SCHEDULEH . OMB No, 1548-0047
(Form 950) Hospitals ——2010
P> Complate if the organization answered “Yes® to Form 990, Part IV, question 20,
Department of the Treasury P> Attach to Form 890. P> See separate instructions. Open to Public
Internal Revenue Service inspection
Name of the organization Employer identification number

35-606704

Yes | No

1a Did the organization have a financial assistance policy during the tax year? If “No," skip to question 6a

b If "Yes,” was it a written
If the organization had muitiple
2 faciities during the tax year.

Applied uniformiy to all hospital facilities
Generally tallored to individual hospital facilities
3 Anawer the following basod on the financiad assistance aligibility esiterla that applied to tho targest number of the organization's patisnts during the tax year.
a Did the organization use Federal Poverty Guidalines (FPG) to determine eligibility for providing free care to low income
individuals? If “Yes," indicate which of the following was the FPG family income Imit for eligibity for free care:
CJieox [CJisoe [J2oow [Xother _ 275 %
b Did the organization use FPG to detemmine efigibility for providing discounted care to low income individuals?
if "Yes," indicate which of the following was the family incoms limit for eligibility for discounted care: .
(CJ2o0%  [J2sos [lsoos [Jaso [ Jacox [Xlother 275 %
¢ [f the organization did not use FP@ to dstermine eligibliity, describo in Part Vi the income based criteria for determining
eligibility for fres or discounted care. Include in the description whether the organization used an assat test or other

threshold, regardless of income, to determine eligibllity for free or discounted care.
4  Didthe organization’s financial assistance policy that applled to the largest number of is patients during tha tax ysar provids for free or diascounted care to the

........

[ Appiied uniformly to most hospital faciities

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

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

~d

| X |
b | X

e
>

IN

6a Did the organization budget amounts for fres or discounted care provided under lts financial assistance policy during the tax year?

b if “Yes," did the organization’s financial assistance expenses exceed the budgeted amount? ._.................ooooovvveeememerereee.
c 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? ____

8a Did the crganization prepare a community benefit report during the tax year?

b If “Yes,” did the organization make it avaflable to the PUBIC? ....................coooooeeeeeeeeee oo es e

Complate the following table using the workshoets provided in the Schedule H instructions. Do not cubmit these workshests with tho Schedule H,

7 _Financial Assistance and Certain Other Community Benefits at Cost
@) Number of ‘F’

Financial Assistance and d e [ e CET HOL Orens
Means-Tested Government Programs | Progams (opticng) (optional) bensilt axpenso revonue benoft axpensa
a Flnanclal Assistance at cost (from
Worksheets 1 and 2) 0 1,146] 629,034. 0.l 629,034.] 1.16%
b Unreimbursed Medicaid (from
Worksheet 3, columna) ... .. 0 O] 3,168,025, 657,902.| 2 510.123] 4.64%
¢ Unreimbursed costs - other means-
tested government programs (from
Workshest 3, columnb) ... 0 0 0. 0.
d Total Financial Assistance and
—_ Moano-Tosted Govemment Programs......... 1,146 3,797,059 657,902.] 3.139.157] 5.80%
Other Benefits
e Community health
improvement services and
community bensfit operations
(fromWorksheet4) . 45 95,908 1 605,936, 95,597.] 1510339, 2.79%
{ Health professions education
(from Worksheet 5) .. . 6 1,227 274,926. 0. 274,926. .51%
g Subsidized health services
(from Worksheet6) . .................. 2+ 6,084l 230,267. 0.] 230,267, .43%
h Research (from Worksheet7) ... 1 394] 121,349. 0.l 121,3489. . 22%
i Cash and in-kind
contributions to community
groups (from Worksheet 8) ......... 11 4,019| 252,717, 2,692, 247,025, .46%
] Total. Other Benefits 07,632 289.] 2.383906| 4.41%
—k Totel. Add fines 7d and 7] 65' 105:225] 6.282 2540 756,191 .| 5523063 10.21%
032001 c2-24-11  LHA For Paperwork Reduction Act Notice, see the Instructions for Form 890, Schedule H (Form 890) 2010



