SCHEDULE H Hospita|s OMB No. 1545-0047

(Form 990) 2@14

Open to Public
Inspection

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

Department of the Treasury

Internal Revenue Service P Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990.
Name of the organization Employer identification number
REI D HOSPI TAL & HEALTH CARE SERVI CES, | NC. 35- 0892672
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . . . la | X
b If"Yes,"wasitawrittenpolicy?. . . . & v ¢ v i i e e e e e e e e e e e e e e e e s 1b | X

2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities |:| Applied uniformly to most hospital facilities
- Generally tailored to individual hospital facilities

3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.

a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |3a|X

100% 150% |:| 200% |:| Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the followinT was the familﬁcome limit for eligibility for discounted care: 3p | X

200% 250% 300% 350% 400% Other %

¢ 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 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . ... .. .. 5b X
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 eligible for free or discounted care? . . . . . . .« o v i v i v i h i e e . 5c
6a Did the organization prepare a community benefit report during the taxyear? . . . . .. .. . o v v oo 6a | X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . v . v v o i o i o e e e 6b | X

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

Einancial Assistance and (?c't“ﬁi??é’seér"f (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government programs served benefit expense revenue benefit expense of total
Programs (optional) (optional) expense

a Financial Assistance at cost

(rom Worksheet 1) + . . . 20, 605, 370. 20, 605, 370. 7.19

b Medicaid (from Worksheet 3,

30, 187, 060. 15, 680, 424. 14, 506, 636. 5. 06

columna) « « « = & &«
C Costs of other means-tested
government programs (from
Worksheet 3, column b)
d Total Financial Assistance and
Means-Tested Government

Programs =« = « « « « « 50, 792, 430. 15, 680, 424. 35,112, 006. 12. 25
Other Benefits

€ Community health improvement

services and community benefit . 781, 169 104, 021 677, 148 ) 24

operations (from Worksheet 4)

f Health professions education

(om Worksheets) . . . . 259, 620. 49, 367. 210, 253, .07

g Subsidized health services (from

Worksheet6)s &« & & & & & &
h Research (from Worksheet 7)

i Cash and in-kind contributions

for community benef (rom 794, 300. 794, 300. . 28
i Total, Oiher Banefts . + . 1, 835, 089. 153, 388. 1, 681, 701. .59
k Total. Add lines 7d and 7. . 52,627, 519. 15, 833, 812. 36, 793, 707. 12. 84
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2014
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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 (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing 9a 444 9a 444
2 Economic development
3 Community support
4 Environmental improvements
5 Leadership development and
training for community members
6 Coalition building
7 Community health improvement
advocacy
8 Workforce development 19, 202. 19, 202.
9 Other
10 Total 28, 646. 28, 646.
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StAtEMENENO. 152, & i v vt it e v et e e e e e e e e e e e e e e e e e e 1 | X
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount, . . . . ... ... ... 2 38, 533, 985.
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 1,382, 611.
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare (includingDSHand IME) . . . . . ... .. 5 87, 202, 565.
6 Enter Medicare allowable costs of care relating to paymentsonlne5.......... 6 92, 035, 379.
7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . .. ............ 7 -4, 832, 814.
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 |:| Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the taxyear?. . . . . . . . . . .. . ... ... 9a | X
b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to qualify for financial assistance? DescribeinPartVI , . , . . . . v « v « « &« » 9b X

Management Com

panies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)

(b) Description of primary
activity of entity

(a) Name of entity

(c) Organization's
profit % or stock
ownership %

(d) Officers, directors,
trustees, or key
employees' profit %
or stock ownership %

(e) Physicians'
profit % or stock
ownership %

1

ROSE, LLC OUTPATI ENT SURG CAL SERVI CES

55. 00000

6. 00000

45. 00000

2

REI D MOB, LLC REAL ESTATE OWNERSHI P

65. 00000

2. 00000

35. 00000

3

REI D M5O, LLC MGMI' SERVI CES

11. 00000

8. 00000

89. 00000

4

[(ol e N NN o> R I)]

10

11

12

13
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Schedule H (Form 990) 2014 Page 3
Facility Information
Section A. Hospital Facilities clololzlo|®|o|D
(list in order of size, from largest to smallest - see instructions) | @ % 2|z |z|3 Sk
o 5|3 |8 | =
How many hospital facilities did the organization operate | & ;—’ % glgls|8 g
during the tax year? 1 22 2 3|2|E|
Name, address, primary website address, and state license ?_, 8 % :%_, % g
number (and if a group return, the name and EIN of the g - =l "
subordinate hospital organization that operates the hospital = = 'r:ezc(;r?ng
facility) = Other (describe) group
1 REI D HOSPI TAL & HEALTH CARE SERVI CES
1100 REI D PARKWAY
Rl CHVOND IN 47374 CQUTPATI ENT SURCERY
VWAV REI DHEALTH. ORG CENTER
005044 XX X
2
3
4
5
6
7
8
9
10

