SCHEDULEH
{Form 990}

Department of the Treasury
intemnal Revenua Service

OMB No, 1545-G047

Hospitals

» Complete if the organization answered "Yes™ to Form 980, Part IV, question 20.
P Attach to Form 990, B See separate Instructions, Open to Public
» Information about Schedule H (Form 990} and its instructions is at www.irs.gov/form99@. inspection

MName of the organization

Employer identification num ber

INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23-7042323

Financial Assistance and Certain Other Community Benefits at Cost

4a Did the organization have a financial assistance policy during the tax year? If "No," skip to questionéa . . . . . . . .
b H'"Yes,"wasitawrttenpolicy?. . ... ........ ... s 21
2 If the organization had muitiple hospital facilities, indicate which of the foliowing best describes apphcatwﬂ?«%*p
the financiat assistance policy to its various hospital facifities during the tax year,
Applied uniformly to all hospital facilities Appiied uniformly to most hospital faciitie:
. Generally taiiored to individua! hospital facilities

3 Answer the foliowing based on the financial assistance eligibifity criteria that applied to the . &J/aa'gg‘s numbes @f
the organization's patients during the tax year. :

a Did the organization use Federal Poverly Guidelines (FPG) as a factor in determéning
free care? If "Yes," indicate which of the following was the FPG family income limit fbr
100% 160% 200% Other % &

b Did the organization use FPG as a factor in determining eligibility for providing d:sco;
indicate which of the foléowmﬁs the family income limit for eligibliity for dlscaunted c fe
200% 250% 300% h 350% 400% w@a

¢ If the organization used facfors other than FPG in determining ehglblhty, desénbg N
criteria for determining eligiility for free or discounted care '“%h ’?descrlpt on. whether 2he
organization used an asset test or other threshold, regardiess of inggl
for free or discounted care.

4 Did the organization's financial assistance policy that appjled to theglargest number of its patients during the
tax year provide for free or discounted care to the "medlcallyﬁgglgem&‘-?

bhr by e ke e e vl

Sa Did the organization budget amounis for free or dlscounteq care prowc?e under its financial assistance policy during the tax year?
b If “Yes,” did the organization's financial assistance eﬁégnses exceedithe budgeted amount? . . . ... ... .....
¢ If "Yes" to line 5b, as a result of budget conmzferamns was the organization unabie to provide free or

discounted care to a patient who was eligible for free or dlsc@unzed care?

6a Did the organization prepare a commum%fbeneﬂt report durmg the tax year?

b If "Yes," did the organization make it availam&\to thepublic?s - v 4 o 5w v v @ %

Complete the following table ung ‘the w‘cag*ksheets provided In the Schedule M instructions. Do not submit
these worksheets with the Schedille H. »z;sak

-----------------------

.....................

D A L

D A

7 Financial Assistance and Certa‘m Ot r~Commun|ty Benefits at Cost

Financial Assistance and (‘{gc'ggl';gg;gr "z?«;{bi*?ersons {c) Total community {d} Direct offsetting {e} Net community (R Percent
Weans-Tested Government | program %\ benefit expense revenis beneft expense of tolat
Programs L Br al) z(@Etwﬂal expense

a Firencisinssinencastoosl | :

(from: Worksheet 1) i 1309 1,043,966, 1,043,966, 2.51
b Wedicald {from oﬂ(sheet

column a} 4008 4,693,979, 1,123,643, 3,570,336, 8,57
¢ Costs of other mear

govemmamem ramsdfzom

Worksqu 3 e "mr} b)“‘

L}
5309 5 737,948, 1,123,643, 4,614,302, 11,08

&  Community haeﬁﬁ'uimprovemem

e wtonmokik | o gay 24,820, 540, 21,280, 05
f Health professions education

(from Workshest 8) . . . . 3 249 26,776, 26,776 . 08
g Subsidized health services {from

WorkshestBls o » v » 2 « =« 1 1,512,769, 1512, 169, 87
h  Research (from Worksheet 7}
b Cash and in-kind contributions

L‘\’fg;‘!:’smhg‘:‘é‘;f *’_""ff"'("f’”’l . 2 994 2,235, 2,235, <21
| Total, Gther Benefits » « . . 15 5841 1,566,600, 540, 1,566,060, 1.0G0
K Total. Add lines 7d and 7j. . 15 11150 7,304,545, 1,124,183, 6,180,362, 12.08

For Paperwork Reduction Act Notice, see the Instructions for Form 980,
JEA  3E1284 1.000
5955BN 1274
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INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23-7042323

Scheduie H (Form 990) 2013

Page 2

Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the

health of the communities it serves.