‘ IOSPITAL, INC 3 :
. 168 Complete this table if the organization conducted any community buliding during the
tax year, and describe in Part VI how its community bullding activities promoted the health of the communities It serves.
(3) Number of {B) Parsana {©) Tow {d) Oirect (O L
activities or programs served (optlonal) community offseiting revonuo community totel expenso
(optional) bulling exp builkding expense
1_P improvements and housin 0 0 0. 0.
2 _Economic development 0 0 0. 0.
8 __Community support 1 990{ 93,741. 0.l 93,741. .17%
4_Environmental improvements j 160 _ 9,305. 0. 9,305.] .02%
& Leadership development and
training for community members 0 0 0. 0.
6 Coallﬂonbuﬂdggg 1 ‘47 71910. 0. 7:91._0 001%
7 Community health improvement
adey 0 0 0 . 0 .
8__ Workforce development gl 983| 26,943. 0. 26,943. .05%
8 Cther O 0 0 . 0 .
ﬁ_'rmr 5| 2,180 137,899. 137,899.] .25%
Partlll | Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense In accordance with Healthcare Financlal Management Association
SIIOMBINO. 157 .............ccooevcreereneessmesssessssses s esss s smeessosessosseesseeeeeeseesssessee e eeseeee e eoeeeeeeeeeseeeeeeeeeeseeees 1 X
2 Enter the amount of the organization's bad debt expense (atcost) . 2,344,993,
3  Enter the estimated amount of the organization’s bad debt expense (at cost) attributable to
patients eligible under the organization's financial assistance policy ... 0.
4 Provide in Part VI the text of the footnots to the organization's financial statements that describes bad debt
expense. In addition, describe the costing methodology used in determining the amounts reported on lines
2and 3, and rationale for including a portion of bad debt amounts as community benefit.
Section B. Medicare
§  Entertotal revenus received from Medicare fincluding DSHandIME) s | 11,761,329.
6  Enter Medicare allowable costs of care relating to paymentsonline5 . e | 15,079,764.
7 Subtract line 6 from line 5. This is the surplus forshortfal) .~~~ 7 | -3,318,435.
8 Describe in Part V1 the extent to which any shortfafl reported in line 7 should be treated as community benefit.
Also describe in Part VI the costing methedology or source used to dstermine the amount reported on line 6.
Check the box that describes the method used:
Cost accounting system m Cost to charga ratio D Other
Section C. Collection Practices
8a Did the organization have a written debt collection policy during the tax year? 82 | X |
b f*Yes," did the organization's collection policy that applied to the lergest number of its patients during the tax year contain provisions on the
collaction practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI ... gb X
Part IV| Management Companies and Joint Ventures

(a) Name of entity (b) Description of primary (c) Organization’s |(d) Officers, direct-| (e) Physicians’
activity of entity profit % or stock | Ors, trustees, or profit % or
ownership % k?nyﬁf&pclﬁ'ys.;eogk stock
P oWnersnip 5 ownership %

032692 03-09-11 Schedule H (Form 990) 2010



Schedule H (Form 990) 2010 MARGARET
Part V | Facllity Information

Section A. Hospital Facilities m

(st in order of size, measured by total revenue per facility, =] m

from largest to smallest) 3
HHHAHE

How many hospital facllities did the organization operate g g .m. m m @

during the tax year? 1 = m 2|8 3
HHHHIHHE
HHHHHHEE

Name and address il il Other (describe)

1 MARGARET MARY COMMUNITY HOSPITAL
— 321 MITCHELL AVENUE
BATESVILLE, IN 47006

>
[>¢
>4
[

032083 02-24-11 Schedule H (Form 890) 2010



Schedule H (Form 990) 2010 MAR! T MARY I OSPITAL, INC. 35-6067049 Page
rtV | Facility Information (continued)
Section B. Facility Policies and Practices
{Completo a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facllity: NOT REQUIRED

Line Number of Hospita!l Facility (from Schedule H, Part V, Section A): ZL.

Community Health Needs Assesament (Lines 1 through 7 are optional for 2010)

1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs assessment (Needs
Assessment)? I "NO," SKIDTOHRE B................c.cc.oviivetreceeeneeceensc et s tsso s eses e senseessseseessesssesmsesseessssss s ssesssenn 1
If "Yes," indicate what the Needs Assessment describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

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

of the community

How data was obtained

The health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-incoms persons, and minority

groups

g The process for identifying and prioritizing community health needs and services to mest the community health needs

h |:| The process for consuiting with persons representing the community's interests

i Information gaps that imit the hospital facility’s ability to assess all of the community’s health needs

} ] other(describe in Part Vi)

2 Indicats the tax year the hospital facility last conducted a Needs Assessment: 20

8 In conducting its most recent Needs Assessment, did the hospital facility take into account input from persons who represent
the community served by the hospital facility? If *Yes," describe in Part VI how the hospital facility took into account input

