SCHEDULEH Hospitals OMB No. 1645-0047

{(Form 980)

Department of the Treasury
Intemal Revenue Service

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

Namo of the organization

INDIANA UNIVERSITY HEALTH BEDFORD, INC. 237042323

»- Attach to Fornt 990, D See separate instructions. Onento ?ublm
inspection
Employor [dentiflcation nurmbar

Financial Assistance and Certain Other Community Benefits at Cost

1a Did the organization have a financial assistance policy during the tax year? i "No," skip to question8a . . . . . . .,
b f"Yes "wasitawrilenpolicy?. + + v+ ¢ s v v s i v o n e i s e e e
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financlal assistance policy to its varlous hospital facllities during the tax vear.
Applied uniformly to all hospitai facillties Applied uniformly to most hospital facilities
Generally tallored to individual hospital faciiities
3 Answer the following based on the financlal assistance eligibility criterla that applied to the largest number of
the organlzation's patients during the tax year.
a Did the organization use Federal Poverly Guidefines (FPG) fo delermine eligibility for providing free carg? If
Yes." indicate which of the following was the FPG family income {imil for eligibility for freecarer , , . ., ... ... R,
100% D 150% 200% Other %
b [d the organization use FPG to determine eligibifity for providing discounfed care? K "Yes," indicate which
of the following was the family income limit for eligibility for discounted care: . . . . . .. . v v v v v v v .
200% 250% b 300% 350% 400% 01157 SUR -
c If the organization did not use FPG to determine efigibility, 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 othar threshold, regardiess 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™?, | . . . . ... L e e
8a Did the grganization budget amounts for free or discounted care provided under i financlal assistance policy durlng the tax year?
b if “Yes," did the organization's financial assistance expenses exceed the budgeted amount? . + . . . .. v v v v o u
¢ K "Yes" to line Bb, as a result of budget considerations, was the organization unab%e te provide free or
discounted care to a patient who was eligible for free ordiscounted care? . « . .+ o .. L. PN
6a Did the organization prepare a community benefit report during the taxyear? .. . .. e e e e e
b f "Yes,” did the organization make It available fo the publie? . . . . . . P
Camplate the following iable using the worksheets provided in the Schedule H instructions, Do not submit
these worksheets with the Schedule H,
7 _._Financlal Assistance and Gertain Other Community Benefits af Cost
(inancial Ausistance and - [CLIRAFTT FESECR T 6] Lo sommunty ) Diect offeeting ) s armenen
Programs (cpgmm} (optional)
a Financlel Assislanea al cost
(from Worksheat 1) - . 2651 2,673,831, 2,673,831, 3.32
b Medicaid (from Workshest 3,
e 3053 5,769,749, 850,470, 4,819,279, 9,58
&2 Costs of other means-tested
government programe (from
Worksheet 3, columm b
d Total Financia) Assistance and .
e 5704 8,443,580, 950, 470. 7,493,110. 14.90
Other Benefits
€ Community heatth improvement
pa Rl 15| 5417 597,355, 2,425, 594,930, 1.18
€  Health professions education
(from Worksheat5) « + + 2 5 98,302, 98,302. .20
¢ Subsidized hoatth services {from
WorkshetB)e « » v o 1 2 747,598, 747,588, 1.49
h  Research (from Worksheet 7)
i Cash and In-Kind contsbutions
Toriamanig o L 1,870, 1,870,
j Total Other BeneRs, « « 20 5422 1,445,125, 2,425, 1,442,700, 2,87
% Total, Add lines 74 8nd 7j. . 29 11126 9,888,705, 952,885, 8,935,810, 17.77

For Paperwork Reduction Act Notice, sae the Instructions for Form 490,

JSA
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INDIANA UNIVERSITY HEBLTH BEDFORD, INC. 23-7042323
’ Page 2

s'cheu H (Form 990) 2011

M Community Building Activities Complete this table if the organization conducted any community building
activifies during the tax year, and describe In Part VI how its communtily building activities promoted the
health of the communities it serves.

