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Department of the
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A For the 2019 calendar year, or tax year beginning 01-01-2019 , and endinE 12-31-2019

#» Do not enter social security numbers on this form as it may be made public.

» Go to www.irs.qov/Form990 for instructions and the latest information.

Inspection

C Name of organization
INDIANA UNIVERSITY HEALTH NORTH HOSPITAL
INC

B Check if applicable: D Employer identification number

[ Address change 35-1932442

[ Name change

% CRAIG J JONES

O 1nitial return

O Final return/terminated

Doing business as

[0 Amended return
O Application pendingl{

Number and street (or P.O. box if mail is not delivered to street address)
950 N MERIDIAN STREET Suite 300

Room/suite

E Telephone number

(317) 963-4842

City or town, state or province, country, and ZIP or foreign postal code
INDIANAPOLIS, IN 46204

G Gross receipts $ 293,117,483

F Name and address of principal officer:
KENNETH D PUCKETT

950 N MERIDIAN ST STE 300
INDIANAPOLIS, IN 46204

I Tax-exempt status: 501(0)(3) L] 501(c)( )  (insert no.)

L] s047¢a)tyor [ 527

J Website:» SEE SCHEDULE O

subordinates?

H(b) Are all subordinates

included?

H(a) Is this a group return for

DYes No
DYes DNo

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

H(c) Group exemption number #»

K Form of organization: Corporation D Trust D Association D Other P

Summary

L Year of formation: 1994

M State of legal domicile: IN

1 Briefly describe the organization’s mission or most significant activities:
Improve the health of our communities, support the educational commitment of Indiana University Health, Inc., nurture the individual
8 spirit, and celebrate the experiences of life.
g
2
8 2 Check this box » O if the organization discontinued its operations or disposed of more than 25% of its net assets.
8 3 Number of voting members of the governing body (Part VI, line 1a) 3 12
53 4 Number of independent voting members of the governing body (Part VI, line 1b) 4 7
§ 5 Total number of individuals employed in calendar year 2019 (Part V, line 2a) 5 1,418
° 6 Total number of volunteers (estimate if necessary) 6 149
< 7a Total unrelated business revenue from Part VIII, column (C), line 12 7a 31,105
b Net unrelated business taxable income from Form 990-T, line 39 7b 0
Prior Year Current Year
@ 8 Contributions and grants (Part VIII, line 1h) 840 87,079
g:" 9 Program service revenue (Part VIII, line 2g) 265,380,249 279,590,809
é 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d ) 6,268,908 10,608,057
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢c, 10c, and 11e) 3,468,255 2,812,234
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line 12) 275,118,252 293,098,179
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3 ) . 0 920
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), lines 5-10) 74,079,791 74,854,375
¥ 16a Professional fundraising fees (Part IX, column (A), line 11e) 0 0
g b Total fundraising expenses (Part IX, column (D), line 25) #9,898
'ﬁ 17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24e) 137,002,362 146,306,981
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) 211,082,153 221,162,276
19 Revenue less expenses. Subtract line 18 from line 12 64,036,099 71,935,903
% ‘g Beginning of Current Year End of Year
BE
:gg 20 Total assets (Part X, line 16) . 539,270,716 612,988,321
;'g 21 Total liabilities (Part X, line 26) . 231,715,962 233,518,606
z3 22 Net assets or fund balances. Subtract line 21 from line 20 307,554,754 379,469,715

BN signature Biock

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.

2020-11-08
R Signature of officer Date
Sign
Here CARA L BREIDSTER CFO
Type or print name and title
Print/Type preparer's name Preparer's signature Date I:l ) PTIN
. Check if | PO0395735
Paid self-employed
Preparer Firm's name # ERNST & YOUNG US LLP Firm's EIN
Use Only Firm's address # 111 MONUMENT CIR STE 4000 Phone no. (317) 681-7000
INDIANAPOLIS, IN 46204

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

DYes D No

For Paperwork Reduction Act Notice, see the separate instructions.

Cat. No. 11282Y

Form 990 (2019)



Form 990 (2019) Page 2
T Statement of Program Service Accomplishments

Check if Schedule O contains a response or note to any line in this Parttil . . . . . . . . .+ .+ .+ .+ .« .
1 Briefly describe the organization’s mission:

IMPROVE THE HEALTH OF OUR COMMUNITIES, SUPPORT THE EDUCATIONAL COMMITMENT/EFFORTS OF INDIANA UNIVERSITY HEALTH, INC. ("IU
HEALTH"), NURTURE THE INDIVIDUAL SPIRIT, AND CELEBRATE THE EXPERIENCES OF LIFE.

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

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
Services? . . 4 v h o w a e e e e e Clyes MINo
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 $ 179,316,733  including grants of $ 920 ) (Revenue $ 274,782,012 )
See Additional Data

4b  (Code: ) (Expenses $ 2,604,941  including grants of $ 0 ) (Revenue $ 3,991,769 )
See Additional Data

4c (Code: ) (Expenses $ 521,754  including grants of $ 0 ) (Revenue $ 799,528 )
See Additional Data

(Code: ) (Expenses $ 11,420  including grants of $ ) (Revenue $ 17,500 )
Pharmacy

4d  Other program services (Describe in Schedule O.)
(Expenses $ 11,420 including grants of $ } (Revenue $ 17,500 )

4e Total program service expenses P 182,454,848

Form 990 (2019)



Form 990 (2019)
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Page 3
Part IV 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 | ®, 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 Il b a4 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? If "Yes," complete Schedule C, Part ill %), 5 No
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the right
to provide advice on the distribution or investment of amounts in such funds or accounts? If "Yes,” complete N
Schedule D,Part | %), .. P 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 Il ®, 7 °©
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"” 8 No
complete Schedule D, Part Il %)
Did the organization report an amount in Part X, line 21 for escrow or custodial account liability; serve as a custodian
for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or debt negotiation No
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 No
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? If "Yes,” complete v
Schedule D, Part VI. % P e e e e . . 11a s
Did the organization report an amount for investments—other securities in Part X, Ilne 12 that is 5% or more of its total N
assets reported in Part X, line 16? If "Yes," complete Schedule D, Part Vi @ . .. 11b °
Did the organization report an amount for investments—program related in Part X, line 13 that is 5% or more of its N
total assets reported in Part X, line 16? If "Yes," complete Schedule D, Part Viii ?bl . 11c °
Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets reported N
in Part X, line 16? If "Yes,” complete Schedule D, Part Ix % P 11d °
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
the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X ®l| 11f | Yes
Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,” complete
Schedule D, Parts XI and XII %) e e e e e e 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)(ii)? 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), lines 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 Il . 18 No
Did the organization report more than $15,000 of gross income from gaming activities on Part VI, line 9a? If "Yes,”
complete Schedule G, Part il . 19 No
Did the organization operate one or more hospital facilities? If "Yes,” complete Schedule H . . . . %) 20a | Yes
If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? 4 s0b | v
es
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 .

Form 990 (2019)



Form 990 (2019) Page 4
Part IV Checklist of Required Schedules (continued)
Yes No
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), line 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,” complete 23 Yes
Schedule J . . Ce . .. - P =,
24a Did the organization have a tax-exempt bond issue W|th an outstandlng principal amount of more than $100,000 as of
the last day of the year, that was issued after December 31, 20027 If "Yes,” answer lines 24b through 24d and
complete Schedule K. If "No,” go to line 25a P P 24a No
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
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) organlzatlons Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If "Yes,” complete Schedule L, Part | . 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? If "Yes,” complete | 25b No
Schedule L, Part |
26 Did the organization report any amount on Part X, line 5 or 22 for receivables from or payables to any current or former|
officer, director, trustee, key employee, creator or founder, substantial contributor, or 35% controlled entity or family 26 No
member of any of these persons? If "Yes," complete Schedule L, Part!l . . . . . « . .«
27 Did the organization provide a grant or other assistance to any current or former officer, director, trustee, key
employee, creator or founder, substantial contributor, or employee thereof, a grant selection committee member, orto | »7 No
a 35% controlled entity (including an employee thereof) or family member of any of these persons? If "Yes,” complete
Schedule L,Part llI P e . .
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, key employee, creator or founder, or substantial contributor? If "Yes,”
complete Schedule L, Part1V . P
28a No
b A family member of any individual described in line 28a? If "Yes,” complete Schedule L, Part IV .
28b No
¢ A 35% controlled entity of one or more individuals and/or organizations described in lines 28a or 28b? 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 . . . . + « . 4« s+ e s« 30 No
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complete Schedule N, Part | 31 N
o
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,” complete
Schedule N, Partlf . e 32 No
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations sections N
301.7701-2 and 301.7701-3? If "Yes,” complete Schedule R, Part! . . . . « & &« « & +« @, 33 °©
34 Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Part Il, III, or IV, and
. ) 34 Yes
PartV, linel . + . « « « & & v e e e e e e e
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? 35a( Yes
b If ‘Yes' to line 35a, did the organization receive any payment from or engage in any transaction with a controlled entity 35b | v
within the meaning of section 512(b)(13)? If "Yes,"” complete Schedule R, Part V, line 2 @, s
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 . ®, 36 °©
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization and that N
is treated as a partnership for federal income 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, lines 11b and 19? Note.
All Form 990 filers are required to complete Schedule O. . 38 Yes
Statements Regarding Other IRS Filings and Tax Compllance
Check if Schedule O contains a response or note to any line in this PartVv . O
Yes No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable . . 1a 58
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable . ib 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
(gambling) winnings to prize winners? P 1c Yes

Form 990 (2019)
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Page 5
Statements Regarding Other IRS Filings and Tax Compliance (continued)
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 . 0 00 e e 2a 1,418
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 Yes
If “Yes,” has it filed a Form 990-T for this year?If "No” to line 3b, provide an explanation in Schedule O . 3b Yes
At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a | 43 No
financial account in a foreign country (such as a bank account, securities account, or other financial account)?
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 is 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¢
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? 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 No
provided to the payor? PR P e .
If "Yes," did the organization notify the donor of the value of the goods or services provided? 7b
Did the organization sell, exchange, or otherwise dispose of tanglble 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? 79
If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form
1098-C? . 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? 8
Sponsoring organizations maintaining donor advised funds.
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, line 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 from them.) . . . . . . . . . . 11b
Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? 12a
If "Yes," enter the amount of tax-exempt interest received or accrued during the year.

12b
Section 501(c)(29) qualified nonprofit health insurance issuers.
Is the organization licensed to issue qualified health plans in more than one state? . 13a
Note. See the instructions for additional information the organization must report on Schedule O
Enter the amount of reserves the organization is required to maintain by the states in
which the organization is licensed to issue qualified health plans . . . . 13b
Enter the amount of reservesonhand . . . . . .+ . . .+ . . . 13¢
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
Is the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or excess
parachute payment(s) during the year? . e e 15 No
If "Yes," see instructions and file Form 4720, Schedule N
Is the organization an educational institution subject to the section 4968 excise tax on net investment income? . 16 No

16

If "Yes," complete Form 4720, Schedule O.

Form 990 (2019)



Form 990 (2019) Page 6

Part VI Governance, Management, and Disclosure For 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 in thisPartVl . . . . . .+ .+ .+ .« .+ .« .« .+ .

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 12
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
1ib 7
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 4 4 e ww e 2 No
3 Did the organization delegate control over management duties customarily performed by or under the direct supervision 3 No
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? . 4 Yes
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? 5 No
6 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? . . . . .+ + .+« + v« 4 4w e w e 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 The governing body? . .+ . . & . 4 4 4 0w aa waaaeaa 8a | Yes
Each committee with authority to act on behalf of the governing boedy? . . . . . . . . . . . . 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 ScheduleO . . . . . . . 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 12 I & 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 line 13 . . . . . . . 12a| Yes
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to
conflicts? .+« + .+ . o w w e w w a 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 . . + + « v v « + o+« aaaaaaaa 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 No
Other officers or key employees of the organization . . . . . . .+ .+ .« + .+ « « .+ . . 15b | Yes
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 part|C|pate in a joint venture or similar arrangement with a
taxable entity during the year? . . . . PR Coe e e e e e e e e 16a No
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its participation
in joint venture arrangements under applicable federal tax law, and take steps to safeguard the organization’s exempt
status with respect to such arrangements? . . . . . . . . . . . . 16b

Section C. Disclosure
17 List the states with which a copy of this Form 990 is required to be filed»

18 Section 6104 requires an organization to make its Form 1023 (or 1024-A if applicable), 990, and 990-T (501(c)(3)s
only) available 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 its 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:
»CRAIG J JONES 950 N MERIDIAN STREET SUITE 300 INDIANAPOLIS, IN 46204 (317) 963-4842

Form 990 (2019)



Form 990 (2019) 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 VI
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.

See instructions for the order in which to list the persons above.

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 organizations from the
for related pem— (W-2/1099- (W-2/1099- organization and
X o X
organizations % 23 g |23 «_?_-1 MISC) MISC) related
below dotted | %z | £ |3 | E— z |3 organizations
line) A R
g5 | o oI E 5
o2 e = o0
= = (=) [=]
I |2 r 3
2 | = © bl
w = D 3
7|2 T
pd @ %]
X 8
L

See Additional Data Table

Form 990 (2019)



Form 990 (2019) Page 8
Part VII Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) (c) (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 organizations from the
for related pem— (W-2/1099- (W-2/1099- organization and

X . — X (o
organizations % 213 8 |23 :;7-1 MISC) MISC) related
belowdotted | == | & |Z |5 |22 [3 organizations
line) o =0l = -
5o | g 2t e
3] |23
I |2 :
e | = Bl =
T = T
| a ]
k3 fg
o
See Additional Data Table
ibSub-Total . . . . . . . . .« .+ .+ .+ .« & . . P
c Total from continuation sheets to Part VIl, Section A . . . . »
dTotal (add linesiband1c) . . . . . . . . . . . » 1,514,458 6,071,990 1,226,874
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 » 54
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 $150,0007? 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 Yes
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of compensation
from the organization. Report compensation for the calendar year ending with or within the organization’s tax year.
(A) (B) ()
Name and business address Description of services Compensation
ARAMARK HEALTHCARE TECHNOLOGIES, CLINICAL ENGINEERING 1,079,911
10510 TWIN LAKES PARKWAY
CHARLOTTE, NC 28269
MESSER CONSTRUCTION CO, CONSTRUCTION 27,965,031
2445 N MERIDIAN ST
INDIANAPOLIS, IN 46208
SODEXO INC AFFILIATES, FACILITIES 775,719
4880 PAYSPHERE CIRCLE
CHICAGO, IL 60674
TRIMEDX LLC, CLINICAL ENGINEERING 1,422,412
5451 LAKEVIEW PKWY S DR
INDIANAPOLIS, IN 46268
SOUTH WESTERN COMMUNICATIONS INC, CONSULTING 679,241

7031 Mayflower Park Drive
ZIONSVILLE, IN 46077

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

compensation from the organization #» 29

Form 990 (2019)



Form 990 (2019) Page 9
Part VIII Statement of Revenue
Check if Schedule O contains a response or note to any line in thisPartVIIl . . . . . P O
(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 |
&
< g b Membership dues . . | ib |
o
o ..
(5 I Fundraising events . . | 1c |
f d Related organizations | 1d | 87,058
= o
4s] E e Government grants (contributions) | le |
2 i,-, f All other contributions, gifts, grants,
o and similar amounts not included
=3 if 21
S Q above
_.E 5 g Noncash contributions included in
= o lines 1a - 1f:$ 1g
g -]
= f _
O o | hTotal. Add lines1a-1f . . . . . . . P 87,079
Business Code
2a NET PATIENT SERVICE REVENUE 274,782,012 274,782,012
622110
x
-
zZ 3,991,769 3,991,769
< b SHARED SERVICES 541990
&
799,528 799,528
3 ¢ RENT FROM RELATED 501(C)(3) ORGS. 32000
E 17,500 17,500
(% d PHARMACY 446110 . ’
=
£
>
g e
&
f All other program service revenue.
g Total. Add lines 2a-2f. . . . . » 279,590,809
3 Investment income (including dividends, interest, and other
similar amounts) . . . . . . » 10,038,200 10,038,200
4 Income from investment of tax-exempt bond proceeds » 0
BRoyalties . . . . . . . . . . . » 0
(i) Real (ii) Personal
6a Gross rents 6a 102,099
b Less: rental
expenses 6b 18,042
c¢ Rental income
or (loss) 6¢ 84,057 0
d Net rental incomeor (loss) . . . . . . . 84,057 84,057
(i) Securities (ii) Other
7a Gross amount
from sales of 7a 571,119
assets other
than inventory
b Less: cost or
other basis and 7b 1,262
sales expenses
¢ Gain or (loss) 7c 569,857
d Netgainor(loss) . . . .+ .+ .« .+ . . » 569,857 569,857
8a Gross income from fundraising events
g (not including $ of
5 contributions reported on line 1c).
5 See Part IV, line18 . . . . 8a 0
ad b Less: direct expenses . . . 8b 0
b g
@ c Net income or (loss) from fundraising events . . » 0
£
o
9a Gross income from gaming activities.
See Part 1V, line 19 9a 0
b Less: direct expenses . . . 9b 0
c Net income or (loss) from gaming activities . . » 0
10aGross sales of inventory, less
returns and allowances . . 10a 0
b Less: cost of goods sold . . 10b 0
C Net income or (loss) from sales of inventory . . » 0
Miscellaneous Revenue Business Code
llaCAFETERIA/FOOD SERVICE 721110 2,565,319 31,105 2,534,214
b EDUCATION 900099 23,359 23,359
¢ GIFT SHOP 453220 78,822 78,822
d All other revenue . . . . 60,677 60,677
e Total. Add lines 11a-11d . . . . . . »
2,728,177
12 Total revenue. See instructions . . . . . >
293,098,179 279,590,809 31,105 13,389,186

Form 990 (2019)



Form 990 (2019) Page 10

Part IX 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 lineinthisPartIX . . . . . . . . .+ .+ & .+ .« .
Do not include amounts reported on lines 6b, (A) Progra(nlw;)service Managércnlnt and Funég?sing
7b, 8b, 9b, and 10b of Part VIII. Total expenses expenses general expenses expenses
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 920 920
Part IV, line 22

3 Grants and other assistance to foreign organizations, foreign Y
governments, and foreign individuals. See Part IV, lines 15
and 16.

4 Benefits paid to or for members . . . . . . . Y

5 Compensation of current officers, directors, trustees, and 507,364 445,154 62,210
key employees P

6 Compensation not included above, to disqualified persons (as Y
defined under section 4958(f)(1)) and persons described in
section 4958(c)(3)(B) ..

