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

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

OMB No 1545-0047

A For the 2017 calendar year, or tax year beginning 10-01-2017 , and ending 09-30-2018

2017

Open to Public

Inspection

C Name of arganization
PARTNERS HEALTHCARE SYSTEM INC &
AFFILIATES GROUP RETURN

B Check If applicable
[0 Address change
[ Name change

O Initial return Doing business as

O Final return/terminated

90-0656139

D Employer identification number

[0 Amended return

O Application pendingll 399 REVOLUTION DRIVE NO 645

Number and street (or P O box if mail i1s not delivered to street address)

Room/suite

E Telephone number

(857) 282-0747

City or town, state or province, country, and ZIP or foreign postal code
SOMERVILLE, MA 02145

G Gross receipts $ 13,614,828,285

F Name and address of principal officer
ANNE KLIBANSKI MD

800 BOYLSTON STREET

BOSTON, MA 02199

I Tax-exempt status 501(e)(3) L] 501(c)( ) 4 (insertno)

] s0a7¢a)1yor [ 527

J Website: » WWW PARTNERS ORG

subordinates?

H(b) Are all subordinates

included?

H(a) Is this a group return for

Yes |:| No
Yes DNO

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

H(c) Group exemption number » 5803

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

L Year of formation

M State of legal domicile

Summary

1 Briefly describe the organization’s mission or most significant activities
@ PATIENT CARE, RESEARCH, EDUCATION AND SERVICE TO THE COMMUNITY LOCALLY AND GLOBALLY
Q
g
e
Z 2 Check this box » If the organization discontinued its operations or disposed of more than 25% of its net assets
I 3 Number of voting members of the governing body (Part VI, line 1a) 3 636
’j 4 Number of iIndependent voting members of the governing body (Part VI, line 1b) 4 410
g 5 Total number of individuals employed In calendar year 2017 (Part V, line 2a) 5 71,817
E_, 6 Total number of volunteers (estimate If necessary) 6 5,271
2 7a Total unrelated business revenue from Part VIII, column (C), line 12 7a 20,452,314
b Net unrelated business taxable income from Form 990-T, line 34 7b 28,616,078
Prior Year Current Year
@ 8 Contributions and grants (Part VIII, line 1h) 2,967,780,415 2,904,676,699
é 9 Program service revenue (Part VIII, line 2g) 9,247,897,369 10,174,737,520
é 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d ) 260,033,262 340,000,181
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢c, 10c, and 11e) 236,519,698 189,551,941
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line 12) 12,712,230,744 13,608,966,341
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 1,192,132,923 1,146,707,910
14 Benefits paid to or for members (Part IX, column (A), line 4) [0} 0
9 15 Salaries, other compensation, employee benefits (Part IX, column (A), ines 5-10) 6,488,080,545 6,809,650,881
@ 16a Professional fundraising fees (Part IX, column (A), line 11e) [0} 527,501
g b Total fundraising expenses (Part IX, column (D), line 25) »71,776,610
"ﬁ 17 Other expenses (Part IX, column (A), ines 11a-11d, 11f-24e) 4,704,106,027 5,029,490,891
18 Total expenses Add lines 13-17 (must equal Part IX, column (A), line 25) 12,384,319,495 12,986,377,183
19 Revenue less expenses Subtract line 18 from line 12 . 327,911,249 622,589,158
x 2 Beginning of Current Year End of Year
8%
3; 20 Total assets (Part X, line 16) 16,695,511,153 18,199,079,471
;g 21 Total habilities (Part X, line 26) 6,981,438,398 6,899,862,627
z3 22 Net assets or fund balances Subtract line 21 from line 20 . 9,714,072,755 11,299,216,844

m Signature Block

Under penalties of perjury, I declare that I have examined this return, including accompanying schedules and statements, and to the best of my
knowledge and belief, It Is true, correct, and complete Declaration of preparer (other than officer) is based on all information of which preparer has

any knowledge

FHE ke 2019-08-14
R Signature of officer Date
Sign
Here PETER K MARKELL EXEC VP, CFO & TREASURER
Type or print name and title
Print/Type preparer's name Preparer's signature Date PTIN
. Check D if
Paid self-employed
Preparer Firm’s name : Firm's EIN
Firm’s address Phone no
Use Only

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

DYes DNo

For Paperwork Reduction Act Notice, see the separate instructions.

Cat No 11282Y

Form 990 (2017)



Form 990 (2017) Page 2
ZXEit] statement of Program Service Accomplishments

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

PARTNERS HEALTHCARE SYSTEM, INC IS DEVELOPING AN INTEGRATED HEALTH CARE DELIVERY SYSTEM THROUGHOUT THE REGION THAT
OFFERS PATIENTS A CONTINUUM OF COORDINATED, HIGH-QUALITY CARE

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

3 Did the organization cease conducting, or make significant changes Iin how it conducts, any program

SErvICesS? .+ & 4w a a w anaw e whaawe e 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 $ 11,692,788,661  including grants of $ 1,146,707,910 ) (Revenue $ 10,189,122,151 )
See Additional Data

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

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

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

4e Total program service expenses P 11,692,788,661

Form 990 (2017)



Form 990 (2017)

10

11

12a

13

14a

15

16

17

18

19

Page 3
EEXEY Checklist of Required Schedules

Yes No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes," complete Yes
Schedule A % 1
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? %) 2 Yes
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to candidates No
for public office? If "Yes,” complete Schedule C, Part I @, 3
Section 501(c)(3) organizations.
Did the organization engage in lobbying activities, or have a section 501(h) election in effect during the tax year?
If "Yes," complete Schedule C, Part I % e e e 4 Yes
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19?
If "Yes," complete Schedule C, Part III %) 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 Schedule D, Part I %) 6 No
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes, " complete Schedule D, Part II )l 7 No
Did the organization maintain collections of works of art, historical treasures, or other similar assets?
If "Yes," complete Schedule D, Part III %) 8 Yes
Did the organization report an amount in Part X, line 21 for escrow or custodial account lability, serve as a custodian
for amounts not listed in Part X, or provide credit counseling, debt management, credit repair, or debt negotiation
services?If "Yes," complete Schedule D, Part IV %) 9 No
Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments, 10 Yes
permanent endowments, or quasi-endowments? If "Yes,” complete Schedule D, Part V @,
If the organization’s answer to any of the following questions Is "Yes," then complete Schedule D, Parts VI, VII, VIII, IX,
or X as applicable
Did the organization report an amount for land, buildings, and equipment in Part X, line 10?
If "Yes," complete Schedule D, Part VI % . e e e e e 11a| Yes
Did the organization report an amount for investments—other securities in Part X, line 12 that 1s 5% or more of Its total
assets reported In Part X, line 167 If "Yes,” complete Schedule D, Part VII @) 11b | Yes
Did the organization report an amount for investments—program related in Part X, ine 13 that is 5% or more of Its
total assets reported in Part X, line 16? If "Yes," complete Schedule D, Part VIII %) .. 11c No
Did the organization report an amount for other assets in Part X, line 15 that 1s 5% or more of Its total assets reported
In Part X, line 167 If "Yes, " complete Schedule D, Part IX %) e e e e 11d | Yes
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 lability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X %) 11f No
Did the organization obtain separate, independent audited financial statements for the tax year?
If "Yes," complete Schedule D, Parts XI and XII %) . 12a No
Was the organization included in consolidated, independent audited financial statements for the tax year?
If "Yes," and If the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XII is optional %) 12b | Yes
Is the organization a school described in section 170(b)(1)(A)(n)? If "Yes," complete Schedule E %) 13 Yes
Did the organization maintain an office, employees, or agents outside of the United States? 14a| Yes
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 . ®, 14b | Yes
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 Yes
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 Yes
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part IX, 17 Yes
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 IT . ®, 18 | Yes
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? If "Yes,”
complete Schedule G, Part III . ®, 19 No

Form 990 (2017)



Form 990 (2017) Page 4
m Checklist of Required Schedules (continued)
Yes No
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H . . . . %) 20a | Yes
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return® %) 20b| v
es
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or domestic 21 Yes
government on Part IX, column (A), line 1? If "Yes,” complete Schedule I, Parts I and II . @,
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on Part IX, 22 v
column (A), ine 2? If “"Yes,” complete Schedule I, Parts I and III . @, es
23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the organization’s
current and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes," 23 Yes
complete Schedule J . f e e
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $100,000 as of
the last day of the year, that was i1ssued after December 31, 20027 If "Yes, ” answer lines 24b through 24d and Y.
complete Schedule K If "No,” go to line 25a P %) 24a es
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . b
24 No
c Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . 24c No
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? 24d No
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations.
Did the organization engage in an excess benefit transaction with a disqualified person during the year? If "Yes, " 25 N
complete Schedule L, PartI . e . @, a °
b Is the organization aware that it engaged In an excess benefit transaction with a disqualified person in a prior year, and
that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ? 25b No
If "Yes," complete Schedule L, PartI . . . « v &+ « « 4 e x4 e s s« s .. %)
26 Did the organization report any amount on Part X, line 5, 6, or 22 for recelvables from or payables to any current or
former officers, directors, trustees, key employees, highest compensated employees, or disqualified persons? 26 Yes
If "Yes," complete Schedule L, Part II @,
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor or employee thereof, a grant selection committee member, or to a 35% controlled entity or family member | 27 No
of any of these persons? If "Yes,” complete Schedule L, Part III . 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, or key employee? If "Yes,” complete Schedule L,
Part IV . . . . . . . . . . . . . . . . . . . . . . . . g 28a Yes
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, Part
£ % 28b | Yes
c An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was an v
officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, Part IV . ®, 28c es
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes,” complete Schedule M . . %) 29 Yes
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified conservation v
contributions? If "Yes,” complete Schedule M =, 30 s
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N, PartI . Y.
a: 31 es
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? N
If "Yes," complete Schedule N, Part II ®, 32 °
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations sections Y.
301 7701-2 and 301 7701-3? If "Yes,” complete Schedule R, Part I ®, 33 s
34 Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Part II, III, or IV, and
Part 'V, line 1 . [ . Al 34 Yes
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 P ®, 36 °
37 Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization and that N
Is treated as a partnership for federal iIncome tax purposes? If "Yes," complete Schedule R, Part VI 37 °
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, ines 11b and 19? Note.
All Form 990 filers are required to complete Schedule O 38 Yes

Form 990 (2017)



Form 990 (2017)

Page 5

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

la

2a

3a

4a

5a

9a

10

11

12a

13

14a

Yes No

Enter the number reported In Box 3 of Form 1096 Enter -0- If not applicable . . 1a 297
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
Enter the number of employees reported on Form W-3, Transmittal of Wage and
Tax Statements, filed for the calendar year ending with or within the year covered by
thisreturn = . . « + . & 0 4 4 0 e e e 2a 71,817
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
financial account In a foreign country (such as a bank account, securities account, or other financial account)?

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

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

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

12

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

Form 990 (2017)



Form 990 (2017)
m Governance, Management, and Disclosurefor each "Yes" response to lines 2 through 7b below, and for a "No" response to lines

Page 6

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 this Part VI
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 636
If there are material differences in voting rights among members of the governing
body, or If the governing body delegated broad authority to an executive committee or
similar committee, explain in Schedule O
b Enter the number of voting members included in line 1a, above, who are independent
ib 410
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any other
officer, director, trustee, or key employee? . 2 Yes
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?
. PR . 4 No
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? No
Did the organization have members or stockholders? Yes
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or more
members of the governing body? P e e e e e P 7a Yes
b Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders, or 7b Yes
persons other than the governing body? P
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by
the following
a The governing body? 8a Yes
Each committee with authority to act on behalf of the governing body? 8b Yes
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization’s mailing address? If "Yes," provide the names and addresses in Schedule O . 9 No
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes No
10a Did the organization have local chapters, branches, or affiliates? 10a| Yes
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 | Yes
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the
form? 11a No
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? P 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 this was done . . e e e e e e 12¢c | Yes
13 Did the organization have a written whistleblower policy? 13 Yes
14 Did the organization have a written document retention and destruction policy? 14 Yes
15 Did the process for determining compensation of the following persons include a review and approval by independent
persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEQ, Executive Director, or top management official 15a| Yes
Other officers or key employees of the organization 15b | 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 participate in a joint venture or similar arrangement with a
taxable entity during the year? . . 16a | Yes
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its participation
In Jjoint venture arrangements under applicable federal tax law, and take steps to safeguard the organization’s exempt
status with respect to such arrangements? . 16b | Yes

Section C. Disclosure

17

18

19

20

List the States with which a copy of this Form 990 Is required to be filed»

AK,AL,AR,CA,CO,CT,DC,FL,GA, HIL,

,MI,MN,MS,NC,ND,NH,NJ,NM,NY,OH,PA,6RI,

TN, TX, WA, WV, MA, MT, OK, UT, VA, VT, WI

IL, KS, KY, MD

sC,

Section 6104 requires an organization to make its Form 1023 (or 1024 If applicable), 990, and 990-T (501(c)(3)s only)
avallable for public inspection Indicate how you made these available Check all that apply

] own website [ Another's website Upon request 1 other (explain in Schedule O)

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

State the name, address, and telephone number of the person who possesses the organization's books and records
»PARTNERS FIN-TAX DIRECTOR 399 REVOLUTION DRIVE STE 645 SOMERVILLE, MA 02145 (857) 282-0747

Form 990 (2017)



Form 990 (2017) Page 7
Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated Employees,
and Independent Contractors

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

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

year
® List all of the organization’s current officers, directors, trustees (whether individuals or organizations), regardless of amount

of compensation Enter -0- in columns (D), (E), and (F) if no compensation was paid

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

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

® List all of the organization’s former officers, key employees, or highest compensated employees who received more than $100,000
of reportable compensation from the organization and any related organizations

® List all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations
List persons In the following order Individual trustees or directors, institutional trustees, officers, key employees, highest
compensated employees, and former such persons

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

(A) (B) (©) (D) (E) (F)

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

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

See Additional Data Table

Form 990 (2017)



Form 990 (2017) Page 8
m Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(A) (B) (©) (D) (E) (F)
Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless person compensation compensation amount of other
week (hst Is both an officer and a from the from related compensation
any hours director/trustee) organization (W- | organizations (W- from the
for related g R 2/1099-MISC) 2/1099-MISC) organization and
=23 = | ¥ |3 - |
organizations | 2 3 | 5 § T |32c |2 related
below dotted | ¥ = | 5 (2 |¢ ?,' FEE organizations
line) Pelg (T3 |7
a9 & 7:1 .fg [y}
= = =) Il
= | 2 . >
Z2 | = > =
e | = L=
T = T
T ’-?'; @
b g 'iu‘
(=N
See Additional Data Table
ibSub-Total . . . . . . . . .+ .+« .+ .+ & .« . . >
c Total from continuation sheets to Part VII, SectionA . . . . »
dTotal (add linesiband1c) . . . . . . . . . . . » 90,850,239 37,532,647 10,123,800

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 » 11,792

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 . . . .« .« « « « & & &« o« . . 3 Yes
4 For any individual listed on line 1a, I1s the sum of reportable compensation and other compensation from the

organization and related organizations greater than $150,000? If "Yes," complete Schedule J for such

individual .« . . . . . 0 0 0 e e e e e e e g Yes
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for

services rendered to the organization?If "Yes," complete Schedule J for such person . . . .« .+« .+« . . 5 No

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of compensation
from the organization Report compensation for the calendar year ending with or within the organization’s tax year

(R) (B) (C)
Name and business address Description of services Compensation
WALSH BROTHERS CONSTRUCTION SERVICE 87,931,386
210 COMMERCIAL STREET
BOSTON, MA 02109
SUFFOLK CONSTRUCTION CO CONSTRUCTION SERVICE 54,339,960
99 CONIFER HILL DRIVE
DANVERS, MA 01923
AMN HEALTHCARE INC STAFFING SERVICES 29,421,357
26 CONNELL STREET
QUINCY, MA 02169
BLUE CROSS AND BLUE SHIELD OF MA INC MEDICAL CLAIMS SERVICES 21,667,457
41 PARK DRIVE
BOSTON, MA 02215
ANGELICA-WORCESTER LAUNDRY SERVICES 20,340,657
PO BOX 823283
PHILADELPHIA, PA 191823283
2 Total number of independent contractors (including but not imited to those listed above) who received more than $100,000 of
compensation from the organization » 257

Form 990 (2017)



Form 990 (2017)

Page 9

m Statement of Revenue

Check If Schedule O contains a response or note to any line inthisPart VIII . . . . . . . .« +« « « .« [l
(A) (B) (<) (D)

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

P 1a Federated campaigns . . | 1a |
2
< g b Membership dues . . | 1ib |
2 s
(5 = | ¢ Fundraising events . . | 1c | 28,437,499
=
.3‘2: ‘E d Related organizations | 1d | 939,907,940
- ™
(€] E e Government grants (contributions) | le | 852,617,197
g U_7 f All other contributions, gifts, grants,
=it and similar amounts not included 1f 1,083,714,063
= o above
- =
.'E 5 g Noncash contributions included
- In lines la-1f $ 68,216,517
=T
o £ _
O wm | h Total.Add lines 1a-1f . . . N & 2,904,676,699
1 Business Code
=
E 2a PATIENT CARE REVENUE 622110 9,329,045,016 9,329,045,016
>
& | b OTHERPROGRAMREVENUE 621999 785,055,652 777,938,244 7,117,408
3 C TUITIONREVENUE 624410 57,484,737 57,484,737
z d AMBUANCE INCOME 621910 1,491,696 1,491,696
‘? e PARTNERSHIPINCOME 900099 1,490,050 1,490,050
s 170,369 170,369
& | f All other program service revenue
o 10,174,737,520
& | gTotal.Add lines 2a-2f . . . .
3 Investment income (including dividends, interest, and other
similar amounts) . . . . . . > 84,639,330 3,434,736 81,204,594
4 Income from investment of tax-exempt bond proceeds »
BRoyaltes . . . . . . . . .« . . » 22,810,949 22,810,949
(1) Real (1) Personal
6a Gross rents
55,584,653
b Less rental expenses o]
¢ Rental income or 55,584,653
(loss)
d Net rental incomeor (loss) . . . . . . » 55,584,653 9,900,170 45,684,483
(1) Securities (1) Other
7a Gross amount
from sales of 255,360,851
assets other
than inventory
b Less costor
other basis and 0
sales expenses
€ Gain or (loss) 255,360,851
d Netgamnor(loss) . . . . . » 255,360,851 255,360,851
8a Gross Income from fundraising events
%) (not including $ 28,437,499 of
3 contributions reported on line 1c)
§ See PartIV,line 18 . . . . a 2,249,642
é’ blLess direct expenses . . . b 5,861,278
; c Net income or (loss) from fundraising events . . » -3,611,636 -3,611,636
£ |9a Gross income from gaming activities
O See Part IV, line 19 . . .
a 166,982
bLess direct expenses . . . b 666
c Net income or (loss) from gaming activities . . » 166,316 166,316
10aGross sales of inventory, less
returns and allowances . .
a
bless cost of goodssold . . b
¢ Net income or (loss) from sales of inventory . . »
Miscellaneous Revenue Business Code
11apaRKING INCOME 812930 58,755,240 58,755,240
b CAFETERIA INCOME 722514 34,510,696 34,510,696
€ CONSULTING REVENUE 621500 14,166,258 14,166,258
d All other revenue . . . . 7,169,465 7,169,465
e Total. Add lines 11a-11d . . . . . . »
114,601,659
12 Total revenue. See Instructions . . . . . >
13,608,966,341 10,189,122,151 20,452,314 494,715,177

