported organization(s) that
operated, supervised, or controlled the supporting organization? If "Yes, ” explain in Part VI how providing such benefit
carried out the purposes of the supported organization(s) that operated, supervised or controlled the supporting
organization

Yes

Section C. Type IT Supporting Organizations

1

Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors or trustees of
each of the organization’s supported organization(s)? If "No,” describe in Part VI how control or management of the
supporting organization was vested in the same persons that controlled or managed the supported organization(s)

Yes

Section D. All Type III Supporting Organizations

Did the organization provide to each of its supported organizations, by the last day of the fifth month of the organization’s
tax year, (1) a written notice describing the type and amount of support provided during the prior tax year, (1) a copy of the
Form 990 that was most recently filed as of the date of notification, and (111) copies of the organization’s governing
documents In effect on the date of notification, to the extent not previously provided?

Were any of the organization’s officers, directors, or trustees either (1) appointed or elected by the supported organization
(s) or (u1) serving on the governing body of a supported organization? If "No, " explain in Part VI how the organization
maintained a close and continuous working relationship with the supported organization(s)

By reason of the relationship described in (2), did the organization’s supported organizations have a significant voice in the
organization’s investment policies and in directing the use of the organization’s income or assets at all times during the tax
year? If "Yes," describe in Part VI the role the organization’s supported organizations played in this regard

Yes

S

ection E. Type III Functionally-Integrated Supporting Organizations

1

Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions)

a [] The organization satisfied the Activities Test Complete line 2 below

b [[J The organization is the parent of each of its supported organizations Complete line 3 below

€ [[] The organization supported a governmental entity Describe in Part VI how you supported a government entity (see instructions)

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

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

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

Parent of Supported Organizations Answer (a) and (b) below.

a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or trustees of each of
the supported organizations? Provide details in Part VI.

b Did the organization exercise a substantial degree of direction over the policies, programs and activities of each of its
supported organizations? If "Yes,"” describe in Part VI. the role played by the organization in this regard

Yes

2a

2b

3a

3b

Schedule A {(Form 990 or 990-EZ) 2016
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lm Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations
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1

Check here If the organization satisfied the Integral Part Test as a qualifying trust on Nov 20, 1970 See instructions. All other
Type III non-functionally integrated supporting organizations must complete Sections A through E

SO N b W NR

~N

Section A - Adjusted Net Income

Net short-term capital gain
Recoveries of prior-year distributions
Other gross iIncome (see Instructions)
Add lines 1 through 3

Depreciation and depletion

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

Other expenses (see Instructions)

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

(A) Prior Year

(B) Current Year
{optional)

| bh|WIN|=

~N

oD o n T o

iy

W N O

Section B - Minimum Asset Amount

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

Average monthly value of securities

Average monthly cash balances

Fair market value of other non-exempt-use assets
Total (add lines 1a, 1b, and 1c)

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

Acquisition indebtedness applicable to non-exempt use assets
Subtract line 2 from line 1d

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

Net value of non-exempt-use assets (subtract line 4 from line 3)
Multiply line 5 by 035
Recoveries of prior-year distributions

Minimum Asset Amount (add line 7 to line 6)

(A) Prior Year

(B) Current Year
{optional)

1a

1ib

1c

id

N

W

NG| b

SO N b W N

~N

Section C - Distributable Amount

Adjusted net income for prior year (from Section A, line 8, Column A)
Enter 85% of line 1

Minimum asset amount for prior year (from Section B, line 8, Column A)
Enter greater of line 2 or line 3

Income tax imposed In prior year

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

Current Year

aln|bh| W|IN|=

[[] Check here if the current year Is the organization's first as a non-functionally-integrated Type III supporting organization (see

Instructions)

Schedule A (Form 990 or 990-FE7Z) 2016
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lm Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Page 7

S

ection D - Distributions

Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

2 Amounts paid to perform activity that directly furthers exempt purposes of supported organizations, In

excess of Income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions (describe in Part VI) See instructions

Total annual distributions. Add lines 1 through 6

3
4
5
6
7
8

detalls In Part VI) See instructions

Distributions to attentive supported organizations to which the organization Is responsive (provide

9 Distributable amount for 2016 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see
instructions)

(i)

Excess Distributions

(ii) (iit)
Underdistributions Distributable
Pre-2016 Amount for 2016

1 Distributable amount for 2016 from Section C, line

6

2 Underdistributions, If any, for years prior to 2016

(reasonable cause required--see Instructions)

3 Excess distributions carryover, If any, to 2016

b

c From 2013.

d From 2014,

e From 2015.

f Total of lines 3a through e

g Applied to underdistributions of prior years

h Applied to 2016 distributable amount

i Carryover from 2011 not applied (see
instructions)

j Remainder Subtract ines 3g, 3h, and 31 from 3f

4

Distributions for 2016 from Section D, line 7
$

a Applied to underdistributions of prior years

b Applied to 2016 distributable amount

c Remainder Subtract lines 4a and 4b from 4

5

Remaining underdistributions for years prior to
2016, If any Subtract lines 3g and 4a from line 2
(if amount greater than zero, see Instructions)

Remaining underdistributions for 2016 Subtract
lines 3h and 4b from line 1 (if amount greater than
zero, see Instructions)

7 Excess distributions carryover to 2017. Add lines

3j and 4c

8 Breakdown of line 7

b Excess from 2013.

c Excess from 2014,

d Excess from 2015.

e Excess from 2016.

Schedule A (Form 990 or 990-EZ) (2016)



Schedule A (Form 990 or 990-EZ) 2016

Im Supplemental Information.
Provide the explanations required by Part II, ine 10; Part II, ine 17a or 17b; Part III, ine 12; Part IV, Section A,
lines 1, 2, 3b, 3¢, 4b, 4c, 5a, 6, 9a, 9b, 9¢, 11a, 11b, and 11c; Part IV, Section B, lines 1 and 2; Part IV, Section C,
line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b, 3a and 3b; Part V, line 1; Part V,

Section B, line 1le; Part V Section D, lines 5, 6, and 8; and Part V, Section E, lines 2, 5, and 6. Also complete this
part for any additional information. (See instructions).
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SCHEDULE C Political Campaign and Lobbying Activities OMB No 1545-0047
;:onrm 990 or 990- For Organizations Exempt From Income Tax Under section 501(c) and section 527 2 0 1 6
) »Complete if the organization is described below. PAttach to Form 990 or Form 990-EZ.
) »Information about Schedule C (Form 990 or 990-EZ) and its instructions is at Open to Public
Department of the Treasun www.irs.qov/form990. Inspection

Internal Revenue Service

If the organization answered "Yes" on Form 990, Part IV, Line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
e Section 501(c)(3) organizations Complete Parts I-A and B Do not complete Part |-C
e Section 501(c) (other than section 501(c)(3)) organizations Complete Parts I-A and C below Do not complete Part |-B
e Section 527 organizations Complete Part |-A only
If the organization answered "Yes" on Form 990, Part IV, Line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
e Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)) Complete Part II-A Do not complete Part II-B
@ Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)) Complete Part [I-B Do not complete Part lI-A
If the organization answered "Yes" on Form 990, Part IV, Line 5§ (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35c
(Proxy Tax) (see separate Iinstructions), then
e Section 501(c)(4), (5), or (6) organizations Complete Part Il

Name of the organization Employer identification number
THE MEMORIAL HOSPITAL

05-0259004
m Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Provide a description of the organization’s direct and indirect political campaign activities in Part IV
2 Political expenditures » $

3 Volunteer hours
148 0:] Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955 » $
2 Enter the amount of any excise tax incurred by organization managers under section 4955 » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? O ves O No
4a Was a correction made? O ves O No

b If "Yes," describe in Part IV
ELERd Complete if the organization is exempt under section 501(c), except section 501(c)(3).

1 Enter the amount directly expended by the filing organization for section 527 exempt function activities » $

Enter the amount of the filing organization's funds contributed to other organizations for section 527 exempt
function activities

3 Total exempt function expenditures Add lines 1 and 2 Enter here and on Form 1120-POL, line 17b » $

4 Did the filing organization fileForm 1120-POL for this year? O ves O No

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

(a) Name (b) Address (c) EIN (d) Amount paid from (e) Amount of political
filing organization’'s contributions received
funds If none, enter and promptly and

-0- directly delivered to a

separate political
organization If none,
enter -0-

6

For Paperwork Reduction Act Notice, see the instructions for Form 990 or 990-EZ. Cat No 50084S Schedule € (Form 990 or 990-EZ) 2016



Schedule C (Form 990 or 990-EZ) 2016
m Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

Page 2

section 501(h)).

A Check » [ ifthe 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 » [ ifthe filing organization checked box A and "limited control” provisions apply

Limits on Lobbying Expenditures
(The term "expenditures” means amounts paid or incurred.)

(a) Filing
organization's
totals

(b) Affiliated
group totals

- O O 0o T

Total lobbying expenditures to influence public opinion (grass roots lobbying)

Total lobbying expenditures to influence a legislative body (direct lobbying)

Total lobbying expenditures (add lines 1a and 1b)

Other exempt purpose expenditures

Total exempt purpose expenditures (add lines 1c and 1d)

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

columns

If the amount on line 1e, column (a) or (b) is: [The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 1e

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000
Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000
Over $17,000,000 51,000,000

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

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

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

If there 1s an amount other than zero on either line 1h or line 11, did the organization file Form 4720 reporting

section 4911 tax for this year?

D Yes |:| 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 separate instructions for lines 2a through 2f.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

beginning In) (a) 2013 (b) 2014 (c) 2015 (d) 2016 (e) Total
2a Lobbying nontaxable amount

b Lobbying celling amount

(150% of line 2a, column(e))
c Total lobbying expenditures
d Grassroots nontaxable amount
e Grassroots celling amount

(150% of line 2d, column (e))
f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2016
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1 B ec:l Complete if the organization is exempt under section 501(c)(3) and has NOT filed
Form 5768 (election under section 501(h)).

For each "Yes" response on lines 1a through 11 below, provide in Part IV a detailed description of the lobbying (a) (b)
actvity 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 Volunteers? No
b Paid staff or management (include compensation in expenses reported on lines 1c through 11)? No
¢ Media advertisements? No
d Mailings to members, legislators, or the public? No
e Publications, or published or broadcast statements? No
f Grants to other organizations for lobbying purposes? No
g Direct contact with legislators, their staffs, government officials, or a legislative body? No
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? No
i Other activities? Yes
j Total Add lines 1c through 1i
2a Did the activities In line 1 cause the organization to be not described in section 501(c)(3)? No
b If "Yes," enter the amount of any tax incurred under section 4912
c If "Yes," enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year? No
m Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section 501(c)
(6).
Yes | No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? 2
3 Did the organization agree to carry over lobbying and political expenditures from the prior year? 3

Ll 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 III-A, lines 1 and 2, are answered "No" OR (b) Part III-A, line 3, is
answered “Yes."

1 Dues, assessments and similar amounts from members 1
2 Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of political
expenses for which the section 527(f) tax was paid).
a Current year 2a
b Carryover from last year 2b
Total 2c
3 Aggregate amount reported In section 6033(e)(1)(A) notices of nondeductible section 162(e) dues 3
4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the excess does
the organization agree to carryover to the reasonable estimate of nondeductible lobbying and political
expenditure next year? 4
5  Taxable amount of lobbying and political expenditures (see instructions) 5

m Supplemental Information

Provide the descriptions required for Part I-A, line 1, Part |-B, line 4, Part |I-C, line 5, Part II-A (affiliated group list), Part II-A, lines 1 and 2 (see
instructions), and Part lI-B, line 1 Also, complete this part for any additional information

| Return Reference Explanation

SCHEDULE C, PART II-B, LINE 11 CARE NEW ENGLAND HEALTH SYSTEM, THE TAX-EXEMPT PARENT OF CARE NEW ENGLAND HEALTH SYSTEM
AND AFFILIATES, PAYS DUES TO VARIOUS MEMBERSHIP ORGANIZATIONS ON BEHALF OF THE TAX-EXEMPT
HOSPITALS WITHIN THE SYSTEM, INCLUDING THIS ORGANIZATION THIS AMOUNT CAN BE REVIEWED ON
THE FORM 990 FILED BY CARE NEW ENGLAND HEALTH SYSTEM

Schedule C (Form 990 or 990EZ) 2016
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. . OMB No 1545-0047
gfrt'lﬁg)”'-'f D Supplemental Financial Statements
» Complete if the organization answered "Yes," on Form 990, 2 0 1 6

Part IV, line 6, 7, 8,9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury » Attach to Form 990. Open to Public
Internal Revenue Service | Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer identification number
THE MEMORIAL HOSPITAL

05-0259004

.m Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete If the organization answered "Yes" on Form 990, Part IV, line 6.

(a) Donor advised funds (b)Funds and other accounts
1 Total number at end of year
2 Aggregate value of contributions to (during
year)
3 Aggregate value of grants from (during year)
Aggregate value at end of year

Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legal control? O vYes O Ne

6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be
used only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring iImpermissible private benefit? O ves O No

m Conservation Easements. Complete If the organization answered "Yes" on Form 990, Part IV, line 7.

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

] Preservation of land for public use (e g, recreation or education) 1  Preservation of an historically important land area
O] Protection of natural habitat ] Preservation of a certified historic structure
] Preservation of open space

2 Complete lines 2a through 2d If the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year Held at the End of the Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure included In (a) 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a historic 2d

structure listed in the National Register

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

Number of states where property subject to conservation easement Is located »

Does the organization have a written policy regarding the periodic monitoring, inspection, handling of violations,
and enforcement of the conservation easements it holds? [ Yes O Ne

6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
»

7 Amount of expenses incurred In monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
L g

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(1)
and section 170(h)(4)(B)(1)? O ves O No

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

Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete If the organization answered "Yes" on Form 990, Part IV, line 8.
1a If the organization elected, as permitted under SFAS 116 (ASC 958), not to report In its revenue statement and balance sheet works of

art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service,
provide, in Part XIII, the text of the footnote to its financial statements that describes these items

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

(i) Revenue included on Form 990, Part VIII, line 1 >3

(ii)Assets included in Form 990, Part X >3

2 If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958) relating to these items

a Revenue included on Form 990, Part VIII, line 1 >3

b Assets included in Form 990, Part X » s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 52283D Schedule D (Form 990) 2016
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m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

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

e L1 other

Loan or exchange programs

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

3
items (check all that apply)
a [ public exhibition
b
O Scholarly research
¢ |:| Preservation for future generations
4
Part XIII
5

During the year, did the organization solicit or receive donations of art, historical treasures or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection?

D Yes D No

IEEIE Escrow and Custodial Arrangements.

Complete If the organization answered "Yes" on Form 990, Part IV, line 9, or reported an amount on Form 990, Part
X, hne 21.

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? |:| Yes |:| No
b If "Yes," explain the arrangement in Part XIII and complete the following table Amount
C  Beginning balance 1c
d  Additions during the year id
€ Distributions during the year le
f  Ending balance 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? O ves O No
b "Yes," explain the arrangement in Part XIII Check here If the explanation has been provided inPart XIII . . . . . . . . D

m Endowment Funds. Complete If the organization answered "Yes" on Form 990, Part IV, line 10.

{a)Current year {b)Prior year {c)Two years back | (d)Three years back | (e)Four years back
1a Beginning of year balance 10,510,575 10,189,073 10,654,446 10,384,594 10,239,522
b Contributions
c Net investment earnings, gains, and losses 400,980 321,502 0 269,852 145,072
d Grants or scholarships
e Other expenditures for facilities
and programs 465,373
f Administrative expenses
g End of year balance 10,911,555 10,510,575 10,189,073 10,654,446 10,384,594
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as
Board designated or quasi-endowment »
b Permanent endowment » 100 000 %
¢ Temporarily restricted endowment »
The percentages on lines 2a, 2b, and 2c should equal 100%
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by Yes | No
(i) unrelated organizations 3a(i) No
(ii) related organizations e e e e e e e e e 3a(ii) No
b If "Yes" on 3a(il), are the related organizations listed as required on Schedule R? 3b

4 Describe in Part XIII the intended uses of the organization's endowment funds

m Land, Buildings, and Equipment.
anization answered 'Yes' on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Complete If the or

Description of property {a) Cost or other basis (b)Cost or other basis (other) {c)Accumulated depreciation {d)Book value
(investment)
1a Land 1,290,000 1,290,000
b Buildings 20,676,199 3,862,505 16,813,694
c Leasehold improvements 15,045 1,195 13,850
d Equipment 23,581,005 13,743,460 9,837,545
e Other . 1,754,488 1,054,185 700,303
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), Iine 10(c) ) . . » 28,655,392

Schedule D (Form 990) 2016
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m Investments—Other Securities. Complete If the organization answered 'Yes' on Form 990, Part IV, line 11b.
See Form 990, Part X, line 12.

(a) Description of security or category (b)Book (c)Method of valuation
(including name of security) value Cost or end-of-year market value
(1)Financial derivatives
(2)Closely-held equity interests
(3)Other
(A)
(B)
(<)
(D)
(E)
(F)
(G)
(H)
Total. (Column (b) must equal Form 990, Part X, col (B) line 12 ) »

W Investments—Program Related. Complete If the organization answered 'Yes' on Form 990, Part IV, line 11c.
See Form 990, Part X, line 13.

(a) Description of investment (b) Book value (c) Method of valuation
Cost or end-of-year market value
(1)BOARD DESIGNATED FUNDS 1,757,224 F
(2)DONOR SPECIFIC FUNDS 15,220 F
(3)FOR PERMANENT ENDOWMENT 3,164,214 F
(4)EXTERNALLY ADMINISTERED TRUSTS 7,747,331 F
(4)
(5)
(6)
(7)
(8)
(9)
Total. (Column (b} must equal Form 990, Part X, col (B) line 13 ) » 12,683,989
m Other Assets. Complete If the organization answered 'Yes' on Form 990, Part IV, line 11d See Form 990, Part X, line 15
(a) Description (b) Book value
(1) OTHER ASSETS 3,102,553
(2) DUE FROM AFFILIATES 0
(2)
(3)
(4)
(5)
(6)
(7)
(8)
(9)
Total. (Column (b) must equal Form 990, Part X, col (B) line 15 ) v e e e e » 3,102,553
Other Liabilities. Complete If the organization answered 'Yes' on Form 990, Part IV, line 11e or 11f.
See Form 990, Part X, line 25.