7 Other salariesandwages . . . . .+ . . . 59,484,412 52,191,690 7,292,722
8 Pension plan accruals and contributions (include section 401 2,176,686 1,909,827 266,859
(k) and 403(b) employer contributions)

9 Other employee benefits . . . . . . . 8,416,884 7,384,983 1,031,901
10 Payrolltaxes . . . . .+ . .« .+ . . . 4,269,029 3,745,651 523,378
11 Fees for services (non-employees):

a Management . . . . . . 5,889 5,889

blegal . . . .+ . . . . . Y

c Accounting . . . . . . . 0 ... 3,750 3,750

dlobbying . . . . . . . . . . . 1,257 1,257

e Professional fundraising services. See Part |V, line 17 Y

f Investment managementfees . . . . . . Y

g Other (If line 11g amount exceeds 10% of line 25, column 49,124,273 47,252,638 1,871,635 0

(A) amount, list line 11g expenses on Schedule O)
12 Advertising and promotion . . . . 218,808 217,692 1,116
13 Office expenses . . . .+ .+ .+ . 951,853 721,972 229,881
14 Information technology . . . . . . 455,429 240,459 214,970
15 Royalties . . 0
16 Occupancy . . . . . . . . . . . 9,326,082 3,296,723 6,029,359
17 Travel . .+ + « &« 4 4w e 68,036 31,418 36,618
18 Payments of travel or entertainment expenses for any Y

federal, state, or local public officials
19 Conferences, conventions, and meetings . . . . 29,774 18,976 10,798
20 Interest . . . . . .. . . . . . 12,816,024 12,816,024
21 Payments to affiliates . . . . . . . Y
22 Depreciation, depletion, and amortization . . 10,615,380 5,693,660 4,921,720
23 Insurance . . . 1,658,646 364,592 1,294,054

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 0.)

a DRUGS AND MEDICAL SUPPLIES 32,875,589 32,875,589

b BAD DEBT 9,855,480 9,855,480

¢ HOSPITAL ASSESSMENT FEE 12,130,306 12,130,306

d INSTITUTIONAL DUES/LICENSES 136,399 136,399

e All other expenses 6,034,006 3,940,719 2,083,389 9,898
25 Total functional expenses. Add lines 1 through 24e 221,162,276 182,454,848 38,697,530 9,898

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 » L1 if following SOP 98-2 (ASC 958-720).

Form 990 (2019)
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Page 11

Part X Balance Sheet
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 0] 1 0
2 Savings and temporary cash investments 357,360,930 2 375,510,963
3 Pledges and grants receivable, net of 3 0
4 Accounts receivable, net 37,241,837 4 36,603,411
5 Loans and other payables to any current or former officer, director, trustee,
key employee, creator or founder, substantial contributor, or 35% controlled ol s 0
entity or family member of any of these persons
6 Loans and other receivables from other disqualified persons (as deflned under
section 4958(f)(1)), and persons described in section 4958(c)(3)(B) . o| 6 0
«w»| 7 Notes and loans receivable, net 188,412 7 171,399
ot
g 8 Inventories for sale or use 2,332,371 8 2,597,290
2 9 Prepaid expenses and deferred charges 1,144,255| 9 1,524,064
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of Schedule D 10a 331,901,870
b Less: accumulated depreciation 10b 135,320,676 140,844,785( 10c 196,581,194
11 Investments—publicly traded securities o 11 0
12 Investments—other securities. See Part IV, line 11 0o 12 0
13 Investments—program-related. See Part IV, line 11 o 13 0
14 Intangible assets o 14 0
15 Other assets. See Part 1V, line 11 158,126 15 0
16 Total assets. Add lines 1 through 15 (must equal line 34) 539,270,716 16 612,988,321
17 Accounts payable and accrued expenses 20,914,414 17 31,338,641
18 Grants payable o 18 0
19 Deferred revenue 473,581 19 265,779
20 Tax-exempt bond liabilities o 20 0
»n| 21  Escrow or custodial account liability. Complete Part IV of Schedule D o 21 0
Q
=22 Loans and other payables to any current or former officer, director, trustee, key
= employee, creator or founder, substantial contributor, or 35% controlled entity
-fé or family member of any of these persons ol 22 0
—123  secured mortgages and notes payable to unrelated third parties o 23 0
24 Unsecured notes and loans payable to unrelated third parties o 24 0
25 Other liabilities (including federal income tax, payables to related third parties, 210,327,967 25 201,914,186
and other liabilities not included on lines 17 - 24).
Complete Part X of Schedule D
26 Total liabilities. Add lines 17 through 25 231,715,962 26 233,518,606
wn .
[ Organizations that follow FASB ASC 958, check here » and
8 complete lines 27, 28, 32, and 33.
g 27 Net assets without donor restrictions 307,554,754 27 379,469,715
@ (28 Net assets with donor restrictions 0| 28 0
k]
—
= Organizations that do not follow FASB ASC 958, check here » [ and
U complete lines 29 through 33.
o129 Capital stock or trust principal, or current funds 29
?3 30 Paid-in or capital surplus, or land, building or equipment fund 30
$ 31 Retained earnings, endowment, accumulated income, or other funds 31
<
« | 32 Total net assets or fund balances 307,554,754| 32 379,469,715
53
2|33 Total liabilities and net assets/fund balances 539,270,716| 33 612,988,321

Form 990 (2019)



Form 990 (2019) Page 12
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) 1 293,098,179
2 Total expenses (must equal Part IX, column (A), line 25) 2 221,162,276
3 Revenue less expenses. Subtract line 2 from line 1 3 71,935,903
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) 4 307,554,754
5 Net unrealized gains (losses) on investments 5
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 -20,942
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line 33, column (B))| 10 379,469,715

Part X Financial Statements and Reporting

Check if Schedule O contains a response or note to any line in this Part XII

O

2a

3a

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.

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

O Separate basis [ consolidated basis [ Both consolidated and separate basis

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

O Separate basis Consolidated basis [ Both consolidated and separate basis

If "Yes," to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant?

If the organization changed either its oversight process or selection process during the tax year, explain in Schedule O.

As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the Single
Audit Act and OMB Circular A-133?

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.

Yes No
2a No
2b Yes
2c Yes
3a No
3b

Form 990 (2019)



Additional Data

Software 1ID:
Software Version:

EIN: 35-1932442

Name: INDIANA UNIVERSITY HEALTH NORTH HOSPITAL
INC
Form 990 (2019)

Form 990, Part III, Line 4a:

Indiana University Health North Hospital, Inc. ("IU Health North Hospital") has provided leading family-centered care to Carmel and Hamilton County residents since 2005.
As a full-service hospital for adults and children with an attached medical office building, IU Health North Hospital brings together physician offices, 149 inpatient beds, and
operating rooms in a state-of-the-art facility where compassionate caregivers provide superior patient treatment without regard to a patient's ability to pay.




Form 990, Part III, Line 4b:

IU Health North Hospital provides services to related tax-exempt organizations.




Form 990, Part 1III, Line 4c:

IU Health North Hospital leases physician office and clinic space to related tax-exempt organizations.




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

and Independent Contractors

(A) (B) <) (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 rglat_ed FEdE g = [T T+ (W-2/1099- (W-2/1099- organization and

organizations | Tz | 3 [® | [2& |2 MISC) MISC) related
below dotted | &z | £ | T |5 (B2 |3 organizations
line) P g |73 Fal%
=5 | g BT
D = = = |lo O
= = =) o
El=] 5] 2
o | = D hs)
T | < T
i f-;’; @
I 2
T T
(=N
Kristy A Schulhof 53.0
....................................................................................... X X 0 1,022,070 423,160
DIRECTOR/PRESIDENT (PART YEAR) 2.0
MATTHEW R COOK 2.0
............................................................................... X 0 884,838 150,078
DIRECTOR 53.0
Kenneth D Puckett 35.0
............................................................................... X X 0 749,896 145,910
President - Indy Suburban Reg. 20.0
PAUL M CALKINS MD 55.0
............................................................................... X 602,605 0 31,892
VP & CMO 0.0
KEVIN L SMITH MD 2.0
............................................................................... X 0 520,724 12,547
DIRECTOR 53.0
MEGAN CRITTENDON MD 2.0
............................................................................... X 0 374,099 11,362
DIRECTOR 53.0
ARTHUR VASQUEZ 35.0
............................................................................... X 0 316,788 48,361
COO - Indy Suburban Region 20.0
Cara L Breidster 35.0
............................................................................... X 0 321,380 41,748
CFO - Indy Suburban Region 20.0
MICHAEL L HARLOWE 0.0
............................................................................... X 291,075 0 35,860
PRESIDENT - TIPTON
DEREK E EMPIE
............................................................................ X 0 268,310 45,345
SECRETARY




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

and Independent Contractors

(A) (B) <) (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 rglat_ed FEdE g = [T T+ (W-2/1099- (W-2/1099- organization and

organizations | Tz | 3 [® | [2& |2 MISC) MISC) related
below dotted | &z | £ | T |5 (B2 |3 organizations
line) Ex|ls 71254l
=5 | g BT
D = = = |lo O
= = =) o
El=] 5] 2
o | = D s
T | < T
i f-;’; @
I 2
T T
(=N
RUTH A KAIN RN 0.0
.................................................................... X 0 264,913 41,126
Former Key Employee 55.0
LISA A SPARKS RN 35.0
.................................................................... X 0 231,548 43,717
CNO - Indy Suburban Region 20.0
RANDALL C YUST 55.0
.................................................................... X 0 227,727 29,249
Former Officer 0.0
DIANE L HESSON 35.0
............................................................................ X 141,699 65,495 36,484
Interim CNO (PART YEAR) 20.0
MARK A MCLEAN 35.0
............................................................................ X 88,973 115,837 32,933
DIR OPERATIONS (PART YEAR) 20.0
TAMARAH D BROWNLEE 35.0
.................................................................... X 0 192,896 40,664
VP-HR - Indy Suburban Region 20.0
ATHANASIA S BANICH 55.0
............................................................................ X 8,391 166,818 34,137
PRES. North/Coo Saxony (Pt Yr) 0.0
JONATHAN R GOBLE 0.0
.................................................................... X 0 208,726 0
Former Officer 0.0
JANICE M VADAS 40.0
.................................................................... X 182,794 0 15,145
Director Allied Services 0.0
CHAD A DILLEY 40.0
........................................................... X 159,296 14,813 7,156
ADMIN DIR-CV(PT YR)/COO-SAXONY 0.0




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

and Independent Contractors

(A) (B) (©) (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 rglat_ed FEdE g = [T T+ (W-2/1099- (W-2/1099- organization and

organizations | Tz | 3 [® | [2& |2 MISC) MISC) related
below dotted | &z | £ | T |5 (B2 |3 organizations
line) Ex|ls 71254l
FO |2 o
= = =) I
o d <] [ =
2| = 3 =1
o | = D s
| < z
i f-;’; @
I 2
T T
(=N
ROBERT E EVARD MD 12.0
............................................................................... X 0 79,612 0
DIRECTOR 20
JAY L HESS MD 1.0
....................................................................................... X 6,500 37,500 0
DIRECTOR 7.0
CHARLES E SCHALLIOL 2.0
............................................................................... X X 18,750 0 0
CHAIRMAN 2.0
CLAUDIA ] SOMES MD 2.0
............................................................................... X 14,375 0 0
DIRECTOR 2.0
MARSHA A STONE 2.0
............................................................................... X 0 8,000 0
DIRECTOR 2.0
MARK R BENSON DO 2.0
............................................................................... X 0 7,000 0
DIRECTOR 2.0
MICHELE M KAWIECKI 2.0
............................................................................... X 6,500 0 0
DIRECTOR 2.0
REV KAREN E DEVAISHE 2.0
............................................................................... X 0 3,500 0
DIRECTOR (Part Year) 2.0
JOHN D GOLDENBERG M 2.0
............................................................................... X 3,000 0 0
DIRECTOR
MICHAEL L KUBACKI
...................................................................... X 0 0 0
DIRECTOR (Part Year) 0.0
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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 9
990EZ)

Internal Revenue Sepvi

Department of the Treasury P Go to www.irs.gov/Form990 for instructions and the latest information. o';:r;;:c:il::i“c

4947(a)(1) nonexempt charitable trust.
P Attach to Form 990 or Form 990-EZ.

Name of the organization Employer identification number

INDIANA UNIVERSITY HEALTH NORTH HOSPITAL

INC

35-1932442

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

1 [0 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 [J 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 [[] 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.)

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

7 [0 An organization that normally receives a substantial part of its support from a governmental unit or from the general public described in

section 170(b)(1)(A)(vi). (Complete Part II.)

[0 A community trust described in section 170(b)(1)(A)(vi). (Complete Part IL.)

[ 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 [[] 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 [] Anorganization organized and operated exclusively to test for public safety. See section 509(a)(4).

12 [ An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of one or
more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 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 cperated, 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 [[J Check this box if the organization received a written determination from the IRS that it is 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 (ii) EIN (iii) Type of (iv) Is the organization listed (v) Amount of (vi) Amount of
organization organization in your governing document? monetary support other support (see
(described on lines (see instructions) instructions)
1- 10 above (see
instructions))
Yes No

Total
For Paperwork Reduction Act Notice, see the Instructions for Cat. No. 11285F Schedule A (Form 990 or 990-EZ) 2019

Form 990 or 990-EZ.



Schedule A (Form 990 or 990-EZ) 2019 Page 2

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

Calendar year

(or fiscal yoar begimning in) P (a) 2015 (b) 2016 (c) 2017 (d) 2018 (e) 2019 (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

Calendar year

(or fiscal yoar begimning in) P (a) 2015 (b) 2016 (c) 2017 (d) 2018 (e) 2019 (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
10

12 Gross 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,
check this box and stophere . . . . . R 3 I
Section C. Computation of Public Support Percentage
14 Public support percentage for 2019 (line 6, column (f) divided by line 11, column (f)) . . . . . . . . . 14

15 Public support percentage for 2018 Schedule A, PartII, line 14 . . . . . 15

16a 33 1/3% support test—2019. If the organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this box

and stop here. The organization qualifies as a publicly supported organization. . . . N AN
b 33 1/3% support test—2018. If the organization did not check a box on line 13 or 16a and I|ne 15 is 33 1/3% or more, check this

box and stop here. The organization qualifies as a publicly supported organization . . . . T 2l
17a 10%-facts-and-circumstances test—2019. If the organization did not check a box on line 13 16a or 16b and line 14
is 10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here. Explain
in Part VI how the organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly supported

organization . . . . N AN
b 10%-facts-and- C|rcumstances test—2018 If the organlzatlon dld not check a box on I|ne 13 16a 16b or 17a and I|ne
15 is 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 . . . A |:|
18 Private foundation. If the organlzatlon d|d not check a box on I|ne 13 16a 16b 17a or 17b check thls box and see
instructions . . . . . . L L L L e e R

Schedule A (Form 990 or 990-EZ) 2019
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.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.

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

(a) 2015

(b) 2016

(c) 2017

(d) 2018

(e) 2019

(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 is
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) 2015

(b) 2016

(c) 2017

(d) 2018

(e) 2019

(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.

e

Section C. Computation of Public Support Percentage

15 Public support percentage for 2019 (line 8, column (f) divided by line 13, column (f)) . 15

16 Public support percentage from 2018 Schedule A, Part III, line 15 . 16
Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2019 (line 10c¢, column (f) divided by line 13, column (f)) . 17

18 Investment income percentage from 2018 Schedule A, Part III, line 17 . 18

193 331/3% support tests—2019. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line 17 is not

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—2018. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33 1/3% and line 18 is

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

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

e

e
e

Schedule A (Form 990 or 990-FEZ) 2019
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Im Supporting Organizations

(Complete only if you checked a box on line 12 of Part 1. 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.

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

Yes

3a

3b

3c

4b

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 (i) the names and EIN numbers of the supported
organizations added, substituted, or removed; (ii) the reasons for each such action; (iii) 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 designated 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 (i) its supported organizations, (ii) individuals that are part of the charitable class benefited by one or more of its
supported organizations, or (iii) 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 whether|

the organization had excess business holdings).

10b

Schedule A {(Form 990 or 990-EZ) 2019
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Im Supporting Organizations (continued)

Page 5

11

b

C

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 II 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, (i) a written notice describing the type and amount of support provided during the prior tax year, (ii) a copy of the
Form 990 that was most recently filed as of the date of notification, and (iii) 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 (i) appointed or elected by the supported organization
(s) or (ii) 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

Section E. Type III Functionally-Integrated Supporting Organizations

1

o

o

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

[J The organization satisfied the Activities Test. Complete line 2 below.

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

[J 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.

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.

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.

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.

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) 2019
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m Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations

Page 6

1 [] Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See
instructions. All other Type III non-functionally integrated supporting organizations must complete Sections A through E.
Section A - Adjusted Net Income (A) Prior Year (B) Current Year
(optional)
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross income (see instructions) 3
4 Add lines 1 through 3 4
5 Depreciation and depletion 5
6 Portion of operating expenses paid or incurred for production or collection of gross 6
income or for management, conservation, or maintenance of property held for
production of income (see instructions)
7 Other expenses (see instructions) 7
Adjusted Net Income (subtract lines 5, 6 and 7 from line 4)
Section B - Minimum Asset Amount (A) Prior Year (B) Current Year
(optional)
1 Aggregate fair market value of all non-exempt-use assets (see instructions for short
tax year or assets held for part of year): 1
a Average monthly value of securities 1a
b Average monthly cash balances ib
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1c) id
e Discount claimed for blockage or other factors
(explain in detail in Part VI):
2 Acquisition indebtedness applicable to non-exempt use assets 2
3 Subtract line 2 from line 1d 3
4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount, see
instructions). 4
5 Net value of non-exempt-use assets (subtract line 4 from line 3) 5
6 Multiply line 5 by .035 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, Column A) 1
2  Enter 85% of line 1 2
3 Minimum asset amount for prior year (from Section B, line 8, Column A) 3
4 Enter greater of line 2 or line 3 4
5 Income tax imposed in prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to emergency 6
temporary reduction (see instructions)
7 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-FEZ) 2019
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IEETRA Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Section D - Distributions

Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

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.

0 [N | |0 |bh|W

details in Part VI). See instructions

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

9 Distributable amount for 2019 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations
(see instructions)

(i)

Excess Distributions

(i) (iii)
Underdistributions Distributable
Pre-2019 Amount for 2019

1 Distributable amount for 2019 from Section C, line 6

2 Underdistributions, if any, for years prior to 2019
(reasonable cause required-- explain in Part VI).
See instructions.

3 Excess distributions carryover, if any, to 2019:

From 2014,

From 2015.

From 2016.

From 2017,

[CEE-NERE-21]

From 2018,

f Total of lines 3a through e

g Applied to underdistributions of prior years

h Applied to 2019 distributable amount

i Carryover from 2014 not applied (see
instructions)

j Remainder. Subtract lines 3g, 3h, and 3i from 3f.

4 Distributions for 2019 from Section D, line 7:
$

a Applied to underdistributions of prior years

b Applied to 2019 distributable amount

¢ Remainder. Subtract lines 4a and 4b from 4.

5 Remaining underdistributions for years prior to
2019, if any. Subtract lines 3g and 4a from line 2.

If the amount is greater than zero, explain in Part VI.

See instructions.

6 Remaining underdistributions for 2019. Subtract
lines 3h and 4b from line 1. If the amount is greater
than zero, explain in Part VI. See instructions.

7 Excess distributions carryover to 2020. Add lines
3j and 4c.

8 Breakdown of line 7:

Excess from 2015.

Excess from 2016.

Excess from 2017.

Excess from 2018.

o|a|o|o|o

Excess from 2019.