{g) Numbar of | {b) Parsons {c} Total community (et} Pract offsefling {e) Net community {f) Percent of
activitias or served bullding expenae revenue bullding expense total expense
progeams {eptional)
{optional)
1_Physleal improvemants sod housing 1 4 ’ 834. 4, 834. .01
2 Economic development 1 27,811, 27,811, .06
3 GCommunily suppart 1 15 4,699, 4,698, .01
4 _Environmental Improvements
& Leadeiship devalapmnntaﬁu
tsaining for community members
6 Coalition buliding
7 Communily heakh improvement
advocasy
§ Warkforce davelopment
9 Other
10 Total 3 15 37,344. 37,344. .08
"P‘H: i Bad Debt, Medicare, & Collection Practizes

Section A, Bad Debt Expense ‘ Yes | No

1 Did the organization report bad deb! expense in accordance with Healthcare Financial Management Assaciation
BtalementNo. 18, . ot h e e e s e e e e L

2 Enter the amount of the organizatlon's bad debtexpense . . ., . ... .. v e v .. L2 151,214.
3 Enter the estimated amount of the organization's bad debt expense atiributable to
patienta eilgible under the organization's financial assistance pelicy , , ., .. ..... L3

4 Provide in Part V| 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 porfion of bad debt amounts as community benefit.

Section B. Medicare

5 Enter tolal revenue received from Medicare (including DSHand IME) . . . .. .. ... |5 17,571,762,
Entar Medicare allowable costs of care relating to paymentsonfne5 . . . . . R - 15,802,581,
1,769,181,

8

7 Subtractline 8 from line 5. Thisls the surplus (orshortfall) . . . . . v v v v s o v oo o LT

8 Describe in Part VI the extent to which any shortfall reported in fine 7 should be treated as community benefit.
Also deseribe In Part VI the costing methodology or source used te determine the amount reported on line 6.
Check the box that describes the method used:

Cost accounting system Cost lo charge ratio D Other

Section . Collection Practices ‘
ga Did the organization have a written debt collection policy dwring thetaxyear?. . . ... .. .. o v v .. 82l X
b 1t "Yes* did the erganizalion's coliection policy that applled o the langest number of Hs patlents during the tax year contain provisions on the
) collection prectices to be followed for patients who are known to quallfy for financial essistance? Descrive i PtV . o o 4 4 4 o v v v a2 s s gh | X
Management Companies and Joint Ventures (see instructions)
() Name of enfity (b} Description of primary (¢} Organization’s {d) Officers, direclors, | (e} Phyéic:iarss‘
actlvity of entity profit % or stock trusiees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownershia %
1
2
3
4
5
6
7
8
8
10
11
12
13

JSA Schedule H (Form 980} 2011
W% s 1274



INGIANA UNIVERSITY HEALYH BEDFORD, INC. 23-7042323
Sahetule H {Porm $90) 2011 Page 3
W-ERAE  Facility Information

Section A, Hospital Facilities

Fago-yd

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

jeudsoy pasusary
{eldsoy 5,0apRD
{esdsoy Bugaesy,
fior) yneesay
SINOY Z-uT

How many hospitai facilities did the organization operate
during the taxyear? __ 1

tendsoy sseooe jeonpd

eoiBms 9 jeaIpelll jRIGUSD

Name and addrass Other {deseribe)

1 IU HEALTH BEDFCRD, INC.
2900 WBST 16TH STREET
BEDFORD IN 47421 X X

2

10

11

12

13

14

16

16

Senheduie H {(Forim 390) 2011

Jaa

181286 4,000
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INDIANA UNIVERSITY HEALTH BEDFORD,

INC.

23-7042323
Page 4

Schedule H (Form 5303 2011
Ta'8 Facility Information {continued)

Section B. Facility Poficies and Practices
(Complete a separate Section B for each of the fespltal facliities listed in PartV, Section A)

Name of Hospital Facility: 1U HEALTH BEDFORD, INC.