JSA
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REI D HOSPI TAL & HEALTH CARE SERVI CES, | NC 35-0892672

Schedule H (Form 990) 2014

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)

Page 4

Name of hospital facility or letter of facility reporting group REI D HOSPI TAL & HEALTH CARE SERVI CES

Line number of hospital facility, or line numbers of hospital

facilities in a facility reporting group (from Part V, Section A):

Yes

No

Community Health Needs Assessment

1

6a

o 0O T o

12a

Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital facility in the
Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in SectionC , . . . ... .. ...
During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skipto line 12 , . . . . . . . . . & . i i v i v v v v e v .
If "Yes," indicate what the CHNA report describes (check all that apply):
A definition of the community served by the hospital facility

Demographics of the community

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

How data was obtained
The significant health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
The process for identifying and prioritizing community health needs and services to meet the
community health needs
The process for consulting with persons representing the community's interests

Information gaps that limit the hospital facility's ability to assess the community's health needs

- Other (describe in Section C)

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

In conducting its mostrecent 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 , . . . . ... ..
Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C |, | | . . . . . . . i e e e e e e e e e e e e
Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"

<[] ] [x[xx] [x[x]x

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

Hospital facility's website (list url): WAV REI DHEALTH. ORG

- Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility

- Other (describe in Section C)

Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If “No," skiptoline 11, . . . . .. .. ... ... .. ...
Indicate the tax year the hospital facility last adopted an implementation strategy: 20&

If “Yes,” (list url): VWV REI DHEALTH. ORG

If "No," is the hospital facility's most recently adopted implementation strategy attached to this return?

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

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

If “Yes” to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . .. ... ...
If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

6a

6b

10

10b

12a

12b

JSA
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Schedule H (Form 990) 2014 REI D HOSPI TAL & HEALTH CARE SERVI CES, | NC. 35- 0892672 Page 5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group REI D HOSPI TAL & HEALTH CARE SERVI CES
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 X
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 o
~__and FPG family income limit for eligibility for discounted care of 250 o
b || Income level other than FPG (describe in Section C)
c _X Asset level
d _X Medical indigency
e | X Insurance status
f _X Underinsurance status
g _X Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients?. . . . . . . . ... ... . ... 14 | X
15 Explained the method for applying for financial assistance?, . . . . . . . . . . . . . i i i v i v i e e e 15 | X
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  Included measures to publicize the policy within the community served by the hospital facility?. . . . .. .. 16 | X
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): WAV REI DHEALTH. ORG
b The FAP application form was widely available on a website (list url):
c A plain language summary of the FAP was widely available on a website (list url):
d The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
e The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
f |:| A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g Notice of availability of the FAP was conspicuously displayed throughout the hospital facility
h Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i |:| Other (describe in Section C)
Billing and Collections
17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPON NON-PAYMENI?, . . .\ v v v v v et e e e e e e e et e e e e e e et e et e e ee e 17 | X
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:
a Reporting to credit agency(ies)
b Selling an individual's debt to another party
c Actions that require a legal or judicial process
d Other similar actions (describe in Section C)
e None of these actions or other similar actions were permitted

JSA
4E1323 1.000
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REI D HOSPI TAL & HEALTH CARE SERVI CES, | NC 35-0892672

Schedule H (Form 990) 2014

19

Page 6
Facility Information (continued)
Name of hospital facility or letter of facility reporting group REI D HOSPI TAL & HEALTH CARE SERVI CES
Yes| No
Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? 19 X

o 0O T o

20

o 0O T o

e
f

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

Reporting to credit agency(ies)

Selling an individual's debt to another party
Actions that require a legal or judicial process
Other similar actions (describe in Section C)

not checked) in line 19 (check all that apply):

Notified individuals of the financial assistance policy on admission
Notified individuals of the financial assistance policy prior to discharge

financial assistance policy
Other (describe in Section C)
None of these efforts were made

L] xlx]]

Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or

Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's

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? . . ... ... ... 21 | X
If “No,” indicate why:
a 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 limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d Other (describe in Section C)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
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 its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged
b |:| The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c |:| The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d Other (describe in Section C)
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?. . . . . . & . v i v i v b it e e e e e e e e e e e 23 X
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? . . . . . . . . . . o i i i i i e e e e e e . 24 X

If "Yes," explain in Section C.