Schedule A (Form 990 or 990-EZ) (2019)
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Software ID:
Software Version:
EIN: 35-1932442
Name: INDIANA UNIVERSITY HEALTH NORTH HOSPITAL
INC
Schedule A (Form 990 or 990-EZ) 2019 Page 8
m Supplemental Information. Provide the explanations required by Part II, line 10; Part II, line 17a or 17b; Part III, line 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).

Facts And Circumstances Test
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047
gz();m 990 or 990- For Organizations Exempt From Income Tax Under section 501(c) and section 527 2 0 1 9

Open to Public

»Complete if the organization is described below. »Attach to Form 990 or Form 990-EZ.

Department of the Treasury »Go to www.irs.gov/Form990 for instructions and the latest information.

i 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
@ Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.
@ Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.
@ Section 527 organizations: Complete Part I-A only.
If the organization answered “Yes" 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 II-B. Do not complete Part 1l-A.
If the organization answered "Yes"” on Form 990, Part IV, Line 5§ (Proxy Tax) (see separate instructions) or Form 980-EZ, Part V, line 35¢
(Proxy Tax) (see separate instructions), then
e Section 501(c)(4), (5), or (6) organizations: Complete Part Ill.

Name of the organization
INDIANA UNIVERSITY HEALTH NORTH HOSPITAL

INC 35-1932442
m Complete if the organization is exempt under section 501(c) or is a section 527 organization.

Employer identification number

1 Provide a description of the organization’s direct and indirect political campaign activities in Part IV (see instructions for definition of
“political campaign activities")

2 Political campaign activity expenditures (see instructions) . » $

3 Volunteer hours for political campaign activities (see INStrUCtioNS) .......civiiiiiiiiii
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 ...........occviiiiiiiininnnns » $
2 Enter the amount of any excise tax incurred by organization managers under section 4955 ............ocevuvvnnns » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? ........ccocoiiiiiiiiiiiii e O ves O No
4a  Was @ COrreCtioN Mad@? ...cuii it e ettt e [ Yes O neo

b If "Yes," describe in Part IV.
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
10T ot o o TIF= Yot o V7 ¥ =T » $
Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL, line 17b........... » $
4 Did the filing organization file Form 1120-POL for this YEar? .....ciiiiiiiiiii e 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
filing organization's
funds. If none, enter

-0-.

(e) Amount of political
contributions received
and promptly and
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.

- No. 50084S

Schedule C (Form 990 or 990-EZ) 2019



Schedule C (Form 990 or 990-EZ) 2019
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.

(a) Filing

Limits on Lobbying Expenditures organization's
(The term "expenditures™ means amounts paid or incurred.) totals

(b) Affiliated group
totals

. -

Total lobbying expenditures to influence public opinion (grass roots lobbying) ........ccccovvvveninn
Total lobbying expenditures to influence a legislative body (direct lobbying) .......ccovvvieveninne.
Total lobbying expenditures (add lines 1a and 1b) ...ocovrieiiiiiiii e
Other exempt puUrpose eXPENAILUIES ..viiiiit it e e
Total exempt purpose expenditures (add lines 1c and 1d) ....cocoviiiiiiiiiiiiiiin e

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

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 le.

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) ...o.oveiiiiiiiiiii e
Subtract line 1g from line 1a. If zero or less, enter -0-. .. .ccoiiiiiiiiiiiiie e
Subtract line 1f from line 1c. If zero or less, enter -0-. .

If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720 reporting
SECEION 4911 taX FOr this VAP L.ttt ettt e et e e e e

|:| Yes |:| No

4-Year Averaging Period Under Section 501(h)

columns below. See the separate instructions for lines 2a through 2f.)

(Some organizations that made a section 501(h) election do not have to complete all of the five

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

beginning in) (a) 2016 (b) 2017 (c) 2018

(d) 2019

(e) Total

2a Lobbying nontaxable amount

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

c Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2019
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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 1i below, provide in Part IV a detailed description of the lobbying (a) (b)
activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local legislation,
including any attempt to influence public opinion on a legislative matter or referendum, through the use of:
A VOIUN OIS ? it e e No
b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)? ........ No
€ Media advertisemeEnts? .. . e No
d Mailings to members, legislators, or the public? .......coi i No
e Publications, or published or broadcast statements? ........cooiiiiiiiii No
f  Grants to other organizations for lobbying PUFPOSES? ...iiiiiiiiiii i e e 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
[ © 1o 1= - Yot 4 AV | =13 Yes 1,257
J  Total. Add 1ines 1€ through L0 coeuie i e e e e e et e et 1,257
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 ......ccciiiiiiiiiiiiiiiii
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? ..........cccccvennnee.
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? ........cocooiiiiiiiiiic e 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? .......ccccvvvveennnn 2
3 Did the organization agree to carry over lobbying and political expenditures from the prior year? ..........cocoviieiiiniennnne. 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."

[

5

Dues, assessments and similar amounts from members ... ..o

Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of political
expenses for which the section 527(f) tax was paid).

[T /=T o T =T Y
[Ty VoYY o] o T = T YT | TP PP

Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues .

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
EXPENAIEUNE NEXE VBT 1ouititititititiet it et et et ettt e ettt e et ettt e et et e et e e e e ne et e netnbn e nebnb e nennnns

Taxable amount of lobbying and political expenditures (see instructions) .........ccocviviiiiii s

1

2a

2b

2c

»

m Supplemental Information

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

Return Reference Explanation

Schedule C, Part II-B, Line 1i - Other
Activities

expenditures was $1,257.

IU Health North Hospital paid institutional membership dues to the Indiana Hospital Association ("IHA")
during 2019 in the amount of $19,247. Each membership organization notified IU Health North Hospital that
a portion of the dues it paid were used for lobbying purposes. The IHA used 6.53%, or $1,257 of the 2019
membership dues paid by IU Health North Hospital, for lobbying expenditures. The total membership dues
paid to this organization by IU Health North Hospital during 2019 that were attributable to lobbying

Schedule C (Form 990 or 990EZ) 2019
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. . OMB No. 1545-0047
SCHEDULE D Supplemental Financial Statements
(Form 990) 2 0 1 9
» Complete if the organization answered "Yes,"” on Form 990,
Part 1V, 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 » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Name of the organization Employer identification number

INDIANA UNIVERSITY HEALTH NORTH HOSPITAL

INC 35-1932442

.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

Total number at end of year .

Aggregate value of contributions to (during year)

Aggregate value of grants from (during year)

Aggregate value at end of year .

a A W N BR

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 ves [1 No

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 impermissible

private benefit? . . . . . . L L L L e e e e e e O ves [ No

Im 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).

] Ppreservation of land for public use (e.g., recreation or education) 1  Preservation of an historically important land area
] Protection of natural habitat ] Preservation of a certified historic structure
1 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 . . . . . . . . . . . . ... oL L. 2a
b Total acreage restricted by conservation easements . . . . . . . . . . . . . . ... 2b
¢ Number of conservation easements on a certified historic structure includedin(a) . . . . . 2¢
d Number of conservation easements included in (c) acquired after 7/25/06, 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 »

5 Does the organization have a written policy regarding the periodic monltormg, |nspect|on handling of violations,
and enforcement of the conservation easements it holds? . . . . . . [ Yes ] 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
>3

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and section 170(h)(4)(B)(ii)? . P e A O Yes O Ne
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.

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

13 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 VIIL, linel. . . . . . . . . . . . . . . . v v v ... P3

(ii)Assets included in Form 990, Part X . . . . . . . . . . . . . . . . . . i i e e e S

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 Revenueincluded on Form 990, Part VIII, linel. . . . . . . . . . . . . .. .. ... ......#P3%

b Assetsincludedin Form990,PartX. . . . . . . . . . . . . . . . . . ... ... s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 52283D Schedule D (Form 990) 2019
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m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its collection
items (check all that apply):
@ [ Ppublic exhibition d O Loanor exchange programs
b e
O] scholarly research LI other
¢ [ preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in
Part 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

IEEREY 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, line 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
€ Beginningbalance. . . . . . . . . . .. lc
d Additions during the year . id
€ Distributions during the year . le
f Endingbalance. . . . . . . ... e 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? . . . [ ves ] No
b If "Yes," explain the arrangement in Part XIII. Check here if the explanation has been provided in Part XIII O
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
b Contributions
c Net investment earnings, gains, and losses
d Grants or scholarships
e Other expenditures for facilities
and programs
f Administrative expenses
g End of year balance
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
Board deSIQnated or quaSi-endowment > ..........................................
b Permanent endowment ’ ..........................................
¢ Temporarily restricted endowment »
The percentages on lines 2a, 2b, and2cshou|dequa|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)
(i) related organizations . . . . . . . . .+ .« . . . . 3a(ii)
b If "Yes" on 3a(ii), 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.
Land, Buildings, and Equipment.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.
Description of property (@) Cost or other basis (b) Cost or other basis (other) | (c) Accumulated depreciation (d) Book value
(investment)
1a Land
b Buildings 166,811,493 57,914,732 108,896,761
¢ Leasehold improvements 1,086,838 384,649 702,189
d Equipment 84,918,580 65,471,849 19,446,731
e Other . . . 79,084,959 11,549,446 67,535,513
Total. Add lines 1a through 1le. (Column (d) must equal Form 990, Part X, column (B), line 10(c).) . . » 196,581,194

Schedule D (Form 990) 2019
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EERRZE Investments—Other Securities.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11b.See Form 990, Part X, line 12.

(@) Description of security or category
(including name of security)

(b)
Book
value

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

(1) Financial derivatives
(2) Closely-held equity interests
(3)COther

(A)

(B)

©

(D)

(E)

(F)

(G)

(H)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.)

»

Investments—Program Related.
Complete if the organization answered 'Yes' on Form 990, Part 1V, line 11c. See Form 990, Part X, line 13.

(@) Description of investment

(b) Book value

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

(1)

(2)

(3)

(4)

(5)

(6)

7)

(8)

(9)

Total. (Column (b) must equal Form 990, Part X, col.(B) line 13.)

»

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)

(2)

(3)

(4)

(5)

(6)

7)

(8)

(9)

Total. (Column (b) must equal Form 990, Part X, col.(B) line 15.)

»

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

(5)

(6)

7)

(8)

(9)

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

» 201,914,186

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 liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part XIII

Schedule D (Form 990) 2019
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Im Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered 'Yes' on Form 990, Part 1V, line 12a.

m Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered 'Yes' on Form 990, Part 1V, line 12a.

1 Total revenue, gains, and other support per audited financial statements 1
Amounts included on line 1 but not on Form 990, Part VIII, line 12:
a Net unrealized gains (losses) on investments 2a
b Donated services and use of facilities 2b
¢ Recoveries of prior year grants 2c
d Other (Describe in Part XIII.) 2d
e Add lines 2a through 2d 2e
3 Subtract line 2e from line 1 3
Amounts included on Form 990, Part VIII, line 12, but not on line 1:
a Investment expenses not included on Form 990, Part VIII, line 7b 4a
Other (Describe in Part XIII.) 4b
¢ Add lines 4a and 4b . . 4c
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part I, line 12.) 5

Total expenses and losses per audited financial statements 1
Amounts included on line 1 but not on Form 990, Part IX, line 25:
a Donated services and use of facilities 2a
b  Prior year adjustments 2b
¢ Other losses 2c
d Other (Describe in Part XIII.) 2d
e Add lines 2a through 2d 2e
3 Subtract line 2e from line 1 3
Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part VIII, line 7b 4a
Other (Describe in Part XIII.) 4b
¢ Add lines 4a and 4b . . 4c
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part I, line 18.) 5

W Supplemental Information

Provide the descriptions required for Part 11, 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) 2019
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Supplemental Information (continued)
Return Reference Explanation
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Additional Data

Supplemental Information

Software 1ID:
Software Version:
EIN: 35-1932442

Name: INDIANA UNIVERSITY HEALTH NORTH HOSPITAL

INC

Return Reference

Explanation

Schedule D, Part X, Line 2 - FIN
48 (ASC 740) Footnote

IU Health North Hospital is a subsidiary in Indiana University Health, Inc.'s ("IU Health"

) Consolidated Audited Financial Statements. The Internal Revenue Service (IRS) has determ
ined that Indiana University Health and certain of its affiliated entities are tax-exempt
organizations as defined in Section 501(c)(3) of the Internal Revenue Code (IRC). Indiana
University Health and its tax-exempt affiliates are, however, subject to federal and state
income taxes on unrelated business income under the provisions of IRC Section 511. The Ta

X Cuts and Jobs Act (TCJA) was enacted on December 22, 2017. For tax-exempt entities, TCJA
requires organizations to pay an excise tax on compensation above certain thresholds and
record income or losses for tax determination purposes from unrelated business activities

on an activity-by-activity basis, among other provisions. Proposed regulations and interim
guidance, necessary for implementation, have been issued on most aspects of TCJA. Itis e
xpected that proposed regulations will be issued as final regulations by the IRS in 2020.

As of and for the year ended December 31, 2019, Indiana University Health has made reasona
ble estimates of the provision for income taxes, the compensation excise tax, and the effe

cts, if any, on existing deferred tax balances. Indiana University Health will continue to

refine its calculations in future periods, as additional regulations and guidance are iss

ued by the IRS. Deferred income taxes that, as of December 31, 2019 and 2018, have no net
carrying value reflect the net tax effect of temporary differences between the carrying am
ounts of assets and liabilities for financial reporting and the amounts used for income ta

X purposes. As of December 31, 2019 and 2018, the Indiana University Health System had gro
ss deferred tax assets of $143,157,000 and $119,965,000 respectively, primarily relating t

o net operating loss carryovers. Management determined that a full valuation allowance at
December 31, 2019 and 2018, was necessary to reduce the deferred tax assets to the amount
that would more likely than not be realized. Based on the weight of the evidence, if it is

more likely than not that some portion or all of the deferred tax assets will not be real

ized, a valuation allowance to reduce the deferred tax assets is recorded. The change in t

he valuation allowance for the current year is $23,192,000. At December 31, 2019, the Indi
ana University Health System has available net operating loss carryforwards of $575,596,00
0. Net operating losses generated from 1999 through 2017 will expire between 2020 and 2037
. Net operating losses generated after 2017 do not expire. Certain subsidiaries of Indiana
University Health are taxable entities. The tax expense and liabilities of these subsidia

ries are not material to the consolidated financial statements.
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SCHEDULE H

OMB No. 1545-0047

(Form 990)

Department of the

Hospitals

» Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
» Attach to Form 990.

2019

Treasury » Go to www.irs.gov/Form990EZ for instructions and the latest information.
NSHE B HHE Srgahization Employer identification number
INDIANA UNIVERSITY HEALTH NORTH HOSPITAL
INC 35-1932442
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 limit 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 No
LI 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 No
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? . 5¢
6a Did the organization prepare a community benefit report during the tax year? 6a | Yes
b If "Yes," did the organization make it available to the public? . 6b | Yes
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
Means-Tested
Government Programs
a Financial Assistance at cost

(from Worksheet 1) .
b Medicaid (from Worksheet 3,
column a) . . .

¢ Costs of other means-tested
government programs (from
Worksheet 3, column b) .

d Total Financial Assistance and
Means-Tested Government
Programs .

(a) Number of
activities or programs
(optional)

{b) Persons served
(optional)

(c) Total community
benefit expense

(d) Direct offsetting
revenue

(e) Net community
benefit expense

(f) Percent of
total expense

1,630

1,884,697

1,884,697

0.890 %

4,406

33,534,638

19,330,103

14,204,535

6.720 %

6,036

35,419,335

19,330,103

16,089,232

7.610 %

Other Benefits

e Community health improvement
services and community benefit
operations (from Worksheet 4).

f Health professions education
(from Worksheet 5) .

g Subsidized health services (from
Worksheet 6)

h Research (from Worksheet 7) .

i Cash and in-kind contributions
for community benefit (from
Worksheet 8)

j Total. Other Benefits
k Total. Add lines 7d and 7j

9,430

986,162

25,366

960,796

0.450 %

537,965

537,965

0.250 %

2

9,082

98,335

98,335

0.050 %

12

18,729

1,622,462

25,366

1,597,096

0.750 %

12

24,765

37,041,797

19,355,469

17,686,328

8.360 %

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

Cat. No. 50192T
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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 its 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)
1 Physical improvements and housing
2 Economic development
3 Community support
4 Environmental improvements
5 Leadership development and
training for community members
6 Coalition building
7 Community health improvement
advocacy 1 359 359 0%
8 Workforce development
9 Other
10 Total 1 359 359 0 %
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes [ No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement
No. 15?7 . . & v v v e e e e e e e e e 1 No
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount. . . . . . . 2 2 431 347

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 0

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 is contained in the attached financial statements.

Section B. Medicare

5 Enter total revenue received from Medicare (including DSH and IME) . . . . . | 5 | 31,754,867
6 Enter Medicare allowable costs of care relating to payments on line5 . . . . . | 6 | 41,638,200
7 Subtract line 6 from line 5. This is the surplus (or shortfall) . . . . . . . . | 7 | -9,883,333
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 in Part VI . . . o e e e e e e e e e 9b | Yes

Management Companies and Joint Ventures
%WQ%Q%?%HEQW by officers,| directors, trusEgSSDgggrmBng%rﬁgR/physicians—sea infg}’grl@%ﬁ]zation'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) 2019
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IEZXA Facility Information

Section A. Hospital Facilities

(list 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)

|endsoy pasus o]

{LOIBING 73 [EOIPSW RIsULAY)

readsoy s,usIpIyo

feydsoy Bunpoes |

[CYdSOY §8290L [2DII7)

Aoey yoreasay

8IN0Y $2-4J

12430-43

Facility reporting
Other (describe) group

See Additional Data Table

Schedule H (Form 990) 2019
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IEZXA 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)
1U HEALTH NORTH 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 recognlzed by a state as a hospital facility in the current tax year

or the immediately preceding tax year?. . . . . . . . . Coe 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 immediately

preceding tax year? If “Yes,” provide details of the acquisition in SectionC. . . . . . . .+ + .+ .« « .« . . 2 No

3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a community health
needs assessment (CHNA)? If "No," skipto line 12. . . .+ + o v v « & v v « & & &+ & & x a . 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 ¥l Existing health care facilities and resources within the community that are available to respond to the health needs of the
community
d M How data was obtained

e M The significant health needs of the community

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

[¢] The process for identifying and prioritizing community health needs and services to meet the community health needs

h 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 18
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 in
SectioN C v v v v e e e h e e e e e e e e e e 6a No
b Was the hospital facility’s CHNA conducted with one or more organizations other than hospital facilities?” If “Yes,” list the other
organizations in Section C. Ce C e e e e 6b No
7 Did the hospital facility make its CHNA report Wldely available to the publlc? . 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): SEE PART V, SECTION C

b [ other website (list url):

¢ [ 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," skipto line 11.. . . . . . . + .+ + &« « .« . 8 | Yes

9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 19

10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . . . . 10| Yes
If "Yes" (list url): SEE PART V, SECTION C
a
b If "No," is the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

11 Describe in Section C how the hospital facility is 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 4 v 4 e w e w h o a 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) 2019
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IEZXA Facility Information (continued)
Financial Assistance Policy (FAP)
IU HEALTH NORTH 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 0. %

b Income level other than FPG (describe in Section C)

c Asset level

d Medical indigency

e Insurance status

f [] Underinsurance discount

g 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 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 M| 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 M The FAP was widely available on a website (list url):
SEE PART V, SECTION C

b The FAP application form was widely available on a website (list url):
SEE PART V, SECTION C

c A plain language summary of the FAP was widely available on a website (list url):
SEE PART V, SECTION C

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

e The FAP application form was available 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

receiving 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 Notified members of the community who are most likely to require financial assistance about availability of the FAP

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

j Other (describe in Section C)

Schedule H (Form 990) 2019
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Page 6

Facility Information (continued)

Billing and Collections

IU HEALTH NORTH HOSPITAL

Name of hospital facility or letter of facility reporting group

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
nonpayment? . P

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 facility’s FAP?