1. (a) Description of liability (b) Book value
(1) Federal income taxes

0
MINIMUM PENSION LIABILITY 64,533,684
INSURANCE CLAIM RESERVE 1,674,604
DUE TO AFFILIATES, NON-CURRENT 0
EST AMTS DUE TO THIRD PARTY PAYABLE 5,333,197
OTHER LIABILITIES 3,020,446
(6)
(7)
(8)
(9)
Total. (Column (b} must equal Form 990, Part X, col (B) line 25 ) » | 74,561,931

2. Liability for uncertain tax positions In Part XIII, provide the text of the footnote to the organization's financial statements that reports the
organization's hability for uncertain tax positions under FIN 48 (ASC 740) Check here If the text of the footnote has been provided in Part XIII O
Schedule D (Form 990) 2016
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Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

Complete If the organization answered 'Yes' on Form 990, Part IV, line 12a.

m a o6 T w

Total revenue, gains, and other support per audited financial statements
Amounts included on line 1 but not on Form 990, Part VIII, line 12

Net unrealized gains (losses) on Investments

Donated services and use of facilities

Recoveries of prior year grants

Other (Describe In Part XIII )

Add lines 2a through 2d
Subtract line 2e from line 1
Amounts included on Form 990, Part VIII, ine 12, but not on line 1

Investment expenses not included on Form 990, Part VIII, ine 7b

Other (Describe In Part XIII )

Add lines 4a and 4b .
Total revenue Add lines 3 and 4c. (This must equal Form 990, Part I, line 12 )

1
2a
2b
2c
2d
2e
3
4a
4b
4c
5

Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete If the organization answered 'Yes' on Form 990, Part IV, line 12a.

5

m a o6 T w

C

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

Other losses

Other (Describe In Part XIII )

Add lines 2a through 2d
Subtract line 2e from line 1
Amounts included on Form 990, Part IX, line 25, but not on line 1:

Investment expenses not included on Form 990, Part VIII, ine 7b

Other (Describe In Part XIII )

Add lines 4a and 4b .
Total expenses Add lines 3 and 4c. (This must equal Form 990, Part I, line 18 )

1
2a
2b
2c
2d
2e
3
4a
4b
4c
5

IEELXsiE]  supplemental Information

Provide the descriptions required for Part II, lines 3, 5, and 9, Part III, lines 1a and 4, Part IV, lines 1b and 2b,
Part V, line 4, Part X, line 2, Part XI, lines 2d and 4b, and Part XII, lines 2d and 4b Also complete this part to provide any additional information

Return Reference

Explanation

See Additional Data Table

Schedule D (Form 990) 2015
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Supplemental Information (continued)
Return Reference Explanation
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Additional Data

Software ID:
Software Version:
EIN: 05-0259004
Name: THE MEMORIAL HOSPITAL

Supplemental Information

Return Reference Explanation
SCHEDULE D, PART V, THE HOSPITAL'S ENDOWMENTS CONSIST OF NUMEROUS INDIVIDUAL FUNDS ESTABLISHED FOR A VARIETY O
QUESTION 4 F PURPOSES THE PURPOSES INCLUDE GENERAL PURPOSE, HEALTHCARE SERVICES, INDIGENT CARE, HEAL

TH EDUCATION AND FOR USE IN FURTHERING THE TAX-EXEMPT CHARITABLE PURPOSE OF THIS ORGANIZAT
ION




Supplemental Information

Return Reference

Explanation

SCHEDULE D, PART X

THE ORGANIZATION IS AN AFFILIATE WITHIN CARE NEW ENGLAND HEALTH SYSTEM AND AFFILIATES, AT
AX-EXEMPT, INTEGRATED HEALTHCARE DELIVERY SYSTEM ("SYSTEM") THE SYSTEM'S PARENT ENTITY IS
CARE NEW ENGLAND HEALTH SYSTEM AN INDEPENDENT CERTIFIED PUBLIC ACCOUNTING ("CPA") FIRM A
UDITED THE CONSOLIDATED FINANCIAL STATEMENTS OF CARE NEW ENGLAND HEALTH SYSTEM AND ALL ENT
ITIES WITHIN THE SYSTEM FOR THE YEARS ENDED SEPTEMBER 30, 2017 AND SEPTEMBER 30, 2016, RES
PECTIVELY AND ISSUED A CONSOLIDATED FINANCIAL STATEMENT WITH CERTAIN CONSOLIDATING SCHEDUL
ES THE AUDITED FINANCIAL STATEMENTS DO NOT CONTAIN A FOOTNOTE DISCLOSURE RELATED TO THE O
RGANIZATION'S LIABILITY FOR UNCERTAIN TAX POSITIONS UNDER FIN 48 THE ORGANIZATION COMPLET

ED AN ASSESSMENT OF THE ESTIMATED LIABILITY FOR UNCERTAIN TAX POSITIONS AT SEPTEMBER 30, 2
017 AND CONCLUDED THAT THE ESTIMATED LIABILITY WAS NOT MATERIAL TO THE ORGANIZATION'S FINA
NCIAL STATEMENTS
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DLN: 93493226005358])

SCHEDULE H HOSpIta|S OMB No 1545-0047
(Form 990) 20 1 6
» Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
Department of the » Attach to Form 990. Open to Public
Treasun » Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990. Inspection
N4HE 5T the dfyanization Employer identification number
THE MEMORIAL HOSPITAL
05-0259004
m Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a 1a | Yes
b If "Yes," was it a written policy? 1b | Yes
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of the financial
assistance policy to its various hospital facilities during the tax year
Applied uniformly to all hospital facilities O Applied uniformly to most hospital facilities
O Generally tailored to individual hospital facilities
3  Answer the following based on the financial assistance eligibility criteria that applied to the largest number of the
organization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (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 3a | Yes
L 100% [ 150% 200% [ other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate
which of the following was the family income limit for eligibility for discounted care 3b | Yes
1 200% [ 250% 300% [ 350% [ 400% [ other %
c If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria
used for determining eligibility for free or discounted care Include in the description whether the organization
used an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the tax year
provide for free or discounted care to the "medically indigent"? 4 Yes
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during
the tax year? 5a | Yes
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? 5b | Yes
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 eligibile for free or discounted care? 5c No
6a Did the organization prepare a community benefit report during the tax year? 6a No
b If "Yes," did the organization make It available to the public? 6b
Complete the following table using the worksheets provided in the Schedule H instructions Do not submit these worksheets
with the Schedule H
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community | (f) Percent of
Means-Tested act|V|t|(es t°r pr;))grams (optional) benefit expense revenue benefit expense total expense
Government Programs optiona
a Financial Assistance at cost
(from Worksheet 1) 2,069,947 1,731,220 338,727 0 250 %
b Medicaid {from Worksheet 3,
column a) 38,201,838 37,312,181 889,657 0 660 %
¢ Costs of other means-tested
government programs (from
Worksheet 3, column b) 0 0 0 0%
d Total Financial Assistance and
Means-Tested Government
Programs 40,271,785 39,043,401 1,228,384 0910 %
Other Benefits
e Community health improvement
services and community benefit
operations (from Worksheet 4) 5,419 0 5,419
f Health professions education
(from Worksheet 5) 14,368,750 5,280,970 9,087,780 6 730 %
g Subsidized health services (from
Worksheet 6) 17,482,356 9,844,770 7,637,586 5660 %
h  Research (from Worksheet 7) 4,568,874 2,653,267 1,915,607 1420 %
1 Cash and in-kind contributions
for community benefit (from
Worksheet 8) 44,932 0 44,932 0030 %
j Total. Other Benefits 36,470,331 17,779,007 18,691,324 13 840 %
k Total. Add lines 7d and 7) 76,742,116 56,822,408 19,919,708 14 750 %
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 501927 Schedule H (Form 990) 2016
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Community Building Activities Complete this table If the organization conducted any community building activities
during the tax year, and describe in Part VI how 1ts community building activities promoted the health of the
communities It serves.

(a) Number of (b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community | (f) Percent of
activities or programs (optional) building expense revenue building expense total expense
(optional)

Physical improvements and housing

Economic development

Community support

Environmental improvements

g |k |w N e

Leadership development and
training for community members

)]

Coalition building

7 Community health improvement
advocacy

8 Workforce development

9 Other
10 Total
Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Heathcare Financial Management Association Statement

No 152 . v v v a h h w w h w e e e e e e 1 | Yes
2 Enter the amount of the organization's bad debt expense Explain in Part VI the

methodology used by the organization to estimate this amount . . . . . . 2 7 813,265

3 Enter the estimated amount of the organization's bad debt expense attributable to patients
eligible under the organization's financial assistance policy Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale, If any, for
including this portion of bad debt as community benefit . . . . . . 3 2,734,643

4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt expense or the
page number on which this footnote 1s contained in the attached financial statements

Section B. Medicare

5 Enter total revenue received from Medicare (including DSH and IME) . . . . . | 5 | 21,251,220
6 Enter Medicare allowable costs of care relating to payments online5 . . . . . | 6 | 22,128,366
7 Subtract line 6 from line 5 This 1s the surplus (or shortfall) . . . . . . . . | 7 | -877,146
8 Describe In Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit

Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6
Check the box that describes the method used
O cost accounting system Cost to charge ratio O other

Section C. Collection Practices

9a Did the organization have a written debt collection policy during the tax year> . . . . . . . . . . 9a | Yes

b If "Yes," did the organization’s collection policy that applied to the largest number of its patients during the tax year
contain provisions on the collection practices to be followed for patients who are known to qualify for financial assistance?
Describe InPart VI .« & &« &+ v 0w e e a e e e 9b | Yes

m Management Companies and Joint Ventures

(owned 10% or more by officers, directors, trustees, key employees, and physicians—see instructions)

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

or stock ownership %

Schedule H (Form 990) 2016
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IEZEXA Facility Information

Section A. Hospital Facilities

(hst in order of size from largest to
smallest—see Instructions)

How many hospital facilities did the
organization operate during the tax year?
1

Name, address, primary website address, and
state license number (and If a group return,
the name and EIN of the subordinate hospital
organization that operates the hospital facility)
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Facility reporting
Other (Describe) group

See Additional Data Table

Schedule H (Form 990) 2016
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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)
THE MEMORIAL HOSPITAL

Name of hospital facility or letter of facility reporting group

Line number of hospital facility, or line numbers of hospital facilities in a facility 1
reporting group (from Part V, Section A):
Yes | No

Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recogmzed by a state as a hospital facility in the current tax

year or the iImmediately preceding tax year?. . . . . . D e e e e e e e e e 1 No
2  Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or the iImmediately

preceding tax year? If “Yes,” provide detalls of the acquisition in Section C P e e e e e e e . 2 No

3 During the tax year or either of the two iImmediately preceding tax years, did the hospital facility conduct a community health
needs assessment (CHNA)? If "No," skip to line 12 Ve e e e e e e e e e 3 Yes

If "Yes," indicate what the CHNA report describes (check all that apply)

a A definition of the community served by the hospital facility
b Demographics of the community

c ¥ Existing health care facilities and resources within the community that are available to respond to the health needs of the
community
[l How data was obtained

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and minority

groups
[¢] The process for identifying and prioritizing community health needs and services to meet the community health needs
h The process for consulting with persons representing the community’s interests

i The impact of any actions taken to address the significant health needs identified in the hospital facility's prior CHNA(s)

i O other (describe in Section C)
4  Indicate the tax year the hospital facility last conducted a CHNA 20 15

5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the broad
Interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the

community, and identify the persons the hospital facility consulted . . . . . + .« .« « + « « + + .+ . . 5 Yes
6 a Was the hospital facility’s CHNA conducted with one or more other hospital facilities? If "Yes," list the other hospital facilities
INSection C v v & v v s ke e h e e e e e e e e e e e e e 6a | Yes
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the
other organizations in Section C . . . . f e e e e e e e 6b | Yes
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 Yes

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

a Hospital facility’s website (list url) WWW CARENEWENGLAND ORG

b L1 other website (hist url)

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

d [ other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skiptoline1l . . . . . . .« + + + « « « = 8 Yes

9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 15

10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10 | Yes
If "Yes" (list url) WWW CARENEWENGLAND ORG
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

11 Describe in Section C how the hospital facility 1s addressing the significant needs identified in its most recently conducted
CHNA and any such needs that are not being addressed together with the reasons why such needs are not being addressed

12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a CHNA as required by
section 501(r)(3)? . v & v 4 v 4 h e h e e e e e e e e e e 12a No

b If "Yes" on line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . . . .+ . . . 12b

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $

Schedule H (Form 990) 2016
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IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
THE MEMORIAL HOSPITAL
Name of hospital facility or letter of facility reporting group
Yes | No

Did the hospital facility have in place during the tax year a written financial assistance policy that
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? 13 | Yes
If “Yes,” indicate the eligibility criteria explained in the FAP

a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200
% and FPG family income limit for eligibility for discounted care of 300 %

b [ income level other than FPG (describe In Section C)

c Asset level

d [ Medical indigency

e Insurance status

f Underinsurance discount

gl Residency

h [ other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients® . . . . . . . . .+ .« .+ .+ .+ « .« . . 14 | Yes

15 Explained the method for applying for financial assistance? . . . . . . « « « + « + &« & 4 4 4 a4 15 | Yes

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

a Described the information the hospital facility may require an individual to provide as part of his or her application

b Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application

c Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process

d Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes

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

a The FAP was widely available on a website (list url)
WWW CARENEWENGLAND ORG

b The FAP application form was widely available on a website (list url)
WWW CARENEWENGLAND ORG

c A plain language summary of the FAP was widely available on a website (list url)
WWW CARENEWENGLAND ORG

d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

e The FAP application form was avalilable upon request and without charge (in public locations in the hospital facility
and by mail)

f A plain language summary of the FAP was available upon request and without charge (in public locations in the
hospital facility and by mail)

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by
recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

h Notifled members of the community who are most likely to require financial assistance about availability of the FAP

i The FAP, FAP application form, and plain language summary of the FAP were translated into the primary language(s)
spoken by LEP populations

i other (describe in Section C)

Schedule H (Form 990) 2016
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Facility Information (continued)
Billing and Collections

THE MEMORIAL HOSPITAL

Name of hospital facility or letter of facility reporting group

Yes | No

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party may take upon non-
payment? . . . . 4 4 0w e e e e e e e e e e e e e e e e 17 | Yes

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

al[] Reporting to credit agency(ies)

b [] Selling an individual’s debt to another party

< Deferring, denying, or requiring a payment before providing medically necessary care due to nonpayment of a previous
bill for care covered under the hospital facility's FAP

d [ Actions that require a legal or judicial process

e [] other similar actions (describe in Section C)

f None of these actions or other similar actions were permitted

19 Did the hospital facility or other authorized party perform any of the following actions during the tax year before making
reasonable efforts to determine the individual’s eligibility under the faciity’'s FAP? . . . . . . . . .+ . . . 19 No

If "Yes," check all actions in which the hospital facility or a third party engaged

a[] Reporting to credit agency(ies)
b [] Selling an individual’s debt to another party
c[ Deferring , denying, or requiring a payment before providing medically necessary care due to nonpayment of a previous
bill for care covered under the hospital facility's FAP
d [ Actions that require a legal or judicial process
e [ ] other similar actions (describe in Section C)
20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether
or not checked) in line 19 (check all that apply)
a Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the
FAP at least 30 days before initiating those ECAs
b Made a reasonable effort to orally notify individuals about the FAP and FAP application process
c Processed incomplete and complete FAP applications
d Made presumptive eligibility determinations
e [ other (describe in Section C)
f ] None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that required
the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals regardless of their|
eligibility under the hospital facility’s financial assistance policy? . . + « « +« + &« « &« v &« & 4 a4 w . 21 | Yes

If "No," indicate why

al[] The hospital facility did not provide care for any emergency medical conditions

b [ The hospital facility’s policy was not in writing

c[] The hospital facility mited who was eligible to receive care for emergency medical conditions (describe in Section C)
d [ other (describe in Section C)

Schedule H (Form 990) 2016
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Page 7

IEZEXA  Facility Information (continued)

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

THE MEMORIAL HOSPITAL

Name of hospital facility or letter of facility reporting group

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

a [] The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service during a prior 12-month
period

b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and all private health
insurers that pay claims to the hospital facility during a prior 12-month period

c [ The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or In combination with
Medicare fee-for-service and all private health insurers that pay claims to the hospital facility during a prior 12-month
period

d[] The hospital facility used a prospective Medicare or Medicaid method

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had insurance
covering such care? .

If "Yes," explain in Section C

24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross charge for any
service provided to that individual? . Poe e e e e e e e e e e

If "Yes," explain in Section C

Yes

23

No

24

No

Schedule H (Form 990) 2016



Schedule H (Form 990) 2016 Page 8
A Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 163, 18e, 19e, 20e, 21c, 21d, 23, and 24. If applicable, provide separate descriptions for each
hospital facility in a facility reporting group, designated by facility reporting group letter and hospital facility line number from Part
V, Section A ("A, 1,” “A, 4," "B, 2,” "B, 3,” etc.) and name of hospital facility.

