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(Form 990)

Internal Revenue Service

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

2011

Attach to Form 990. See separate instructions. i
Department of the Treasury > > p instructi (l)nen t?. Public
nspection

Name of the organization

Employer identification number

DEKALB MEMCORI AL HOSPI TAL, | NC 35-1064295
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 . . . . . . .. 1a| X
b If"Yes,"wasitawritten policy?. . . . & v o v i i e e e e e e e e e e e e e e e 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) to determine eligibility for providing free care? If
"Yes," indicate which of the following was the FPG family income limit for eligibility for freecare: , . , . . . . ... . ... ... 3a| X
100% 150% Ij 200% Other %
b Did the organization use FPG to determine eligibility for providing discounted care? If "Yes," indicate which
of the following was the family income limit for eligibility for discounted care: . . . . . . . .. . . . ' v v o\ .. 3b | X
200% |:| 250% 300% 350% 400% |:| Other = %
¢ If the organization did not use FPG to determine eligibility, describe in Part VI the income based criteria 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, to determine 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
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? . . . . . . . . . v o v o v i i i o e . 5c
6a Did the organization prepare a community benefit report during the taxyear? . . . . .. .. .. oo o 6a| X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . . . o o i i v o i 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 (a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government aﬁg’é‘r‘:;gr (Osetrvedl benefit expense revenue benefit expense of total
Programs (optional) ptional) expense
a Financial Assistance at cost
(from Worksheet1) . . . . 537' 157. 537’ 157. . 96
b Medicaid (from Worksheet 3,
COUMNE) « v v o v v s . 8, 948, 075. 3, 109, 785. 5, 838, 290. 10. 47
C Costs of other means-tested
government programs (from
Worksheet 3, column b) |
d Total Financial Assistance and
Means-Tested Government
Programs « « « « + & 4 s 9, 485, 232. 3, 109, 785. 6, 375, 447. 11. 43
Other Benefits
€ Community health improvement
e oy bt 318, 253, 318, 253, 57
f  Health professions education
(from Worksheet5) . . . .
g Subsidized health services (from
Worksheet6)s = & & & & & &
h Research (from Worksheet 7)
i Cash and in-kind contributions
for community benefit (from
Worksheet8), . . . . . . .
j Total. Other Benefits. . . . 318, 253. 318, 253. . 57
K Total. Add lines 7d and 7j. . 9, 803, 485. 3, 109, 785. 6, 693, 700. 12. 00

For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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Schedule H (Form 990) 2011

DEKALB MEMORI AL HOSPI TAL,

I NC

35-1064295

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)

Physical improvements and housing

Economic development

Community support

Environmental improvements

(S0 F = KV |\ |

Leadership development and

training for community members

[<2]

Coalition building

Community health improvement

advocacy

8

Workforce development

9

Other

10

1

0 N o O

Total

Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense ves | No
Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
Statement NO. 152, . . . . it it e it e e e e e e e e e e e e e e e e e e e e e 1| X
Enter the amount of the organization's bad debtexpense . . . . . ... ... ... ... 2 5, 157, 065.

Enter the estimated amount of the organization's bad debt expense attributable to

patients eligible under the organization's financial assistance policy . . . . . . .. ... 3 515, 707.
Provide in Part VI the text of the footnote 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 2
and 3, and rationale for including a portion of bad debt amounts as community benefit.

Section B. Medicare
Enter total revenue received from Medicare (including DSHand IME) . . . . ... ... 5 6, 503, 495.

Enter Medicare allowable costs of care relating to paymentsonline5 . ... ... ... 6 8, 339, 191.
Subtract line 6 from line 5. This is the surplus (orshortfall) . . ... ........... 7 -1, 835, 696.
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? DescribeinPartVlI , |, , . ., . . ., . . . . . . 9b X

Management Com

panies and Joint Ventures (see instructions)

(a) Name of entity

(b) Description of primary
activity 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 %

O [N [0~ (W ([N (-

=
o

11

12

13
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DEKALB MEMORI AL HOSPI TAL, | NC 35-1064295
Schedule H (Form 990) 2011 Page 3
Facility Information
Section A. Hospital Facilities

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

endsoy pasuaoi
[endsoy s,uaipyo
lendsoy Buiyoea ]
Aoey yoressay
sinoy z-43
1ayl0-43

How many hospital facilities did the organization operate
during the taxyear? _ 1

[ea1Bins 7 [e2IpaW [RIBUSD
|endsoy ssaooe [eond

Name and address Other (describe)
1 DEKALB MEMORI AL HOSPI TAL

1316 E 7TH STREET

AUBURN I'N 46706 X X X
2

10

11

12

13

14

15

16

Schedule H (Form 990) 2011
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DEKALB MEMCRI AL HOSPI TAL, | NC 35-1064295
Schedule H (Form 990) 2011

Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)
Name of Hospital Facility: DEKALB MEMORI AL HOSPI TAL
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 1
Yes No

Community Health Needs Assessment (Lines 1 through 7 are optional for tax year 2011)

1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs
assessment (Needs Assessment)? If "No," skip to line 8 1

If "Yes," indicate what the Needs Assessment describes (check all that apply):

a || 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

d | | How data was obtained
|| The health needs of the community
f L Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups

g |:| 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 Part VI)

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

3 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 from persons who represent the community, and identify the persons

— - 5

the hospital facility consulted . . . . . . . . ... L e e e e e e e e e 3
4 Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,"
list the other hospital facilities in Part VI, . . . .. .. ... . e 4
5 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 | | Hospital facility's website

Available upon request from the hospital facility

L__| Other (describe in Part VI)

6 If the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate

how (check all that apply):

Adoption of an implementation 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 plan

Participation in the execution of a community-wide community benefit plan

Inclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in the Needs Assessment

Prioritization of health needs in its community

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

L__| Other (describe in Part VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If "No," explain
in Part VI which needs it has not addressed and the reasons why it has not addressedsuchneeds . . . . . . .. .. ... 7

o T

- T Q "o Q 0 T 9

Financial Assistance Policy

Did the hospital facility have in place during the tax year a written financial assistance policy that:
8  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted

9  Used federal poverty guidelines (FPG) to determine eligibility for providing free care? 9

If "Yes," indicate the FPG family income limit for eligibility for free care:1 5 0 %
If "No," explain in Part VI the criteria the hospital facility used.

Schedule H (Form 990) 2011
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DEKALB MEMORI AL HOSPI TAL, | NC 35-1064295

Schedule H (Form 990) 2011 Page 5
Facility Information (continued) DEKALB MEMORI AL HOSPI TAL
Yes | No
10 Used FPG to determine eligibility for providing discounted care? . | . . . . . . . . . . o v o 10 | X
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 3 0 0 o4
If "No," explain in Part VI the criteria the hospital facility used.
11 Explained the basis for calculating amounts charged to patients? _ . . . . . . . . . . . . 11 | X
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | X| Income level
b | X| Asset level
¢ | X| Medical indigency
d | X| Insurance status
e | X| Uninsured discount
f | X| Medicaid/Medicare
g | | State regulation
h [ | Other (describe in Part VI)
12 Explained the method for applying for financial assistance?, . . . . . . . . . . . . . v o i 12 | X
13 Included measures to publicize the policy within the community served by the hospital facility? |, ., . . . . . . 13 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | X| 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 emergency rooms or waiting rooms
d | X| The policy was posted in the hospital facility's admissions offices
e | X| The policy was provided, in writing, to patients on admission to the hospital facility
f | X| The policy was available on request
g L X| Other (describe in Part VI)
Billing and Collections
14 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 actions the hospital facility may take upon non-payment? . _ | 14 | X
15 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 patient's eligibility under the
facility's FAP:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the patient's eligibility under the facility's FAP? | . . . . . . .. 16 X
If "Yes," check all actions in which the hospital facility or a third party engaged:
a | | Reporting to credit agency
b | | Lawsuits
¢ | | Liens on residences
d | | Body attachments
e || Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the actions checked in line 16 (check
all that apply):
a | | Notified patients of the financial assistance policy on admission
b | | Notified patients of the financial assistance policy prior to discharge
¢ || Notified patients of the financial assistance policy in communications with the patients regarding the
patients’ bills
d |:| Documented its determination of whether patients were eligible for financial assistance under the
hospital facility's financial assistance policy
e |:| Other (describe in Part VI)

JSA
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DEKALB MEMORI AL HOSPI TAL, | NC 35-1064295

Schedule H (Form 990) 2011 Page 6
Facility Information (continued)  DEKALB MEMDRI AL HOSPI TAL
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 care
that requires 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? . . ... ... ... 18 | 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 Part VI)
d |:| Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 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 Part VI)
20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's
financial assistance policy, and 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
(072 T 20 X
If "Yes," explain in Part VI.
21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for any
service provided to that patient? . . . . . & v o 0 0 i s e e e e e e e e e e e e e e s 21 X

If "Yes," explain in Part VI.

JSA
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DEKALB MEMORI AL HOSPI TAL, | NC 35-1064295
Schedule H (Form 990) 2011 Page 7
Facility Information (continued)
Section C. 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) 2011
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DEKALB MEMORI AL HOSPI TAL, | NC 35- 1064295
Schedule H (Form 990) 2011 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16€, 17e, 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 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 hospitals 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.