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

< 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 M 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 (if not, describe in Section C)

b Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in
Section C)

c Processed incomplete and complete FAP applications (if not, describe in Section C)

d Made presumptive eligibility determinations (if not, describe in Section C)

e [ other (describe in Section C)

f ] None of these efforts were made

Yes

17

Yes

19

No

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?

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

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

21

Yes

Schedule H (Form 990) 2019
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Page 7

IEZXA Facility Information (continued)

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

IU HEALTH NORTH 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
If "Yes," explain in Section C.

Yes

23

No

24

No

Schedule H (Form 990) 2019



Schedule H (Form 990) 2019 Page 8
XA Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5,
6a, 6b, 7d, 11, 13b, 13h, 15¢, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 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
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XA Facility Information (continued)

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

How many non-hospital health care facilities did the organization operate during the tax year? 1
Name and address Type of Facility (describe)
1 Carmel Rehab rehabilitation services
2476 East 116th StreetG100
CARMEL, IN 46032
2
3
4
5
6
7
8
9
10

Schedule H (Form 990) 2019
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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.



Form and Line Reference

Explanation

Schedule H, Part I, Line 3c - Other
Factors Used in Determining Elig.

IU Health North Hospital uses several factors other than Federal Poverty Guidelines ("FPGs ") in
determining eligibility for free care under its FAP. These factors include the follo wing: 1. Indiana
Residency Requirement Financial Assistance will only be made available to residents of the State of
Indiana and those eligible for assistance under 42 U.S.C.A. 139 6b(v). IU Health North Hospital will
employ the same residency test as set forth in Indian a Code 6-3-1-12 to define an Indiana resident. The
term Resident includes any individual w ho was domiciled in Indiana during the taxable year, or any
individual who maintains a per manent place of residence in Indiana and spends more than one hundred
eight-three (183) da ys of the taxable year in Indiana. Patients residing in the state of Indiana while
attendi ng an institution of higher education may be eligible for assistance under the FAP if they meet the
aforementioned residency test and are not claimed as a dependent on a parents or guardians federal
income tax return. 2. IU Healths Individual Solutions Department Prior to seeking Financial Assistance
under the FAP, all patients or their guarantors must consu It with a member of IU Healths Individual
Solutions department to determine if healthcare coverage may be obtained from a government
insurance/assistance product or from the Health Insurance Exchange Marketplace. 3. Uninsured Patients
All Uninsured Patients presenting f or services at IU health North Hospital eligible under the FAP will not be
charged more th an the AGB as described in the FAP. 4. Services Rendered by Individual Providers The
FAP d oes not cover services rendered by individual providers. A full listing of providers and s ervices not
covered by the FAP is available at https://iuhealth.org/pay-a-bill/financial-a ssistance and is updated on a
quarterly basis. 5. Alternate Sources of Assistance When tec hnically feasible, a patient will exhaust all
other state and federal assistance programs prior to receiving an award from IU Health North Hospitals
Financial Assistance Program. P atients who may be eligible for coverage under an applicable insurance
policy, including, but not limited to, health, automobile, and homeowners, must exhaust all insurance
benefit s prior to receiving an award from IU Health North Hospitals Financial Assistance Program. This
includes patients covered under their own policy and those who may be entitled to be nefits from a third-
party policy. Patients may be asked to show proof that such a claim wa s properly submitted to the proper
insurance provider at the request of IU Health North Ho spital. Eligible patients who receive medical care
from IU Health North Hospital as a resu It of an injury proximately caused by a third party, and later
receive a monetary settleme nt or award from said third party, may receive Financial Assistance for any
outstanding ba lance not covered by the settlement or award to which IU Health North Hospital is

entitled . In the event a Financial Assistance Award has already been granted in such circumstances , IU
Health North Hospital reserves the right to reverse the award in an amount equal to t he amount IU Health
North Hospital would be entitled to receive had no Financial Assistanc e been awarded. 6. Alternate
Methods of Eligibility Determination IU Health North Hospital will conduct a quarterly review of all accounts
placed with a collection agency partner f or a period of no less than one hundred and twenty (120) days
after the account is eligibl e for an ECA. Said accounts may be eligible for assistance under the FAP based
on the pati ents individual scoring criteria. To ensure all patients potentially eligible for Financia |
Assistance under the FAP may receive Financial Assistance, IU Health North Hospital will deem
patients/guarantors to be presumptively eligible for Financial Assistance if they ar e found to be eligible for
one of the following programs, received emergency or direct adm it care, and satisfied his/her required co-
pay/deductible: - Indiana Childrens Special Hea Ith Care Services - Medicaid - Healthy Indiana Plan -
Patients who are awarded Hospital Pr esumptive Eligibility (HPE) - Enrolled in a state and/or federal
program that verifies the patient's gross household income is less than or equal to 200% of the Federal
Poverty Lev el 7. Additional Considerations Financial Assistance may be granted to a deceased patients
account if said patient is found to have no estate. Additionally, IU Health North Hospita | will deny or
revoke Financial Assistance for any patient or guarantor who falsifies any portion of a Financial Assistance
application. 8. Patient Assets IU Health North Hospital may consider patient/guarantor Assets in the
calculation of a patient's true financial bur den. A patient's/guarantor's primary residence and one (1)
motor vehicle will be exempted from consideration in most cases. A patient's primary residence is defined
as the patient’ s principal place of residence and will be exclude




Form and Line Reference

Explanation

Schedule H, Part I, Line 3c - Other
Factors Used in Determining Elig.

d from a patient's extraordinary asset calculation so long as the patient's equity is less than five-hundred
thousand dollars ($500,000) and the home is occupied by the patient/gua rantor, patient's/guarantor's
spouse or child under twenty-one (21) years of age. One (1) motor vehicle may be excluded as long as
the patient's equity in the vehicle is less than fifty-thousand dollars ($50,000). IU Health North Hospital
reserves the right to request a list of all property owned by the patient/guarantor and adjust a patient's
award of Finan cial Assistance if the patient demonstrates a claim or clear title to any extraordinary As set
not excluded from consideration under the above guidance. 9. Non-Emergent Services Dow n Payment
Uninsured Patients presenting for scheduled or other non-emergent services will not be charged more than
the AGB for their services. Patients will receive an estimated AG B cost of their care prior to IU Health
North Hospital rendering the services and will be asked to pay a down-payment percentage of the AGB
adjusted cost prior to receiving service s. In the event a patient is unable to fulfill the down-payment,
their service may be resc heduled for a later date as medically prudent and in accordance with all
applicable federa | and state laws and/or regulations. 10. Emergency Services Non-Refundable Deposit
This se ction will be implemented with a strict adherence to EMTALA and IU Health Policy ADM 1.32,
Screening and Transfer of Emergency or Unstable Patients. Amount of Non-Refundable Deposi t All
Uninsured Patients presenting for services at IU Health North Hospitals Emergency De partment, via
transfer from another hospital facility, or direct admission, will be respon sible for a cne-hundred dollar
($100.00) non-refundable deposit for services rendered. Pat ients/guarantors will be responsible for any
copays and/or deductibles required by their p lan prior to full Financial Assistance being applied. Uninsured
Patients wishing to make a n application for Financial Assistance greater than the AGB must fulfill their
non-refunda ble deposit prior to IU Health North Hospital processing said application. Uninsured Patie nts
making payments toward their outstanding non-refundable deposit balance will have said payments
applied to their oldest application on file, if applicable.




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Schedule H, Part I, Line 6a - C.B.
Report Prepared by a Related Org.

IU Health North Hospital's community benefit and other investments, encompassing its total community
investment, are included in the IU Health Community Benefit Report which is prepared on behalf of and
includes IU Health and its related hospital entities in the State of Indiana. The IU Health Community Benefit
Report is made available to the public on IU Health's website at https://iuhealth.org/in-the-
community/Community-Benefit. The IU Health Community Benefit Report is also distributed to numerous
key organizations throughout the State of Indiana in order to broadly share the IU Health Statewide
System's community benefit efforts. It is also available by request through the Indiana State Department of

Health or IU Health.




990 Schedule H, Supplemental Information

Form and Line Reference Explanation

Schedule H, Part I, Line 7, Column (c) Sched_ule H, Part I, Line 7, Column (f), Percent of Total Expense, is based on colun_m (e) Ne_t Community _
Benefit Expense. The percent of total expense based on column (c) Total Community Benefit Expense, which

- Total Community Benefit Expense - - ¢
excludes direct offsetting revenue, is 17.53%.




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Schedule H, Part I, Line 7, Column (f) -
Percent of Total Expense

IThe amount of bad debt expense subtracted for purposes of calculating the percentage of total expense on
Line 7, column (f) is $9,855,480. BAD DEBT EXPENSE IS REPORTED AT COST BASED ON THE COST-TO-
ICHARGE RATIO DERIVED FROM WORKSHEET 2, RATIO OF PATIENT CARE COST-TO-CHARGES.




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Schedule H, Part II - Promotion of
Health in Communities Served

[U Health North Hospital is part of the IU Health Statewide System. The IU Health Statewide System
participates in a variety of community-building activities that address the social determinants of health in
the communities it serves through investments in economic development efforts across the state,
collaboration with like-minded organizations through coalitions that address key issues and advocacy for
improvements in the health status of vulnerable populations. This includes making contributions to
lcommunity-building activities by providing investments and resources to local community initiatives that

address issues, such as access to healthcare, community support and economic development. Several
lexamples include IU Health North Hospital's support of the following organizations and initiatives that focus
lon some of the root causes of health issues, such as lack of education, insufficient access to resources,
lemployment and poverty: - Partnership for a Healthy Hamilton County - Aspire Indiana, Inc. - Trinity Free
Clinic - Indiana Center for the Prevention of Youth Abuse and Suicide - Shepherd's Center of Hamilton
County Additionally, through the IU Health Statewide System's team member community benefit service
program, "IU Health Serves,” team members across the state make a difference in the lives of thousands of
Hoosiers every year.




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

Schedule H, Part III, Line 2 - Bad Debt
Expense Methodology

[The amount reported on line 2 as bad debt is reported at cost, as calculated using the cost to charge ratio
methodology. SCHEDULE H, PART III, LINE 3 - EST. BAD DEBT ATTR. TO PATIENTS UNDER FAP AN
UNINSURED PATIENT AND/OR GUARANTOR WHO WAS ADMITTED THROUGH AN ELIGIBLE FACILITY'S
EMERGENCY DEPARTMENT VIA A DIRECT ADMISSION FROM A PHYSICIAN'S OFFICE, OR TRANSFER FROM
[ANOTHER HOSPITAL FACILITY, AND WHOSE HOUSEHOLD INCOME IS LESS THAN OR EQUAL TO 200% OF
ITHE FEDERAL POVERTY LEVEL MAY BE ELIGIBLE FOR FULL CHARITY ASSISTANCE AFTER THE SUCCESSFUL
COMPLETION OF THE FINANCIAL ASSISTANCE APPLICATION AND SATISFACTION OF HIS/HER NON-
REFUNDABLE DEPOSIT. TO CAPTURE ALL PATIENTS WHO ARE POTENTIALLY ELIGIBLE FOR FINANCIAL
[ASSISTANCE UNDER THE IU HEALTH FINANCIAL ASSISTANCE POLICY, IU HEALTH WILL DEEM
PATIENTS/GUARANTORS TO BE PRESUMPTIVELY ELIGIBLE FOR FINANCIAL ASSISTANCE IF THEY ARE
FOUND TO BE ELIGIBLE FOR ONE OF THE FOLLOWING PROGRAMS, RECEIVED EMERGENCY OR DIRECT
IADMIT CARE, AND SATISFIED THE REQUIRED CO-PAY/DEDUCTIBLE: 1. INDIANA CHILDREN'S SPECIAL
HEALTH CARE SERVICES 2. MEDICAID 3. HEALTHY INDIANA PLAN 4. PATIENTS WHO ARE AWARDED
HOSPITAL PRESUMPTIVE ELIGIBILITY 5. ENROLLED IN A STATE AND/OR FEDERAL PROGRAM THAT
VERIFIES THE PATIENT'S GROSS HOUSEHOLD INCOME IS LESS THAN OR EQUAL TO 200% OF THE
FEDERAL POVERTY LEVEL (FPL). IU HEALTH ALSO CONDUCTS A QUARTERLY REVIEW OF ALL ACCOUNTS
PLACED WITH A COLLECTION AGENCY PARTNER FOR A PERIOD OF NO LESS THAN ONE HUNDRED AND
ITWENTY (120) DAYS AFTER THE ACCOUNT IS ELIGIBLE FOR AN EXTRAORDINARY COLLECTION ACTIONS.
SAID ACCOUNTS MAY BE ELIGIBLE FOR ASSISTANCE UNDER THE FINANCIAL ASSISTANCE POLICY BASED
ON THE PATIENT'S INDIVIDUAL SCORING CRITERIA AND ARE NOT INCLUDED IN BAD DEBT. DUE TO THIS
COMPREHENSIVE METHODOLOGY, IU HEALTH DOES NOT BELIEVE ANY AMOUNT OF BAD DEBT IS
ATTRIBUTABLE TO PATIENTS WHO MAY BE ELIGIBLE UNDER THE FINANCIAL ASSISTANCE POLICY AND NO
PORTION OF BAD DEBT IS INCLUDED AS COMMUNITY BENEFIT.
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Form and Line Reference

Explanation

Schedule H, Part III, Line 4 - Bad Debt
Expense

IU Health North Hospital is a subsidiary in the consolidated financial statements of IU Health. IU Health's
bad debt expense footnote is as follows: The Indiana University Health System does not require collateral or
other security from its patients, substantially all of whom are residents of the State, for the delivery of
health care services. However, consistent with industry practice, the Indiana University Health System
routinely obtains assignment of (or is otherwise entitled to receive) patients' benefits payable under their
health insurance programs, plans or policies (e.g., Medicare, Medicaid, managed care payers, and
commercial insurance policies. The Indiana University Health System uses a portfolio approach to account
for categories of patient contracts as a collective group, rather than recognizing revenue on an individual
contract basis. The portfolios consist of major payer classes for inpatient revenue and outpatient revenue.
Based on the historical collection trends and other analysis, the Indiana University Health System believes
that revenue recognized by utilizing the portfolio approach approximates the revenue that would have been
recognized if an individual contract approach were used. In support of its mission, the Indiana University
Health System provides care to uninsured and underinsured patients. The Indiana University Health System
provides charity care to patients who lack financial resources and are deemed to be medically indigent.
Under its financial assistance policy, the Indiana University Health System provides medically necessary

care to uninsured patients with inadequate financial resources at charitable discounts equivalent to the
amounts generally billed, and it provides eligibility for full charity for emergent encounters for uninsured
patients who earn less than 200% of the federal poverty level and who meet application criteria. Patients
whose liability is deemed catastrophic relative to their annual household income are also eligible for reduced
charges. Since the Indiana University Health System does not pursue collection of these amounts, the
discounted amounts are not reported as patient service revenue. The Indiana University Health System uses
presumptive eligibility screening procedures for free care and recognizes net patient service revenue on
services provided to self-pay patients at the discounted rate at the time services are rendered. The
estimated cost of charity care, using the consolidated cost to charge ratio, was $96,693,000 and
$94,886,000 in 2019 and 2018, respectively.
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Form and Line Reference

Explanation

Schedule H, Part III, Line 8 - Medicare
Shortfall

[The amount reported on Schedule H, Part III, Line 6 is calculated, in accordance with the Form 990
instructions, using "allowable costs" from IU Health North Hospitals Medicare Cost Report. "Allowable costs"
for Medicare Cost Report purposes, however, are not reflective of all costs associated with IU Health North
Hospitals participation in Medicare programs. For example, the Medicare Cost Report excludes certain costs
such as billed physician services, the costs of Medicare Parts C and D, fee schedule reimbursed services, and
durable medical equipment services. Inclusion of all costs associated with IU Health North Hospitals
participation in Medicare programs would significantly increase the Medicare shortfall reported on Schedule
H, Part III, Line 7. IU Health North Hospital's Medicare shortfall is attributable to reimbursements that are
less than the cost of providing patient care and services to Medicare beneficiaries and does not include any

amounts that result from inefficiencies or poor management. IU Health North Hospital accepts all Medicare
patients knowing that there may be shortfalls; therefore it has taken the position that any shortfall should
be counted as part of its community benefit. Additionally, it is implied in Internal Revenue Service Revenue
Ruling 69-545 that treating Medicare patients is a community benefit. Revenue Ruling 69-545, which
established the community benefit standard for nonprofit hospitals, states that if a hospital serves patients
with governmental health benefits, including Medicare, then this is an indication that the hospital operates
to promote the health of the community.