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 1

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

4

1]

™ TFE T L0 gD

v

During the tax year or any prior tax year, did the hospitat facility conduct a communily health needs
assessment {Needs Assessment)? If "No,"skipto line 8., ,
i "Yes,” indicate what the Needs Assessment describes (check all that apply):
A definition of the communily served by the hospital facility
Demoegraphics of the community
Existing health care faciiities and resources within the community that are avaslable to respond fo the
health needs of the community
How data was obtained
The heaith needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
D The process for identifylng and pricritizing community health needs and services to meet the 3
community health needs
The process for consulting with persons representing the communily's interests
information gaps that limit the hospital facflity's ability to assess the community's health needs
Other {describe in Part Vi)
Indicate the tax year the hospital facility last conducted a Needs Asgessment 20 __ |
tn conducting its most recent Needs Assessmeni, did the hospital facilty teke Into account Input from
persons who represent the community served by the hospital faclity? If "Yes," describe in Part VI how the
hospital facility took into account Input from persons who represent the community, and idantify the persons
the hospital facility consuted , , . . .. .. ..
Was the hospital facility's Needs Assessment conducted with one or more other hespital faciimesﬁ if "Yes,"
list the other hogpital faciittes inPartVi . . . . ., ..
Did the hospital facllity make its Needs Assessment widely available to the public?. . .
if "Yes," indicate how the Needs Assessment was made widely available (check ail that apply):
Hospitaf facility's website
|| Avaliable upon request from the hospital facility
.1 Other {describe in Part VI)
if the hospltal facility addressed nseds Identified in its most recently conducted Nesds Assessment, indicate |5
how (check ail that apply):
Adoption of an impiementation sirategy to address the haalth needs of the hospital faotlity's community
Execution of the implementation strategy
Participaticn in the development of a community-wide community benefit plan
|__| Participation in the exscution of & community-wide community benefd ptan
|| 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
Prioritlzation of health needs in its communily
| Prioritization of services that the hospital facility will undertake to meet health needs In its community
|| Other {describe in Part Vi)
D|d the hospital facility address all of the needs Identified In it most recently conducted Needs Agsessment? if "No,” explain
in Part Vi which needs it has not addressed and the reasons why it hes not addressed suchneeds , » o » 4 r « v v ¢ o v » 7

------- P N R R T I )

NEERENE

....... B4R e e s aa e e A e

A L

------- 4w e kv s e

e N R T

Financial Assistance Polloy 2 ,L; '

8

8

Did the hospital facility have In place durlng the tax year a written financial assistance poficy that: SR
Explained eligibility criteria for financia! assistance, and whether such assistance includes free or discounted
BT, . e e
Used fedaral poverty guidelines (FPG) to determme elrg«btmy for providing frescare? , .. ... 0. P r s 9 | X
i "Yes," indlcate the FPG family income fimit for eligibility for free care: 1 0 0 %

if "No," explain in Part VI the criteria the hospital facifity used.

ERE I )

D R

e

JSA
TE1287 1.000
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INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23-7042323
Schedue H (Form 990) 2011 page 5§
Facility Information (continued) IU HEALTH BEDFORD, INC.

Yas | No

10 Used FPG fo determine eligibllity for providing discotnfad cam? . |, . . . o i v v v v s o v e v e nnn s M0 X
If "Yes," Indicate the FPG family income limit for eligibility for discounted care: 2 0 0 o e
If "No,” explain in Part VI the criteria the hospiial facility used. iy