JSA

Schedule H (Form 990) 2014

4E1324 1.000

PAGE 42



REI D HOSPI TAL & HEALTH CARE SERVI CES, | NC. 35- 0892672
Schedule H (Form 990) 2014 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

SCHEDULE H, PART V, SECTION B, LINE 5

CHNA COVMUNI TY | NPUT

A PRECI SE AND CAREFULLY EXECUTED METHODOLOGY IS CRITI CAL | N ASSERTI NG THE
VALIDITY OF THE RESULTS GATHERED IN A CHNA. TO ENSURE THE BEST
REPRESENTATI ON OF THE POPULATI ON SURVEYED, A TELEPHONE | NTERVI EW
METHODLOGY, ONE THAT | NCORPORATED BOTH LANDLI NE AND CELL PHONE

| NTERVI EW5, WAS EMPLOYED. THE SAMPLE DESI GN USED FOR THI S EFFORT CONSI STED
OF A RANDOM SAMPLE CF 750 | NDI VI DUALS AGE 18 OR OLDER I N THE RElI D SERVI CE
AREA.  ONCE | NTERVI EW6 WERE COVPLETED, THESE WERE WEI GHTED | N PROPORTI ON
TO THE ACTUAL POPULATI ON DI STRI BUTI ON SO AS TO APPROPRI ATELY REPRESENT

THE REI D SERVI CES AREA AS A WHOLE.

AS PART OF THE CHNA TWO FOCUS GROUPS WERE HELD. PARTI Cl PANTS | NCLUDED 21
LOCAL KEY | NFORMANTS: PHYSI Cl ANS, A PUBLI C HEALTH REPRESENTATI VE, OTHER
HEALTH PROFESSI ONALS, SOCI AL SERVI CE PROVI DERS, BUSI NESS LEADERS AND
OTHER COVMUNI TY LEADERS. POTENTI AL PARTI CI PANTS WERE CHOSEN BECAUSE OF
THEI R ABI LI TY TO | DENTI FY PRI MARY CONCERNS OF THE POPULATI ONS W TH VWHOM

THEY WORK, AS WELL AS OF THE COVMMUNI TY OVERALL.

SCHEDULE H, PART V, LINE 11

COVMUNI TY HEALTH NEEDS

THE FOLLOW NG COVMUNI TY HEALTH NEEDS, | DENTI FIED I N REI D HOSPI TAL' S MOST

RECENTLY CONDUCTED COMMUNI TY HEALTH NEEDS ASSESSMENT, WERE ADDRESSED | N

JSA Schedule H (Form 990) 2014
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RElI D HOSPI TAL & HEALTH CARE SERVI CES, | NC. 35-0892672
Schedule H (Form 990) 2014 Page 7

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

AN | MPLEMENTATI ON STRATEGY TO ADDRESS EACH COMMUNI TY HEALTH NEED

| DENTI FI ED AND EXECUTI NG THE STRATEGY. A COMMUNITY BENEFI T SECTION | S

| NCLUDED W THI N OPERATI ONAL PLANS AND MONI TORED BY THE CONTI NUUM OF CARE
COW TTEE. PROVI SI ONS ARE BUDGETED EACH YEAR FCOR SERVI CES THAT ADDRESS

THE | DENTI FI ED NEEDS.

THE FOLLOW NG COVMUNI TY HEALTH NEEDS REPRESENT RECOMVENDED AREAS OF
I NTERVENTI ON, BASED ON THE FI NDI NGS OF THE COVMMUNI TY HEALTH NEEDS
ASSESSMVENT ( PRESENTED ALPHABETI CALLY, RATHER THAN | N ORDER OF

| MPORTANCE) :

ACCESS TO HEALTH SERVI CES

CANCER

CHRONI C DI SABLI NG CONDI TI ONS

CHRONI C KI DNEY DI SEASE

DEMENTI AS, | NCLUDI NG ALZHEI MER S DI SEASE
DI ABETES

HEART DI SEASE & STROKE

I NDJURY & VI OLENCE PREVENTI ON

MATERNAL/ | NFANT HEALTH & FAM LY PLANNI NG
MENTAL HEALTH & MENTAL DI SORDERS

NUTRI TI ON, PHYSI CAL ACTIVITY & WEI GHT
RESPI RATCORY DI SEASES

SUBSTANCE ABUSE

JSA Schedule H (Form 990) 2014
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RElI D HOSPI TAL & HEALTH CARE SERVI CES, | NC. 35-0892672
Schedule H (Form 990) 2014 Page 7

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

THE FOLLOW NG COVMUNI TY HEALTH NEEDS, | DENTI FIED I N REI D HOSPI TAL' S MOST
RECENTLY CONDUCTED COMMUNI TY HEALTH NEEDS ASSESSMENT, WERE NOT ADDRESSED

IN ITS | MPLEMENTATI ON PLAN.