Form and Line Reference

Explanation

Schedule H, Part III, Line Sb - Written
Debt Collection Policy

IU Health North Hospitals FAP and Written Debt Collection Policy describe the collection p ractices
applicable to patients, including those who may qualify for financial assistance. 1. Financial Assistance
Application Patients or their guarantors wishing to apply for Fin ancial Assistance are encouraged to submit
a Financial Assistance Application within ninet y (90) days of their discharge. Patients or their guarantors
may submit an application up to two-hundred and forty (240) days from the date of their first billing
statement from IU Health, however, accounts may be subject to ECA as soon as one hundred and twenty
(120) d ays after having received their first billing statement. Patients or their guarantors subm itting an
incomplete application will receive written notification of the applications def iciency upon discovery by IU
health. The application will be pended for a period of forty- five (45) days from the date the notification is
mailed. IU Health will suspend any ECA un til the application is complete, or the patient fails to cure any
deficiencies in their ap plication in the allotted period. Patients with limited English proficiency may request
to have a copy of the FAP, a FAP Application, and FAP Plain Language Summary in one of the b elow
languages: - Arabic - Burmese - Burmese-Falam - Burmese-Hakha Chin - Mandarin/Chinese - Spanish The
patient, and/or their representative, such as the patients physician, famil y members, legal counsel,
community or religious groups, social services or hospital perso nnel may request a FAP Application to be
mailed to a patients primary mailing address free of charge. IU Health keeps all applications and
supporting documentation confidential. Pa tients applying for assistance under the FAP will be required to
complete a Financial Assi stance Application. Patients must include the following documentation with their
Financial Assistance Application: - All sources of Income for the last three (3) months; - Most rec ent three
(3) months of pay stubs or Supplemental Security Income via Social Security; - M ost recent three (3)
statements from checking and savings accounts, certificates of deposi t, stocks, bonds and money market
accounts; - Most recent state and Federal Income Tax for ms including schedules C, D, E, and F. In the
event a patients and/or guarantors income do es not warrant the filing of a federal tax return, the patient
may submit a notarized affi davit attesting to the foregoing; - Most recent W-2 statement; - For patients
or members o f the Household who are currently unemployed, Wage Inquiry from WorkOne; and - If
applicab le, divorce/dissolution decrees and child custody order 2. Eligibility Determination IU He alth
North Hospital will inform patients or guarantors of the results of their application by providing the patient
or guarantor with a Financial Assistance Determination within ni nety (90) days of receiving a completed
Application and all requested documentation. If a patient or guarantor is granted less than full charity
assistance and the patient or guara ntor provides additional information for reconsideration, IU Health
Revenue Cycle Services may amend a prior Financial Assistance Determination. If a patient or guarantor
seeks to appeal the Financial Assistance Determination further, a written request must be submitted ,
along with the supporting documentation, to the Financial Assistance Committee for addit ional
review/reconsideration. All decisions of the Financial Assistance Committee are fina |. A patients Financial
Assistance Application and eligibility determination are specific to each individual date(s) of service and
related encounters. 3. Extraordinary Collection Actions IU Health North Hospital may refer delinquent
patient accounts to a third-party co llection agency after utilizing reasonable efforts to determine a
patients eligibility for assistance under the FAP. IU Health and its third-party collection agencies may
initiate ECA against a patient or their guarantor in accordance with this Policy and 26 C.F.R. 1.50 1(r).
Said ECA may include the following: - Selling a patients or their guarantors outstan ding financial
responsibility to a third party. - Reporting adverse information about the patient or their guarantor to
consumer credit reporting agencies or credit bureaus. - Defe rring or denying, or requiring a payment
before providing, medically necessary care becaus e of a patients or their guarantors nonpayment of one
or more bills for previously provide d care covered under the FAP. - Actions requiring a legal or judicial
process, including b ut not limited to placing a lien on patients or their guarantors property, foreclosing on
a patients or their guarantors real property attaching or seizing a patients or their guar antors bank
account or other personal property, commencing a civil action against a patien t or their guarantor,
causing a patient or guarantors arrest, causing a patient and/or gua rantor to be subject to a writ of body
attachment,
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and garnishing a patient or guarantors wages. When it is necessary to engage in such acti on, IU Health
North Hospital and its third party collection agencies, will engage in fair, respectful and transparent
collections activities. Patients or guarantors currently subje ct to an ECA who have not previously applied
for Financial Assistance may apply for assist ance up to two-hundred and forty (240) days of the date of
their first billing statement f rom IU Health. IU Health and their third-party collection agencies will suspend
any ECA en gaged on a patient or their guarantor while an Application is being processed and consider ed.
4. Refunds Patients eligible for assistance under the FAP who remitted payment to IU H ealth North
Hospital in excess of their patient responsibility will be alerted to the over payment as promptly after
discovery as is reasonable given the nature of the overpayment. Patients with an outstanding account
balance on a separate account not eligible for assist ance under the FAP will have their refund applied to
the outstanding balance. Patients wit hout an outstanding account balance described above will be issued
a refund check for thei r overpayment as soon as technically feasible.
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Communities are multifaceted and so are their health needs. IU Health North Hospital understands that the
health of individuals and communities are shaped by various social and environmental factors, along with
health behaviors and additional influences. IU Health North Hospital assesses the health care needs of the
communities it serves by conducting a Community Health Needs Assessment (CHNA) for each of its hospital
locations. For the 2018 CHNAs, Indiana University Health conducted the community survey data collection in
collaboration with Indiana University, University of Evansville and an Indiana Hospital Collaborative,
including Community Health Network, Franciscan Alliance, St. Vincent Health and other hospital partners.
|After completion of the CHNA, IU Health North Hospital reviewed secondary data, findings from other
community health assessments of areas served by the hospital, input obtained from individuals who
participated in community meetings, input obtained from key stakeholders, and a community survey to

identify and analyze the needs identified by each source. The top health needs of the IU Health communities
are those that are supported by multiple data sources. Additionally, the effectiveness of an intervention for
each need and IU Health's ability to impact positive change was evaluated. IU Health believes its CHNA
process is comprehensive and additional assessments are not required.
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IU Health North Hospital is committed to serving the healthcare needs of all of its patients regardless of
their ability to pay for such services. To assist in meeting those needs, IU Health North Hospital has
established a FAP to provide Financial Assistance to Uninsured Patients. IU Health North Hospital is
committed to ensuring its patients are compliant with all provisions of the Patient Protection & Affordable
Care Act. To that end, IU Health North Hospital will make a good faith effort to locate and obtain health
insurance coverage for patients prior to considering patients for coverage under the FAP. IU Health North
Hospital takes several measures to inform its patients of the FAP and FAP-eligibility. These measures include
the following: 1. Conspicuous public displays will be posted in appropriate acute care settings such as the
emergency department and registration areas describing the available assistance and directing eligible
patients to the Financial Assistance Application. 2. IU Health North Hospital will include a conspicuous

written notice on all patient billing statements that notifies the patient about the availability of this Policy,
and the telephone number of its Customer Service Department which can assist patients with any questions
they may have regarding this Policy. 3. IU Health Customer Service representatives will be available via
telephone Monday through Friday, excluding major holidays, from 8:00 a.m. to 7:00 p.m. Eastern Time to
address questions related to this Policy. 4. IU Health North Hospital will broadly communicate this Policy as
part of its general outreach efforts. 5. IU Health North Hospital will educate its patient facing team members
of the FAP and the process for referring patients to the Program.
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IU Health North Hospital is located in Hamilton County, Indiana, a county located in central Indiana. Its
service area counties include Marion, Hamilton, Boone, Hendricks, Hancock, Madison and Tipton counties.
Hamilton County includes ZIP codes within the towns of Arcadia, Atlanta, Carmel, Cicero, Fishers,
Noblesville, Sheridan, and Westfield. Based on the most recent Census Bureau (2019) statistics, Hamilton
County's population is 338,011 persons with approximately 51% being female and 49% male. The county's
population estimates by race are 82.8% White, 4.5% Black, 4.3% Hispanic or Latino, 6.5%% Asian, 0.2%
lIAmerican Indian or Alaska Native, and 2.1% persons reporting two or more races. Hamilton County has
relatively high levels of educational attainment. Among residents ages 25 and up, 96.4% completed their
leducation with a high school diploma or equivalent. Among resident ages 25 and up, 57.8% earned a
bachelor's degree or higher.
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IU Health North Hospital is a subsidiary of Indiana University Health, Inc., a tax-exempt healthcare
organization, whose Board of Directors is composed of members of which substantially all are independent
community members. During 2019, IU Health North Hospital's promotion of community health included the
following highlights: In 2019, IU Health North Hospital maintained a strong presence across the northern
[ndianapolis suburbs in Hamilton County and supported numerous not-for-profit agencies including local
parks departments, medical and dental clinics that provide care to the un- and under-insured, behavioral
health agencies, and organizations that provide health and social services to seniors who are in need. As
part of these efforts, IU Health North Hospital also continued its participation in the Partnership for a
Healthy Hamilton County in conjunction with Community Health Network, Riverview Health, Ascension St.

incent Carmel and several other health-related agencies in the county. This group seeks to transform
communities by influencing and leading health innovation through community collaborations. IU Health
North Hospital provided a 10-week fithess and nutrition program, Fresh & Fit, to 100 Hamilton County
residents helping them to improve their overall health by lowering cholesterol, blood pressure, blood sugar,
IJALC and weight. Participants in Fresh & Fit also report additional benefits of the program including increased
energy, improved mental well-being, reduced pain and a reduction in medications. IU Health North Hospital
is a subsidiary of IU Health. IU Health and its related hospital entities across the state of Indiana extend
medical privileges to all physicians who meet the credentialing qualifications necessary for appointment to
its medical staff. IU Health does not deny appointment on the basis of gender, race, creed or national origin.
[U Health, in conjunction with the IU School of Medicine, trains the next generation of physicians in an
exceptional environment. Blending breakthrough research and treatments with the highest quality of patient
care.
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IU Health North Hospital is part of the IU Health Statewide System. The IU Health Statewid e system is
Indiana's most comprehensive healthcare system. A unique partnership with the Indiana University School
of Medicine ("IU School of Medicine"), one of the nation's leadi ng medical schools, gives patients access
to innovative treatments and therapies. IU Healt h is comprised of hospitals, physicians and allied services
dedicated to providing preemin ent care throughout Indiana and beyond. National Recognition - Eight
hospitals designated as Magnet by the American Nurses Credentialing Center recognizing excellence in
nursing ca re. - IU Health Medical Center is honored to be nationally ranked by U.S. News & World Rep ort
for the 22nd year in a row. According to the U.S. News rankings, IU Health Medical Cen ter is the No. 1
ranked hospital in Indiana and Indianapolis and the only nationally ranke d adult hospital in the state. For
2019-2020, IU Health Medical Center was rated as high p erforming nationally in five specialties, with a
sixth specialty achieving a top 50 nation al ranking: - Cancer - high performing - Gastroenterology - high
performing - Geriatrics - ranked 45th in nation - Nephrology - high performing - Neurology &
Neurosurgery - high pe rforming - Urology - high performing Besides IU Health Medical Center, IU Health
has three other hospitals among the 10 top ranked hospitals in Indiana: IU Health Ball Memorial (#5 ), IU
Health Arnett (#8) and IU Health Bloomington (#8) hospitals. The annual rankings, no w in their 30th
year, are designed to assist patients and their doctors in making informed decisions about where to
receive care for challenging health conditions or for common ele ctive procedures. Education and Research
As an academic health center, IU Health works in partnership with the IU School of Medicine to train
physicians, blending breakthrough rese arch and treatments with the highest quality of patient care. Each
year, more than 1,000 r esidents and fellows receive training in IU Health hospitals. Research conducted
by IU Sch ool of Medicine faculty gives IU Health physicians and patients access to the most leading -edge
and comprehensive treatment options. In 2017, IU Health and the IU School of Medicin e announced that
they would invest $50 million over six years in the Strategic Research In itiative, a new research
collaboration that has enhanced the institutions’ joint capabilit ies in fundamental scientific investigation,
translational research and clinical trials. T he initial focus is on projects in the fields of neuroscience,
cancer and cardiovascular d isease with the goal to fund transformative proposals that will fundamentally
change the u nderstanding of these diseases and lead to important new therapies for patients. The three
target research areas represent research strengths at IU School of Medicine, key strategi ¢ service lines
for IU Health, and important medical needs in a time of an aging populatio n and rising healthcare costs: -
Cancer: One of the initiative's primary goals is to enabl e the IU Health Melvin and Bren Simon Cancer
Center to attain the National Cancer Institut e's (NCI) top status of "comprehensive," which would
recognize it as one of the top-tier c ancer centers in the nation. This designation was achieved in August
2019 making the cente r the only NCI-designated Comprehensive Cancer Center in Indiana and one of just
51 in the nation. - Neuroscience: The neurosciences research program tackles a broad range of brain
injuries, neurodegenerative disorders and neurodevelopmental disorders. - Cardiovascular: The
cardiovascular research initiative develops a comprehensive program for the study and treatment of heart
failure, from newborns to older adults. A top priority is developing a cardiovascular genetics program. The
Strategic Research Initiative provides patients with access to internationally renowned physicians and to
new therapies developed through tran slational research and clinical trials, and will make use of the latest
genetic tools to d evelop personalized therapies that are more effective for individuals and efficient for he
althcare providers. IU Health Statewide System IU Health is a part of the IU Health Statew ide System
which continues to broaden its reach and positive impact throughout the state o f Indiana. IU Health is
Indiana's most comprehensive academic health center and consists o f IU Health Methodist Hospital, IU
Health University Hospital, Riley Hospital for Children at IU Health, and IU Health Saxony Hospital. Other
hospitals in the IU Health Statewide S ystem include the following: - IU Health Arnett Hospital - IU Health
Ball Memorial Hospita | - IU Health Bedford Hospital - IU Health Blackford Hospital - IU Health Bloomington
Hosp ital - IU Health Frankfort Hospital - IU Health Jay Hospital - IU Health North Hospital - IU Health
Paoli Hospital - IU Health Tipton Hospital - IU Health West Hospital - IU Health White Memorial Hospital
Although each hospital in
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the IU Health Statewide System prepares and submits its own community benefit plan relati ve to the local
community, the IU Health Statewide System considers the sum of these plans part of a statewide vision
for strengthening Indiana's overall health. A comprehensive co mmunity outreach strategy and community
benefit plan is in place that encompasses the acad emic medical center downtown Indianapolis, suburban
Indianapolis and statewide entities ar ound priority areas that focus on health improvement efforts
statewide. IU Health is keenl y aware of the positive impact it can have on the communities of need in the
state of Indi ana by focusing on the most pressing needs in a systematic and strategic way. In 2019, IU
Health provided more than $738 million in total community benefit and served more than one million
individuals. Some ways we address our community health priorities as a system inc lude: IU Health Day of
Service The annual IU Health Days of Service is a high-impact event aimed at engaging IU Health team
members in activities that address an identified communi ty priority health need. Each year, more than
2,000 IU Health team members volunteer durin g the Days of Service. Community Health Initiatives With
investments in high-quality and i mpactful initiatives to address community health needs statewide, IU
Health is helping Ind iana residents improve their health and their quality of life. In 2019, IU Health
impacted many people statewide through educational presentations, health risk screenings, health e
ducation programs, and additional health educational opportunities made available to the ¢ ommunity,
especially to our community members in the greatest need of such services. Twent y-four local
organizations are benefitting from grants awarded by IU Health. In 2019, IU H ealth Community Outreach
and Engagement awarded more than $900,000 to community organizati ons and institutions which - like
IU Health - are addressing the health needs of the commu nity. These needs include access to affordable
healthcare, behavioral health and substance abuse, healthy weight and nutrition and social determinants
of health. The grants, admini stered by the Indiana University Health Foundation, were awarded to the
following: Behavio ral Health and Substance Abuse - Volunteers of America Ohio & Indiana's
(https://www.voaoh in.org/) (VOAOHIN) Fresh Start Recovery Center received a $75,000 grant to provide
residen tial addiction treatment to pregnant women and mothers. It also allows up to two children ages 5
and under to live with their mother while they receive services. - Goodwill Foundat ion of Central and
Southern Indiana(https://www.goodwillindy.org/foundation/) received $75 ,000 to help Goodwill Education
Initiatives (GEI) Resilience Initiative support resilience work across 15 Excel Center locations by leveraging
groundbreaking research on neuroplast icity - the ability of the brain to reorganize itself - and to train staff
and students on enhancing their resilience and mitigating the effects of trauma. - Additional grant winne
rs: - Reach for Youth (https://www.reachforyouth.org/) - Lutheran Foundation (https://thel
utheranfoundation) - Indy Public Safety Foundation (https://indypsf.org/) Healthy Weight a nd Nutrition -
United Way of Central Indiana, Inc.'s (https://uwci.org/) initiative Jump I N for Healthy Kids received a
$50,000 grant to address the epidemic of childhood obesity w ith a specific focus on implementing
strategies that create healthy places, healthy neighb orhoods, and healthy communities in Marion County.
- Playworks (https://www.playworks.org/ indiana/), a national non-profit organization that partners with
Indianapolis schools and youth organizations to help them leverage play for positive outcomes, received a
$23,000 g rant. - Additional grant winners: - Indianapolis Parks Foundation (https://www.indyparksfo
undation.org/) Social Determinants of Health - A $100,250 grant was awarded to Gleaners Fo od Bank's
(https://www.gleaners.org/) Ho
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Schedule H, Part V, Section A, Line 1
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https://iuhealth.org/find-locations/iu-health-north-hospital
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IU Health North Hospitals 2018 Community Health Needs Assessment (CHNA) Report includes a
prioritized description of significant health needs in the community. The CHNA report identified the
following seven needs as priorities for IU Health North: - ACCESS TO HEALTH CARE SERVICES - DRUG
IAND SUBSTANCE ABUSE - Food Insecurity - HEALTH CARE AND SOCIAL SERVICES FOR SENIORS -
MENTAL HEALTH - OBESITY AND DIABETES - SOCIAL DETERMINANTS OF HEALTH

Schedule H, Part V, Section B, Line 3e
Prioritized Health Needs




Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 1j, 3, 4,
5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18¢, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions for each facility
in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line 5
Input from Community