Form 990 (2017)



Form 990 (2017) Page 10
Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns All other organizations must complete column (A)
Check If Schedule O contains a response or note to any line in this Part IX . . [l
Do not include amounts reported on lines 6b, (A) Progra(r:?)semce Managérfllnt and (D)
7b, 8b, 9b, and 10b of Part VIII. Total expenses expenses general expenses Fundraisingexpenses

1 Grants and other assistance to domestic organizations and 1,106,250,091 1,106,250,091
domestic governments See Part IV, line 21
2 Grants and other assistance to domestic individuals See Part 6,657,498 6,657,498
IV, line 22
3 Grants and other assistance to foreign organizations, foreign 33,800,321 33,800,321
governments, and foreign individuals See Part IV, line 15
and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors, trustees, and 90,850,239 90,850,239
key employees
6 Compensation not included above, to disqualified persons (as
defined under section 4958(f)(1)) and persons described In
section 4958(c)(3)(B) PR
7 Other salaries and wages 5,272,687,613 4,784,933,055 446,918,280 40,836,278
8 Pension plan accruals and contributions (include section 401 318,946,865 291,044,694 27,049,407 852,764
(k) and 403(b) employer contributions)
9 Other employee benefits 871,701,522 768,644,693 90,463,878 12,592,951
10 Payroll taxes 255,464,642 228,915,488 26,549,154
11 Fees for services (non-employees)
a Management
b Legal 23,953,277 21,759,930 2,165,753 27,594
c Accounting 100,128 84,068 15,980 80
d Lobbying 5,436,324 5,436,324
e Professional fundraising services See Part IV, line 17 527,501 527,501
f Investment management fees
g Other (If ine 11g amount exceeds 10% of line 25, column 1,105,401,361 977,925,992 120,142,838 7,332,531
(A) amount, list line 11g expenses on Schedule O)
12 Advertising and promotion 24,622,454 20,385,802 3,942,125 294,527
13 Office expenses 1,596,432,388 1,425,025,934 166,904,621 4,501,833
14 Information technology 46,886,542 40,821,069 6,029,256 36,217
15 Royalties 4,966,896 4,637,221 329,675
16 Occupancy 413,565,854 366,591,297 44,957,026 2,017,531
17 Travel 37,589,265 33,366,931 3,422,508 799,826
18 Payments of travel or entertainment expenses for any
federal, state, or local public officials
19 Conferences, conventions, and meetings 9,347,476 8,590,495 718,981 38,000
20 Interest 154,034,532 132,497,640 21,536,892
21 Payments to affiliates
22 Depreciation, depletion, and amortization 589,075,416 526,475,414 62,600,002
23 Insurance 99,676,800 90,840,823 8,835,977
24 Other expenses Itemize expenses not covered above (List
miscellaneous expenses In line 24e If line 24e amount
exceeds 10% of line 25, column (A) amount, list line 24e
expenses on Schedule O )
a OTHER RESEARCH EXPENSES 344,990,775 317,514,402 27,474,395 1,978
b PROGRAM SUPPORT/SUBSIDY 230,810,239 202,124,782 28,685,457
¢ HSN/MEDICAID TAX 171,051,037 153,789,509 17,261,528
d MISCELLANEOUS EXPENSES 98,871,036 85,353,176 13,298,650 219,210
e All other expenses 72,679,091 64,758,336 6,222,966 1,697,789
25 Total functional expenses. Add lines 1 through 24e 12,986,377,183 11,692,788,661 1,221,811,912 71,776,610

26 Joint costs. Complete this line only If the organization
reported in column (B) joint costs from a combined
educational campaign and fundraising solicitation

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

Form 990 (2017)



Form 990 (2017) Page 11
m 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 1
2 Savings and temporary cash investments 420,181,232 2 334,779,034
3 Pledges and grants receivable, net 412,456,322 3 467,986,678
4 Accounts recelvable, net 1,093,243,145| 4 1,205,904,143
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees Complete Part 5
II of Schedule L P e e e e
6 Loans and other receivables from other disqualified persons (as defined under
section 4958(f)(1)), persons described in section 4958(c)(3)(B), and
contributing employers and sponsoring organizations of section 501(c)(9) 6
voluntary employees' beneficiary organizations (see Instructions) Complete
19 Part IT of Schedule L P ..
‘a,’ 7 Notes and loans recelvable, net 6,808,730 7 5,754,041
& Inventories for sale or use 54,223,457 65,610,698
< 9 Prepaid expenses and deferred charges 51,051,779 9 65,958,289
10a Land, buildings, and equipment cost or other
basis Complete Part VI of Schedule D 10a 10,068,209,216
b Less accumulated depreciation 10b 4,511,582,915 5,331,633,313( 10c 5,556,626,301
11 Investments—publicly traded securities 11
12 Investments—other securities See Part IV, line 11 7,288,730,767( 12 8,369,362,704
13 Investments—program-related See Part IV, line 11 13
14 Intangible assets 14
15 Other assets See Part IV, line 11 2,037,182,408| 15 2,127,097,583
16 Total assets.Add lines 1 through 15 (must equal line 34) 16,695,511,153( 16 18,199,079,471
17 Accounts payable and accrued expenses 2,652,330,942| 17 2,476,275,693
18 Grants payable 18
19 Deferred revenue 19
20 Tax-exempt bond labilities 20
» |21 Escrow or custodial account liability Complete Part IV of Schedule D 21
2 22 Loans and other payables to current and former officers, directors, trustees,
=
- key employees, highest compensated employees, and disqualified
~
3] persons Complete Part II of Schedule L 22
=23  secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities (including federal income tax, payables to related third parties, 4,329,107,456| 25 4,423,586,934
and other habilities not included on lines 17-24)
Complete Part X of Schedule D
26 Total liabilities.Add lines 17 through 25 6,981,438,398| 26 6,899,862,627
q"‘) Organizations that follow SFAS 117 (ASC 958), check here » and
Q complete lines 27 through 29, and lines 33 and 34.
& | 27 Unrestricted net assets 6,846,713,269| 27 8,218,339,110
5 28 Temporarily restricted net assets 1,701,331,080| 28 1,792,081,470
T |29 Permanently restricted net assets 1,166,028,406| 29 1,288,796,264
E Organizations that do not follow SFAS 117 (ASC 958),
5 check here » [ and complete lines 30 through 34.
«~ | 30 Capital stock or trust principal, or current funds . 30
§ 31 Paid-in or capital surplus, or land, building or equipment fund 31
é 32 Retained earnings, endowment, accumulated income, or other funds 32
@ |33 Total net assets or fund balances 9,714,072,755( 33 11,299,216,844
z 34 Total liabilities and net assets/fund balances 16,695,511,153| 34 18,199,079,471

Form 990 (2017)



Form 990 (2017)

m Reconcilliation of Net Assets

Page 12

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

O W NGO U h WNBR

10

13,608,966,341

12,986,377,183

622,589,158

9,714,072,755

962,554,931

Total revenue (must equal Part VIII, column (A), line 12) 1
Total expenses (must equal Part IX, column (A), line 25) 2
Revenue less expenses Subtract line 2 from line 1 3
Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) 4
Net unrealized gains (losses) on investments 5
Donated services and use of facilities 6
Investment expenses 7
Prior period adjustments 8
Other changes In net assets or fund balances (explain in Schedule O) 9
Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33, column (B))| 10

11,299,216,844

m 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 iIndependent 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

Yes

3b

Yes

Form 990 (2017)
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Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated Employees,

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = o
2| = s 3
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
DALE ADLER MD 5000
............................................................................... X 542,976 o} 56,806
SEE SCHEDULE O - O & T TITLES
KATRINA ARMSTRONG MD 5000
............................................................................... X 902,403 o} 58,038
SEE SCHEDULE O - O & T TITLES
STANLEY W ASHLEY MD 5000
............................................................................... X 670,387 o} 50,676
SEE SCHEDULE O - O & T TITLES
MAUREEN BANKS 100
............................................................................... X X o] 582,955 39,704
SEE SCHEDULE O - O & T TITLES
50 00
ROBERT L BARBIERI MD 5000
............................................................................... X 596,492 o} 64,970
SEE SCHEDULE O - O & T TITLES
GREGORY A BIRD 5000
............................................................................... X 308,370 o} 50,113
SEE SCHEDULE O - O & T TITLES
CHRISTINE A BLASKI MD 5000
................. X 228,572 0 25,273
SEE SCHEDULE O - O & T TITLES
SALLY MASON BOEMER 100
....................................................................................... X X 0 1,027,856 52,754
SEE SCHEDULE O - O & T TITLES
50 00
GILES W BOLAND MD 5000
............................................................................... X 797,235 o} 67,224
SEE SCHEDULE O - O & T TITLES
CHRISTOPHER M BONO MD 5000
............................................................................... X 407,471 o} 46,730
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= 4|3 = =
2| = 4 3
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
JAMES A BRINK MD 5000
....................................................................................... X 916,245 0 59,289
SEE SCHEDULE O - O & T TITLES
O'NELL BRITTON MD 5000
............................................................................... X 793,713 o} 57,972
SEE SCHEDULE O - O & T TITLES
CALVIN A BROWN III MD 5000
............................................................................... X 330,981 o} 47,012
SEE SCHEDULE O - O & T TITLES
DAVID F BROWN MD 5000
....................................................................................... X 790,174 0 59,974
SEE SCHEDULE O - O & T TITLES
DEBRA A BURKE MSN 5000
............................................................................... X 250,921 o} 59,493
SEE SCHEDULE O - O & T TITLES
ELLEN L CAILLE 5000
............................................................................... X 427,397 o} 92,138
SEE SCHEDULE O - O & T TITLES
PAUL R CASS DO 5000
................. X 838,250 0 98,274
SEE SCHEDULE O - O & T TITLES
BRUCE A CHABNER 5000
....................................................................................... X 246,153 0 44,531
SEE SCHEDULE O - O & T TITLES
ENNIO A CHIOCCA MD 5000
....................................................................................... X 1,981,008 0 65,281
SEE SCHEDULE O - O & T TITLES
CHRISTOPHER MARK COBURN 1 00
....................................................................................... X X 0 1,016,771 47,459
SEE SCHEDULE O - O & T TITLES 50 00




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
CHRISTOPHER M COLEY MD 5000
............................................................................... X 369,055 o} 57,022
SEE SCHEDULE O - O & T TITLES
YOLONDA L COLSON MD 5000
....................................................................................... X 474,925 0 61,881
SEE SCHEDULE O - O & T TITLES
RAYMOND F CONWAY MD 5000
............................................................................... X 150 o} 0
SEE SCHEDULE O - O & T TITLES
WILLIAM S DANFORD 5000
............................................................................... X 427,215 o} 25,827
SEE SCHEDULE O - O & T TITLES
ERNESTO DASILVA MD 5000
............................................................................... X 336,897 o} 34,953
SEE SCHEDULE O - O & T TITLES
MARCELA DEL CARMEN MD 5000
............................................................................... X 707,556 o} 46,447
SEE SCHEDULE O - O & T TITLES
JEFFREY P DION 100
................. X X 0 323,792 57,679
SEE SCHEDULE O - O & T TITLES 50 00
GERARD M DOHERTY MD 5000
....................................................................................... X 1,427,167 0 67,131
SEE SCHEDULE O - O & T TITLES
TERENCE P DOORLY MD 5000
............................................................................... X 704,009 o} 35,390
SEE SCHEDULE O - O & T TITLES
PETER M DOUBILET MD 5000
....................................................................................... X 551,002 0 61,884
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
= .| 3 = 2
2| = 4 3
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
SUNIL EAPPEN MD 1 00
............................................................................... X o] 622,959 58,175
SEE SCHEDULE O - O & T TITLES
JEFFREY L ECKER MD 5000
............................................................................... X 759,407 o} 58,269
SEE SCHEDULE O - O & T TITLES
KHAMA D ENNIS-HOLCOMBE 5000
....................................................................................... X 84,173 0 10,605
SEE SCHEDULE O - O & T TITLES
JONATHAN M FALLON MD 5000
............................................................................... X 639,590 o} 25,276
SEE SCHEDULE O - O & T TITLES
THOMAS L FAZIO MD 5000
............................................................................... X 698,959 o} 20,488
SEE SCHEDULE O - O & T TITLES
CARLOS FERNANDEZ-DEL CASTILLO MD 5000
............................................................................... X 873,050 o} 62,830
SEE SCHEDULE O - O & T TITLES
TIMOTHY G FERRIS MD 5000
................. X X 881,971 0 59,327
SEE SCHEDULE O - O & T TITLES
CRISTINA R FERRONE MD 5000
............................................................................... X 487,807 o} 68,836
SEE SCHEDULE O - O & T TITLES
AARON S FISHMAN 1 00
............................................................................... X X o] 112,989 13,293
SEE SCHEDULE O - O & T TITLES 50 00
MARY ANN GAGNON 5000
....................................................................................... X 142,128 0 26,028
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
JOSEPH MICHAEL GARASIC MD 5000
............................................................................... X 394,801 o} 37,994
SEE SCHEDULE O - O & T TITLES
TERRY J GARFINKLE MD 100
............................................................................... X o] 507,705 48,275
SEE SCHEDULE O - O & T TITLES 50 00
ROYA GHAZINOURI PT 5000
............................................................................... X 125,725 o} 33,156
SEE SCHEDULE O - O & T TITLES
STEVEN A GILGEN 5000
............................................................................... X X 275,698 o} 3,400
SEE SCHEDULE O - O & T TITLES
RICHARD S GITOMER MD 5000
....................................................................................... X 492,857 0 46,721
SEE SCHEDULE O - O & T TITLES
MATTHEW J GOLDBERG 5000
............................................................................... X 285,468 o} 24,637
SEE SCHEDULE O - O & T TITLES
JEFFREY A GOLDEN MD 5000
................. X 910,314 0 65,178
SEE SCHEDULE O - O & T TITLES
TERRI E GORMAN MD 5000
............................................................................... X 394,002 o} 45,704
SEE SCHEDULE O - O & T TITLES
PETER A GRAPE MD 5000
............................................................................... X X 648,126 o} 58,292
SEE SCHEDULE O - O & T TITLES
MICHAEL L GUSTAFSON MD 5000
............................................................................... X X 575,248 o} 38,118
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations | = 2 | 5 2 1252 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
DAPHNE ADELE HAAS-KOGANMD 5000
............................................................................... X 938,804 o} 45,704
SEE SCHEDULE O - O & T TITLES
ROBERT HANDIN MD 5000
............................................................................... X 277,755 o} 57,428
SEE SCHEDULE O - O & T TITLES
MARGOT K HARTMANN MD 5000
............................................................................... X X 348,264 o} 18,073
SEE SCHEDULE O - O & T TITLES
ANNEMARIE HEATH CNM DNP 5000
....................................................................................... X 139,178 0 21,522
SEE SCHEDULE O - O & T TITLES
JAMES L HEFFERNAN 5000
............................................................................... X X 690,938 o} 62,381
SEE SCHEDULE O - O & T TITLES
THEODORE S HONG MD 5000
....................................................................................... X 813,681 0 57,176
SEE SCHEDULE O - O & T TITLES
TERRIE E INDER MBCHB 5000
................. X 661,682 0 54,992
SEE SCHEDULE O - O & T TITLES
MICHAEL R JAFF DO 100
............................................................................... X X o] 919,864 52,539
SEE SCHEDULE O - O & T TITLES
50 00
ALAN ANTHONY JAMES 5000
............................................................................... X 503,062 o} 42,953
SEE SCHEDULE O - O & T TITLES
WILLIAM C JOHNSTON 5000
............................................................................... X X 740,663 o} 58,394
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
58| ¢ 2 |Ra
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;», E{
T q-‘
(=N
ANNE KALTER 5000
............................................................................... X 206,021 o} 30,627
SEE SCHEDULE O - O & T TITLES
JAMES D KANG MD 5000
....................................................................................... X 1,472,184 0 67,883
SEE SCHEDULE O - O & T TITLES
STEVEN E KAPFHAMMER 100
............................................................................... X X o] 337,621 38,796
SEE SCHEDULE O - O & T TITLES 50 00
BARRETT KITCH MD 5000
............................................................................... X 354,914 o} 18,880
SEE SCHEDULE O - O & T TITLES
RONALD E KLEINMAN MD 5000
............................................................................... X 653,794 o} 59,274
SEE SCHEDULE O - O & T TITLES
ANNE KLIBANSKI MD 5000
....................................................................................... X 975,365 0 57,401
SEE SCHEDULE O - O & T TITLES
THOMAS S KUPPER MD 5000
................. X 622,828 0 60,093
50 00
................. X 16,490 0 0
SEE SCHEDULE O - O & T TITLES
JOSEPH LOSCALZO MD 5000
............................................................................... X X 781,460 o} 60,757
SEE SCHEDULE O - O & T TITLES
DAVID N LOUIS MD 5000
............................................................................... X 736,680 o} 57,493
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = > 'g:
I ;; Z
; 2
T T
(=N
HUGH MACDONALD 5000
............................................................................... X 299,777 o} 40,238
SEE SCHEDULE O - O & T TITLES
HEATHER COLMORE MACK 100
............................................................................... X X o] 242,212 29,466
SEE SCHEDULE O - O & T TITLES
50 00
PETER K MARKELL 100
....................................................................................... X X 0 5,293,969 51,722
SEE SCHEDULE O - O & T TITLES
50 00
JOANNE MARQUSEE 5000
............................................................................... X X 578,307 o} 18,500
SEE SCHEDULE O - O & T TITLES
NAVNEET MARWAHA MD 5000
....................................................................................... X 291,715 0 34,292
SEE SCHEDULE O - O & T TITLES
DAVID MCCREADY MBA MHA 5000
............................................................................... X X 541,322 o} 50,058
SEE SCHEDULE O - O & T TITLES
MAURY E MCGOUGH MD 100
................. X 0 655,573 50,914
SEE SCHEDULE O - O & T TITLES 50 00
PAULA MILONE-NUZZO PHD 100
............................................................................... X X o] 271,198 27,281
SEE SCHEDULE O - O & T TITLES 50 00
ELIZABETH A MORT MD 5000
............................................................................... X 635,762 o} 57,642
SEE SCHEDULE O - O & T TITLES
ELIZABETH G NABEL MD 1 00
....................................................................................... X X 0 2,538,960 40,952
SEE SCHEDULE O - O & T TITLES 50 00