11 Explained the basis for calculating amounts charged fo patients? , |, , |, .. e e e e e e 11 | X
If "Yes,” indicate the factors used in determining such amounts (check all that apply): e

a [ X| income leve =
b | | Assetlavel AN
¢ | X Medical indigency = -
d | | Insurance status Bl
e | & Uninsured discount i
f 2] Medicald/Medicare T
g | .X| State regulation e e
n [_X| Other (describe in Part Vi) fe fe
12 Explained the method for applying for financial assistance?, |, ., . ... ... ... R, 12 1 X
13 Included measures fo publicize the policy within the communlty served by the hospital facility?, . . .., . .. 13 X
If "Yes," Indicate how the hospiaf faciiity publicized the pelicy (check all that apply): : <
a | d} The policy was posted on the hospital facility's website ; i
b | | The policy was attached to billing invoices i
¢ | | The policy was posted in the hospita! facility's emergency rooms or waiting rooms o
d | | The policy was posted in the hospital facliity's admissions offices o
e | X| The policy was provided, in writing, to patients on admission fo the hospital facility
f | Ai The policy was available on request diene
g |[..1 Other (describe in Part Vi) = e

Billing and Collections

14  Did the hospital faclity have In place during the tax year a separate billing and collections poficy, or a written
financlal assistance policy (FAP) that explained actions the hospital faclity may take upon non-payment?, | | |

15 Check all of the following actions against an individual that were permitted under ihe hospital facility's T
policies during the tax year before making reasonable efforts to determine the patient's ligibility under the
facility's FAP:

Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

L] ©Other similar actions (describe in Part VI}

18 Did the hospital facifity or an authorized third parly perform any of the following actions during the tax year

before making reasonable efforts to determine the patient's efigibllity under the facility's FAP? |, . . ... ..

If “Yos," check alf actions in which the hospital facility or a third party engaged:
Raporting fo credit agency

Lawsuils
Liens on reskdences

" Body attachments

|__| Other similar actions {describe in Part Vi)

17  indicate which efforts the hospital faciiity made before initiating any of the actions checked in line 16 (check

all that apply):

T o0 o

& oo orn

a | | Notifled patients of the financial asslstance policy on admission

b [_| Nofified 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 i

d [:] Documented its determination of whether patients were eligible for financial assistance under tha
hospital faciiity's financial assistance policy
@ 1:3 Other (describe in Part Vi)

JBA
184823 1.000

595588 1274



INDIANA UNIVERSITY BEALTH BEDFORD, INC. 23-7042323
Schedule H (Form 950) 2011 Fege B
Parcy Facility Information (confinued)  IU HEALTH BEDFORD, INC.
Policy Relating fo Emergency Medical Care

Yos| No

18 DI the hospital faciity Have in place during the tax year a written policy relatihg to emergency medical care
that requirss the hospital facility to provide, without discrimination, care for emergency medicat conditions to

Individuals regardless of their eligibility under the hospital facility's financial assistance polley? . . . .. . ... ..
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
[ ' The hospital facliity limited who was eligible to receiva care for emergency medical conditions {describe
iy 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
te FAP-eligible individuals for emergency or other medically necessary care,

a The hospital facility used its lowsest nagotiated commerclal insurance rate when calculating the
maxmum amounts that can be charged

b The hospital facility used the average of iis three lowest negotiated commercial insurance rates when
caiculating the maximum amounts that can be charged

e [j The hospltal facility used the Medicare rates when caloulating the maximum amounts that can be
charged

d I:l Cther {describe in Part VI)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facifity's
financial assistance policy, and to whom the hospital faclity provided emergency or other mecically
necessary services, more than the amounts generally bifled to individuals who had insurance covering such
1 e dE s st e s Cr e e e,
if "Yes," explain in Part Vi

21  Did the hospital faclity charge any of its FAP-eligible patients an amount equal to the gross charge for any
gervice provided to thatpatient? . . .. . .. . .. e r bt e e P 4|
i "Yes," explain in Part VI

Scheduts H (Form 950} 2011

JSA

1E1824 £.000
5055BN 1274



INDIANA UNIVERSITY REALTH BEDFORD, INC. 23-7042323
Schedule H (Form 990) 2041 paga T
W TA'E  Facility Information (confinued)
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 smallesf)
How many non-hospital health care facliities did the organization operate during the tax year?