I NJURY AND VI OLENCE PREVENTI ON

COVPONENTS OF THI'S NEED | NCLUDED DEATH RELATED TO UNI NTENTI ONAL | NJURY OR
MOTCOR VEHI CLE ACCI DENTS AND PREVALENCE OF FI REARMS | N HOMVES. THI'S NEED | S
CURRENTLY BEI NG ADDRESSED BY OTHER COMMUNI TY AGENCI ES THROUGH SAFETY
AWARENESS CAMPAI GNS. | T WAS NOT FELT THAT RElI D HOSPI TAL WOULD BE ABLE TO
EFFECTI VELY | MPACT THI S NEED THROUGH HOSPI TAL EFFORTS, NOR THAT THE
ORGANI ZATI ON HAD THE EXPERTI SE TO ADDRESS THE | SSUES. FOR TH S REASON,
THERE WAS LI TTLE CONSI DERATI ON FOR THI S | DENTI FI ED NEED I N THE COVMUNI TY

BENEFI T PLAN.

RESPI RATCORY DI SEASES

THI'S SPECI FI C NEED WAS RANKED AS THE LOWEST PRI ORI TY BY THE CONTI NUUM OF
CARE SUB-COMM TTEE. THI'S NEED | S COVPRI SED OF DEATHS RELATED TO CHRONI C
LONER RESPI RATORY DI SEASE AND THE PREVALENCE OF CHRONI C LUNG DI SEASE. DUE
TO THE HI GH | MPACT OF SMOKI NG ON THI' S PROBLEM | T WAS FELT BEST TO FOCUS
EFFORTS ON VELLNESS PROMOTI ON THROUGH SMOKI NG CESSATI ON EDUCATI ON

| NCLUDED IN THE COMMUNI TY BENEFI T PLAN.

JSA Schedule H (Form 990) 2014
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RElI D HOSPI TAL & HEALTH CARE SERVI CES, | NC. 35-0892672
Schedule H (Form 990) 2014 Page 7

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

SCHEDULE H, PART V, SECTION B, LINE 22D

DETERM NATI ON OF AMOUNT TO CHARGE FAP- ELI G BLE | NDI VI DUALS

ALL PATI ENTS ARE CHARGED THE SAME AMOUNT FOR EACH SERVI CE REGARDLESS OF
THEI R | NSURANCE STATUS. REID HOSPI TAL MAKES NO DI STINCTION I N PRI CI NG AT
THE CHARGE LEVEL WHETHER A PATIENT | S ELI G BLE FOR FI NANCI AL ASSI STANCE,
HAS MEDI CARE, OR | S COVERED UNDER A COMMERCI AL PLAN. ONCE THE TOTAL
CHARGES HAVE BEEN DETERM NED, A FAP-ELI G BLE PATI ENT | S SCREENED FOR
COVERAGE BASED ON | NCOVE AND HOUSEHOLD SI ZE USI NG | RS GUI DELI NES FOR
DETERM NI NG WVHETHER A HOUSEHOLD MEMBER CAN BE CONSI DERED A DEPENDENT.

| NCOVE AND HOUSEHOLD SI ZE RELATI VE TO TOTAL CHARGES ONED DETERM NES THE
AMOUNT THE FAP-ELI G BLE PATIENT WLL OAE, UP TO A 100% WRI TE OFF OF THE

Bl LL.

JSA Schedule H (Form 990) 2014
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REI D HOSPI TAL & HEALTH CARE SERVI CES, | NC. 35-0892672
Schedule H (Form 990) 2014 Page 8
Facility Information (continued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, from largest to smallest)

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

Name and address Type of Facility (describe)
1

10

Schedule H (Form 990) 2014
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Schedule H (Form 990) 2014 Page 9
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

SCHEDULE H, PART 111, SECTION A, LINE 2

BAD DEBT EXPENSE

THE AMOUNT REPORTED ON PART I11, LINE 2 | S CALCULATED BASED ON TOTAL BAD

DEBT EXPENSE BASED ON CHARGES.

SCHEDULE H, PART 111, SECTION A, LINE 3

BAD DEBT EXPENSE

AN ALLOCATI ON PERCENTAGE WAS CALCULATED USI NG FY2013 BAD DEBT EXPENSE AND

BAD DEBT ATTRI BUTED TO PATI ENTS UNDER THE FI NANCI AL ASSI STANCE POLI CY.