{a) Number of | (b} Persons {e} Total communily {d} Direct offsetting (2} Net communily (f Perceni of
activilies or served fuilding expense revehue buiiding expense iotal expense
programs (optional)
{optional)

1. Physical improvemanis and housing
2 Economic deveiopment 1 1 8,389,
3 _Communily support 1 39 7,576,
4 Environmental improvements x 4008 354,
5

Leadership development and
training for communily membsrs

Coalition building

<

7 Community heaith improvement
advocacy 1 602 iachs

8 Waorkforce development

9 Other

10 Total 4 1042 16,5089,

Part i Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense

1 Did the organization report bad debt expense in accordance with Healthcare F
StatementNo. 157, . . . . o v v v v i v e 0 3 N D N O TS D e A

methodology used by the organization to estimate this amount, , , ., & , . (47 P2 3,112,709,
3 Enter the estimated amount of the organization's bad debt expense @ttrigy %}aba to
patients eligible under the organization's financial assistance policy. Explain i %?ﬁart Vi
the methodotogy used by the organization to estimate this amount angdathe ratlonale
if any, for including this portion of bad debt as community baég‘é“it. ,’f’fi e 3
4 Provide in Part VI the text of the footnote to the organization'

nancial statements that describes bad debt
expense or the page number on which this foothote pntained in thg attached financial statemenis.
Section B. Medicare

2 Enter the amount of the organization's bad debt expense. Explain %Paﬂ @I th

5 Enter total revenue received from Medicare gnclvdlng DSH" pl IME) . ...... . B 17,358,552,
& Enter Medscare a%lowabte costs of care retgting to paymentsonlnes . . . .. .. ... § 16,273,187,
7 R I 1. 085,368,
8

on line 6 Check the box that deg;ﬁrlbe&
Cost accounting system
Section C. Collection Practicgi:,,

9z | X

mmmt‘ w;% i i i : R AN

ga Did the orgamzat:oﬂ have

2ty 1
ccilectzon practicest@befoliowed forifiatients who are known to qualify for financial assistance? Desoribe in PantVE , . L . v v v v v v v o v«

gb | X

jaanles and Joint Ventures owned 10% or more by officars, directers, trustess, key employees, and physicians - see instructions)

{b) Description of ptimary {e} Qrganization’s (d) Officers, direclors, | (e) Physicians'
activity of enlity profit % or slock trustees, or key profit % or stock
ownership % employees’ profit % ownership %
or stock ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13

JEA
3E1285 1,000
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INDIANA UNIVERSTTY
Schedule H (Form 990) 2013

HEALTH

BEDFORD,

INC.

23-7042323

Page 3

Facility Information

Section A. Hospital Facilities

(list in order of size, from largest to smallest - see nstructions)

How many hospital facgilittes did the organization operate
during the tax year? __1

Name, address, primary website address, and state license
number

fepdsoy pesusan
{eidsoy sUsIpYD

|eatBsns g [EOpaL [EISUBY)

Endsoy Bujyses |

{eudsoy sse008 209U

Ayloey piesssy

BI04 ¥4I

JaLo-H3

Facitity
reporting
qroup

1 IU HEALTH BEDFORD, INC.

2900 WEST 16TH STREET

BEDFORD IN 47421

IUBEALTHBEDFORD . ORG

14-004683-1

Cther {describe)

2

190

JSA
3E 1285 2.000
5955BN 1274
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INDIANA UNIVERSITY HEALTH BEDFORD, INC, 23-7042323

Schedule H {Form 990) 2013 Page 4
Facility Information (continued)

Section B. Facility Policies and Practices

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

Name of hospital facility or facility reporting group IU HEALTH BEDFORD, INC,
i reporting on Part V, Section B for a singie hospital facility only: line number of

hospital facility {from Schedule H, Part V, Section A) 1

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

1

iy [= T e B o ]

bt (- B T B = R > B =

8a

During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a,
community health needs assessment (CHNA)? If "No," skipto line @., . . . . L T T T Iy
if "Yes " indicate what the CHNA report describes (check all that apply):
A definition of the community served by the hospital facility

Demcgraphlcs of the communsty

health needs of the community
How data was obtained
The health needs of the community

and minority groups -
The process for identifyving and prioritizing community heatlth naﬁgs and, »serwags/ o mest the
community health needs ) S, Q"’
| X} The process for consulting with persons representing the commumty 5 srﬁeré ”j Sls,

X! Information gaps that fimit the hospital facility's ability to assessithg com ;.;umty'«g healih needs
_X] Other (describe in Section C) | ‘%ﬁ v