Name and address ) Type of Facility (describe)
1

10

Schedule H {Form 330} 2011

J8&
S8 8Ws BN 1274



INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23-7042323

Schedule H (Form §80) 2011 Page 8

-Tsul  Supplemental Information

Complete this part to provide the foliowing Information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3g, 6a, and 7; Part Ii; Part 11}, lines 4, 8, and 9b and
Part V, Section B, lines 1), 3, 4, 8¢, 6i, 7, 9, 10, 11h, 13g, 15e, 16e, 17¢, 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 reperted in Part V, Section B,

3 Patient education of eligibility for assistance. Describe how the organizatlon informs and educates patients and persons
who may be billed for patient care about thelr eligibiiity 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,

& Promoticn of community health, Provide any other information Impartant to describing how the organization's hospitals facilities ar
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.},

& Affitiated health care system. If the organization is part of an affiliated health care systern, describe the respeciive roles of the
organization and its affilates in promoting the heaith of the communities served.

7 State filing of community benefit report. if applicable, identify all states with which the organization, or & related
organization, files 2 community benefit report.

PART I, LINE €A
IU HEALTH BEDFORD'S COMMUNITY RBENEFIY? INFORMATION I8 INCLUDED IN IU

HEALTH'S (PARENT COMPANY) COMMUNITY BENEFIT REPORT.E.

PART I, LINE 7, COLUMN (F)

BAD DEBT EXPENSE OF $151,214 WAS EBXCLUDED FROM TOTAL EXRENSES IN THE

CRLCULATION OF THEE PERCENT OF TOTAL EXPENSE.

PART I, LINE 7

WE USED THE COST TO CHARGE RATIO AS OUR COSTING METHODOLOGY.

PART II - COMMUNITY BUILDING ACTIVITIES

WE SUPPORT COMMUNITY BUILDING ACTIVITIES BY INVOLVEMENT WITH THE ECONOMIC
DEVELOPMENT COMMITTEE, THE LOCAL CHAMBER OF COMMERCE AND THE INDIANA
STATE DEPARTMENT OF HBALTH LICENSURE COUNCIL.. WE ALSC OFFER CAREER

EDUCATION AND JOB SHADOWING FOR LOCAL STUDENTS.

JBA Schedule 4 {(Form 930) 2614

1E1927 2.000
50558N 1274



INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23-7042323

Schadula H (Form 890) 2011 Page 8

FEIY] Supplemental Information

Gomplete this part to provide the foliowing information,

1 Required descriptions, Provide the descriptions required for Part |, tines 3¢, 6a, and 7; Part If; Part [ll, Hines 4, 8, and 9b; and
PartV, Section B, lines 1j, 3, 4, 5¢, 61, 7, 9, 10, 11h, 13g, 15e, 16e, 17e, 184, 194, 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 Parl V, Section B.

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

4 Communlty information. Describe the community the organization serves, taking into accouni the geographic area and
demographic constifuents it serves,

§ Promotion of community health. Provide any other information important to describing how the organization's hosphtals facllitfes or
cther health care facilities further its exempt purpose by promoting the health of the communtty (e.g., open medical staff, community

board, use of surplus funds, ele.).

6 Affillated health care system. If the organization is part of an affiiated health care system, describe the respective roles of the
organization and lts affifiates in promoting the health of the communities served,

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

PART IIZI, LINE 4 -
HISTORICALLY, WE BOOK A RESERVE FOR BAD DEBRT BASED CN A MATRIX OF OUR
ACCOUNTS RECEIVABLE; WHEN AN ACCOUNT IS WRITTEN OFF AS BAD DEBT IT IS

BOOKED AGAINST THAT RESERVE. WE USED THE COST TO CHARGE RATIO AS OUR

COSTING METHODOLOGY.