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = o
2| = s 3
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
ALBERT NAMIAS MD 5000
....................................................................................... X 478,369 36,554
SEE SCHEDULE O - O & T TITLES
ANDREA NG MD 5000
....................................................................................... X 458,713 54,488
SEE SCHEDULE O - O & T TITLES
NAWAL M NOUR MD MPH 5000
....................................................................................... X 564,791 37,765
SEE SCHEDULE O - O & T TITLES
JOHN NOVELLO 5000
....................................................................................... X 330,781 33,213
SEE SCHEDULE O - O & T TITLES
JOHANNA M O'CONNOR MD 5000
....................................................................................... X 527,192 60,615
SEE SCHEDULE O - O & T TITLES
TIMOTHY PARSONS MD 5000
....................................................................................... X 9,000 33,902
SEE SCHEDULE O - O & T TITLES
GREGORY J PAULY 5000
................. X 873,013 57,671
SEE SCHEDULE O - O & T TITLES
STEVEN B PESTKA MD 5000
....................................................................................... X 410,200 30,643
SEE SCHEDULE O - O & T TITLES
PIETER PIL MD 5000
....................................................................................... X 630,192 41,050
SEE SCHEDULE O - O & T TITLES
NANCY S PITTMAN 5000
....................................................................................... X X 148,906 4,982
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
F: a < E—- l%: l.—)
=,z = o
2| = s 3
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
DAVID S PLADZIEWICZ MD 5000
............................................................................... X 580,988 o} 21,369
SEE SCHEDULE O - O & T TITLES
ALLYSON L PRESTON MD 5000
............................................................................... X 394,651 o} 41,056
SEE SCHEDULE O - O & T TITLES
JAMES P RATHMELL MD 5000
....................................................................................... X 811,586 0 55,213
SEE SCHEDULE O - O & T TITLES
DAVID W RATTNER MD 5000
............................................................................... X 953,008 o} 62,912
SEE SCHEDULE O - O & T TITLES
SCOTT L RAUCH MD 100
............................................................................... X X o] 754,680 56,030
SEE SCHEDULE O - O & T TITLES
50 00
MITCHELL S REIN MD 5000
....................................................................................... X 636,119 0 59,039
SEE SCHEDULE O - O & T TITLES
PHILLIP L RICE JR MD 5000
................. X 481,059 0 38,302
SEE SCHEDULE O - O & T TITLES
DAVID J ROBERTS MD 100
............................................................................... X X o] 556,529 10,007
SEE SCHEDULE O - O & T TITLES
50 00
ALLAN H ROPPER MD 5000
....................................................................................... X 93,661 0 10,691
SEE SCHEDULE O - O & T TITLES
MARC S RUBIN MD 5000
....................................................................................... X 911,655 0 63,908
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
F: a < E—- l%: l.—)
= .| 3 = 2
2| = 4 3
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
ROXANNE C RUPPEL 1 00
............................................................................... X o] 311,766 48,570
SEE SCHEDULE O - O & T TITLES 50 00
ALI SALIM MD 5000
....................................................................................... X 575,147 0 48,629
SEE SCHEDULE O - O & T TITLES
MARTIN A SAMUELS MD 5000
....................................................................................... X 641,244 0 59,921
SEE SCHEDULE O - O & T TITLES
JOAN A SAPIR 5000
....................................................................................... X 566,013 0 62,891
SEE SCHEDULE O - O & T TITLES
MARK A SCHECHTER MD 5000
............................................................................... X 358,532 o} 34,723
SEE SCHEDULE O - O & T TITLES
FREDERICK J SCHOEN MD 5000
....................................................................................... X 368,189 0 61,792
SEE SCHEDULE O - O & T TITLES
DAVID SILBERSWEIG MD 5000
................. X 690,922 0 60,923
SEE SCHEDULE O - O & T TITLES
ANEESH B SINGHAL MD 5000
............................................................................... X 434,667 o} 56,047
SEE SCHEDULE O - O & T TITLES
PETER L SLAVIN MD 1 00
....................................................................................... X X 0 2,538,414 57,235
SEE SCHEDULE O - O & T TITLES 50 00
ALLEN L SMITH MD MS 5000
............................................................................... X X 887,624 o} 265,969
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) Pels B ER AR
S 2 [ E—- T 0
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
LYNN MALLOY STOFER 1 00
............................................................................... X X o] 783,937 50,682
SEE SCHEDULE O - O & T TITLES 50 00
DAVID E STORTO 100
............................................................................... X X o] 960,173 51,189
SEE SCHEDULE O - O & T TITLES 50 00
THORALF M SUNDT MD 5000
............................................................................... X 923,775 o} 62,828
SEE SCHEDULE O - O & T TITLES
KHALID SYED MD 5000
............................................................................... X 368,929 o} 39,717
SEE SCHEDULE O - O & T TITLES
DAVID F TORCHIANA MD 100
....................................................................................... X 0 6,075,835 52,251
SEE SCHEDULE O - O & T TITLES 50 00
GARY USHER 5000
............................................................................... X 329,054 o} 18,177
SEE SCHEDULE O - O & T TITLES
MICHAEL J VANROOYEN MD 5000
................. X 708,605 0 60,181
50 00
................. X X 478,183 0 93,365
SEE SCHEDULE O - O & T TITLES
GREGORY ] WALKER 5000
............................................................................... X X 857,218 o} 150,760
SEE SCHEDULE O - O & T TITLES
TIMOTHY J WALSH 5000
............................................................................... X X 301,941 o} 15,084
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= .. = - [=]
2| = s 3
o T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
ANDREW L WARSHAW MD 5000
....................................................................................... X 1,048,224 62,482
SEE SCHEDULE O - O & T TITLES
DEBRA F WEINSTEIN MD 5000
....................................................................................... X 502,276 57,203
SEE SCHEDULE O - O & T TITLES
ROSS D ZAFONTE DO 5000
....................................................................................... X 644,229 57,770
SEE SCHEDULE O - O & T TITLES
CAROL BAILEY 100
............................................................................... X o] 0
SEE SCHEDULE O - O & T TITLES
RICHARD C BANE 100
............................................................................... X o] 0
SEE SCHEDULE O - O & T TITLES
WILLIAM S BARKER 100
............................................................................... X o] 0
SEE SCHEDULE O - O & T TITLES
DAVID S BARLOW 100
................. X 0 0
100
................. X 0 0
SEE SCHEDULE O - O & T TITLES
FRASER BENNETT BEEDE 1 00
............................................................................... X o] 0
SEE SCHEDULE O - O & T TITLES
JUDITH G BELASH 1 00
............................................................................... X X o] 0
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)
Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W- 2/1099- (W-2/1099- organization and
organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
SANFORD ADAMS BELDEN 1 00
............................................................................... X X 0
SEE SCHEDULE O - O & T TITLES
MARK R BELSKY MD 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
SIBEL BESSIM MD 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JEANNE E BLAKE 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
EDWARD B BLOOM 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
MICHAEL BOLDOC ESQ 100
............................................................................... X X
SEE SCHEDULE O - O & T TITLES
KENNETH R BORDEWIECK 100
................. X
SEE SCHEDULE O - O & T TITLES
JEANINE M BORTHWICK 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
KEVIN T BOTTOMLEY 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JAMES BRANNEN 1 00
............................................................................... X X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations | = 2 | 5 2 1252 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) Pels B ER AR
S 2 < E—- T O
I = 3
2| = T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
DEBRA K BREDE 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
MARY R BROWN 100
............................................................................... X X 0
SEE SCHEDULE O - O & T TITLES
JOHN J BURKE 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
WILLIAM R CAMP JR 100
............................................................................... X X
SEE SCHEDULE O - O & T TITLES
JAMES A CANFIELD 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JOHN C CANNISTRARO 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
RICHARD CARD 100
................. X
100
................. X
SEE SCHEDULE O - O & T TITLES
MARC N CASPER 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
WILLIAM REED CHISHOLM II 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)
Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W- 2/1099- (W-2/1099- organization and
organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= 4|3 = =
2| = 4 3
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
EUGENE H CLAPP 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
PHILLIP L CLAY PHD 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JAMES P COHEN MD 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
EARL M COLLIER IR 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
RICHARD CONLEY 100
............................................................................... X X
SEE SCHEDULE O - O & T TITLES
GARGI B COOPER FNP 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
DHARMA E CORTES PHD 100
................. X
SEE SCHEDULE O - O & T TITLES
WILLIAM MAURICE COWAN 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
SUSAN C CRAMPTON 1 00
............................................................................... X X
SEE SCHEDULE O - O & T TITLES
MONICA S CURHAN 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations | = 2 | 5 2 1252 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) Pels B ER AR
S 2 [ E—- T 0
I = 3
2| = ' =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
KAREN D CURRAN MBA 1 00
............................................................................... X X 0
SEE SCHEDULE O - O & T TITLES
ROBERT A DANZIGER 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
BRUCE DANZIGER 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
PETER A D'ARRIGO JR 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JAMES L DEMETROULAKOS MD 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
LINDA DERENZO ESQ 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
CHARLES FRANK DESMOND 100
................. X
100
................. X
SEE SCHEDULE O - O & T TITLES
JOANNE HONEY DIBONA 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
PETER DIRKSMEIER MD 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (9] (D) (E) (F)

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

23| = |8 — |
organizations [ T 5 | 3 [® | [2& |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = 2
3= e 2
2 b =
%n‘ = D 'g:
I ;», Z
: g2
T T
(=N
JAMES MANNING DONNELLY 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
JOHN P DRISLANE 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
DEBORAH DUNSIRE MD 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
JACKIE EASTWOOD 100
............................................................................... X X
SEE SCHEDULE O - O & T TITLES
WILLIAM R ELFERS 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
DEBORAH C ENOS 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ARTHUR J EPSTEIN 100
................. X
100
................. X
SEE SCHEDULE O - O & T TITLES
JULIETTE E FAY 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
LAURIE FENLASON 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = o
2| = s 3
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
JOANNE J FINCK 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
ANNE M FINUCANE 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
JOHN F FISH 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
JUDITH A FONG BA RN 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
CHRISTOPHER R FORTIER 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
NANCY S FOSTER 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
BRUCE FREEDMAN 100
................. X
100
................. X
SEE SCHEDULE O - O & T TITLES
WILLIAM GEARY BS 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
LAUREN A GEDDES WIRTH MD 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

23| = |8 — |
organizations [ T 5 | 3 [® | [2& |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = o
2| = s 3
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
CHARLES K GIFFORD SR 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
THOMAS P GLYNN PHD 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
ARTHUR L GOLDSTEIN 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
BENJAMIN A GOMEZ 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
LISA B GRAIN DDS 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
THOMAS H GRAPE 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ERWIN L GREENBERG 100
................. X
100
................. X X
SEE SCHEDULE O - O & T TITLES
KAREN R HALE 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ROGER HAMEL 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

23| = |8 — |
organizations [ T 5 | 3 [® | [2& |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = o
2| = s 3
I~ T =
%n‘ = > 'g:
I ;; Z
; 2
T T
(=N
ALEXANDER A HANNENBERG MD 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
NANCY HAWTHORNE 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
BRENDA E HAYNES MD 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
JENNIFER HELZBERG 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
BRENT L HENRY ESQ 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
KEVIN F HICKEY 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
RICHARD E HOLBROOK 100
................. X
SEE SCHEDULE O - O & T TITLES
ALBERT A HOLMAN III 100
............................................................................... X X
SEE SCHEDULE O - O & T TITLES
H ROBERT HORVITZ PHD 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ROBERT S HUCKMAN 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations | = 2 | 5 2 1252 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = o
2| = s 3
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
ANN INGRAM 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
RICHARD IORIO 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
DAVID W IVES 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
RONALD J JACKSON 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ANNE JAMIESON 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
MELISSA WEINER JANFAZA 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ROBERT E JOHNSON PHD 100
................. X
100
................. X
SEE SCHEDULE O - O & T TITLES
ELIZABETH JOYCE BS 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
CHAD KAGELEIRY 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)
Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W- 2/1099- (W-2/1099- organization and
organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= 4|3 = =
2| = 4 3
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
KAREN T KAPLAN 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
JAMES L KAPLAN PHD 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
STEPHEN R KARP 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
STEVEN M KAYE 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
RICHARD M KELLEHER 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
PAUL G KELLIHER 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
CHRISTOPHER J KELLY 100
................. X
SEE SCHEDULE O - O & T TITLES
GERARD J KENEALLY 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JAMES KIRCHHOFFER MD 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ANTHONY A KLEIN 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)
Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W- 2/1099- (W-2/1099- organization and
organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) Pels B ER AR
S 2 [ E—- T 0
I = 3
2| = ' =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
JOHN H KNOWLES JR 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
WENDELL J KNOX 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ADAM M KOPPEL 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JOSHUA M KRAFT 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JONATHAN A KRAFT 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
VINAY KUMAR MD 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ELIZA B LAKE 100
................. X
SEE SCHEDULE O - O & T TITLES
KEVIN LISTER LAKE 100
............................................................................... X X
SEE SCHEDULE O - O & T TITLES
RENEE M LANDERS 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
THOMAS LAVASSEUR 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations | = 2 | 5 2 1252 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) 22|35 "3;‘;"—'
S 2 [ E—- T O
I = 3
2| = ' =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
PAMELA L LAWRENCE 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
JEFFREY M LEIDEN MD 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
TIMOTHY J LEPORE MD 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
DONNA LEVIN 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
BEN S LEVITAN 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JAY LEVY 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
DAVID H LONG 100
................. X
100
................. X
SEE SCHEDULE O - O & T TITLES
STACEY LUCCHINO 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JULIE A MARRIOTT 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations | = 2 | 5 2 1252 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = o
2| = s 3
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
CARL J MARTIGNETTI 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
3 BRIAN MCCARTHY 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
VINCENT T MCDERMOTT 100
............................................................................... X X 0
SEE SCHEDULE O - O & T TITLES
TERENCE A MCGINNIS 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JEROME T MCMANUS 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JOSEPH C MCNAY 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
CAROLINE ANN MERRIFIELD 100
................. X
100
................. X
SEE SCHEDULE O - O & T TITLES
BARRY MILLS 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
CATHY E MINEHAN 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (9] (D) (E) (F)

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

23| = |8 — |
organizations [ T 5 | 3 [® | [2& |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = 2
3= e 2
2 b =
%n‘ = D 'g:
I ;», Z
: g2
T T
(=N
JAMES F MOONEY III 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
CHARLES A MORRIS MD 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
LAURA BARKER MORSE 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
MICHAEL J MUEHE 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
PHILIP A NARDONE JR 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
EMILY A NEILL 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
MARC A NIVET EDD MBA 100
................. X
100
................. X
SEE SCHEDULE O - O & T TITLES
JOHN N NUNNELLY 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
MARK NUNNELLY 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

a5 ] _ | I
organizations [ T 5 | 3 [® | [2& |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = o
2| = s 3
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
GINA L O'BRIEN MD 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
MICHAEL F O'CONNELL ESQ 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
JAY O'NEILL 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
ROBERT L PAGLIA 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
MARIE-LOUISE PALANDIIAN 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
WILLIAM M PARIZEAU 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
DIANE B PATRICK ESQ 100
................. X
100
................. X
SEE SCHEDULE O - O & T TITLES
ADELENE Q PERKINS 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
DONALD M PERRIN 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)
Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W- 2/1099- (W-2/1099- organization and
organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= 4|3 = =
2| = 4 3
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
H BRADLEE PERRY 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
SUSAN P PETERS 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ANGELLEEN PETERS-LEWIS PHD 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
PATRICIA P PETRAGLIA 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ROBERT W PIERCE JR 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JENNIFER L PORTER 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
MARY G PUMA 100
................. X
SEE SCHEDULE O - O & T TITLES
DAVID L RABIN MD 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
PHILLIP T RAGON 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
LARRY RAICHE 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)
Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W- 2/1099- (W-2/1099- organization and
organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= 4|3 = =
2| = 4 3
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
BABU RAMDEV 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
EARLE A RAY 100
............................................................................... X X
SEE SCHEDULE O - O & T TITLES
PAMELA D A REEVE 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
NANCY R REEVES 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
LAURA REYNOLDS 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
AUGUSTE E RIMPEL JR 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
THEODORE RISTAINO 100
................. X
SEE SCHEDULE O - O & T TITLES
JOSE DE JESUS RIVERA JD 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
CARMICHAEL S ROBERTS 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
MICHAEL AF ROBERTS 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)
Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W- 2/1099- (W-2/1099- organization and
organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
INGO ROEMER 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
WILLIAM J ROMAN 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JOSEPH F RYAN ESQ 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
MELANIE R SABELHAUS 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JOHN SALMON 100
............................................................................... X X
SEE SCHEDULE O - O & T TITLES
ELISABETH SCHADAE PERCELAY 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JOHN H SCHAEFER 100
................. X
SEE SCHEDULE O - O & T TITLES
DENISE M SCHEPICI 100
............................................................................... X X
SEE SCHEDULE O - O & T TITLES
JEROME SCHLACHTER 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ERIC D SCHLAGER 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)
Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W- 2/1099- (W-2/1099- organization and
organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) Pels B ER AR
S 2 < E—- T O
I = 3
2| = ' =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
SCOTT A SCHOEN 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
SCOTT SCHUSTER 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
MARK SCHWARTZ 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
S CHRISTOPHER SCOTT 100
............................................................................... X X
SEE SCHEDULE O - O & T TITLES
JEFFREY N SHRIBMAN 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
RICKEL SHUSTER 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
RICHARD N SILVERMAN 100
................. X
SEE SCHEDULE O - O & T TITLES
SHIRLEY SINGLETON 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
RONALD L SKATES 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
BARRY R SLOANE 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)
Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W- 2/1099- (W-2/1099- organization and
organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= 4|3 = =
2| = 4 3
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
LAUREN A SMITH MD 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
JONATHAN SNIDER MD 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
W LLOYD SNYDER III 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ALISON SOLLEE 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JOSIAH A SPAULDING IR 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
PAULA NESS SPEERS 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
DENISE SPENCE MD 100
................. X
SEE SCHEDULE O - O & T TITLES
SCOTT M SPERLING 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
GARY A SPIESS ESQ 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
CHARLES PHILIP STAELIN 1 00
............................................................................... X X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations | = 2 | 5 2 1252 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) Pels B ER AR
S 2 < E—- T O
I = 3
2| = T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
KATHLEEN M STANSKY 1 00
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
ANNE E STEER 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
DAVID PIERPONT STEVENS 100
............................................................................... X 0
SEE SCHEDULE O - O & T TITLES
JAMES STEVENS 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ELLEN S STORY 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
STEPHEN G SULLIVAN 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
TIMOTHY D SWEET 100
................. X
100
................. X
SEE SCHEDULE O - O & T TITLES
WALTER TELLER ESQ 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
GEORGE E THIBAULT MD 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)
Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W- 2/1099- (W-2/1099- organization and
organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) Pels B ER AR
S 2 < E—- T O
I = 3
2| = ' =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
JEFFREY S THOMAS 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
ALEXANDER L THORNDIKE 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
THOMAS TORR 100
............................................................................... X X
SEE SCHEDULE O - O & T TITLES
HEATHER UNRUH 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
CAROL A VALLONE 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
DAVID VERNO 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
JOAN M VITELLO-CICCIU RN 100
................. X
SEE SCHEDULE O - O & T TITLES
JOSEF H VON RICKENBACH 100
............................................................................... X
SEE SCHEDULE O - O & T TITLES
CATHERINE S WARD 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES
PETER WEITZMAN MD 1 00
............................................................................... X
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = o
2| = s 3
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
BENAREE P WILEY 1 00
............................................................................... X o] o} 0
SEE SCHEDULE O - O & T TITLES
MICHELLE A WILLIAMS 100
............................................................................... X o] o} 0
SEE SCHEDULE O - O & T TITLES
ELIZABETH WINSHIP 100
............................................................................... X o] o} 0
SEE SCHEDULE O - O & T TITLES
AMY M WINSLOW 100
............................................................................... X o] o} 0
SEE SCHEDULE O - O & T TITLES
CHARLES F WU 100
............................................................................... X o] o} 0
SEE SCHEDULE O - O & T TITLES
GWILL YORK 100
............................................................................... X o] o} 0
SEE SCHEDULE O - O & T TITLES
GEOFFREY M ZUCKER MD 100
................. X 0 0 0
SEE SCHEDULE O - O & T TITLES
JEANETTE IVES-ERICKSON DNP 5000
............................................................................... X 677,798 o} 50,978
SEE SCHEDULE O - O & T TITLES
LOUIS JENIS MD 1 00
............................................................................... X o] 658,275 24,750
SEE SCHEDULE O - O & T TITLES 50 00
CHARLES E ADAMS 1 00
............................................................................... X o] 227,471 47,667
SEE SCHEDULE O - O & T TITLES 50 00




