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Name of the organization

I NDI ANA UNI VERSI TY HEALTH FRANKFORT,

I NC. 81-5174295

2018

Open to Public
Inspection

Employer identification number

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,"wasitawrittenpolicy?. . . . & v ¢ v i i e e e e e e e e e e e e e e e e s b | 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 following was the family income limit for eligibility for discounted care: , . ... .. ... ... 3b X
200% 250% h 300% h 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"?, . . . . . . . . v i v i v it e 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 . 5¢c
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 (a) Number of | (h) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government aﬁﬁg’&'s;gr served benefit expense revenue benefit expense of total
Programs {optional) (optional) expense
a Financial Assistance at cost
(from Worksheet 1) - - . - 1305 1, 065, 760. 1, 065, 760. 4. 86
b Medicaid (from Worksheet 3,
coumna) - - v v v ... 1501 5, 528, 228. 1, 826, 256. 3,701, 972. 16. 87
C Costs of other means-tested
government programs (from
Worksheet 3, column b) . .
d Total. Financial Assistance
overnment progtams + .+ . 2806 6, 593, 988. 1, 826, 256. 4,767, 732. 21.73
Other Benefits
€ Community health improvement
senices and communiy beneft 2 339 399, 044. 1, 500. 397, 544. 1.81
f Health professions education
(from Worksheet5) . . . .
g Subsidized health services (from
Worksheet6) « & & & & & &
h Research (from Worksheet 7)
i cCashand in-kind contributions
Wormasy” Cerenton - 1 11, 417. 11, 417. .05
i Total. Other Benefits « » » . 3 339 410, 461. 1, 500. 408, 961. 1.86
k Total. Add lines 7d and 7j . 3 3145 7,004, 449. 1, 827, 756. 5,176, 693. 23.59

For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295

Schedule H (Form 990) 2018 Page 2
Part Il 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

g (B (W (N (P

Leadership development and

training for community members

[«2]

Coalition building

7 Community health improvement

advocacy

8 Workforce development
9 Other

10 Total

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

2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount_ , , . . . ... ... .. 2 956, 102.
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
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 (includingDSHandIME) . . . . ... ... 5 7, 781, 365.
6 Enter Medicare allowable costs of care relating to paymentsonlne5 . ... ... ... 6 7,752, 183.
7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . . . .. .. ... ... 7 29, 182.
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?. . . . . . . v v v o v v v v v v v v s 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? Describe in PartVI |, , . . . . . v & +v & + « » 9b X
Man agem ent Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)
(a) Name of entity (b) Description of primary (c) Organization's (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13
JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295

Schedule H (Form 990) 2018 Page 3
Facility Information
Section A. Hospital Facilities
(list in order of size, from largest to smallest - see instructions)
How many hospital facilities did the organization operate during
the tax year? 1
Name, address, primary website address, and state license
number (and if a group return, the name and EIN of the
subordinate hospital organization that operates the hospital
facility) Other (describe) group

1 U HEALTH FRANKFORT HOSPI TAL
1300 S. JACKSON STREET
FRANKFORT I N 46041
SEE PART V, SECTION C
19-005039-1 XX X X

2

sinoy yz-y3
18y0-43

lendsoy pasuaoi
[endsoy s,uaipyo
lendsoy Buiyoea]
Ajoey) yoressay

|endsoy ssaooe [eond

Facility
reporting

[ea1Bins 7 [e2IpaW [RIBUSD

10

JSA
8E1286 1.000 Schedule H (Form 990) 2018



I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295

Schedule H (Form 990) 2018 Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
(complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or letter of facility reporting group I U HEALTH FRANKFORT HOSPI TAL, | NC.
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  Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year? . . . . . . . . . . i i i i i e e e e e e e e e e e e 1 X
2  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 , . . . ... .. ... 2 | X
3 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 . 3 | X
If "Yes," indicate what the CHNA report describes (check all that apply):
a _X A definition of the community served by the hospital facility
b _X Demographics of the community
_X Existing health care facilities and resources within the community that are available to respond to the
___ health needs of the community
d _X How data was obtained
e _X The significant health needs of the community
f _X 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
h The process for consulting with persons representing the community's interests
i The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA(S)
j Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA: 20 i
5 Inconducting 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 , . . . . ... .. 5 X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in SectionC , . . . . . . . . ... e e e e 6a X
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in Section C | | | . . . . . . . . i ittt ittt e e e e e e 6b X
7  Did the hospital facility make its CHNA report widely available to the public? . . . . ... ... .......... 7 | X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url): SEE PART V, SECTION C
b - Other website (list url):
c Made a paper copy available for public inspection without charge at the hospital facility
d - Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If “No," skipto line 11, _ . . . . . ... .. ... .. ... 8 X
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20&
10 Is the hospital facility's most recently adopted implementation strategy posted ona website? , . . . . ... ... 10 | X
a If "Yes," (list urI):SEE PART V, SECTION C
b If "No," is the hospital facility's most recently adopted implementation strategy attached to this return? ., , . . . . 10b
11 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.
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 50L(N)(3) 2 . . . . i v i i i i i s e e e e e e e e e e e e e e e e 12a X
If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excise tax? 12b

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? $

JSA

8E1287 1.000
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Schedule H (Form 990) 2018 I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295 page 5
Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group | U HEALTH FRANKFORT HOSPI TAL, | NC.

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:

f 200. 0000 %

a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care o
~__and FPG family income limit for eligibility for discounted care of %
b _X Income level other than FPG (describe in Section C)
c _X Asset level
d _X Medical indigency
e _X Insurance status
f || Underinsurance status
g _X Residency
h _X Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients?. . . . . . . . . . . . . it i it i vt v 14 | X

15 Explained the method for applying for financial assistance?

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):

Described the information the hospital facility may require an individual to provide as part of his or her

application

Described the supporting documentation the hospital facility may require an individual to submit as part

of his or her application

Provided the contact information of hospital facility staff who can provide an individual with information

about the FAP and FAP application process

Provided the contact information of nonprofit organizations or government agencies that may be

sources of assistance with FAP applications

Other (describe in Section C)

16  Was widely publicized within the community served by the hospital facility? . . ... ... ........... 16 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):

The FAP was widely available on a website (list url): SEE PART V, SECTION C

The FAP application form was widely available on a website (list url): SEE PART V, SECTION C

A plain language summary of the FAP was widely available on a website (list url): SEE PART V, SECTION [C

The FAP was available upon request and without charge (in public locations in the hospital facility and

by mail)

00 KK

o 0O T o

The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)

A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)

Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via
conspicuous public displays or other measures reasonably calculated to attract patients' attention

X [ [

Notified members of the community who are most likely to require financial assistance about availability
of the FAP

The FAP, FAP application form, and plain language summary of the FAP were translated into the
primary language(s) spoken by Limited English Proficiency (LEP) populations

Other (describe in Section C)

X [ [

Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295

Schedule H (Form 990) 2018 Page 6
Facility Information (continued)
Billing and Collections
Name of hospital facility or letter of facility reporting group | U HEALTH FRANKFORT HOSPI TAL, | NC.
17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written Yes | No
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
May take UPON NONPAYMENE? . . . o o v v v v e e e e e e e e e e e e e e e e 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)
|| Selling an individual's debt to another party
|| Deferring, denying, or requiring a payment before providing medically necessary care due to
~__ nonpayment of a previous bill for care covered under the hospital facility's FAP
d || Actions that require a legal or judicial process
|| Other similar actions (describe in Section C)
f _X None of these actions or other similar actions were permitted
19 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
If "Yes," check all actions in which the hospital facility or a third party engaged:
a || Reporting to credit agency(ies)
b || Selling an individual's debt to another party
¢ || Deferring, denying, or requiring a payment before providing medically necessary care due to
~__ nonpayment of a previous bill for care covered under the hospital facility's FAP
d [ | Actions that require a legal or judicial process
e || Other similar actions (describe in Section C)

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

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

FAP at least 30 days before initiating those ECAs (if not, describe in Section C)

Processed incomplete and complete FAP applications (if not, describe in Section C)
Made presumptive eligibility determinations (if not, describe in Section C)

Other (describe in Section C)

f None of these efforts were made

T QO O T

3]
[ [l [

Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the

Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section C)

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? , . .. ... ...

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)

21

Schedule H (Form 990) 2018
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Schedule H (Form 990) 2018 Page 7
Facility Information (continued)

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)

Name of hospital facility or letter of facility reporting group | U HEALTH FRANKFORT HOSPI TAL, | NC.

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 a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period

b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period

c |:| The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period

d |:| The hospital facility used a prospective Medicare or Medicaid method

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? | . . . . . . . . o, 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.

Schedule H (Form 990) 2018

JSA

8E1332 1.000



I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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 3E - PRI ORI TI ZED HEALTH NEEDS

| U HEALTH FRANKFORT' S 2018 COMMUNI TY HEALTH NEEDS ASSESSMENT ( CHNA)
REPORT | NCLUDES A PRI ORI TI ZED DESCRI PTI ON OF SI GNI FI CANT HEALTH NEEDS | N
THE COVMUNI TY. THE CHNA REPORT | DENTI FI ED THE FOLLOW NG El GHT NEEDS AS

PRI ORI TI ES FOR | U HEALTH FRANKFORT:

- ACCESS TO HEALTH CARE SERVI CES

- DRUG AND SUBSTANCE ABUSE

- HEALTH CARE AND SOCI AL SERVI CES FOR SENI CRS
- MATERNAL AND CHI LD HEALTH

- MENTAL HEALTH

- OBESI TY AND DI ABETES

- SMXXI NG

- SOCI AL DETERM NANTS OF HEALTH

SCHEDULE H, PART V, SECTION B, LINE 5 - I NPUT FROM COMMUNI TY

I N CONDUCTI NG I TS MOST RECENT COVMUNI TY HEALTH NEEDS ASSESSMENT (" CHNA")
| U HEALTH FRANKFORT TOOK | NTO ACCOUNT | NPUT FROM PERSONS WHO REPRESENT
THE BROAD | NTERESTS OF THE COVMUNI TI ES | T SERVES. PRI MARY DATA WERE
GATHERED | N THREE WAYS: COVWMUNI TY MEETI NGS, KEY STAKEHOLDER | NTERVI EW5,

AND A COMVUNI TY SURVEY.

FOR PURPOSES OF THI S CHNA, | U HEALTH FRANKFORT HOSPI TAL'S COMWMUNITY | S

DEFI NED AS CLI NTON COUNTY, | NDI ANA. THI' S COUNTY ACCOUNTED FOR 95 PERCENT

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

OF THE HOSPI TAL' S | NPATI ENT CASES I N 2016 ( REFERRI NG TO CASES BEFORE THE

HOSPI TAL WAS PART OF THE | U HEALTH SYSTEM) .

COVMMUNI TY MEETI NGS - CLI NTON COUNTY

ON APRIL 9, 2018, A MEETING OF COVMMUNI TY REPRESENTATI VES WAS HELD AT THE
4H BUI LDI NG ON THE CLI NTON COUNTY FAI RGROUNDS | N FRANKFORT, THE COUNTY
SEAT OF CLI NTON COUNTY. THE MEETI NG WAS ATTENDED BY 21 COVMUNI TY MEMBERS
I NVI TED BY | U HEALTH BECAUSE THEY REPRESENT | MPORTANT COVMUNI TY

ORGANI ZATI ONS AND SECTORS SUCH AS: LOCAL HEALTH DEPARTMENTS, NON- PRCFI T
ORGANI ZATI ONS, LOCAL BUSI NESS, HEALTH CARE PROVI DERS, MAYORS/ LOCAL

POLI CYMAKERS, AND SCHOOLS.

THROUGH THI'S MEETING | U HEALTH SOUGHT A BREADTH OF PERSPECTI VES ON THE
COVWMUNI TY' S HEALTH NEEDS. THE SPECI FI C ORGANI ZATI ONS REPRESENTED AT THE

MEETI NG ARE LI STED BELOW

- AREA HEALTH EDUCATI ON CENTER

- BAUER FAM LY RESOURCES

- CENTER TOWNSHI P OF CLI NTON COUNTY
- CI TY OF FRANKFORT

- CLI NTON COUNTY HEALTH DEPARTMENT
- CLI NTON COUNTY FAM LY YMCA

- CLI NTON COUNTY W C PROGRAM

- COACH KIDS OF CLINTON CITY, |NC

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

- COVMUNI TY HOMRD REG ONAL HEALTH - COMMUNI TY COUNSELI NG CENTER
- HEALTHY COMVUNI TI ES OF CLI NTON COUNTY

- LEARNI NG NETWORK

- | U HEALTH FRANKFORT HOSPI TAL

- | U HEALTH PLANS

- OPEN DOOR CLINIC

- PAUL PHI LLI PPE RESOURCE CENTER

- PURDUE EXTENSI ON

- UNI TED AGAI NST OPI O DS

- UNI TED WAY FOR CLI NTON COUNTY

THE MEETI NG BEGAN W TH A PRESENTATI ON THAT DI SCUSSED THE GOALS AND STATUS
OF THE CHNA PRCCESS AND THE PURPOSE OF THE COMVUNI TY MEETI NG THEN,
SECONDARY DATA WERE PRESENTED, ALONG W TH A SUWMARY OF THE MOST
UNFAVORABLE COVMUNI TY HEALTH | NDI CATORS. FOR THE COMWUNI TY SERVED BY U
HEALTH FRANKFORT HOSPI TAL, THOSE | NDI CATORS WERE (I N ALPHABETI CAL
ORDER) :

- EDUCATI ON ATTAI NMENT LEVELS

- MENTAL | LLNESS AND SUl Cl DE

- MORTALI TY FROM MOTCR VEHI CLE ACCI DENTS AND OTHER | NJURI ES

- PHYSI CAL ACTI VI TY AND ACCESS TO EXERCI SE OPPORTUNI Tl ES

- PHYSI CAL ENVI RONVENT AND Al R POLLUTI ON

- PREVENTABLE HOSPI TALI ZATI ONS

- SUPPLY OF PRI MARY CARE PHYSI Cl ANS AND MENTAL HEALTH PROVI DERS

- TEEN BI RTH RATES

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

MEETI NG PARTI Cl PANTS THEN WERE ASKED TO DI SCUSS WHETHER THE | DENTI FI ED,
UNFAVORABLE | NDI CATORS ACCURATELY | DENTI FI ED THE MOST SI GNI FI CANT

COVMMUNI TY HEALTH | SSUES AND WERE ENCOURAGED TO ADD | SSUES THAT THEY

BELI EVED WERE SI GNI FI CANT. SEVERAL | SSUES WERE ADDED, SUCH AS: SUBSTANCE
ABUSE DI SORDER, NUMBER OF RESI DENTS WHO SUFFER FROM CHRONI C DI SEASE, FOOD

ACCESS AND FOOD KNOW.EDGE, AND | NSURANCE LI TERACY.

DURI NG THE MEETI NG A RANGE OF OTHER TOPI CS WAS DI SCUSSED, | NCLUDI NG

- PREVENTABLE HOSPI TALI ZATI ONS

- DATA ON HOW SUI CI DES ARE CARRI ED QUT

- TEEN Bl RTH RATE DECLI NE OVER PAST TWO YEARS

- REASONS FOR MOTOR VEHI CLE ACCI DENTS AND THE | NDI CATOR FOR ALCOHCL
I MPAI RED DRI VI NG DEATHS

- CBTAI NI NG DATA FROM THE HI SPANI C POPULATI ON

- Dl FFI CULTY | N ADDRESSI NG ACCESS TO PRI MARY CARE

AFTER DI SCUSSI NG THE NEEDS | DENTI FI ED THROUGH SECONDARY DATA AND ADDI NG
OTHERS TO THE LI ST, EACH PARTI Cl PANT WAS ASKED THROUGH A VOTI NG PROCESS
TO I DENTI FY "THREE TO FI VE' THEY CONSI DER TO BE MOST SI GNI FI CANT. FROM
TH' S PROCESS, THE GROUP | DENTI FI ED THE FOLLON NG NEEDS AS MOST

SI GNI FI CANT FOR THE COMMUNI TY SERVED BY | U HEALTH FRANKFORT HOSPI TAL:

- SUBSTANCE ABUSE AND TREATMENT

- MENTAL HEALTH SUl Cl DE

- FOOD ACCESS/ KNOW.EDGE
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

- PRI MARY CARE PROVI DERS AND MENTAL HEALTH PROVI DERS

I NTERVI EW56 - CLI NTON COUNTY

AN | NTERVI EW ALSO WAS CONDUCTED W TH A REPRESENTATI VE OF THE CLI NTON
COUNTY HEALTH DEPARTMENT. THI S | NDI VI DUAL ALSO PARTI Cl PATED I N THE
COMUNI TY MEETI NG THE | NTERVI EW WAS CONDUCTED TO ASSURE THAT APPROPRI ATE
AND ADDI TI ONAL | NPUT WAS RECEI VED FROM A GOVERNMENTAL PUBLI C HEALTH

OFFI Cl AL. ACCORDI NGLY, THE RESULTS OF THE COVMUNI TY MEETI NG VERE

DI SCUSSED AND | NSI GHTS WERE SOUGHT REGARDI NG SI GNI FI CANT COVMUNI TY HEALTH

NEEDS, WHY SUCH NEEDS ARE PRESENT, AND HOW THEY CAN BE ADDRESSED.