PART IIX, LINE 8
MEDICARE SHORTFALLS AND SURPLUS

MANY OF OUR MEDICARE BENEFICIARIES ARE POOR AND WQOULD HAVE QUALIFIED FOR
THE HOSPITAL'S CHARITY CARE PROGRAM IN ADDITION TO MEDICARE, IF THESE
PATIENTS RAD BEEN TREATED AS CHARITY CARE, THE COST OF MEDICAL CARE WOULD
HAVE BEEN A COMMUNITY BENEFIT. OUR MEDICARE COST REPORT IS USED TO

DETERMINE OUR MEDICARE SURPLUS OR SHORTFALL. 1IN 2011, WE HaD A SURPLUS.

J8A, Schadule H (Form 990) 2011

1EA827 2,000
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IRDIANA UNIVERSITY HEALTH BEDFORD, INC. 237042323

Schedule + (Farm $903 2011 Page 8

E:T28ul  Supplemental information

Complete this part to provide the following information.

1 Regquired descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7, Part If; Part Ili, lines 4, 8, and 9b; and
Part V, Section B, knes 1j, 3, 4, 8c, 61, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 194, 20, and 21,

2 Needs assessment. Describe how the organization assesses the heaith care needs of the communitles it serves, In addition to
any needs assessments reported in Part V, Section B,

3 Patient education of eligibility for assistance, Describe how tha organization informs and educates patients and persons
who may be billed for patient care about their eligibifity for assistance under federal state, or local government programs or

under the organization's financial assistance policy.

4 Community information. Describe the community the organizaiion serves, taking inte account the geographic area and
damographic constifuents it serves.

§ Promaotion of community health. Provide any other informatlon 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, commurlty

board, use of surplus funds, etc.).

6 Affiliated health care system. if the organization is pari of an affifiated health care system, describe the respactive roles of the
erganization and its affifiates in promoting the heaith of the communities served.

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

PART III, LINE 9B

DERT COLLECTION POLICY

THE FIRST STATEMENT LISTS DETAIL BY REVENUE CODE, THE TOTAL BALANCE DUE

BND THE DISCOUNTED AMOUNT DUE IF PAID WITHIN 30 DAYS OF STATEMENT DATE;

THE FIRST STATEMENT FOR UNINSURED PATIENTS WILL ALSO REFLECT THEE

UNINSURED DISCOUNT, ACCORDING TO POLICY. STATEMENTS WILL BE AGED BY THE

LAST PAYMENT DATE ON THE ACCOUNT. PATIENTS WITE MEDICARE WILL RECEIVE 3

STATEMENTS AFTER THE INITIAL DETAIL STATEMENT. NON-MEDICARE PATIENTS

WILL RECEiVE 2 ADDITIONAL STATEMENTS AFTER THE INITIAL DRTAIL STATEMENT.

ACCOUNTE NOT PAID IN FULL THAT RECEIVE TEE 4TH STATEMENT FOR MEDICARE

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

AGENCY. WHEN A PATIENT ESTABLISHES A PAYMENT PLAN, THE STATEMENT PROCESS

I8 CHANGED TO A MONTHLY REMINDER OF PAYMENT AMOUNT NOW DUE. A 10 DRY

RYTENSION FROM THE DUE DATE WILL BE GRANTED TO ALLOW FOR MAILING AND

PROCESSING TIME, BEFORE A PAYMENT IS CONSIDERED DELINQUENT. MULTiPLE

MISSED PAYMENTS WILL RESULY IN THE ACCOUNT BEING REFERRED TO A COLLECTION

AGENCY, WE HAVE A SEPARATE FINANCIAL ASSISTANCE POLICY.

JSA Schadule H {Form 980} 2011

1E1327 2.000
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INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23~T042323

Schedule H (Form 990) 2011 Page 8

Y Supplemental information

Complete this part fo provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 8a, and 7; Part iI; Part [il, lines 4, 8, and 9b; and
Part V, Section B, lines 1}, 3, 4, 5¢, 6i, 7, 8, 10, 11h, 13g, 15¢, 168, 17e, 18d, 18d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health cars needs of the communitles it serves, in addition fo
any needs assessments reported in Part V, Section B,

3 Patlent education of eligibility for assistance. Descrbe how the organization Informs and educates patlients and persens
who may be billad for patient care about their eligibility for asslstance 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 intc account the geographic area amd
demographlc constituents it serves.