Form and Line Reference Explanation
See Add'l Data

Schedule H (Form 990) 2016



Schedule H (Form 990) 2016 Page 9
A Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(hst in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 7
Name and address Type of Facility (describe)
1 NOTRE DAME AMBULATORY CENTER AMBULATORY CENTER

1000 BROAD STREET
CENTRAL FALLS, RI 02863

2 MEMORIAL HOSPITAL LAB SERVICE CENTER LAB
126 PROSPECT STREET
PAWTUCKET, RI 02860

3 MEMORIAL HOSPITAL LAB SERVICE CENTER LAB
1145 MAIN STREET
PAWTUCKET, RI 02860

4 MEMORIAL HOSPITAL OF RI LAB LAB
174 ARMISTICE BLVD
PAWTUCKET, RI 02860

5 MEMORIAL HOSPITAL LAB SERVICE CENTER LAB
640 GEORGE WASHINGTON HIGHWAY
LINCOLN, RI 02865

6 MEMORIAL HOSPITAL OF RI LAB LAB
101 FERRIS STREET
PAWTUCKET, RI 02860

7 MEMORIAL HOSPITAL OF RI LAB LAB
966 MINERAL SPRING AVENUE
NORTH PROVIDENCE, RI 02904

10

Schedule H (Form 990) 2016
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IEAZ] Supplemental Information

Provide the following information

1
2

Required descriptions. Provide the descriptions required for Part I, lines 3¢, 6a, and 7, Part II and Part III, lines 2, 3, 4, 8 and 9b

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

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

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

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

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

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

990 Schedule H, Supplemental Information

Form and Line Reference Explanation

Part 1, line 3¢

Not applicable




990 Schedule H, Supplemental Information

Form and Line Reference Explanation

Schedule h, part 1, question 6a Not applicable




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Schedule h, part 1, question 7g

No costs relating to subsidized healthcare services are attributable to any physician clinics




990 Schedule H, Supplemental Information

Form and Line Reference Explanation

WORKSHEET 2, "RATIO OF PATIENT CARE COST-TO-CHARGES" WAS USED TO COMPLETE THE COST-TO-
ICHARGE RATIO USED IN PART 1, LINE 7, utihzing datA from the financiaL STATEMENTS AND MEDICARE
ICOST REPORT FOR FY 2017

Schedule h, part |, question 7




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

SCHEDULE H, PART II

[The Memorial Hospital has direct involvement in numerous community building activities that promote and

improve the health status and general betterment of the communities served by the hospital This is
accomplished through service on state and regional advocacy committees and boards, volunteerism with
local community-based non-profit advocacy groups, and participation in conferences and other educational
activities to promote understanding of the root causes of health concerns This organization provides
leducational materials, conducts community health fairs and holds health education seminars and outreach
sessions for its patients and for community providers Presentations are provided by physicians, nurses and
other healthcare professionals




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

4

Schedule h, part 111, section a, question

PROVISION FOR BAD DEBT WAS CALCULATED USING THE ORGANIZATION'S BAD DEBT EXPENSE FROM ITS
[AUDITED FINANCIAL STATEMENTS, NET OF ACCOUNTS WRITTEN OFF AT CHARGES THE ORGANIZATION
IAND ITS AFFILIATES PREPARE AND ISSUE AUDITED CONSOLIDATED FINANCIAL STATEMENTS THE
SYSTEM'S ALLOWANCE FOR DOUBTFUL ACCOUNTS (PROVISION FOR BAD DEBT) METHODOLOGY AND
CHARITY CARE POLICIES ARE CONSISTENTLY APPLIED ACROSS ALL HOSPITAL AFFILIATES THE ATTACHED
TEXT WAS OBTAINED FROM THE FOOTNOTES TO THE AUDITED FINANCIAL STATEMENTS OF THE
(ORGANIZATION Allowance for Doubtful Accounts Accounts receivable are reduced by an allowance for
doubtful accounts In evaluating the collectability of accounts receivable, the Health System analyzes its
past history and identifies trends for each of its major payor sources of revenue to estimate the appropriate
allowance for doubtful accounts and provision for bad debts Management regularly reviews data about
these major payor sources of revenue in evaluating the sufficiency of the allowance for doubtful accounts
For receivables associated with services provided to patients who have third-party coverage, the Health
System analyzes contractually due amounts and provides an allowance for doubtful accounts and a
provision for bad debts, If necessary (for example, for expected uncollectible deductibles and copayments on
accounts for which the third-party payor has not yet paid, or for payors who are known to be having
financial difficulties that make the realization of amounts due unlikely) For receivables associated with self-
pay patients (which includes both patients without insurance and patients with deductible and copayment
balances due for which third-party coverage exists for part of the bill), the Health System records a
significant provision for bad debts in the period of service on the basis of its past experience, which
indicates that many patients are unable or unwilling to pay a portion of their bill for which they are
financially responsible The difference between the standard rates (or the discounted rates If negotiated)
and the amounts actually collected after all reasonable collection efforts have been exhausted is charged off
against the allowance for doubtful accounts CHARITY CARE THE HEALTH SYSTEM PROVIDES CARE TO
PATIENTS WHO MEET CERTAIN CRITERIA UNDER THEIR CHARITY CARE POLICIES WITHOUT CHARGE OR AT
[AMOUNTS LESS THAN ESTABLISHED RATES BECAUSE THE HEALTH SYSTEM DOES NOT PURSUE
COLLECTION OF AMOUNTS DETERMINED TO QUALIFY AS CHARITY CARE, THEY ARE NOT REPORTED AS
NET PATIENT REVENUE




Form and Line Reference

Explanation

Schedule h, part 111, section b, question

8

The inpatient medicare allowable costs were determined from the submitted fy 2017 medicare cost report,
worksheet d-1, line 49 Worksheet d-1, line 49 does not include direct gme c osts The outpatient
allowable costs come from worksheet e, part b medicare underpayments and Bad debt 1s community
benefit and associated costs are includable on the form 990, sc hedule h, part 1 the organization did not
include medicare underpayments (shortfall) and bad debt in the calculation of their community benefit
percentage however, The organizati on feels that medicare underpayments (shortfall) and bad debt are
community benefit and as sociated costs are includable on the form 990, schedule h, part 1 As outlined
more fully below, the organization believes that these services and related costs promote the health of the
community as a whole and are rendered in conjunction with the organization's chart able tax-exempt
purposes and mission in providing medically necessary healthcare services to all individual's in a non-
discriminatory manner without regard to race, color, creed, s ex, national origin or ability to pay and
consistent with the community benefit standard p romulgated by the irs The community benefit standard
Is the current standard for a hospit al for recognition as a tax-exempt and charitable organization under
internal revenue code ("irc") 501(c)(3) The organization Is recognized as a tax-exempt entity and
charitable o rganization under 501(c)(3) of the irc Although there is no definition In the tax code fo r the
term "charitable”, a regulation promulgated by the department of the treasury provid es some guidance
and states that "[t]he term charitable i1s used in 501(c)(3) In its genera Ily accepted legal sense,provides
examples of charitable purposes, including the relief of the poor or unprivileged, the promotion of social
welfare, and the advancement of educati on, religion, and science Note it does not explicitly address the
activities of hospitals In the absence of explicit statutory or regulatory requirements applying the term
"chari table" to hospitals, 1t has been left to the irs to determine the criteria hospitals must meet to qualify
as Irc 501(c)(3) charitable organizations The original standard was known as the charity care standard
This standard was replaced by the irs with the community be nefit standard which is the current standard
Charity care standard In 1956, the irs issue d revenue ruling 56-185, which addressed the requirements
hospitals needed to meet In orde r to qualify for irc 501(c)(3) status One of these requirements i1s known
as the "charity care standard " under the standard, a hospital had to provide, to the extent of its financ ial
ability, free or reduced-cost care to patients unable to pay for it A hospital that e xpected full payment did
not, according to the ruling, provide charity care based on the f act that some patients ultimately failed to
pay The ruling emphasized that a low level of charity care did not necessarily mean that a hospital had
failled to meet the requirement since that level could reflect its financial ability to provide such care The
ruling also noted that publicly supported community hospitals would normally qualify as charitable or
ganizations because they serve the entire community, and a low level of charity care would not affect a
hospital's exempt status If it was due to the surrounding community's lack o f charitable demands
Community benefit standard In 1969, the irs issued revenue ruling 69 -545, which "remove[d]" from
revenue ruling 56-185 "the requirements relating to caring fo r patients without charge or at rates below
cost " under the standard developed In revenue ruling 69-545, which 1s known as the "community benefit
standard," hospitals are judged o n whether they promote the health of a broad class of individuals in the
community The ru ling involved a hospital that only admitted individuals who could pay for the services
(by themselves, private insurance, or public programs such as medicare), but operated a full- time
emergency room that was open to everyone The Irs ruled that the hospital qualified a s a charitable
organization because it promoted the health of people In its community The irs reasoned that because the
promotion of health was a charitable purpose according to t he general law of charity, it fell within the
"generally accepted legal sense" of the term "charitable,” as required by treas Reg 1 501(c)(3)-1(d)(2)
The irs ruling stated that the promotion of health, like the relief of poverty and the advancement of
education and r eligion, 1s one of the purposes in the general law of charity that 1s deemed beneficial to
the community as a whole even though the class of beneficiaries eligible to receive a dir ect benefit from
Its activities does not include all members of the community, such as ind igent members of the
community, provided that the class i1s not so small that its relief i1s not of benefit to the community The irs
conclude




Form and Line Reference

Explanation

Schedule h, part 111, section b, question

8

d that the hospital was "promoting the health of a class of persons that is broad enough t o benefit the
community” because its emergency room was open to all and it provided care t o everyone who could pay,
whether directly or through third-party reimbursement Other cha racteristics of the hospital that the irs
highlighted included the following its surplus funds were used to Improve patient care, expand hospital
facilities, and advance medical t raining, education, and research, it was controlled by a board of trustees
that consisted of independent civic leaders, and hospital medical staff privileges were available to all
qualified physicians The organization believes that medicare underpayments and bad debt a re
community benefit and associated costs are includable on the form 990, schedule h, part 1 The american
hospital association ("aha") feels that medicare underpayments (shortfall ) and bad debt are community
benefit and thus includable on the form 990, schedule h, part 1 This organization agrees with the aha
position As outlined in the aha letter to the | rs dated august 21, 2007 with respect to the first published
draft of the new form 990 and schedule h, the aha felt that the irs should incorporate the full value of the
community benefit that hospitals provide by counting medicare underpayments (shortfall) as quantifia ble
community benefit for the following reasons - providing care for the elderly and serv ing medicare
patients 1s an essential part of the community benefit standard - medicare, like medicaid, does not pay
the full cost of care Recently, medicare reimburses hospitals only 92 cents for every dollar they spend to
take care of medicare patients The medicare payment advisory commission ("medpac") in its march 2007
report to congress cautioned tha t underpayment will get even worse, with margins reaching a 10-year
low at negative 5 4 pe rcent - many medicare beneficiaries, like their medicaid counterparts, are poor
More tha n 46 percent of medicare spending Is for beneficiaries whose income Is below 200 percent o f the
federal poverty level Many of those medicare beneficiaries are also eligible for me dicaid -- so called
eligibles " There I1s every compelling public policy reason to treat me dicare and medicaid underpayments
similarly for purposes of a hospital's community benefit and include these costs on form 990, schedule h,
part 1 Medicare underpayment must be sh ouldered by the hospital in order to continue treating the
community's elderly and poor T hese underpayments represent a real cost of serving the community and
should count as a qu antifiable community benefit Both the aha and this organization also feel that
patient ba d debt 1s a community benefit and thus includable on the form 990, schedule h, part1 Lik e
medicare underpayment (shortfalls), there also are compelling reasons that patient bad d ebt should be
counted as quantifiable community benefit as follows - a significant majori ty of bad debt Is attributable
to low-income patients, who, for many reasons, decline to ¢ omplete the forms required to establish
eligibility for hospitals' charity care or financi al assistance programs A 2006 congressional budget office
("cbo") report, nonprofit hospi tals and the provision of community benefits, cited two studies indicating
that "the great majonity of bad debt was attributable to patients with income below 200% of the federal p
overty line " - the report also noted that a substantial portion of bad debt i1s pending ch arity care Unlike
bad debt in other industries, hospital bad debt is complicated by the f act that hospitals follow their
mission to the community and treat every patient that come s through their emergency department,
regardless of ability to pay Patients who have outs tanding bills are not turned away, unlike other
industries Bad debt is further complicate d by the auditing industry's standards on reporting charity care
Many patients cannot or do not provide the necessary




990 Schedule H, Supplemental Information

Form and Line Reference Explanation

Schedule h, part 111, section b, question Memorial hospital of rhode island does not pursue collection for those patients who qualify for 100%
ob ! ! ’ financial assistance, but our normal collection policy would apply for patients receiving partial financial
assistance (discounted by reason of income/assets on the fpg between 200% and 300%) or facing extreme

hardships
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Form and Line Reference Explanation
Schedule h, part vi, question 2 IN ADDITION TO THE INTERNAL REVENUE CODE 501(R) COMMUNITY HEALTH NEEDS ASSESSMENT
! ! INFORMATION OUTLINED IN FORM 990, SCHEDULE H, PART V, SECTION B, CARE NEW ENGLAND HEALTH

SYSTEM CONDUCTS A REVIEW OF KEY MARKET FACTORS FOR THE MEMORIAL HOSPITAL ANNUALLY WHICH
INCLUDES The organization continually reviews and evaluates current and proposed programs to ensure
that programs offering the most benefit will continue to be supported by the hospital The hospital aligns its
community programs In support of the rhode island department of health healthy people 2010 initiatives
(OBJECTIVE 5 RESPONSIBLE SEXUAL BEHAVIOR, OBJECTIVE 6 MENTAL HEALTH, OBJECTIVE 7 INJURY
JAND VIOLENCE, OBJECTIVE 9 IMMUNIZATION AND OBJECTIVE 10 ACCESS TO HEALTHCARE PLEASE
REFER TO SCHEDULE O FOR A DETAILED COMMUNITY BENEFIT STATEMENT
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Form and Line Reference

Explanation

Schedule h, part vi, question 3

As a not for-profit entity, Memorial hospital of rhode island’s first consideration in the admission and
placement or treatment of any patient Is the patient's medical needs Some patients hesitate to obtain
necessary care because of their financial concerns A notice of financial aid appears on all statements sent
to patients Also, It Is prominently posted in the patient assessment department, admission areas,
outpatient care areas and on the organization's website Also, the notice is available in the three most
common languages used by the patient population in accordance with the applicable "standards for
culturally and linguistically appropriate services in healthcare" (standards 4 and 7, based on title vi of the
civil rights act of 1964) Uninsured and underinsured patients are counseled at the point of service or during
the billing process about any federal, state or local programs that they may be eligible for, and assistance
with applications Is also provided
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Form and Line Reference

Explanation

Schedule h, part vi, question 4

Memorial hospital of rhode island’s primary service area consists of the cities of Pawtucket, Central Falls,
East Providence, and the towns of Lincoln and Cumberland, with a total population of 192,216 for 2013 per
[Truven Health Analytics The average household income 1s $61,792 and on average 13 8% of the population
in these zip codes has iIncome below the poverty level One hospital serves the primary service area and a
significant percent of hospital discharges are medicare, medicaid and uninsured patients Data from Truven
Health Analytics Inc for 2013 indicated that this area consisted of the following groups 67 2% of the
population were caucasian, 16 8% of the population were hispanics and latinos of any race and 7 7% were
black or african American, and 3 5% reported other ethnicities
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Form and Line Reference Explanation

Schedule h, part vi, question 5 [The organization and the entire care new england health system promote the health of the community on a

! ! daily basis throughout the year The system coordinates and offers numerous community benefit programs,
activities and support groups to the community Please refer to schedule o for a detailed community benefit
statement