THE | NTERVI EW WAS GUI DED BY A STRUCTURED PROTOCOL THAT FOCUSED ON
OPI NI ONS REGARDI NG SI GNI FI CANT COMMUNI TY HEALTH NEEDS, DESCRI Bl NG VWHY

SUCH NEEDS ARE PRESENT, AND SEEKI NG | DEAS FOR HOW TO ADDRESS THEM

THE | NTERVI EMEE CONFI RVMED THAT THE NEEDS | DENTI FI ED BY THE COVMUNI TY
MEETI NG GROUP WERE SI GNI FI CANT. THESE NEEDS WERE:

- SUBSTANCE ABUSE AND TREATMENT

- MENTAL HEALTH AND SUI CI DE

- FOOD ACCESS AND KNOW.EDGE

- PRI MARY CARE PROVI DERS AND MENTAL HEALTH PROVI DERS

ACCESS TO TREATMENT FOR SUBSTANCE ABUSE | S POCOR, PARTI CULARLY FOR A SMVALL

COMWMUNI TY THAT HAS A DI SPROPCRTI ONATELY HI GH RATE OF ABUSE. THERE ARE FEW
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

SPECI ALI STS | N SUBSTANCE ABUSE AND FUNDI NG IS NOT AVAI LABLE FOR NEW
FACI LI TI ES. ADDI TI ONALLY, TRANSPORTATI ON OPTI ONS TO FACI LI TI ES QUTSI DE CF

THE COVWUNITY ARE LIM TED | F ONE DOES NOT OAN A PERSONAL VEHI CLE.

MENTAL HEALTH I'S AN | SSUE, W TH FEW PROVI DERS AND MANY RESI DENTS WHO

SUFFER FROM POCR MENTAL HEALTH SELF- MEDI CATI NG W TH | LLI CI' T SUBSTANCES.

ACRCSS ALL HEALTH FI ELDS, THERE ARE VERY FEW PROVI DERS | N THE COUNTY.
TH S SHORTACE |'S LEADI NG TO RESI DENTS TRAVELI NG FAR FOR CARE COR DELAYI NG
TREATMENT UNTIL | T BECOVES AN EMERGENCY SI TUATI ON, OFTEN LEADI NG TO AN

EMERGENCY DEPARTMENT VI SI T AND SUBSEQUENT HOSPI TALI ZATI ON.

THERE IS A LACK OF GROCERY STORES, AS WELL AS A LACK OF UNDERSTANDI NG OF
HEALTHY EATI NG HABI TS. MANY RESI DENTS TYPI CALLY EAT FAST FOOD FOR MOST

MEALS AS ORGANI C AND HEALTHY FOODS ARE OFTEN A FAR DRI VE.

OBESI TY, DI ABETES, AND HI GH RATES OF SMXKI NG ARE ALL SI GNI FI CANT | SSUES,
AS MANY RESI DENTS DO NOT HAVE GREAT KNOALEDGE OF HEALTHY- LI VI NG
PRACTI CES. THERE IS ALSO LOW ACCESS TO EXERCI SE OPPORTUNI TI ES, W TH FEW

SUI TABLE PARKS AND WALKI NG PATHS.

PUBLI C HEALTH FUNDI NG ACROSS THE ENTI RETY OF | NDI ANA IS A SI GNI FI CANT
CONCERN AND A NEED I N CLI NTON COUNTY, LEADI NG TO LOW LEVELS OF TRAI NI NG
I NFORVATI ON TECHNOLOGY SUPPCRT, STAFFI NG AND SERVI CES FOR THE HEALTH

DEPARTMENT.
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

- MANY STAKEHOLDERS | N THE COVMUNI TY WANT TO BRI NG MORE BUSI NESSES
I NTO THE COVWWUNI TY, BUT THERE | S A BELI EF THAT BUSI NESSES ARE RELUCTANT
TO COVE DUE I N PART TO POOR HEALTH I N THE COMMUNI TY AND HI GH HEALTH

COSTS.

THE NEED FOR A HEALTH EDUCATOR IS SI GNI FI CANT, SOVEONE WHO COULD BE
RESPONSI BLE FOR QUTREACH AND EDUCATI ON PROGRAMS ACROSS ALL AGE GROUPS I N

THE COVMUNI TY.

THERE IS ALSO A NEED FOR A CENTRAL RESOURCE | N THE COMMUNI TY THAT CAN ACT
AS A "ONE-STOP SHOP' FOR ALL HEALTH NEEDS IN THE COVMUNI TY, BOTH THROUGH
PROVI DI NG TREATMENT AND ALSO REFERRI NG RESI DENTS TO ORGANI ZATI ONS TO Al D

IN THEI R NEEDS.

MORE EDUCATI ON AND TREATMENT OPTI ONS ARE NEEDED | N THE COVMUNI TY,

PARTI CULARLY AROUND THE TOPI CS OF SUBSTANCE ABUSE, MENTAL HEALTH, AND

SUI CI DE. EARLY | NTERVENTI ON | N SCHOOLS AT A YOUNG ACE COULD HELP

| MVENSELY W TH THESE | SSUES.

COVMUNI CABLE DI SEASE SUCH AS HEPATITIS A 1S BECOM NG AN | SSUE | N THE

COVMUNI TY, LARGELY DUE TO | NTRAVENCOUS DRUG USE.

COVMMUNI TY SURVEY

TO I NFORM THE CHNA, A COMMUNI TY SURVEY WAS CONDUCTED BY THE | NDI ANA
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

HOSPI TAL COLLABORATI VE.

ACRGCSS | NDI ANA, 9,161 COVPLETED QUESTI ONNAI RES WERE RECEI VED BY ALL
PARTI Cl PATI NG HOSPI TALS | N THE | NDI ANA HOSPI TAL COLLABORATI VE, FOR AN
OVERALL RESPONSE RATE OF 11.6 PERCENT; 5,030 QUESTI ONNAI RES WERE RECEI VED

FROM THE 17 | NDI ANA COUNTI ES SERVED BY ONE OR MORE | U HEALTH HOSPI TALS.

FOR | U HEALTH FRANKFORT HOSPI TAL, SURVEYS WERE RECEI VED FROM 261
COVMMUNI TY HOUSEHOLDS. ACCORDI NG TO THE RESPONSES, THESE HOUSEHOLDS

| NCLUDED 501 ADULTS.

THE COVMUNI TY SURVEY | NDI CATES THAT SUBSTANCE ABUSE, OBESITY, AG NG AND
ADULT NEEDS, AND CHRONI C DI SEASES REPRESENT TOP CONCERNS I N THE COMMUNI TY

SERVED BY | U HEALTH FRANKFORT HOSPI TAL.

SCHEDULE H, PART V, SECTION B, LINE 7A - CHNA WEBSI TE
A COPY OF | U HEALTH FRANKFORT' S CHNA IS AVAI LABLE ON I TS WEBSI TE AT THE

FOLLOW NG URL:

HTTPS: // | UHEALTH. ORG | N- THE- COMMUNI TY

SCHEDULE H, PART V, SECTION B, LINE 10A - | MPLEMENTATI ON STRATEGY WEBSI TE

A COPY OF | U HEALTH FRANKFORT' S CHNA | MPLEMENTATI ON STRATEGY | S AVAI LABLE

ON | TS VWEBSI TE AT THE FOLLOW NG URL:

JSA Schedule H (Form 990) 2018

8E1331 2.000



I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

HTTPS: // | UHEALTH. ORG | N- THE- COMMUNI TY

SCHEDULE H, PART V, SECTION B, LINE 11 - ADDRESSI NG | DENTI FI ED NEEDS

IN CONJUNCTI ON WTH THE CHNA, | U HEALTH FRANKFORT' S BOARD ADOPTED AN

| MPLEMENTATI ON STRATEGY | N APRIL 2019 RELATED TO THE 2018 CHNA. U
HEALTH FRANKFORT PRI ORI TI ZED AND DETERM NED WHI CH OF THE COVMUNI TY HEALTH
NEEDS | DENTI FI ED I N I TS MOST RECENTLY CONDUCTED CHNA WERE MOST CRI TI CAL

FOR I T TO ADDRESS.

| U HEALTH FRANKFORT W LL ADDRESS THE FCOLLOW NG COMMUNI TY HEALTH NEEDS

BETWEEN 2019 AND 2021:

- ACCESS TO HEALTHCARE SERVI CES

- DRUG AND SUBSTANCE ABUSE (1 NCLUDI NG OPI O DS AND ALCCHCL)
- HEALTHCARE AND SOCI AL SERVI CES FOR SENI ORS

- MENTAL HEALTH

- SMIKI NG

| U HEALTH USES THE TERM " BEHAVI ORAL HEALTH' TO REFER TO MENTAL HEALTH AND

DRUG AND SUBSTANCE ABUSE (1 NCLUDI NG OPI O DS AND ALCCOHQOL) .

ACCESS TO HEALTHCARE

| U HEALTH FRANKFORT' S | MPLEMENTATI ON STRATEGY TO ADDRESS THE | DENTI FI ED

NEED OF ACCESS TO HEALTHCARE | NCLUDES THE FOLLOW NG
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

- PROVI DE SCHOLARSHI PS FOR THE BEHAVI CRAL HEALTH NURSE PRACTI TI ONER
PROGRAM

- SUPPORT TELEMEDI CI NE VI RTUAL VI SITS WTH PRI MARY CARE PHYSI CI ANS
AND BEHAVI ORAL HEALTH SPECI ALI STS.

- EXPAND VI RTUAL PEER RECOVERY COACHES SERVI CES.

- CONTI NUE/ EXPAND QUI CK RESPONSE TEAM ( QRT) / PARAMEDI CI NE MODEL.

- RESEARCH TECHNOLOGY " O BAR' FOR | U HEALTH: A VARI ETY OF PHYSI Cl AN
RECOMVENDED PRODUCTS, SUCH AS ACTIVITY MONI TORS, W RELESS BLOOD PRESSURE
MONI TORS AND SCALES.

- PROVI DE RECOVERY CQOACH AND CERTI FI ED RECOVERY SPECI ALI ST TRAI NI NG
- SUPPORT YOUTH CAREER EVENTS AND ORGANI ZATI ONS.

- EXECUTE | U HEALTH S FI VE- YEAR RECRU TMENT PLAN.

- EXPLORE THE OPTI ON TO BECOMVE A NATI ONAL HEALTH SERVI CE CORPS SI TE.
- PROVI DE W NDSHI ELD TOURS FOR PHYSI Cl AN RECRUI TS.

- PROVI DE | NTERNSHI PS AND ONSI TE/ OFFSI TE LEARNI NG OPPORTUNI Tl ES FOR

FUTURE PROFESSI ONALS.

BEHAVI ORAL HEALTH (1 NCLUDES DRUG & SUBSTANCE ABUSE AND MENTAL HEALTH)

| U HEALTH FRANKFORT' S | MPLEMENTATI ON STRATEGY TO ADDRESS THE | DENTI FI ED

NEED OF BEHAVI ORAL HEALTH | NCLUDES THE FOLLOW NG

- CREATE SUPPORT CGROUPS FOR PARENTS, FAM LI ES AND THOSE STRUGGLI NG

W TH BEHAVI CRAL HEALTH | SSUES.
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

- SUPPORT THE MENTAL HEALTH AMERI CA CRI SI'S CENTER

- SUPPORT LOCAL SCHOOLS ON NORTH CENTRAL HEALTH SERVI CES YOUTH
RESI LI ENCE GRANT PRQJECT.

- PROVI DE HEALTH | NSURANCE NAVI GATI ON.

- PROVI DE BEHAVI ORAL HEALTH NAVI GATI ON SERVI CES.

- COLLABORATE ON BEHAVI ORAL HEALTH COMMUNI TY | NI TI ATI VES.

- I NCREASE NUMBER OF BEHAVI ORAL HEALTH SCREEN NGS.

- PROVI DE TRAI NI NGS TO HOSPI TAL STAFF AND COVMUNI TY MEMBERS
(QUESTI ON, PERSUADE, REFER (QPR) TRAI NI NG MENTAL HEALTH FI RST Al D,
APPLI ED SUI Cl DE | NTERVENTI ON SKI LLS TRAI NI NG (ASI ST), ETC. ).

- CREATE/ SUPPORT AWARENESS CAMPAI GNS OR EVENTS.

- I NCREASE YOUTH EDUCATI ON PROGRAMS TO PREVENT SUBSTANCE USE.

- REDUCE WRI TTEN PRESCRI PTI ONS CF OPI O DS.

- ENCOURAGE PROPER STORAGE AND SAFE DI SPOSAL OF PRESCRI PTI ON
MEDI CATI ON THROUGH PARTI CI PATI ON | N DRUG TAKE- BACK ACTI VI TI ES.

- EXPAND Q- SOURCE PROGRAM

- SUPPORT OPPORTUNI TI ES FOR PHYSI CI AN TRAI NI NG AND CONTI NUI NG
EDUCATI ON ON SUBSTANCE USE DI SORDERS ( SUD) .

- SUPPORT COVMUNI TY NALOXONE TRAI NI NG

- I NCREASE THE NUMBER OF TRAI NED PEER RECOVERY COACHES AND CERTI FI ED
RECOVERY SPECI ALI STS.

- SUPPORT EXI STI NG AND RESEARCH EXPANSI ON OF QUI CK RESPONSE TEAM
(QRT)/ COVWUNI TY PARAMEDI CI NE PROGRANMS.

- REFER PATI ENTS TO LOCAL TREATMENT FACI LI TI ES.

- ACCEPT PRI MARY CARE PROVI DER PATI ENTS FROM LOCAL TREATMENT
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

FACI LI TI ES.

- | NCREASE HEALTH | NSURANCE NAVI GATI ON.

- CREATE/ SUPPORT LOCAL SUPPORT GROUPS.

- | NCREASE PROGRAMS THAT SERVE | NCARCERATED MOTHERS W TH SUBSTANCE
USE DI SORDERS ( SUD).

- FUND THE PRI NTI NG OF "RESOURCE GUI DE: ROAD MAP TO RECOVERY. "

- SUPPORT TOBACCO CESSATI ON PROGRAM

- SUPPORT RECOVERY HOUSI NG OPTI ONS.

- COLLABORATE W TH LOCAL | NI TI ATI VES.

- PARTNER W TH LOCAL RECOVERY HOUSES TO PROVI DE " SOFT SKI LLS"

TRAI NI NG AND SUPPORT.

HEALTHCARE AND SCOCI AL SERVI CES FOR SENI ORS

| U HEALTH FRANKFORT' S | MPLEMENTATI ON STRATEGY TO ADDRESS THE | DENTI FI ED
NEED OF HEALTHCARE AND SCCI AL SERVI CES FOR SENI ORS | NCLUDE THE

FOLLOW NG

- EXPAND THE MEDI CATI ON ASSI STANCE PROGRAM

- PROVI DE | NSURANCE NAVI GATI ON FOR SENI ORS.

- SUPPORT ORGANI ZATI ONS THAT PROVI DE PROGRAMM NG CR SERVI CES TO

SENI ORS.

- PARTI Cl PATE | N SENI OR OUTREACH ACTI VI TI ES ( SENI OR GAMES, LAFAYETTE
SENI OR EXPO, AND AREA |V WALKI NG GROUPS) .

- VOLUNTEER W TH SENI OR PROGRAMES.
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

- SUPPORT THE " STEPPI NG ON' CLASSES ( FALL PREVENTI ON) .

- SUPPORT SENI R PROGRAMM NG " SI LVER SNEAKERS" PROVI DE SCHOLARSH PS.

