SCHEDULE H Hospita|s OMB No. 1545-0047

(Form 990) 2@14

Open to Public
Inspection

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

Department of the Treasury

Internal Revenue Service P Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990.
Name of the organization | NDI ANA UNI VERSI TY HEALTH WEST HOSPI TAL, Employer identification number
I NC. 35-1814660
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . . . la | X
b If"Yes,"wasitawrittenpolicy?. . . . & v ¢ v i i e e e e e e e e e e e e e e e e s 1b | X

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

3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |3a|X
100% |:| 150% 200% |:| Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: , , . . ... ... ... 3p | 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"? . . . . . . .. . .. .. ... ... .. 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 X
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
Financial Assistance and (ﬁgclzlivmgsegrﬂf (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government programs served benefit expense revenue benefit expense of total
{optional) (optional) expense

Programs

a Financial Assistance at cost

(from Worksheet1) « « . . 14648 6’ 771, 794. 6! 771, 794. 4.98

b Medicaid (from Worksheet 3,

12397 24,760, 334. 19, 528, 965. 5, 231, 369. 3. 85

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

Programs =« = « « « « « 27045 31, 532, 128. 19, 528, 965. 12, 003, 163. 8.83
Other Benefits

€ Community health improvement

services and community benefit . 13 107518 49, 246. 49, 246. .04

operations (from Worksheet 4)

f Health professions education

(from Worksheet5) . . . . 3 271
g Subsidized health services (from

Worksheet6)s &« & & & & & &
h Research (from Worksheet 7)
i Cash and in-kind contributions

I;’,;ffsmh;“e‘t‘g')‘y bf”ff”t_("_‘”“_ o 12 27925 164, 656. 164, 656. 12
j Total. Other Benefits . + . . 28 | 135714 213, 902. 213, 902. .16
k Total. Add lines 7d and 7. . 28 | 162759 31, 746, 030. 19, 528, 965. 12,217, 065. 8. 99

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2014
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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
activities or
programs
(optional)

(b) Persons
served
(optional)

(c) Total community

building expense revenue

(d) Direct offsetting

(e) Net community
building expense

(f) Percent of
total expense

Physical improvements and housing

1

Economic development

1 1075

Community support

.01

Environmental improvements

g (B (W (N (P

Leadership development and

40

training for community members

[«2]

3035

Coalition building

5, 385.

Community health improvement

2424

advocacy

8

Workforce development

9

Other

10

5 6574 21, 925.

Total

18, 900.

.01

Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense

1

Did the organization report bad debt expense in accordance with Healthcare Financial Management Association

Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount_ , , . . . ... ... ..
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.

Provide in Part VI the text of the footnote to the organization's financial statements

expense or the page number on which this footnote is contained in the attached financial statements.

Section B. Medicare

®w N o O

Enter total revenue received from Medicare (including DSH and IME)
Enter Medicare allowable costs of care relating to payments on line 5
Subtract line 6 from line 5. This is the surplus (or shortfall)

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

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 Part VI

Yes | No

3, 769, 906.

3

that describes bad debt

5 33, 420, 451.

6 32, 750, 803.

7 669, 648.

9a | X

X

9b

Management Com

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

(b) Description of primary
activity of entity

(a) Name of entity

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

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

(e) Physicians'
profit % or stock
ownership %

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

=
o

=
=

IR
N

13

JSA

4E1285 1.000

Schedule H (Form 990) 2014
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Schedule H (Form 990) 2014 Page 3

Facility Information

Section A. Hospital Facilities clolaolzglo|®|m|y
(list in order of size, from largest to smallest - see instructions) | @ % 5|8 g g% g
%) = = = L ) =
How many hospital facilities did the organization operate | & ;—’ % AERE éf @
during the tax year? 1 g 213 3|2|E|
Name, address, primary website address, and state license | § 8 % :%_, g g
number (and if a group return, the name and EIN of the g - =l "
subordinate hospital organization that operates the hospital = = 'r:;)c(;r'?ng
facility) = Other (describe) group
1 | U HEALTH WEST HOSPI TAL
1111 N RONALD REAGAN PKWY
AVON I'N 46123
HTTP: / / | UHEALTH. ORG WEST/
14-003776- 1 XX X X
2
3
4
5
6
7
8
9
10
JSA Schedule H (Form 990) 2014
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Schedule H (Form 990) 2014

Facility Information (continued)

Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Page 4

Name of hospital facility or letter of facility reporting group | U HEALTH WEST HOSPI TAL
Line number of hospital facility, or line numbers of hospital

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

Yes

No

Community Health Needs Assessment

1

6a

o 0O T o

12a

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

Demographics of the community

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

How data was obtained
The significant health needs of the community

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

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

- Other (describe in Section C)

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

In conducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If "Yes," describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted , . . . . ... ..
Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C |, | | . . . . . . . i e e e e e e e e e e e e
Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"

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

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

Hospital facility's website (list url): SEE PART V, SECTION C

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

- Other (describe in Section C)

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

If “Yes,” (list url): SEE_PART V, SECTION C

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

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

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

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

6a

6b

10

10b

12a

12b

JSA
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Schedule H (Form 990) 2014 | NDI ANA UNI VERSI TY HEALTH WEST HOSPI TAL, 35- 1814660 Page 5
Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group | U HEALTH WEST HOSPI TAL

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:
Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of %
and FPG family income limit for eligibility for discounted care of %
Income level other than FPG (describe in Section C)
Asset level
Medical indigency
Insurance status
Underinsurance status
Residency
Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients?. . . . . . . . ... ... . ... 14 | X
15 Explained the method for applying for financial assistance? 15| X