THI' S PERCENTAGE WAS THEN APPLI ED TO FY2014 BAD DEBT EXPENSE TO CALCULATE

THE AMOUNT REPORTED ON LI NE 3.

SCHEDULE H, PART 111, SECTION A, LINE 4

BAD DEBT EXPENSE

REI D HOSPI TAL ACCOUNTS RECEI VABLE ARE REDUCED BY AN ALLOMNCE FOR

JSA

Schedule H (Form 990) 2014
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REI D HOSPI TAL & HEALTH CARE SERVI CES, | NC. 35-0892672
Schedule H (Form 990) 2014 Page 9
Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 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 educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

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

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

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

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

DOUBTFUL ACCOUNTS. | N EVALUATI NG THE COLLECTABI LI TY OF ACCOUNTS

RECEI VABLE, THE HOSPI TAL ANALYZES | TS PAST H STORY AND | DENTI FI ES TRENDS
FOR EACH OF | TS MAJOR PAYER SOURCES OF REVENUE TO ESTI MATE THE

APPROPRI ATE ALLOMNCE FOR DOUBTFUL ACCOUNTS AND PROVI SI ON FOR BAD DEBTS.
MANAGEMENT REGULARLY REVI EW6 DATA ABOUT THESE MAJOR PAYER SOURCES OF
REVENUE | N EVALUATI NG THE SUFFI Cl ENCY OF THE ALLOMNCE FOR DOUBTFUL

ACCOUNTS.

FOR RECEI VABLES ASSOCI ATED W TH SERVI CES PROVI DED TO PATI ENTS WHO HAVE
THI RD- PARTY COVERAGE, THE HOSPI TAL ANALYZES CONTRACTUALLY DUE AMOUNTS AND
PROVI DES AN ALLOWANCE FOR DOUBTFUL ACCOUNTS AND A PROVI SI ON FOR BAD
DEBTS, |F NECESSARY (FOR EXAMPLE, FOR EXPECTED UNCOLLECTI BLE DEDUCTI BLES
AND COPAYMENTS ON ACCOUNTS FOR WHI CH THE THI RD- PARTY PAYER HAS NOT YET
PAI D, OR FOR PAYERS WHO ARE KNOMWN TO BE HAVI NG FI NANCI AL DI FFI CULTI ES

THAT MAKE THE REALI ZATI ON OF AMOUNTS DUE UNLI KELY) .

FOR RECEI VABLES ASSCClI ATED W TH SELF- PAY PATI ENTS (WHI CH | NCLUDES BOTH

PATI ENTS W THOUT | NSURANCE AND PATI ENTS W TH DEDUCTI BLE AND COPAYMENT

JSA Schedule H (Form 990) 2014
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REI D HOSPI TAL & HEALTH CARE SERVI CES, | NC 35-0892672

Schedule H (Form 990) 2014 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

BALANCES DUE FOR WHI CH THI RD- PARTY COVERAGE EXI STS FOR PART OF THE BI LL),

THE HOSPI TAL RECORDS A SI GNI FI CANT PROVI SI ON FOR BAD DEBTS IN THE PERI GD

OF SERVICE ON THE BASIS OF | TS PAST EXPERI ENCE, WHI CH | NDI CATES THAT MANY

PATI ENTS ARE UNABLE OR UNW LLI NG TO PAY THE PORTION OF THEIR BILL FOR

VH CH THEY ARE FI NANCI ALLY RESPONSI BLE. THE DI FFERENCE BETWEEN THE

STANDARD RATES (OR THE DI SCOUNTED RATES | F NEGOTI ATED OR PROVI DED BY

POLI CY) AND THE AMOUNTS ACTUALLY COLLECTED AFTER ALL REASONABLE

CCOLLECTI ON EFFORTS HAVE BEEN EXHAUSTED | S CHARGED OFF AGAI NST THE

ALLOMNCE FOR DOUBTFUL ACCQOUNTS.