SMOKI NG

| U HEALTH FRANKFORT' S | MPLEMENTATI ON STRATEGY TO ADDRESS THE | DENTI FI ED

NEED OF SMOKI NG | NCLUDES THE FOLLOW NG

- SUPPORT COVMUNI TY NALOXONE TRAI NI NG

- | NCREASE THE NUMBER OF TRAI NED PEER RECOVERY COACHES AND CERTI FI ED
RECOVERY SPECI ALI STS.

- SUPPORT EXI STI NG AND RESEARCH EXPANSI ON OF QUI CK RESPONSE TEAM

( QRT) / COMMUNI TY PARANEDI CI NE PROGRANS.

- REFER PATI ENTS TO LOCAL TREATMENT FACI LI TI ES.

- ACCEPT PRI MARY CARE PROVI DER PATI ENTS FROM LOCAL TREATMENT

FACI LI TI ES.

- | NCREASE HEALTH | NSURANCE NAVI GATI ON.

- CREATE/ SUPPORT LOCAL SUPPORT GROUPS.

- | NCREASE PROGRAMS THAT SERVE | NCARCERATED MOTHERS W TH SUBSTANCE
USE DI SORDERS ( SUD).

- FUND THE PRI NTI NG OF "RESOURCE GUI DE: ROAD MAP TO RECOVERY. "

- SUPPORT TOBACCO CESSATI ON PROGRAM

| U HEALTH FRANKFORT | S UNABLE TO ADDRESS THOSE COVMUNI TY HEALTH NEEDS

THAT DO NOT RELATE DI RECTLY TO THE HOSPI TAL'S M SSI ON TO DELI VER
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

HEALTHCARE. THESE ARE NEEDS THAT OTHER GOVERNMENTAL ACENCI ES AND/ OR
COMMUNI TY ORGANI ZATI ONS HAVE THE MOST APPROPRI ATE EXPERTI SE AND RESOURCES

TO ADDRESS.

I U HEALTH FRANKFORT IS UNABLE TO ADDRESS THE FOLLOW NG COMMUNI TY HEALTH

NEEDS | DENTI FI ED I N THE 2018 COVMUNI TY HEALTH NEEDS ASSESSMENT:

MATERNAL AND CHI LD HEALTH

AS A CRITI CAL ACCESS HOSPI TAL, |U HEALTH FRANKFCORT DOES NOT PROVI DE
MATERNI TY SERVI CES IN I TS HOSPI TAL. HONEVER, THERE ARE SUPPORT SERVI CES
AVAI LABLE TO PREGNANT WOMEN AND YOUNG MOTHERS | N THE COMMUNI TY. THE NURSE
FAM LY PARTNERSH P PROVI DES | N-HOVE SERVI CES TO QUALI FYI NG FAM LI ES.
HEALTHY COMMUNI TI ES OF CLI NTON COUNTY COALI TI ON OFFERS NUMERCUS HEALTH
SERVI CES TO NEW AND EXPECTI NG MOTHERS. | U HEALTH ARNETT PROVI DES

MATERNI TY SERVI CES IN THE REG ON, AS WELL AS POST- PARTUM AND

BREASTFEEDI NG SUPPORT GROUPS FOR NEW MOTHERS. AS A SYSTEM | U HEALTH IS
ADDRESSI NG MATERNAL AND CHI LD HEALTH BY FOCUSI NG ON | NFANT MORTALI TY,

CREATI NG A SYSTEM W DE COLLABORATI VE TO FOCUS ON THI' S | SSUE.

OBESI TY AND DI ABETES

I U HEALTH FRANKFORT JO NED THE | U HEALTH SYSTEM I N JUNE 2017 AND FOCUSED

EFFORTS ON OBESI TY PREVENTI ON UNTI L DECEMBER 2018. THE HOSPI TAL SUPPORTED

MANY ACTIVITIES IN I TS COWUNI TY. HOAEVER, DURI NG THE 2018 COVMUNI TY
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

HEALTH NEEDS ASSESSMENT, OTHER NEEDS ARCSE AS MORE SEVERE AND NECESSARY
TO ADDRESS. THERE ARE OTHER COVMMUNI TY RESCURCES THAT CONTI NUE TO ADDRESS
OBESI TY AND DI ABETES. THERE ARE COALI TI ONS I N EACH COMVUNI TY THAT ADDRESS
HEALTHY EATI NG AND ACTI VE LI VI NG THE HOSPI TAL PROVI DES DI ABETES

EDUCATI ON PROGRAMS. THE LOCAL YMCA PROVI DES A DI ABETES PREVENTI ON
PROGRAM PURDUE EXTENSI ON | S ANOTHER COVMUNI TY RESOURCE TO ADDRESS

OBESI TY AND DI ABETES. | U HEALTH STAFF W LL CONTI NUE TO PARTI Cl PATE I N THE
HEALTHY COMMUNI TI ES OF CLI NTON COUNTY COALI TI ON WHI CH ADDRESSES HEALTHY

EATI NG AND ACTI VE LI VI NG

SOClI AL DETERM NANTS OF HEALTH

MANY OF THE STRATEG ES W LL | NDI RECTLY ADDRESS VARI QUS SOCI AL
DETERM NANTS OF HEALTH. | U HEALTH TEAM MEMBERS OFTEN SERVE ON AGENCY
BOARDS OR PARTI Cl PATE I N LOCAL COALI TI ONS ADDRESSI NG THE SOCI AL

DETERM NANTS OF HEALTH.

SCHEDULE H, PART V, SECTION B, LINE 13B - | NCOVE LEVEL OTHER THAN FPG
IN ADDI TION TO FPG, |1 U HEALTH FRANKFORT MAY TAKE | NTO CONSI DERATI ON A
PATI ENT' S | NCOVE ANDY OR ABI LI TY TO PAY I N CALCULATI ON OF A FI NANCI AL

ASSI STANCE AWARD.

SCHEDULE H, PART V, SECTION B, LINE 13H - OTHER FAP FACTCRS
I U HEALTH FRANKFORT TAKES | NTO CONS| DERATI ON SEVERAL OTHER FACTCRS I N

DETERM NI NG PATI ENT ELI G BILITY FOR FI NANCI AL ASSI STANCE. THESE FACTORS

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

| NCLUDE THE FOLLOW NG

1. I U HEALTH S | NDI VI DUAL SCLUTI ONS DEPARTMENT

PRI OR TO SEEKI NG FI NANCI AL ASSI STANCE UNDER THE FAP, ALL PATI ENTS OR
THEI R GUARANTORS MUST CONSULT WTH A MEMBER OF | U HEALTH S | NDI VI DUAL
SOLUTI ONS DEPARTMENT TO DETERM NE | F HEALTHCARE COVERAGE NMAY BE OBTAI NED
FROM A GOVERNMENT | NSURANCE/ ASSI STANCE PRODUCT OR FROM THE HEALTH

I NSURANCE EXCHANGE MARKETPLACE.

2. ALTERNATE SOURCES OF ASSI STANCE

VWHEN TECHNI CALLY FEASI BLE, A PATIENT WLL EXHAUST ALL OTHER STATE AND
FEDERAL ASSI STANCE PROGRAMS PRI OR TO RECEI VI NG AN AWARD FROM | U HEALTH

FRANKFORT' S FI NANCI AL ASSI STANCE PROGRAM

PATI ENTS WHO MAY BE ELI G BLE FOR COVERAGE UNDER AN APPLI CABLE | NSURANCE
POLI CY, INCLUDI NG BUT NOT LIMTED TO, HEALTH, AUTOMOBI LE, AND

HOVEOMNER' S, MUST EXHAUST ALL | NSURANCE BENEFI TS PRI OR TO RECEI VI NG AN
AWARD FROM | U HEALTH FRANKFORT' S FI NANCI AL ASSI STANCE PROGRAM  THI' S

I NCLUDES PATI ENTS COVERED UNDER THEI R OAN POLI CY AND THOSE WHO MAY BE
ENTI TLED TO BENEFI TS FROM A THI RD- PARTY PCLI CY.  PATI ENTS MAY BE ASKED TO
SHOW PROOF THAT SUCH A CLAI M WAS PROPERLY SUBM TTED TO THE PROPER

I NSURANCE PROVI DER AT THE REQUEST OF | U HEALTH FRANKFORT.

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

ELI G BLE PATI ENTS WHO RECEI VE MEDI CAL CARE FROM | U HEALTH FRANKFORT AS A
RESULT OF AN | NJURY PROXI MATELY CAUSED BY A THI RD PARTY, AND LATER

RECElI VE A MONETARY SETTLEMENT OR AWARD FROM SAI D THI RD PARTY, MAY RECEI VE
FI NANCI AL ASSI STANCE FOR ANY QUTSTANDI NG BALANCE NOT COVERED BY THE
SETTLEMENT OR AWARD TO WHI CH | U HEALTH FRANKFORT IS ENTI TLED. I N THE
EVENT A FI NANCI AL ASSI STANCE AWARD HAS ALREADY BEEN GRANTED | N SUCH

Cl RCUMSTANCES, | U HEALTH FRANKFORT RESERVES THE RI GHT TO REVERSE THE
AWARD | N AN AMOUNT EQUAL TO THE AMOUNT | U HEALTH FRANKFORT WOULD BE

ENTI TLED TO RECEI VE HAD NO FI NANCI AL ASSI STANCE BEEN AWARDED.

3. ALTERNATE METHODS OF ELI G BI LI TY DETERM NATI ON

| U HEALTH FRANKFORT W LL CONDUCT A QUARTERLY REVI EW OF ALL ACCOUNTS
PLACED W TH A COLLECTI ON AGENCY PARTNER FOR A PERI OD OF NO LESS THAN ONE
HUNDRED AND TWENTY (120) DAYS AFTER THE ACCOUNT | S ELId BLE FOR AN
EXTRAORDI NARY COLLECTI ON ACTI ON ("ECA"). SAI D ACCOUNTS MAY BE ELI G BLE
FOR ASSI STANCE UNDER THE FAP BASED ON THE PATI ENT' S | NDI VI DUAL SCORI NG

CRI TERI A.

TO ENSURE ALL PATI ENTS POTENTI ALLY ELI G BLE FOR FI NANCI AL ASSI STANCE
UNDER THE FAP MAY RECEI VE FI NANCI AL ASSI STANCE, | U HEALTH FRANKFORT W LL
DEEM PATI ENTS/ GUARANTORS TO BE PRESUMPTI VELY ELI G BLE FOR FI NANCI AL

ASSI STANCE | F THEY ARE FOUND TO BE ELI G BLE FOR ONE OF THE FOLLOW NG
PROGRAMS, RECEI VED EMERGENCY OR DI RECT ADM T CARE, AND SATI SFI ED HI S/ HER

REQUI RED CO- PAY/ DEDUCTI BLE:

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

- I NDI ANA CHI LDREN S SPECI AL HEALTH CARE SERVI CES

- VEDI CAlI D

- HEALTH | NDI ANA PLAN

- PATI ENTS WHO ARE AWARDED HOSPI TAL PRESUMPTI VE ELI d BI LI TY ( HPE)
- ENRCLLED I N A STATE AND/ OR FEDERAL PROGRAM THAT VERI FI ES THE
PATI ENT' S GROSS HOUSEHOLD | NCOVE |'S LESS THAN OR EQUAL TO 200% OF THE

FEDERAL POVERTY LEVEL

4. ADDI TI ONAL CONSI DERATI ONS

FI NANCI AL ASSI STANCE MAY BE GRANTED TO A DECEASED PATI ENT' S ACCOUNT | F
SAI D PATIENT IS FOUND TO HAVE NO ESTATE. ADDI TI ONALLY, |U HEALTH
FRANKFORT W LL DENY OR REVOKE FI NANCI AL ASSI STANCE FOR ANY PATI ENT OR
GUARANTOR WHO FALSI FI ES ANY PORTI ON OF A FI NANCI AL ASSI STANCE

APPLI CATI ON.

5. NON- EMERGENT SERVI CES DOAN PAYMENT

UNI NSURED PATI ENTS PRESENTI NG FOR SCHEDULED OR OTHER NON- EMERGENT

SERVI CES W LL NOT BE CHARGED MORE THAN THE AGB FOR THEI R SERVI CES.

PATI ENTS W LL RECEI VE AN ESTI MATED AGB COST OF THEIR CARE PRIOR TO I'U
HEALTH FRANKFORT RENDERI NG THE SERVI CES AND W LL BE ASKED TO PAY A

DOWN- PAYMENT PERCENTAGE OF THE AGB ADJUSTED COST PRI OR TO RECEI VI NG

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

SERVICES. | N THE EVENT A PATIENT IS UNABLE TO FULFI LL THE DOAN- PAYMENT,
THEI R SERVI CE MAY BE RESCHEDULED FOR A LATER DATE AS MEDI CALLY PRUDENT
AND | N ACCORDANCE W TH ALL APPLI CABLE FEDERAL AND STATE LAWS AND/ OR

REGULATI ONS.

6. EMERGENCY SERVI CES NON- REFUNDABLE DEPCSI T

TH' S SECTION WLL BE | MPLEMENTED W TH A STRI CT ADHERENCE TO EMTALA AND | U
HEALTH POLI CY ADM 1. 32, SCREEN NG AND TRANSFER OF EMERGENCY COR UNSTABLE

PATI ENTS.

AMOUNT OF NON- REFUNDABLE DEPOSI T

ALL UNI NSURED PATI ENTS PRESENTI NG FOR SERVI CES AT | U HEALTH FRANKFORT' S
EMERGENCY DEPARTMENT, VI A TRANSFER FROM ANOTHER HOSPI TAL FACI LITY, OR

DI RECT ADM SSI ON, W LL BE RESPONSI BLE FOR A ONE- HUNDRED DOLLAR ($100. 00)
NON- REFUNDABLE DEPCSI T FOR SERVI CES RENDERED.  PATI ENTS/ GUARANTORS W LL
BE RESPONSI BLE FOR ANY COPAYS AND/ OR DEDUCTI BLES REQUI RED BY THEI R PLAN

PRI OR TO FULL FI NANCI AL ASSI STANCE BEI NG APPLI ED.

UNI NSURED PATI ENTS W SHI NG TO MAKE AN APPLI CATI ON FOR FI NANCI AL

ASSI STANCE CGREATER THAN THE AGB MUST FULFI LL THEI R NON- REFUNDABLE DEPCSI T
PRI OR TO | U HEALTH FRANKFORT PROCESSI NG SAI D APPLI CATI ON.  UNI NSURED

PATI ENTS MAKI NG PAYMENTS TOWARD THEI R OUTSTANDI NG NON- REFUNDABLE DEPCSI T

BALANCE W LL HAVE SAI D PAYMENTS APPLI ED TO THEI R CLDEST APPLI CATI ON ON

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

FILE, |IF APPLI CABLE.

SCHEDULE H, PART V, SECTION B, LINE 16A - FAP WEBSI TE

A COPY OF | U HEALTH FRANKFORT' S FAP | S AVAI LABLE ON THE FOLLOW NG

VEEBSI TE:

HTTPS: / / | UHEALTH. ORG PAY- A- Bl LL/ FI NANCI AL- ASSI STANCE

SCHEDULE H, PART V, SECTION B, LINE 16B - FAP APPLI CATI ON

A COPY OF | U HEALTH FRANKFORT' S FAP APPLI CATI ON IS AVAI LABLE ON THE

FOLLOW NG WEBSI TE:

HTTPS: / / | UHEALTH. ORG PAY- A- Bl LL/ FI NANCI AL- ASSI STANCE

SCHEDULE H, PART V, SECTION B, LINE 16C - FAP PLS WEBSI TE

A PLAI N LANGUAGE SUMVARY OF THE FAP, | NCLUDI NG TRANSLATED COPIES, |S

AVAI LABLE ON THE FOLLOW NG WEBSI TE:

HTTPS: / / | UHEALTH. ORG PAY- A- Bl LL/ FI NANCI AL- ASSI STANCE

SCHEDULE H, PART V, SECTION B, LINE 16J - OTHER MEASURES TO PUBLI Cl ZE

I U HEALTH FRANKFORT TAKES SEVERAL OTHER MEASURES TO PUBLI CI ZE | TS FAP

WTH N THE COMUNI TY. THESE MEASURES | NCLUDE THE FOLLOW NG

1. CONSPI CUQUS PUBLI C DI SPLAYS W LL BE POSTED I N APPROPRI ATE ACUTE

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

CARE SETTI NGS SUCH AS THE EMERGENCY DEPARTMENT AND REG STRATI ON AREAS
DESCRI Bl NG THE AVAI LABLE ASSI STANCE AND DI RECTI NG ELI G BLE PATI ENTS TO

THE FI NANCI AL ASSI STANCE APPLI CATI ON.