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
58| ¢ 2 |Ra
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
CINDY L AIENA 1 00
............................................................................... X o] 226,902 43,426
SEE SCHEDULE O - O & T TITLES 50 00
SARAH ARNHOLZ ESQ 100
............................................................................... X o] 250,299 50,414
SEE SCHEDULE O - O & T TITLES 50 00
MELISSA P BRENNAN ESQ 100
....................................................................................... X 0 167,608 46,706
SEE SCHEDULE O - O & T TITLES 50 00
MICHAEL R CARTER 100
....................................................................................... X 0 276,963 5,534
SEE SCHEDULE O - O & T TITLES 50 00
EFFIE J CHAN ESQ 100
....................................................................................... X 0 185,793 45,388
SEE SCHEDULE O - O & T TITLES 50 00
JULIE C CHATTOPADHYAY ESQ 100
....................................................................................... X 0 189,982 39,757
SEE SCHEDULE O - O & T TITLES 50 00
DAVID P CONNOLLY 100
................. X 0 365,959 52,740
SEE SCHEDULE O - O & T TITLES 50 00
PAUL G CUSHING ESQ 100
............................................................................... X o] 288,725 53,295
SEE SCHEDULE O - O & T TITLES 50 00
CHRISTOPHER DUNLEAVY 1 00
............................................................................... X o] 980,109 16,567
SEE SCHEDULE O - O & T TITLES 50 00
ATLAS D EVANS 5000
............................................................................... X 276,016 o} 59,104
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= 3 = o
’;’ =4 D =)
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
KEVIN T GIORDANO 5000
............................................................................... X 260,501 o} 47,163
SEE SCHEDULE O - O & T TITLES
MICHELE L GOUGEON MSC 5000
............................................................................... X 428,516 o} 64,624
SEE SCHEDULE O - O & T TITLES
JUDI S GREENBERG ESQ 100
....................................................................................... X 0 198,467 50,024
SEE SCHEDULE O - O & T TITLES 50 00
ROSEMARY B GUILTINAN ESQ 100
....................................................................................... X 0 128,328 15,907
SEE SCHEDULE O - O & T TITLES 50 00
GERARD F HADLEY 100
............................................................................... X o] 248,482 40,923
SEE SCHEDULE O - O & T TITLES 50 00
JOHN R HIGHAM ESQ 100
............................................................................... X o] 354,530 45,770
SEE SCHEDULE O - O & T TITLES 50 00
STEPHEN R JENNEY 5000
................. X 413,923 0 60,463
SEE SCHEDULE O - O & T TITLES
LAURA STEPHENS KHOSHBIN ESQ 100
....................................................................................... X 0 199,129 28,591
SEE SCHEDULE O - O & T TITLES 50 00
KATHERINE M KNEELAND ESQ 100
............................................................................... X o] 295,207 38,203
SEE SCHEDULE O - O & T TITLES 50 00
DAVID A LAGASSE 1 00
............................................................................... X o] 379,303 60,214
SEE SCHEDULE O - O & T TITLES 50 00




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations | = 2 | 5 2 1252 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
58| ¢ 2 |Ra
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
LAURIE R LAMOUREUX 5000
............................................................................... X 327,987 o} 23,135
SEE SCHEDULE O - O & T TITLES
EDWARD J OLIVIER 5000
............................................................................... X 293,504 o} 27,496
SEE SCHEDULE O - O & T TITLES
ANDREA G RE ESQ 100
....................................................................................... X 0 151,502 21,392
SEE SCHEDULE O - O & T TITLES 50 00
MARY E SHAUGHNESSY 100
............................................................................... X o] 414,514 48,744
SEE SCHEDULE O - O & T TITLES 50 00
TRACY A SYKES ESQ 100
............................................................................... X o] 221,793 46,455
SEE SCHEDULE O - O & T TITLES 50 00
DAVID ABELMAN 100
............................................................................... X o] o} 0
SEE SCHEDULE O - O & T TITLES
RICHARD L CURTIS MD 100
................. X 0 0 0
SEE SCHEDULE O - O & T TITLES
PAUL ANDERSON MD PHD 5000
....................................................................................... X 651,505 0 62,355
SEE SCHEDULE O - O & T TITLES
SHELLY ANDERSON MPM 5000
............................................................................... X 583,860 o} 40,316
SEE SCHEDULE O - O & T TITLES
SUSAN DEMPSEY 5000
............................................................................... X 324,508 o} 50,449
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
= .| 3 = 2
2| = 4 3
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
KEREN DIAMOND 1 00
............................................................................... X o] 288,230 42,116
SEE SCHEDULE O - O & T TITLES 50 00
MARGARET M DUGGAN MD 5000
............................................................................... X 494,343 o} 54,477
SEE SCHEDULE O - O & T TITLES
LINDA FLAHERTY RN 5000
............................................................................... X 238,454 o} 52,442
SEE SCHEDULE O - O & T TITLES
TIMOTHY E FOSTER MD 5000
....................................................................................... X 928,325 0 36,241
SEE SCHEDULE O - O & T TITLES
LAWRENCE S FRIEDMAN MD 5000
....................................................................................... X 509,015 0 34,651
SEE SCHEDULE O - O & T TITLES
JOANNE M FUCILE 5000
............................................................................... X 256,954 o} 41,664
SEE SCHEDULE O - O & T TITLES
MARY JO GAGNON 100
................. X 0 284,147 40,907
50 00
50 00
................. X 450,023 0 64,879
SEE SCHEDULE O - O & T TITLES
GEORGE GOUGIAN 5000
............................................................................... X 158,808 o} 28,415
SEE SCHEDULE O - O & T TITLES
ROSEMARY HENCHEY 5000
............................................................................... X 190,920 o} 19,085
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;; Z,l
T q-‘
(=N
MICHAEL J HESSION MD 5000
....................................................................................... X 347,622 59,607
SEE SCHEDULE O - O & T TITLES
ALEX F JOHNSON 5000
....................................................................................... X 314,478 56,186
SEE SCHEDULE O - O & T TITLES
PARDON R KENNEY MD 5000
....................................................................................... X 495,134 61,888
SEE SCHEDULE O - O & T TITLES
CHRISTOPHER ] KWOLEK MD 5000
....................................................................................... X 964,546 70,535
SEE SCHEDULE O - O & T TITLES
JANET LARSON MD 5000
....................................................................................... X 450,097 32,951
SEE SCHEDULE O - O & T TITLES
PAMELA K LEVANGIE 5000
....................................................................................... X 197,234 21,609
SEE SCHEDULE O - O & T TITLES
KEITH D LILLEMOE MD 5000
................. X 1,016,691 62,941
SEE SCHEDULE O - O & T TITLES
EDWARD LISTON-KRAFT PHD 5000
....................................................................................... X 262,636 27,623
SEE SCHEDULE O - O & T TITLES
CORI LOESCHER MM BSN RN 5000
....................................................................................... X 234,328 22,390
SEE SCHEDULE O - O & T TITLES
ROBERT T MCCALL 5000
....................................................................................... X 228,664 41,504
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
CHERYL MERRILL RN 1 00
............................................................................... X o] 313,317 33,694
SEE SCHEDULE O - O & T TITLES 50 00
ELLEN A MOLONEY 100
............................................................................... X o] 704,088 42,078
SEE SCHEDULE O - O & T TITLES 50 00
STEPHANIE N NADOLNY 5000
............................................................................... X 189,985 o} 25,123
SEE SCHEDULE O - O & T TITLES
BRITAIN W NICHOLSON MD 5000
............................................................................... X 763,728 o} 57,446
SEE SCHEDULE O - O & T TITLES
DOST ONGUR MD PHD 5000
............................................................................... X 259,604 o} 44,566
SEE SCHEDULE O - O & T TITLES
JEFFREY C POLLOCK 5000
....................................................................................... X 281,708 0 52,383
SEE SCHEDULE O - O & T TITLES
LESLIE PORTNEY 5000
................. X 190,491 0 44,579
SEE SCHEDULE O - O & T TITLES
ANN L PRESTIPINO 5000
............................................................................... X 666,822 o} 50,906
SEE SCHEDULE O - O & T TITLES
CHRISTINE REILLY 5000
....................................................................................... X 173,395 0 8,100
SEE SCHEDULE O - O & T TITLES
KERRY J RESSLER MD 5000
............................................................................... X 320,030 o} 40,186
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = o
2| = s 3
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
JOHN SARRO 5000
....................................................................................... X 335,389 0 35,631
SEE SCHEDULE O - O & T TITLES
SCOTT L SCHISSEL MD 5000
............................................................................... X 324,423 o} 49,697
SEE SCHEDULE O - O & T TITLES
NANCY D SCHMIDT 100
............................................................................... X o] 375,801 50,960
SEE SCHEDULE O - O & T TITLES 50 00
ANTHONY J SCIBELLI MS 5000
....................................................................................... X 318,120 0 24,145
SEE SCHEDULE O - O & T TITLES
ARTHUR ST GERMAIN 100
....................................................................................... X 0 167,587 39,011
SEE SCHEDULE O - O & T TITLES 50 00
DENIS G STRATFORD 5000
....................................................................................... X 191,268 0 45,392
SEE SCHEDULE O - O & T TITLES
INEZ TUCK 5000
................. X 240,083 0 37,766
SEE SCHEDULE O - O & T TITLES
ALAMJIT S VIRK MD 5000
....................................................................................... X 421,817 0 31,773
SEE SCHEDULE O - O & T TITLES
RON M WALLS MD 5000
....................................................................................... X 2,245,909 0 56,585
SEE SCHEDULE O - O & T TITLES
ROBERT D WELCH 5000
............................................................................... X 220,828 o} 47,086
SEE SCHEDULE O - O & T TITLES




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

and Independent Contractors

(A) (B) (c) (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
a9 < T:_—‘—- :g (9]
=,z = o
2| = s 3
I~ T =
%n‘ = D 'g:
I ;», Z
; 2
T T
(=N
SHEILA M WOOLLEY 5000
............................................................................... X 326,859 o} 58,083
SEE SCHEDULE O - O & T TITLES
DAVID C BROOKS MD 5000
....................................................................................... X 1,566,459 0 49,352
SEE SCHEDULE O - O & T TITLES
BOB S CARTER MD 5000
....................................................................................... X 1,769,205 0 72,659
SEE SCHEDULE O - O & T TITLES
THOMAS F HOLOVACS MD 5000
....................................................................................... X 1,584,590 0 59,146
SEE SCHEDULE O - O & T TITLES
AMAN B PATEL MD 5000
....................................................................................... X 1,658,484 0 62,940
SEE SCHEDULE O - O & T TITLES
JON P WARNER MD 5000
....................................................................................... X 1,745,989 0 59,145
SEE SCHEDULE O - O & T TITLES
JANIS P BELLACK PHD 000
................. X 0 439,703 36,513
FORMER O - IHP 50 00
DANIEL J GROSS 000
............................................................................... X o] 509,100 52,513
FORMER O - NWCF, NWH, NWHC, NWMG
! ! ’ 50 00
THOMAS LYNCH JR MD 5000
....................................................................................... X 247,132 0 28,405
FORMER O - MGPO
REYNOLD G SPADONI 000
....................................................................................... X 0 259,247 35,941
FORMER O - PHC 50 00




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

and Independent Contractors

(A) (B) (9] (D) (E) (F)

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

organizations | = 2 | 5 2 1252 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) Pels B ER AR
S 2 [ E—- T 0
T | 3 = 3
2| = ' =
%n‘ = D 'g:
I ;», Z
: g2
T T
(=N
KERRY R WATSON 000
............................................................................... X o] 596,520 552
FORMER O - NWH, NWHC 50 00
JOSEPH L WOODIN 5000
............................................................................... X 364,497 o} 27,645
FORMER O - MVH, WNR
DENNIS AUSIELLO MD 5000
....................................................................................... X 460,285 0 58,681
FORMER K - GHC
BARBARA E BIERER MD 5000
....................................................................................... X 351,663 0 63,312
FORMER K - BWH
STEVEN D BROWELL MD 5000
............................................................................... X 535,019 o} 34,445
FORMER K - NSPG
MAUREEN N CHESLEY 000
....................................................................................... X 0 197,731 40,485
FORMER K - PHC 50 00
KENNETH CHISHOLM 5000
................. X 221,092 0 12,447
50 00
................. X 195,924 0 42,171
FORMER K - SKRH
GARY W GARBERG 000
....................................................................................... X 0 172,009 40,010
FORMER K - PHC 50 00
JUDY HAYES 5000
............................................................................... X 129,352 o} 23,568
FORMER K - BWFH




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

and Independent Contractors

(A) (B) (9] (D) (E) (F)

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

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | & = | & 2o E— 213 organizations
line) A R R
g2 |¢ R
= .. = ‘l,." I
3 = =2
2 b =
%n‘ = > 'g:
I ;; i
T T
(=N
PAULA M HEREAU 5000
............................................................................... X 183,291 o} 32,012
FORMER K - SRH
HARRY W ORF PHD 5000
............................................................................... X 652,563 o} 56,353
FORMER K - GHC
SHEILA K PARTRIDGE MD 5000
................. X 917,786 0 29,971
000
................. X 0 380,068 0
FORMER K - NWH 50 00
JULIA SINCLAIR MBA 5000
............................................................................... X 534,737 o} 55,358
FORMER K - BWH
JEFFREY R ZACK MD 5000
................. X 329,072 0 36,568

FORMER K - MVH




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - | DLN: 93493226027579])

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 7
990EZ)

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

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

Name of the organization
PARTNERS HEALTHCARE SYSTEM INC &
AFFILIATES GROUP RETURN

Employer identification number

90-0656139

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

1

2
3
4

10

11
12

Q

O OO 00 00ORO0O

OO0 O o OO

A church, convention of churches, or association of churches described in section 170(b){(1)(A)(i).
A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ) )
A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).

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

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 )

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

An organization that normally receives a substantial part of its support from a governmental unit or from the general public described In
section 170(b)(1)(A)(vi). (Complete Part II )

A community trust described in section 170(b)(1)(A)(vi) (Complete Part II )

An agricultural research organization described in 170(b)(1)(A)(ix) operated in conjunction with a land-grant college or university or a
non-land grant college of agriculture See Instructions Enter the name, city, and state of the college or university

An organization 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 )

An organization organized and operated exclusively to test for public safety See section 509(a)(4).

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry 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

Type 1. A supporting organization operated, supervised, or controlled by Its supported organization(s), typically by giving the supported
organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting organization You must
complete Part IV, Sections A and B.

Type II. 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.

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.

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.

Check this box If the organization received a written determination from the IRS that it 1s a Type I, Type II, Type III functionally
Integrated, or Type III non-functionally integrated supporting organization
Enter the number of supported organizations 8
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
See Additional Data Table |
Total 8 0 0
For Paperwork Reduction Act Notice, see the Instructions for Cat No 11285F Schedule A (Form 990 or 990-EZ) 2017

Form 990 or 990-EZ.
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IEETEIE support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv), 170(b)(1)(A)(vi), and 170
(b)(1)(A)(ix)
(Complete only If you checked the box on line 5, 7, 8, or 9 of Part I or If the organization failed to qualify under Part
III. If the organization fails to qualify under the tests listed below, please complete Part III.)