Form and Line Reference

Explanation

Schedule h, part vi, question 6

OUTLINED BELOW IS A SUMMARY OF THE ENTITIES WHICH COMPRISE THE CARE NEW ENGLAND HEALTH
SYS TEM NOT FOR-PROFIT CARE NEW ENGLAND HEALTH SYSTEM ENTITIES CARE NEW ENGLAND
HEALTH SYSTE M CARE NEW ENGLAND HEALTH SYSTEM IS THE TAX-EXEMPT PARENT OF THE CARE NEW
ENGLAND HEALTH S YSTEM ("CNE") THIS TAX-EXEMPT INTEGRATED HEALTHCARE DELIVERY SYSTEM
CONSISTS OF A GROUP O F AFFILIATED HEALTHCARE ORGANIZATIONS THIS ORGANIZATION IS THE
SOLE MEMBER OR STOCKHOLDER OF EACH AFFILIATED ENTITY CNE IS AN INTEGRATED SYSTEM OF
HEALTHCARE PROVIDERS THROUGHOUT THE STATE OF RHODE ISLAND CARE NEW ENGLAND HEALTH
SYSTEM IS AN ORGANIZATION RECOGNIZED B Y THE INTERNAL REVENUE SERVICE AS TAX-EXEMPT
PURSUANT TO INTERNAL REVENUE CODE 501(C)(3) A ND AS A NON-PRIVATE FOUNDATION PURSUANT
TO INTERNAL REVENUE CODE 509(A)(3) AS THE PARENT ORGANIZATION, CARE NEW ENGLAND HEALTH
SYSTEM STRIVES TO CONTINUALLY DEVELOP AND OPERATE A MULTI-HOSPITAL HEALTHCARE SYSTEM
WHICH PROVIDES SUBSTANTIAL COMMUNITY BENEFIT THROUGH THE PROVISION OF A COMPREHENSIVE
SPECTRUM OF HEALTHCARE SERVICES TO THE RESIDENTS OF RHODE ISL AND AND SURROUNDING
COMMUNITIES CARE NEW ENGLAND HEALTH SYSTEM ENSURES THAT ITS SYSTEM PR OVIDES
MEDICALLY NECESSARY HEALTHCARE SERVICES TO ALL INDIVIDUALS REGARDLESS OF RACE, COLO R,
CREED, SEX, NATIONAL ORIGIN OR ABILITY TO PAY NO INDIVIDUALS ARE DENIED NECESSARY MEDI
CAL CARE, TREATMENT OR SERVICES CNE'S ACTIVE HOSPITALS INCLUDE BUTLER HOSPITAL, WOMEN &
I NFANTS HOSPITAL OF RHODE ISLAND, KENT COUNTY MEMORIAL HOSPITAL AND THE MEMORIAL
HOSPITAL EACH OF THESE HOSPITALS OPERATES CONSISTENTLY WITH THE FOLLOWING CRITERIA
OUTLINED IN IRS REVENUE RULING 6S9-545 1 EACH PROVIDES MEDICALLY NECESSARY HEALTHCARE
SERVICES TO ALL IND IVIDUALS REGARDLESS OF ABILITY TO PAY, INCLUDING CHARITY CARE, SELF-
PAY, MEDICARE AND MEDI CAID PATIENTS, 2 EACH OPERATES AN ACTIVE EMERGENCY ROOM FOR ALL
PERSONS, WHICH IS OPEN 24 HOURS A DAY, 7 DAYS A WEEK, 365 DAYS PER YEAR, 3 EACH MAINTAINS
AN OPEN MEDICAL STAFF, W ITH PRIVILEGES AVAILABLE TO ALL QUALIFIED PHYSICIANS, 4 CONTROL
OF EACH RESTS WITH THE CO MMON BOARD OF DIRECTORS OF CARE NEW ENGLAND HEALTH SYSTEM
THE BOARD IS COMPRISED OF A MAJ ORITY OF INDEPENDENT CIVIC LEADERS AND OTHER PROMINENT
MEMBERS OF THE COMMUNITY, AND 5 SU RPLUS FUNDS ARE USED TO IMPROVE THE QUALITY OF
PATIENT CARE, EXPAND AND RENOVATE FACILITIE S AND ADVANCE MEDICAL CARE, PROGRAMS AND
ACTIVITIES BUTLER HOSPITAL BUTLER HOSPITAL IS A 117-BED NON-PROFIT PRIVATE, NON-PROFIT
PSYCHIATRIC AND SUBSTANCE ABUSE HOSPITAL FOR ADULTS , ADOLESCENTS, CHILDREN, AND
SENIORS LOCATED IN PROVIDENCE, RHODE ISLAND BUTLER HOSPITAL IS RECOGNIZED BY THE
INTERNAL REVENUE SERVICE AS AN INTERNAL REVENUE CODE 501(C)(3) TAX-EX EMPT ORGANIZATION
PURSUANT TO ITS CHARITABLE PURPOSES, THE ORGANIZATION PROVIDES MEDICALL Y NECESSARY
HEALTHCARE SERVICES TO ALL INDIVIDUALS REGARDLESS OF RACE, COLOR, CREED, SEX, NATIONAL
ORIGIN OR ABILITY TO PAY MOREOQOVER, BUTLER HOSPITAL OPERATES CONSISTENTLY WITH TH E
CRITERIA OUTLINED IN IRS REVENUE RULING 659-545 KENT COUNTY MEMORIAL HOSPITAL KENT COUNT
Y MEMORIAL HOSPITAL IS A 359-BED NON-PROFIT ACUTE CARE HOSPITAL LOCATED IN WARWICK,
RHODE ISLAND KENT COUNTY MEMORIAL HOSPITAL IS RECOGNIZED BY THE INTERNAL REVENUE
SERVICE AS AN INTERNAL REVENUE CODE 501(C)(3) TAX-EXEMPT ORGANIZATION PURSUANT TO ITS
CHARITABLE PURPOS ES, THE ORGANIZATION PROVIDES MEDICALLY NECESSARY HEALTHCARE
SERVICES TO ALL INDIVIDUALS R EGARDLESS OF RACE, COLOR, CREED, SEX, NATIONAL ORIGIN OR
ABILITY TO PAY MOREOVER, KENT CO UNTY MEMORIAL HOSPITAL OPERATES CONSISTENTLY WITH THE
CRITERIA OUTLINED IN IRS REVENUE RUL ING 69-545 WOMEN & INFANTS HOSPITAL OF RHODE ISLAND
WOMEN & INFANTS HOSPITAL OF RHODE ISL AND IS A 247-BED AND 60-BASSINET NON-PROFIT
SPECIALTY HOSPITAL FOR WOMEN AND NEWBORNS LOCA TED IN PROVIDENCE, RHODE ISLAND WOMEN
& INFANTS CORPORATION IS RECOGNIZED BY THE INTERNAL REVENUE SERVICE AS AN INTERNAL
REVENUE CODE 501(C)(3) TAX-EXEMPT ORGANIZATION PURSUANT T O ITS CHARITABLE PURPOSES,
THE ORGANIZATION PROVIDES MEDICALLY NECESSARY HEALTHCARE SERVIC ES TO ALL INDIVIDUALS
REGARDLESS OF RACE, COLOR, CREED, SEX, NATIONAL ORIGIN OR ABILITY TO PAY MOREOVER,
WOMEN & INFANTS CORPORATION OPERATES CONSISTENTLY WITH THE CRITERIA OUTLIN ED IN IRS
REVENUE RULING 69-545 BUTLER HOSPITAL FOUNDATION BUTLER HOSPITAL FOUNDATION IS AN
ORGANIZATION RECOGNIZED BY THE INTERNAL REVENUE SERVICE AS TAX-EXEMPT PURSUANT TO
INTER NAL REVENUE CODE 501(C)(3) AND AS A NON-PRIVATE FOUNDATION PURSUANT TO INTERNAL
REVENUE CO DE 509(A)(3) THROUGH FUNDRAISING ACTIVITIES THE ORGANIZATION SUPPORTS THE
CHARITABLE PURP OSES, PROGRAMS AND SERVICES OF BUTLER HOSPITAL, A RELATED INTERNAL
REVENUE CODE 501(C)(3) TAX-EXEMPT ORGANIZATION, THAT PROVIDES MEDICALLY NECESSARY
HEALTHCARE SERVICES TO ALL INDI VIDUALS IN A NON-DISCRIMINATORY MANNER REGARDLESS OF
RACE, COLOR, CREED, SEX, NATIONAL ORI GIN OR ABILITY TO PAY KENT COUNTY VISITING NURSE
ASSOCIATION KENT COUNTY VISITING NURSE A SSOCIATION IS AN ORGANIZATION RECOGNIZED BY
THE IN




Form and Line Reference

Explanation

Schedule h, part vi, question 6

TERNAL REVENUE SERVICE AS TAX-EXEMPT PURSUANT TO INTERNAL REVENUE CODE 501(C)(3) AND AS
A NON-PRIVATE FOUNDATION PURSUANT TO INTERNAL REVENUE CODE 509(A)(1) THE ORGANIZATION
PROVI DES MEDICALLY NECESSARY HEALTHCARE SERVICES TO ALL INDIVIDUALS REGARDLESS OF
RACE, COLOR, CREED, SEX, NATIONAL ORIGIN OR ABILITY TO PAY KENT HOSPITAL FOUNDATION KENT
HOSPITAL FOUN DATION IS AN ORGANIZATION RECOGNIZED BY THE INTERNAL REVENUE SERVICE AS
TAX-EXEMPT PURSUAN T TO INTERNAL REVENUE CODE 501(C)(3) AND AS A NON-PRIVATE FOUNDATION
PURSUANT TO INTERNAL REVENUE CODE 509(A)(3) THROUGH FUNDRAISING ACTIVITIES THE
ORGANIZATION SUPPORTS THE CHARI TABLE PURPOSES, PROGRAMS AND SERVICES OF KENT COUNTY
MEMORIAL HOSPITAL, A RELATED INTERNAL REVENUE CODE 501(C)(3) TAX-EXEMPT ORGANIZATION,
THAT PROVIDES MEDICALLY NECESSARY HEALTHC ARE SERVICES TO ALL INDIVIDUALS IN A NON-
DISCRIMINATORY MANNER REGARDLESS OF RACE, COLOR, CREED, SEX, NATIONAL ORIGIN OR ABILITY
TO PAY WOMEN & INFANTS DEVELOPMENT FOUNDATION WOME N & INFANTS DEVELOPMENT
FOUNDATION IS AN ORGANIZATION RECOGNIZED BY THE INTERNAL REVENUE S ERVICE AS TAX-EXEMPT
PURSUANT TO INTERNAL REVENUE CODE 501(C)(3) AND AS A NON-PRIVATE FOUN DATION PURSUANT
TO INTERNAL REVENUE CODE 509(A)(3) THROUGH FUNDRAISING ACTIVITIES THE ORG ANIZATION
SUPPORTS THE CHARITABLE PURPOSES, PROGRAMS AND SERVICES OF WOMEN & INFANTS HOSPI TAL
OF RHODE ISLAND, A RELATED INTERNAL REVENUE CODE 501(C)(3) TAX-EXEMPT ORGANIZATION, TH
AT PROVIDES MEDICALLY NECESSARY HEALTHCARE SERVICES TO ALL INDIVIDUALS IN A NON-
DISCRIMINA TORY MANNER REGARDLESS OF RACE, COLOR, CREED, SEX, NATIONAL ORIGIN OR ABILITY
TO PAY THE MEMORIAL HOSPITAL FOUNDATION THE MEMORIAL HOSPITAL FOUNDATION IS AN
ORGANIZATION RECOGNIZE D BY THE INTERNAL REVENUE SERVICE AS TAX-EXEMPT PURSUANT TO
INTERNAL REVENUE CODE 501(C)(3 ) AND AS A NON-PRIVATE FOUNDATION PURSUANT TO INTERNAL
REVENUE CODE 509(A)(3) THROUGH FUN DRAISING ACTIVITIES THE ORGANIZATION SUPPORTS THE
CHARITABLE PURPOSES, PROGRAMS AND SERVIC ES OF THE MEMORIAL HOSPITAL, A RELATED
INTERNAL REVENUE CODE 501(C)(3) TAX-EXEMPT ORGANIZA TION, THAT PROVIDES MEDICALLY
NECESSARY HEALTHCARE SERVICES TO ALL INDIVIDUALS IN A NON-DI SCRIMINATORY MANNER
REGARDLESS OF RACE, COLOR, CREED, SEX, NATIONAL ORIGIN OR ABILITY TO P AY VNA OF CARE NEW
ENGLAND FOUNDATION VNA OF CARE NEW ENGLAND FOUNDATION IS AN ORGANIZATI ON RECOGNIZED
BY THE INTERNAL REVENUE SERVICE AS TAX-EXEMPT PURSUANT TO INTERNAL REVENUE C ODE 501(C)
(3) AND AS A NON-PRIVATE FOUNDATION PURSUANT TO INTERNAL REVENUE CODE 50S(A)(3)
THROUGH FUNDRAISING ACTIVITIES THE ORGANIZATION SUPPORTS KENT COUNTY VISITING NURSE
ASSOC IATION THE CHARITABLE PURPOSES, PROGRAMS AND SERVICES OF KENT COUNTY VISITING
NURSE ASSOCI ATION, A RELATED INTERNAL REVENUE CODE 501(C)(3) TAX-EXEMPT ORGANIZATION,
THAT PROVIDES ME DICALLY NECESSARY HEALTHCARE SERVICES TO ALL INDIVIDUALS IN A NON-
DISCRIMINATORY MANNER RE GARDLESS OF RACE, COLOR, CREED, SEX, NATIONAL ORIGIN OR ABILITY
TO PAY WOMEN & INFANTS CO RPORATION WOMEN & INFANTS CORPORATION IS AN ORGANIZATION
RECOGNIZED BY THE INTERNAL REVENU E SERVICE AS TAX-EXEMPT PURSUANT TO INTERNAL REVENUE
CODE 501(C)(3) AND AS A NON-PRIVATE F OUNDATION PURSUANT TO INTERNAL REVENUE CODE 509(A)
(3) THE ORGANIZATION IS THE PARENT ENTI TY OF WOMEN & INFANTS HOSPITAL OF RHODE ISLAND
AND ITS AFFILIATES, WHICH PROVIDE MEDICALLY NECESSARY HEALTHCARE SERVICES TO ALL
INDIVIDUALS REGARDLESS OF RACE, COLOR, CREED, SEX, N ATIONAL ORIGIN OR ABILITY TO PAY WIH
FACULTY PHYSICIANS, INC WIH FACULTY PHYSICIANS, INC IS AN ORGANIZATION RECOGNIZED BY
THE INTERNAL REVENUE SERVICE AS TAX-EXEMPT PURSUANT TO INTERNAL REVENUE CODE 501(C)(3)
AND AS A NON-PRIVATE FOUNDATION PURSUANT TO INTERNAL REVEN UE CODE 509(A)(2) THE
ORGANIZATION PROVIDES MEDICALLY NECESSARY HEALTHCARE SERVICES TO AL L INDIVIDUALS
REGARDLESS OF RACE, COLOR, CREED, SEX, NATIONAL ORIGIN OR ABILITY TO PAY HE ALTHTOUCH,
INC HEALTHTOUCH, INC IS AN ORGANIZATION RECOGNIZED BY THE INTERNAL REVENUE SE RVICE AS
TAX-EXEMPT PURSUANT TO INTERNAL




990 Schedule H, Supplemental Information

Form and Line Reference Explanation

Schedule h, part vi, question 7 Not applicable The entity and related provider organizations are located in rhode island No community
! ! benefit report Is filed with the state of rhode 1sland




Additional Data

Software ID:
Software Version:
EIN: 05-0259004
Name: THE MEMORIAL HOSPITAL

Form 990 Schedule H, Part V Section A. Hospital Facilities

)

. - A oo O m
Section A. Hospital Facilities Eli|T E =z P T 3
tlz|Z|a |5 8|2
a3 (22853
(list in order of size from largest to i = '2. § il =0
smallest—see instructions) g E_L a 3 & 2 |e
How many hospital facilities did the ke 215 |z ® =
organization operate during the tax year? 2 Ll2 |2 é’ i
1
g 2
Is] =8
IName, address, primary website address, and 2 Facility
state license number - Other (Describe) reporting group
1 THE MEMORIAL HOSPITAL X X X X X X 1

111 BREWSTER STREET
PAWTUCKET, RI 02860
WWW MHRI ORG
HOS00130




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20¢, 21¢, 21d, 23, and 24. If applicable, provide separate descriptions for each

hospital facility in a facility reporting group, designated by facility reporting group letter and hospital facility ine number from Part
V, Section A ("A, 1,” “A, 4," B, 2,” "B, 3,” etc.) and name of hospital facility.

Form and Line Reference

Explanation
SCH H, PART V, SEC B, Q'S NOT APPLICABLE
3J1,7D,13B,13H,15E,16J,18E,19E,20E,21C,21D,238&24

SCHEDULE H, PART V, SECTION B, QUESTION 5

The COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) included wide participation of public
health experts and representatives of medically underserved, low income, and minority
populations The RI Department of Health (DOH) and Health Equity Zone (HEZ) partners
were Included throughout the process to collect insights and proved access to underserved
populations Partner Forums which included more than 40 participants were held in
Providence and Pawtucket Input from these forums was used to develop priorities for the

plan




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20¢, 21¢, 21d, 23, and 24. If applicable, provide separate descriptions for each

hospital facility in a facility reporting group, designated by facility reporting group letter and hospital facility ine number from Part
V, Section A ("A, 1,” “A, 4," B, 2,” "B, 3,” etc.) and name of hospital facility.

Form and Line Reference

Explanation

SCHEDULE H, PART V, SECTION
B, QUESTIONS 6A & 6B

Care New England Health System (CNE) participated in a statewide Community Health Needs Assessment, led by
the Hospital Association of Rhode Island (HARI), and its member hospitals (Our Lady of Fatima Hospital, Roger
Willlams Medical Center, Landmark Medical Center, South County Hospital and The Westerly Hospital) HARI
CHNA partners jointly conducted a prioritization to identify key statewide community health needs Care New
England Health System's hospitals Butler Hospital, Kent Hospital, Memorial Hospital of Rhode Island, and
Women & Infants Hospital identified system priorities and developed a system-wide Implementation Plan which
aligned with the prioritized statewide health 1ssues Each hospital also CONDUCTED its own Needs Assessment

SCHEDULE H, PART V, SECTION
B, QUESTION 7A

The organization 1s an affiliate within Care New England Health System, a tax-exempt integrated healthcare
delivery system ("system") Due to character limitationS, the website listed in Part V, Section B, Question 7A, Is
the home page for the system The CHNA can be accessed at the following page included in the systems
Website http //www carenewengland org/about/upload/memorial-hospital-final-2016 pd f




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Form and Line Reference

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20¢, 21¢, 21d, 23, and 24. If applicable, provide separate descriptions for each

hospital facility in a facility reporting group, designated by facility reporting group letter and hospital facility ine number from Part
V, Section A ("A, 1,” “A, 4," B, 2,” "B, 3,” etc.) and name of hospital facility.

SCHEDULE H, PART V,

Explanation

SECTION B, QUESTION 8

SCHEDULE H, PART V,

THE FACILITY, WITH LIMITED RESOURCES, PRIORITIZED HEALTH NEEDS THAT WERE IDENTIFIED AND
DEVELOPED AN IMPLEMENTATION PLAN TO ADDRESS THESE PRIORITY HEALTH NEED AREAS THE SYSTEM AND
FACILITY STRATEGIC PLAN MAPS TO IMPROVED COMMUNITY HEALTH AND THE CHNA IMPLEMENTATION PLAN
THE CHNA IMPLEMENTATION PLAN INCLUDES RESOURCES, ACTION AND GOALS (MEASURABLE)

SECTION B, QUESTION 10A

The organization Is an affiliate within Care New England Health System, a tax-exempt integrated healthcare

delivery system ("system") Due to character imitationS, the website listed in Part V, Section B, Question 10A, I1s
the home page for the system The IMPLEMENTATION STRATEGY can be accessed at the following page included
In the systems Website http //www carenewengland org/about/upload/memorial-hospital-final-2016 pd f




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20¢, 21¢, 21d, 23, and 24. If applicable, provide separate descriptions for each

hospital facility in a facility reporting group, designated by facility reporting group letter and hospital facility ine number from Part
V, Section A ("A, 1,” “A, 4," B, 2,” "B, 3,” etc.) and name of hospital facility.

Form and Line Reference

Explanation

SCHEDULE H, PART V, SECTION
B, QUESTION 11

The HARI CHNA Steering Committee correlated quantitative and qualitative data from the 2016 CHNA and
compared with findings from the 2013 CHNA and RI DOH Community Health Improvement Plan to define
statewide health priorities In line with the 2013 CHNA and the RI DOH, the following community health issues
were identified as priorities across the state - Behavioral Health, - Chronic Disease Diabetes & Heart Disease,
AND - Maternal & Child Health Care New England adopted the following priorities and assigned executive
sponsors for each of the statewide goals Behavioral Health - Prevent opioid use addiction and opioid addiction
In conjunction with other substances, AND - Decrease morbidity and mortality from opioid use and opioid use
with other substances Chronic Disease Diabetes - Reduce the number of new cases of diabetes, AND -
Decrease morbidity and mortality from type 2 diabetes and diabetes-related conditions Maternal and Child
Health - Increase health pregnancies and improve birth outcomes for at-risk mothers and babies, AND - Reduce
the disparity in prenatal care, preterm births, low birthweight, and infant mortality among at-risk black/African
American families

SCHEDULE H, PART V, SECTION
B, QUESTION 16

THE ORGANIZATION IS AN AFFILIATE WITHIN CARE NEW ENGLAND HEALTH SYSTEM, A TAX-EXEMPT
INTEGRATED HEALTHCARE DELIVERY SYSTEM ("SYSTEM") DUE TO CHARACTER LIMITATIONS, THE WEBSITE
LISTED IN PART V, SECTION B, QUESTIONS 16A, 16B AND 16C, IS THE HOME PAGE FOR THE SYSTEM THE
ORGANIZATION'S FINANCIAL ASSISTANCE POLICY, FINANCIAL ASSISTANCE APPLICATION AND PLAIN
LANGUAGE SUMMARY CAN BE ACCESSED AT THE FOLLOWING URL WHICH IS INCLUDED IN THE SYSTEM'S
WEBSITE HTTP //WWW CARENEWENGLAND ORG/PATIENT-RESOURCES/FINANCIAL-ASSISTANCE CFM
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Schedule ]
(Form 990)

Department of the
Treasury

Internal Revenue
Service

Compensation Information OMB No 1545-0047

For certain Officers, Directors, Trustees, Key Employees, and Highest

Compensated Employees
» Complete if the organization answered "Yes" on Form 990, Part 1V, line 23.