SCHEDULE H, PART 111, SECTION B, LINE 8

MEDI CARE

REI D HOSPI TAL BELI EVES THAT ANY MEDI CARE SHORTFALL SHOULD BE CONSI DERED A

COVMUNI TY BENEFI T BECAUSE OUR M SSION IS TO PROMOTE QUALI TY HEALTHCARE

AND HEALTH EDUCATI ON | N OUR SERVI CE COVMUNI TY REGARDLESS OF ONE' S ABILITY

TO PAY. VE DO NOT LIMT THE CARE AVAI LABLE TO ANY PATI ENTS, | NCLUDI NG

THOSE COVERED UNDER THE MEDI CARE PROGRAM  WE ARE RELI EVI NG A GOVERNMENT

JSA

Schedule H (Form 990) 2014
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REI D HOSPI TAL & HEALTH CARE SERVI CES, | NC 35-0892672

Schedule H (Form 990) 2014 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

BURDEN BY PROVI DI NG CARE TO MEDI CARE PATI ENTS BELOW COST.  TAX- EXEMPT

HOSPI TALS ARE EXPECTED TO PARTI CI PATE | N THE MEDI CARE PROGRAM

SCHEDULE H, PART 111, SECTION B, LINE 9B

CCOLLECTI ON PRACTI CES

ANY | NDI CATI ON OF A PATIENTS I NABI LI TY TO PAY FOR SERVI CES | S TREATED AS

A

REQUEST FOR CHARITY CARE. TH S REQUEST CAN BE MADE BY, OR ON BEHALF OF

AN | NDI VI DUAL SEEKI NG SERVI CE. REI D HOSPI TAL' S COLLECTI ON POLI CI ES ARE

THE SAME FOR ALL PATI ENTS. PATI ENTS ARE SCREENED FOR ELIG BILITY FOR

Fl

NANCI AL ASSI STANCE BEFORE ANY COLLECTI ON PROCEDURES BEG N. | F AT ANY

PO NT I N THE COLLECTI ON PROCESS DOCUMENTATI ON | S RECEI VED THAT | NDI CATES

THE PATI ENT |'S POTENTI ALLY ELI G BLE FOR FI NANCI AL ASSI STANCE BUT HAS NOT

APPLI ED FOR I T, THE ACCOUNT IS REFERRED BACK TO A COUNSELOR FOR

ASSI STANCE AND REVI EW

JSA
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Schedule H (Form 990) 2014 Page 9
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

SCHEDULE H, PART VI, LINE 2

NEEDS ASSESSMENT

A

NEEDS ASSESSMENT |'S CONDUCTED EVERY 3 YEARS | N ACCORDANCE W TH STATE

AND FEDERAL REQUI REMENTS. THE LAST NEEDS ASSESSMENT OF REI D HOSPI TAL' S

SERVI CE AREA WAS CONDUCTED | N 2013. THE RESULTS OF THE NEEDS ASSESSMENT

ARE POSTED ON REI D HOSPI TAL' S VEBSI TE SO THAT COVMUNI TY MEMBERS AND

ORGANI ZATI ONS MAY USE THE | NFORMATI ON AS NEEDED. FORMAL AND | NFORVAL

MEETI NGS ARE HELD W TH COVMMUNI TY STAKEHOLDERS TO SEEK THEI R | NPUT ON THE

RESULTS. PROFESSI ONAL RESEARCH CONSULTANTS CONDUCTED THE NEEDS ASSESSMENT

AND PROVI DED A COVPARI SON TO THE 2010 NEEDS ASSESSMENT RESULTS. THE NEXT

NEEDS ASSESSMENT W LL BE CONDUCTED IN 2016 AND WLL COVPLY WTH ALL

REQUI REMENTS FOR COVMUNI TY HEALTH NEEDS ASSESSMENTS UNDER THE AFFORDABLE

CARE ACT AND CORRESPONDI NG REGULATI ONS.

I N ADDI TI ON, ALL | NDEPENDENT AND NON- | NDEPENDENT VOTI NG MEMBERS OF THE

BOARD ARE REQUI RED TO RESI DE W THI N REI D HOSPI TAL' S SERVI CE AREA. THE

DI

STINCTION | S | MPORTANT BECAUSE THEY ARE | NVOLVED AND BETTER AWARE OF

JSA
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Schedule H (Form 990) 2014 Page 9
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

THE HEALTH NEEDS OF THE COMMUNI TY RElI D HOSPI TAL SERVES.