In conducting its most recent Community Health Needs Assessment ("CHNA") IU Health North H ospital
took into account input from persons who represent the broad interests of the comm unities it serves.
Primary data were gathered in three different methodologies for this as sessment: Community
Meetings, Key Stakeholder Interviews, and a Community Survey. For purp oses of this CHNA, IU Health
North Hospitals community is defined as Hamilton and Marion C ounties, Indiana. These two counties
accounted for 68 percent of the hospitals inpatient ¢ ases in 2016. Community Meetings Hamilton
County On April 17, 2018, a meeting of community representatives was held at the Hamilton County 4H
Fairgrounds in Noblesville, the county seat of Hamilton County. The meeting was attended by 38
community members invited by IU H ealth because they represent important community organizations
and sectors such as: local health departments, police/fire departments, non-profit organizations, local
business, hea Ith care providers, mayors/local policymakers, faith-based organizations, parks and
recrea tion departments, and schools. Through this meeting, IU Health sought a breadth of perspec
tives on the communitys health needs. The specific organizations represented at the meetin g are listed
below. - Aspire Indiana - Central Indiana Council on Aging (CICOA) - Chaucies Place - Community
Health Network North - Department of Child Services - Fishers City Coun cil - Fishers Fire & Emergency
Services - Good Samaritan Network - HAND, Inc. - HOPE Famil y Care Center - Hamilton County Council
on Alcohol and other Drugs - Hamilton County Healt h Department - Hamilton County Harvest Food
Bank - Hamilton County Youth Assistance Progra m - Hamilton Heights School Corporation - Hamilton
Southeastern Schools - IU Health - IU H ealth Indy Suburban Region/IU Health North Hospital and IU
Health Saxony Hospital - Nobles ville Chamber of Commerce - Noblesville Town Council - Noblesville
Schools - Partnership f or a Healthy Hamilton County - Prevail, Inc. - PrimeLife Enrichment, Inc. -
Riverview Heal th - Riverview Health Physicians - Shepherds Center of Hamilton County - St. Francis -
St. Vincent Carmel/Fishers - Stones 3 Resources - Trinity Free Clinic - Westfield Washington School The
meeting began with a presentation that discussed the goals and status of the CH NA process and the
purpose of the community meeting. Then, secondary data were presented. Due to the size of the group,
participants were then split into three groups. The same lis t was provided to each group of potential
unmet health needs for the individuals to discus s and vote on to indicate what they considered to be
the most significant health needs for Hamilton County. Those health needs were: - Transportation -
Housing - Employment - Job t raining - Food insecurity - Nutritional education - Social support - Access
to health serv ices - Cost of medication - Insurance coverage/enrollment - Violence/crime - Chronic
disea se management During the meeti
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ng, a range of other topics was discussed, including: - Individuals with a mental health d iagnosis -
Individuals with a history of substance abuse/misuse - Individuals with chronic conditions - Children and
seniors as priority populations - Nutritional education - Emplo yment - Limited supply of health care
professionals After discussing the needs identified, each participant was asked through a voting process
to identify the two they consider to be most significant. From this process, the groups identified the
following needs as most significant for Hamilton County: - Transportation - Housing - Access to health
services - Chronic disease management - Cost of medication - Insurance coverage/enrollment - Social s
upport Interviews Hamilton County An interview also was conducted with a representative of the
Hamilton County Health Department. The interview was conducted to assure that appropr iate and
additional input was received from a governmental public health official. The ind ividual that was
interviewed participated in the community meeting. Accordingly, the resul ts of the community meeting
were discussed and insights were sought regarding significant community health needs, why such needs
are present, and how they can be addressed. The int erview was guided by a structured protocol that
focused on opinions regarding significant community health needs, describing why such needs are
present, and seeking ideas for how t o address them. According to the interviewee, many in Indiana
incorrectly believe that sin ce Hamilton County is affluent, there is little need to focus on improving
community healt h. The county does have needs and has pockets of vulnerable populations that need
continue d attention. The county also needs more public health funding to provide adequate programs
and services. The interviewee confirmed that the three top needs identified by community meeting
participants were significant, adding that all three have been chronic issues in t he county. These three
needs were: - Transportation - Access to Health Services - Housing Mental health and substance abuse
services are particularly difficult to access in the cou nty. Only one real treatment center and no
inpatient facilities exist, requiring residents to travel long distances to services outside of the county.
Primary care also is difficul t to access for patients with certain types of insurance coverage. Many
providers are not accepting new patients with Medicare or Medicaid. This issue became more
problematic a few years ago after a community clinic closed. Regarding populations at risk, individuals
wit h a mental health diagnosis, the uninsured or underinsured, children, and seniors are most at risk.
Seniors face issues including a lack of transportation, difficulties accessing m ental health services, and
isolation. A lack of specialized providers for pain management, physical therapy, and related pain
management services is contributing to an over-prescri bing of opiates. The need for
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health education in the community is significant. Health department and other community re sources
are limited. Education is needed particularly regarding risks associated with subs tance abuse and
sexually-transmitted diseases. Many uninsured are using emergency rooms fo r primary care since
they do not know where else to go. A service that could connect these residents to providers
accepting low income and Medicaid patients is needed. Medication a ssistance for seniors also is an
issue. Many seniors are confused by the array of medicati ons they have been prescribed, leading to a
lack of medication adherence and compliance. C ommunity Meetings Marion County Between May 7
and 9, 2018, three meetings of community rep resentatives were held in Indianapolis, the county seat
of Marion County. In total, the me etings were attended by 42 community members invited by IU
Health in partnership with Comm unity Health Network because they represent important community
organizations and sectors such as: local health departments, police/fire departments, non-profit
organizations, loca | business, health care providers, mayors/local policymakers, faith-based
organizations, p arks and recreation departments, and schools. Through these meetings, IU Health
sought a b readth of perspectives on the communitys health needs. The specific organizations
represen ted at the meetings are listed below. - Adult and Child Health - All Senior Citizens Conne ct -
Central Indiana Council on Aging (CICOA) - City of Indianapolis - Coburn Place - Comm unity Health
Network - Gennesaret Free Clinics - Gleaners Food Bank - Health by Design - I U Health Methodist
Hospital - IU Health University Hospital - Indiana Youth Institute - In dianapolis Fire Department -
Indianapolis Metropolitan Police Department - Indy Hunger Net work - Indianapolis Parks and
Recreation - Irvington Development Organization - Jump IN fo r Healthy Kids - Lawrence Community
Gardens - Marion County Public Health Department - New Beginnings Church - Paramount Schools of
Excellence - Progress House - Purdue Extension - The Polis Center - University of Indianapolis The
meeting began with a presentation that discussed the goals and status of the CHNA process and the
purpose of the community meetin gs. Then, secondary data were presented, along with a summary of
the most unfavorable comm unity health indicators. For Marion County, those indicators were (in
alphabetical order): - Air pollution - Communicable diseases and STDs - Crime - Mental health and
supply of me ntal health providers - Obesity and lack of physical activity - Poverty and high
'Communit y Need Index' - Smoking and tobacco use Meeting participants then were asked to discuss
wh ether the identified, unfavorable indicators accurately identified the most significant co mmunity
health issues and were encouraged to add issues that they believed were significan t. Several issues
were added by each group, such as: - High school graduation rates - Buil t environment - Access to
prim
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Schedule H, Part V., Section B, Line 7a A copy of IU Health North Hospital's CHNA is available on its website at the following URL:
CHNA Webs’ite ! ! https://iuhealth.org/in-the-community/community-benefit
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Schedule H, Part V. Section B, Line 10a A copy of IU Health North Hospital's CHNA implementation strategy is available on its website at the
Implementa’tion St;'ategy Wet;site following URL: HTTPS://IUHEALTH.ORG/IN-THE-COMMUNITY/COMMUNITY-BENEFIT
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In conjunction with the CHNA, IU Health North Hospital's Board adopted an implementation s trategy
in April 2019 related to the 2018 CHNA. IU Health North Hospital prioritized and d etermined which of
the community health needs identified in its most recently conducted CH NA were most critical for it to
address. IU Health North Hospital will address the followi ng community health needs between 2019
and 2021: - Access to Healthcare Services - Drug an d Substance Abuse (including Opioids and
Alcohol) - Food Insecurity - Healthcare and Socia | Services for Seniors - Mental Health - Obesity and
Diabetes - Social Determinants of Hea Ith IU Health uses the term "Behavioral Health" to refer to
Mental Health and Drug and Sub stance Abuse (including Opioids and Alcohol). Access to Healthcare IU
Health North Hospita I's implementation strategy to address the identified need of Access to Healthcare
include s the following: - Provide funding for Trinity Free Clinic to support the medical and dent al
needs of Hamilton County residents who are uninsured and underinsured. - In 2019, IU He alth North
provided support to Trinity, which allowed the clinic to expand its mental heal th screening program,
increase hours of acute medical and dental care, expand well-child v isits to include fluoride varnish,
and provide continued care for hypertension patients wh o have difficulty accessing primary care. -
Encourage IU Health team members to assist in staffing the medical clinic. - Provide funding for the
Heart & Soul Clinic's operations in Westfield to support medical and dental needs of Hamilton County
residents who are uninsu red and underinsured. - In 2019, IU Health North provided support to Heart
& Soul, which w as used in providing medical and dental care for the 567 patients they served, an
increase of 32 percent over 2018. Of the 567 patients, 90 percent were classified as low or very-l ow
income. - Invest in the Partnership for a Healthy Hamilton County (PHHC) to encourage c ollaboration
among area health agencies and organizations. - IU Health North provided supp ort to PHHC in 2019,
which was used to assist the Fishers Youth Assistance Summer Meals Pr ogram and PHHC's overall
operations during its transition to become its own 501c¢3 organiza tion. - Develop programs and
strategies to improve the overall health of Hamilton County r esidents and employees. - Participate in
PHHC committees related to pertinent Community He alth Needs Assessment (CHNA) priorities. -
Support the Fishers Youth Assistance Summer Mea Is Program. - Provide an Individual Solutions
coordinator to help patients register for he alth insurance through Healthy Indiana Plan (HIP) 2.0 or
other Marketplace insurance. - Cr eate a pilot program that provides in-home visits by a licensed social
worker for seniors who need behavioral health services. - Provide physician-led health seminars to
seniors at PrimelLife Enrichment, Inc. - Provide free finger-stick health screenings for seniors at P
rimelLife Enrichment, Inc. to m




Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 1j, 3, 4,

5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18¢, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions for each facility
in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line 11
Addressing Identified Needs

easure cholesterol, triglycerides, glucose, A1C and blood pressure. - Provide education to encourage
positive changes to impact future screening results. - Provide in-hospital trai ning for team members
so the hospital is able to create an environment that is welcoming a nd conducive for those living with
dementia. - Provide funding to the Shepherd's Center of Hamilton County in support of its Reaching
Resources program, which allows seniors to age as independently and gracefully as possible. - Provide
24/7 peer counseling via telemedic ine for patients who present in the emergency department (ED)
with substance abuse issues. - Provide telemedicine visits with trained behavioral health clinicians to
patients who p resent in the emergency department (ED) with behavioral health needs. - Provide
funding fo r a Fishers EMS Duty Officer (EDO) to provide follow-up home visits for patients who have
been discharged from the hospital with behavioral health-related issues. - Provide funding for Aspire
Indiana to address specific behavioral health needs in Hamilton County. - In 2 019, IU Health North
provided support to Aspire to purchase two new pediatric exam tables for the Noblesville clinic and one
for the Carmel clinic, and to provide employment assist ance for Aspire clients. - Collaborate with the
Max Challenge of Fishers to provide 100 Ha milton County residents with a free 10-week program to
improve their overall health throug h fitness and nutrition. - Provide three health screenings during the
10-week period to me asure changes in cholesterol, triglycerides, glucose, A1C, blood pressure, weight
and Body Mass Index (BMI). Behavioral Health (includes Drug & Substance Abuse and Mental Health) I
U Health North Hospital's implementation strategy to address the identified need of Behavi oral Health
includes the following: - Invest in the Partnership for a Healthy Hamilton Cou nty (PHHC) to encourage
collaboration among area health agencies and organizations. - Deve lop programs and strategies to
improve the overall health of Hamilton County residents and employees. - Participate in PHHC
committees related to pertinent Community Health Needs A ssessment (CHNA) priorities. - Support the
Fishers Youth Assistance Summer Meals Program. - Create a pilot program that provides in-home visits
by a licensed social worker for seni ors who need behavioral health services. - Provide in-hospital
training for team members s o the hospital is able to create an environment that is welcoming and
conducive for those living with dementia. - Provide funding to the Shepherd's Center of Hamilton
County in sup port of its Reaching Resources program, which allows seniors to age as independently
and g racefully as possible. - Provide 24/7 peer counseling via telemedicine for patients who pr esent
in the emergency department (ED) with substance abuse issues. - In 2019, 91 percent of patients who

were offered peer recovery counseling accepted the service and were open t o discussing ways to treat
the




Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 1j, 3, 4,
5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18¢, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions for each facility
in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line 11
Addressing Identified Needs

ir substance abuse disorder. The peer recovery counselors spent 2,004 total minutes coachi ng
patients with substance abuse disorders. - Provide telemedicine visits with trained beh avioral health
clinicians to patients who present in the emergency department (ED) with be havioral health needs. -
In 2019, approximately 60 patients were transferred from the ED t o behavioral health services for
follow-up services or referral to an inpatient facility. - Provide funding for a Fishers EMS Duty Officer
(EDO) to provide follow-up home visits fo r patients who have been discharged from the hospital with
behavioral health-related issue s. - In 2019, 366 Hamilton County resident patients and 44 non-
Hamilton County resident pa tients received a follow-up call via the program. 122 total individuals did
not answer or respond to the follow-up call but there were 237 referrals to services in the community.
T here were 53 home visit referrals, 17 referrals to financial assistance for medication and other needs,
five referrals to transportation services, 55 referrals to social services a nd 15 referrals to a primary
care provider or contact. - Provide annual funding to the Ind iana Center for Prevention of Youth Abuse
& Suicide. - In 2019, IU Health North provided s upport to ICPYAS, and approximately 70 schools
hosted the Smart Steps program in 2019. - C ollaborate with the Indiana Center for Prevention of
Youth Abuse & Suicide to provide trai ning for community and IU Health team members on the
recognition and prevention of child s exual abuse. - In 2019, 525 adults completed the Stewards of
Children training. - Provide funding for Breathe Easy Hamilton County efforts. - Provide senior
executive support for t he Breathe Easy Hamilton County initiative. - Attend and financially support the
annual Br eathe Easy Hamilton County luncheon. - Provide funding for Aspire Indiana to address speci
fic behavioral health needs in Hamilton County. Food Insecurity IU Health North Hospital's
implementation strategy to address the identified need of Food Insecurity includes the fo llowing: -
Invest in the Partnership for a Healthy Hamilton County (PHHC) to encourage col laboration among
area health agencies and organizations. - Develop programs and strategies to improve the overall
health of Hamilton County residents and employees. - Participate i n PHHC committees related to
pertinent Community Health Needs Assessment (CHNA) priorities . - Support the Fishers Youth
Assistance Summer Meals program through investment in the Pa rtnership for a Healthy Hamilton
County (PHHC). - With PHHC's assistance, the program incr eased access to healthy food by providing
a total of 46,220 meals in 2019, an average of 5 14 students served each week. - Collaborate with the
Fishers Parks & Recreation to provide 20 garden boxes measuring 10'x10" on the campus. - Provide
funding to the Fishers Parks & Recreation to cover the cost of garden plot rental for community
members who rent one of the Fishers Parks garden plots




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 1j, 3, 4,
5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18¢, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions for each facility
in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line 13b
Income Level Other than FPG

In addition to FPG, IU Health North Hospital may take into consideration a patients income and/or ability
to pay in calculation of a financial assistance award.




Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 1j, 3, 4,
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Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line 13h
Other FAP Factors

IU Health North Hospital takes into consideration several other factors in determining pat ient eligibility
for financial assistance. These factors include the following: 1. IU Heal ths Individual Solutions
Department Prior to seeking Financial Assistance under the FAP, a Il patients or their guarantors must
consult with a member of IU Healths Individual Soluti ons department to determine if healthcare
coverage may be obtained from a government insur ance/assistance product or from the Health
Insurance Exchange Marketplace. 2. Alternate So urces of Assistance When technically feasible, a patient
will exhaust all other state and federal assistance programs prior to receiving an award from IU Health
North Hospitals Fin ancial Assistance Program. Patients who may be eligible for coverage under an
applicable i nsurance policy, including, but not limited to, health, automobile, and homeowners, must e
xhaust all insurance benefits prior to receiving an award from IU Health North Hospitals F inancial
Assistance Program. This includes patients covered under their own policy and tho se who may be
entitled to benefits from a third-party policy. Patients may be asked to sho w proof that such a claim was
properly submitted to the proper insurance provider at the r equest of IU Health North Hospital. Eligible
patients who receive medical care from IU Hea Ith North Hospital as a result of an injury proximately
caused by a third party, and later receive a monetary settlement or award from said third party, may
receive Financial Assis tance for any outstanding balance not covered by the settlement or award to
which IU Healt h North Hospital is entitled. In the event a Financial Assistance Award has already been g
ranted in such circumstances, IU Health North Hospital reserves the right to reverse the a ward in an
amount equal to the amount IU Health North Hospital would be entitled to receiv e had no Financial
Assistance been awarded. 3. Alternate Methods of Eligibility Determinat ion IU Health North Hospital will
conduct a quarterly review of all accounts placed with a collection agency partner for a period of no less
than one hundred and twenty (120) days after the account is eligible for an Extracrdinary Collection
Action ("ECA"). Said account s may be eligible for assistance under the FAP based on the patients
individual scoring cr iteria. To ensure all patients potentially eligible for Financial Assistance under the
FAP may receive Financial Assistance, IU Health North Hospital will deem patients/guarantors to be
presumptively eligible for Financial Assistance if they are found to be eligible for one of the following
programs, received emergency or direct admit care, and satisfied his /her required co-pay/deductible: -
Indiana Childrens Special Health Care Services - Medica id - Healthy Indiana Plan - Patients who are
awarded Hospital Presumptive Eligibility (HPE ) - Enrolled in a state and/or federal program that verifies
the patient's gross household income is less than or equal
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Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line 13h
Other FAP Factors

to 200% of the Federal Poverty Level 4. Additional Considerations Financial Assistance may be granted
to a deceased patients account if said patient is found to have no estate. Add itionally, IU Health North
Hospital will deny or revoke Financial Assistance for any patie nt or guarantor who falsifies any portion of
a Financial Assistance application. 5. Non-Em ergent Services Down Payment Uninsured Patients
presenting for scheduled or other non-emer gent services will not be charged more than the Amounts
Generally Billed ("AGB") for their services. Patients will receive an estimated AGB cost of their care prior
to IU Health No rth Hospital rendering the services and will be asked to pay a down-payment percentage
of the AGB adjusted cost prior to receiving services. In the event a patient is unable to ful fill the down-
payment, their service may be rescheduled for a later date as medically prud ent and in accordance with
all applicable federal and state laws and/or regulations. 6. Em ergency Services Non-Refundable Deposit
This section will be implemented with a strict adh erence to EMTALA and IU Health Policy ADM 1.32,
Screening and Transfer of Emergency or Uns table Patients. 7. Amount of Non-Refundable Deposit All
Uninsured Patients presenting for services at IU Health North Hospitals Emergency Department, via
transfer from another hosp ital facility, or direct admission, will be responsible for a one-hundred dollar
($100.00) non-refundable deposit for services rendered. Patients/guarantors will be responsible for any
copays and/or deductibles required by their plan prior to full Financial Assistance b eing applied.
Uninsured Patients wishing to make an application for Financial Assistance g reater than the AGB must
fulfill their non-refundable deposit prior to IU Health North Hos pital processing said application.
Uninsured Patients making payments toward their outstan ding non-refundable deposit balance will have
said payments applied to their oldest applic ation on file, if applicable.
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Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 1j, 3, 4,
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Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line 16a
FAP Website

bill/financial-assistance

IA copy of IU Health North Hospitals FAP is available on the following website: https://iuhealth.org/pay-a-
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Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 1j, 3, 4,
5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18¢, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions for each facility
in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line 16b
FAP Application Website

IA copy of IU Health North Hospitals FAP Application is available on the following website:
https://iuhealth.org/pay-a-bill/financial-assistance
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Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 1j, 3, 4,
5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18¢, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions for each facility
in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line 16¢
FAP PLS Website

IA plain language summary of the FAP, including translated copies, is available on the following website:
https://iuhealth.org/pay-a-bill/financial-assistance
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Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 1j, 3, 4,
5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18¢, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions for each facility
in a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

Schedule H, Part V, Section B, Line 16j
Other Measures to Publicize

IU Health North Hospital takes several other measures to publicize its FAP within the community. These
measures include the following: 1. Conspicuous public displays will be posted in appropriate acute care
settings such as the emergency department and registration areas describing the available assistance
and directing eligible patients to the Financial Assistance Application. 2. IU Health North Hospital will
include a conspicuous written notice on all patient billing statements that notifies the patient about the
availability of this Policy, and the telephone number of its Customer Service Department which can assist
patients with any questions they may have regarding this Policy. 3. IU Health Customer Service
representatives will be available via telephone Monday through Friday, excluding major holidays, from
8:00 a.m. to 7:00 p.m. Eastern Time to address questions related to this Policy. 4. IU Health North
Hospital will broadly communicate this Policy as part of its general outreach efforts. 5. IU Health North
Hospital will educate its patient facing team members of the FAP and the process for referring patients to
the Program.
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Schedule J Compensation Information OMB No. 1545-0047
(Form 990)

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

Compensated Employees 2 1
» Complete if the organization answered "Yes"” on Form 990, Part 1V, line 23.
» Attach to Form 990.