Yes | No

U 000 000

[ -

from persons who represent the community, and identify the persons the hospital faciity consutted ., ... ... . 3
4 Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes," list the other
hospital fACITHES IV PAITVI ... .. ..oeouicremeceeeeeteesceseaosetsasesssseeseesssessesssssseseeesseseesesesssesesee s ses s essseessesesss s eeees oo eee 4

& Did the hospital facility make its Needs Assessment widely available to the public? ... 5
if *Yes," indicate how the Needs Assessment was made widely available (check all that apply):
a D Hospital facifity’s website
b [_] Avaiiable upon request from the hospital faciiity
o [ other (describe in Part v
8 If the hospital facifity addressed needs identified in its most recently conducted Needs Assessment, indicate how (check alt
that apply):
Adoption of an implamentation strategy to address the health needs of the hospital facility’'s community
[ Execution of the implementation strategy
Participation in the development of a community-wide community benefit pian
Participation in the execution of a community-wide community benefit plan
Inclusion of a community benefit section in operational plans
Adoption of a budgst for provision of services that address the needs identified in the Needs Assessment
Prioritization of heatth needs in its community
Prioritization of services that the hospital facifity will undertake to meet health needs in its community
Other (describe in Part VI)
7 Did the hospital facllity address all of the needs identified in s most recently conducted Neads Assassment? If *No,” explain
in Part VI which needs it has not addressed and the reasons why it has not addressed such needs . smsrereressasiasnsesia 7
Financlal Assistance Policy
Did the hospital facllity have in ptace during the tax year a written financial assistance policy that:
8 Explained efigibifity criteria for financial assistance, and whether such assistance includes free or discounted care?

~oEoe “o a0 00D

000000

8 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income individuals?
If “Yes," indicate the FPG family income [imit for eligibliity for free care: %

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

032004 02-24-11 Schedule H (Form 990) 2010



Schedule H (Form 880) 2010 MAR T CO HOSPIT . - 7
art | Facility Information (continusd) NOT REQUIRED
Yes | No
10 Used FPG to dstermine eligibility for providing discounted care to low income individuals? . . ... .. . . | 10 |
if “Yes," indicate the FP@ family income limit for eligibility for discounted care: %
11 Explained the basis for calculating amounts charged to patients? , . ... . . 11
If “Yes,” indicate the factors used in determining such amounts (check all that apply):
a D Incoma level
b [] Assetlevel
c D Medical indigency
d |:| Insurance status
] D Uninsured discount
t [ MedicaldMedicare
9 D State regulation
h [J other (describe in Part vi)
12 Explained the method for applying for financial @SSISANCOT .....................cooueeecmeeeereeeeeeseeees e eeee e s e e es s s s s 12
13 Inciuded measures to publicize the poficy within the community served by the hospital facility? 13

if “Yes," indicate how the hospital facility publicized the policy (check all that apply):
The policy was posted on the hospital facility’s wabsite
D The policy was attached to billing invoices
The policy was posted in the hospital facility’s emergency rooms or waiting rooms
The policy was posted in the hospital facility's admissions offices
The policy was provided, in writing, to patients on admission to the hospital facitity
The poficy was avallabls on request

g [ other(describe in Part i)
Billing and Collections
14 Did the hospital faciiity have in place during the tax year a separate bifing and collections policy, or a written financial
assistance policy that explained actions the hospital facility may take upon non-payment? 14
16 Check all of the following collection actions against a patient that were permitted under the hospital facllity’s policies at any
time during the tax year:
Reporting to credit agency
Lawsuits
D Liens on residences
Body attachments
Other actions (describe in Part Vi)
16 Did tho hospital facility engage in or autharize a third party to perform any of the following collection actions during the
BAXYBRI? .. ......ooeoceeeectrscreneemaeaes st b s sass st essa st st see e esas s e s s e s eese e se et es e 16
If "Yes,* check all collection actions in which the hospital facility or a third party engaged (check all that apply):
Reporting to credit agency
Lawsuits
Liens on residences
] Body attachments
Other actlons (describe in Part Vi)
17 Indicate which actions the hospital facility took before initiating any of the coflection actions checked in fine 16 (check all that
BPDIV: ..ot tses s RRA AR eR st sttt eeeseeeeeeeeeone
Notified patients of the financlal assistance policy on admission
Notifiad patients of the financial assistance poticy prior to discharge
|:| Notified patients of the financial assistance polficy In communications with the patients regarding the patients’ biils
Documented its determination of whether a patient who appéad for financial assistance under the financial
assistance policy qualified for financial assistance
Other (describe in Part