» Attach to Form 990.

» Information about Schedule J (Form 990) and its instructions is at www.irs.qgov /form990. Open to Public
Inspection

Name of the organization Employer identification number

THE MEMORIAL HOSPITAL

05-0259004

m Questions Regarding Compensation

1a Check the appropiate box(es) If the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a Complete Part III to provide any relevant information regarding these items

 First-class or charter travel  Housing allowance or residence for personal use
r Travel for companions r
r Taxidemnification and gross-up payments ~ Health or social club dues or initiation fees
~ Discretionary spending account r

b Ifany ofthe boxes in 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 III to explain 1ib

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, officers, including the CEO /Executive Director, regarding the items checked in line 13? 2

3 Indicate which, If any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director Check all that apply Do not check any boxes for methods
used by a related organization to establish compensation of the CEO/Executive Director, but explain in Part II1

- Compensation committee ~ Written employment contract
I~ Independent compensation consultant - Compensation survey or study
 Form 990 of other organizations - Approval by the board or compensation committee

4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a with respect to the filing organization
or a related organization

a Recelve a severance payment or change-of-control payment? d4a | Yes

Participate I1n, or receive payment from, a supplemental nonqualified retirement plan? 4b | Yes

Yes | No

Payments for business use of personal residence

Personal services (e g, maid, chauffeur, chef)

c Participate in, or receive payment from, an equity-based compensation arrangement? 4c No

If"Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part III

Only 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.

5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of

a The organization? 5a No

Any related organization? 5b No

If"Yes," online 5a or 5b, describe in Part IT1

6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of

The organization? 6a | Yes
Any related organization? 6b | Yes
If"Yes," online 6a or 6b, describe in Part IT1

7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described inlines 5 and 6? If "Yes," describe in Part II1 7 | Yes

8 Were any amounts reported on Form 990, Part VII, paid or accured pursuant to a contract that was
subject to the initial contract exception described in Regulations section 53 4958-4(a)(3)? If "Yes," describe

in Part III

9 If"Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in Regulations
section 53 4958-6(c)? 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50053T Schedule J (Form 990) 2015



Schedule J (Form 990) 2015

Page 2

Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies If additional space I1s needed.

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row {1} and from related organizations, described I1n the
instructions, on row (11) Do not list any individuals that are not listed on Form 990, Part VII
Note. The sum of columns (B)(1)-(1n) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E}) amounts for that individual

(A) Name and Title

(B) Breakdown of W-2 and/or 1099-MISC compensation

Base
(1) compensation

(1i)
Bonus & incentive
compensation

(1in)
Other reportable
compensation

(C) Retirement and
other deferred
compensation

(D) Nontaxable
benefits

(E) Total of columns

(B)(1)-(D)

(F) Compensation in

column(B}) reported

as deferred on prior
Form 990

See Additional Data Table

Schedule J (Form 990) 2015



Schedule J (Form 990) 2015 Page 3

m Supplemental Information

Provide the information, explanation, or descriptions required for Part1, lines 1a,1b, 3,4a, 4b, 4c, 5a,5b, 6a,6b,7,and 8, and for Part Il Also complete this part for any additional information

| Return Reference | Explanation

See Additional Data |

Schedule J (Form 990) 2015



Additional Data

Software ID:
Software Version:
EIN: 05-0259004
Name: THE MEMORIAL HOSPITAL

Part I1II, Supplemental Information

Return Reference Explanation
IN ACCORDANCE WITH INTERNAL REVENUE SERVICE FORM 990 RULES, REGULATIONS AND INSTRUCTIONS, THE COMPENSATION REPORTED
PART VII AND SCHEDULE J IN CORE FORM, PART VII AND SCHEDULE J, PART II OF THIS FORM 990 IS DERIVED FROM 2016 FORMS W-2 AND FORMS 1099 (IF

APPLICABLE)



Part I1II, Supplemental Information

Return Reference Explanation

CERTAIN INDIVIDUALS INCLUDED IN SCHEDULE J, PART II RECEIVED A SEVERANCE PAYMENT WHICH AMOUNTS WERE

SCHEDULE J,PART I, QUESTION|INCLUDED ON EACH INDIVIDUAL'S 2016 FORM W-2,B0OX 5, AS TAXABLE MEDICARE WAGES EDWARD M SCHOTTLAND,

an $240,581, PAULA BEAUDOIN, $208,761, RUTH MCNAUGHTON, $82,499, KEVIN F REYNOLDS, $66,300, AND JOHN M
SUTHERLAND III,$168,565



Part I1II, Supplemental Information

Return Reference

Explanation

SCHEDULE 1, PART I, QUESTION
4B

THE AMOUNT REFLECTED IN COLUMN B(III) FOR THE FOLLOWING INDIVIDUAL INCLUDES VEDSTED BENEFITS IN AN
INTERNAL REVENUE CODE SECTION 457(F) PLAN (NON-QUALIFIED DEFERRED COMPENSATION PLAN)AS THE AMOUNT WAS
NO LONGER SUBJECT TO A SUBSTANTIAL RISK OF COMPLETE FORFEITURE THE AMOUNT OUTLINED HEREIN WERE INCLUDED
IN HIS 2016 FORM W-2,BOX 5,AS TAXABLE MEDICARE WAGES DENNIS D KEEFE, $92,633 THE DEFERRED COMPENSATION
AMOUNT IN COLUMN C FOR THE FOLLOWING INDIVIDUALs INCLUDES UNVESTED BENEFITS IN AN INTERNAL REVENUE CODE
SECTION 457(F) PLAN (NON-QUALIFIED DEFERRED COMPENSATION PLAN) WHICH ARE SUBJECT TO A SUBSTANTIAL RISK OF
COMPLETE FORFEITURE ACCORDINGLY, THE INDIVIDUALS MAY NEVER ACTUALLY RECEIVE THIS UNVESTED BENEFIT
AMOUNT THE AMOUNTS OUTLINED HEREIN WERE NOT INCLUDED IN EACH INDIVIDUAL'S 2016 FORM W-2, AS TAXABLE
WAGES ALYSSA V BOSS,ESQ ,$37,351 AND F JOSEPH IANNONI, $179,001



Part I1II, Supplemental Information

Return Reference

Explanation

SCHEDULE J,PART I, QUESTION
6A & 6B

THE EXECUTIVE COMPENSATION PACKAGE FOR VARIOUS INDIVIDUALS REPORTED ON THIS FORM 990 CONSISTS OF BOTH A
FIXED SALARY AND ADDITIONAL AT-RISK COMPENSATION THAT IS BASED ON SEVERAL QUALITATIVE AND QUANTITATIVE
COMPONENTS THE AT-RISK COMPENSATION IS COMPRISED OF BOTH SHORT-TERM AND LONG-TERM FACTORS AS FOLLOWS
THE SHORT-TERM INCENTIVE PROGRAM PROVIDES AN OPPORTUNITY FOR PROGRAM PARTICIPANTS TO EARN AN INCENTIVE
AWARD BASED ON THE ACHIEVEMENT OF CRITICAL STRETCH GOALS THAT RECOGNIZE PERFORMANCE ABOVE
EXPECTATIONS THESE GOALS ARE MEASURED FOR EACH FISCAL PERIOD IN THE FOLLOWING CRITICAL AREAS QUALITY,
FINANCIAL AND PATIENT SATISFACTION THE LONG-TERM INCENTIVE PROGRAM PROVIDES AN OPPORTUNITY FOR
PROGRAM PARTICIPANTS TO EARN AN INCENTIVE AWARD BASED ON THE ACCOMPLISHMENT OF CRITICAL MULTI-YEAR
SYSTEM PERFORMANCE OBJECTIVES AWARDS ARE EARNED BY MEASURING SYSTEM PERFORMANCE OVER THREE-YEAR
OVERLAPPING PERFORMANCE PERIODS AND ARE MEASURED IN REFERENCE TO GOALS IN THE FOLLOWING CRITICAL AREAS

NET INCOME FROM OPERATIONS, MARKET SHARE, PATIENT SATISFACTION AND STRATEGIC OBJECTIVE



Part I1II, Supplemental Information

Return Reference Explanation

CERTAIN INDIVIDUALS INCLUDED IN SCHEDULE J, PART IT RECEIVED A BONUS DURING CALENDAR YEAR 2016 WHICH
SCHEDULE J, PART I, QUESTION|AMOUNTS WERE INCLUDED IN COLUMN B(II) HEREIN AND IN EACH INDIVIDUAL'S 2016 FORM W-2,BOX 5, AS TAXABLE
7 MEDICARE WAGES PLEASE REFERTO THIS SECTION OF THE FORM 990, SCHEDULE J FOR THISINFORMATION BY PERSON BY
AMOUNT



Form 990, Schedule J, Part II - Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
(B) Breakdown of W-2 and/or 1099-MISC compensation

(A) Name and Title

(C) Retirement and

(D) Nontaxable

(E) Total of columns (F) Compensation in

0] (i) (iii) other deferred benefits (BY(1)-(D) column (B)
Base Bonus & Other compensation reported as deferred
Compensation Incentive reportable on prior Form 950
compensation compensation
1DENNIS D KEEFE 1 0
DIRECTOR - o 0 0 0 0 0 0
PRESIDENT/CEO/CNE |, | = gng aael| -~ °°°°°°°7°577 | =527 =7==7| ====7=¥=¥====°=°=°7| === 7=°=T==™=E™ET°C°| "ETTEEEEETTT| TT°EO,TE,T,EEEETC
() 898,135 200,000 176,122 23,850 - - 0
24,116 1,322,223
1SUSAN M KELLY MD 1 0
DIRECTOR o 0 0 0 0 0 0
() 280,522 0 19,622 21,200 - - 0
11,272 332,616
2DENISE M ARCAND MD 1 0
DIRECTOR (TERMED o 0 0 0 0 0 0
D2 7 5 T P e e s e e
(n 148,893 8,094 18,612 10,758 - - 0
17,044 203,401
3LOUIS ] MARINO MD 1 0
DIRECTOR (TERMED) o 0 0 0 0 0 0
() 286,352 0 630 23,850 - - 0
23,801 334,633
4ALYSSA V BOSS ESQ 1 0
ASST SEC/EVP & GENERAL o 0 0 0 0 0 0
[0 U e e e e e e e
(n 342,778 33,027 34,501 55,356 - - 0
23,943 489,605
5F JOSEPH IANNONI 1 0
ASST TREAS /EVP/CFO/CNE o 0 0 0 0 0 0
(m 504,710 0 42,838 192,251 - - 0
23,532 763,331
6EILEEN DOBBING 1 228,826
SVP CNO (TERM 3/2/17) o 22882 0 3,751 6,900 7,955 247,432 0
(m 0 0 0 0 - - 0
0 0
7IAMES M BURKE : 0
VP, FINANCE MED/SURG o 0 0 0 0 0 0
wosp |, iAaa 6o - -°°TT=TT====="| T-°/T=========""| ~TT=/=T°TT/="T=""| "TT°/,/TEET/T/TEET)| o TEET,T/EEEETST~T| TEEET/T,ETEE/TTS
() 193,876 0 10,079 15,212 - - 0
13,374 232,541
8JEFFREY BORKAN MD : 292,072
CHIEF -« FAMILY MEDICINE o 292,07 1,000 0 0 20,076 313,148 0
(m 0 0 0 0 - - 0
0 0
9KEITH E MACKSOUD CRNA : 165,565
SENIOR FACULTY (TERM o 165,36 0 4,419 8,400 16,761 195,145 0
- 2 T P [ e e e e
) (n o 0 0 0 - - 0
0 0
10MARK A FOSTER CRNA | 168,430
CRNA PROGRAM DIRECTOR o 16843 0 1,463 8,323 7,470 185,686 0
(m 0 0 0 0 - - 0
0 0
11RUTH MCNAUGHTON : 81,262
DIRECTOR (TERMED 7/1/16) w8126 0 88,305 0 11,636 181,203 0
(m Y 0 0 0 - - 0
0 0
12KEVIN F REYNOLDS | 63,784
Director (TERMED 620/ 16) o 63,78 0 79,362 3,856 9,167 156,169 0
(m 0 0 0 0 - - 0
0 0
13JOHN M SUTHERLAND III 1 0
FORMER OFFICER o 0 0 0 0 0 0
(m Y 0 329,064 0 - - 0
3,825 332,889
14EDWARD M SCHOTTLAND | 0
FORMER OFFICER o 0 0 0 0 0 0
() 0 0 247,538 0 - - 0
0 247,538
15PAUL A BEAUDOIN 1 0
FORMER OFFICER o 0 0 0 0 0 0
(m Y 0 208,761 0 - - 0
14,070 222,831
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SCHEDULE O
(Form 990 or 990-
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Department of the Treasun
X

L &

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on
Form 990 or 990-EZ or to provide any additional information.
» Attach to Form 990 or 990-EZ.
» Information about Schedule O (Form 990 or 990-EZ) and its instructions is at
www.irs.gov/form990.