5 Promotion of community heaith, Provide any other informalion mportant to describing how the organization's hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the scommunily (e.g., open medical staff, community

board, use of surplus funds, eta.).

& Affiliated health care system. If the organization Is part of an affiliated health care system, desoribe the respective roles of the
organization and its affifiates in promoting the health of the communities served.

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

PARRT V, SECTION B, LINE 114

CREDIT BCORING

PART V, SECTION B, LINE 15E

NONE OF THE ABOVE ACTIONS ARE TAKEN UNTIL AFTER THE PATIENT'S ELIGIBILITY

FOR OUR FAP IS DETERMINED.

PART V, SECTION B, LINE 18D

IV HEALTH'S FINANCIAL ASSISTANCE PROGREM DOES NOT DIFFERENTIATE BETWEEN

EMERGENT AND NON-EMERGENT CARE.

PARY VI, LINE 2 ~ NEEDS ASSESSMENT

A NEEDS ASSESSMENT IS UNDERWAY WITH OUR PARENT COMPANY AND WILL EBE

COMPLETE IN THE FALL 2012,

JSA Schadule H (Form 990} 2011
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INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23-7042323

Schedule H (Form 990) 2011 Page 8
N i} Supplemental Information

Complete this part to provide the following Information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part I Part HI, lnes 4, 8, and 9b; and
Part V, Saction B, lines 1}, 3, 4, 5¢, 81, 7, §, 10, 11h, 13g, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

2 Needs assessment. Describa 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. Descrbe how the organization Infarms and educates patlents and persons
wha may be billed for patient care about their eligibility for assistance under federal, state, or logal government programs or

under the organization's financial assistance policy.

4 Community information. Descrbe the communily the organizafion serves, taking into acoount 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
othar 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, efc).

6 Affiliated health care system. If the organization is part of an affiliated health care system, descrive the respective roles of the
organization and its affiliates in promoting the health of the communitles 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 VI, LINE 3 - PATIENT BDUCATION CF BLIGIBILITY FOR ASSISTANCE
PATIENTS ARE EDUCATED AND INFPORMED OF THE FINANCIAL ASSISTANCE POLICY AT
TIME OF SERVICE, THROUGH PHOWE CALLS FROM THE PATIENT FINANCIAL STAFF,
PAMPHLETS AND COMMUNITY QUTREACH EVENTS. WE GIVE THE PATIENT A
FINANCIAL ASSISTANCE APPLICATION T0 FILL OUT WRICH CONTAINS DEMOGRAPHIC
AND FINANCIAL INFORMATION, IF THE APPLICATION IS NQT RETURNED, WE DO A
CREDIT -SCORING AND IF THEIR CREDIT SCORE IS €00 OR BELCW THE ACCOUNT I3
WRITTEN OFF, WE HAVE A SEPARATE POLICY FOR DEBT COLLECTION THAT IS5
FOLLOWED ONCE THE DETERMINATION IS MADE THAT THE PATIENT IS NOT BLIGIBLE

FOR PINANCIAL ASSISTANCE.

PART VI, LINE 4 - COMMUNITY INFORMATION
1U HEALTH BEDFORD SERVES LAWRENCE, ORANGE, MARTIN, GREENE AND JACKSCN
COUNTIES. ALL COUNTIES REPRESENT MORE THAN 97% CAUCASIAN INDIVIDUALE.

THZ AVERAGE MEDIAN HOUSEHOLD INCOME OF THE 5 COUNTIES IS $43,062.
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"INDIANA UNIVERSITY HEALTH BEDFORD, INC. 23~7042323
Page B

Compiete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 8a, and 7; Part I}, Part Hll, tines 4, 8, and 9b; and
Part V, Section B, lines 1}, 3, 4, 5¢, 61, 7, 9, 10, 11h, 13g, 15e, 156e, 178, 18d, 19d, 20, and 21.