Indicate the tax year the hospital facility last conducted a CHNA: g0 12

K
In conducting its most recent CHNA, did the hospital ,facmty takgrinto account input from persons who
represent the broad interests of the commumty served J;%\r‘%e hgspital facility, including those with special
knowledge of or expertise in public health? K "Yes” desl 2:jn Section C how the hospital facility took into
account dmput from persons who represent the commamty «a@;&d identify the persons the hospital facility
CONSUREE. 5 & oy ¢ g g w0 0 w0 1 % 79 65 o0 &0 i @ 0 gsw .......... 5 Sl 55 AR a5 S e e G

Was the hospital facuiltys CHNA conducted with a@n%? more other hospital facilities? If "Yes " list the other
hospital facilities in SectionC , ., ... ... v ... ."“ﬁ‘g .................. ey e e
Did the hospita! facility make its CHNA;"%BR widely avalla%eto the public? _ . ., . . .o .. s
i "Yes," indicate how the CHNA requ g}s made widely available (check all that apply):
X1 Hospital facility's website (# Eﬁ't} é‘?g;p //TUHEALTH, ORG/BEDFORD /ABOUT/
Other website (list url): Y
Avallable upon requestidrom %@hospltal famlity
Other (describe in Section
H the hospital facility @ddfessed f
all that apply as of the e ihé: ;ga‘ i}éas)
%] Adoption ofwagx implem entatsaﬂ strategy that addresses each of the community health needs identified

P ole] Delele] [elsels]

Bils identified in its most recently conducted CHNA, indicate how (check

‘ p

e ‘"gfhcmatlé%ggg the execution of a community-wide plan
Encius&ogiét?vgf a commumzy benefit section in operational plans

f itof a budget for provision of services that address the needs identified in the CHNA

X Priggstj%atson of health needs in its community

X| Prioritization of services that the hospital facility will undertake to meet health needs in its community

Other (describe in Section C)

Did the hosplital facility address all of the needs identified in its most recently conducted CHNA? if "No,”

explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs 7 b4

Did the organization incur an excise tax under section 4959 for the hospital facility’s failure to conduct a

CHNA as required by section S01(T 37, . . . . . i i it it i e i e e e .

If "Yes" to line 8a, did the organization file Form 4720 to report the section 4959 excise tax? | e

If "Yes” fo ling 8k, what is the total amount of section 4959 excise tax the organization repoﬂed on Form

4720 for all of its hospital facilities? §

A

Schedule H (Form 990) 2013

SE1287 1.00C
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INDIANA UNIVERSITY HEAL'TH BEDFORD . INC. 23-7042323
Schedule H (Form 990) 2613 Page §
Facility Information (continued)
Financial Assistance Policy 1U HEALTH BEDFORD, INC,

Did the hospital faciiity have in blace during the tax year a written financial assistance policy that:
9 Explained eligibllity criteria for financlat assistance, and whether such assistance includes free or discounted

care? ... .. .. A S

10 Used federal poverty guidefines {FPG) to determine eligibility for providing free care? .
i¥"Yes," indicate the FPG family income limit for efigibiiity for free care: 1 0 0 o
F"No," explain in Section € the criteria the hospital facifty used.

11 Used FPG to determine efigibility for providing discounted care? . . . e
If "Yes,” indicate the FPG family income limit for eligibitity for discounted care: 2. 0
H "No," explain in Section C the criteria the hospital facility used.

12 Explained the basis for catculating amounts charged to patients? ... ..., .. ...,
i "Yes," indicate the factors used in determining such amounts {check all that apply};

income levef

Asset leval

Medical indigency

Insurance status o~

Uninsured discount Fal

Medicald/Medicare &

State regulation

Residency

Other (describe in Section Q)

13 Expiained the method for applying for financial agsistance?. , . . ., ..

14 Included measures to publicize the peficy within the community serve

B T o] Tl

L I T v oa

by the factlity?

e ey

If "Yes,” indicate how the hospital facility publicized the policy (checké%ll"fﬁg;{ap”ﬁly}:
a E The policy was posted on the hospital facility's website %%,
b The policy was attached to billing invoices & & §
¢ | X| The policy was posted in the hospital facility's EMENgRACY réoms or wailing rooms
d | X The policy was posted in the hospital facility's adm%“és\i‘“c‘i%&ofﬁces
e | X The policy was provided, in writing, to patiefits on admissin to the hospital facilty
f i The policy was available on request ;%? B
g E Other {describe in Section C) . %@%

G "