Department of the Treasury » Go to www.irs.gov/Form990 for instructions and the latest information. Open to Public
Internal Revenue Service Inspection

Name of the organization Employer identification number
INDIANA UNIVERSITY HEALTH NORTH HOSPITAL

INC 35-1932442
BELEN Questions Regarding Compensation

Yes | No

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 O Housing allowance or residence for personal use
O Travel for companions O Payments for business use of personal residence
] Tax idemnification and gross-up payments [d  Health or social club dues or initiation fees

O Discretionary spending account 1 Personal services (e.g., maid, chauffeur, chef)

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

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all 2
directors, trustees, officers, including the CEO/Executive Director, regarding the items checked on Line 1a? .

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

|:| Compensation committee D Written employment contract
O Independent compensation consultant O Compensation survey or study
L1 Form 990 of other organizations O 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 Receive a severance payment or change-of-control payment?. . . . . . . . . . . . . 4a | Yes

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

Participate in, or receive payment from, an equity-based compensation arrangement? . . . . L 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?. . . . . . . . ... L. 5a No

b Any related organization? . . T 5b No
If "Yes," on line 5a or 5b, descrlbe in Part III

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:

a The organization?. . . . . . . . . . . ... 6a No

b Any related organization? . . . . . . . . . .. ... 6b No

If "Yes," on line 6a or 6b, describe in Part III.

7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any nonfixed
payments not described in lines 5 and 6? If "Yes," describe inPartI1Ir. . . . . . . . . . . . 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 . 8 No

9 If "Yes" on line 8, did the organization also follow the rebuttable presumptlon 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) 2019




Schedule J (Form 990) 2019

Page 2
Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row (i) and from related organizations, described in the

instructions, on row (ii}. Do not list any individuals that are not listed on Form 990, Part VII.

Note. The sum of columns (B)(i}-(iii) 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 (C) Retirement [(D) Nontaxable| (E) Total of (F)
compensation and other benefits columns Compensation in
. — deferred (B)(i)-(D) column (B)
(1) Basel ('.') . (iiii) Other compensation reported as
compensation |Bonus & incentive reportable

compensation

compensation

deferred on prior
Form 990

See Additional Data Table

Schedule J (Form 990) 2019
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Page 3

Supplemental Information

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

| Return Reference

Explanation

Schedule J, Part I, Line 3 - Comp. of
the Org.'s CEQ/Executive Director

IU Health North Hospital's Regional President is employed by IU Health. IU Health North Hospital's President is also employed by IU Health, Inc. IU Health, IU
Health North Hospital, and other related entities have a process in place to determine the compensation for the other officers and key employees. IU Health Human
Resources uses market data from multiple compensation experts/vendors who utilize a variety of methods and procedures to obtain compensation ranges for
comparable officer and employee positions. This market data and multiple other factors (including market pay benchmarks, internal equity, candidate/employee
qualifications & performance, and business needs) are used to recommend compensation ranges for its officers and other employees, which are then used as a
guide for setting reasonable compensation by management. Please see schedule O for additional details..

SCHEDULE J, PART I, LINE 4A -
SEVERANCE

Jonathan R. Goble entered into a severance agreement with IU Health during 2018. Severance of $208,726 that was received during 2019 is included in column B
(III), other reportable compensation. Deferred severance of $231,294 was disclosed in 2018 in column C, retirement and other deferred compensation. Kristy A.
Schulhof entered into a severance agreement with IU Health during 2019. Severance of $55,348 that was received during 2019 is included in column B(III), other
reportable compensation. Deferred severance of $374,645 is included in column C, retirement and other deferred compensation.

Schedule J, Part I, Line 4b -
Supplemental Nonqualified Retirement
Plan

Matthew R. Cook, Kristy A. Schulhof, and Kenneth D. Puckett participate in an IU Health supplemental executive retirement plan, provisions of which are designed
to retain these critical employees. The plan provides for an additional retirement benefit for service through normal retirement or other key dates. If the executive
leaves prior to retirement or other key dates, that benefit may be forfeited or reduced. Each of these executives listed above, with the exception of Kristy A.
Schulhof have an amount included in column ¢, deferred compensation, representing the current year unvested contributions made under the supplemental
retirement plan. These amounts were not paid to these executives during the year. The following executives have an amount included in column B (III), other
reportable compensation, representing the current year vested amounts received under the supplemental executive retirement plan: - Kristy A. Schulhof
($461,442)

Schedule J, Part I, Line 7 - Non-Fixed
Payments

Amounts disclosed in Column B(ii) include a long-term and short-term incentive for certain executives and short-term incentive for other employees. Although these
plans are based on a fixed formula that has been approved by the Board of Directors based upon certain qualitative and quantitative factors and goals, all
discretionary incentive plans must be approved by the Board of Directors prior to any incentive payout. Form 990, Part VII, Section A, Line 5 / Schedule J, Part II --
Compensation paid for services rendered by Paul Calkins Paul Calkins was employed as the VP & Chief Medical Officer, by IU Health North Hospital from January
2019 through August 2019. Paul Calkins ceased employment with IU Health North effective 8/16/2019. After this date, IU Health North contracted and paid
Anesthesia Consultants, Inc. for Paul Calkins' services as the VP & Chief Medical Officer of IU Health North. During 2019, compensation paid by IU Health North to
Anesthesia Consultants, Inc. for his services to IU Health North was $186,285. This amount is reflected in compensation paid by IU Health North on Schedule J, Part

II, in column (B)(i), base compensation paid by IU Health North.

Schedule 1 (Form 990)Y 2019



Additional Data

Software ID:
Software Version:
EIN:

Name:

35-1932442

INDIANA UNIVERSITY HEALTH NORTH HOSPITAL
INC

Form 990, Schedule J, Part II - Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

(A) Name and Title

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation in

(i) Base Compensation (i) (i) other deferred benefits (B)(i)-(D) column (B)
Bonus & incentive Other reportable compensation reportgd as deferred on
compensation compensation prior Form 990
1JONATHAN R GOBLE 0} 0 0 0 0 0 0 0
Former Officer | | oo oo aa o mmmmm o | ool o i T sl o T T
(i) 0 208,726 208,726 208,726
1MATTHEW R COOK i 0
DIRECTOR ( ) _______________________________________ o o o o 0
(i 581,502 248,092 55,244 126,007 24,071 1,034,916
2KEVIN L SMITH MD i ]
DIRECTOR ( ) __________________________ o o o o o
(i) 426,132 94,052 540 11,200 1,347 533,271
3DEREK E EMPIE i 0
SECRETARY ( ) __________________________ o o o o o
(i) 231,195 36,357 758 14,966 30,379 313,655
4RANDALL C YUST i ]
Former Officer L I o o o o o
(i) 107,866 62,817 57,044 14,926 14,323 256,976
5PAUL M CALKINS MD i 483,673
VP & CMO 0 e e mmm - _________?5_’§1_8 _________?3:’{1_4 __________15_’?_’3_7 _________}?’?5_5 _________ 6 ?1"}9_7 _____________
(i) 0 0
6RUTH A KAIN RN (|) ] 0
Former Key Employee | | oo oo oo oo o m o oo | ol e i Tl Tl o T T
(i) 196,146 37,691 31,076 15,998 25,128 306,039
7MARK A MCLEAN i 77,359
DIR OPERATIONS (PART O ooy 8_’?9_2 __________ 2_’?2_2 __________ 5_’32_3 __________ 8_’E_’8_4 _________ 1 (_)31’38_0 _____________
YEAR -
) (i 100,716 11,708 3,413 7,450 11,176 134,463
8DIANE L HESSON i 101,023
Interim CNO (PART YEAR) 0 T 3’6_’51_2 __________ 1’{6_4 __________ 7_’5_’5_9 .. _17_’39_2 _________ ! ?Ei’f_ss_o _____________
(ii) 46,694 16,876 1,925 3,494 8,039 77,028
OMICHAEL L HARLOWE i 256,500
PRESIDENT - TIPTON 0 e e e e e m e o2 _________fz_’%5_3 __________ 2_’?2_2 __________11_’?5_7 _________f‘t’%of _________ 3 ffi’?3_5 _____________
(i) 0 0 0 0 0 0
10JANICE M VADAS 0] 173,502 8,740 552 11,523 3,622 197,939
Director Allied Services | | L o mmmmmmmmm mm | L Tl L LT LT L LTI DT
(ii) 0 0
11Kristy A Schulhof (i) 0 0
DIRECTOR/PRESIDENT | | o o oo oo e e e o | ol m oo oo ol cmss )l o
PART YEAR o
¢ ) (i) 302,984 148,510 570,576 392,112 31,048 1,445,230 60,777
12Cara L Breidster i 0
CFO - Indy Suburban Region L I o o o o o 0
(i) 268,019 40,264 13,097 18,008 23,740 363,128
13Kenneth D Puckett i 0
President - Indy Suburban . o o o o o
R . .
e (i) 462,981 211,080 75,835 116,713 29,197 895,806
14MEGAN CRITTENDON MD i ]
DIRECTOR ( ) __________________________ o o o o o
(ii) 365,105 6,684 2,310 11,362 0 385,461
15ATHANASIA S BANICH i 7,801
PRES. North/Coo Saxony (Pt G I ?7_5 ____________ 1_5 ___________ %4_5 __________ ];,::}9_0 .. }0_'(32_6 _____________
Y] .
N (i 155,087 11,429 302 4,871 27,631 199,320
16LISA A SPARKS RN i ]
CNO - Indy Suburban Region L I o o o o o
(i) 195,530 35,029 989 14,942 28,775 275,265
17ARTHUR VASQUEZ i 0
COO - Indy Suburban Region . o o o o o
(i) 269,606 46,696 486 18,075 30,286 365,149
18TAMARAH D BROWNLEE i ]
VP-HR - Indy Suburban L I o o o o o
Regi o
egten (ii) 163,933 28,597 366 8,259 32,405 233,560
19CHAD A DILLEY i 131,520
ADMIN DIR-CV(PT YR)/COO- 0 T f?i’?s_z __________ 1’91_4 __________ 6_’§4_8 ___________ Eg_g _________ 1 ?5_’5_;4_3 _____________
SAXONY .
(i 12,230 2,210 373 590 19 15,422 0
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OMB No. 1545-0047
SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 990 or 990- Complete to provide information for responses to specific questions on 2 0 1 9
EZ) Form 990 or 990-EZ or to provide any additional information.
» Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury » Go to www.irs.gov/Form990 for the latest information.
Memel Bethraiobgamization Employer identification number

INDIANA UNIVERSITY HEALTH NORTH HOSPITAL

INC

35-1932442

990 Schedule O, Supplemental Information

Return Explanation
Reference
Page 1, Line | https://iuhealth.org/find-locations/iu-health-north-hospital Part VI, Section A - Governing Body and Management Line 4 - Significant
J Web Site: Changes to Organizational Documents Indiana University Health North Hospital, Inc. ("lU Health North Hospital") filed Amended

Articles of Incorporation with the Indiana Secretary of State's Office effective March 1, 2019. IU Health North Hospital also
executed amended and restated bylaws effective March 1, 2019 in order to reflect its change in operation following the boards
merger with |U Health West Hospital. A summary of the updated bylaws are shown on Schedule O, lines 7a and 7b. A summary of
the Amended Articles of Incorporation are included below. Article I, Which defines the purposes of the legal entity was amended
to specifically address: - Increasing community access to quality health care services to the indigent, poor, and underserved; -
Providing health services to the community through ownership and operation of a hospital in Hendricks County, Indiana; -
Engaging in and supporting health education, training and research activities, including programs for nurses, health professionals
and clergy; - Engaging in any lawful activities within the purposes for which a corporation may be organized under the Act, which
are in furtherance of, supportive of, allied with or incidental to the purposes of the corporation; - Engage in all of the above
mentioned activities on an interdenominational, public benefit basis while adhering to and assuring the preservation of the
corporations values.




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Part VI,
Section A,
Line 1b
Independent
Voting
Members

IU Health North Hospital is part of a multi-entity hospital system controlled by |U Health, a 501(c)(3) tax-exempt organization
whose board is comprised of voting members, of which substantially all are independent community members.




990 Schedule O, Supplemental Information

Return
Reference

Explanation

Part VI,
Section A,
Lines 6, 7a
and 7b
Members or
Stockholders

Line 6: The sole member of IU Health North Hospital is IU Health, a 501(c)(3) tax-exempt organization. Line 7A: The Board of
Directors of the IU Health North Hospital shall consist of up to fifteen (15) voting members all appointed by U Health, who shall
include representatives from the Medical staffs of IlU Health North Hospital and IU Health West Hospital, and the President of the
Indianapolis Suburban Region, who shall be an ex-officio, voting director of the Board. At all times, the IU Health North Hospital
directors shall consist of the same individuals appointed by IU Health to serve as directors of IlU Health West Hospital. Line 7B:
The Board of Directors shall not, without the prior approval of the U Health: - Any proposed amendment to the Corporation's
Articles of Incorporation or these Bylaws; - Adoption of the Corporation’'s annual capital and operating budgets; - Approval of any
unbudgeted operating or capital budget items or deviations, including any issuance or guarantee of any unbudgeted debt; -
Approval of any strategic plan for the Corporation, including any amendments to a strategic plan; - Approval of any encumbrance,
sale or conveyance of assets; - Any merger, consolidation, joint venture or affiliation involving the Corporation or any of its affiliates
and any other entity; - Appointment and removal of the Corporation's President and other officers; - Construction, acquisition or
lease of Hospital buildings; - Approve any management agreement for the management of all or substantial part of IU Health West
Hospital's operations; - Projects or contracts that require Member approval in accordance with the Member's resolution and policy
governing system-wide Contract Execution Authority and Payment Approval Limits; and - The dissolution of the Corporation or any
of its affiliates.




990 Schedule O, Supplemental Information

Return Explanation
Reference
Part VI, The Indianapolis Suburban Chief Financial Officer and Finance Committee reviewed and approved the Form 890. Following their
Section A, review and approval, a complete copy of the Form 990 was made available to each board member prior to its filing. Each member
Line 11b was also informed of the availability of IU Health's Tax Department to answer any questions.
Review of
Form 990




990 Schedule O, Supplemental Information

Return Explanation
Reference
Part VI, U Health North Hospital is part of the U Health system. As the sole member and controlling parent of IU Health North Hospital, U
Section B, Health and its Board of Directors have mandated that certain policies be followed to ensure greater standardization throughout the

Lines 12, 13, | system. Thus, IU Health North Hospital's Board of Directors was not required to separately adopt a conflict of interest,
14, and 16b | whistleblower, document retention and destruction and joint venture policies because IU Health's Board of Directors had already

Policies adopted and required these policies to be followed by its subsidiaries.




990 Schedule O, Supplemental Information

Return Explanation

Reference
Part VI, IU Health North Hospital follows 1U Health's Conflict of Interest Policy. IU Health's Conflict of Interest Policy includes the following
Section B, provisions: All IU Health employees, associates, colleagues and contracted personnel, including employed physicians and paid
Line 12¢ medical directors ("IU Health Representatives”) are covered by and subject to its Conflict of Interest Policy. IU Health regularly and
Conflict of consistently monitors and enforces compliance with the policy through the following procedures: (a) On an annual basis, each U
Interest Health Representative at the level of Manager or above, together with every other person designated by the Corporate
Policy Compliance Department ("Department”), must complete, sign and submit a Conflict of Interest Questionnaire ("Questionnaire") to

the Department. Governing board members, committee members, corporate officers, medical staff and researchers must comply
with the administrative requirements noted in the respective policies and procedures relative to those areas. (b) An |U Health
Representative must supplement a Questionnaire in writing, if after completion of the original Questionnaire, a situation arises, or
may reasonably be expected to arise, that would change any answer or information on the original Questionnaire if the situation
had existed or been anticipated at the time of completion of the original Questionnaire. (c) If a fully and properly completed
Questionnaire reveals facts or other information that might reasonably indicate a Conflict of Interest or violation of the policy, the U
Health Representative completing the questionnaire must secure approval by his/her supervisor, evidenced in writing. (d) The
Department will review each Questionnaire and determine whether a Conflict of Interest exists and, if so, whether and how it
should or may be eliminated, avoided or managed in order to comply with the spirit of the policy and with the best interests of U
Health and its patients. In making the determination, the Corporate Compliance Department may consult with the 1U Health
Representative's supervisor and other appropriate individuals and groups. () The scope of the policy is not limited to those who
are required to complete Questionnaires. If an U Health Representative is involved in a situation or relationship that would
constitute a violation of the policy in the absence of disclosure and approval as described above, then the |IU Health
Representative must disclose the matter to his/her supervisor, secure his/her supervisor's approval in writing, and disclose the
matter to the Department. Otherwise, the |IU Health Representative is in violation of the policy and subject to corrective action, up
to and including termination. (f) The Chief Compliance Officer, in consultation with onsite Compliance personnel, may from time to
time appoint standing or ad hoc committees to assist in resolving issues that arise under provisions of the policy.