2. | U HEALTH FRANKFORT W LL | NCLUDE A CONSPI CUOUS WRI TTEN NOTI CE ON
ALL PATI ENT BI LLI NG STATEMENTS THAT NOTI FI ES THE PATI ENT ABOUT THE

AVAI LABI LITY OF THI S PCLI CY, AND THE TELEPHONE NUMBER OF | TS CUSTOMER
SERVI CE DEPARTMENT WHI CH CAN ASSI ST PATI ENTS W TH ANY QUESTI ONS THEY MAY

HAVE REGARDI NG THI S PCLI CY.

3. | U HEALTH FRANKFORT CUSTOMER SERVI CE REPRESENTATI VES W LL BE
AVAI LABLE VI A TELEPHONE MONDAY THROUGH FRI DAY, EXCLUDI NG MAJOR HCLI DAYS,
FROM 8:00 AM TO 7: 00 P.M EASTERN TI ME TO ADDRESS QUESTI ONS RELATED TO

TH' S PQLI CY.

4. | U HEALTH FRANKFORT W LL BROADLY COMMUNI CATE THI S POLI CY AS PART

OF | TS GENERAL OUTREACH EFFORTS.

5. | U HEALTH FRANKFORT W LL EDUCATE | TS PATI ENT FACI NG TEAM MEMBERS

OF THE FAP AND THE PROCESS FOR REFERRI NG PATI ENTS TO THE PROGRAM

SCHEDULE H, PART V, SECTION B, LINE 2 - SECOND YEAR TAX- EXEMPT HCSPI TAL
I U HEALTH FRANKFORT, | NC. WAS | NCORPORATED W TH THE STATE OF | NDI ANA ON

JANUARY 26, 2017. | U HEALTH FRANKFORT, | NC. ASSUMED OPERATI ONS CF THE

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 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.

Page 8

HOSPI TAL ON JUNE 1, 2017.

SCHEDULE H, PART V, SECTION A, LINE 1 - PRI MARY WEBSI TE ADDRESS

HTTPS: / / | UHEALTH. ORG FI ND- LOCATI ONS/ | U- HEALTH- FRANKFORT- HOSPI TAL

JSA Schedule H (Form 990) 2018
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| NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 9
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) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295

Schedule H (Form 990) 2018 Page 10
=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 |, LINE 3C - OTHER FACTORS USED I N DETERM NI NG ELI G

| U HEALTH FRANKFORT USES SEVERAL FACTORS OTHER THAN FEDERAL POVERTY

GUI DELI NES (" FPGS") IN DETERM NI NG ELI A BI LI TY FOR FREE CARE UNDER | TS

FAP. THESE FACTORS | NCLUDE THE FOLLOW NG

Fl

I NDI ANA RESI DENCY REQUI REMENT

NANCI AL ASSI STANCE W LL ONLY BE MADE AVAI LABLE TO RESI DENTS OF THE

STATE OF | NDI ANA AND THOSE ELI G BLE FOR ASSI STANCE UNDER 42 U.S.C. A 8

1396B( V) .

I U HEALTH FRANKFORT W LL EMPLOY THE SAME RESI DENCY TEST AS SET FORTH I N

I NDI ANA CODE 6-3-1-12 TO DEFI NE AN | NDI ANA RESI DENT. THE TERM RESI DENT

I NCLUDES ANY | NDI VI DUAL WHO WAS DOM CI LED | N | NDI ANA DURI NG THE TAXABLE

YEAR, OR ANY | NDI VI DUAL WHO MAI NTAI NS A PERVANENT PLACE OF RESI DENCE I N

| NDI ANA AND SPENDS MORE THAN ONE HUNDRED El GHT- THREE (183) DAYS OF THE

TAXABLE YEAR | N | NDI ANA.

JSA
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 10
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.

PATI ENTS RESI DI NG | N THE STATE OF | NDI ANA WHI LE ATTENDI NG AN | NSTI TUTI ON
OF H GHER EDUCATI ON MAY BE ELI G BLE FOR ASSI STANCE UNDER THE FAP | F THEY
MEET THE AFOREMENTI ONED RESI DENCY TEST AND ARE NOT CLAI MED AS A DEPENDENT

ON A PARENT' S OR GUARDI ANS' FEDERAL | NCOVE TAX RETURN.

2. | U HEALTH FRANKFORT' S | NDI VI DUAL SOLUTI ONS DEPARTMENT

PRI OR TO SEEKI NG FI NANCI AL ASSI STANCE UNDER THE FAP, ALL PATI ENTS OR
THEI R GUARANTORS MUST CONSULT WTH A MEMBER COF | U HEALTH FRANKFORT' S
I NDI VI DUAL SOLUTI ONS DEPARTMENT TO DETERM NE | F HEALTHCARE COVERAGE MAY
BE OBTAI NED FROM A GOVERNMENT | NSURANCE/ ASSI STANCE PRCDUCT OR FROM THE

HEALTH | NSURANCE EXCHANGE MARKETPLACE.

3. UNI NSURED PATI ENTS

ALL UNI NSURED PATI ENTS PRESENTI NG FOR SERVI CES AT | U HEALTH FRANKFORT

ELI G BLE UNDER THE FAP WLL NOT BE CHARGED MORE THAN THE AGB AS DESCRI BED

IN THE FAP.

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 10
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.

4. SERVI CES RENDERED BY | NDI VI DUAL PROVI DERS

THE FAP DOES NOT COVER SERVI CES RENDERED BY | NDI VI DUAL PROVI DERS. A FULL
LI STI NG OF PROVI DERS AND SERVI CES NOT' COVERED BY THE FAP | S AVAI LABLE AT
HTTPS: / / | UHEALTH. ORG PAY- A- Bl LL/ FI NANCI AL- ASSI STANCE AND | S UPDATED ON A

QUARTERLY BASI S.

5. ALTERNATE SOURCES OF ASSI STANCE

VWHEN TECHNI CALLY FEASI BLE, A PATIENT WLL EXHAUST ALL OTHER STATE AND
FEDERAL ASSI STANCE PROGRAMS PRI OR TO RECEI VI NG AN AWARD FROM | U HEALTH

FRANKFORT' S FI NANCI AL ASSI STANCE PROGRAM

PATI ENTS WHO MAY BE ELI G BLE FOR COVERAGE UNDER AN APPLI CABLE | NSURANCE
POLI CY, INCLUDI NG BUT NOT LIMTED TO, HEALTH, AUTOMOBI LE, AND
HOVEOMNER' S, MUST EXHAUST ALL | NSURANCE BENEFI TS PRI OR TO RECEI VI NG AN

AWARD FROM | U HEALTH FRANKFORT' S FI NANCI AL ASSI STANCE PROGRAM  THI' S

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
Schedule H (Form 990) 2018 Page 10
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.

I NCLUDES PATI ENTS COVERED UNDER THEI R OAN POLI CY AND THOSE WHO MAY BE
ENTI TLED TO BENEFI TS FROM A THI RD- PARTY PCLI CY.  PATI ENTS MAY BE ASKED TO
SHOW PROOF THAT SUCH A CLAI M WAS PROPERLY SUBM TTED TO THE PROPER

I NSURANCE PROVI DER AT THE REQUEST OF | U HEALTH FRANKFORT.

ELI G BLE PATI ENTS WHO RECEI VE MEDI CAL CARE FROM | U HEALTH FRANKFORT AS A
RESULT OF AN | NJURY PROXI MATELY CAUSED BY A THI RD PARTY, AND LATER

RECEI VE A MONETARY SETTLEMENT OR AWARD FROM SAI D THI RD PARTY, MAY RECEI VE
FI NANCI AL ASSI STANCE FOR ANY QOUTSTANDI NG BALANCE NOT COVERED BY THE
SETTLEMENT OR AWARD TO WHI CH | U HEALTH FRANKFORT IS ENTI TLED. I N THE
EVENT A FI NANCI AL ASSI STANCE AWARD HAS ALREADY BEEN GRANTED | N SUCH

Cl RCUMSTANCES, | U HEALTH FRANKFORT RESERVES THE RI GHT TO REVERSE THE
AWARD | N AN AMOUNT EQUAL TO THE AMOUNT | U HEALTH FRANKFORT WOULD BE

ENTI TLED TO RECEI VE HAD NO FI NANCI AL ASSI STANCE BEEN AWARDED.

6. ALTERNATE METHODS OF ELI G BI LI TY DETERM NATI ON

| U HEALTH FRANKFORT W LL CONDUCT A QUARTERLY REVI EW OF ALL ACCOUNTS
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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.

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.

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.

PLACED W TH A COLLECTI ON AGENCY PARTNER FOR A PERI OD OF NO LESS THAN ONE
HUNDRED AND TWENTY (120) DAYS AFTER THE ACCOUNT | S ELI A BLE FOR AN ECA.
SAI D ACCOUNTS MAY BE ELI G BLE FOR ASSI STANCE UNDER THE FAP BASED ON THE

PATI ENT' S | NDI VI DUAL SCORI NG CRI TERI A.

TO ENSURE ALL PATI ENTS POTENTI ALLY ELI G BLE FOR FI NANCI AL ASSI STANCE
UNDER THE FAP MAY RECEI VE FI NANCI AL ASSI STANCE, | U HEALTH FRANKFORT W LL
DEEM PATI ENTS/ GUARANTORS TO BE PRESUMPTI VELY ELI G BLE FOR FI NANCI AL

ASSI STANCE | F THEY ARE FOUND TO BE ELI G BLE FOR ONE OF THE FOLLOW NG
PROGRAMS, RECEI VED EMERGENCY OR DI RECT ADM T CARE, AND SATI SFI ED HI S/ HER

REQUI RED CO- PAY/ DEDUCTI BLE:

- I NDI ANA CHI LDREN S SPECI AL HEALTH CARE SERVI CES

- VEDI CAl D

- HEALTH | NDI ANA PLAN

- PATI ENTS WHO ARE AWARDED HOSPI TAL PRESUMPTI VE ELId BI LI TY ( HPE)
- ENRCLLED I N A STATE AND/ OR FEDERAL PROGRAM THAT VERI FI ES THE

PATI ENT' S GROSS HOUSEHOLD | NCOVE |'S LESS THAN OR EQUAL TO 200% OF THE

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.

FEDERAL POVERTY LEVEL

7.

ADDI TI ONAL CONSI DERATI ONS

FI NANCI AL ASSI STANCE MAY BE GRANTED TO A DECEASED PATI ENT' S ACCOUNT | F

SAI D PATIENT IS FOUND TO HAVE NO ESTATE. ADDI TI ONALLY, |U HEALTH

FRANKFORT W LL DENY OR REVOKE FI NANCI AL ASSI STANCE FOR ANY PATI ENT OR

GUARANTOR WHO FALSI FI ES ANY PORTI ON OF A FI NANCI AL ASSI STANCE

APPLI CATI ON.

8.

PATI ENT ASSETS

| U HEALTH FRANKFORT MAY CONSI DER PATI ENT/ GUARANTOR ASSETS I N THE

CALCULATI ON OF A PATIENT' S TRUE FI NANCI AL BURDEN. A

PATI ENT' S/ GUARANTOR' S PRI MARY RESI DENCE AND ONE (1) MOTOR VEH CLE WLL BE

EXEMPTED FROM CONSI DERATI ON I N MOST CASES.

A PATI ENT' S PRI MARY RESI DENCE | S DEFI NED AS THE PATI ENT' S PRI NCl PAL PLACE

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 RESI DENCE AND W LL BE EXCLUDED FROM A PATI ENT' S EXTRACRDI NARY ASSET

CALCULATI ON SO LONG AS THE PATIENT' S EQUITY IS LESS THAN FI VE- HUNDRED

THOUSAND DOLLARS ($500, 000) AND THE HOMVE | S OCCUPI ED BY THE

PATI ENT/ GUARANTOR, PATI ENT' S/ GUARANTOR S SPOUSE OR CHI LD UNDER TVEENTY- ONE

(21) YEARS OF AGE. ONE (1) MOTOR VEH CLE MAY BE EXCLUDED AS LONG AS THE

PATIENT' S EQU TY IN THE VEH CLE | S LESS THAN FI FTY- THOUSAND

DOLLARS( $50, 000) .

I U HEALTH FRANKFORT RESERVES THE RI GHT TO REQUEST A LI ST OF ALL PROPERTY

OMED BY THE PATI ENT/ GUARANTOR AND ADJUST A PATI ENT'S AWARD OF FI NANCI AL

ASSI STANCE | F THE PATI ENT DEMONSTRATES A CLAIM OR CLEAR TI TLE TO ANY

EXTRACRDI NARY ASSET NOT EXCLUDED FROM CONSI DERATI ON UNDER THE ABOVE

GUI DANCE.

NON- EMERGENT SERVI CES DOAN PAYMENT

UNI NSURED PATI ENTS PRESENTI NG FOR SCHEDULED OR OTHER NON- EMERGENT

SERVI CES W LL NOT BE CHARGED MORE THAN THE AGB FOR THEI R 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.

PATI ENTS W LL RECEI VE AN ESTI MATED AGB COST OF THEIR CARE PRIOR TO I'U

HEALTH FRANKFORT RENDERI NG THE SERVI CES AND W LL BE ASKED TO PAY A

DOWN- PAYMENT PERCENTAGE OF THE AGB ADJUSTED COST PRI OR TO RECEI VI NG

SERVICES. | N THE EVENT A PATIENT IS UNABLE TO FULFI LL THE DOWN- PAYMENT,

THEI R SERVI CE MAY BE RESCHEDULED FOR A LATER DATE AS MEDI CALLY PRUDENT

AND | N ACCORDANCE W TH ALL APPLI CABLE FEDERAL AND STATE LAWS AND/ OR

REGULATI ONS.

10.

EMERGENCY SERVI CES NON- REFUNDABLE DEPCSI T

TH S SECTION WLL BE | MPLEMENTED W TH A STRI CT ADHERENCE TO EMTALA AND | U

HEALTH POLI CY ADM 1. 32, SCREEN NG AND TRANSFER OF EMERGENCY COR UNSTABLE

PATI ENTS.

AMOUNT OF NON- REFUNDABLE DEPOCSI T

ALL UNI NSURED PATI ENTS PRESENTI NG FOR SERVI CES AT | U HEALTH FRANKFORT' S

JSA
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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.

EMERGENCY DEPARTMENT, VI A TRANSFER FROM ANOTHER HOSPI TAL FACI LITY, OR

DI RECT ADM SSI ON, W LL BE RESPONSI BLE FOR A ONE- HUNDRED DOLLAR ( $100. 00)
NON- REFUNDABLE DEPCSI T FOR SERVI CES RENDERED.  PATI ENTS/ GUARANTORS W LL
BE RESPONSI BLE FOR ANY COPAYS AND/ OR DEDUCTI BLES REQUI RED BY THEI R PLAN

PRI OR TO FULL FI NANCI AL ASSI STANCE BEI NG APPLI ED.

UNI NSURED PATI ENTS W SHI NG TO MAKE AN APPLI CATI ON FOR FI NANCI AL

ASSI STANCE CGREATER THAN THE AGB MUST FULFI LL THEI R NON- REFUNDABLE DEPCSI T
PRI OR TO | U HEALTH FRANKFORT PROCESSI NG SAI D APPLI CATI ON.  UNI NSURED

PATI ENTS MAKI NG PAYMENTS TOWARD THEI R OUTSTANDI NG NON- REFUNDABLE DEPCSI T
BALANCE W LL HAVE SAI D PAYMENTS APPLI ED TO THEI R CLDEST APPLI CATI ON ON

FILE, |IF APPLI CABLE.

SCHEDULE H, PART |, LINE 6A - C B. REPORT PREPARED BY A RELATED ORG
| U HEALTH FRANKFORT' S COMMUNI TY BENEFI T AND OTHER | NVESTMENTS,
ENCOMPASSI NG | TS TOTAL COVMUNI TY | NVESTMENT, ARE | NCLUDED IN THE U
HEALTH COVMUNI TY BENEFI T REPORT WHI CH | S PREPARED ON BEHALF OF AND

I NCLUDES | U HEALTH AND | TS RELATED HOSPI TAL ENTITIES I N THE STATE OF

JSA Schedule H (Form 990) 2018

8E1327 1.000



I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
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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.

I NDI ANA.