Billing and Coflections

15 Did the hospital facility have in plagﬁgﬁﬂ ing the tax year a separate billing and cokections policy, or a written
financial assistance poliey (FAP) Eggi“%xpla“ %g&actioas the hospitat facility may take upon non-payment? e

16 Check all of the following ggﬁ;‘%ﬁns ggainsf% individual that were permitted under the hospital faciiity's

pelicies during the tax year ifi{i%gr @%king reasonable efforts fo determine the individual's eligibifity under the
facility's FAR: i

<)
.
Reporting t j i

p ting to crgﬁ%en ybg%%
Lawsuits % " W
Liens oq%@%den

Wit

Body,gftachients

T oo oY

17 Did thy i-facility or an authorized third party perform any of the following actions during the tax year
b‘?f;& : eéz.gignable efforts to determine the individual's eligibility under the facility's FAP? | |

f¥es," chacksall actions in which the hospital facitity or a third party engaged:

Reporting to credit agency

wstits

LIgNs on residences

Body attachments

Other simitar actions {degcribe in Section )

------

T a0 oo

JBA

3E1323 1.000
5958BN 1274



INDIANA UNIVERSITY HEALTH BEDFORD, INC, 23-7042323
Schedute H (Form 990) 2013 Page 6
Facility Information {confinued) IU HEALTH BEDFORD, INC.
18 Indicate which efferts the hospital facility made before intiating any of the actions listed in line 17 (check all that apply):
a Notified individuals of the financial assistance policy on admission
b Notified individuals of the financial assistance policy prior to discharge
[ Notified individuals of the financial assistance poficy in communications with the individuals regarding the individuals® bills
d Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's

financia! assistance policy
e Other (describe in Section C)
Policy Relating to Emergency Medical Care

Yes| No
18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical c%%é
that requires the hospital facility to provide, without discrimiration, care for emergency medicat conditions do *{xmg%b
individuals regardiess of their eligibility under the hospital facility's financial assistance policy? |, & v ‘;ﬁ’
If "No,” indicate why: v B

a The hospita! facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
[+ The hospital facility fimited who was eligible to receive care for emergency med‘c@Lcﬁ‘@gztlor}s ‘describe

in Section C)

d L_j Other {describe in Section C) i
Changes to Individuals Eligible for Assistance under the FAP (FAP-Eligible lndlwduals) -
20 Indicate how the hospital facility determined, during the tax year, the maxi 3um amq@nts t}];a% can e charged

to FAP-eligible individuals for emergency or other medically necessary care. = %}a

5

a The hospital facility used its lowest negotiated commer%at insur:
maximum amounts that can be charged @@ §

b D The hospital facility used the average of its three lowest negot@f
calculating the maximum amounts that can be charged

c The hospital facility used the Medicare rates wggn calcuggtmg the maximum amounts that can be
charged

D Other (describe in Section C)

provided emergency or other medically neces:

individuals who had insurance covering such care?,

If "Yes," expiain in Section C.

22 During the tax year, did the hospzt‘a gﬁnty charge any FAP-eligible individual an ameunt equal to the gross
charge for any service provided tod,hat indf wg;ual” e e e e e e e e e e
if "Yes," explain in Section C. 4

21 fgible individual to whom the hospital facility

ervices more than the amounts generally billed to

Schedule H (Form 990) 2043

484

3E1324 1.000
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INDIANA UNIVERSITY HREALTH BEDFORD, INC, 23-7042322
Schedule H (Form 990) 2043 Page 7
Facility Information (continued)
Section C, Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3,4, 5d,6i, 7,10, 11, 12i, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A" "F acility B." etc.

PART V, SECTION B, LINE 1J - OTHER INFORMATION DESCRIBED IN THE CHNA

HEALTH PROFESSIONAL SHORTAGE AREAS

PART V, SECTION B, LINE 3 - PERSCONS TAKEN INTQ ACCOUNT IN CONDUCTING CHNA
LOCAL LEADERS WITH A STAKE IN THE COMMUNITY'S HEALTH WERE INVITED TC

ATTEND A FOCUS GRCUP SESSION HELD AT IU HEALTH BEDFORD HOSDITAL.

G 3
B

BEDFORD PARKS DEPARTMENT; MARK VICE, PRINCIPAL, PAR%%%EW %@&ﬁﬁ%@DIATE
:

E 5
SCHOOL; PATTY WILLIAMS, CHIEF PROFESSICNAL QOFFICER, GIREE%CLUB oF

¢ LI#RARY.