Section A. Public Support
Calendar year
(or fiscal year begyinning in) > (a) 2013 (b) 2014 (c) 2015 (d) 2016 (e) 2017 (f) Total
1 Gifts, grants, contributions, and
membership fees received (Do not 2,656,832,804 2,661,435,392 2,365,428,359 2,967,780,415 2,904,676,698 13,556,153,668
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 2,656,832,804 2,661,435,392 2,365,428,359 2,967,780,415 2,904,676,698 13,556,153,668

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 TE;grt:ql||Tn:';ud|f:)port. Subtract line 5 13,556,153,668
Section B. Total Support
(or ﬁscaf;:fa"rd;;g‘gﬁigng in) B (a)2013 (b)2014 (€)2015 (d)2016 (e)2017 (f)Total
7 Amounts from line 4 2,656,832,804 2,661,435,392 2,365,428,359 2,967,780,415 2,904,676,698 13,556,153,668

8 Gross Income from interest,
dividends, payments received on
securities loans, rents, royalties 156,491,976 156,187,632 150,721,645 162,554,741 149,700,026 775,656,020

and income from similar sources

9 Net income from unrelated
business activities, whether or not
the business i1s regularly carried
on

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

11 Total support. Add lines 7

415,225 978,507 1,126,666 2,007,186 28,616,078 33,143,662

14,364,953,350

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,
checkthlsboxandstophere........................................PD
Section C. Computation of Public Support Percentage
14 Public support percentage for 2017 (line 6, column (f) divided by line 11, column (f)) 14 94 370 %
15 Public support percentage for 2016 Schedule A, Part II, line 14 15

16a 33 1/3% support test—2017. If the organization did not check the box on line 13, and line 14 1s 33 1/3% or more, check this box

and stop here. The organization qualifies as a publicly supported organization | 4
b 33 1/3% support test—2016. If the organization did not check a box on line 13 or 16a, and line 15 1s 33 1/3% or more, check this

box and stop here. The organization qualifies as a publicly supported organization » [
17a 10%-facts-and-circumstances test—2017. If the organization did not check a box on line 13, 16a, or 16b, and line 14
1s 10% or more, and If the organization meets the "facts-and-circumstances” test, check this box and stop here. Explain
In Part VI how the organization meets the "facts-and-circumstances" test The organization qualifies as a publicly supported

organization » [
b 10%-facts-and-circumstances test—2016. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 1s 10% or more, and If the organization meets the "facts-and-circumstances” test, check this box and stop here.
Explain in Part VI how the organization meets the "facts-and-circumstances” test The organization qualifies as a publicly

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

Schedule A {Form 990 or 990-EZ) 2017
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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

8

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

(a) 2013

(b) 2014

(c) 2015

(d) 2016

(e) 2017

(f) Total

Section B. Total Support

Calendar year
(or fiscal year beginning in) P

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

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

b Unrelated business taxable income

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

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

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

12 Other income Do not include gain or

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

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

14

11, and 12)

(a) 2013

(b) 2014

(c) 2015

(d) 2016

(e) 2017

(f) Total

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

check this box and stop here

» [

Section C. Computation of Public Support Percentage

15 Public support percentage for 2017 (line 8, column (f) divided by line 13, column (f)) 15

16 Public support percentage from 2016 Schedule A, Part III, line 15 16
Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2017 (line 10c, column (f) divided by line 13, column (f)) 17

18 Investment income percentage from 2016 Schedule A, Part 111, ne 17 18

193 331/3% support tests—2017. If the organization did not check the box on line 14, and line 15 s more than 33 1/3%, and line 17 Is not

20

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

» ]

b 33 1/3% support tests—2016. If the organization did not check a box on line 14 or line 19a, and line 16 1s more than 33 1/3% and line 18 1s

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

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

» ]
» [

Schedule A (Form 990 or 990-FE7Z) 2017
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Im Supporting Organizations
(Complete only If you checked a box on line 12 of Part I If you checked 12a of Part I, complete Sections A and B If you checked 12b of
Part I, complete Sections A and C If you checked 12c of Part I, complete Sections A, D, and E If you checked 12d of Part I, complete

Page 4

Sections A and D, and complete Part V )

Section A. All Supporting Organizations

3a

4a

5a

9a

10a

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

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

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

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

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

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

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

Yes

3a

3b

3c

4b

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

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

4c

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

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

5a

amendment to the organizing document)

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

5b

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

5c

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

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

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

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

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

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

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

provide detail in Part VI.

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

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

9b

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

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

9c

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

answer line 10b below

10a

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

the organization had excess business holdings)

10b

Schedule A {Form 990 or 990-EZ) 2017
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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 IT Supporting Organizations

1

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

Yes

Section D. All Type III Supporting Organizations

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

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

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

Yes

Section E. Type III Functionally-Integrated Supporting Organizations

1

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

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

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

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

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

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

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

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

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

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

Yes

2a

2b

3a

3b

Schedule A {Form 990 or 990-EZ) 2017
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1 [[J 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 ne 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 ine 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-F7) 2017
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lm 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

W [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 2017 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see
instructions)

(i)

Excess Distributions

(ii) (iit)
Underdistributions Distributable
Pre-2017 Amount for 2017

1 Distributable amount for 2017 from Section C, line
6

2 Underdistributions, If any, for years prior to 2017
(reasonable cause required-- explain in Part VI)
See Instructions

Excess distributions carryover, If any, to 2017

From 2014.

From 2015,

3
a
b From 2013.
[
d
e

From 2016.

f Total of lines 3a through e

g Applied to underdistributions of prior years

h Applied to 2017 distributable amount

i Carryover from 2012 not applied (see
instructions)

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

4 Distributions for 2017 from Section D, line 7
$

a Applied to underdistributions of prior years

b Applied to 2017 distributable amount

c Remainder Subtract lines 4a and 4b from 4

5 Remalning underdistributions for years prior to
2017, 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 2017 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 2018. Add lines
3j and 4c

8 Breakdown of line 7

Excess from 2013.

Excess from 2014,

Excess from 2015.

Excess from 2016.

olalo|oc|w

Excess from 2017.

Schedule A (Form 990 or 990-EZ) (2017)
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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 le, 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




990 Schedule A, Supplemental Information

Return Reference

Explanation

PART I LINE 11G

ENTITY PARTNERS MEDICAL INTERNATIONAL, INC (I) NAME OF SUPPORTED ORGANIZATION PARTNERS
HEALTHCARE SYSTEM, INC (II) EIN 04-3230035 (III) TYPE OF ORGANIZATION 07 (IV) ORGANIZAT ION
LISTED IN GOVERNING DOCUMENTS YES (V) NOTIFY ORGANIZATION OF YOUR SUPPORT YES (VI) O
RGANIZED IN THE US YES ENTITY THE MGH HEALTH SERVICES CORPORATION (I) NAME OF SUPPORTED
ORGANIZATION THE MASSACHUSETTS GENERAL HOSPITAL (II) EIN 04-1564655 (III) TYPE OF ORGANI
ZATION 07 (IV) ORGANIZATION LISTED IN GOVERNING DOCUMENTS YES (V) NOTIFY ORGANIZATION OF
YOUR SUPPORT YES (VI) ORGANIZED IN THE US YES ENTITY NANTUCKET COTTAGE HOSPITAL FOUNDA
TION, INC (I) NAME OF SUPPORTED ORGANIZATION NANTUCKET COTTAGE HOSPITAL (II) EIN 04-210 3823
(III) TYPE OF ORGANIZATION 03 (IV) ORGANIZATION LISTED IN GOVERNING DOCUMENTS YES ( V) NOTIFY
ORGANIZATION OF YOUR SUPPORT YES (VI) ORGANIZED IN THE US YES ENTITY MCLEAN H EALTHCARE,
INC (I) NAME OF SUPPORTED ORGANIZATION PARTNERS HEALTHCARE SYSTEM, INC (II) EIN 04-3230035
(III) TYPE OF ORGANIZATION 07 (IV) ORGANIZATION LISTED IN GOVERNING DOCUM ENTS YES (V) NOTIFY
ORGANIZATION OF YOUR SUPPORT YES (VI) ORGANIZED IN THE US YES ENTIT Y BIOSCIENCES RESEARCH
FOUNDATION, INC (I) NAME OF SUPPORTED ORGANIZATION BRIGHAM HEALT H, INC (II) EIN 04-2921338
(III) TYPE OF ORGANIZATION 07 (IV) ORGANIZATION LISTED IN GO VERNING DOCUMENTS YES (V) NOTIFY
ORGANIZATION OF YOUR SUPPORT YES (VI) ORGANIZED IN THE US YES ENTITY BWH RESEARCH, INC (I)
NAME OF SUPPORTED ORGANIZATION BRIGHAM HEALTH, INC (II) EIN 04-2921338 (III) TYPE OF
ORGANIZATION 07 (IV) ORGANIZATION LISTED IN GOVERNIN G DOCUMENTS YES (V) NOTIFY
ORGANIZATION OF YOUR SUPPORT YES (VI) ORGANIZED IN THE US YE S ENTITY BRIGHAM MEDICAL
RESEARCH AND EDUCATION FOUNDATION, INC (I) NAME OF SUPPORTED OR GANIZATION BRIGHAM AND
WOMEN'S PHYSICIANS ORGANIZATION, INC (II) EIN 04-3466314 (III) T YPE OF ORGANIZATION 10 (IV)
ORGANIZATION LISTED IN GOVERNING DOCUMENTS YES (V) NOTIFY OR GANIZATION OF YOUR SUPPORT
YES (VI) ORGANIZED IN THE US YES ENTITY PARTNERS CONTINUING CARE, INC (I) NAME OF SUPPORTED
ORGANIZATION PARTNERS HEALTHCARE SYSTEM, INC (II) EIN 04-3230035 (III) TYPE OF ORGANIZATION
07 (IV) ORGANIZATION LISTED IN GOVERNING DOCUMENTS YES (V) NOTIFY ORGANIZATION OF YOUR
SUPPORT YES (VI) ORGANIZED IN THE US YES ENTITY NS MC HEALTHCARE, INC (I) NAME OF SUPPORTED
ORGANIZATION PARTNERS HEALTHCARE SYSTEM, INC ( II) EIN 04-3230035 (III) TYPE OF ORGANIZATION
07 (IV) ORGANIZATION LISTED IN GOVERNING D OCUMENTS YES (V) NOTIFY ORGANIZATION OF YOUR
SUPPORT YES (VI) ORGANIZED IN THE US YES E NTITY NORTH SHORE PHYSICIANS GROUP, INC (I) NAME
OF SUPPORTED ORGANIZATION PARTNERS HEA LTHCARE SYSTEM, INC (II) EIN 04-3230035 (III) TYPE OF
ORGANIZATION 07 (IV) ORGANIZATION LISTED IN GOVERNING DOCUMENTS YES (V) NOTIFY
ORGANIZATION OF YOUR SUPPORT YES (VI) ORGA NIZED IN THE US YES ENTITY NEWTON-WELLESLEY
HEALTH CARE SYSTEM, INC (I) NAME OF SUPPORT ED ORGANIZATION PARTNERS HEAL




990 Schedule A, Supplemental Information

Return Reference

Explanation

PART I LINE 11G

THCARE SYSTEM, INC (II) EIN 04-3230035 (III) TYPE OF ORGANIZATION 07 (IV) ORGANIZATION LISTED IN
GOVERNING DOCUMENTS YES (V) NOTIFY ORGANIZATION OF YOUR SUPPORT YES (VI) ORGAN IZED IN THE
US YES ENTITY NEWTON-WELLESLEY MEDICAL GROUP, INC (I) NAME OF SUPPORTED ORGA NIZATION
NEWTON-WELLESLEY HOSPITAL, INC (II) EIN 04-2103611 (III) TYPE OF ORGANIZATION 03 (IV)
ORGANIZATION LISTED IN GOVERNING DOCUMENTS YES (V) NOTIFY ORGANIZATION OF YOUR S UPPORT
YES (VI) ORGANIZED IN THE US YES ENTITY COOLEY DICKINSON HEALTH CARE CORPORATION (I) NAME OF
SUPPORTED ORGANIZATION COOLEY DICKINSON HOSPITAL, INC (II) EIN 22-2617175 (III) TYPE OF
ORGANIZATION 03 (IV) ORGANIZATION LISTED IN GOVERNING DOCUMENTS YES (V) NO TIFY
ORGANIZATION OF YOUR SUPPORT YES (VI) ORGANIZED IN THE US YES ENTITY PARTNERS HEAL THCARE
SP, INC (I) NAME OF SUPPORTED ORGANIZATION PARTNERS HEALTHCARE SYSTEM, INC (II) EIN 04-
3230035 (III) TYPE OF ORGANIZATION 07 (IV) ORGANIZATION LISTED IN GOVERNING DOCUM ENTS YES
(V) NOTIFY ORGANIZATION OF YOUR SUPPORT YES (VI) ORGANIZED IN THE US YES ENTITY WENTWORTH-
DOUGLASS HOSPITAL & HEALTH FOUNDATION (I) NAME OF SUPPORTED ORGANIZATION WEN TWORTH-
DOUGLASS HOSPITAL, INC (II) EIN 02-0260334 (III) TYPE OF ORGANIZATION 03 (IV) OR GANIZATION
LISTED IN GOVERNING DOCUMENTS YES (V) NOTIFY ORGANIZATION OF YOUR SUPPORT YES (VI)
ORGANIZED IN THE US YES




Additional Data

Software ID:
Software Version:
EIN:

Name:

90-0656139

PARTNERS HEALTHCARE SYSTEM INC &

AFFILIATES GROUP RETURN

Form 990, Sch A, Part I, Line 12g - Provide the following information about the supported organization(s).

(i)Name of supported organization (ii)EIN (iir) (iv) (v) (vi)
Type of organization Is the organization | Amount of monetary Amount of other
(described on lines listed In your support (see support (see
1- 9 above (see governing document? Instructions) Instructions)
instructions))
Yes No
(A) PARTNERS HEALTHCARE SYSTEM INC 043230035 7 Yes 0
(A) 041564655 7 Yes 0
THE MASSACHUSETTS GENERAL HOSPITAL
(B) NANTUCKET COTTAGE HOSPITAL INC 042103823 3 Yes 0
(C) BRIGHAM HEALTH INC 042921338 7 Yes 0
(D) 043466314 10 Yes 0
BRIGHAM AND WOMEN'S PHYSICIANS
ORGANIZATION INC
(E) NEWTON-WELLESLEY HOSPITAL INC 042103611 3 Yes 0
(F) COOLEY DICKINSON HOSPITAL INC 222617175 3 Yes 0
(G) WENTWORTH-DOUGLASS HOSPITAL INC | 020260334 3 Yes 0
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SCHEDULE C Political Campaign and Lobbying Activities OMB No 1545-0047
;:FZO;m 990 or 990- For Organizations Exempt From Income Tax Under section 501(c) and section 527 2 0 1 7

Open to Public

»Complete if the organization is described below. PAttach to Form 990 or Form 990-EZ.
P Information about Schedule C (Form 990 or 990-EZ) and its instructions is at
www.irs.qov/form990.

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

Name of the organization
PARTNERS HEALTHCARE SYSTEM INC &
AFFILIATES GROUP RETURN 90-0656139

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

Department of the Treasun Inspection

Internal Revenue Service

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

1 Enter the amount of any excise tax incurred by the organization under section 4955 » $
2 Enter the amount of any excise tax incurred by organization managers under section 4955 » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? O ves O No
4a Was a correction made? [ 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
function activities » $
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? 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) 2017



Schedule C (Form 990 or 990-EZ) 2017
m Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

Page 2

section 501(h)).

A Check » [ ifthe filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's name, address, EIN,
expenses, and share of excess lobbying expenditures)

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

Limits on Lobbying

Expenditures

(The term "expenditures” means amounts paid or incurred.)

(a) Filing
organization's
totals

(b) Affiliated
group totals

- O O 0o T

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

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

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

Other exempt purpose expenditures

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

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

columns

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

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

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

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

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

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

section 4911 tax for this year?

D Yes D No

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

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

beginning 1n) (a) 2014 (b) 2015 (c) 2016 (d) 2017 (e) Total
2a Lobbying nontaxable amount

b Lobbying celling amount

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

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

Schedule C (Form 990 or 990-EZ) 2017



Schedule C (Form 990 or 990-EZ) 2017 Page 3

1 B ec:l Complete if the organization is exempt under section 501(c)(3) and has NOT filed
Form 5768 (election under section 501(h)).

For each "Yes" response on lines 1a through 11 below, provide in Part IV a detailed description of the lobbying () (b)
actvity Yes No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local legislation,
including any attempt to influence public opinion on a legislative matter or referendum, through the use of
a Volunteers? No
b Paid staff or management (include compensation in expenses reported on lines 1c through 11)? No
¢ Media advertisements? No
d Mailings to members, legislators, or the public? Yes
e Publications, or published or broadcast statements? No
f Grants to other organizations for lobbying purposes? No
g Direct contact with legislators, their staffs, government officials, or a legislative body? Yes 5,436,324
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? No
i Other activities? No
j Total Add lines 1c through 1i 5,436,324
2a Did the activities In line 1 cause the organization to be not described in section 501(c)(3)? N [
b If "Yes," enter the amount of any tax incurred under section 4912
c If "Yes," enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?

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

501(c)(6).
Yes | No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? 2
3 Did the organization agree to carry over lobbying and political expenditures from the prior year? 3

Ll Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section 501(c)(6)
and if either (a) BOTH Part III-A, lines 1 and 2, are answered "No" OR (b) Part III-A, line 3, is
answered “Yes."

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

m Supplemental Information

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

| Return Reference Explanation

LOBBYING EXPENSES THE CORPORATION MAY ON OCCASION REVIEW PROPOSED LEGISLATION FOR THE PURPOSE OF
DETERMINING THE EFFECT UPON ITS TAX-EXEMPT PURPOSES THE CORPORATION MAY ON OCCASION
ALSO APPEAR BEFORE A LEGISLATIVE COMMITTEE, CONFER WITH LEGISLATORS OR OTHERWISE ATTEMPT
TO INFLUENCE LEGISLATION HOWEVER, IT WILL NOT PARTICIPATE, IN ANY WAY, IN POLITICAL
CAMPAIGNS THE CORPORATION'S INVOLVEMENT IN LEGISLATIVE ACTIVITIES CONSTITUTES AN
INSUBSTANTIAL PART OF ITS ACTIVITIES IN ADDITION, NELSON MULLINS RILEY & SCARBOROUGH LLP
("NELSON MULLINS") IS PROVIDING STRATEGIC COUNSELING AND PUBLIC POLICY REPRESENTATION TO
THE HOME BASE PROGRAM ON A PRO BONO BASIS NELSON MULLINS WILL ADVOCATE FOR THE HOME
BASE PROGRAM BEFORE SELECTED MEMBERS OF CONGRESS AS WELL AS HELPING THE HOME BASE
PROGRAM BUILD RELATIONSHIPS IN THE DEFENSE INDUSTRY THE MAJORITY OF THE FUNDS EXPENDED
FOR LOBBYING ACTIVITIES WERE FOR PAYMENTS MADE TO THE MASSACHUSETTS HOSPITAL
ASSOCIATION, WHICH DETERMINED THAT DURING FISCAL YEAR 2018 S0 14% OF ITS MEMBERSHIP DUES
WERE USED FOR LOBBYING PURPOSES

Schedule C (Form 990 or 990EZ) 2017
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. . OMB No 1545-0047
gfrt'lﬁg)”'-'f D Supplemental Financial Statements
» Complete if the organization answered "Yes," on Form 990, 2 0 1 7

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

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

Name of the organization Employer identification number
PARTNERS HEALTHCARE SYSTEM INC &
AFFILIATES GROUP RETURN 90-0656139

.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

i A~ WNR

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? O ves [ No
m Conservation Easements. Complete If the organization answered "Yes" on Form 990, Part IV, line 7.

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

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

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

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

structure listed in the National Register

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

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

5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of violations,
and enforcement of the conservation easements it holds? O ves O No

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

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

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

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

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

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

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

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

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

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

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

b Assets included in Form 990, Part X » s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 52283D Schedule D (Form 990) 2017




Schedule D (Form 990) 2017

Page 2

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

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

e L1 other

Loan or exchange programs

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

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

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

D Yes No

IEEIE Escrow and Custodial Arrangements.

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

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

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

(d)Three years back | (e)Four years back

1,879,867,173

{a)Current year {b)Prior year {c)Two years back

1a Beginning of year balance

2,532,477,579

3,023,915,930

1,980,532,089

2,017,884,170

b Contributions 76,242,054 133,195,286 108,124,301 117,220,932 63,279,981
¢ Net investment earnings, gains, and losses 165,166,784 405,602,632 137,625,554 -71,620,457 165,579,197
d Grants or scholarships
e Other expenditures for facilities

and programs 72,883,419 117,629,018 91,920,278 82,952,557 90,842,181
f 120,543

Administrative expenses

g End of year balance

2,701,002,998

3,445,084,830

2,134,241,123

1,980,532,088

2,017,884,170

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

Board designated or quasi-endowment »
b Permanent endowment »

¢ Temporarily restricted endowment »

46 000 %
27 000 %
27 000 %

The percentages on lines 2a, 2b, and 2c should equal 100%
3a Are there endowment funds not in the possession of the organization that are held and administered for the

organization by

(i) unrelated organizations

(ii) related organizations
b If "Yes" on 3a(il), are the related or

ganizations listed as required on Schedule R?