OMB No 1545-0047

Open to Public
Inspection

Name of the organization
THE MEMORIAL HOSPITAL

Employer identification number

05-0259004



990 Schedule O, Supplemental Information

Return Reference

Explanation

CORE FORM, PART
IIl, STATEMENT OF
PROGRAM SERVICE
ACCOMPLISHMENTS

MEMORIAL HOSPITAL OF RHODE ISLAND ("MEMORIAL") IS A NOT FOR-PROFIT COMMUNITY HOSPITAL MEM
ORIAL IS RECOGNIZED BY THE IRS AS AN INTERNAL REVENUE CODE SECTION 501(C)(3) TAX-EXEMPT OR
GANIZATION PURSUANT TO ITS CHARITABLE PURPOSES, MEMORIAL PROVIDES MEDICALLY NECESSARY
HEA LTHCARE SERVICES TO ALL INDIVIDUALS IN A NON-DISCRIMINATORY MANNER REGARDLESS OF AGE,
SEX, RACE, COLOR, RELIGION, NATIONAL ORIGIN, ETHNICITY, CULTURE, LANGUAGE, DISABILITY, MARITAL
STATUS, EDUCATION, SEXUAL ORIENTATION, GENDER IDENTITY OR EXPRESSION, INCOME, OR ABILITY TO
PAY BILL MOREOVER, MEMORIAL OPERATES CONSISTENTLY WITH THE FOLLOWING CRITERIA OUTLINED IN
IRS REVENUE RULING 69-545 1 MEMORIAL PROVIDES MEDICALLY NECESSARY HEALTHCARE SERVICE S TO
ALL INDIVIDUALS REGARDLESS OF ABILITY TO PAY, INCLUDING CHARITY CARE, SELF- PAY, MEDI CARE AND
MEDICAID PATIENTS, 2 MEMORIAL OPERATES AN ACTIVE EMERGENCY ROOM FOR ALL PERSONS, WHICH IS
OPEN 24 HOURS A DAY, 7 DAYS A WEEK, 365 DAYS PER YEAR, 3 MEMORIAL MAINTAINS AN OPEN MEDICAL
STAFF, WITH PRIVILEGES AVAILABLE TO ALL QUALIFIED PHYSICIANS, 4 CONTROL OF M EMORIAL RESTS
WITH THE BOARD OF DIRECTORS OF CARE NEW ENGLAND HEALTH SYSTEM WHICH IS COMPR ISED OF
INDEPENDENT CIVIC LEADERS AND OTHER PROMINENT MEMBERS OF THE COMMUNITY, AND 5 SUR PLUS
FUNDS ARE USED TO IMPROVE THE QUALITY OF PATIENT CARE, EXPAND AND RENOVATE FACILITIES AND
ADVANCE MEDICAL CARE, PROGRAMS AND ACTIVITIES THE OPERATIONS OF MEMORIAL, AS SHOWN T
HROUGH THE FACTORS OUTLINED ABOVE AND OTHER INFORMATION CONTAINED HEREIN, CLEARLY
DEMONSTR ATE THAT THE HOSPITAL PROVIDES SUBSTANTIAL COMMUNITY BENEFIT AND THAT THE USE
AND CONTROL OF MEMORIAL IS FOR THE BENEFIT OF THE PUBLIC AND THAT NO PART OF THE INCOME OR
NET EARNING S OF THE ORGANIZATION INURES TO THE BENEFIT OF ANY PRIVATE INDIVIDUAL NOR IS ANY
PRIVATE | NTEREST BEING SERVED OTHER THAN INCIDENTALLY *In accordance with Rhode Island Department
of Healths ("RIDOH") regulatory processes and measures, Care New Englands ("CNE") Memorial Hospital of Rhode
Island ("MHRI") filed a reverse certificate of need application with Rl DOH to close MHRIs Emergency Department and
cease primary care services Following the app roval from RIDOH regarding the Emergency Department in December of
2017, CNE recognizes th e significant impact this decision has, and will continue to have, on residents and hospit al
employees CNE remains committed to ensuring access to community-based, outpatient care that meets the future health
care needs In the Blackstone Valley HISTORY ======= AS OF S EPTEMBER 3, 2013, SOUTHEASTERN
HEALTHCARE SYSTEM, INC ("SHS"), AN INTERNAL REVENUE CODE S ECTION 501(C)3) TAX-EXEMPT
ORGANIZATION LOCATED IN RHODE ISLAND AND SOUTHEASTERN MASSACHU SETTS, BECAME A
SUBSIDIARY OF CARE NEW ENGLAND HEALTH SYSTEM ("CARE NEW ENGLAND"), AN INTE RNAL REVENUE
CODE SECTION 501(C)(3) TAX-EXEMPT ORGANIZATION AND THE PARENT ENTITY OF A RHO DE ISLAND
BASED TAX-EXEMPT INTEGRATED HEALTHCARE DELIVERY SYSTEM SHS IS THE SOLE CORPORAT E
MEMBER OF MEMORIAL CARE NEW
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ENGLAND BECAME THE PARENT ORGANIZATION AND SOLE MEMBER OF SHS AS A RESULT OF THIS ACQUISI
TION CARE NEW ENGLAND AND SHS BELIEVE THAT THE ACQUISITION WILL GREATLY IMPROVE COMPREHEN
SIVE HEALTHCARE SERVICES FOUNDED IN 1901, MEMORIAL HAS GROWN STEADILY FROM A 30-BED INSTI
TUTION TO A 13-ACRE TEACHING INSTITUTION WITH 294 BEDS AND TWO SATELLITE PRIMARY CARE CENT ER
FACILITIES IN RHODE ISLAND AND NEARBY MASSACHUSETTS MEMORIAL HAS COME TO EMBODY A MYRI AD
OF INTERNATIONALLY-RENOWNED RESEARCH STUDIES, ACTIVE CARDIOLOGY, CANCER AND PULMONARY P
ROGRAMS, AND AN IN AND OUT-PATIENT REHABILITATION CENTER MEMORIAL HAS ALSO FOSTERED A HEA
LTHY RELATIONSHIP WITH THE WARREN ALPERT MEDICAL SCHOOL OF BROWN UNIVERSITY, SERVES AS AM
AJOR TEACHING AFFILIATE FOR BOTH INTERNAL AND FAMILY MEDICINE, AS WELL AS SERVING AS A TRA
INING LOCATION FOR ALPERT MEDICAL SCHOOL'S PODIATRY RESIDENTS THE FAMILY MEDICINE PROGRAM
IS THE ONLY ONE OF ITS KIND IN THE STATE TO OFFER A PRIMARY CARE MEDICAL HOME, INTEGRATIN G
THE BROAD RANGE OF PREVENTIVE COUNSELING AND DIAGNOSTIC AND TREATMENT SERVICES IN ONE SE
TTING THESE ELEMENTS COMBINE FOR A DYNAMIC ATMOSPHERE IN WHICH MEMORIAL REACHES BEYOND
TH E BOUNDARIES OF CONVENTIONAL MEDICINE TO DEVELOP BOLD NEW PROGRAMS AND SERVICES THAT
ARE D ESIGNED TO HELP PEOPLE STAY HEALTHY BEFORE, DURING AND AFTER HOSPITALIZATION THE
COMMITME NT TO THE COMMUNITY HAS HELPED FUEL MEMORIAL'S DYNAMIC GROWTH THROUGH THE
DECADES, FROM TH E CONSTRUCTION OF A PRIVATE WING FOR 23 PATIENTS CONSTRUCTED IN 1918 FOR
JUST $50,975 TO T HE OPENING OF THE SPECTACULAR $12 6 MILLION SAYLES BUILDING IN 1987 CARE NEW
ENGLAND HEAL TH SYSTEM WAS FORMED IN FEBRUARY 1996 BY FOUNDING MEMBERS BUTLER HOSPITAL,
KENT COUNTY MEM ORIAL HOSPITAL AND WOMEN & INFANTS HOSPITAL OF RHODE ISLAND THESE THREE
HOSPITALS ARE ALL INTERNAL REVENUE CODE SECTION 501(C)(3) TAX-EXEMPT ORGANIZATIONS AS
OUTLINED EARLIER, SH S, WHICH INCLUDES MEMORIAL, JOINED CARE NEW ENGLAND IN SEPTEMBER OF
2013 IN JUNE 1999, KE NT COUNTY VISITING NURSE ASSOCIATION BECAME A MEMBER OF THE CARE NEW
ENGLAND FAMILY, AND L ATER THAT YEAR ANNOUNCED ITS NAME CHANGE TO VNA OF CARE NEW
ENGLAND [N 2000, HEALTHTOUCH, INC , A PRIVATE DUTY NURSING SERVICE, JOINED THE DIVISION TODAY,
VNA OF CARE NEW ENGLAND PROVIDES A BROAD SPECTRUM OF HOME HEALTH AND HOSPICE SERVICES
THE CARE NEW ENGLAND HEALT H SYSTEM WAS FOUNDED IN 1996 BY MEMBERS COMMITTED TO THE
VISION THAT WE CAN BUILD A BETTER SYSTEM OF HEALTHCARE FOR THE PEOPLE AND COMMUNITIES OF
SOUTHEASTERN NEW ENGLAND THE SYST EM OFFERS THE LATEST ADVANCES IN MEDICINE, SPECIALTY-
TRAINED DOCTORS, AND RENOWNED SERVICE S AND CARE AN INTEGRATED HEALTH SYSTEM THAT
OFFERS A CONTINUUM OF QUALITY CARE, CARE NEW ENGLAND IS MOVING HEALTHCARE FORWARD AND
REINVENTING THE WAY HEALTHCARE IS DELIVERED THIS APPROACH PUTS A BROAD SPECTRUM OF CARE -
ADDRESSING CANCER, CARDIAC REHABILITATION, HYPER BARIC MEDICINE, PARKINSON'S DISEASE,
MATERNAL-FETAL MEDICINE AND FETAL SURGERY, ADVANCED L APAROSCOPIC AND ROBOTIC SURGER
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Y, STROKE AND ADDICTION TREATMENT - ALL UNDER ONE UMBRELLA SO THEY ARE EASILY ACCESSIBLET O
PATIENTS AND FAMILIES CARE NEW ENGLAND INCLUDES BUTLER HOSPITAL, RHODE ISLAND'S ONLY P
RIVATE, NONPROFIT PSYCHIATRIC AND SUBSTANCE ABUSE HOSPITAL FOR ADULTS, ADOLESCENTS, CHILDR
EN AND SENIORS, KENT COUNTY MEMORIAL HOSPITAL, THE LARGEST COMMUNITY HOSPITAL IN THE

STATE , PROVIDING A FULL SPECTRUM OF PRIMARY AND SECONDARY ACUTE CARE SERVICES, WOMEN &
INFANTS HOSPITAL OF RHODE ISLAND, ONE OF THE NATION'S BUSIEST OBSTETRICAL FACILITIES WITH ONE
OF T HE NATION'S LARGEST SINGLE-FAMILY ROOM NEONATAL INTENSIVE CARE UNITS, THE AREA'S ONLY
TERT IARY LEVEL NEONATAL FACILITY, AND VARIOUS SPECIALTY SERVICES, MEMORIAL HOSPITAL OF
RHODE | SLAND, ONE OF THE STATES MOST PROGRESSIVE PROPONENTS OF PRIMARY CARE AND THE
INTEGRATION O F SPECIALTY SERVICES, THE VNA OF CARE NEW ENGLAND, WHICH PROVIDES A BROAD
SPECTRUM OF HOME HEALTH, HOSPICE AND PRIVATE DUTY NURSING SERVICES FOR NEW MOTHERS, THE
ELDERLY AND THE TE RMINALLY ILL, AND THE PROVIDENCE CENTER, PROVIDING OUTPATIENT MENTAL
HEALTH AND SUBSTANCE USE SERVICES IN PATIENTS' HOMES, SCHOOLS AND NEIGHBORHOODS THE
SYSTEM INCLUDES A SOLID, D IVERSE COMBINATION OF PHYSICIAN SPECIALISTS AND GENERALISTS AND A
STRONG COMMITMENT TO EDU CATION BUTLER, MEMORIAL AND WOMEN & INFANTS HOSPITALS ARE
MAJOR TEACHING AFFILIATES OF TH E WARREN ALPERT MEDICAL SCHOOL OF BROWN UNIVERSITY, WHILE
KENT IS A TEACHING SITE FOR THE UNIVERSITY OF NEW ENGLAND COLLEGE OF OSTEOPATHIC MEDICINE
IN ADDITION, CARE NEW ENGLAND | S COMMITTED, THROUGH NATIONAL AND INTERNATIONALLY-FUNDED
AND RECOGNIZED RESEARCH PROJECTS, TO FINDING ANSWERS TO MANY OF TODAY'S MEDICAL
QUESTIONS CARE NEW ENGLAND PROVIDES MEDICA LLY NECESSARY HEALTHCARE SERVICES TO
PATIENTS WHO MEET CERTAIN CRITERIA UNDER ITS CHARITY CARE POLICY WITHOUT CHARGE OR AT
AMOUNTS LESS THAN THE ESTABLISHED RATES BECAUSE CARE NEW ENGLAND DOES NOT PURSUE
COLLECTION OF AMOUNTS DETERMINED TO QUALIFY AS CHARITY CARE, IT | S NOT REPORTED AS
REVENUE CHARITY CARE INCLUDES SERVICES TO UNINSURED PATIENTS WHO CARE N EW ENGLAND HAS
DETERMINED QUALIFY FOR CHARITY CARE UNDER CARE NEW ENGLAND POLICIES SERVIC ES TO
UNINSURED PATIENTS WHO ARE NOT ELIGIBLE FOR CHARITY CARE OR WHO CARE NEW ENGLAND WAS NOT
ABLE TO DETERMINE THEIR ELIGIBILITY ARE NOT REPORTED AS CHARITY CARE BUT REPORTED IN THE
PROVISION FOR BAD DEBTS ADDITIONALLY, CARE NEW ENGLAND SPONSORS CERTAIN OTHER PROGRAM S
WHICH PROVIDE SUBSTANTIAL BENEFIT TO THE BROADER COMMUNITY SUCH PROGRAMS INCLUDE SERVIC
ES TO NEEDY POPULATIONS INCLUDING COMMUNITY SERVICE PROGRAMS AND SERVICES FOR SCHOOL-
AGED CHILDREN AND THE ELDERLY CARE NEW ENGLAND ALSO ACTIVELY SPONSORS PROGRAMS ON
HEALTH EDUCA TION AND WELLNESS CARE NEW ENGLAND MAINTAINS RECORDS TO IDENTIFY AND
MONITOR THE LEVEL OF CHARITY CARE AND COMMUNITY SERVICE IT PROVIDES THESE RECORDS INCLUDE
THE AMOUNT OF CHARG ES FORGONE BASED ON ESTABLISHED RATES FOR SERVICES AND SUPPLIES
FURNISHED UNDER ITS CHARIT Y AND COMMUNITY SERVICE POLICI
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MISSION ======= MEMORIAL'S MISSION IS TO BE YOUR PARTNER IN HEALTH VISION ====== MEMORIAL 'S
VISION TO CREATE A COMMUNITY OF HEALTHIER PEOPLE VALUES ====== MEMORIAL'S ORGANIZATION AL
VALUES EMPHASIZE INDIVIDUAL CONTRIBUTIONS AND TEAM APPROACH THAT FOSTER - ACCOUNTABILITY,
- CARING, AND - TEAMWORK OVERVIEW ======== MEMORIAL'S MAIN CAMPUS IS IN PAWTUCKET, RH ODE
ISLAND, AND IT OPERATES PRIMARY CARE AND OTHER SERVICES IN OFF-SITE LOCATIONS IN PAWTU CKET
AND CENTRAL FALLS, RI AND PLAINVILLE, MASSACHUSETTS MEMORIAL ALSO HAS A STATE-OF-THE -ART
CANCER AND CARDIOVASCULAR TREATMENT FACILITY IN PAWTUCKET, Rl THE MOST TELLING INDIC ATION
OF THE HOSPITAL'S DEDICATION TO EDUCATION IS EMBODIED IN ITS AFFILIATION WITH THE AL PERT
MEDICAL SCHOOL CREATED IN 1969, THE RELATIONSHIP HAS BROUGHT THOUSANDS OF THE BEST Y OUNG
MEDICAL STUDENTS, INTERNS, RESIDENTS AND RESEARCH FELLOWS IN THE COUNTRY THROUGH THE
HOSPITAL'S DOORS FOR STUDY AND PRACTICE MEMORIAL HAS GROWN INTO THE SECOND LARGEST
TEACHI NG HOSPITAL IN THE STATE, WITH THE MAJORITY OF THE FULL-TIME MEDICAL STAFF AFFILIATED
WITH THE MEDICAL SCHOOL, AND DOZENS OF RESIDENTS IN VARIOUS SPECIALTIES WORKING AT THE
HOSPITAL MEMORIAL IS HOME TO ALPERT MEDICAL SCHOOL'S FAMILY MEDICINE AND INTERNAL MEDICINE
RESID ENCY PROGRAMS, THROUGH WHICH STAFF PHYSICIANS TEACH MEDICAL RESIDENTS ABOUT
REHABILITATION AND RESTORATIVE CARE THIS INFUSION INVIGORATED MEMORIAL'S MEDICAL RESEARCH
ENDEAVORS TO DAY, MORE THAN 50 RESEARCH PROJECTS SUPPORTED BY MORE THAN $2 5 MILLION IN
FEDERAL FUNDS, RANKS THE HOSPITAL AMONG THE TOP RESEARCH HOSPITALS IN RHODE ISLAND
MEMORIAL IS ALSO ON T HE FOREFRONT IN THE FIELD OF FAMILY MEDICINE, WHICH EMPHASIZES THE ROLE
OF THE PRIMARY CAR E PHYSICIAN AS THE ORCHESTRATOR OF CARE AND TREATMENT FOR MEMBERS OF
AN ENTIRE FAMILY THE SE DOCTORS PROVIDED PREVENTIVE HEALTHCARE ASSESSMENTS AND
COUNSELING FOR FAMILIES IN ADDIT ION TO THEIR TRADITIONAL DIAGNOSTIC AND TREATMENT SERVICES
ALPERT MEDICAL SCHOOL'S FAMILY MEDICINE TEACHING PROGRAM IS ANCHORED AT MEMORIAL HOSPITAL,
AND RESIDENTS UNDERGO RIGOROU S TRAINING IN A WIDE VARIETY OF MEDICAL AREAS, INCLUDING
PEDIATRICS, GERONTOLOGY, SURGERY, EMERGENCY MEDICINE, OBSTETRICS, GYNECOLOGY, INTERNAL
AND BEHAVIORAL MEDICINE THROUGHOUT THE THREE-YEAR PROGRAM, RESIDENTS WORK DIRECTLY WITH
FAMILIES IN NEIGHBORHOOD HEALTH CENTE RS, PRIVATE PHYSICIAN OFFICES AND AS STAFF MEMBERS OF
MEMORIAL'S CENTER FOR PRIMARY CARE A ND PREVENTION IN THAT CAPACITY, THEY PROVIDE FAMILY
PLANNING SERVICES, ASSESS LEARNING DI SABILITIES, PROVIDE FAMILY CRISIS INTERVENTION AND OFFER
A FULL SCOPE OF TRADITIONAL MEDIC AL SERVICES COMPREHENSIVE SERVICES

MEMORIAL IS HOME TO SOPHISTICAT ED TECHNOLOGY AND EXPERIENCED
HIGHLY SKILLED TECHNOLOGISTS, NURSES, AND PHYSICIANS MEMORI AL PROVIDES ADVANCED
HEALTHCARE IN AN ENVIRONMENT OF CARING, COMPASSION AND DEDICATION TO EXCELLENCE THE
HOSPITAL PROVIDES THE FOLLOWING SERVICES - AMBULATORY CENTER - ANESTHESIO LOGY -
AUDIOLOGY & HEARING SER
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VICES - CANCER CENTER - CARDIAC REHABILITATION - CARDIOVASCULAR CENTER - COMPREHENSIVE CON
CUSSION MANAGEMENT CENTER - CRITICAL CARE MEDICINE - DERMATOLOGY - DIABETES - DIAGNOSTIC |
MAGING - EMERGENCY SERVICES - ENDOCRINOLOGY - ENDOSCOPY CENTER - FAMILY MEDICINE - GASTROE
NTEROLOGY - GERIATRIC SERVICES - GYNECOLOGY - HEMATOLOGY/ONCOLOGY - HOSPITALIST SERVICE -
INFECTIOUS DISEASES - INTERNAL MEDICINE - LABORATORY SERVICES (OUTPATIENT) - NEW ENGLAND P
EDIATRIC CENTER OF NEURODEVELOPMENT - NEUROLOGY - NEUROSURGERY - NUTRITION SERVICES -
OCCU PATIONAL THERAPY (OUTPATIENT) - ORTHOPAEDICS AND SPORTS MEDICINE - PAIN MANAGEMENT
CENTER - PASTORAL CARE PROGRAM - PEDIATRIC PRIMARY CARE CENTER - PEDIATRIC SPECIALTY CLINICS
- PE DIATRICS - PHYSICAL THERAPY (OUTPATIENT) - PODIATRY FOR ADULTS AND CHILDREN - PULMONARY
CE NTER - REHABILITATION (IN AND OUTPATIENT) - SLEEP CENTER - SOCIAL SERVICES - SPASTICITY -
SPEECH THERAPY (OUTPATIENT) - STROKE CENTER - SURGICAL SERVICES - TONE MANAGEMENT - TRAVEL
CLINIC - URGENT CARE CENTER COMMUNITY SERVICE TODAY, MEMORIAL HOSPITAL OF
RHODE ISLAND IS A VIBRANT, NOT-FOR-PROFIT HEALTH, TEACHING AND RESEARCH CENTER BUILT ON A
FOUNDATION OF PHILANTHROPY THAT SPANS GENERATIONS AND IS KNOWN THROUGHOUT THE
BLACKSTON E VALLEY, EAST BAY REGIONS OF RHODE ISLAND AND IN BRISTOL COUNTY, MASSACHUSETTS
IT 1S AL EADING AND INNOVATIVE HEALTHCARE RESOURCE WITH A TRADITION OF TREATING PATIENTS
REGARDLESS OF THEIR ABILITY TO PAY AND IS COMMITTED TO PROVIDING MODERN FACILITIES THAT
PROVIDE STAT E-OF-THE-ART CARE FOR ALL IN ADDITION TO CHARITY CARE, MEMORIAL HOSPITAL ALSO
PROVIDES NU MEROUS SERVICES TO THE COMMUNITY AT NO CHARGE, INCLUDING LANGUAGE
INTERPRETATION, PHYSICIA N REFERRAL, COMMUNITY HEALTH SCREENINGS, HEALTH AND WELLNESS
EDUCATION, AND SUPPORT GROUPS THESE SERVICES ARE POSSIBLE BECAUSE THE HOSPITAL
CONSTANTLY STRIVES TO INVEST IN ITS FAC ILITIES, EQUIPMENT AND PERSONNEL
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CORE THE ORGANIZATION IS AN AFFILIATE WITHIN CARE NEW ENGLAND HEALTH SYSTEM AND AFFILIATES, A TAX-EXEMPT
FORM, INTEGRATED HEALTHCARE DELIVERY SYSTEM ("SYSTEM") THE ORGANIZATION'S FORM 990 REFLECTS NO TOP FIVE
PART V, INDEPENDENT CONTRACTORS FOR SERVICES AND REPORTS THAT NO FORMS 1099 WERE FILED WITH THE