BEDFORD; SUSAN MILLER, DIRECTOR, BEDFORD PUé%
»z,v"_?s“.

kN
FROM OQUR 2011 COMMUNITY HEAR]

iR

o i
ANEED AS EX@@ESSED BY THE COMMUNITY FOCUS GROUP
‘ 2

i, i
o, iy
TO TRANSPORTATICON FO% UN%&@ﬁ%&}ED STUDENTS FROM AFTER SCHOOL PROGRAMS
L g g

g@%\‘ %n”
LIKE THE BOYS @”G%LS CLUB BACK HOME IN THE EVENINGS. OUR HOSPITAL

STHAT THIS WAS NOT AN APFPROPRIATE TASK FOR THE HOSPITAL TO

PART V, SECTION B, LINE 12I -~ OTHER FACTORS USED
IU HEALTH BEDFORD RUNS CREDIT SCORING IF THEY DO NOT GET A RESPONSE FROM
PATIENT'S ON THEIR BILL. IF CREDIT SCORE I8 BELOW A CERTATN AMOUNT THE

CLAIM IS WRITTEN OFF TO CHARITY.

JSA Schedule H (Form 990) 2013

BE1381 1,600
S955BN 1274



Schedule H (Form §80) 2013
Part V

INDIANA UNIVERSTITY HEALTH BEDFORD,
Facility Information {continued)

INC. 23-7042323

PART V,

page 7
Section C. Supplemental information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

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

SECTION B, LINE 14C - OTHER MEASUREE TO PUBLICIZE

IU HEALTH BEDFORD GCES TO GREAT LENGTHS T0 ENSURE PATIENTS KNOW THAT IT

TREATS ALIL PATIENTS REGARDLESS OF THREIR ABILITY TO PAY, ALTHOUGH A

COMPLETE COPY OF THE FINANCIAL ASSISTANCE POLICY IS NOT ATTACHED TO EACH

PATIENT STATEMENT, A PLAIN LANGUAGE SUMMARY IS INCLUDED INSTEAD.

ADDITIONALLY, ON THE BACK OF EACH PATIENT STATEMENT IS A TELEPHONE NgM
o,

THAT ALLOWS PATIENTS TC ASK ANY QUESTIONS ABOUT THE POLICY AND

FINANCIAL ASSISTANCE.

PART V, SECTION B, LINE 18E - OTHER EFFORTS

. : s,
e

BER?%& s

2

p
s

o

E

ol

i
DID CREDIT SCORING. IF CREDIT SCORE BELOW A CERTAIN AMOUQ%, THEN THE RILL

WAS WRITTEN OFF TO CHARITY.

Jsa
3E4331 1.000
5955BN 1274
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INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23-7042323
Schedule H (Form 990) 2013 Page 8
Facility Information {confinued}
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital
Facility
{list in order of size, from largest to smallest)

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

Name and address Type of Facility (describe}
1

10

Schedule H (Form 990) 2013

JBA

3E1325 1.000
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INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23-7042323
Schedule H (Form 996} 2013 Page 9

PRyl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7, Part Il and Part {ll, lines 2, 3, 4, & and
9b.

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

3 Patient education of eligibility for assistance. Describe how the organization informs and educafes patients and persons
who may be billed for patient care asbout their efigibility for assistance under federal, state, or local government programs oy
under the organization's financial assistance policy. g%

4 Community information. Describe the community the organization serves, taking into account the gqu"" ;;hm area and
demographic constituents it serves. &

5 Promotion of community heaith, Provide any other information important fo describing how the crgamzaiion

l%amhnes or
other health care facilities furiher its exempt purpose by prometing the health of the community (e.g., cpeﬁ "vglcal staff, community
board, use of surplus funds, etc.). . = ”"%\%

organization and its affifiates in promotmg the health of the communities served.
7 State filing of community benefit report. If applicable, identify all states with which the:
organization, files a community benefit report.

E

& -
PART I, LINE 3C - CRITERIA FOR DETERMINING ELIG. FOR FREEsf"E};SCOUNTED CARE
ag;_t ém%
8 ég@
CREDIT SCORING IS COMPLETED AND IF THE PATIENT'S scq;_\qs: Iscata CERTAIN

AMOUNT OR RBELOW THE ACCOUNT IS WRITTEN OFF.