PART 11, LINE 4A

ACCOUNTS ARE CONSI DERED DELI NQUENT AND SUBSEQUENTLY WRI TTEN OFF AS BAD
DEBTS BASED ON | NDI VI DUAL CREDI T EVALUATI ON AND SPECI FI C Cl RCUMSTANCES OF
THE ACCOUNT. AN AGGREGATE COST TO CHARGE RATI O WAS USED TO PROVI DE BAD
DEBT AT COST. THE ESTI MATED AMOUNT OF THE HOSPI TAL' S BAD DEBT EXPENSE (AT
COST) ATTRI BUTABLE TO PATI ENTS THAT M GHT HAVE BEEN ELI G BLE UNDER THE
HOSPI TAL' S CHARI TY CARE POLI CY WAS DETERM NED BY COWVPUTI NG A PERCENTAGE
OF DOLLAR AMOUNT TOTALS OF ACCOUNTS APPROVED FOR ASSI STANCE TO TOTAL
APPLI CATI ONS AND THEN APPLI ED THE PERCENTAGE TO THE APPLI CATI ONS THAT
WERE DEN ED DUE TO | NCOVPLETE | NFORVATI ON TO COVE UP W TH AN ESTI MATE OF
WHAT WOULD HAVE QUALI FI ED | F THE | NFORVATI ON HAD BEEN RECEI VED. THE

RATI ONALE BEI NG THAT HAD THE | NFORVMATI ON BEEN RECEI VED, THOSE ACCOUNTS

WOULD HAVE BEEN APPROVED.

PART 111, LINE 8A
MEDI CARE SHORTFALL IS NOT TREATED AS COMWMUNI TY BENEFI T. THE METHODOLOGY
USES THE DEPARTMENT COST TO CHARGE RATI O GENERATED BY THE MEDI CARE COST

REPCRT.

JSA Schedule H (Form 990) 2011
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DEKALB MEMORI AL HOSPI TAL, | NC 35- 1064295
Schedule H (Form 990) 2011 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16€, 17e, 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 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 hospitals 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.

PART 111, LINE 9B
ACCOUNTS QUALI FYI NG FOR CHARI TY CARE OR FI NANCI AL ASSI STANCE ARE
DESI GNATED AS SUCH I N THE ACCOUNTS RECEI VABLE SYSTEM AND ARE NOT WRI TTEN

OFF TO BAD DEBT OR SENT TO A COLLECTI ON AGENCY.

PART V, SECTION B, LINE 13
THE STATEMENT REGARDI NG AVAI LABLE ASSI STANCE | S POSTED I N THE FOLLOW NG

AREAS OF THE HOSPI TAL, BUT NOT THE ENTI RE POLI CY:

HOSPI TAL FACI LI TY' S EMERGENCY ROOM5S OR WAI TI NG ROOVB

HOSPI TAL FACI LI TY'S ADM SSI ONS OFFI CES

NEEDS ASSESSMENT
PERI ODI C FOCUS GROUP SURVEYS BY OUTSI DE CONSULTANTS ARE PREPARED EVERY
3-5 YEARS TO ASSESS THE NEEDS OF THE COMMUNI TY. THESE SURVEYS | NCLUDE

I NPUT FROM | NDI VI DUALS, HEALTH PROFESSI ONALS, GOVERNVENTAL HEALTH CARE

JSA Schedule H (Form 990) 2011
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DEKALB MEMORI AL HOSPI TAL, | NC 35- 1064295
Schedule H (Form 990) 2011 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16€, 17e, 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 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 hospitals 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.

OFFI Cl ALS AS VELL AS REPRESENTATI VES FROM DEKALB HOSPI TAL. THE SURVEY
SCLICI TS I NPUT ON THE HEALTH CARE NEEDS | NCLUDI NG OBESI TY, PREVENTI VE
MEDI CI NE, VACCI NATI ONS, CARDI OVASCULAR, ETC. THESE NEEDS AND CONCERNS ARE
EVALUATED AND APPROPRI ATE PLANS ARE PUT | NTO ACTI ON TO DEAL W TH THE MOST
PRESSI NG | SSUES. CUSTOMER SATI SFACTI ON SURVEYS ARE ALSO USED TO | DENTI FY

UNMET HEALTHCARE NEEDS OF THE COVMUNI TY.