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

Yes | No
3a(i) No
3a(ii) | Yes

3b Yes

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

Complete If the or

Description of property

{a) Cost or other basis
(investment)

(b) Cost or other basis (other)

(c) Accumulated depreciation

(d) Book value

1la Land

b Buildings

c Leasehold improvements
d Equipment

e Other

19,013,253 147,069,299 166,082,552
753,078 6,673,005,322 3,464,838,690 3,208,919,710
279,535,229 164,286,813 115,248,416

2,231,178,921 868,339,277 1,362,839,644

717,654,114

14,118,135

703,535,979

Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), Iine 10(c) ) . . »

5,556,626,301

Schedule D (Form 990) 2017



Schedule D (Form 990) 2017 Page 3
m Investments—Other Securities. Complete If the organization answered "Yes" on Form 990, Part IV, line 11b.
See Form 990, Part X, line 12.
(a) Description of security or category (b) Book value (c) Method of valuation
(including name of security) Cost or end-of-year market value
(1) Financial derivatives
(2) Closely-held equity interests
(3) Other
(A) PARTNERS POOLED INVESTMENT HOLDINGS, LLC 8,369,362,704 F
(B)
(<)
(D)
(E)
(F)
(G)
(H)
Total. (Column (b) must equal Form 990, Part X, col (B) line 12 ) 8,369,362,704
Investments—Program Related.
Complete If the organization answered 'Yes' on Form 990, Part IV, line 11c. See Form 990, Part X, line 13.
(a) Description of investment (b) Book value (c) Method of valuation
Cost or end-of-year market value
(1)
(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) DUE FROM AFFILIATES 247,631,668
(2) INV IN NET ASSETS OF AFFIL 1,215,626,492
(3) OTHER ASSETS 606,075,301
(4) INTER-ENTITY NOTE RECEIVABLE 57,764,122
(5)
(6)
(7)
(8)
(9)
Total. (Column (b) must equal Form 990, Part X, col (B) Iine 15 ) » 2,127,097,583

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

DUE TO AFFILIATES 397,368,898
PARTNERS HEALTHCARE SYSTEM CAP 3,700,760,907
CURRENT PORTION OF SETTLEMENT 41,399,761
UNEXPENDED FUNDS ON RESEARCH GRANTS 284,057,368
(5)

(6)

(7)

(8)

(9)

Total. (Column (b} must equal Form 990, Part X, col (B) line 25 ) » | 4,423,586,934

2. Liability for uncertain tax positions In Part XIII, provide the text of the footnote to the organization's financial statements that reports the
organization's hability for uncertain tax positions under FIN 48 (ASC 740) Check here If the text of the footnote has been provided in Part XIII O

Schedule D (Form 990) 2017
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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 IV, line 12a.

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

1 Total revenue, gains, and other support per audited financial statements 1
2 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
c 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, ine 12, but not on line 1
a Investment expenses not included on Form 990, Part VIII, line 7b da
Other (Describe In Part XIII ) 4b
¢ Addlines 4a and 4b . 4c
5 Total revenue Add lines 3 and 4c. (This must equal Form 990, Part I, line 12 ) 5

1 Total expenses and losses per audited financial statements 1
2 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
c 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 da
Other (Describe In Part XIII ) 4b
¢ Addlines 4a and 4b . 4c
5 Total expenses Add lines 3 and 4c. (This must equal Form 990, Part I, line 18 ) 5

m Supplemental Information

Provide the descriptions required for Part 11, lines 3, 5, and 9, Part III, lines 1a and 4,

Part IV, ines 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) 2017
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Supplemental Information (continued)
Return Reference Explanation

Schedule D (Form 990) 2017



Additional Data

Supplemental Information

Software 1ID:
Software Version:
EIN: 90-0656139

Name: PARTNERS HEALTHCARE SYSTEM INC &
AFFILIATES GROUP RETURN

Return Reference

Explanation

COLLECTIONS OF ART,
HISTORICAL TREASURES OR
OTHER SIMILAR

ASSETS THE ORGANIZATION MAINTAINS COLLECTIONS OF ART, HISTORICAL TREASURES OR OTHER SIMIL
AR ASSETS THE COLLECTIONS ARE COMPRISED PRINCIPALLY OF MEDICAL ARTIFACTS AND ANTIQUITIES
INCLUDING SURGICAL EQUIPMENT THE COLLECTIONS ALSO INCLUDE WORKS OF ART INCLUDING SCULPTUR
ES, PICTURES, PORTRAITS AND PLAQUES THESE ITEMS WERE OBTAINED BY THE ORGANIZATION OVER MA
NY YEARS PRIMARILY THROUGH DONATIONS THE VALUE OF THESE ITEMS IS NOT CONSIDERED MATERIAL
TO THE FINANCIAL STATEMENTS OF THE ORGANIZATION




Supplemental Information

Return Reference

Explanation

COLLECTIONS OF ART,
HISTORICAL TREASURES OR
OTHER SIMILAR

ASSETS THE ORGANIZATION'S COLLECTION EXPLORES THE EVOLUTION OF HEALTHCARE AND MEDICINE AT
MASSACHUSETTS GENERAL HOSPITAL (MGH) EXHIBITS AND PROGRAMS ALLOW VISITORS TO FOLLOW MGH'

S HISTORY OF RESEARCH, PATIENT CARE AND MEDICAL DISCOVERY ACROSS THREE CENTURIES AND ARE I
N FURTHERANCE OF THE ORGANIZATIONS TEACHING MISSION




Supplemental Information

Return Reference

Explanation

INTENDED USE OF
ENDOWMENTS

THE ENDOWMENT FUNDS OF PARTNERS HEALTHCARE SYSTEM, INC AND AFFILIATES ARE USED IN FURTHER
ANCE OF ITS TAX-EXEMPT MISSIONS OF PATIENT CARE, RESEARCH AND EDUCATION




Supplemental Information

Return Reference Explanation

FIN 48(ASC 740) FOOTNOTE THERE IS NO FIN 48 FOOTNOTE DISCLOSURE IN THE AUDITED CONSOLIDATED FINANCIAL STATEMENTS OF
PARTNERS HEALTHCARE SYSTEM, INC AND AFFILIATES
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SCHEDULE E Schools OMB No 1545-0047
(Form 990 or 990-
» Complete 1 € organization answere: es on rorm 'y
E7) Combplete if th t d "Yes" on Form 990 2017
Part IV, line 13, or Form 990-EZ, Part VI, line 48.
» Attach to F 990 F 990-EZ. R
i - ] - ach to Form or dorm - ] Open to Public
Department of the Treasun » Information about Schedule E (Form 990 or 990-EZ) and its instructions is at www.rrs.gov/form990. Inspection
Namel &k theiotgamezation Employer identification number
PARTNERS HEALTHCARE SYSTEM INC &
AFFILIATES GROUP RETURN 90-0656139
YES | NO
1 Does the organization have a racially nondiscriminatory policy toward students by statement in its charter, bylaws,
other governing instrument, or in a resolution of its governing body? 1 Yes
2 Does the organization include a statement of its racially nondiscriminatory policy toward students in all its
brochures, catalogues, and other written communications with the public dealing with student admissions,
programs, and scholarships? 2 Yes
3 Has the organization publicized its racially nondiscriminatory policy through newspaper or broadcast media during
the period of solicitation for students, or during the registration period If it has no solicitation program, in a way
that makes the policy known to all parts of the general community It serves? If "Yes," please describe If "No,"
please explain If you need more space use Part II 3 Yes
4 Does the organization maintain the following?
a Records Indicating the racial composition of the student body, faculty, and administrative staff? 4a | Yes
b Records documenting that scholarships and other financial assistance are awarded on a racially nondiscriminatory
basis? 4b | Yes
€ Coples of all catalogues, brochures, announcements, and other written communications to the public dealing
with student admissions, programs, and scholarships? 4c | Yes
d Copies of all material used by the organization or on its behalf to solicit contributions? 4d | Yes
If you answered "No" to any of the above, please explain If you need more space, use Part II
5 Does the organization discriminate by race in any way with respect to
a Students' rights or privileges? 5a No
b Admissions policies? 5b No
¢ Employment of faculty or administrative staff? 5c No
d Scholarships or other financial assistance? 5d No
e Educational policies? 5e No
f Use of facilities? 5f No
g Athletic programs? 5g No
h Other extracurricular activities? 5h No
If you answered "Yes" to any of the above, please explain If you need more space, use Part II
6a Does the organization receive any financial aid or assistance from a governmental agency? 6a | Yes
b Has the organization's right to such aid ever been revoked or suspended? 6b No
If you answered "Yes" to either line 6a or line 6b, explain on Part II
7 Does the organization certify that it has complied with the applicable requirements of sections 4 01 through 4 05
of Rev Proc 75-50, 1975-2 C B 587, covering racial nondiscrimination? If "No," explain on Part II 7 Yes

Paperwork Reduction Act Notice, see the Instructions for Form 990 or Form 990-EZ. Cat No 50085D Schedule E (Form 990 or 990-EZ) (2017)



Schedule E (Form 990 or 990EZ) (2017) Page 2

m Supplemental Information.Provide the explanations required by Part I, lines 3, 4d, 5h, 6b, and 7, as applicable Also provide
any other additional information (see instructions)

Return Reference Explanation

SCHEDULE E QUESTION 3 THE INSTITUTE PUBLISHES ITS NON-DISCRIMINATORY POLICY IN ITS
ONLINE COURSE CATALOG ON ITS WEBSITE, WWW MGHIHP EDU, THIS
CATALOG IS ALSO AVAILABLE AS A PRINTED DOCUMENT UPON REQUEST
AS PART OF ITS ORIENTATION, THE INSTITUTE NOTIFIES NEWLY
MATRICULATED STUDENTS REGARDING THE WEB ADDRESS OF THE
ONLINE CATALOG CONTINUING STUDENTS ALSO RECEIVE AN ANNUAL
NOTICE REGARDING THE WEB ADDRESS INDIVIDUALS INQUIRING ABOUT
THE INSTITUTE'S PROGRAMS RECEIVE PROGRAM INFORMATION THAT
STATES THE INSTITUTE'S NON-DISCRIMINATORY POLICY THE
INSTITUTE'S APPLICATION FOR ADMISSION ALSO INCLUDES A
STATEMENT ON THIS POLICY

SCHEDULE E LINE 6A THE INSTITUE EXTENDS FINANCIAL ASSISTANCE TO STUDENTS IN THE
FORM OF GRANTS, LOANS, GRADUATE ASSISTANTSHIPS AND
SCHOLARSHIPS IN ACCORDANCE WITH INSTITUTIONAL AND FEDERAL
POLICY THE SELECTION FROM THE QUALIFIED STUDENT POPULATION
FOR GRANT AND SCHOLARSHIP AID IS BASED ON MERIT AND/OR NEED,
AS SPECIFIED BY THE CRITERIA OF EACH GRANT AND SCHOLARSHIP
STUDENTS INDEPENDENTLY APPLY FOR GRADUATE ASSISTANTSHIPS
AND ARE INFORMED OF SUCH OPPORTUNITIES AS THEY ARISE LOAN
QUALIFICATIONS ARE DETERMINED IN ACCORDANCE WITH FEDERAL
POLICY FINANCIAL AID AWARDS ARE MADE ON A NON-DISCRIMINATORY
BASIS

Schedule E (Form 990 or 990-EZ) (2017)
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SCHEDULE F
(Form 990)

Department of the Treasun

Internal Revenue Service

Statement of Activities Outside the United States

» Complete If the organization answered "Yes" to Form 990, Part IV, line 14b, 15, or 16.

» Information about Schedule F (Form 990) and its instructions 1s at www.irs.gov/form990.

» Attach

to Form 990.

OMB No 1545-0047

Name of the organization

PARTNERS HEALTHCARE SYSTEM INC &

AFFILIATES GROUP RETURN

90-0656139

Employer identification number

2017

Open to Public

Inspection

General Information on Activities Outside the United States. Complete If the organization answered "Yes" to
Form 990, Part IV, line 14b.

1 For grantmakers. Does the organization maintain records to substantiate the amount of its grants and
other assistance, the grantees’ eligibility for the grants or assistance, and the selection criteria used
to award the grants or assistance?

D Yes No

2 For grantmakers. Describe in Part V the organization’s procedures for monitoring the use of its grants and other assistance
outside the United States

3 Activites per Region (The following Part I, ine 3 table can be duplicated If additional space is needed )

(a) Region

(b) Number of
offices In the

{c) Number of

employees, agents,

(d) Activities conducted in
region (by type) (e g,

(e) If activity listed In (d) Is a
program service, describe

(f) Total expenditures
for and investments

region and independent fundraising, program specific type of In region
contractors In  |services, iInvestments, grants service(s) In region
region to recipients located in the
region)

(1) See Add'l Data
(2)
(3)
(4)
(5)
3a Sub-total 0 3| 130,378,881

b Total from continuation sheets to 39,018,140

Part I
c Totals (add lines 3a and 3b) 0| 4 169,397,021

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

Cat No 50082W

Schedu

e F (Form 990) 2017



Schedule F (Form 990) 2017
m Grants and Other Assistance to Organizations or Entities Outside the United States. Complete If the organization answered "Yes" to Form 990, Part

Page 2

1V, line 15, for any recipient who received more than $5,000. Part II can be duplicated If additional space I1s needed.

1

(a) Name of
organization

(b) IRS code
section
and EIN (if
applicable)

(c) Region

(d) Purpose of
grant

(e) Amount of
cash grant

(f) Manner of
cash
disbursement

(g) Amount
of non-cash
assistance

(h) Description
of non-cash
assistance

(i) Method of
valuation
(book, FMV,
appraisal, other)

(1)

See Add'l Data

(2)

(3)

(4)

Schedule

F (Form 990) 2017

(8)

(9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

2 Enter total number of recipient organizations listed above that are recognized as charities by the foreign country, recognized as tax-

exempt by the IRS, or for which the grantee or counsel has provided a section 501(c)(3) equivalency letter .

3 Enter total number of other organizations or entities .

|
»




Schedule F (Form 990) 2017

Page 3

m Grants and Other Assistance to Individuals Outside the United States. Complete If the organization answered "Yes" to Form 990, Part 1V, line 16.
Part III can be duplicated If additional space Is needed.

(a) Type of grant or assistance

(b) Region

(c) Number of
recipients

(d) Amount of
cash grant

(e) Manner of cash
disbursement

(f) Amount of
non-cash
assistance

(g) Description
of non-cash
assistance

(h) Method of
valuation
(book, FMV,
appraisal, other)

(1) See Add'l| Data

(2)

(3)

(4)

(5)

(7)

(8)

(9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

(17)

(18)

Schedule F (Form 990) 2017



Schedule F (Form 990) 2017 Page 4

m Foreign Forms

1 Was the organization a U S transferor of property to a foreign corporation during the tax year? If "Yes, "the
organization may be required to file Form 926, Return by a U S Transferor of Property to a Foreign Corporation (see
Instructions for Form 926) Yes D No

2 Did the organization have an interest In a foreign trust during the tax year? If "Yes," the organization may be
required to separately file Form 3520, Annual Return to Report Transactions with Foreign Trusts and Receipt of
Certain Foreign Gifts, and/or Form 3520-A, Annual Information Return of Foreign Trust With a U S Owner (see
Instructions for Forms 3520 and 3520-A, do not file with Form 990)

O ves No
3 Did the organization have an ownership interest in a foreign corporation during the tax year? If "Yes," the
organization may be required to file Form 5471, Information Return of U S Persons with Respect to Certain Foreign
Corporations (see Instructions for Form 5471)
Yes O no
4  Was the organization a direct or indirect shareholder of a passive foreign investment company or a qualified electing
fund during the tax year? If "Yes,” the organization may be required to file Form 8621, Information Return by a
Shareholder of a Passive Foreign Investment Company or Qualified Electing Fund (see Instructions for Form 8621) Yes O o
5 Did the organization have an ownership interest in a foreign partnership during the tax year? If "Yes, " the
organization may be required to file Form 8865, Return of U S Persons with Respect to Certain Foreign Partnerships
(see Instructions for Form 8865)
Yes D No
6 Did the organization have any operations in or related to any boycotting countries during the tax year? If "Yes, " the
organization may be required to separately file Form 5713, International Boycott Report (see Instructions for Form
5713, do not file with Form 990) Yes O no

Schedule F (Form 990) 2017



Schedule F (Form 990) 2017

Page 5

Supplemental Information
Provide the information required by Part I, ine 2 (monitoring of funds); Part I, line 3, column (f) (accounting method;
amounts of investments vs. expenditures per region); Part II, line 1 (accounting method); Part III (accounting

method); and Part III, column (c¢) (estimated number of recipients), as applicable. Also complete this part to provide
any additional information (see instructions).