PART I, LINE 6A - COMMUNITY BENEFIT REPBRT - REZf‘%ED ORGANIZATION

e
«isﬁ') G,
PART ﬁif’ LINE

.
COSTING METHODOLOGY

TO CHARGE RATIO AS OUR COSTING METHODOLOGY,

54 Schedule H (Form 990) 2013

3E1327 2.060
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INDIANA UNIVERSITY HRALTH BEDFORD, INC, 23-7042323

Schedule H (Form 990) 2013 page 9
CETIAYl  Supplemental Information

Provide the following information,

1

PART IT - COMMUNITY BUILDING ACTIVITIES

WE

DE

Required descriptions, Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Hl and Part Ul lines 2, 3, 4, 8 and
9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the crganization's financial assistance pokicy. e
Community information. Describe the community the organization serves, faking into account ihe geq
demographic constituents it serves, N 4
Promotion of community health, Provide any other information important to describing how the organé:ﬁ;%;?%n's h%j@ﬁitaf‘%écilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., ope;g; magdica “staff, community
board, use of surplus funds, etc.). -

Affiliated health care system. If the organization is part of an affiiated health care system, de
organization and its affiliztes in promoting the health of the communities served. T, v%% ?
State filing of community benefit report. if applicable, identify all states with which theﬁ%rgé@gaﬁ%@gﬁ% related
organization, files a community benefit report. W

\ghic;; area and

fib%%%e respective roles of the
Ky

A S
o
E: rd

s,

SUPPORT COMMUNITY BUILDING ACTIVITIES BY INVOLVE@

VELOPMENT COMMITTEE, THE LOCAL CHAMBER OF COMMERCE AN\égHE INDIANA

& a5
STATE DEPARTMENT OF HEALTH LICENSURE COUNCI%%%mﬁEﬂ@%SO OFFER CAREER

)
&

” -
EDUCATION AND JOR SHADOWING FCR LOCAL S%%pENTS. @%é

PART III, LINE 2 - METHODOLCG
THE BAD DEBT EXPENSE OF §

REPORTED AT COST.

S N
£ %

ITI, LINE 2 I8

=
AT
s

JEA
3T

Socheduls H (Form 990) 2013
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5958BN 1274



INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23-7G42323

Schedule M (Form 990) 2013 Page 8

At  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, fines 3¢, 6a, and 7; Part Il and Part I, dines 2, 3, 4, 8 and
Sb.

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

any CHNAs reported in Part V, Section B.

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

4 Community information. Describe the community the organization serves, taking into account the geeg AR

5 Promotion of community health. Provide any other information important to describing how the organiz

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

demographic constituents it serves. E;; 4
Zation's hespitalfacilities o
other heatth care facilities further s exempt purpose by promoting the health of the community (e.g., opep medica staff, community

board, use of surplus funds, etc.). m ﬂ%

6 Affiliated heaith care system. If the organization is part of an affiliated heaith care system, d%gcrlbef%l;ze respective roles of the

7 State filing of community benefit report. i applicable, identify all states with which the%gwga&[z

PART III, LINE 8 - MEDICARE SHORTFALL AND SURPLUS

organization and its affiliates in promoting the health of the communities served. g

atl

organization, files a community benefit report. e

& g
THE HOSPITAL'S CHARITY CARHE PROGRAM IN ADDITICN TO MEDEC%E. IF THESE

.
, COSF OF MEDICAL CARE WOULD

HAVE BEEN A COMMUNITY BENEFIT. OUR MEDH ARE COS%%REPORT I8 USED TO

3‘33\@%

Y

DETERMINE MEDICARE SURPLUS QR SHORTFALL ﬁl@ﬂ A SMALL SURPLUS THIS

YEAR.

g

PART III, LINE 9B - DEBT‘COﬂi CTION POLICY

THE FIRST STATEMENT ﬁ%s

;gw&%T L BY REVENUE CODE, THE TOTAL BALANCE DUE
5 w?im -

AND THE DISCOQ&TEﬁ%AMOUﬂT DUE IF PAID WITHIN 30 DAYS OF STATEMENT DATE.

@“‘W 7
. y

THE FIRST STA?@M@NT FOR UNINSURED PATIBNTS WILL ALSQO REFLECT THE

UNINSURRED RIS UNT ACCORDING TO POLICY. STATEMENTS WILL RE AGED BY THE

LAST PAYME‘

ATE ON THE ACCOUNT. PATIENTS WITH MEDICARE WILL RECEIVE 3

STATEMENTS AFTER TEE INITIAL DETAIL STATEMENT. NON-MEDICARE PATIENTS

WiLL RECEIVE 2 ADDITICONAL STATEMENTS AFTER THE INITIAL DETAIL STATEMENT.

ACCOUNTS NOT PAID IN FULL THAT RRECEIVE THE 4TH STATEMENT FOR MEDICARE

PATIENTS, 3RD STATEMENT NON-MEDICARE WILL BE REFERRED TO A COLLECTION

Scheduls H (Form 990) 2013
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INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23-7042323

Schedule H {Form 980) 2013 Page 9
=PeAul  Supplemental information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part i and Part Il}, lines 2, 3, 4, 8 and
9b.