THE 1 U HEALTH COWUNI TY BENEFI T REPORT | S MADE AVAI LABLE TO THE PUBLI C ON
| U HEALTH S WEBSI TE AT HTTPS:// | UHEALTH. ORG | N- THE- COMMUNI TY. THE | U
HEALTH COVMUNI TY BENEFI T REPORT | S ALSO DI STRI BUTED TO NUMERCQUS KEY
ORGANI ZATI ONS THROUGHOUT THE STATE OF | NDI ANA | N ORDER TO BROADLY SHARE
THE 1 U HEALTH STATEW DE SYSTEM S COVMUNI TY BENEFI T EFFORTS. I T IS ALSO
AVAI LABLE BY REQUEST THROUGH THE | NDI ANA STATE DEPARTMENT OF HEALTH OR | U

HEALTH.

SCHEDULE H, PART I, LINE 7, COLUW (F) - BAD DEBT EXPENSE
THE AMOUNT OF BAD DEBT EXPENSE | NCLUDED ON FORM 990, PART | X, LINE 25,
COLUWN (A), BUT SUBTRACTED FOR PURPCSES OF CALCULATI NG THE PERCENTAGE OF

TOTAL EXPENSE ON LINE 7, COLUW (F) IS $2,137,018.

BAD DEBT EXPENSE | S REPORTED AT COST BASED ON THE COST- TO- CHARGE RATI O

DERI VED FROM WORKSHEET 2, RATI O OF PATI ENT CARE COST- TO- CHARGES.

JSA Schedule H (Form 990) 2018
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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.

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.

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.

SCHEDULE H, PART |, LINE 7 - TOTAL COMMUNI TY BENEFI T EXPENSE

SCHEDULE H, PART I, LINE 7, COLUW (F), PERCENT OF TOTAL EXPENSE, 1S
BASED ON COLUWN (E) NET COVMUNI TY BENEFI T EXPENSE. THE PERCENT OF TOTAL
EXPENSE BASED ON COLUWN (C) TOTAL COWMUNI TY BENEFI T EXPENSE, WHI CH

I NCLUDES DI RECT OFFSETTI NG REVENUE, |S 31.92%

SCHEDULE H, PART Il - PROMOTI ON OF HEALTH I N COMMUNI Tl ES SERVED

I U HEALTH FRANKFORT PARTI Cl PATES IN A VARI ETY OF COVMUNI TY- BUI LDI NG
ACTI VI TI ES THAT ADDRESS THE SOCI AL DETERM NANTS OF HEALTH I N THE
COMUNI TIES I T SERVES. |U HEALTH AND I TS RELATED HOSPI TAL ENTI TI ES ACROSS
THE STATE OF | NDI ANA ("I U HEALTH STATEW DE SYSTEM') | NVEST I N ECONOM C
DEVELOPMENT EFFORTS ACROSS THE STATE, COLLABORATE W TH LI KE- M NDED
ORGANI ZATI ONS THROUGH CQOALI TI ONS THAT ADDRESS KEY | SSUES, AND ADVOCATE
FOR | MPROVEMENTS | N THE HEALTH STATUS OF VULNERABLE POPULATIONS. THI S

I NCLUDES MAKI NG CONTRI BUTI ONS TO COMMUNI TY- BUI LDI NG ACTI VI TI ES BY

PROVI DI NG | NVESTMENTS AND RESOURCES TO LOCAL COVMMUNI TY | NI TI ATI VES THAT
ADDRESSED ECONOM C DEVELOPMENT, COWMMUNI TY SUPPORT AND WORKFORCE

DEVELOPMENT. SEVERAL EXAMPLES | NCLUDE | U HEALTH S SUPPORT OF THE

JSA
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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.

FOLLOW NG ORGANI ZATI ONS AND | NI TI ATI VES THAT FOCUS ON SOVE OF THE ROOT
CAUSES OF HEALTH | SSUES, SUCH AS LACK OF EDUCATI ON, EMPLOYMENT AND

POVERTY:

- STARFI SH | NI TI ATI VE
- TEACH FOR AMERI CA

- CLI NTON COUNTY UNI TED WAY

ADDI TI ONALLY, THROUGH THE | U HEALTH STATEW DE SYSTEM S TEAM MEMBER
COVMUNI TY BENEFI T SERVI CE PROGRAM "1 U HEALTH SERVES', TEAM MEMBERS

ACROSS THE STATE MAKE A DI FFERENCE I N THE LI VES OF THOUSANDS OF HOCSI ERS

EVERY YEAR
SCHEDULE H, PART |11, LINE 2 - METHODOLOGY USED TO EST. BAD DEBT EXP.
THE BAD DEBT EXPENSE OF $956, 102 REPORTED ON SCHEDULE H, PART 111, LINE 2

I S REPORTED AT COST, AS CALCULATED USI NG THE COST TO CHARGE RATI O

METHODOL OGY.
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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.

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.

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.

SCHEDULE H, PART |11, LINE 3 - EST. BAD DEBT ATTR. TO PATI ENTS UNDER FAP
AN UNI NSURED PATI ENT AND/ OR GUARANTOR WHO WAS ADM TTED THROUGH AN

ELI G BLE FACI LI TY' S EMERGENCY DEPARTMENT VI A A DI RECT ADM SSI ON FROM A

PHYSI Cl AN' S OFFI CE, OR TRANSFER FROM ANOTHER HCSPI TAL FACI LI TY, AND WHOSE

HOUSEHOLD | NCOVE |'S LESS THAN OR EQUAL TO 200% OF THE FEDERAL POVERTY
LEVEL MAY BE ELI G BLE FOR FULL CHARI TY ASSI STANCE AFTER THE SUCCESSFUL
COVPLETI ON OF THE FI NANCI AL ASSI STANCE APPLI CATI ON AND SATI SFACTI ON OF

H S/ HER NON- REFUNDABLE DEPCSI T.

TO CAPTURE ALL PATI ENTS WHO ARE POTENTI ALLY ELI G BLE FOR FI NANCI AL

ASSI STANCE UNDER THE | U HEALTH FI NANCI AL ASSI STANCE PCLI CY, |U HEALTH

W LL DEEM PATI ENTS/ GUARANTORS TO BE PRESUMPTI VELY ELI G BLE FOR FI NANCI AL
ASSI STANCE | F THEY ARE FOUND TO BE ELI G BLE FOR ONE OF THE FOLLOW NG
PROGRAMS, RECEI VED EMERGENCY OR DI RECT ADM T CARE, AND SATI SFI ED THE

REQUI RED CO- PAY/ DEDUCTI BLE:

1. I NDI ANA CHI LDREN S SPECI AL HEALTH CARE SERVI CES

2. VEDI CAlI D

JSA
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Provide the following information.

1

4.

5.

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.

HEALTHY | NDI ANA PLAN
PATI ENTS WHO ARE AWARDED HOSPI TAL PRESUMPTI VE ELI G BI LI TY

ENRCLLED I N A STATE AND/ OR FEDERAL PROGRAM THAT VERI FI ES THE

PATI ENT' S GROSS HOUSEHOLD | NCOVE |'S LESS THAN OR EQUAL TO 200% OF THE

FEDERAL POVERTY LEVEL (FPL).

I U HEALTH ALSO CONDUCTS A QUARTERLY REVI EW OF ALL ACCOUNTS PLACED WTH A

COLLECTI ON AGENCY PARTNER FOR A PERI OD OF NO LESS THAN ONE HUNDRED AND

TWENTY (120) DAYS AFTER THE ACCOUNT | S ELI d BLE FOR AN EXTRAORDI NARY

COLLECTI ON ACTI ONS. SAI D ACCOUNTS MAY BE ELI G BLE FOR ASSI STANCE UNDER

THE FI NANCI AL ASSI STANCE POLI CY BASED ON THE PATI ENT' S | NDI VI DUAL SCORI NG

CRI TERI A AND ARE NOT | NCLUDED | N BAD DEBT. DUE TO THI S COVPREHENSI VE

METHODOLOGY, | U HEALTH DOES NOT BELI EVE ANY AMOUNT OF BAD DEBT IS

ATTRI BUTABLE TO PATI ENTS WHO MAY BE ELI G BLE UNDER THE FI NANCI AL

ASSI STANCE POLI CY AND NO PORTI ON OF BAD DEBT IS | NCLUDED AS COVMUNI TY

BENEFI T.
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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.

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.

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.

SCHEDULE H, PART |11, LINE 4 - BAD DEBT EXPENSE
I U HEALTH S CONSCLI DATED FI NANCI AL STATEMENTS, FOOTNOTE 4, ADDRESSES BAD

DEBT EXPENSE AS FOLLOWE:

THE | NDI ANA UNI VERSI TY HEALTH SYSTEM DOES NOT REQUI RE COLLATERAL OR OTHER
SECURI TY FROM | TS PATI ENTS, SUBSTANTI ALLY ALL OF WHOM ARE RESI DENTS OF
THE STATE, FOR THE DELI VERY OF HEALTH CARE SERVI CES. HOWEVER, CONSI STENT
W TH | NDUSTRY PRACTI CE, THE | NDI ANA UNI VERSI TY HEALTH SYSTEM ROUTI NELY
OBTAI NS ASSI GNMENT OF (OR |'S OTHERW SE ENTI TLED TO RECEI VE) PATI ENTS
BENEFI TS PAYABLE UNDER THEI R HEALTH | NSURANCE PROGRAMS, PLANS OR PCLI ClI ES
(E. G, MED CARE, MEDI CAI D, MANAGED CARE PAYERS, AND COMMVERCI AL | NSURANCE

POLI CI ES) .

THE | NDI ANA UNI VERSI TY HEALTH SYSTEM USES A PORTFOLI O APPROACH TO ACCOUNT
FOR CATEGORI ES OF PATI ENT CONTRACTS AS A COLLECTI VE GROUP, RATHER THAN
RECOGNI ZI NG REVENUE ON AN | NDI VI DUAL CONTRACT BASI S. THE PORTFOLI OS

CONSI ST OF MAJCOR PAYER CLASSES FOR | NPATI ENT REVENUE AND OUTPATI ENT

REVENUE. BASED ON THE HI STORI CAL COLLECTI ON TRENDS AND OTHER ANALYSI S,

JSA
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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.

THE | NDI ANA UNI VERSI TY HEALTH SYSTEM BELI EVES THAT REVENUE RECOGNI ZED BY
UTI LI ZI NG THE PORTFOLI O APPROACH APPROXI MATES THE REVENUE THAT WOULD HAVE

BEEN RECOGNI ZED | F AN | NDI VI DUAL CONTRACT APPRCACH WERE USED.

IN SUPPORT OF ITS M SSION, THE | NDI ANA UNI VERSI TY HEALTH SYSTEM PROVI DES
CARE TO UNI NSURED AND UNDERI NSURED PATI ENTS. THE | NDI ANA UNI VERSI TY
HEALTH SYSTEM PROVI DES CHARI TY CARE TO PATI ENTS WHO LACK FI NANCI AL
RESOURCES AND ARE DEEMED TO BE MEDI CALLY | NDI GENT. UNDER | TS FI NANCI AL
ASSI STANCE POLI CY, THE | NDI ANA UNI VERSI TY HEALTH SYSTEM PROVI DES

MEDI CALLY NECESSARY CARE TO UNI NSURED PATI ENTS W TH | NADEQUATE FI NANCI AL
RESOURCES AT CHARI TABLE DI SCOUNTS EQUI VALENT TO THE AMOUNTS GENERALLY

BI LLED, AND I T PROVIDES ELIG BILITY FOR FULL CHARI TY FOR EMERGENT
ENCOUNTERS FOR UNI NSURED PATI ENTS WHO EARN LESS THAN 200% OF THE FEDERAL
POVERTY LEVEL AND WHO MEET APPLI CATI ON CRI TERI A. PATI ENTS WHCSE LI ABI LI TY
I S DEEMED CATASTROPHI C RELATI VE TO THEI R ANNUAL HOUSEHOLD | NCOVE ARE ALSO
ELI G BLE FOR REDUCED CHARGES. SI NCE THE | NDI ANA UNI VERSI TY HEALTH SYSTEM
DOES NOT PURSUE COLLECTI ON OF THESE AMOUNTS, THE DI SCOUNTED AMOUNTS ARE

NOT REPORTED AS PATI ENT SERVI CE REVENUE. THE | NDI ANA UNI VERSI TY HEALTH

JSA Schedule H (Form 990) 2018
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I NDI ANA UNI VERSI TY HEALTH FRANKFORT, | NC. 81-5174295
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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.

SYSTEM USES PRESUMPTI VE ELI G BI LI TY SCREENI NG PROCEDURES FOR FREE CARE
AND RECOGNI ZES NET PATI ENT SERVI CE REVENUE ON SERVI CES PROVI DED TO

SELF- PAY PATI ENTS AT THE DI SCOUNTED RATE AT THE TI ME SERVI CES ARE
RENDERED. THE ESTI MATED COST OF CHARI TY CARE, USI NG THE CONSOLI DATED COST
TO CHARGE RATI O, WAS $94, 886, 000 AND $85, 295, 000 I N 2018 AND 2017,

RESPECTI VELY.

SCHEDULE H, PART |11, LINE 8 - MEDI CARE SHORTFALL

| U HEALTH FRANKFCORT DI D NOT HAVE A MEDI CARE SHORTFALL FOR 2018. | U HEALTH
FRANKFORT' S MEDI CARE REI MBURSEMENTS, HOAEVER, ARE NORMALLY LESS THAN THE
COST OF PROVI DI NG PATI ENT CARE AND SERVI CES TO MEDI CARE BENEFI Cl ARI ES AND
DO NOT | NCLUDE ANY AMOUNTS THAT RESULT FROM I NEFFI Cl ENCI ES OR POOR
MANAGEMENT. | U HEALTH FRANKFORT ACCEPTS ALL MEDI CARE PATI ENTS KNOW NG
THAT THERE MAY BE SHORTFALLS; THEREFORE | T HAS TAKEN THE POSI TI ON THAT
ANY SHORTFALL SHOULD BE COUNTED AS PART OF | TS COMMUNI TY BENEFI T.

ADDI TI ONALLY, IT I'S I MPLIED IN I NTERNAL REVENUE SERVI CE REVENUE RULI NG
69- 545 THAT TREATI NG MEDI CARE PATIENTS IS A COVWUNI TY BENEFI T. REVENUE

RULI NG 69- 545, WH CH ESTABLI SHED THE COVMMUNI TY BENEFI T STANDARD FOR

JSA Schedule H (Form 990) 2018
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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.

NONPROFI T HOSPI TALS, STATES THAT I F A HOSPI TAL SERVES PATI ENTS W TH
GOVERNMVENTAL HEALTH BENEFI TS, | NCLUDI NG MEDI CARE, THEN THI S IS AN
I NDI CATI ON THAT THE HOSPI TAL OPERATES TO PROMOTE THE HEALTH OF THE

COVMUNI TY.

THE AMOUNT REPCORTED ON SCHEDULE H, PART I1l, LINE 6 IS CALCULATED, |IN
ACCORDANCE W TH THE FORM 990 | NSTRUCTI ONS, USI NG "ALLOMBLE COSTS" FROM
THE 1 U HEALTH FRANKFORT MEDI CARE COST REPCORT. "ALLOWABLE COSTS' FOR
MEDI CARE COST REPORT PURPOSES, HOWAEVER, ARE NOT REFLECTI VE OF ALL COSTS
ASSOCI ATED W TH | U HEALTH FRANKFORT' S PARTI Cl PATI ON | N MEDI CARE PROCGRAMS.
FOR EXAMPLE, THE MEDI CARE COST REPORT EXCLUDES CERTAI N COSTS SUCH AS

Bl LLED PHYSI Cl AN SERVI CES, THE COSTS OF MEDI CARE PARTS C AND D, FEE
SCHEDULE REI MBURSED SERVI CES, AND DURABLE MEDI CAL EQUI PMENT SERVI CES.

I NCLUSI ON OF ALL COSTS ASSOCI ATED W TH | U HEALTH FRANKFORT' S

PARTI Cl PATI ON I N MEDI CARE PROGRAMS WOULD SI GNI FI CANTLY REDUCE THE

MEDI CARE SURPLUS REPORTED ON SCHEDULE H, PART 111, LINE 7.
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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.

SCHEDULE H, PART |11, LINE 9B - WRI TTEN DEBT CCLLECTI ON POLI CY

| U HEALTH FRANKFORT' S FAP AND WRI TTEN DEBT COLLECTI ON POLI CY DESCRI BE THE

COLLECTI ON PRACTI CES APPLI CABLE TO PATI ENTS, | NCLUDI NG THOSE WHO MAY

QUALI FY FOR FI NANCI AL ASSI STANCE.