032085 02-24-11 Schedule H (Ferm 990) 2010
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Schedule H (Form 930) 2010 MARGARET MARY COMMUNITY HOSPITAL, INC. 35-6067049 Pages
art Facility Information (continues) NOT REQUIRED
Policy Relating to Emergency Medical Care
18 Did the hospital facility have in place during the tax year a written policy relating tp emergency medical care that requires the

hospital facility to provide, without discrimination, care for emergency medical conditions to individuals regardless of their
eligibitity under the hospital facliity’s financial assistance policy? ................ ettt s aes s s a e b |18

Yes | No

if °No," indicate the reasons why (check all that apply):
a The hospital facility did not provide care for any emergency medical conditions
b |:| The hospital factlity did not have a policy relating to emergency medical care
c The hospital facility imited who was eligible to receive care for emargency medical conditions (describe in Part Vi)
d [ ] other (describe in Part Vi)
Charges for Medical Care

19 Indicate how the hospital facllity determined the amounts billed to individuats who did not have insurance covering
emergency or other medically necessary care (check all that apply):

a D The hospital facility used the lowest negotiated commerclal insurance rate for those services at the hospital facility

b D The hospital facility used the average of the three lowest negotiated commerclal insurance rates for those services
at the hospital facility

¢ [_] The hospital facility used the Medicare rate for those services

d [ Other (describe in Part Vi)

20 Did the hospital facifty charge any of its patients who were eligible for asststance under the hospital faciiity's financial
assistance policy, and to whom the hospital facility provided emergency or other medically necassary services, more than
the amounts generally billed to individuats who had insurance covering such care?
If "Yes,* explain in Part V1.

21 Did the hospital facility charge any of its patients an amount equal to the gross charge for any service provided to that .
PBUBIIE? . ......oeeeeeeettsesesee e cesseseseseamsanas s sassse s eme e eseessems st see st eee s oo ssmme e e eeesseeseeeeeeeeeeeeeseeoen 21

032088 02-24-11 Schedute H (Form 980) 2010



Section C. Other Facliities That Are Not Llcensed. Registered, or Similarly Recognized as a Hospital Facility

(st In order of size, measured by total revenue per facility, from largest to smallest)

How many non-hospital facilities did the organization operate during the tax year? 0
Name and address Type of Facility (describe)
032097 02.24-11
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Scheduls H (Form 990) 2010 MAR T OMMUNITY HOSPI . -6067
rt Supplemental Information
Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, Enes 3c, 6a, and 7; Part |I; Part Hi, lines 4, 8, and 8b; and Part V, Section B,
lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15¢, 168, 170, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to any needs
assessments 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 efigibility for assistance under federa), state, or local govermment programs or under the organization's financial
assistance policy.

4 Community Information. Describe the community the crganization serves, taking into account the gecgraphic 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 exampt purpose by promoting the health of the community (e.9., open medical staff, community board, use of surplus
funds, etc.).

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

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

PART I, LINE 3C: FOR ELIGIBILITY GUIDELINES A SLIDING SCALE IS USED
FOR DISCOUNTED CARE IF THE PATIENT IS OVER OUR 275% FEDERAL PQVERTY

GUIDELINES .

PART I, LINE 7: THE COST TO CHARGE RATIO METHOD WAS USED TO

CALCULATE THE CHARITY CARE AND CERTAIN OTHER COMMUNITY BENEFITS AT COST.

PART I, LINE 7G: N/A - ORGANIZATION DOES NOT INCLUDE ANY COST

ATTRIBUTABLE TO A PHYSICIAN CLINIC IN THE SUBSIDIZED HEALTH SERVICES

COSTS.

PART I, IN 7 COL(F): TOTAL BAD DEBT EXPENSE OF §5,257,832 INCLUDED ON
FORM 990, PART IX, LINE 25, COLUMN (A) HAS BEEN EXCLUDED FROM THE
DENOMINATOR FOR THE PERCENTAGE CALCULATION PER IRS INSTRUCTION.

PART II: MMCH SUPPORTS COMMUNITY BUILDING BY PARTICIPATING

AND BEING AN ACTIVE PARTNER IN EMERGENCY PREPAREDNESS. MMCH PROMOTES




Schedule H (Form 990) 2010 MAR Y HOSP INC. 35-6067 8
Part Supplemental information

DEVELOPMENT PROGRAMS IN THE HEALTHCARE FIELD. MMCH ALSO HAS A RECRUITMENT

PLAN TO ENSURE ACCESS TO THE MEDICAL CARE.