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

UPON ADM TTANCE TO DEKALB HOSPI TAL, PATIENTS ARE PROVI DED | NFORVATI ON
REGARDI NG THE CHARI TY CARE POLI CI ES. FI NANCI AL Al D GUI DELI NES ARE ALSO
| NCLUDED W TH THE BI LLI NG STATEMENTS. SI GNS OUTLI NI NG THE FI NANCI AL Al D
POLI CI ES AND APPLI CATI ONS ARE ALSO LOCATED | N NUMEROQUS AREAS THROUGHOUT
THE HOSPI TAL. ALL NON-| NSURED PATI ENTS ARE STRONGLY ENCOURAGED TO MEET
W TH A FI NANCI AL COUNSELOR TO REVI EW ALL OPTI ONS AVAI LABLE TO THEM

| NCLUDI NG MEDI CARE, MNEDI CAI D, CHARI TY CARE, LOAN AND PAYMENT PROGRANS.
DEKALB HOSPI TAL STAFF W LLI NGLY ASSI ST PATI ENTS W TH QUALI FI CATI ON

CRI TERI A AND COVPLETI ON OF APPLI CATI ONS FOR SUCH PROGRAM5, WHERE

APPLI CABLE.
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DEKALB MEMORI AL HOSPI TAL, | NC 35- 1064295
Schedule H (Form 990) 2011 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16€, 17e, 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 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 hospitals 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.

COVMUNI TY | NFORVATI ON

DEKALB MEMORI AL HOSPI TAL | S THE SOLE COMMUNI TY HOSPI TAL LOCATED | N DEKALB
COUNTY, SERVI NG DEKALB, PORTI ONS OF STEUBEN, NOBLE AND ALLEN COUNTI ES AND
THE TOMWNS OF HI CKSVI LLE AND EDGERTON | N NORTHWEST OHI O. THE POPULATI ON OF
DEKALB MEMORI AL HOSPI TAL' S PRI MARY SERVI CE AREA | S APPROXI MATELY 42, 000
AND POPULATI ON GROMH HAS REMAI NED AT 3-4% ANNUALLY. DUE TO THE 2008
ECONOM C DOMNTURN, DEKALB HAS SEEN AN | NCREASE | N THE UNI NSURED AND
UNDERI NSURED AND QUALI FI ES FOR DI SPROPORTI ONATE SHARE PAYMENT ON THE

MEDI CARE COST REPORT DUE TO THE LARCER THAN NORVAL SHARE COF MEDI CAlI D

PATI ENT VOLUME SERVED BY THE HOSPI TAL. THE DEMOGRAPHI C AREA SERVED BY
DEKALB MEMORI AL HOSPI TAL | S MADE UP OF A MEDI AN HOUSEHOLD | NCOVE OF
APPROXI MATELY $45, 000, THE MEDI AN AGE | S 40 AND CONTAI NS PRI MARILY A BLUE

COLLAR AND AGRI CULTURAL WORKFORCE.

PROMOTI ON OF COVMUNI TY HEALTH
THE HOSPI TAL G VES BACK FI NANCI ALLY, EDUCATI ONALLY, AND THROUGH
VOLUNTEERI SM  AWARENESS | NI TI ATI VES AND SUPPORT GROUPS. SOVE OF THE MANY

COVMUNI TY EDUCATI ON PROGRAMS FOR CHI LDREN AND ADULTS | NCLUDE: PRENATAL
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DEKALB MEMORI AL HOSPI TAL, | NC 35- 1064295
Schedule H (Form 990) 2011 Page 8
Supplemental Information

Complete this part to provide the following information.
1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16€, 17e, 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 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 hospitals 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.

EDUCATI ON, ACLS, CPR, AND FI RST Al D TRAI NI NG DI ABETES EDUCATI ON, SMOKI NG
CESSATI ON AND VEI GHT MANAGEMENT. SOMVE OF THE COVMUNI TY QUTREACH

ACTI VI TI ES 1 NCLUDE | NVOLVEMENT IN: COVMMUNI TY AND WORKPLACE HEALTH &
VELLNESS FAI RS, ROTARY PRESENTATI ONS, BACK TO SCHOOL SPCORTS PHYSI CALS,

GRI EF CARE, HEART CARE AND ORGAN DONATI ON DI SCUSSI ON SERI ES, SHOTS FOR
TOTS, UN TED WAY DAY OF CARI NG, PROVI DI NG EMS STANDBY FOR 20+ COVMUNI TY
EVENTS AND DI SASTER PREPAREDNESS. ADDI Tl ONALLY, THE HOSPI TAL PROVI DES

FI NANCI AL DONATI ONS TO OVER 50 NON- PROFI T ORGANI ZATIONS | N THE COVMUNI TY

TOTALI NG OVER $100, 000 ANNUALLY.
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