SCHEDULE H, PART VI, LINE 3

PATI ENT EDUCATI ON OF ELI G BI LI TY FOR ASSI STANCE

REI D HOSPI TAL STAFF | NFORVS ALL PATI ENTS, AS THEY ARE ADM TTED, OF THE

VARI QUS ASSI STANCE PROGRAMS AVAI LABLE TO HELP THEM PAY THEIR BILL. WVE

HAVE COVMUNI TY EDUCATI ON | NI TI ATI VES ( THAT | NCLUDE THE DI STRI BUTI ON OF

FLYERS AND CARDS | N PUBLI C PLACES, INSERTS IN BILLS, AND FLYERS FOR

CHURCHES THAT PROMOTE THE PATI ENT ADVOCATE PROGRAM ASKI NG PECPLE TO

CONTACT A PATI ENT ADVOCATE | F THEY, OR A LOVED ONE, DOES NOT HAVE HEALTH

COVERACGE. REID USES TARCGETED ADVERTI SEMENTS | N AN EFFORT TO REACH PECPLE

BEFORE THEY ARE | N NEED OF CARE AND TO CONNECT THEM W TH CUR PATI ENT

ADVOCATES TO HELP DETERM NE ELI G BI LI TY FOR | NSURANCE COVERAGE. WE HAVE

CONTRACTED WTH A THI RD PARTY VENDOR THAT SPECI ALI ZES | N HELPI NG PEOPLE

W TH THE APPLI CATI ON PROCESS FOR VARI OUS PROGRAMS. | N ADDI TI ON, WE

PROVI DE | NFORVATI ON ABOUT FI NANCI AL ASSI STANCE | N OUR MONTHLY STATEMENTS.

VE CURRENTLY PROMOTE FREE SCREENI NG SERVI CES DI RECTED TO SELF PAY

JSA
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Schedule H (Form 990) 2014 Page 9
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

PATI ENTS. THOSE WHO RESPOND MAKE AN APPOI NTMENT W TH OUR PATI ENT

ADVOCATES AND THEN RECEI VE THEI R FREE WELLNESS LAB TEST.

SCHEDULE H, PART VI, LINE 4

COVMUNI TY | NFORVATI ON

REI D HOSPI TAL SERVES FI VE (5) COUNTIES | N | NDI ANA (WAYNE, UNI ON,

RANDOLPH, HENRY, AND FAYETTE) AND TWO (2) COUNTIES IN OH O ( PREBLE AND

DARKE) . SI NCE 2005, THE POPULATI ON GRONMTH OF THE SERVI CE AREA HAS

REMAI NED FLAT. HOWEVER, SENI OR CI Tl ZENS 65 AND OLDER W LL REPRESENT A

LARGER PERCENTAGE OF THE POPULATI ON ACRCSS THE SERVI CE AREA. ACCORDI NG TO

THE 2013 COVWUNI TY HEALTH NEEDS ASSESSMENT ( NEEDS ASSESSMENT), 34. 8% OF

I NDI VI DUALS W THI N REI D HOSPI TAL' S SERVI CE AREA EARN LESS THAN 200% OF

THE FEDERAL POVERTY LEVEL. THE NEEDS ASSESSMENT ALSO | NDI CATES THAT

ACCESS TO HEALTH CARE | S BETTER I N REI D HOSPI TAL' S SERVI CE AREA THAN

FOUND NATI ONALLY FOR SEVERAL TESTED BARRI ERS: 1.) DI FFI CULTY FI NDI NG A

PHYSI Cl AN, 2.) APPO NTMENT AVAI LABILITY, 3.) CONVEN ENCE OF OFFI CE HOURS,

AND 4.) TRANSPORTATI ON. W THI N REI D HOSPI TAL' S SERVI CE AREA, THE NUMBER

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

OF ADULTS AGED 18-64 W THOUT HEALTH | NSURANCE COVERAGE HAS | NCREASED

S| GNI FI CANTLY OVER THE PAST DECADE. THE ECONOW HAS AFFECTED THE LOCAL

BUSI NESS CLI MATE AND MANY ADULTS HAVE ElI THER LOST | NSURANCE ALTOGETHER OR

HAVE SEEN A DECREASE | N BENEFI TS.