PART III, LINE 4: SECTION A, LINE 2 EXPLANATION: AUDITED FINANCIAL
STATEMENT FOOTNOTE 1 SIGNIFICANT ACCOUNT POLICIES: MANAGEMENT RSTIMATES AN
RafsiioNs SUVINVLDE L oLluNIYLICANLI ACCOUNT POLICIKS: MANAGEMENT ESTIMATES AN
ALLOWANCE FOR UNCOLLECTIBLE ACCOUNTS RECEIVABLE BASED ON AN EVALUATION OF
Sn RN TUR VUNLYLLEL2LDLN ACCOUNLIS RECEIVABLE BASED ON AN EVALUATION OF

HISTORICAL LOSSES, CURRENT ECONOMIC CONDITIONS, AND OTHER FACTORS UNIQUE

TO THE HOSPITAL'S CUSTOMER BASE.

PART IIT, LINE 4, SECTION A, LINE 3 EXPLANATION: NO OTHER BAD DEBT AMOUNTS
HAVE BEEN INCLUDED AS COMMUNITY BENEFIT. THE HOSPITAL HAS A DETAILED
FINANCIAL ASSISTANCE POLICY WHICH STATES THAT TO PARTICIPATE IN CHARITY
CARE, CANDIDATES MUST COOPERATE FULLY. IN ADDITION, THE HOSPITAL EDUCATES
PATIENTS WITH LIMITED ABILITY TO PAY REGARDING FINANCIAL ASSISTANCE. FOR
THIS REASON, THE ORGANIZATION BELIEVES IT ACCURATELY CAPTURES ALI, CHARITY
CARE DEDUCTIONS PROVIDED ACCORDING TO THE FINANCIAL ASSISTANCE POLICY AND

THE AMOUNT OF BAD DEBT EXPENSE ATTRIBUTABLE TO PATIENTS ELIGIBLE UNDER THE
== ums S oo oofs SAr NS ALRIDUIABLE 10 PATIENTS ELIGIBLE UNDER THE
ORGANIZATION'S CHARITY CARE POLICY IS NEGLIGIBLE.

PART ITT, LINE 8: THE SOURCE USED TO DETERMINE THE AMOUNT OF MEDICARE
ALLOWABLE COSTS REPORTED FOR PART III, SECTION B, MEDICARE HAS BEEN
M‘“—
PROVIDED FROM THE YEAR ENDED DECEMBER 31, 2010 REPORT: HOSPITAL STATEMENT

OF REIMBURSABLE COST.

PART VI, LINE 2: MMCH COMPLETES A COMMUNITY HEALTH ASSESSMENT EVERY 3
TO 5 YEARS WHICH INCLUDES FOCUS GROUPS WITH LOCAL PARTNERS AND LEADERS.
S Tt St VLYo UROUIS WLIH LOCAL PARTNERS AND LEADERS.

L 3: MM ED TES PATIENT. ER, ABOUOT
Schedule H (Ferm 990) 2010
032271 03-08-11



Scheduls H (Form 2010 T MARY COMMUNITY HOSPITAL, INC. 35- 7049 Pages
art Vi| Supplemental Information

ELIGIBILITY FOR ASSISTANCE WITH POSTED SIGNAGE IN ALI, REGISTRATION AREAS

AND ON OUR WEBSITE.

PART VI, LINE 4: MMCH SERVES A PRIMARY AND SECONDARY MARKET THAT
INCLUDED RIPLEY, FRANKLIN, AND DECATUR COUNTIES. THIS IS PRIMARILY A
—_‘—"—lﬁ———

RURAL; COMMUNITY.

PART VI, LINE 5: MMCH IS GOVERNED BY A COMMUNITY BOARD. MMCH
OPERATES A 24 HOUR EMERGENCY ROOM. MMCH COMPLETES A COMMUNITY ASSESSMENT
et 2 ot SR SR Abx RUOM. MMCH COMPLETES A COMMUNITY ASSESSMENT

AND A PLAN TO ADDRESS OUR COMMUNITY NEEDS.

PART VI, LINE 6: N/A - THE ORGANIZATION IS NOT PART OF AN AFFILIATED

HEALTH CARE SYSTEM.

PART VI, LINE 8: LIST OF STATES RECEIVING COMMUNITY BENEFIT REPORT:

INDIANA

Schedule H (Form 990) 2010
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