Return Reference Explanation
ACCOUNTING THE ORGANIZATION USES THE BOOK VALUE METHOD TO REPORT FOREIGN EXPENDITURES TO BE
METHOD CONSISTENT WITH THE REPORTING USED FOR THE FINANCIAL STATEMENTS




Return Explanation
Reference
MONITORING | RESEARCH GRANTS PROVIDED TO FOREIGN ORGANIZATIONS IN THE FORM OF A STANDARD SUBCONTRACT
OF FUNDS AGREEMENT CONVEY THE AWARD TERMS AND CONDITIONS INCLUDING REPORTING REQUIREMENTS OF THE

ORIGINATING FEDERAL, FOUNDATION OR INDUSTRY SPONSOR AS SUCH, THE FOREIGN ORGANIZATION IS
REQUIRED TO FULLY COMPLY WITH THE TERMS OF THE SUBCONTRACT AS A CONDITION OF INITIAL AND ON-
GOING PARTICIPATION IN THE RESEARCH PROGRAM NEW FOREIGN ORGANIZATIONS ARE REQUIRED TO
DEMONSTRATE ADMINISTRATIVE, FINANCIAL, AND PROGRAMMATIC CAPACITY TO MANAGE SUBCONTRACT TERMS
PRIOR TO EXECUTING AGREEMENTS PARTNERS HEALTHCARE ROUTINELY MONITORS SUBCONTRACTS ISSUED
TO FOREIGN ORGANIZATIONS AND CONVENES AN ANNUAL MEETING TO REPORT RESULTS TO PARTNERS
HEALTHCARE RESEARCH MANAGEMENT AND COMPLIANCE LEADERSHIP




Additional Data

Software 1ID:
Software Version:

EIN:
Name:

90-0656139
PARTNERS HEALTHCARE SYSTEM INC &

AFFILIATES GROUP RETURN

Form 990 Schedule F Part I - Activities Outside The United States

(a) Region (b) Number of | (c) Number of | (d) Activities conducted | (e) If activity listed in (d) (f) Total expenditures
offices In the employees or | inregion (by type) (1 e, IS @ program service, for region
region agents In fundraising, program describe specific type of
region services, grants to service(s) In region
reciplents located in the
region)

CENTRAL AMERICA & THE 0 0 [PROGRAM SERVICES PAT CARE, RES & EDUC 172,995
CARRIBEAN

CENTRAL AMERICA & THE 0 0 [PROGRAM SERVICES JOINTLY OWNED FOR INS 111,593,983

CARRIBEAN




Form 990 Schedule F Part I - Activities Outside The United States

(a) Region

(b) Number of
offices In the

(c) Number of

(d) Activities conducted

(e) If activity listed In (d)

(f) Total expenditures

employees or | inregion (by type) (1 e, IS @ program service, for region
region agents In fundraising, program describe specific type of
region services, grants to service(s) In region
reciplents located in the
region)

CENTRAL AMERICA & THE 0 0 [PROGRAM SERVICES INTERNATIONAL GRANTS 348,017
CARRIBEAN

EAST ASIA AND THE PACIFIC 0 1 |PROGRAM SERVICES PAT CARE, RES & EDUC 2,235,919




Form 990 Schedule F Part I - Activities Outside The United States

(a) Region (b) Number of | (c) Number of | (d) Activities conducted | (e) If activity listed in (d) (f) Total expenditures
offices In the employees or | inregion (by type) (1 e, IS @ program service, for region
region agents In fundraising, program describe specific type of
region services, grants to service(s) In region
reciplents located in the
region)
EAST ASIA AND THE PACIFIC 0 0 [PROGRAM SERVICES INTERNATIONAL GRANTS 2,927,823
EUROPE 0 2 [PROGRAM SERVICES PAT CARE, RES & EDUC 8,229,735




Form 990 Schedule F Part I - Activities Outside The United States

(a) Region

(b) Number of
offices In the

(c) Number of

(d) Activities conducted

(e) If activity listed In (d)

(f) Total expenditures

employees or | inregion (by type) (1 e, IS @ program service, for region
region agents In fundraising, program describe specific type of
region services, grants to service(s) In region
reciplents located in the
region)
EUROPE 0 0 [PROGRAM SERVICES INTERNATIONAL GRANTS 4,437,598
MIDDLE EAST AND NORTH 0 0 [PROGRAM SERVICES PAT CARE, RES & EDUC 432,811

AFRICA




Form 990 Schedule F Part I - Activities Outside The United States

(a) Region

(b) Number of
offices In the

(c) Number of

(d) Activities conducted

(e) If activity listed In (d)

(f) Total expenditures

employees or | inregion (by type) (1 e, IS @ program service, for region
region agents In fundraising, program describe specific type of
region services, grants to service(s) In region
reciplents located in the
region)

MIDDLE EAST AND NORTH 0 0 [PROGRAM SERVICES INTERNATIONAL GRANTS 385,170
AFRICA

NORTH AMERICA 0 0 [PROGRAM SERVICES PAT CARE, RES & EDUC 10,043,967




Form 990 Schedule F Part I - Activities Outside The United States

(a) Region

(b) Number of
offices In the

(c) Number of

(d) Activities conducted

(e) If activity listed In (d)

(f) Total expenditures

employees or | inregion (by type) (1 e, IS @ program service, for region
region agents In fundraising, program describe specific type of
region services, grants to service(s) In region
reciplents located in the
region)
NORTH AMERICA 0 0 [PROGRAM SERVICES INTERNATIONAL GRANTS 900,398
RUSSIA AND NEWLY 0 0 [PROGRAM SERVICES PAT CARE, RES & EDUC 80,330

INDEPENDENT STATES




Form 990 Schedule F Part I - Activities Outside The United States

(a) Region

(b) Number of
offices In the
region

(c) Number of
employees or
agents In
region

(d) Activities conducted

In region (by type) (1 e,

fundraising, program
services, grants to
reciplents located in the
region)

(e) If activity listed In (d)
IS @ program service,
describe specific type of
service(s) In region

(f) Total expenditures

for region

RUSSIA AND NEWLY
INDEPENDENT STATES

PROGRAM SERVICES

INTERNATIONAL GRANTS

2,000

SOUTH AMERICA

PROGRAM SERVICES

PAT CARE, RES & EDUC

320,357




Form 990 Schedule F Part I - Activities Outside The United States

(a) Region (b) Number of | (c) Number of | (d) Activities conducted | (e) If activity listed in (d) (f) Total expenditures
offices In the employees or | inregion (by type) (1 e, IS @ program service, for region
region agents In fundraising, program describe specific type of
region services, grants to service(s) In region
reciplents located in the
region)
SOUTH AMERICA 0 0 [PROGRAM SERVICES INTERNATIONAL GRANTS 4,420,549
SOUTH ASIA 0 0 [PROGRAM SERVICES PAT CARE, RES & EDUC 1,182,343




Form 990 Schedule F Part I - Activities Outside The United States

(a) Region (b) Number of | (c) Number of | (d) Activities conducted | (e) If activity listed in (d) (f) Total expenditures
offices In the employees or | inregion (by type) (1 e, IS @ program service, for region
region agents In fundraising, program describe specific type of
region services, grants to service(s) In region
reciplents located in the
region)
SOUTH ASIA 0 0 [PROGRAM SERVICES INTERNATIONAL GRANTS 3,201,361
SUB-SAHARAN AFRICA 0 1 |PROGRAM SERVICES PAT CARE, RES & EDUC 1,304,259




Form 990 Schedule F Part I - Activities Outside The United States

(a) Region (b) Number of | (c) Number of | (d) Activities conducted | (e) If activity listed in (d) (f) Total expenditures
offices In the employees or | inregion (by type) (1 e, IS @ program service, for region
region agents In fundraising, program describe specific type of
region services, grants to service(s) In region
reciplents located in the
region)
SUB-SAHARAN AFRICA 0 [PROGRAM SERVICES INTERNATIONAL GRANTS 17,177,406




Form 990 Schedule F Part II - Grants or Entities Outside The United States

(h) Description

(1) Method of

(b) IRS code
(a) Name of section (d) Purpose of | (e) Amount of (f) Manner of | (g) Amount of of valuation
(c) Region cash non-cash (book, FMV,
organization and EIN(if grant cash grant non-cash
disbursement assistance appraisal,
applicable) assistance
other)
CENTRAL RESEARCH 348,017 (WIRE TRANSFER
AMERICA AND
THE CARIBBEAN
EAST ASIA AND |RESEARCH 2,889,489 [WIRE TRANSFER

THE PACIFIC




Form 990 Schedule F Part II - Grants or Entities Outside The United States

(h) Description

(1) Method of

(b) IRS code
(a) Name of section (d) Purpose of | (e) Amount of (f) Manner of (g) Amount of of valuation
(c) Region cash non-cash (book, FMV,
organization and EIN(if grant cash grant non-cash
disbursement assistance appraisal,
applicable) assistance
other)
EUROPE RESEARCH 4,357,824 [WIRE TRANSFER
MIDDLE EAST |RESEARCH 385,170 (WIRE TRANSFER

AND NORTH
AFRICA




Form 990 Schedule F Part II - Grants or Entities Outside The United States

(h) Description

(1) Method of

(b) IRS code
(a) Name of section (d) Purpose of | (e) Amount of () Manner of (g) Amount of of valuation
(c) Region cash non-cash (book, FMV,
organization and EIN(if grant cash grant non-cash
disbursement assistance appraisal,
applicable) assistance
other)
NORTH RESEARCH 887,498 |WIRE TRANSFER
AMERICA
SOUTH RESEARCH 4,416,549 [WIRE TRANSFER

AMERICA




Form 990 Schedule F Part II - Grants or Entities Outside The United States

(b) IRS code

(h) Description

(1) Method of

(f) Manner of (g) Amount of valuation
(a) Name of section (c) Region (d) Purpose of | (e) Amount of cash hon-cash of (book, FMV,
organization and EIN(if grant cash grant non-cash
disbursement assistance appraisal,
applicable) assistance other)
SOUTH ASIA  |RESEARCH 3,201,361 [WIRE TRANSFER
SUB-SAHARAN |RESEARCH 17,155,384 (WIRE TRANSFER

AFRICA




Form 990 Schedule F Part III - Grants and Assistance to Individuals Outside The U S

(a) Type of grant
or assistance

(b) Region

(c)Number
of
reciplents

(d) Amount of
cash grant

(e) Manner of cash
disbursement

(f) Amount of
non-cash
assistance

(g) Description of
non-cash
assistance

(h) Method of
valuation (book,
FMV, appraisal,

other)

MEDICAL RESEARCH

EAST ASIA AND
THE PACIFIC -
AUSTRALIA,
BRUNEI, BURMA,
CAMBODIA,

38,333

WIRE TRANSFER

MEDICAL RESEARCH

EUROPE
(INCLUDING
ICELAND &
GREENLAND) -
ALBANIA,
ANDORRA,

AUSTRIA, BELGIU

13

79,774

WIRE TRANSFER




Form 990 Schedule F Part III - Grants and Assistance to Individuals Outside The U S

(a) Type of grant
or assistance

(b) Region

(c)Number
of
reciplents

(d) Amount of
cash grant

(e) Manner of cash
disbursement

(f) Amount of
non-cash
assistance

(g) Description of
non-cash
assistance

(h) Method of
valuation (book,
FMV, appraisal,

other)

MEDICAL RESEARCH

NORTH AMERICA -
CANADA AND
MEXICO, BUT NOT
THE UNITED
STATES

4

12,900

WIRE TRANSFER

MEDICAL RESEARCH

RUSSIA AND
NEIGHBORING
STATES -
ARMENIA,
AZERBIJAN,

BELARUS,

2,000

WIRE TRANSFER




Form 990 Schedule F Part III - Grants and Assistance to Individuals Outside The U S

(a) Type of grant (b) Region (c)Number | (d) Amount of | (e) Manner of cash | (f) Amount of | (g) Description of (h) Method of
or assistance of cash grant disbursement non-cash non-cash valuation (book,
recipients assistance assistance FMV, appraisal,
other)
MEDICAL RESEARCH |SOUTH AMERICA 1 4,000 |WIRE TRANSFER
- ARGENTINA,
BOLIVIA,
BRAZIL, CHILE,
COLUMBIA,
ECUADOR,
MEDICAL RESEARCH |sUB-SAHARAN 4 22,022 |WIRE TRANSFER

AFRICA




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - | DLN: 93493226027579])

(SF%';'nﬁ%‘;'(;ifggo_Ez) Supplemental Information Regarding OMB No 1545-0047
Fundraising or Gaming Activities 2017

Complete If the organization answered "Yes" on Form 990, Part IV, lines 17, 18, or 19, or if the

b R organization entered more than $15,000 on Form 990-EZ, line 6a open to Public
epartment of the Treasur P> Attach to Form 990 or Form 990-EZ. .

Internal Revenue Service P> Information about Schedule G {Form 990 or 990-EZ) and its instructions I1s at www irs gov/form990. Inspectlon
Name of the organization Employer identification number
PARTNERS HEALTHCARE SYSTEM INC &

AFFILIATES GROUP RETURN 90-0656139

IEEXEN Fundraising Activities.Complete If the organization answered "Yes" on Form 990, Part IV, line 17.
Form 990-EZ filers are not required to complete this part.

1 Indicate whether the organization raised funds through any of the following activities Check all that apply

a Mall solicitations e Solicitation of non-government grants
b Internet and email solicitations f Solicitation of government grants
[ Phone solicitations g Special fundraising events

d In-person solicitations
2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees
or key employees listed in Form 990, Part VII) or entity in connection with professional fundraising services? ves [1No

p If "Yes," list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is
to be compensated at least $5,000 by the organization

(i) Name and address of individual (ii) Activity (iii) Did (iv) Gross receipts (v) Amount paid to (vi) Amount paid to
or entity (fundraiser) fundraiser have from activity (or retained by) (or retained by)
custody or fundraiser listed in organization
control of col (i)
contributions?
Yes No
1 FUNDRAISING
THE MOXIE AGENCY STRATEGY
535 ALBANY ST 5 FL No 4,166,919 9,000 4,157,919
BOSTON, MA 02118
2 FUNDRAISING
CCS CONSULTING SERVICES |STRATEGY
155 FEDERAL ST SUITE 306 No 943,075 177,875 765,200
BOSTON, MA 02110
3 FUNDRAISING
BENTZ WHALEY FLESSNER STRATEGY
7251 OHMS LN No 0 45,233 -45,233
MINNEAPOLIS, MN 02114
4 FUNDRAISING
MARTS & LUNDY STRATEGY
1200 WALL ST W No 0 259,169 -259,169
LYNDHURST, NJ 07071
5 FUNDRAISING
THE MENTIBUS GROUP LLC STRATEGY
925 NORTH GAYOSO ST No 0 19,240 -19,240
NEW ORLEANS, LA 70119
6 FUNDRAISING
PLENTY CONSULTING STRATEGY
613 FRANKLIN ST SUITE A No 0 11,734 -11,734
MICHIGAN CITY, IN 46360
7 FUNDRAISING
RASKY STRATEGY
70 FRANKLIN ST 3 FL No 0 5,250 -5,250
BOSTON, MA 02110
8 FUNDRAISING
PGCALC STRATEGY
129 MOUNT AUBURN ST No 0 79,200 -79,200
CAMBRIDGE, MA 02138
9
10
Total | 4 5,109,994 606,701 4,503,293

3 List all states in which the organization Is registered or licensed to solicit contributions or has been notified it is exempt from registration or
licensing

AK, AL, AR, CA, CO, CT, DC, FL, GA, HI, IL, KS, KY, MA, MD, MI, MN, MS, NC, ND, NH, NJ, NM, NY, OH, OK, OR, PA, RI, SC, TN, TX, UT, VA, VT, WA,
WV, MT, WI

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat No 50083H Schedule G (Form 990 or 990-EZ) 2017



Schedule G (Form 990 or 990-EZ) 2017

Page 2

m Fundraising Events. Complete If the organization answered "Yes" on Form 990, Part IV, line 18, or reported more
than $15,000 of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with
gross receipts greater than $5,000.

(a)Event #1

(b) Event #2

(c)Other events

(d)

Total events

2018 POPS 2018 ASPIRE GALA 259 (add col (a) through
(event type) (event type) (total number) col (c))
e
=
i
>
]
[24
1 Gross receipts . 3,419,443 2,511,525 24,756,173 30,687,141
2 less Contributions . 3,027,677 2,303,225 23,106,597 28,437,499
3 Gross Income (line 1 minus
line 2) 391,766 208,300 1,649,576 2,249,642
4 Cash prizes
5 Noncash prizes 1,322 1,322
7
[¢1]
2 6 Rent/facility costs 25,000 30,593 122,815 178,408
Y
Ig- 7 Food and beverages
8
g Entertainment
5 9 Other direct expenses 1,383,630 688,242 3,609,676 5,681,548
10 Direct expense summary Add lines 4 through 9 in column (d) | 4 5,861,278
11 Net iIncome summary Subtract line 10 from line 3, column (d) | 4 -3,611,636
Gaming. Complete If the organization answered "Yes" on Form 990, Part IV, line 19, or reported more than $15,000
on Form 990-EZ, line 6a.
Q
- (b) Pull tabs/Instant (d) Total gaming (add
5 (a) Bingo bingo/progressive bingo (¢) Other gaming col (@) through col (c))
>
&
1 Gross revenue . 166,982 166,982
7
b 2 Cash prizes
o
d
3 Noncash prizes
)
g 4 Rent/facility costs
e
5 Other direct expenses 666 666
] Yes .. % L] Yes ... % |1 Yes . .- %
6 Volunteer labor 0 No 0 No No
7 Direct expense summary Add lines 2 through 5 in column (d) | 4 666
8 Net gaming iIncome summary Subtract line 7 from line 1, column (d). » 166,316
9 Enter the state(s) in which the organization conducts gaming activities MA
a Is the organization licensed to conduct gaming activities in each of these states? |:| Yes No
If "No," explain
10a Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year? Oves No
b If "Yes," explain
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11 Does the organization conduct gaming activities with nonmembers? Oves No
12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity
formed to administer charitable gaming? Oves No
13  Indicate the percentage of gaming activity conducted In
a The organization's facility 13a %
An outside facility 13b %

14  Enter the name and address of the person who prepares the organization's gaming/special events books and records

Name P>
Address P
15a Does the organization have a contract with a third party from whom the organization receives gaming
revenue? |:|Yes No
b If "Yes," enter the amount of gaming revenue received by the organization P $ and the

amount of gaming revenue retained by the third party » $

C If "Yes," enter name and address of the third party

Name P

Address P

16 Gaming manager information

Name P

Gaming manager compensation » $

Description of services provided P

O Director/officer O Employee O Independent contractor

17  Mandatory distributions
a Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming license? [ ves No
b Enter the amount of distributions required under state law distributed to other exempt organizations or spent
in the organization's own exempt activities during the tax year®» $

Supplemental Information. Provide the explanations required by Part I, line 2b, columns (1) and (v); and Part
III, ines 9, 9b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also provide any additional information (see instructions).

Return Reference Explanation
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SCHEDULE H HOSpIta|S OMB No 1545-0047
(Form 990) 2017
» Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
Department of the » Attach to Form 990. Open to Public
Treasun » Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990. Inspection
N4HE 5T the dfyanization Employer identification number
PARTNERS HEALTHCARE SYSTEM INC &
AFFILIATES GROUP RETURN 90-0656139
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," wasitawrnttenpolicy? . . . . . . . . . . ..o o e e e e 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
O Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
O Generally tallored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of the
organization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free care?
If "Yes," indicate which of the following was the FPG family income imit for eligibility for free care 3a | Yes
1 100% 150% [1 200% [ other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate
which of the following was the family income limit for eligibility for discounted care 3b | Yes
L] 200% [ 250% M 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? 5c
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 (a) Number of (b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community | (f) Percent of
Means-Tested act|V|t|(es t°r pr;))grams (optional) benefit expense revenue benefit expense total expense
Government Programs optiona
a Financial Assistance at cost
(from Worksheet 1) 119,321,526 35,753,662 83,567,864 0 640 %
b Medicaid {from Worksheet 3,
column a) 1,214,303,945 782,258,169 432,045,776 3330 %

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

d Total Financial Assistance and
Means-Tested Government

Programs 1,333,625,471 818,011,831 515,613,640 3970 %
Other Benefits

e Community health improvement
services and community benefit

operations (from Worksheet 4) 25,371,569 6,675,262 18,696,307 0 140 %
f Health professions education

(from Worksheet 5) 224,253,118 65,536,774 158,716,344 1220 %
g Subsidized health services (from

Worksheet 6) 21,600,000 21,600,000 0170 %
h  Research (from Worksheet 7) 1,680,697,311 1,454,280,837 226,416,474 1740 %

1 Cash and in-kind contributions
for community benefit (from

Worksheet 8) 17,497,004 17,497,004 0130 %
j Total. Other Benefits 1,969,419,002 1,526,492,873 442,526,129 3 400 %
k Total. Add lines 7d and 7) 3,303,044,473 2,344,504,704 958,539,769 7 370 %

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 501927 Schedule H (Form 990) 2017
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Community Building Activities Complete this table If the organization conducted any community building activities
during the tax year, and describe in Part VI how 1ts community building activities promoted the health of the
communities It serves.