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

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

Community information. Describe the community the organization serves, taking into account the geq
demographic constituents it serves,

Promotion of community health. Provide any other information important to describing how the organszagﬁons h@ﬁﬁ%hcllltles or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., opat; megcai ‘staff, community
poard, use of surplus funds, ete.). o

S

pmc area and

Affiliated heaith care system. If the organization is part of an affitated health care system, dgscnbe
orgamzatson and its affiliates in promoting the heaith of the communities served o

3
”f;i;e respective roles of the
=

Qg» =
zatien; r

AGENCY. WE HAVE A SEPARATE FINANCIAL ASS:%W@CE POLICY.
ﬁ%r g

INTERMEDI%%E;

3iU HEALTH BEDFORD HOSPITAL, KEACH & GROVE

INSURANCE AGE Y, “OFFICE OF THE MAYOR-MITCHELL, INDIANA, PARKVIEW

‘CHOCL, VERITE HEALTHCARE CONSULTING, LLC AND THE GENERAL

'u,zs?

PUBLIC THROUGH AN ONLINE SURVEY. THE KEY CONCLUSIONS WERE THAT LAWRENCE

COUNTY HAS EXPERIENCED NO MEASURABLE POPULATION GROWTH SINCE 2000.

PROJECTIONS INDICATING A POPULATION THAT WILL BE BOTH DECREASING AND

AGING ARE TROUBLING IF ACCURATE. BETWEEN 2000 AND 2007 LAWRENCE CCOUNTY'S

JEA

Schedule H (Form 990) 2013
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Schedule H (Form 980) 2013
=Ewanll  Supplemental Information

INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23-T7042323
Page 9

Provide the following information

1

MEDIAN HOUSEHOLD INCOME DECLINED. EMPLOYMENT DECREASED 3 %% BETWEEN

2000-2007. HOUSING COSTS ALSO PRESENTED A CHALLENGE

COMMUNITY. RENTERS MUST WORK 77 HOURS PER WEEK IN LAWRE

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 8a, and 7. Part il and Part I, lines 2, 3, 4, 8 and
ob.

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

patient education of eligibility for assistance, Describe how the organization informs and educates patients and persons
who may be billed for palient care about their etigibility for assistance under federal, state, or local government programs or
under the orgamzataon s financial asmstance poincy 2,

demagraphic constltuents it serves.

i
Promotion of community health. Provide any other information important to describing how the orgamzé’hons hag’paztal}fécmhes or
other health care facitities further its exempt purpose by promoting the health of the community (e g opeﬁ m@%mal ‘staff, community
board, use of surplus funds, etc.).
it

Affiliated health care system. If the organization is part of an affiliated health care system, q%igcnbe*&ne respec%ive roles of the

organization and its affiliates in promoting the health of the communities served. g \%
State filing of community benefit report. If appiicable, identify all states with which th 1:” rgan zﬁ%‘m@ﬁ related
’;-;;% =

il

organization, files a community benefit report.

- @
i &

R M

i

25 COUNTY TO
b

&
AFFORD A TWO-REDROOM UNIT AT THE FAIR MARKEE%%%N?‘WENGLISH REMAINS THE

\q, i

PRIMARY LANGUAGE SPOKEN BY RESIDENTS IN%LAWRENCE@@OUNTY THE CHILD ABUSE

f%-f

AND NEGLECT RATE FOR CHILDREN UND§}R 4.5 INCRE@%SED FROM 8.2% IN 2002 TO
2 T

9.6% IN 2007.

PART VI, LINE 3 - CATION OF ELIGIBILITY FOR ASSISTANCE

WE GIVE THE PATIENT A FINANCIAL

S, i
@%m i
oA

ASSIS'E%NCE AP@"E%ICA?‘TION TO FILL OUT WHICH CONTAINS DEMOGRAPHIC AND

PINANCIAL

ORMATION. IF THE APPLICATION IS NOT RETURNED, WE DO A

CREDIT SCORING AND IF THEIR CREDIT IS 600 OR BELOW, THE ACCOUNT IS

WRITTEN OFF. WE HAVE A SEPARATE POLICY FOR BAD DEBT COLLECTION THAT I8

FOLLOWED ONCE THE DETERMINATION IS MADE THAT THE PATIENT IS NOT ELIGIRLE

FOR FINANCIAL ASSISTANCE.