QUESTION | INTERNAL REVENUE SERVICE ("IRS") CARE NEW ENGLAND HEALTH SYSTEM, A RELATED INTERNAL REVENUE CODE
1A & CORE | SECTION 501(C)(3) TAX-EXEMPT ORGANIZATION PAYS ALL OUTSTANDING ACCOUNTS PAYABLE INVOICES ON BEHALF
FORM, OF THIS ORGANIZATION IN CONJUNCTION WITH THIS SERVICE, CARE NEW ENGLAND HEALTH SYSTEM ALSO

PART VII, PREPARES AND ISSUES FORMS 1099 TO THESE VENDORS RECEIVING PAYMENTS WHERE APPLICABLE AND FILES
SECTION B | THESE FORMS 1099 WITH THE IRS CARE NEW ENGLAND HEALTH SYSTEM ALLOCATES THESE PAYMENTS TO THE
ORGANIZATION VIA AN INTERCOMPANY ACCOUNT
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CHARLES R REPPUCCI, ESQ AND ROBERT G FLANDERS, JR, ESQ - BUSINESS RELATIONSHIP
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CORE THE HOSPITAL ENGAGES SODEXHO MANAGEMENT, INC TO BE AN AGENT OF THE HOSPITAL AND DELEGATES
FORM, CONTROL TO SODEXHO IN THE MANAGEMENT OF DAILY OPERATIONS OF ITS FOOD AND NUTRITION DEPARTMENT
PART VI, THE SODEXHO MANAGEMENT EMPLOYEE FUNCTIONS AND IS RECOGNIZED AS A DEPARTMENT MANAGER WHO

SECTION A, | PERFORMS IN ACCORDANCE WITH THE HOSPITAL'S DEPARTMENT MANAGEMENT PRACTICES AND IN ACCORDANCE
QUESTION 3 | WITH ITS WRITTEN POLICIES AND PROCEDURES THE POSITION REPORTS TO AN OFFICER/KEY EMPLOYEE OF THE
HOSPITAL
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CORE CARE NEW ENGLAND HEALTH SYSTEM ("CNE"), AS THE PARENT ENTITY OF THIS TAX-EXEMPT INTEGRATED
FORM, HEALTHCARE DELIVERY SYSTEM, HAS THE ULTIMATE AUTHORITY TO ELECT THE MEMBERS OF THIS
PART VI, ORGANIZATION'S BOARD OF DIRECTORS AND HAS CERTAIN RESERVED POWERS AS DEFINED IN THIS
SECTION A, | ORGANIZATION'S BYLAWS
QUESTIONS
6 AND 7
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CORE THE ORGANIZATION IS AN AFFILIATE WITHIN CARE NEW ENGLAND HEALTH SYSTEM AND AFFILIATES ("SYSTEM"), A
FORM, TAX-EXEMPT INTEGRATED HEALTHCARE DELIVERY SYSTEM CARE NEW ENGLAND HEALTH SYSTEM IS THE TAX-
PART VI, EXEMPT PARENT ENTITY OF THE SYSTEM THE ORGANIZATION'S FEDERAL FORM 990 WAS PROVIDED TO EACH
SECTION B, | VOTING MEMBER OF ITS GOVERNING BODY (ITS BOARD OF DIRECTORS) PRIOR TO THE FILING WITH THE INTERNAL
QUESTION | REVENUE SERVICE ("IRS") IN ADDITION THE CARE NEW ENGLAND HEALTH SYSTEM FINANCE COMMITTEE ALSO

PERFORMED A REVIEW OF THE FEDERAL FORM 990 PRIOR TO PROVIDING IT TO EACH VOTING MEMBER OF ITS
BOARD OF DIRECTORS THE CARE NEW ENGLAND HEALTH SYSTEM BOARD OF DIRECTORS HAS DELEGATED TO THE
FINANCE COMMITTEE THE RESPONSIBILITY TO OVERSEE AND COORDINATE THE FEDERAL FORM 990 PREPARATION,
REVIEW AND FILING PROCESS FOR THE TAX-EXEMPT AFFILIATES OF THE SYSTEM AS PART OF THE
ORGANIZATION'S FEDERAL FORM 990 TAX RETURN PREPARATION PROCESS THE ORGANIZATION HIRED A
PROFESSIONAL CERTIFIED PUBLIC ACCOUNTING ("CPA") FIRM WITH EXPERIENCE AND EXPERTISE IN BOTH
HEALTHCARE AND NOT-FOR-PROFIT TAX RETURN PREPARATION TO PREPARE THE FEDERAL FORM 990 THE CPA
FIRM'S TAX PROFESSIONALS WORKED CLOSELY WITH THE ORGANIZATION'S FINANCE DEPARTMENT LEADERSHIP
("INTERNAL WORKING GROUP") TO OBTAIN THE INFORMATION NEEDED IN ORDER TO PREPARE A COMPLETE AND
ACCURATE TAX RETURN THE CPA FIRM PREPARED A DRAFT FEDERAL FORM 980 AND FURNISHED IT TO THE
ORGANIZATION'S INTERNAL WORKING GROUP FOR THEIR REVIEW THE ORGANIZATION'S INTERNAL WORKING
GROUP REVIEWED THE DRAFT FEDERAL FORM 990 AND DISCUSSED QUESTIONS AND COMMENTS WITH THE CPA
FIRM REVISIONS WERE MADE TO THE DRAFT FEDERAL FORM 990 WHERE NECESSARY AND A FINAL DRAFT WAS
FURNISHED BY THE CPA FIRM TO THE ORGANIZATION'S INTERNAL WORKING GROUP FOR FINAL REVIEW AND
APPROVAL PRIOR TO PRESENTATION OF THE FEDERAL FORM 890 TO THE MEMBERS OF THE CARE NEW ENGLAND
HEALTH SYSTEM FINANCE COMMITTEE THEREAFTER, THE FINAL FEDERAL FORM 990 WAS PROVIDED TO EACH
VOTING MEMBER OF THE ORGANIZATION'S GOVERNING BODY PRIOR TO THE FILING WITH THE IRS
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CORE THE ORGANIZATION HAS A WRITTEN CONFLICT OF INTEREST POLICY WITH WHICH IT REGULARLY MONITORS AND

FORM, ENFORCES COMPLIANCE THE POLICY REQUIRES THAT A CONFLICT OF INTEREST DISCLOSURE FORM CONSISTENT

PART VI, WITH BEST GOVERNANCE PRACTICES AND INTERNAL REVENUE SERVICE GUIDELINES BE CIRCULATED TO

SECTION B, | OFFICERS, DIRECTORS, AND KEY EMPLOYEES ANNUALLY IF AN INDIVIDUAL DISCLOSES AN INTEREST THAT COULD

QUESTION | GIVE RISE TO A CONFLICT, THE INDIVIDUAL'S POTENTIAL CONFLICT IS REFERRED TO THE BOARD OF DIRECTORS,

12 WHICH EVALUATES THE CONFLICT AND ITS POTENTIAL IMPACT ON THE INDIVIDUAL'S PARTICIPATION ON THE
BOARD OR ON CERTAIN ISSUES THAT MAY COME BEFORE THE BOARD AFTER CONSULTATION WITH THE
ORGANIZATION'S GENERAL COUNSEL, THE BOARD WILL TAKE ANY NECESSARY MITIGATING ACTION, IF
APPROPRIATE AND NECESSARY, TO ADDRESS ANY SUCH CONFLICT IN A MANNER CONSISTENT WITH THE
ORGANIZATION'S CONFLICT OF INTEREST POLICY
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CORE THE BOARD OF DIRECTORS OF CARE NEW ENGLAND HEALTH SYSTEM ("CNE") HAS A COMMITTEE OF DIRECT ORS
FORM, KNOWN AS THE CNE COMPENSATION COMMITTEE ("THE COMMITTEE") THE COMMITTEE IS RESPONSIBL E FOR
PART VI, DISCHARGING THE BOARD'S RESPONSIBILITIES REGARDING THE TOTAL COMPENSATION PROGRAM FO R
SECTION B, | EXECUTIVES AND KEY PHYSICIANS IN CONJUNCTION WITH THE MEMORIAL HOSPITAL PRESIDENT AND CH IEF
QUESTION | OPERATING OFFICER THE COMMITTEE AT ALL TIMES CONDUCTS ITSELF FREE FROM EXECUTIVE MANA GEMENT IN
15 ITS DECISION MAKING PROCESS EXCEPT WITH RESPECT TO DECISIONS RELATING TO THE PRE SIDENT AND CHIEF

OPERATING OFFICER WHICH ARE MADE IN CONJUNCTION WITH THE CARE NEW ENGLAND HEALTH SYSTEM CHIEF
EXECUTIVE OFFICER THE ACTIONS TAKEN BY THE COMMITTEE ENABLE THIS ORG ANIZATION TO RECEIVE THE
REBUTTABLE PRESUMPTION OF REASONABLENESS FOR PURPOSES OF INTERNAL REVENUE CODE SECTION 4958
WITH RESPECT TO THE TOTAL COMPENSATION OF CERTAIN MEMBERS OF TH E MEMORIAL HOSPITAL SENIOR
MANAGEMENT TEAM, INCLUDING, BUT NOT LIMITED TO, THE MEMORIAL HO SPITAL PRESIDENT/CHIEF OPERATING
OFFICER AND CHIEF FINANCIAL OFFICER THE THREE FACTORS WH ICH MUST BE SATISFIED IN ORDER TO RECEIVE
THE REBUTTABLE PRESUMPTION OF REASONABLENESS ARE THE FOLLOWING 1 THE COMPENSATION
ARRANGEMENT IS APPROVED IN ADVANCE BY AN "AUTHORIZED B ODY" OF THE APPLICABLE TAX-EXEMPT
ORGANIZATION WHICH IS COMPOSED ENTIRELY OF INDIVIDUALS W HO DO NOT HAVE A "CONFLICT OF INTEREST"
WITH RESPECT TO THE COMPENSATION ARRANGEMENT, 2 T HE AUTHORIZED BODY OBTAINED AND RELIED UPON
"APPROPRIATE DATA AS TO COMPARABILITY" PRIOR T O MAKING ITS DETERMINATION, AND 3 THE AUTHORIZED
BODY "ADEQUATELY DOCUMENTED THE BASIS FO R ITS DETERMINATION" CONCURRENTLY WITH MAKING THAT
DETERMINATION THE COMMITTEE IS COMPRIS ED OF MEMBERS OF THE BOARD OF DIRECTORS, EACH OF WHOM
ARE INDEPENDENT AND ARE FREE FROM AN Y CONFLICTS OF INTEREST THE COMMITTEE RELIED UPON
APPROPRIATE COMPARABLE DATA, SPECIFICAL LY THE COMMITTEE OBTAINED A WRITTEN COMPENSATION STUDY
FROM AN INDEPENDENT FIRM WHICH SPEC IALIZES IN THE REVIEWING OF HOSPITAL AND HEALTHCARE SYSTEM
EXECUTIVE COMPENSATION AND BENE FITS THROUGHOUT THE UNITED STATES THIS STUDY USED COMPARABLE
GEOGRAPHIC AND DEMOGRAPHIC M ARKET DATA INCLUDING BUT NOT LIMITED TO SIMILARLY SIZED HEALTHCARE
SYSTEMS AND HOSPITALS, # OF LICENSED BEDS AND NET PATIENT SERVICE REVENUE THE COMMITTEE
ADEQUATELY DOCUMENTED IT S BASIS FOR ITS DETERMINATION THROUGH THE TIMELY PREPARATION OF WRITTEN
MINUTES OF THE COM PENSATION COMMITTEE MEETINGS DURING WHICH THE EXECUTIVE COMPENSATION AND
BENEFITS WAS REVI EWED AND SUBSEQUENTLY APPROVED THE ACTIONS OUTLINED ABOVE WITH RESPECT TO
THE COMMITTEE A ND THE ESTABLISHMENT OF THE REBUTTABLE PRESUMPTION OF REASONABLENESS APPLIES TO
CERTAIN SE NIOR MANAGEMENT PERSONNEL, INCLUDING, BUT NOT LIMITED TO, THE PRESIDENT/CHIEF OPERATING
OF FICER AND CHIEF FINANCIAL OFFICER THE COMPENSATION AND BENEFITS OF CERTAIN OTHER INDIVIDU ALS
CONTAINED IN THIS FORM 990 ARE REVIEWED ANNUALLY BY THE CNE COMPENSATION COMMITTEE IN ADDITION,
THE COMPENSATION AN
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D BENEFITS OF CERTAIN OTHER INDIVIDUALS CONTAINED IN THIS FORM 990 ARE REVIEWED ANNUALLY B Y THE
MEMORIAL HOSPITAL PRESIDENT/CHIEF OPERATING OFFICER WITH ASSISTANCE FROM THE ORGANIZ ATION'S
HUMAN RESOURCES DEPARTMENT IN CONJUNCTION WITH THE INDIVIDUAL'S JOB PERFORMANCE DU RING THE
YEAR AND IS BASED UPON OTHER OBJECTIVE FACTORS DESIGNED TO ENSURE THAT REASONABLE AND FAIR
MARKET VALUE COMPENSATION IS PAID BY THE ORGANIZATION OTHER OBJECTIVE FACTORS | NCLUDE MARKET
SURVEY DATA FOR COMPARABLE POSITIONS, INDIVIDUAL GOALS AND OBJECTIVES, PERSO NNEL REVIEWS,
EVALUATIONS, SELF-EVALUATIONS AND PERFORMANCE FEEDBACK MEETINGS
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CORE THE ORGANIZATION HAS ISSUED TAX-EXEMPT BONDS TO FINANCE VARIOUS CAPITAL IMPROVEMENT PROJECTS,
FORM, RENOVATIONS AND EQUIPMENT IN CONJUNCTION WITH THE ISSUANCE OF THESE TAX-EXEMPT BONDS, THE
PART VI, ORGANIZATION'S FINANCIAL STATEMENTS WERE INCLUDED WITH THE TAX-EXEMPT BOND PROSPECTUS WHICH

SECTION C, | WAS MADE AVAILABLE TO THE GENERAL PUBLIC FOR REVIEW IN ADDITION, THE ORGANIZATION'S FILED
QUESTION | CERTIFICATE OF INCORPORATION AND ANY AMENDMENTS CAN BE OBTAINED AND REVIEWED THROUGH THE STATE
19 OF RHODE ISLAND SECRETARY OF STATE




990 Schedule O, Supplemental Information

Return Explanation

Reference
CORE PART VIl AND SCHEDULE J REFLECT CERTAIN BOARD MEMBERS AND OFFICERS RECEIVING COMPENSATION AND
FORM, BENEFITS FROM THIS ORGANIZATION OR A RELATED ORGANIZATION PLEASE NOTE THIS REMUNERATION WAS FOR
PART VI SERVICES RENDERED AS FULL-TIME OR PART-TIME EMPLOYEES OR INDEPENDENT CONTRACTORS OF THE
AND ORGANIZATION OR A RELATED ORGANIZATION AND NOT FOR SERVICES RENDERED AS A VOTING MEMBER OR
SCHEDULE | OFFICER OF THIS ORGANIZATION'S BOARD OF DIRECTORS
J




990 Schedule O, Supplemental Information

Return Explanation
Reference
CORE THE ORGANIZATION IS AN AFFILIATE WITHIN THE CARE NEW ENGLAND HEALTH SYSTEM AND AFFILIATES ("SYSTEM"),
FORM, A TAX-EXEMPT INTEGRATED HEALTHCARE DELIVERY SYSTEM THE SYSTEM INCLUDES BOTH FOR-PROFIT AND NOT
PART VII, FOR-PROFIT ORGANIZATIONS CERTAIN BOARD OF DIRECTOR MEMBERS, OFFICERS AND/OR DIRECTORS LISTED ON
SECTION A, | CORE FORM, PART VIl AND SCHEDULE J OF THIS FORM 990 MAY HOLD SIMILAR POSITIONS WITH BOTH THIS
COLUMN B | ORGANIZATION AND OTHER AFFILIATES WITHIN THE SYSTEM THE HOURS SHOWN ON THIS FORM 990 FOR BOARD

MEMBERS WHO RECEIVE NO COMPENSATION FOR SERVICES RENDERED IN A NON-BOARD CAPACITY, REPRESENT
THE ESTIMATED HOURS DEVOTED PER WEEK FOR THIS ORGANIZATION TO THE EXTENT THESE INDIVIDUALS SERVE
AS A MEMBER OF THE BOARD OF DIRECTORS OF OTHER RELATED ORGANIZATIONS IN THE SYSTEM, THEIR
RESPECTIVE HOURS PER WEEK PER ORGANIZATION ARE APPROXIMATELY THE SAME AS REFLECTED ON CORE
FORM, PART VIl OF THIS FORM 990 THE HOURS REFLECTED ON CORE FORM, PART VIl OF THIS FORM 990, FOR
BOARD MEMBERS WHO RECEIVE COMPENSATION FOR SERVICES RENDERED IN A NON-BOARD CAPACITY, PAID
OFFICERS AND KEY EMPLOYEES, REFLECT TOTAL HOURS WORKED PER WEEK ON BEHALF OF THE SYSTEM, NOT
SOLELY THIS ORGANIZATION