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

Physical improvements and housing

Economic development

Community support

Environmental improvements

g |k |w N e

Leadership development and
training for community members

)]

Coalition building

7 Community health improvement
advocacy

8 Workforce development

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

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

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

methodology used by the organization to estimate this amount . . . . . . 2 69 480 545

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

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

Section B. Medicare

5 Enter total revenue received from Medicare (including DSH and IME) . . . . . | 5 | 2,168,932,871
6 Enter Medicare allowable costs of care relating to payments online5 . . . . . | 6 | 2,816,437,466
7 Subtract line 6 from line 5 This 1s the surplus (or shortfall) . . . . . . . . | 7 | -647,504,595
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

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 e e 9b | Yes

Management Companies and Joint Ventures
MWQHQ%&%&E&QFG by officers,| directors, trusise)ngg(\_(rﬁmg}%fz%rﬁgﬂ,physmans—sea 'nfU}JEﬂﬂ'ﬂNzatmn'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 %
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IEZEXA Facility Information

Section A. Hospital Facilities

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

How many hospital facilities did the
organization operate during the tax year?
14

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)

[eudeay pasuaniT
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1BY30-43

Facility reporting
Other (describe) group

See Additional Data Table
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IEZEXA  Facility Information (continued)

Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
THE GENERAL HOSPITAL CORPORATION

Name of hospital facility or letter of facility reporting group

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

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

or the 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 iImmediately

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

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

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

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

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

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying 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 16

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 Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a No
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE SCHEDULE H SUPPLEMENTAL INFO

b L1 other website (hist url)

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

d [ other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs

identified through its most recently conducted CHNA? If "No," skiptoline1l . . . . . . .« + + + « « « = 8 | Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 16
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE SCHEDULE H SUPPLEMENTAL INFO
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

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

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

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

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

Schedule H (Form 990) 2017
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Page 5
IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
THE GENERAL HOSPITAL CORPORATION
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 150 000000000000 %
and FPG family income hmit for eligibility for discounted care of 300 000000000000 %

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 4 a4 15| Yes

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

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

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

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

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

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

b The FAP application form was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

c A plain language summary of the FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

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

i other (describe in Section C)

Schedule H (Form 990) 2017
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Facility Information (continued)
Billing and Collections

THE GENERAL HOSPITAL CORPORATION

Name of hospital facility or letter of facility reporting group

Yes | No

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

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

al[] Reporting to credit agency(ies)

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

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

d [ Actions that require a legal or judicial process

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

f None of these actions or other similar actions were permitted

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

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

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

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

If "No," indicate why

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

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

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

Schedule H (Form 990) 2017
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IEZEXA  Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
THE GENERAL HOSPITAL CORPORATION
Name of hospital facility or letter of facility reporting group
Yes | No
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? . 23 No
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? . C e e e e e e e e e e e 24 No

If "Yes," explain in Section C

Schedule H (Form 990) 2017



Schedule H (Form 990) 2017 Page 4
IEZEXA  Facility Information (continued)

Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
THE BRIGHAM AND WOMEN'S HOSPITAL INC

Name of hospital facility or letter of facility reporting group

Line number of hospital facility, or line numbers of hospital facilities in a facility 5
reporting group (from Part V, Section A):
Yes | No

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

or the 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 iImmediately

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

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

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

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

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

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying 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 16

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 Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a No
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE SCHEDULE H SUPPLEMENTAL INFO

b L1 other website (hist url)

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

d [ other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs

identified through its most recently conducted CHNA? If "No," skiptoline1l . . . . . . .« + + + « « « = 8 | Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 16
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE SCHEDULE H SUPPLEMENTAL INFO
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

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

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

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

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $
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Page 5
IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
THE BRIGHAM AND WOMEN'S HOSPITAL INC
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 150 000000000000 %
and FPG family income hmit for eligibility for discounted care of 300 000000000000 %

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 4 a4 15| Yes

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

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

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

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

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

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

b The FAP application form was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

c A plain language summary of the FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

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

i other (describe in Section C)
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Facility Information (continued)
Billing and Collections

THE BRIGHAM AND WOMEN'S HOSPITAL INC

Name of hospital facility or letter of facility reporting group

Yes | No

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

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

al[] Reporting to credit agency(ies)

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

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

d [ Actions that require a legal or judicial process

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

f None of these actions or other similar actions were permitted

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

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

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

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

If "No," indicate why

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

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

c[] The hospital facility mited who was eligible to receive care for emergency medical conditions (describe in Section C)
d [ other (describe in Section C)
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IEZEXA  Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
THE BRIGHAM AND WOMEN'S HOSPITAL INC
Name of hospital facility or letter of facility reporting group
Yes | No
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? . 23 No
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? . C e e e e e e e e e e e 24 No

If "Yes," explain in Section C
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IEZEXA  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)
NORTH SHORE MEDICAL CENTER INC

Name of hospital facility or letter of facility reporting group

Line number of hospital facility, or line numbers of hospital facilities in a facility 3
reporting group (from Part V, Section A):
Yes | No

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

or the 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 iImmediately

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

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

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

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

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

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying 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 17

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 Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a | Yes
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE SCHEDULE H SUPPLEMENTAL INFO

b L1 other website (hist url)

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

d [ other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs

identified through its most recently conducted CHNA? If "No," skiptoline1l . . . . . . .« + + + « « « = 8 | Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 17
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE SCHEDULE H SUPPLEMENTAL INFO
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

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

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

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

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $
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Page 5
IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
NORTH SHORE MEDICAL CENTER INC
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 150 000000000000 %
and FPG family income hmit for eligibility for discounted care of 300 000000000000 %

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 4 a4 15| Yes

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

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

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

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

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

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

b The FAP application form was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

c A plain language summary of the FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

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

i other (describe in Section C)
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Facility Information (continued)
Billing and Collections

NORTH SHORE MEDICAL CENTER INC

Name of hospital facility or letter of facility reporting group

Yes | No

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

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

al[] Reporting to credit agency(ies)

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

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

d [ Actions that require a legal or judicial process

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

f None of these actions or other similar actions were permitted

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

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

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

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

If "No," indicate why

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

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

c[] The hospital facility mited who was eligible to receive care for emergency medical conditions (describe in Section C)
d [ other (describe in Section C)
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IEZEXA  Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
NORTH SHORE MEDICAL CENTER INC
Name of hospital facility or letter of facility reporting group
Yes | No
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? . 23 No
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? . C e e e e e e e e e e e 24 No

If "Yes," explain in Section C
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IEZEXA  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)
NEWTON-WELLESLEY 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 4
reporting group (from Part V, Section A):
Yes | No

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

or the 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 iImmediately

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

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

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

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

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

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying 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 17

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 Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a No
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE SCHEDULE H SUPPLEMENTAL INFO

b L1 other website (hist url)

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

d [ other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs

identified through its most recently conducted CHNA? If "No," skiptoline1l . . . . . . .« + + + « « « = 8 | Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 17
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE SCHEDULE H SUPPLEMENTAL INFO
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

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

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

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

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $
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Page 5
IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
NEWTON-WELLESLEY 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 150 000000000000 %
and FPG family income hmit for eligibility for discounted care of 300 000000000000 %

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 4 a4 15| Yes

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

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

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

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

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

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

b The FAP application form was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

c A plain language summary of the FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

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

i other (describe in Section C)
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Facility Information (continued)
Billing and Collections

NEWTON-WELLESLEY HOSPITAL

Name of hospital facility or letter of facility reporting group

Yes | No

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

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

al[] Reporting to credit agency(ies)

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

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

d [ Actions that require a legal or judicial process

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

f None of these actions or other similar actions were permitted

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

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

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

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

If "No," indicate why

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

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

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

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

NEWTON-WELLESLEY HOSPITAL

Name of hospital facility or letter of facility reporting group

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

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

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

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

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

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

If "Yes," explain in Section C

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

If "Yes," explain in Section C

Yes

23

No

24

No
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IEZEXA  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)
BRIGHAM AND WOMEN'S FAULKNER 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 5
reporting group (from Part V, Section A):
Yes | No

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

or the 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 iImmediately

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

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

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

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

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

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying 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 16

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 Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a No
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE SCHEDULE H SUPPLEMENTAL INFO

b L1 other website (hist url)

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

d [ other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs

identified through its most recently conducted CHNA? If "No," skiptoline1l . . . . . . .« + + + « « « = 8 | Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 16
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE SCHEDULE H SUPPLEMENTAL INFO
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

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

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

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

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $
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Page 5
IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
BRIGHAM AND WOMEN'S FAULKNER 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 150 000000000000 %
and FPG family income hmit for eligibility for discounted care of 300 000000000000 %

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 4 a4 15| Yes

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

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

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

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

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

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

b The FAP application form was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

c A plain language summary of the FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

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

i other (describe in Section C)
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Facility Information (continued)
Billing and Collections

BRIGHAM AND WOMEN'S FAULKNER HOSPITAL

Name of hospital facility or letter of facility reporting group

Yes | No

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

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

al[] Reporting to credit agency(ies)

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

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

d [ Actions that require a legal or judicial process

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

f None of these actions or other similar actions were permitted

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

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

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

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

If "No," indicate why

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

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

c[] The hospital facility mited who was eligible to receive care for emergency medical conditions (describe in Section C)
d [ other (describe in Section C)
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IEZEXA  Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
BRIGHAM AND WOMEN'S FAULKNER HOSPITAL
Name of hospital facility or letter of facility reporting group
Yes | No
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? . 23 No
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? . C e e e e e e e e e e e 24 No

If "Yes," explain in Section C

Schedule H (Form 990) 2017



Schedule H (Form 990) 2017 Page 4
IEZEXA  Facility Information (continued)

Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
THE MCLEAN HOSPITAL CORPORATION

Name of hospital facility or letter of facility reporting group

Line number of hospital facility, or line numbers of hospital facilities in a facility 6
reporting group (from Part V, Section A):
Yes | No

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

or the 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 iImmediately

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

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

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

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

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

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying 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 16

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 Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a No
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE SCHEDULE H SUPPLEMENTAL INFO

b L1 other website (hist url)

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

d [ other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs

identified through its most recently conducted CHNA? If "No," skiptoline1l . . . . . . .« + + + « « « = 8 | Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 17
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE SCHEDULE H SUPPLEMENTAL INFO
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

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

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

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

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $
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Page 5
IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
THE MCLEAN HOSPITAL CORPORATION
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 150 000000000000 %
and FPG family income hmit for eligibility for discounted care of 300 000000000000 %

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 4 a4 15| Yes

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

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

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

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

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

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

b The FAP application form was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

c A plain language summary of the FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

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

i other (describe in Section C)
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Facility Information (continued)
Billing and Collections

THE MCLEAN HOSPITAL CORPORATION

Name of hospital facility or letter of facility reporting group

Yes | No

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

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

al[] Reporting to credit agency(ies)

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

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

d [ Actions that require a legal or judicial process

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

f None of these actions or other similar actions were permitted

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

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

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

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

If "No," indicate why

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

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

c[] The hospital facility mited who was eligible to receive care for emergency medical conditions (describe in Section C)
d [ other (describe in Section C)
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IEZEXA  Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
THE MCLEAN HOSPITAL CORPORATION
Name of hospital facility or letter of facility reporting group
Yes | No
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? . 23 No
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? . C e e e e e e e e e e e 24 No

If "Yes," explain in Section C
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IEZEXA  Facility Information (continued)

Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
THE SPAULDING REHABILITATION 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 7
reporting group (from Part V, Section A):
Yes | No

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

or the 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 iImmediately

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

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

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

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

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

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying 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 16

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 Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a No
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE SCHEDULE H SUPPLEMENTAL INFO

b L1 other website (hist url)

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

d [ other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs

identified through its most recently conducted CHNA? If "No," skiptoline1l . . . . . . .« + + + « « « = 8 | Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 16
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE SCHEDULE H SUPPLEMENTAL INFO
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

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

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

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

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $
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Page 5
IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
THE SPAULDING REHABILITATION 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 150 000000000000 %
and FPG family income hmit for eligibility for discounted care of 300 000000000000 %

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 4 a4 15| Yes

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

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

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

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

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

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

b The FAP application form was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

c A plain language summary of the FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

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

i other (describe in Section C)
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Facility Information (continued)
Billing and Collections

THE SPAULDING REHABILITATION HOSPITAL

Name of hospital facility or letter of facility reporting group

Yes | No

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

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

al[] Reporting to credit agency(ies)

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

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

d [ Actions that require a legal or judicial process

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

f None of these actions or other similar actions were permitted

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

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

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

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

If "No," indicate why

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

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

c[] The hospital facility mited who was eligible to receive care for emergency medical conditions (describe in Section C)
d [ other (describe in Section C)
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IEZEXA  Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
THE SPAULDING REHABILITATION HOSPITAL
Name of hospital facility or letter of facility reporting group
Yes | No
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? . 23 No
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? . C e e e e e e e e e e e 24 No

If "Yes," explain in Section C
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IEZEXA  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)
REHABILITATION HOSPITAL OF THE CAPE

Name of hospital facility or letter of facility reporting group

Line number of hospital facility, or line numbers of hospital facilities in a facility 8
reporting group (from Part V, Section A):
Yes | No

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

or the 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 iImmediately

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

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

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

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

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

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying 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 16

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 Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a No
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE SCHEDULE H SUPPLEMENTAL INFO

b L1 other website (hist url)

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

d [ other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs

identified through its most recently conducted CHNA? If "No," skiptoline1l . . . . . . .« + + + « « « = 8 | Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 16
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE SCHEDULE H SUPPLEMENTAL INFO
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

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

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

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

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $
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IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
REHABILITATION HOSPITAL OF THE CAPE
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 150 000000000000 %
and FPG family income hmit for eligibility for discounted care of 300 000000000000 %

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 4 a4 15| Yes

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

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

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

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

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

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

b The FAP application form was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

c A plain language summary of the FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

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

i other (describe in Section C)
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Facility Information (continued)
Billing and Collections

REHABILITATION HOSPITAL OF THE CAPE

Name of hospital facility or letter of facility reporting group

Yes | No

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

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

al[] Reporting to credit agency(ies)

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

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

d [ Actions that require a legal or judicial process

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

f None of these actions or other similar actions were permitted

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

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

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

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

If "No," indicate why

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

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

c[] The hospital facility mited who was eligible to receive care for emergency medical conditions (describe in Section C)
d [ other (describe in Section C)
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Page 7

IEZEXA  Facility Information (continued)

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

REHABILITATION HOSPITAL OF THE CAPE

Name of hospital facility or letter of facility reporting group

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

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

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

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

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

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

If "Yes," explain in Section C

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

If "Yes," explain in Section C

Yes

23

No

24

No
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IEZEXA  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)
SPAULDING HOSPITAL - CAMBRIDGE INC

Name of hospital facility or letter of facility reporting group

Line number of hospital facility, or line numbers of hospital facilities in a facility 9
reporting group (from Part V, Section A):
Yes | No

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

or the 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 iImmediately

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

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

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

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

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

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying 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 16

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 Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a No
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE SCHEDULE H SUPPLEMENTAL INFO

b L1 other website (hist url)

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

d [ other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs

identified through its most recently conducted CHNA? If "No," skiptoline1l . . . . . . .« + + + « « « = 8 | Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 17
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE SCHEDULE H SUPPLEMENTAL INFO
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

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

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

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

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $
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IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
SPAULDING HOSPITAL - CAMBRIDGE INC
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 150 000000000000 %
and FPG family income hmit for eligibility for discounted care of 300 000000000000 %

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 4 a4 15| Yes

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

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

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

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

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

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

b The FAP application form was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

c A plain language summary of the FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

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

i other (describe in Section C)
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Facility Information (continued)
Billing and Collections

SPAULDING HOSPITAL - CAMBRIDGE INC

Name of hospital facility or letter of facility reporting group

Yes | No

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

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

al[] Reporting to credit agency(ies)

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

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

d [ Actions that require a legal or judicial process

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

f None of these actions or other similar actions were permitted

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

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

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

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

If "No," indicate why

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

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

c[] The hospital facility mited who was eligible to receive care for emergency medical conditions (describe in Section C)
d [ other (describe in Section C)
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IEZEXA  Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
SPAULDING HOSPITAL - CAMBRIDGE INC
Name of hospital facility or letter of facility reporting group
Yes | No
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? . 23 No
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? . C e e e e e e e e e e e 24 No

If "Yes," explain in Section C
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IEZEXA  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)
NANTUCKET COTTAGE 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 10
reporting group (from Part V, Section A):
Yes | No

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

or the 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 iImmediately

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

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

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

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

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

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying 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 17

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 Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a No
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

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

a Hospital facility’s website (list url) SEE SCHEDULE H SUPPLEMENTAL INFO

b L1 other website (hist url)

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

d [ other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs

identified through its most recently conducted CHNA? If "No," skiptoline1l . . . . . . .« + + + « « « = 8 | Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 17
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?. . . . . . . . . 10| Yes
If "Yes" (list url) SEE SCHEDULE H SUPPLEMENTAL INFO
a
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return?. . . . . . 10b

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

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

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

c If "Yes" on line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 for all of its
hospital facilities? $
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Page 5
IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
NANTUCKET COTTAGE 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 150 000000000000 %
and FPG family income hmit for eligibility for discounted care of 300 000000000000 %

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 4 a4 15| Yes

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

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

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

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

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

e [] other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility» . . . . . . . . 16 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

b The FAP application form was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO

c A plain language summary of the FAP was widely available on a website (list url)
SEE SCHEDULE H SUPPLEMENTAL INFO
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

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

i other (describe in Section C)
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Facility Information (continued)
Billing and Collections

NANTUCKET COTTAGE HOSPITAL

Name of hospital facility or letter of facility reporting group

Yes | No

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

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

al[] Reporting to credit agency(ies)

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

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

d [ Actions that require a legal or judicial process

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

f None of these actions or other similar actions were permitted

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

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

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

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

If "No," indicate why

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

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

c[] The hospital facility mited who was eligible to receive care for emergency medical conditions (describe in Section C)
d [ other (describe in Section C)
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IEZEXA  Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
NANTUCKET COTTAGE HOSPITAL
Name of hospital facility or letter of facility reporting group
Yes | No
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? . 23 No
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? . C e e e e e e e e e e e 24 No

If "Yes," explain in Section C
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IEZEXA  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)
MARTHA'S VINEYARD 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 11
reporting group (from Part V, Section A):
Yes | No

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

or the 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 iImmediately

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

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

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

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

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

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying 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 16

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 Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a No
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list th