" 2 Needs assessment. Describe how the crganization assesses the heslth care needs of the communities # serves, in addition o
any needs assessments reported in Part V, Section B,

3 Patlent education of eligibifity for assistance. Describe how the organization informs and educates pafienis 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 deseribing how the organization's hospitals facllities or
othar health vare faciiities further its exempt purpose by promoting the hesith of the community {e.q., open medical staff, communiy
board, use of surplus funds, efc.),

8 Affiliated health care system. if the organization is part of an affiiated health care system, describe the respective roles of the
organization and its affiliates In promaoting the health of the communities served.

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

PART VI, LINE 5 - PROMOTION OF COMMUNITY HEALTH
WE HAVE COMMUNITY HEALTE FAIRS WHERE WE DO DIABETIC AND CHOLESTEROL

SCREENINGS AT A REDUCED CO8T. WE ALSC HAVE PAP AND MAMMOGRAM CLINICS.

PART VI, LINE 6 — AFFILIATED HEALTH CARE SYSTEM ROLES

IU EEALTH BEDFORD, INC. I8 AN AFFILIATE OF INDIANA P}NIVERSITY HEALTH,
WHICH INCLUDES METHODIST HOSPITAL, INDIAWA UNIVERSITY HOSPITAL AND RILEY
HOSPITAL FOR CHILDREN. OTHER INDIANA UNIVERSITY HEALTH AFFILIATES

INCLUDE:

IU EEATH LA PORTE HOSPE?AL, InNC,
IU HEALTH STARKE HOSPITAL

IU HEALTH ARNETT, INC,
REHRBILITATION HOSPITAL OF INDIANA
IU HEALTH WEST HOSPITAL

GOSREN HEALTH SYSTEM

IU HEALTH BLACKFORD HOSPITAL

IU EEALTH TIPTON HOSPITAL
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INDIANA UNIVERSITY HEALTH BEDFCRD, INC, 23-7042323
Schedule H (Form $30) 2011 Page 8

Friia%l  Supplemental Information

Complete this part to provide the foliowing Information.

1 Required descriptions. Provide the descriptions required for Part |, Hines 3¢, 6a, and 7; Part Ik Part 0, lines 4, 8, and 9b; and
Part V, Section B, lines 1}, 3, 4, 5¢, 81, 7, 9, 10, 11h, 13g, 152, 16e, 17e, 184, 18d, 20, and 21.

2 Needs assessment. Dascrlbe how the organization assesses the health care nseds of the communities it serves, in addifion to
any needs assessments reporied in Part V, Section B,

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

4 Community Iinformation. Descrbe the community the organization serves, faking info account the gecgraphic ares and
demographic constituents it serves,

5 Promotion of community heaith. Provide any other information important to describing how the organization’s hospltals facllitles or
other health care facilities further its exempt purpose by prometing the heaith of the community (e.g., open medica! staff, community

hoard, use of surplus funds, etc.).

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

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

IU EEALTH BALL MEMORIAL HOSPITAL

IU HEALTH NORTH HOSPITAL

IU HEALTH METHODIST HOSPITAL, RILEY
IU HEALTH BLOOMINGTONW, INC.

MIDWEST PROTON RADICTHERAPY INSTITUTE

iU HEALTH PAOLI, INC.

THE IMMEDIATE ADVANTAGES OF BEING AN AFFILTIATE OF INDIANA UNIVERSITY
BEALTH INCLUDE CENTRALIZEL SERVICES WHICH RESULTS IN A REDUCTION OF

DUPLICATED SERVICES AND LOWERS HEALTH CBARE CCSTS FPOR OUR PATIENTS.

PARYT VI, LINE 7 - SYATE FILING OF COMMUNITY BENEFLT REPORT

INDIANA
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