990 Schedule O, Supplemental Information

Return Explanation
Reference
CORE THE ORGANIZATION IS AN AFFILIATE WITHIN CARE NEW ENGLAND HEALTH SYSTEM AND AFFILIATES, A TAX-EXEMPT
FORM, INTEGRATED HEALTHCARE DELIVERY SYSTEM ("SYSTEM") THE SYSTEM HAS A NUMBER OF OUTSTANDING LONG-
PART X, TERM OBLIGATED GROUP DEBT LIABILITIES, INCLUDING THE FOLLOWING BOND ISSUANCES - RHODE ISLAND
LINE 25 HEALTH AND EDUCATIONAL BUILDING CORPORATION BONDS SERIES 2016A, AND - RHODE ISLAND HEALTH AND

EDUCATIONAL BUILDING CORPORATION BONDS SERIES 2016B THE BONDS OUTLINED ABOVE AND VARIOUS OTHER
LONG-TERM BORROWINGS ARE ALLOCATED BY CARE NEW ENGLAND HEALTH SYSTEM, THE TAX-EXEMPT PARENT
OF THE SYSTEM, TO THE FOLLOWING SYSTEM MEMBER HOSPITALS AND CERTAIN OTHER AFFILIATES THE BALANCE
SHEET OF THESE RESPECTIVE MEMBER HOSPITALS AND CERTAIN OTHER AFFILIATES REFLECTS A OBLIGATED
GROUP LIABILITY ACCORDINGLY, THIS CARE NEW ENGLAND HEALTH SYSTEM OBLIGATED GROUP LIABILITY IS
REFLECTED ON THE BALANCE SHEET OF THE FOLLOWING SUBSIDIARY ORGANIZATIONS - BUTLER HOSPITAL, EIN
05-0258812 - KENT COUNTY MEMORIAL HOSPITAL, EIN 05-0258896 - SHS VENTURES, INC , EIN 05-0510341 - THE
MEMORIAL HOSPITAL, EIN 05-0259004 - THE PROVIDENCE CENTER, INC , EIN 05-0316969 - VNA OF CARE NEW
ENGLAND, EIN 05-0242659 - WOMEN AND INFANTS CORPORATION, EIN 02-2885807 - WOMEN & INFANTS HOSPITAL OF
RHODE ISLAND, EIN 05-0258937 SCHEDULE K WAS PREPARED ON A CONSOLIDATED BASIS AND IS INCLUDED IN THE
FORM 980 OF CARE NEW ENGLAND HEALTH SYSTEM, EIN 05-0490997




990 Schedule O, Supplemental Information

Return Explanation
Reference
CORE OTHER CHANGES IN FUND BALANCE INCLUDE - ADDITIONAL MINIMUM PENSION LIABILITY - $6,637,357, - NET ASSETS
FORM, RELEASED FROM RESTRICTION USED FOR PURCHASE OF PROPERTY, PLANT AND EQUIPMENT - $156,956, -
PART X, TEMPORARILY RESTRICTED NET ASSETS RELEASED FROM RESTRICTION - ($698,945), - NET ASSETS RELEASED
LINE 9 FROM PERMANENTLY RESTRICTED - $328,287, - NET EQUITY TRANSFER FROM SOUTHEASTERN HEALTHCARE

SYSTEM, INC , A RELATED INTERNAL REVENUE CODE SECTION 501(c)(3) TAX-EXEMPT ORGANIZATION - $1,509, - NET
EQUITY TRANSFER FROM THE MEMORIAL HOSPITAL FOUNDATION, A RELATED INTERNAL REVENUE CODE SECTION
501(C)(3) TAX-EXEMPT ORGANIZATION - $890,619, AND - NET EQUITY TRANSFER FROM PRIMARY CARE CENTERS OF
NEW ENGLAND, INC , A RELATED ORGANIZATION - $26,112




990 Schedule O, Supplemental Information

Return Explanation
Reference
CORE THIS ORGANIZATION IS AN AFFILIATE WITHIN CARE NEW ENGLAND HEALTH SYSTEM AND AFFILIATES, A TAX-
FORM, EXEMPT, INTEGRATED HEALTHCARE DELIVERY SYSTEM ("SYSTEM") THE SYSTEM'S TAX-EXEMPT PARENT ENTITY IS
PART XII, CARE NEW ENGLAND HEALTH SYSTEM AN INDEPENDENT CPA FIRM AUDITED THE CONSOLIDATED FINANCIAL
QUESTION 2

STATEMENTS OF CARE NEW ENGLAND HEALTH SYSTEM AND ALL ENTITIES WITHIN THE SYSTEM FOR THE YEARS
ENDED SEPTEMBER 30, 2017 AND SEPTEMBER 30, 2016, RESPECTIVELY, AND ISSUED A CONSOLIDATED FINANCIAL
STATEMENT WITH CONSOLIDATING SCHEDULES BY ENTITY AN UNMODIFIED OPINION WAS ISSUED EACH YEAR BY
THE INDEPENDENT CPA FIRM CARE NEW ENGLAND HEALTH SYSTEM'S AUDIT COMMITTEE ASSUMES

RESPONSIBILITY FOR OVERSIGHT OF THE AUDIT OF THE SYSTEM'S CONSOLIDATED FINANCIAL STATEMENTS AND
THE SELECTION OF AN INDEPENDENT AUDITOR




990 Schedule O, Supplemental Information

Return Explanation
Reference
CORE THE ORGANIZATION IS AN AFFILIATE WITHIN CARE NEW ENGLAND HEALTH SYSTEM AND AFFILIATES, A TAX-EXEMPT
FORM, INTEGRATED HEALTHCARE DELIVERY SYSTEM ("SYSTEM") THE SYSTEM ENGAGED AN INDEPENDENT ACCOUNTING
PART XII, FIRM TO PREPARE AND ISSUE A SYSTEM WIDE CONSOLIDATED AUDIT UNDER THE SINGLE AUDIT ACT AND OMB
QUESTION 3 | CIRCULAR A-133 AUDIT




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - |

SCHEDULE R
(Form 990)

DLN: 93493226005358|
OMB No 1545-0047

» Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. Open to Public
Inspection

Employer identification number

Related Organizations and Unrelated Partnerships

» Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37.

» Attach to Form 990.

Department of the Treasun

Internal Revenue Service

Name of the organization
THE MEMORIAL HOSPITAL

05-0259004
IEEEEH 1dentification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
(a) (b) (c) (d) (e) (f)
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
(1) MHRI ANCILLARY SERVICES LLC HEALTHCARE RI 0 0 |TMH
111 BREWSTER STREET

PAWTUCKET, RI 02860
27-4415914

Identification of Related Tax-Exempt Organizations Complete If the organization answered "Yes" on Form 990, Part IV, line 34 because 1t had one or more
related tax-exempt organizations during the tax year.
See Additional Data Table

Name, address, and EIN of related organization

Primary activity

Legal domicile (state
or foreign country)

Exempt Code section

Public charity status
(:if section 501(c)(3))

(a) (b) (c) (d) (e) (f

Direct controlling
entity

(9)
Section 512(b)
(13) controlled

entity?

Yes No

For Panerwork Reduction Act Notice. see the Instructions for Form 990.

Cat No 50135Y

Schedule R (Form 990) 2016



Schedule R (Form 990) 2016

Page 2

IEEILEEE] 1dentification of Related Organizations Taxable as a Partnership Complete If the organization answered "Yes" on Form 990, Part 1V, line 34 because it had
one or more related organizations treated as a partnership during the tax year.

(a)
Name, address, and EIN of
related organization

(b)
Primary
activity

(¢}
Legal
domicile
(state
or
foreign
country)

(d) (e)

Direct

Predominant

(f)
Share of

controlling income(related, |total income
entity unrelated,
excluded from
tax under

514)

sections 512-

(9)
Share of

end-of-year
assets

(h) (1) i) (k)
Disproprtionate| Code V-UBI |General or| Percentage
allocations? [amount in box| managing | ownership
20 of partner?
Schedule K-1
(Form 1065)
Yes No Yes | No

IEEELA 1dentification of Related Organizations Taxable as a Corporation or Trust Complete If the organization answered "Yes" on Form 990, Part IV, line 34
because 1t had one or more related organizations treated as a corporation or trust during the tax year.

(a) (b) () (d) (e) (f) (9) (h) )
Name, address, and EIN of Primary activity Legal Direct controlling | Type of entity Share of total |[Share of end-of- Percentage Section 512(b)
related organization domicile entity (C corp, S corp, Income year ownership (13) controlled
(state or foreign or trust) assets entity?

country) Yes No

(1)TOLL GATE INDEMNITY LTD FINANCIAL VEHICLE CJ NA C CORP No

23 LIME TREE BAY AVE PO BOX 1051

GRAND CAYMAN KY1-11

CJ 34-2028514

(2)W & [ INDEMNITY LTD FINANCIAL VEHICLE CJ NA C CORP No

23 LIME TREE BAY AVE PO BOX 1051

GRAND CAYMAN KY1-11

CJ 98-0159342

(3)BOULEVARD MEDICAL CONDO ASSOCIATION REAL ESTATE RI TMH C CORP 0 0 100 000 % Yes

111 BREWSTER STREET

PAWTUCKET, RI 02860

05-0497862

(4)PRIMARY CARE CENTER OF NEW ENGLAND INC HEALTHCARE SVCS RI NA C CORP No

111 BREWSTER STREET

PAWTUCKET, RI 02860

05-0423957

(5)CONTINUUM BEHAVIORAL HEALTH INC HEALTHCARE SVCS RI NA C CORP No

528 NORTH MAIN STREET

PROVIDENCE, RI 02904

46-2853067

Schedule R (Form 990) 2016



Schedule R (Form 990) 2016 Page 3
XA Transactions With Related Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.
Note. Complete line 1 If any entity is listed in Parts II, III, or IV of this schedule Yes | No
1 During the tax year, did the orgranization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii)annuities, (iii) royalties, or(iv) rent from a controlled entity . la No
b Gift, grant, or capital contribution to related organization(s) . ib No
c Gift, grant, or capital contribution from related organization(s) . 1c No
d Loans or loan guarantees to or for related organization(s) id No
e Loans or loan guarantees by related organization(s) le No
f Dividends from related organization(s) 1f No
g Sale of assets to related organization(s) . 1g No
h Purchase of assets from related organization(s) . ih No
i Exchange of assets with related organization(s) . 1i No
j Lease of facilities, equipment, or other assets to related organization(s) 1j [ Yes
k Lease of facilities, equipment, or other assets from related organization(s) . 1k | Yes
I Performance of services or membership or fundraising solicitations for related organization(s) 1l No
m Performance of services or membership or fundraising solicitations by related organization(s) 1m| Yes
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . 1n| Yes
o Sharing of paid employees with related organization(s) . lo| Yes
p Reimbursement paid to related organization(s) for expenses . 1p | Yes
q Reimbursement paid by related organization(s) for expenses . 1q No
r Other transfer of cash or property to related organization(s) . 1r | Yes
s Other transfer of cash or property from related organization(s) . 1s | Yes
2 If the answer to any of the above Is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds

(a)

Name of related organization

(b)
Transaction
type (a-s)

(c)

Amount involved

(d)

Method of determining amount involved

Schedule R (Form 990) 2016



Schedule R (Form 990) 2016

Page 4

Unrelated Organizations Taxable as a Partnership Complete If the organization answered "Yes" on Form 990, Part IV, line 37.

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets or gross revenue) that
was not a related organization See Instructions regarding exclusion for certain investment partnerships

(a)
Name, address, and EIN of entity

(b)

Primary activity

()
Legal
domicile
(state or
foreign
country)

(d)
Predominant
income
(related,
unrelated,
excluded from
tax under
sections 512-
514)

(e)

Are all partners

section
501(c)(3)

organizations?

Yes

(f)
Share of
total
income

(9)
Share of
end-of-year
assets

(h)

Disproprtionate

allocations?

Yes

()
Code V-UBI
amount In box

of Schedule
K-1
(Form 1065)

) (k)
General or Percentage
managing ownership

partner?
Yes No

Schedule R (Form 990) 2016



Schedule R (Form 990) 2016

Page 5

m Supplemental Information

Provide additional information for responses to questions on Schedule R (see instructions)

| Return Reference

Explanation

SCHEDULE R, PART V

AS OUTLINED IN SCHEDULE O, CARE NEW ENGLAND HEALTH SYSTEM IS THE TAX-EXEMPT PARENT OF A TAX-EXEMPT INTEGRATED HEALTHCARE DELIVERY
SYSTEM THIS ORGANIZATION IS RECOGNIZED BY THE INTERNAL REVENUE SERVICE AS AN INTERNAL REVENUE CODE SECTION 501(C)(3) TAX-EXEMPT
ORGANIZATION THE SYSTEM ALSO INCLUDES BUTLER HOSPITAL, KENT COUNTY MEMORIAL HOSPITAL AND WOMEN & INFANTS HOSPITAL OF RHODE ISLAND,
WHICH ARE ALL RECOGNIZED BY THE INTERNAL REVENUE SERVICE AS INTERNAL REVENUE CODE SECTION 501(C)(3) TAX-EXEMPT HOSPITALS CARE NEW
ENGLAND HEALTH SYSTEM ROUTINELY PAYS EXPENSES FOR ALL AFFILIATES WITHIN THE CARE NEW ENGLAND HEALTH SYSTEM IN THE ORDINARY COURSE OF
BUSINESS THESE RELATED PARTY TRANSACTIONS ARE RECORDED ON THE REVENUE/EXPENSE AND BALANCE SHEET STATEMENTS OF THIS ORGANIZATION AND
ITS AFFILIATES THESE ENTITIES WORK TOGETHER TO DELIVER HIGH QUALITY HEALTHCARE AND WELLNESS SERVICES TO THE COMMUNITIES IN WHICH THEY

ARE SITUATED
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Additional Data

Software ID:

Software Version:

EIN: 05-0259004

Name: THE MEMORIAL HOSPITAL

Form 990, Schedule R, Part II - Identification of Related Tax-Exempt Organizations

(a)
Name, address, and EIN of related organization

(b)

Primary activity

(c)
Legal domicile
(state

or foreign country)

(d)
Exempt Code
section

(e)
Public charity status
(1if section 501(c)
(30

(f)
Direct controlling
entity

(9)
Section 512
(b)(13)
controlled
entity?

Yes No

(1)

345 BLACKSTONE BLVD
PROVIDENCE, RI 02906
05-0258812

HEALTHCARE

RI

501(C)(3)

HOSPITAL

CNE

No

(1)

45 WILLARD AVENUE
PROVIDENCE, RI 02905
05-0490997

HEALTHCARE

RI

501(C)(3)

509(A)(3)

NA

No

(2)

300 RICHMOND STREET
PROVIDENCE, RI 02903
02-2885807

HEALTHCARE

RI

501(C)(3)

509(A)(3)

CNE

No

(3)

300 RICHMOND STREET
PROVIDENCE, RI 02903
05-0258937

HEALTHCARE

RI

501(C)(3)

HOSPITAL

WIC

No

(4)

300 RICHMOND STREET
PROVIDENCE, RI 02903
22-2885815

HEALTHCARE

RI

501(C)(3)

509(A)(3)

WIC

No

(5)

67 BRIGHAM STREET
NEW BEDFORD, MA 02740
04-3579432

HEALTHCARE

MA

501(C)(3)

509(A)(2)

WIH

No

(6)

455 TOLL GATE ROAD
WARWICK, RI 02886
05-0258896

HEALTHCARE

RI

501(C)(3)

HOSPITAL

CNE

No

(7)

455 TOLL GATE ROAD
WARWICK, RI 02886
05-0514640

SUPPORT ORG

RI

501(C)(3)

509(A)(3)

KCMH

No

(8)

51 HEALTH LANE
WARWICK, RI 02886
05-0242659

HEALTHCARE

RI

501(C)(3)

509(A)(1)

CNE

No

(9)

51 HEALTH LANE
WARWICK, RI 02886
05-0514949

HEALTHCARE

RI

501(C)(3)

509(A)(2)

KCVNA

No

(10)

345 BLACKSTONE BOULEVARD
PROVIDENCE, RI 02906
45-4530540

SUPPORT ORG

RI

501(C)(3)

509(A)(3)

BH

No

(11)

111 BREWSTER STREET
PAWTUCKET, RI 02860
06-1476858

HEALTHCARE

RI

501(C)(3)

509(A)(3)

CNE

No

(12)

420 MAIN STREET
PAWTUCKET, RI 02860
05-0457007

HEALTHCARE

RI

501(C)(3)

509(A)(1)

SEHCS

No

(13)

111 BREWSTER STREET
PAWTUCKET, RI 02860
05-0510341

HEALTHCARE

RI

501(C)(3)

509(A)(2)

TMH

Yes

(14)

51 HEALTH LANE
WARWICK, RI 02886
46-2293574

SUPPORT ORG

RI

501(C)(3)

509(A)(3)

KCVNA

No

(15)

111 BREWSTER STREET
PAWTUCKET, RI 02860
46-3246618

HEALTHCARE

RI

501(C)(3)

509(A)(3)

TMH

Yes

(16)

528 NORTH MAIN STREET
PROVIDENCE, RI 02904
05-0384362

TITLE HLDG

RI

501(C)(3)

509(A)(2)

TPC

No

(17)

528 NORTH MAIN STREET
PROVIDENCE, RI 02904
22-2812929

TITLE HLDG

RI

501(C)(3)

509(A)(2)

TPC

No

(18)

528 NORTH MAIN STREET
PROVIDENCE, RI 02904
05-0509674

TITLE HLDG

RI

501(C)(3)

509(A)(2)

TPC

No

(19)

528 NORTH MAIN STREET
PROVIDENCE, RI 02904
05-0441980

TRAINING

RI

501(C)(3)

509(A)(2)

TPC

No




Form 990, Schedule R, Part II - Identification of Related Tax-Exempt Organizations

a (b) () (d) (e) (f) (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code Public charity Direct controlling Section 512
(state section status entity (b)(13)
or foreign country) (1f section 501(c) controlled
(3) entity?
Yes No
(21) TITLE HLDG RI 501(C)(3) 509(A)(2) TPC No
528 NORTH MAIN STREET
PROVIDENCE, RI 02904
05-0520857
(1) HEALTHCARE RI 501(C)(3) 509(A)(2) CNE No
528 NORTH MAIN STREET
PROVIDENCE, RI 02904
05-0316969
(2) INACTIVE RI 501(C)(3) 509(A)(2) TPC No
528 NORTH MAIN STREET
PROVIDENCE, RI 02904
22-2479719