990 Schedule O, Supplemental Information

Return Explanation

Reference
Part VI, IU Health North Hospital's Regional President is employed by IU Health, Inc. IU Health Nor th Hospital's President is also
Section B, employed by IU Health, Inc. IU Health's process for determ ining compensation is as follows: (1) The Board of Directors ("Board")
Line 15a & has established a T alent Management and Executive Compensation Committee ("TMECC"), the purpose of which incl udes
15b - reviewing and making recommendations regarding executive (Senior Vice Presidents and above) pay and benefits (collectively
Process for referred to as "compensation™) on an annual basis. T he TMECC is made up of members of the Board that are neither physicians
Determining | nor employees and do not otherwise have a conflict of interest regarding any of IU Health's compensation arr angements. The
Compen. TMECC reviews an executive's entire compensation package including base sal ary, short-term and long-term incentives, health

and welfare benefits, qualified and nonqu alified retirement plans, as well as any additional fringe benefits. As deemed
appropriate , the Committee on Finance, which is also made up of members of the Board, may also review executive
compensation and benefits. (2) The TMECC engages an independent compensation co nsulting firm on an annual basis to
conduct a compensation analysis for its executive grou p, which consists of employees at the level of senior vice president and
above. The curren t compensation advisor is SullivanCotter. SullivanCotter performs its analysis in the form of a compensation
survey ("survey") that includes relevant comparability data for compens ation levels paid by similarly situated organizations (both
governmental and tax exempt) f or functionally comparable positions as well as the availability of similar services in th e
geographic area. SullivanCotter then prepares a survey report and provides recommendatio ns to the TMECC, if deemed
appropriate, on changes in executive compensation. A separate a nalysis using the same methodology is done for the President
and Chief Executive Officer. (3) The TMECC then reviews SullivanCotter's report and recommendations and, if appropriate , votes
on whether to recommend any changes in executive compensation to the Board. The TM ECC will only recommend changes to
the Board if they are consistent with the Board's philo sophy on compensation matters and are deemed reasonable based upon
the independent analysi s provided by SullivanCotter. The TMECC's review, discussion and vote are documented in th e minutes
for the meeting. There are no executives present during the final discussion and approval. (4) The Board then reviews the report
prepared by SullivanCotter as well as the recommendations of the TMECC as to any changes in executive compensation. As
deemed appro priate, the Committee on Finance may also provide its review of the TMECC's recommendation s on any changes
in executive compensation. This review and discussion are documented in t he minutes. (5) The Board then votes on whether to
accept the TMECC's recommendations on a ny changes in executive compen




990 Schedule O, Supplemental Information

Return Explanation

Reference
Part VI, sation. Changes in executive compensation are made if approved by the TMECC and Board on a n annual basis, or as necessary
Section B, throughout the year. The discussion and approval are docum ented in the minutes of the meeting. There are no executives present
Line 15a & during the final disc ussion and approval. IU Health's General Counsel also prepares a formal written opinion re viewing the
15b - executive compensation approval process, comparing it to the Intermediate Sanc tions Test of IRC Section 4958. If warranted, 1U
Process for Health's General Counsel may also provide comments regarding the executive compensation approval process as it relates to
Determining | meeting t he requirements for a rebuttable presumption of reasonableness as provided in the Intermed iate Sanctions Test. (6)
Compen. After the end of each year, the TMECC and Board also review the a chievements of the executive group as it relates to the long-

term and short-term shared an d individual goals developed by the executives and the Board. These achievements may also be
reviewed with the Committee on Finance. The Board, at its discretion, may approve bonus payments based upon the achievement
of the goals. The discussion and vote of the TMECC an d Board is documented in the minutes for each such meeting. The
bonuses are not paid until approval is made by the Board. (7) The TMECC and Audit Committee also review Form 990 dis
closures related to executive compensation as well as the organization's practices and app roval processes prior to the filing of the
Form 990 return with the Internal Revenue Servi ce. IU Health North Hospital and other related entities have a process in place to
determi ne the compensation for the other officers and key employees. IU Health Human Resources us es market data from
multiple compensation experts/vendors who utilize a variety of methods and procedures to obtain compensation ranges for
comparable officer and employee position s. This market data and multiple other factors (including market pay benchmarks,
internal equity, candidate/employee qualifications & performance, and business needs) are used to r ecommend compensation
ranges for its officers and other employees, which are then used as a guide for setting reasonable compensation by management.




990 Schedule O, Supplemental Information

Return Explanation
Reference
Part VI, IU Health North Hospital's Articles of Incorporation are available to the public through the Indiana Secretary of State's web-site. IU
Section C, Health North Hospital's conflict of interest policy is described on Form 990, Schedule O. IU Health North Hospital is a subsidiary in
Line 19 IU Health's Consolidated Audited Financial Statements. |U Health's Consolidated Audited Financial Statements are available for
Public public inspection through its bond filings and as an attachment to IU Health's Form 990 as well as IU Health North's Form 990.
Disclosure




990 Schedule O, Supplemental Information

Return Explanation
Reference

Part VII, The amounts paid to Messer Construction Co. totaling $27,965,031 include both goods and services associated with the

Section B, construction of IU Health Joe & Shelly Schwarz Cancer Center located on the IU Health North Hospital campus. The amounts for
Attach 2 goods vs. services were not easily separated for reporting on the 990, Part VII, Section B, Independent contractors.

Comp of the
Five Highest
Pd Ind.
Contractors




990 Schedule O, Supplemental Information

Return Explanation
Reference

Part XI, Line | IU Health North Hospital recorded the following other changes in net assets or fund balances in 2019: EQUITY TRANSFER
9 Other (SETTLEMENT OF DEBT): (20,942)

Changes in
Net Assets or
Fund
Balances




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990 DESCRIPTION:SHARED SERVICES/PROF. FEES TOTAL FEES:49124273
PART IX
LINE 11G
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SCHEDULE R
(Form 990)

Department of the Treasury

» Attach to Form 990.

Internal Revenue Service

» Go to www.irs.gov/Form990 for instructions and the latest information.

Related Organizations and Unrelated Partnerships

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

OMB No. 1545-0047

2019

Open to Public
Inspection

Name of the organization
INDIANA UNIVERSITY HEALTH NORTH HOSPITAL

Employer identification number

INC 35-1932442
IR 1dentification of Disregarded Entities. Complete if the organization answered "Yes" on Form 990, Part 1V, line 33.
(a) (b) () (d) (e) )
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

m Identification of Related Tax-Exempt Organizations. Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had one or more

related tax-exempt organizations during the tax year.

See Additional Data Table
(a)
Name, address, and EIN of related organization

(b)

Primary activity

(<)
Legal domicile (state
or foreign country}

(d)

Exempt Code section

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

) (9)
Direct controlling Section 512(b)
entity (13) controlled

entity?
Yes No

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

Cat. No. 50135Y

Schedule R {(Form 990) 2019



Schedule R (Form 990) 2019

Page 2

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

See Additional Data Table

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

(b) (¢}
Primary Legal
activity domicile

(state
or
foreign
country)

(d) (e)

Direct

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

514)

Predominant

sections 512-

)
Share of

(9)
Share of

total income | end-of-year

assets

(h) (i) G) (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

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

See Additional Data Table
(a)
Name, address, and EIN of
related organization

(b)

Primary activity

(<)

Legal
domicile
(state or foreign
country)

(d)
Direct controlling
entity

(e)
Type of entity
(C corp, S corp,
or trust)

(f)
Share of total
income

(9)
Share of end-of-
year
assets

(h) (i)
Percentage Section 512(b)
ownership (13) controlled
entity?

Yes No

Schedule R (Form 990) 2019



Schedule R (Form 990) 2019

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 . 1a No
b Gift, grant, or capital contribution to related organization(s) . ib No
c Gift, grant, or capital contribution from related organization(s) . 1c| Yes
d Loans or loan guarantees to or for related organization(s) id No
e Loans or loan guarantees by related organization(s) le | Yes
f Dividends from related organization(s) if 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 | Yes
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) . in No
o Sharing of paid employees with related organization(s) . lo| Yes
Reimbursement paid to related organization(s) for expenses . 1p No
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 No
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.

See Additional Data Table

(a)

Name of related organization

(b)
Transaction
type (a-s)

(c)

Amount involved

(d)

Method of determining amount involved

Schedule R {(Form 990) 2019



Schedule R (Form 990) 2019

Unrelated Organizations Taxable as a Partnership. Complete if the organization answered "Yes" on Form 990, Part 1V, line 37.

Page 4
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) (b) () (d) (e) f) (9) (h) (i) G) (k)
Name, address, and EIN of entity Primary activity Legal Predominant Are all partners Share of Share of Disproprtionate Code V-UBI General or Percentage
domicile income section total end-of-year allocations? amount in box managing ownership
(state or (related, 501(c)(3) income assets 20 partner?
foreign unrelated, organizations? of Schedule
country) |excluded from K-1
tax under (Form 1065)
sections 512-
514)
Yes No Yes No Yes No

Schedule R {(Form 990) 2019
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m Supplemental Information

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

| Return Reference Explanation




Additional Data

Software ID:

Software Version:

EIN: 35-1932442

Name:
INC

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

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

(b)

Primary activity

(<)
Legal domicile
(state
or foreign country)

INDIANA UNIVERSITY HEALTH NORTH HOSPITAL

(d)
Exempt Code
section

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

(f)
Direct controlling
entity

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

Yes No

950 N Meridian St Ste 800
Indianapolis, IN 46204
13-4350599

Healthcare

IN

501(c)(3)

10

IUH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
35-1955872

Healthcare

IN

501(c)(3)

NA

No

950 N Meridian St Ste 300
Indianapolis, IN 46204
26-3162145

Healthcare

IN

501(c)(3)

IUH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
35-0867958

Healthcare

IN

501(c)(3)

IUH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
35-1925641

Healthcare

IN

501(c)(3)

10

IUHBMH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
23-7042323

Healthcare

IN

501(c)(3)

IUH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
01-0646166

Healthcare

IN

501(c)(3)

IUHBMH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
35-1720796

Healthcare

IN

501(c)(3)

IUH

Yes

950 N Meridian St Ste 800
Indianapolis, IN 46204
31-1111784

Fundraising

IN

501(c)(3)

121

IUHBMH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
35-1747218

Healthcare

IN

501(c)(3)

10

IUH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
81-5174295

Healthcare

IN

501(c)(3)

IUH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
82-2736786

Healthcare

IN

501(c)(3)

IUH

Yes

950 N Meridian St Ste 800
Indianapolis, IN 46204
27-3533027

Healthcare

IN

501(c)(3)

10

IUH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
35-2090919

Healthcare

IN

501(c)(3)

IUH

Yes

950 N Meridian St Ste 800
Indianapolis, IN 46204
46-3803873

Insurance

IN

501(c)(4)

N/A

IUH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
26-2772226

Healthcare

IN

501(c)(3)

IUH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
35-1814660

Healthcare

IN

501(c)(3)

IUH

Yes

950 N Meridian St Ste 300
Indianapolis, IN 46204
27-3532963

Healthcare

IN

501(c)(3)

IUH

Yes

950 N Meridian St Ste 800
Indianapolis, IN 46204
35-1125434

Healthcare

IN

501(c)(3)

10

IUH

Yes

950 N Meridian St Ste 800
Indianapolis, IN 46204
31-1070868

Healthcare

IN

501(c)(3)

10

IUHLP

Yes




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) (if section 501(c) controlled
(30 entity?
Yes No
Insurance IN 501(c)(4) N/A IUH Yes
950 N Meridian St Ste 800
Indianapolis, IN 46204
46-5270582
Insurance IN 501(c)(4) N/A IUH Yes
950 N Meridian St Ste 800
Indianapolis, IN 46204
47-2619552
Fundraising IN 501(c)(3) 121 IUH Yes
1633 N Capitol Ave Ste 1200
Indianapolis, IN 46202
35-6043086
Healthcare IN 501(c)(3) 12 III-FI NA No
950 N Meridian St Ste 800
Indianapolis, IN 46204
35-0876390
Healthcare IN 501(c)(3) 3 IUH Yes
950 N Meridian St Ste 300
Indianapolis, IN 46204
35-1844176
Fundraising IN 501(c)(3) 12 III-FI NA No
705 Riley Hospital Dr
Indianapolis, IN 46202
35-6018517
Healthcare IN 501(c)(3) 10 IUHCA Yes
950 N Meridian St Ste 800
Indianapolis, IN 46204
23-7427350
Healthcare IN 501(c)(3) 121 NA No
846 N Senate Ave
Indianapolis, IN 46202
36-4550324
Fundraising IN 501(c)(3) 1211 NA No
340 W 10th St No FS5100
Indianapolis, IN 46202
20-1093251




Form 990, Schedule R, Part III - Identification of Related Organizations Taxable as a Partnership

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

(b)

Primary activity

(c)
Legal
Domicile
(State
or
Foreign
Country)

(d)

Direct

Controlling

Entity

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

(f)
Share of total
income

(9)
Share of end-

of-year assets

(h)
Disproprtionate
allocations?

Yes

(i)
Code V-UBI amount in
Box 20 of Schedule K-1
(Form 1065)

16)]
General
or
Managing
Partner?

(k)
Percentage
ownership

Yes | No

Ball Outpatient Sur Ctr LLC

569 Brookwood Village Ste 901
Birmingham, AL 35244
27-0275794

Healthcare

IN

NA

Beltway Surgery Centers LLC

569 Brookwood Village Ste 901
Birmingham, AL 35244
35-2072586

Healthcare

IN

NA

BOSC Holdings LLC

950 N Meridian St Ste 800
Indianapolis, IN 46204
45-4147343

Healthcare

IN

NA

BSC Holdings LLC

950 N Meridian St Ste 800
Indianapolis, IN 46204
45-2314634

Healthcare

IN

NA

CHV Fund I LLC

950 N Meridian St Ste 800
Indianapolis, IN 46204
26-2523206

Venture Capit

IN

NA

CHV Fund II Management LLC

950 N Meridian St Ste 800
Indianapolis, IN 46204
37-1717823

Venture Capit

IN

NA

CHV Fund II LLC

950 N Meridian St Ste 800
Indianapolis, IN 46204
80-0902337

Venture Capit

IN

NA

CHV Fund Management LLC

950 N Meridian St Ste 800
Indianapolis, IN 46204
26-2523151

Venture Capit

IN

NA

Health Venture Management LLC

950 N Meridian St Ste 800
Indianapolis, IN 46204
20-5740218

Management

IN

NA

IEC Holdings LLC

950 N Meridian St Ste 800
Indianapolis, IN 46204
45-4148032

Healthcare

IN

NA

Indiana Endoscopy Centers LLC

569 Brookwood Village Ste 901
Birmingham, AL 35244
20-8398421

Healthcare

IN

NA

ROC Surgery LLC

569 Brookwood Village Ste 901
Birmingham, AL 35244
27-1497960

Healthcare

IN

NA

ROCS Holdings LLC

950 N Meridian St Ste 800
Indianapolis, IN 46204
45-4148369

Healthcare

IN

NA

Senate St Surgery Center LLC

569 Brookwood Village Ste 901
Birmingham, AL 35244
42-1709357

Healthcare

IN

NA

SSSC Holdings LLC

950 N Meridian St Ste 800
Indianapolis, IN 46204
45-4148167

Healthcare

IN

NA




Form 990, Schedule R, Part III - Identification

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

(b)

Primary activity

of Related Organizations Taxable as a Partnership

()
Legal
Domicile
(State
or
Foreign
Country)

(d)
Direct
Controlling
Entity

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

()
Share of total
income

(9)
Share of end-

of-year assets

(h)
Disproprtionate
allocations?

Yes

(i)
Code V-UBI amount in
Box 20 of Schedule K-1
(Form 1065)

3
Gene
or

Managing

ral

Partner?

(k)
Percentage
ownership

Yes

No

SSC Holdings LLC

950 N Meridian St Ste 800
INDIANPAOLIS, IN 46204
46-4472887

Healthcare

IN

NA

Eagle High Surg Center LLC

569 Brookwood Village Ste 901
Birmingham, AL 35244
35-2259204

Healthcare

IN

NA

EHSC Holdings LLC

950 N Meridian St Ste 800
Indianapolis, IN 46204
45-4147879

Healthcare

IN

NA

EWASC Holdings LLC

950 N Meridian St Ste 800
Indianapolis, IN 46204
47-3087761

Healthcare

IN

NA

IUH EWA Surgery Ctr LLC

569 Brookwood Village Ste 901
Birmingham, AL 35244
47-3102482

Healthcare

IN

NA

IUH Saxony Surgery Ctr LLC

569 Brookwood Village Ste 901
Birmingham, AL 35244
27-5271091

Healthcare

IN

NA

IU HEALTH FORT WAYNE LLC

950 N Meridian St Ste 800
INDIANAPOLIS, IN 46204
83-1224627

HEALTHCARE

IN

NA




Form 990, Schedule R, Part IV - Identification of Related Organizations Taxable as a Corporation or Trust

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

(b)

Primary activity

(c)

Legal
domicile
(state or foreign
country)

(d)
Direct controlling
entity

(e)
Type of entity
(C corp, S corp,
or trust)

()
Share of total
income

(9)
Share of end-of-
year
assets

(h)
Percentage
ownership

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

Yes No

CHV Capital Inc

950 N Meridian St Ste 800
Indianapolis, IN 46204
26-0752507

Venture Capit

IN

NA

Yes

IU Health 457(B) Plan
1100 N Market St
Wilmington, DE 19890
47-6948347

Investments

DE

NA

Yes

IU Health ACO Inc

950 N Meridian St Ste 800
Indianapolis, IN 46204
45-4421020

Healthcare

IN

NA

Yes

IU Health Board Designated Trust
400 Howard St

San Francisco, CA 94105
30-6309021

Investments

CA

NA

Yes

IU Health NTGI S&P500 Fund CF
PO Box 804358

Chicago, IL 60680

30-6298263

Investments

NA

Yes

IU Health Plans Holding Company Inc
950 N Meridian St Ste 800
Indianapolis, IN 46204

46-3794815

Insurance

IN

NA

Yes

IU Health Plans Insurance Company
950 N Meridian St Ste 800
Indianapolis, IN 46204
81-1097215

Insurance

IN

NA

Yes

IU Health Plans Inc

950 N Meridian St Ste 800
Indianapolis, IN 46204
26-2127080

HMO

IN

NA

Yes

IU Health Risk Purchasing Group Inc
151 Meeting St Ste 301

Charleston, SC 29401

26-0202446

Insurance

IN

NA

Yes

IU Health Risk Retention Group Inc
151 Meeting St Ste 301
Charleston, SC 29401
20-1107674

Insurance

SsC

NA

Yes

IUH Assurance SPC Ltd

PO BOX 69 94 SOLARIS AVE

CAMANA BAY, GRAND CAYMAN

CJ 98-0395429

Insurance

]

NA

Yes

Proteuo Fund LP

PO BOX 31106 89 NEXUS WAY

CAMANA BAY, GRAND CAYMAN

CJ 98-1075227

Investments

]

NA

Yes

SCANS Inc

950 N MERIDIAN ST STE 800
INDIANAPOLIS, IN 46204
45-3080392

Healthcare

IN

NA

Yes

BMH Medical Pavilion Association Inc
2525 W University Ave

Muncie, IN 47303

35-1858408

Condo Management

IN

NA

Yes

Cardinal Health Ventures Inc
950 N Meridian St Ste 800
Indianapolis, IN 46204
35-1611424

Management

IN

NA

Yes




Form 990, Schedule R, Part IV - Identification of Related Organizations Taxable as a Corporation or Trust

(a) (b} (o) (d) (e) (f) (9) (h) (i)
Name, address, and EIN of Primary activity Legal Direct controlling Type of entity Share of total Share of end-of- Percentage Section 512
related organization domicile entity (C corp, S corp, income year ownership (b)(13)
(state or foreign or trust) assets controlled
country) entity?
Yes No
IU Health Southern IN Physicians Inc Healthcare IN NA Yes
950 N Meridian St Ste 300
Indianapolis, IN 46204
35-1913875
Cerberus Residential Opport Inst Ltd Investments cl NA Yes
190 Elgin Avenue George Town
George Town, Grand Cayman
CJ] 000000000




Form 990, Schedule R, Part V - Transactions With Related Organizations

(a) (b) (c)
Name of related organization Transaction Amount Involved (d)
type(a-s) Method of determining amount involved

IU Health Care Associates Inc ] 427,555 FMV
IU Health Care Asscociates Inc L 362,225 FMV
IU Health Care Asscociates Inc M 11,019,468 FMV
Methodist Occupational Health Centers Inc M 133,680 FMV
IU Health Care Asscociates Inc e} 100,953 FMV
IU Health Tipton Hospital Inc 0] 1,137,449 FMV
IU HEALTH WEST HOSPITAL INC 0 101,743 FMV
IUH ASSURANCE SPC LTD R 513,079 FMV
IU Health Risk Retention Group Inc R 797,135 FMV
IU HEALTH FOUNDATION INC C 87,058 FMV
IU HEALTH WHITE MEMORIAL HOSPITAL INC E 1,712,285 FMV
IU HEALTH ARNETT INC E 1,546,637 FMV