1.

FI NANCI AL ASSI STANCE APPLI CATI ON

PATI ENTS OR THEI R GUARANTORS W SHI NG TO APPLY FOR FI NANCI AL ASSI STANCE

ARE ENCOURACED TO SUBM T A FI NANCI AL ASSI STANCE APPLI CATI ON W THI N NI NETY

(90) DAYS OF THEIR DI SCHARGE. PATIENTS OR THEI R GUARANTORS MAY SUBM T AN

APPLI CATI ON UP TO TWO- HUNDRED AND FORTY (240) DAYS FROM THE DATE OF THEIR

Fl

RST BI LLI NG STATEMENT FROM | U HEALTH, HOWEVER, ACCOUNTS MAY BE SUBJECT

TO ECA AS SOON AS ONE HUNDRED AND TVENTY (120) DAYS AFTER HAVI NG RECEI VED

THEIR FI RST BI LLI NG STATEMENT.

PATI ENTS OR THEI R GUARANTORS SUBM TTI NG AN | NCOVPLETE APPLI CATI ON W LL

RECEI VE WRI TTEN NOTI FI CATI ON OF THE APPLI CATI ON' S DEFI Cl ENCY UPON

DI

SCOVERY BY | U HEALTH.  THE APPLI| CATION W LL BE PENDED FOR A PERI OD OF

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.

FORTY- FI VE (45) DAYS FROM THE DATE THE NOTI FI CATION | S MAI LED. 1U HEALTH

w

LL SUSPEND ANY ECA UNTIL THE APPLI CATI ON IS COWLETE, OR THE PATI ENT

FAI LS TO CURE ANY DEFI CI ENCI ES I N THEI R APPLI CATION I N THE ALLOTTED

PERI CD.

PATI ENTS WTH LI M TED ENGLI SH PROFI CI ENCY MAY REQUEST TO HAVE A COPY COF

THE FAP, A FAP APPL| CATI ON, AND FAP PLAI N LANGUAGE SUMMARY I N ONE OF THE

BELOW LANGUAGES:

ARABI C

BURMESE

BURMESE- FALAM

BURMESE- HAKHA CHI N

MANDARI N/ CHI NESE

SPANI SH

THE PATI ENT, AND/ OR THEI R REPRESENTATI VE, SUCH AS THE PATIENT' S

PHYSI Cl AN, FAM LY MEMBERS, LEGAL COUNSEL, COVMUNITY OR RELI G QUS GROUPS,

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.

SOCI AL SERVI CES OR HOSPI TAL PERSONNEL MAY REQUEST A FAP APPLI CATI ON TO BE

MAI LED TO A PATI ENT' S PRI MARY MAI LI NG ADDRESS FREE OF CHARGE.

I U HEALTH FRANKFORT KEEPS ALL APPLI CATI ONS AND SUPPORTI NG DOCUMENTATI ON

CONFI DENTI AL.

PATI ENTS APPLYI NG FOR ASSI STANCE UNDER THE FAP W LL BE REQUI RED TO

COVPLETE A FI NANCI AL ASSI STANCE APPLI CATI ON.  PATI ENTS MUST | NCLUDE THE

FOLLOW NG DOCUMENTATI ON W TH THEI R FI NANCI AL ASSI STANCE APPLI CATI ON:

ALL SOURCES OF | NCOVE FOR THE LAST THREE (3) MONTHS;

MOST RECENT THREE (3) MONTHS OF PAY STUBS OR SUPPLEMENTAL SECURI TY

I NCOMVE VI A SOCI AL SECURI TY,;

MOST RECENT THREE (3) STATEMENTS FROM CHECKI NG AND SAVI NGS

ACCOUNTS, CERTIFI CATES OF DEPOSI T, STOCKS, BONDS AND MONEY MARKET

ACCOUNTS;

MOST RECENT STATE AND FEDERAL | NCOVE TAX FORMS | NCLUDI NG SCHEDULES

C, DL E, ANDF. |IN THE EVENT A PATIENT'S ANDY OR GUARANTOR S | NCOVE DOES

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.

NOT WARRANT THE FI LI NG OF A FEDERAL TAX RETURN, THE PATI ENT MAY SUBM T A

NOTARI ZED AFFI DAVI T ATTESTI NG TO THE FOREGO NG

MOST RECENT W2 STATEMENT;

FOR PATI ENTS OR MEMBERS CF THE HOUSEHOLD WHO ARE CURRENTLY

UNEMPLOYED, WAGE | NQUI RY FROM WORKONE;, AND

2.

| F APPLI CABLE, DI VORCE/ DI SSOLUTI ON DECREES AND CHI LD CUSTODY ORDER

ELI G Bl LI TY DETERM NATI ON

| U HEALTH FRANKFORT W LL | NFORM PATI ENTS OR GUARANTORS OF THE RESULTS OF

THEI' R APPLI CATI ON BY PROVI DI NG THE PATI ENT OR GUARANTOR W TH A FI NANCI AL

ASS| STANCE DETERM NATI ON W THI N NI NETY (90) DAYS OF RECEI VI NG A COVWPLETED

APPLI CATI ON AND ALL REQUESTED DOCUMENTATI ON.

I F A PATI ENT OR GUARANTOR | S GRANTED LESS THAN FULL CHARI TY ASSI STANCE

AND THE PATI ENT OR GUARANTOR PROVI DES ADDI Tl ONAL | NFORMATI ON FOR

RECONSI DERATI ON, | U HEALTH REVENUE CYCLE SERVI CES MAY AMEND A PRI OR

FI NANCI AL ASSI STANCE DETERM NATI ON.

JSA
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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.

I F A PATI ENT OR GUARANTOR SEEKS TO APPEAL THE FI NANCI AL ASSI STANCE
DETERM NATI ON FURTHER, A WRI TTEN REQUEST MJUST BE SUBM TTED, ALONG W TH
THE SUPPCORTI NG DOCUMENTATI ON, TO THE FI NANCI AL ASSI STANCE COWM TTEE FOR
ADDI TI ONAL REVI EW RECONSI DERATI ON.  ALL DECI SI ONS OF THE FI NANCI AL

ASSI STANCE COW TTEE ARE FI NAL.

A PATI ENT" S FI NANCI AL ASSI STANCE APPLI CATI ON AND ELI G BI LI TY

DETERM NATI ON ARE SPECI FI C TO EACH | NDI VI DUAL DATE(S) OF SERVI CE AND

RELATED ENCOUNTERS.

3. EXTRAORDI NARY COLLECTI ON ACTI ONS

I U HEALTH FRANKFORT MAY REFER DELI NQUENT PATI ENT ACCOUNTS TO A

THI RD- PARTY COLLECTI ON AGENCY AFTER UTI LI ZI NG REASONABLE EFFORTS TO

DETERM NE A PATIENT'S ELI G BI LI TY FOR ASSI STANCE UNDER THE FAP.

| U HEALTH FRANKFORT AND | TS THI RD- PARTY CCLLECTI ON AGENCI ES MAY | NI TI ATE
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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.

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.

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.

ECA AGAI NST A PATI ENT OR THEI R GUARANTCOR | N ACCORDANCE W TH THI S PQOLI CY

AND 26 CF.R 8 1.501(R). SAID ECA MAY | NCLUDE THE FOLLOW NG

- SELLI NG A PATI ENT' S OR THEI R GUARANTOR S QUTSTANDI NG FI NANCI AL
RESPONSI BI LI TY TO A TH RD PARTY.

- REPORTI NG ADVERSE | NFORMATI ON ABOUT THE PATI ENT OR THEI R GUARANTOR
TO CONSUMER CREDI T REPORTI NG AGENCI ES OR CREDI T BUREAUS.

- DEFERRI NG CR DENYI NG, OR REQUI RI NG A PAYMENT BEFORE PROVI DI NG
MEDI CALLY NECESSARY CARE BECAUSE OF A PATIENT'S OR THEI R GUARANTOR S
NONPAYMENT OF ONE OR MORE BI LLS FOR PREVI QUSLY PROVI DED CARE COVERED
UNDER THE FAP.

- ACTI ONS REQUI RING A LEGAL OR JUDI CI AL PROCESS, | NCLUDI NG BUT NOT
LIMTED TO PLACI NG A LI EN ON PATIENT'S OR THEI R GUARANTOR S PROPERTY,
FORECLOSI NG ON A PATI ENT' S OR THEI R GUARANTOR' S REAL PROPERTY ATTACHI NG
OR SEI ZI NG A PATIENT' S OR THEI R GUARANTOR S BANK ACCOUNT OR OTHER
PERSONAL PROPERTY, COMMENCI NG A ClIVIL ACTI ON AGAI NST A PATI ENT OR THEI R
GUARANTOR, CAUSI NG A PATI ENT OR GUARANTOR S ARREST, CAUSI NG A PATI ENT

AND/ OR GUARANTOR TO BE SUBJECT TO A WRI T OF BODY ATTACHVENT, AND
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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.

GARNI SHI NG A PATI ENT OR GUARANTOR S WAGES.

VWHEN | T | S NECESSARY TO ENGAGE I N SUCH ACTION, | U HEALTH FRANKFORT AND

I TS THI RD PARTY COLLECTI ON AGENCI ES, W LL ENGAGE I N FAI R, RESPECTFUL AND

TRANSPARENT COLLECTI ONS ACTI VI Tl ES.

PATI ENTS OR GUARANTORS CURRENTLY SUBJECT TO AN ECA WHO HAVE NOT

PREVI QUSLY APPLI ED FOR FI NANCI AL ASSI STANCE MAY APPLY FOR ASSI STANCE UP

TO TWO- HUNDRED AND FORTY (240) DAYS OF THE DATE OF THEIR FI RST BI LLI NG

STATEMENT FROM U HEALTH. | U HEALTH AND THEI R THI RD- PARTY COLLECTI ON

AGENCI ES W LL SUSPEND ANY ECA ENGAGED ON A PATI ENT OR THEI R GUARANTCR

VWH LE AN APPLI CATI ON | S BEI NG PROCESSED AND CONSI DERED.

REFUNDS

PATI ENTS ELI G BLE FOR ASSI STANCE UNDER THE FAP WHO REM TTED PAYMENT TO | U

HEALTH FRANKFORT | N EXCESS OF THEI R PATI ENT RESPONSI BI LI TY WLL BE

ALERTED TO THE OVERPAYMENT AS PROVPTLY AFTER DI SCOVERY AS | S REASONABLE

JSA
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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.

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.

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.

G VEN THE NATURE OF THE OVERPAYMENT.

PATI ENTS W TH AN OUTSTANDI NG ACCOUNT BALANCE ON A SEPARATE ACCOUNT NOT
ELI G BLE FOR ASSI STANCE UNDER THE FAP W LL HAVE THEI R REFUND APPLI ED TO

THE OUTSTANDI NG BALANCE.

PATI ENTS W THOUT AN OUTSTANDI NG ACCOUNT BALANCE DESCRI BED ABOVE W LL BE
| SSUED A REFUND CHECK FOR THEI R OVERPAYMENT AS SOON AS TECHN CALLY

FEASI BLE.

SCHEDULE H, PART VI, LINE 2 - NEEDS ASSESSMENT

COVMMUNI TI ES ARE MULTI FACETED AND SO ARE THEI R HEALTH NEEDS. | U HEALTH
FRANKFORT UNDERSTANDS THAT THE HEALTH OF | NDI VI DUALS AND COVMUNI TI ES ARE
SHAPED BY VARI QUS SOCI AL AND ENVI RONMENTAL FACTORS, ALONG W TH HEALTH

BEHAVI ORS AND ADDI TI ONAL | NFLUENCES.

| U HEALTH FRANKFORT ASSESSES THE HEALTH CARE NEEDS OF THE COMMUNI TIES I T

SERVES BY CONDUCTI NG A COVMUNI TY HEALTH NEEDS ASSESSMENT (CHNA). FOR THE

JSA
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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.

2018 CHNA, | U HEALTH FRANKFORT CONDUCTED THE COVMUNI TY SURVEY DATA
COLLECTI ON | N COLLABCORATI ON W TH | NDI ANA UNI VERSI TY, UNI VERSI TY OF
EVANSVI LLE AND AN | NDI ANA HOSPI TAL COLLABCRATI VE, | NCLUDI NG COVWUNI TY
HEALTH NETWORK, FRANCI SCAN ALLI ANCE, ST. VI NCENT HEALTH AND OTHER

HOSPI TAL PARTNERS.

AFTER COWPLETI ON OF THE CHNA, | U HEALTH FRANKFORT REVI EWVED SECONDARY
DATA, FI NDI NGS FROM OTHER COVMUNI TY HEALTH ASSESSMENTS OF AREAS SERVED BY
THE HOSPI TAL, | NPUT OBTAI NED FROM | NDI VI DUALS WHO PARTI CI PATED | N

COMMUNI TY MEETI NGS, | NPUT OBTAI NED FROM KEY STAKEHOLDERS, AND A COMMUNI TY
SURVEY TO | DENTI FY AND ANALYZE THE NEEDS | DENTI FI ED BY EACH SOURCE. THE
TOP HEALTH NEEDS OF THE | U HEALTH FRANKFORT COMMUNI TY ARE THOSE THAT ARE
SUPPORTED BY MULTI PLE DATA SCOURCES. ADDI Tl ONALLY, THE EFFECTI VENESS OF AN
I NTERVENTI ON FOR EACH NEED AND | U HEALTH S ABILITY TO | MPACT POSI Tl VE

CHANGE WAS EVALUATED.
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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 3 - PATIENT EDUCATI ON CF ELI A BILITY FOR ASS| ST.

| U HEALTH FRANKFORT IS COW TTED TO SERVI NG THE HEALTHCARE NEEDS OF ALL

OF | TS PATI ENTS REGARDLESS OF THEIR ABILITY TO PAY FOR SUCH SERVI CES. TO

ASSI ST | N MEETI NG THOSE NEEDS, | U HEALTH FRANKFORT HAS ESTABLI SHED A FAP

TO PROVI DE FI NANCI AL ASSI STANCE TO UNI NSURED PATI ENTS. | U HEALTH

FRANKFORT | S COMM TTED TO ENSURI NG | TS PATI ENTS ARE COWPLI ANT W TH ALL

PROVI SI ONS OF THE PATI ENT PROTECTI ON & AFFORDABLE CARE ACT. TO THAT END,

| U HEALTH FRANKFORT W LL MAKE A GOOD FAI TH EFFORT TO LOCATE AND OBTAI N

HEALTH | NSURANCE COVERAGE FCOR PATI ENTS PRI OR TO CONSI DERI NG PATI ENTS FOR

COVERAGE UNDER THE FAP.

| U HEALTH FRANKFORT TAKES SEVERAL MEASURES TO | NFORM I TS PATI ENTS OF THE

FAP AND FAP-ELI GBI LITY. THESE MEASURES | NCLUDE THE FOLLOW NG

1.

CONSPI CUQUS PUBLI C DI SPLAYS W LL BE POSTED I N APPROPRI ATE ACUTE

CARE SETTI NGS SUCH AS THE EMERGENCY DEPARTMENT AND REG STRATI ON AREAS

DESCRI Bl NG THE AVAI LABLE ASSI STANCE AND DI RECTI NG ELI G BLE PATI ENTS TO

THE FI NANCI AL ASSI STANCE APPLI CATI ON.

JSA
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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.

2. | U HEALTH FRANKFORT W LL | NCLUDE A CONSPI CUOUS WRI TTEN NOTI CE ON
ALL PATI ENT BI LLI NG STATEMENTS THAT NOTI FI ES THE PATI ENT ABOUT THE

AVAI LABI LITY OF THI S PCLI CY, AND THE TELEPHONE NUMBER OF | TS CUSTOMER
SERVI CE DEPARTMENT WHI CH CAN ASSI ST PATI ENTS W TH ANY QUESTI ONS THEY MAY

HAVE REGARDI NG THI S PCLI CY.

3. | U HEALTH FRANKFORT CUSTOMER SERVI CE REPRESENTATI VES W LL BE
AVAI LABLE VI A TELEPHONE MONDAY THROUGH FRI DAY, EXCLUDI NG MAJOR HCLI DAYS,
FROM 8:00 AM TO 7: 00 P.M EASTERN TI ME TO ADDRESS QUESTI ONS RELATED TO

TH' S PQLI CY.

4. | U HEALTH FRANKFORT W LL BROADLY COMMUNI CATE THI S POLI CY AS PART

OF I TS GENERAL OUTREACH EFFORTS.