SCHEDULE H, PART VI, LINE 5

PROMOTI ON OF COVMUNI TY HEALTH

REI D HOSPI TAL SERVES AS A CORNERSTONE FOR THE COMMUNI TY BY PROVI DI NG MANY

AREAS OF QUTREACH AND COMMUNI TY SERVI CE. EXEMPT EMPLOYEES SERVE ON LOCAL

BOARDS SUCH AS THE BOYS & G RLS CLUB, G RLS, INC., UN TED WAY, ACH EVA

RESCURCES, THE CHAMBER OF COVMMERCE, COVMUNI TI ES I N SCHOOLS, BI RTH TO

FI VE, HEADSTART HEALTH & EDUCATI ON ADVI SORY COUNCI L AND MANY OTHER CI VI C

ORGANI ZATI ONS. A COMMUNI TY BENEFI T PAYROLL BUDGET | S ESTABLI SHED EACH

YEAR TO ALLOW HOURLY EMPLOYEES TO SERVE I N THE COVMIUNI TY ( DURI NG WORKI NG

HOURS) ON PROQJECTS SUCH AS HABI TAT FOR HUVANI TY. AS COF 2014, A TOTAL OF

225 AED S (AUTOVATED EXTERNAL DEFI BRI LLATORS) WERE PLACED | N LOCAL

SCHOOLS, NOT FOR PROFI T ORGANI ZATI ONS, FI RE AND POLI CE, AND EMs SERVI CES,

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

TO SUPPORT THE HEALTH OF THE COMMUNI TY. REI D HOSPI TAL ALSO PROVI DES

ASSI STANCE TO THESE PUBLI C DEPARTMENTS W TH CERTI FI CATI ON AND RENEWAL OF

REQUI RED AMERI CAN HEART ASSOCI ATI ON COURSES SUCH AS BLS (BASI C LI FE

SUPPCRT), ACLS ( ADVANCED CARDI AC LI FE SUPPORT), AND PALS (PEDI ATRI C

ADVANCED LI FE SUPPORT) . SUSTAI NI NG A VELL- EDUCATED HEALTH CARE WORK FORCE

IS PART OF THE OQUTREACH OF REI D HOSPI TAL. MEDI CAL GRAND RCUNDS ARE

OFFERED WEEKLY AND ARE CPEN TO ALL PHYSICI ANS IN THE COVMMUNI TY. EACH YEAR

REI D HOSPI TAL, 1VY TECH COMWUNI TY CCOLLEGE AND | NDI ANA UNI VERSI TY- EAST

CAMPUS COLLABORATE ON A HEALTH CAREER CAMP WH CH PROVI DES HI GH SCHOCOL

STUDENTS AN OPPORTUNI TY TO PARTI CI PATE I N NURSI NG AND ALLI ED HEALTH

ACTIVITIES. STUDENTS FROM THE 7- COUNTY SERVI CE AREA ARE | NvI TED TO

ATTEND. THERE ARE SOCI AL DETERM NANTS OF HEALTH AND READI NG | S ONE OF

THOSE ELEMENTS REI D HOSPI TAL HAS CHOSEN TO SUPPORT. EACH YEAR THE THI RD

GRADE READI NG ACADEMY WORKS W TH CHI LDREN WHO ARE NOT READI NG AT GRADE

LEVEL AND SPEND THE SUMMER | MPROVI NG THEI R READI NG SKI LLS. RElI D HOSPI TAL

HAS SUPPCORTED THI S NOT FOR PROFI T ORGANI ZATI ON SI NCE | T BEGAN. THE

GOVERNI NG BOARD OF REI D HOSPI TAL AND ESPECI ALLY THE COMMUNI TY BENEFI T

COW TTEE OF THE BOARD GUI DE THE OQUTREACH TO THE COMMUNI TY TO MAKE

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

CERTAI N THAT REI D HOSPI TAL SERVES THE PATI ENTS AND THE COVMUNI TY W TH

EQUAL CARE.

SCHEDULE H, PART VI, LINE 7

STATE FI LI NG OF COMMUNI TY BENEFI T REPORT

| NDI ANA

SCHEDULE H, PART I, LINE 7

COSTI NG METHODCOLOGY

BOTH A COST ACCOUNTI NG SYSTEM AND COST- TO- CHARGE RATI O ARE USED TO

CALCULATE AMOUNTS REPORTED ON PART |, LINE 7. THE COST ACCOUNTI NG SYSTEM

ADDRESSES ALL PATI ENT SEGVENTS. THE COST- TO- CHARCGE RATI O | S DERI VED

USI NG WORKSHEET 2, RATI O OF PATI ENT CARE COST- TO- CHARGES.
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REI D HOSPI TAL & HEALTH CARE SERVI CES, | NC 35-0892672

Schedule H (Form 990) 2014 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

SCHEDULE H, PART I, LINE 7, COLUW F

PERCENT OF TOTAL EXPENSE

$38, 533, 985 OF BAD DEBT EXPENSE | S | NCLUDED ON FORM 990, PART | X, LINE

25, COLUWN A (TOTAL FUNCTI ONAL EXPENSES), BUT SUBTRACTED FCR PURPOSES COF

CALCULATI NG THE PERCENTACE I N TH S COLUWN

SCHEDULE H, PART I, LINE 7G

SUBSI DI ZED HEALTH SERVI CES

NO COSTS ATTRI BUTABLE TO A PHYSI CI AN CLI NI C VERE | NCLUDED | N SUBSI DI ZED

HEALTH SERVI CES.

JSA
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