JBA
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INDIANA UNIVERSITY HBEALTH BEDFORD, INC. 23-7042323

Schedule H {Form 990) 2013 Page 9
=T a%E Supplemental Information

Provide the following information.

1

PART VI, LINE 4 - COMMUNITY INFORMATION

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part I and Part B, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.
Patient education of eligibility for assistance. Describe how the organization informs and educates patienis and persons
who may be biled for patient care about their eligibiiity for assistance uhder federal, state, or local government programs or
under the organization's financial assistance policy. &
Community information. Describe the community the organization serves,
demographic constituents it serves. %3 4
Promotion of community health. Provide any other information impartant {o describing how the organgnpﬂs hos;p ital#acilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., opqg m‘%drcal staff, community
board, use of surplus funds, etc.). i, W,

i 2
Affiliated health care system. If the organization is part of an affiliated health care system, d[gscnbe ‘t;e respective roles of the
organization and its affifiates in promoting the heaith of the communities served. @W& .Y
State filing of community benefit report, If applicable, identify all states with which theﬁorga%:zat onﬁ@r’%@a related
organization, files a community benefit report, | ) ;v

hic area and
i

K‘
5@

IU HEALTH BEDFORD SERVES LAWRENCE, CRANGE, MARTIN, éﬁ ENE ipND FACKSON

COUNTIES. ALL COUNTIES REPRESENT 97% CAUCASIAN INDEVID%%S. THE AVERAGE

MEDIAN HOUSEHOLD INCOME WAS $43,195. %;i{%% &
&

o
.
@

i

%"\

‘fi

i

PART VI, LINE 5 - PROMOTION OF COMMUNITY HE%TH

PART VI, LINE €

IU HEALTH SEDE ¥

WHICH INCLUDE§
“%

.
@THODTQT HOSPITAL, INDIANA UNIVERSITY HOSFITAL AND RILEY

OTHER INDIANA UNIVERSITY HEALTH AFPFILIATES

IU HEATH LA PORTE HOSPITAL, INC,

IU HEALTH STARKE HOSPITAL

IU HEALTH ARNETT, INC.

JBA
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INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23-7042323

Schedule H (Form 990} 2013 pPage 9

1387l  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, fines 3¢, 6a, and 7, Part Ul and Part Il lines 2, 3, 4, 8 and
9b.

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

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

4 Community information. Describe the communily the organization serves, iaking infp account the ge
demographlc ceonstituents it serves.

other heaith care facilities furihez its exemnpt purpose by promoting the heaith of the community (e.g., opezg mégtcal staff community
board, use of surplus funds, etc.). o %;%
% ;

6 Afiiliated health care system. If the organization is part of an affiliated health care system, %&3 ﬁze respectwe roles of the

‘»L

organization and its affiliates in promoting the health of the communities served.

7 State filing of community benefit report. If applicable, identify all states with which th
organization, files a community benefit report.

rgan“izatmﬂyzeg?»a related

REHABILITATION HOSPITAL OF INDIANA
IU HEALTH WEST HOSPITAL

GOBSHEN HEALTH SYSTEM

IU HEALTH BLACKFORD HOSPITAL

IU HEALTH TIPTON HOSPITAL

TU HEALTH BALL MEMORIAL HGSPITAL

I3 HEALTH NORTH HOSPITAL

10 HEALTH

IU HBEALTH

HEALTH INGLUDE CENTRALIZED SERVICES WHICH RESULTS IN A REDUCTION OF

DUPLICATED SERVICES AND LOWERS HEALTH CARE COSTS FOR OUR PATIENTS.

oA Scheduie H {Form 96C) 2013
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INDIANA UNIVERSITY HEALTH BEDFCRD, INC. 23-7042323

Schedyle H (Form 990) 2013 page 8
AU Supplemental Information

Provide the following information.

1

INDIANA

Required descriptions, Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Hi, lines 2, 3, 4, 8 and
oh.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organizatior's financial assistance policy. 5

Community information. Describe the community the organization serves, taking inte account the ge
demographic constituents it serves. %

& f:
Premotion of community health. Provide any other information important to describing how the ozganiig‘ggn's h‘qa’:_
other health care factities further its exempt purpose by promoting the health of the community {e.g., opeﬁ@i‘ ”"@igical“é?aff‘ community
board, use of surplus funds, etc.). e k

Affiliated health care system. If the organization is part of an affiiated health care system, ?:cribé“@ﬁfgge respfgctive roles of the
o

organization and its affiliates in promoting the health of the communities served. 3‘%@
State filing of community benefit report. If applicable, identify all states with which th nization
organization, fiies a community benefit report.

r:a

&hl% area and

JBA
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