5. | U HEALTH FRANKFORT W LL EDUCATE | TS PATI ENT FACI NG TEAM MEMBERS

OF THE FAP AND THE PROCESS FOR REFERRI NG PATI ENTS TO THE PROGRAM

JSA Schedule H (Form 990) 2018
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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.

SCHEDULE H, PART VI, LINE 4 - COVMUNI TY | NFORVATI ON

| U HEALTH FRANKFORT | S LOCATED I N CLI NTON CCOUNTY, | NDI ANA, A COUNTY
LOCATED I N CENTRAL NORTHWEST | NDI ANA.  CLI NTON COUNTY | NCLUDES ZI P CODES
WTH N THE TOMNS OF COLFAX, FOREST, FRANKFORT, KI RKLIN, M CH GANTOWN,

MULBERRY, ROSSVI LLE AND SEDALI A.

BASED ON THE MOST RECENT CENSUS BUREAU (2018) STATI STICS, CLI NTON

COUNTY' S POPULATION |'S 32,250. THE COUNTY' S POPULATI ON ESTI MATES BY RACE
ARE 81. 7% VWHI TE, 16. 4% H SPANI C OR LATINO, 0. 7% BLACK, 0.4% ASI AN, 0.5%
AVERI CAN | NDI AN OR ALASKA NATI VE, AND 0. 9% PERSONS REPORTI NG TWO OR MCORE

RACES.

CLI NTON COUNTY HAS MODEST LEVELS OF EDUCATI ONAL ATTAI NMENT. ABCUT 86. 2%
ATTAI NED A H GH SCHOOL DEGREE OR HI GHER. ABQUT 15. 7% OF THE POPULATI ON

OBTAI NED A BACHELOR S DEGREE OR HI GHER.
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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.

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.

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.

SCHEDULE H, PART VI, LINE 5 - PROMOTI ON OF COVWUNI TY HEALTH

| U HEALTH FRANKFORT IS A SUBSI DI ARY OF | U HEALTH, A TAX- EXEMPT HEALTHCARE

ORGANI ZATI ON, WHOSE BOARD OF DI RECTORS | S COWOSED OF MEMBERS, OF WHI CH

THE MAJORITY | S | NDEPENDENT COVMUNI TY MEMBERS.

IN 2018, |1U HEALTH FRANKFORT HOSTED A COVMMUNI TY MEETI NG TO SOLICI T
FEEDBACK FCR THE COVMUNI TY HEALTH NEEDS ASSESSMENT. MORE THAN 30
COVWMUNI TY MEMBERS ATTENDED TO PROVI DE | NPUT ABOUT PRI ORI TY HEALTH NEEDS
AND AREAS I N VWHI CH | U HEALTH SHOULD FOCUS | TS COVMINI TY BENEFI T

I NVESTMENTS.

I N ADDRESSI NG THE | DENTI FI ED COVWUNI TY PRI ORI TIES, | U HEALTH FRANKFORT
HAS PARTI Cl PATED I N EVENTS, HEALTH FAI RS, AND PROGRAMS TO PROVI DE FREE
HEALTH SCREENI NGS, HEALTH AND WELLNESS | NFORVATI ON AND EDUCATI ONAL

RESCURCES TO THE COVMUNI TY.

SINCE THE ACQUI SI TION, | U HEALTH FRANKFORT HAS SUPPORTED THE CLI NTON

COUNTY HEALTH DEPARTMENT BY PROVI DI NG FREE SPACE | N THE HOSPI TAL FOR AN

JSA
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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.

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.

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.

I MMUNI ZATI ON CLI NI C.

THE 1 U HEALTH FRANKFORT ALSO PROVI DES FREE SPACE TO THE HEALTHY

COVMUNI TI ES OF CLI NTON COUNTY CQALI TI ON, A COALI TI ON THAT ADDRESSES

VARI QUS SI GNI FI CANT HEALTH NEEDS OF THE COMMUNI TY. THE HOSPI TAL HAS ALSO
PROVI DED FUNDI NG TO HEALTHY COVMUNI TI ES OF CLI NTON COUNTY COALI TI ON FOR

THE PURCHASE OF FREE HEALTH SCREENI NG SUPPLI ES AND CAR SEATS.

FOR | TS SECOND ANNUAL DAY OF SERVICE AS AN | U HEALTH FACILITY, THE IU
HEALTH FRANKFORT TEAM MEMBERS VOLUNTEERED I N THE COMMUNI TY AT LOCAL
SCHOOLS TO BUI LD A GAGA BALL PI'T AND BUDDY BENCHES TO ENCOURAGE CHI LDREN
TO BE MORE PHYSI CALLY ACTI VE I N THE SCHOOL SETTI NG THEY ALSO PAI NTED

PLAYGROUNDS TO PROVI DE MORE OPPORTUNI TY FOR PLAY DURI NG RECESS.

SCHEDULE H, PART VI, LINE 6 - AFFILIATED HEALTH CARE SYSTEM
I U HEALTH FRANKFORT | S PART OF THE | U HEALTH STATEW DE SYSTEM THE U
HEALTH STATEW DE SYSTEM | S | NDI ANA" S MOST COVPREHENSI VE HEALTHCARE

SYSTEM W TH HOSPI TALS, PHYSI Cl AN OFFI CES AND ALLI ED SERVI CES, | U HEALTH
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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.

PROVI DES ACCESS TO A FULL RANGE OF SPECI ALTY AND PRI MARY CARE SERVI CES

FOR ADULTS AND CHI LDREN. A UNI QUE PARTNERSHI P W TH | NDI ANA UNI VERSI TY

SCHOOL OF MEDI CI NE - ONE OF THE NATI ON' S LEADI NG MEDI CAL SCHOOLS - d VES

PATI ENTS ACCESS TO GROUNDBREAKI NG RESEARCH AND | NNOVATI VE TREATMENTS TO

COVPLEMENT HI GH QUALI TY CARE.

NATI ONAL RECOGNI TI ON

El GHT HOSPI TALS DESI GNATED AS MAGNET® BY THE AMERI CAN NURSES

CREDENTI ALI NG CENTER RECOGNI ZI NG EXCELLENCE | N NURSI NG CARE

I NDI ANA UNI VERSI TY HEALTH MEDI CAL CENTER |'S HONORED TO BE

NATI ONALLY RANKED BY U.S. NEWS & WORLD REPORT FOR THE 21ST YEAR IN A ROW

THAT MEANS | U HEALTH CONTI NUES TO BE RANKED AMONG THE BEST HEALTHCARE

SYSTEMS | N THE NATI ON AND THE TOP HEALTHCARE SYSTEM I N | NDI ANA. THI S

RANKI NG RECOGNI ZES THE EXCEPTI ONAL CARE, UNMATCHED EXPERTI SE AND

CONTI NUED EXCELLENCE OF OUR ENTI RE TEAM OF CAREG VERS, WH LE G VI NG YQU

CONFI DENCE THAT YOU MADE THE RI GHT CHO CE I N TRUSTI NG | U HEALTH W TH YCUR

CARE.

JSA
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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.

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.

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.

- | U HEALTH MEDI CAL CENTER WAS AMONG THE 4 PERCENT COF U. S. HOSPI TALS
TO EARN A NATI ONAL RANKI NG AND HAS THE MOST NATI ONALLY RANKED SPECI ALTI ES
I N | NDI ANA.

- NI NE QUT OF TEN SPECI ALTY PROGRAMS AT RI LEY HOSPI TAL FOR CHI LDREN

AT U HEALTH RANKED AMONG THE TOP 50 CHI LDREN S HOSPI TALS | N THE NATI ON

EDUCATI ON AND RESEARCH

AS AN ACADEM C HEALTH CENTER, | U HEALTH WORKS | N PARTNERSH P W TH THE | U
SCHOOL OF MEDI CI NE TO TRAIN PHYSI Cl ANS, BLENDI NG BREAKTHROUGH RESEARCH
AND TREATMENTS W TH THE H GHEST QUALI TY OF PATI ENT CARE. EACH YEAR, MCORE
THAN 1, 000 RESI DENTS AND FELLOWS RECEI VE TRAINING I N | U HEALTH HOSPI TALS.
RESEARCH CONDUCTED BY | U SCHOOL OF MEDI Cl NE FACULTY G VES | U HEALTH

PHYSI CI ANS AND PATI ENTS ACCESS TO THE MOST LEADI NG EDGE AND COVPREHENSI VE

TREATMENT OPTI ONS.

IN 2012, 11U HEALTH COMW TTED TO A STRATEG C RESEARCH | NI TI ATI VE TO

SUPPORT RATABLY FOR A FI VE- YEAR PERI OD ENDED DECEMBER 31, 2016, CERTAIN
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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.

BASI C, CLI NI CAL, AND TRANSLATI ONAL RESEARCH PROGRAM5S OF THE | U SCHOOL COF

MEDI CI NE. THE TOTAL COWM TMENT AGGREGATED $75, 000, 000. I N 2017, A NEW

FI VE- YEAR TERM OF $55, 000, 000 WAS AGREED UPON EFFECTI VE JULY 1, 2017

THROUGH JUNE 30, 2022. FOR THE YEARS ENDED DECEMBER 31, 2018 AND 2017,

THE | NDI ANA UNI VERSI TY HEALTH SYSTEM EXPENSED $11, 000, 000 AND $5, 000, 000,

RESPECTI VELY, UNDER THESE AGREEMENTS W THI N SUPPLI ES, DRUGS, PURCHASED

SERVI CES, AND OTHER EXPENSES I N THE ACCOVPANYI NG CONSCLI DATED STATEMENTS

OF OPERATI ONS AND CHANGES | N NET ASSETS, OF WHI CH $25, 652, 000 AND

$32, 875, 000 WAS ACCRUED RELATED TO THESE AGREEMENTS W THI N ACCOUNTS

PAYABLE AND ACCRUED EXPENSES AT DECEMBER 31, 2018 AND 2017,

RESPECTI VELY.

THE THREE TARGET RESEARCH AREAS REPRESENT RESEARCH STRENGTHS AT | U SCHOOL

OF MEDI CI NE, KEY STRATEGQ C SERVI CE LI NES FOR | U HEALTH, AND | MPORTANT

MEDI CAL NEEDS IN A TI ME OF AN AG NG POPULATI ON AND RI SI NG HEALTHCARE

CCOSTS:

CANCER: ONE OF THE I NI TI ATIVE'S PRI MARY GOALS IS TO ENABLE THE U

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.

HEALTH MELVI N AND BREN S| MON CANCER CENTER TO ATTAI N THE NATI ONAL CANCER

I NSTI TUTE' S TOP STATUS OF " COMPREHENSI VE, " WH CH WOULD RECOGNI ZE | T AS

ONE OF THE TOP-TI ER CANCER CENTERS | N THE NATI ON.

NEUROSCI ENCE:  THE NEURGCSCI ENCES RESEARCH PROGRAM W LL TACKLE A

BROAD RANGE OF BRAI N | NJURI ES, NEURCDEGENERATI VE DI SORDERS AND

NEURODEVELCPMENTAL DI SORDERS.

CARDI OVASCULAR: THE CARDI OVASCULAR RESEARCH | NI TI ATI VE W LL

DEVELOP A COMPREHENSI VE PROCGRAM FOR THE STUDY AND TREATMENT COF HEART

FAI LURE, FROM NEWBORNS TO OLDER ADULTS. A TOP PRIORITY IS DEVELOPI NG A

CARDI OVASCULAR GENETI CS PROGRAM

THE STRATEG C RESEARCH | NI TI ATI VE W LL PROVI DE PATI ENTS W TH ACCESS TO

I NTERNATI ONALLY RENOANED PHYSI CI ANS AND TO NEW THERAPI ES DEVELOPED

THROUGH TRANSLATI ONAL RESEARCH AND CLI NI CAL TRI ALS, AND W LL MAKE USE OF

THE LATEST CENETI C TOOLS TO DEVELOP PERSONALI ZED THERAPI ES THAT ARE MORE

EFFECTI VE FOR | NDI VI DUALS AND EFFI Cl ENT FOR HEALTHCARE PROVI DERS.

| U HEALTH STATEW DE SYSTEM
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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.

U HEALTH | S A PART OF THE | U HEALTH STATEW DE SYSTEM WHI CH CONTI NUES TO

BROADEN | TS REACH AND PGOSI Tl VE | MPACT THROUGHOUT THE STATE OF | NDI ANA. | U

HEALTH | S | NDI ANA' S MOST COVPREHENSI VE ACADEM C HEALTH CENTER AND

CONSI STS OF | U HEALTH METHODI ST HOSPI TAL, | U HEALTH UNI VERSI TY HOSPI TAL,

Ri

LEY HOSPI TAL FOR CHI LDREN AT | U HEALTH, AND | U HEALTH SAXONY HOSPI TAL.

OTHER HOSPI TALS I N THE | U HEALTH STATEW DE SYSTEM | NCLUDE THE FOLLOW NG

I U HEALTH ARNETT HOSPI TAL

| U HEALTH BALL MEMORI AL HGOSPI TAL

| U HEALTH BEDFORD HOSPI TAL

| U HEALTH BLACKFORD HOSPI TAL

| U HEALTH BLOOM NGTON HOSPI TAL

| U HEALTH FRANKFORT HOSPI TAL

I U HEALTH JAY HOSPI TAL

| U HEALTH NORTH HOSPI TAL

| U HEALTH PAOLI HOSPI TAL

I U HEALTH TI PTON HOSPI TAL
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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.

| U HEALTH WEST HOSPI TAL

| U HEALTH VWH TE MEMORI AL HOSPI TAL

ALTHOUGH EACH HOSPI TAL IN THE | U HEALTH STATEW DE SYSTEM PREPARES AND

SUBM TS I TS OAN COVMUNI TY BENEFI TS PLAN RELATI VE TO THE LOCAL COVMUNI TY,

THE 1 U HEALTH STATEW DE SYSTEM CONSI DERS | TS COMMUNI TY BENEFI T PLAN AS

PART OF AN OVERALL VI SI ON FOR STRENGTHENI NG | NDI ANA' S OVERALL HEALTH. A

COVPREHENSI VE COVMUNI TY OQUTREACH STRATEGY AND COMMUNI TY BENEFI T PLAN | S

I N PLACE THAT ENCOMPASSES THE ACADEM C MEDI CAL CENTER DOANTOWN

I NDI ANAPOLI S, SUBURBAN | NDI ANAPOLI S AND STATEW DE ENTI TI ES AROUND

PRI ORI TY AREAS THAT FOCUS ON HEALTH | MPROVEMENT EFFORTS STATEWDE. U

HEALTH | S KEENLY AWARE OF THE POSI Tl VE | MPACT | T CAN HAVE ON THE

COMMUNI TIES OF NEED I N THE STATE OF | NDI ANA BY FOCUSI NG ON THE MOST

PRESSI NG NEEDS | N A SYSTEMATI C AND STRATEG C WAY.

IN 2018, |U HEALTH PROVI DED MORE THAN $711 M LLION I N TOTAL COMMUNI TY

BENEFI T AND SERVED MORE THAN ONE M LLI ON | NDI VI DUALS.
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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.

SOME WAYS WE ADDRESS OUR COMMUNI TY HEALTH PRIORITIES AS A SYSTEM

| NCLUDE:

| U HEALTH DAY OF SERVI CE

THE ANNUAL | U HEALTH DAYS OF SERVICE IS A HI GH | MPACT EVENT Al MED AT

ENGAG NG | U HEALTH TEAM MEMBERS | N ACTI VI TI ES THAT ADDRESS AN | DENTI FI ED

COWUN TY PRIORITY. IN 2018, MORE THAN 2,848 | U HEALTH TEAM MEMBERS

DEDI CATED MORE THAN 9, 694 VCOLUNTEER HOURS I N THEI R COVMUNI TI ES.

COVMUNI TY HEALTH | NI TI ATI VES

W TH | NVESTMENTS I N H GH QUALI TY AND | MPACTFUL | NI TI ATI VES TO ADDRESS

COVWMUNI TY HEALTH NEEDS STATEW DE, | U HEALTH IS HELPI NG | NDI ANA RESI DENTS

| MPROVE THEI R HEALTH AND THEI R QUALITY OF LIFE. I N 2018, U HEALTH

| MPACTED MANY PECPLE STATEW DE THROUGH PRESENTATI ONS, HEALTH RI SK

SCREENI NGS, HEALTH EDUCATI ON PROGRAMS, AND ADDI TI ONAL HEALTH EDUCATI ONAL

OPPCRTUNI TI ES MADE AVAI LABLE TO THE COVUNI TY, ESPECI ALLY TO OQUR
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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.

COVMUNI TY MEMBERS I N THE GREATEST NEED OF SUCH SERVI CES.

THE | NDI ANA UNI VERSI TY HEALTH BOARD OF DI RECTORS ALSO APPROVED COVMUNI TY
HEALTH | MPROVEMENT GRANTS. W TH THESE GRANTS, NEARLY $750, 000 WLL FUND
PRQJECTS THAT ADDRESS | U HEALTH PRI ORI TI ES - BEHAVI ORAL HEALTH SUBSTANCE
ABUSE, OBESI TY, TOBACCO USE, AND | NFANT MORTALITY - AS WELL AS

COVMMUNI TY- SPECI FI C NEEDS.

THE GRANTS, ADM NI STERED BY THE | NDI ANA UNI VERSI TY HEALTH FOUNDATI CN,

WERE AWARDED TO THE FOLLOW NG

- FAM LY VITALITY | NI TI ATI VE DEVELOPMENT AND | MPLEMENTATI ON, U
HEALTH SOUTH CENTRAL REQ ON, $230, 000 OVER TWO YEARS. BY BRI NG NG
TOGETHER EXI STI NG HEALTHCARE PROVI DERS, SCClI AL WORKERS AND RESEARCHERS,
THI' S | NTEGRATED PROGRAM W LL TAKE A HOLI STI C APPROACH TO ADDRESSI NG
SUBSTANCE- RELATED HEALTHCARE | SSUES, ESPECI ALLY AMONG THE MOST VULNERABLE
POPULATI ONS OF WOVEN AND CHI LDREN. THE SOUTH CENTRAL REG ON HAS SEEN

ALARM NG | NCREASES | N THE NUMBERS OF | NFANTS WHO TEST PCSI Tl VE FOR
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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.

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.

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.

OPI ATES AT BI RTH, OPlI O D- RELATED ENCOUNTERS | N EACH EMERGENCY DEPARTMENT,
AND MOTHERS STRUGGLI NG W TH ADDI CTI ON | NCLUDI NG SMXKI NG

- HOPE HEALTHCARE SERVI CES PROGRAM | U HEALTH WEST, $203, 000 OVER TWD
YEARS. HOPE HEALTHCARE SERVI CES IN AVON IS THE ONLY ENTI TY | N HENDRI CKS
COUNTY THAT PROVI DES PRI MARY MEDI CAL AND DENTAL CARE TO UNI NSURED

PATI ENTS. | T IS STAFFED ENTI RELY BY VOLUNTEER CLI NI CI ANS, MANY COF THEM | U
HEALTH TEAM MEMBERS, AND HELPS MORE THAN 900 PATI ENTS A YEAR QUT OF
NEARLY 15, 000 UNI NSURED ADULTS | N HENDRI CKS COUNTY. THI'S GRANT W LL FUND
THE CLINIC S FI RST- EVER EMPLOYEE, A NURSE PRACTI TI ONER, ALLOW NG FCR
CONSI STENT OPERATI NG HOURS, AND BEHAVI ORAL HEALTH SERVI CES ON- SI TE AND

VI A TELE- HEALTH. WTH THI S STAFFED CLI NI C, THEY ANTI Cl PATE SEEI NG MORE
THAN 4, 000 PATI ENTS PER YEAR

- PERI NATAL COORDI NATOR TO ADDRESS | NFANT MORTALI TY, |U HEALTH EAST
CENTRAL REG ON, $124, 000 OVER TWD YEARS. THI' S GRANT FUNDS A NEW STAFF
MEMBER WHO W LL FOCUS ON | NFANTS AND CHI LDREN | N DELAWARE, BLACKFORD AND
JAY COUNTI ES. THI S | NCLUDES FACI LI TATI NG | NTER- PROFESSI ONAL

COLLABCRATI ON, EDUCATI NG HOSPI TAL STAFF, | NCREASI NG COLLABORATI ON W TH

SUPPORTI NG AGENCI ES | NVOLVED W TH BEREAVEMENT, SAFE SLEEP, TOBACCO- FREE

JSA
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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.

AND ADDI CTI ON PROGRAMS, AND TRACKI NG QUTCOMES | N THE AREAS OF

Bl RTHWEI GHT, BI RTH DEFECTS AND MORTALI TY.

- CONTI NUUM OF MENTAL HEALTH CARE PROGRAM | U HEALTH WEST CENTRAL
REQ ON, $85,247 FOR ONE YEAR | N TERVS OF MENTAL | LLNESS AND ACCESS TO
MENTAL HEALTH CARE, | NDI ANA RANKS 48TH OQUT OF 51 STATES. IN I TS PILOT
YEAR, TH' S PRQIECT W LL | NCREASE CAPACI TY TO PROVI DE SCREENI NG SUPPORT
AND COUNSELI NG I N CLI NTON, TI PPECANCE AND WHI TE COUNTI ES BY PARTNERI NG
W TH LOCAL PROVI DERS - HEALTHY COVMUNI TI ES OF CLI NTON COUNTY COALI TI ON,
LEARNI NG NETWORK OF CLI NTON COUNTY, AND OPEN DOOR CLINI C - TO OFFER
TECHNI CAL ASSI STANCE AND TRAI NI NG

- PRESCRI PTI ON DRUG TAKE- BACK PROGRAM | U HEALTH EAST CENTRAL REG ON,
$49, 000 OVER FOUR YEARS. GRANT FUNDS W LL BE USED TO PLACE SECURE DRUG
TAKE- BACK KI OSKS AT | U HEALTH PHARMACI ES | N YORKTOMNN, HARTFORD CI TY AND
TWO LOCATI ONS I N MUNCI E. SUCH KI OSKS MAKE THE DI SPOSAL OF MEDI CATI ONS -

I NCLUDI NG OPI O DS AND OTHER CONTROLLED SUBSTANCES RI PE FOR ABUSE AND
THEFT - SAFER AND MORE CONVENI ENT. THE REG ON' S SI NGLE KI OSK NOW TAKES | N
AN AVERACGE CF 1, 000 POUNDS OF MEDI CI NE A YEAR;, THE NEW KI OSKS HAVE THE

POTENTI AL TO COLLECT 4, 000 POUNDS.
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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.

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.

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.

- FI SHERS FI RE DEPARTMENT, PARAMEDI Cl NE BEHAVI ORAL RESPONSE PROGRAM
| U HEALTH NORTH CENTRAL REGQ ON, $43,680 FOR ONE YEAR THI S PI LOT PRQIECT
EXPANDS THE CI TY' S EXI STI NG PARAMEDI CI NE PROGRAM TO PROVI DE DI RECT
FOLLOW UP AND SUPPORT SERVI CES FOR MENTAL HEALTH PATI ENTS. PARAMEDI CS
SPECI ALLY TRAINED IN CRI'SI' S | NTERVENTI ON W LL ACT AS PATI ENT ADVOCATES
AND NAVI GATORS. THE PROGRAM W LL ALSO | NTRODUCE NEW PROTOCCLS THAT
DECREASE PATI ENT STRESS AND ANXI ETY DURI NG EMERGENCY RESPONSES, AND W LL
DI VERT PATI ENTS TO BEHAVI ORAL SERVI CES | NSTEAD OF EMERGENCY DEPARTMENTS

VWHEN APPROPRI ATE.

THE 1 U HEALTH COMWUNI TY HEALTH GRANTS SEEK TO | MPROVE COWUNI TY HEALTH BY
SUPPORTI NG COLLABCRATI ON AMONG | U HEALTH REQ ONAL HOSPI TAL BOARDS AND

COVMUNI TY HEALTH COWM TTEES, AND LOCAL RESOURCES AND PROCRAMS.

THE COVMUNI TY HEALTH GRANTS ARE AWARDED TO PROGRAMS MOST LI KELY TO
| MPROVE ACCESS TO HEALTH SERVI CES, ENHANCE THE HEALTH OF THE COVMUNI TY,
ADVANCE MEDI CAL OR HEALTHCARE KNOW.EDGE, AND RELI EVE OR REDUCE THE BURDEN

OF GOVERNMENT OR OTHER COMMUNI TY EFFORTS. GRANTEES MJUST ALSO BUI LD
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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.

CAPACI TY FOR ADDRESSI NG THESE COVMUNI TY HEALTH | SSUES GO NG FORWARD.

COVMUNI TY PARTNERSHI PS

I U HEALTH BELI EVES IN THE POAER OF | NVESTI NG I N COVWUNI TY PARTNERSHI PS
AND WHAT THAT MEANS FOR THE HEALTH OF CUR RESI DENTS AND THEI R
COVMMUNI TI ES. BELOW ARE A FEW OF THE PARTNERS WE WORKED W TH I N 2018 TO

ADDRESS PRI ORI TY HEALTH NEEDS | N MARI ON COUNTY.

ACCESS TO HEALTHCARE

U HEALTH | S COMM TTED TO PROVI DI NG QUALI TY AND COVPLETE HEALTHCARE FOR
HOOSI ERS. ACCESS TO HEALTHCARE WAS A LEADI NG COVMUNI TY HEALTH NEED

| DENTI FI ED I N ALL COVMUNI TI ES SERVED BY | U HEALTH ACROSS THE STATE. U
HEALTH | S FOCUSI NG ON THE NEEDS OF THE UNDERSERVED TO CREATE | NI Tl ATl VES

AND SUPPCRT EFFORTS THAT:

- I NCREASE ACCESS TO PRI MARY CARE PHYSI Cl ANS
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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.

I NCREASE ACCESS TO AND UNDERSTANDI NG OF HEALTH | NSURANCE AND

NAVI GATI NG THE HEALTHCARE SYSTEM

| U HEALTH PROVI DES FREE OR REDUCED- COST CARE AND SUPPORTS A NUMBER OF

CLINICS TO PROVI DE FREE OR REDUCED- COST CARE TO | NDI VI DUALS W THOUT

ACCESS TO | NSURANCE OR THE ABILITY TO PAY THE FULL COST OF THEIR

HEAL THCARE.

THESE CLI NI CS | NCLUDE:

CONNECT2HELP211

GENNESARET FREE CLI NI CS

| U STUDENT OUTREACH CLIN C

MARTI N CENTER SI CKLE CELL | NI TI ATI VE

RAPHAEL HEALTH CENTER

HEALTHY WEI GHT & NUTRI TI ON
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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.

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.

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.

LI KE MOST OF THE NATI ON, HOOSI ERS SEE THE ALARM NG RI SE OF OBESI TY I N
THEIR COMVUNI TI ES AS A LEADI NG CONCERN.  NATI ONALLY, | NDI ANA HAS THE 12TH
HI GHEST ADULT OBESI TY RATE I N THE NATI ON (THE STATE OF OBESI TY: BETTER
POLI CI ES FOR A HEALTH ER AMERI CA, 2017). OBESITY PREVENTI ON WAS A

CRI TI CAL COMUNI TY HEALTH NEED | DENTI FIED I N | U HEALTH COVMUNI TI ES ACROSS
THE STATE. U HEALTH IS COMM TTED TO LAUNCHI NG | NNOVATI VE EFFORTS Al MED
AT PREVENTI NG AND REVERSI NG OBESI TY I N OQUR COVMUNI TI ES TO HELP COVMUNI TY

MEMBERS GET ACTI VE, GET HEALTHY AND GET STRONG

I U HEALTH | S WORKI NG TO CREATE | NI TI ATI VES AND SUPPORT EFFORTS TO

- | MPROVE ACCESS TO HEALTHY FOODS
- CREATE HEALTHI ER SCHOOL ENVI RONMVENTS
- | NCREASE ACCESS TO SAFE PLACES FOR COVMUNI TY MEMBERS TO BE

PHYSI CALLY ACTI VE

I U HEALTH | NI TI ATI VES Al MED AT PREVENTI NG AND REVERSI NG OBESI TY I N QUR

COMMUNI TI ES | NCLUDE:
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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.

Bl G GREEN | NDI ANAPCLI S
BRANDYW NE CREEK FARMS
GLEANERS FOCD BANK OF | NDI ANA
| PS EDUCATI ON FOUNDATI ON, | NC.
JUWP | N FOR HEALTHY KI DS

PLAYWORKS EDUCATI ON ENERG ZED

BEHAVI ORAL HEALTH AND SUBSTANCE ABUSE

BEHAVI ORAL HEALTH | S AN AREA OF SI GNI FI CANT NEED W THI N OQUR COVMUNI Tl ES.

| U HEALTH OFFERS SEVERAL PROGRAMS THROUGHOUT THE SYSTEM TO HELP TO

ADDRESS THI S GRON NG NEED. | U HEALTH IS FOCUSI NG ON | NI TI ATI VES AND

SUPPORT EFFORTS THAT:

| MPLEMENT BEHAVI CRAL HEALTH RESOURCES | N SCHOOLS

| NCREASE ACCESS TO SUBSTANCE ABUSE PREVENTI ON TREATMENT SERVI CES &

BEHAVI ORAL HEALTH SERVI CES
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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.

| MPROVE LOCAL RESPONSE TO OPIO D CRI SIS

| MPROVE ACCESS TO BEHAVI ORAL HEALTH SERVI CES

I U HEALTH PARTNERED W TH THE FOLLOW NG ORGANI ZATI ONS:

COBURN PLACE SAFE HAVEN |1, | NC
FAM LY PROM SE

GOODW LL EDUCATI ON | NI TI ATI VES, | NC.
LI FESMART YOUTH, | NC.

NAM | NDI ANA, | NC.

COVMUNI TY REVI TALI ZATI ON

U HEALTH | S COMM TTED TO | MPROVI NG AND BEAUTI FYI NG PHYSI CAL AND BUI LT

ENVI RONMENTS | N UNDERSERVED NEI GHBORHOCDS W TH THE OBJECTI VE OF

REHABI LI TATI NG NEI GHBORHOODS, PARKS AND SCHOOL ENVI RONMENTS.

| U HEALTH PARTNERED W TH THE FOLLOW NG ORGANI ZATI ONS TO HELP ACHI EVE THI S
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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.

GOAL:

- GROUNDWORK | NDY
- HABI TAT FOR HUMANI TY

- KENNEDY KI NG MEMORI AL | NI TI ATI VE

COMMUNI TY | MPACT

CHARI TABLE G VI NG PLAYS AN | MPORTANT ROLE | N QUTREACH TO THE COVMUNI TY
FOR | U HEALTH  THESE STRATEGQG C RELATI ONSHI PS ALLOW US TO | NCREASE | MPACT
AND MAKE MEASURABLE ADVANCES TOWARD POSI Tl VE HEALTH OUTCOVES AND

I NCREASED QUALITY OF LIFE FOR | NDI VI DUALS LIVING IN | U HEALTH

COVMUNI TI ES.

THROUGH THE COWMUNI TY | MPACT FUND, WE SEEK OPPORTUNI TIES TO | MPROVE THE
HEALTH OF THE COVWMUNI TY BY | NVESTI NG I N LOCAL PARTNERS THAT ADDRESS
COMUNI TY HEALTH NEEDS, AS WELL AS THE CONDI TI ONS AND BARRI ERS THAT

| MPACT HEALTH. THESE PRI ORI TY AREAS WERE | DENTI FI ED I N THE 2018 COVMUNI TY
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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.

HEALTH NEEDS ASSESSMENT ( CHNA) AND | NCLUDE:

(1

ACCESS TO HEALTHCARE SERVI CES

BEHAVI ORAL HEALTH (I.E., MENTAL HEALTH AND DRUG AND SUBSTANCE ABUSE
NCLUDI NG OPI Ol DS))

MATERNAL AND | NFANT HEALTH

OBESI TY AND Di ABETES

SMOKI NG,  TOBACCO USE AND EXPOSURE TO SECONDHAND SMOKE

SOClI AL DETERM NANTS OF HEALTH - SPECI FI CALLY POVERTY, HOVELESSNESS,

TRANSPORTATI ON AND ACCESS TO HEALTHY FOODS

VI CLENCE AND | NJURI ES

WE SEEK TO PARTNER W TH LOCAL NON- PRCFI TS ON I NI TI ATI VES THAT

SPECI FI CALLY Al M TO SERVE AN | DENTI FI ED COMMUNI TY NEED, PARTI CULARLY I N

THE AREAS OF | U HEALTH S COWUNI TY OQUTREACH PRI ORI Tl ES.
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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.

STATE FI LI NG OF COVMUNI TY BENEFI T REPORT

I'N,
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