If “Yes,” indicate how the hospital facility's FAP or FAP application form (including accompanying
instructions) explained the method for applying for financial assistance (check all that apply):

jo}]

<[] [l [<]

oQ ™o o 0 T

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  Included measures to publicize the policy within the community served by the hospital facility?. . . . .. .. 16 | X
If “Yes,” indicate how the hospital facility publicized the policy (check all that apply):

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):

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

by mail)

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)

Notice of availability of the FAP was conspicuously displayed throughout the hospital facility

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

of the FAP

i Other (describe in Section C)

Billing and Collections

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPON NON-PAYMENI?, . . .\ v v v v v et e e e e e e e et e e e e e e et e et e e ee e 17 | X

18 Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:

Reporting to credit agency(ies)

Selling an individual's debt to another party

Actions that require a legal or judicial process

Other similar actions (describe in Section C)

None of these actions or other similar actions were permitted

O 0 K XX

o 0O T o

b [ [ [

O O 0 T 9

Schedule H (Form 990) 2014
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I NDI ANA UNI VERSI TY HEALTH WEST HOSPI TAL, 35-1814660
Schedule H (Form 990) 2014 Page 6
Facility Information (continued)

Name of hospital facility or letter of facility reporting group | U HEALTH WEST HOSPI TAL

Yes| No

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:

Reporting to credit agency(ies)
Selling an individual's debt to another party
Actions that require a legal or judicial process

| Other similar actions (describe in Section C)
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):

o 0O T o

a _X Notified individuals of the financial assistance policy on admission

b _X Notified individuals of the financial assistance policy prior to discharge

c _X Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills

d | X] Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's
~__financial assistance policy

e || Other (describe in Section C)

f None of these efforts were made
Policy Relating to Emergency Medical Care
21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . ... ... ... 21 | X

If “No,” indicate why:

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe

in Section C)

d |:| Other (describe in Section C)

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.

a |:| The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

b |:| The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged

c |:| The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged

d Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering suCh care?. . . . . . & . v i v i v b it e e e e e e e e e e e 23
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) 2014

JSA
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I NDI ANA UNI VERSI TY HEALTH WEST HOSPI TAL, 35-1814660
Schedule H (Form 990) 2014 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

SCHEDULE H, PART V, SECTION B, LINE 5 - | NPUT FROM COVMMUNI TY

I N CONDUCTI NG EACH OF I TS MOST RECENT CHNA, | U HEALTH WEST HOSPI TAL TOOK
I NTO ACCOUNT | NPUT FROM PERSONS WHO REPRESENT THE BROAD | NTERESTS OF THE
COWUNI TY | T SERVES BY HOSTI NG SEVERAL COVMUNI TY CONVERSATI ON FOCUS
GROUPS. THESE FOCUS GROUPS | NCLUDED PUBLI C HEALTH OFFI CI ALS AND

COVMMUNI TY LEADERS TO DI SCUSS THE HEALTHCARE NEEDS OF THE SERVI CE AREA AND

VHAT ROLE | U HEALTH COULD PLAY | N ADDRESSI NG THE | DENTI FI ED NEEDS.

TO OBTAIN A MORE COWVPLETE PI CTURE OF THE FACTORS THAT PLAY I NTO | U HEALTH
VEST HOSPI TAL' S COMMUNI TY' S HEALTH, | NPUT FROM PUBLI C HEALTH OFFI Cl ALS
AND COVMUNI TY LEADERS | N HENDRI CKS COUNTY WAS GATHERED THROUGH TWO
SEPARATE FOCUS GROUP SESSI ONS. THE FI RST WAS A TWO HOUR LI VE GROUP

SESSI ON AT | U HEALTH WEST HOSPI TAL, AND THE SECOND WAS HELD VI A A PHONE
CONFERENCE CALL FOR THOSE WHO WERE NOT ABLE TO MEET I N PERSON. | U HEALTH
VEST HOSPI TAL FACI LI TATORS MAI LED LETTERS AND MADE FOLLOW UP TELEPHONE
CALLS I NVI TI NG PUBLI C HEALTH OFFI CI ALS AND COMMUNI TY LEADERS TO ATTEND
THE FOCUS GROUP DI SCUSSI ON, PAYI NG SPECI AL ATTENTI ON TO | NCLUDI NG

ORGANI ZATI ONS THAT REPRESENT THE | NTEREST OF LOW I NCOVE, M NORITY, AND
UNI NSURED | NDI VI DUALS. THE GOAL OF SOLI CI TI NG THESE LEADERS' FEEDBACK WAS
TO GATHER I NSI GHTS | NTO THE QUANTI TATI VE DATA THAT MAY NOT BE EASILY

| DENTI FI ED FROM THE SECONDARY STATI STI CAL DATA ALONE. ATTENDEES WHO

PARTI Cl PATED I N THE FOCUS GROUP | NCLUDED:

EM LY PERRY

- EXECUTI VE DI RECTOR, SUSIE' S PLACE

JSA Schedule H (Form 990) 2014
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I NDI ANA UNI VERSI TY HEALTH WEST HOSPI TAL, 35-1814660
Schedule H (Form 990) 2014 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- M5. PERRY | S A REPRESENTATI VE OF CH LDREN S HEALTH AND SAFETY. AS
DI RECTOR OF SUSIE'S PLACE, SHE WORKS FOR AN ORGANI ZATI ON THAT ADVOCATES
FOR CHI LDREN S HEALTH, SAFETY, AND WELL-BEING AND IS FAM LI AR WTH THE

| SSUES AND BARRI ERS | NVOLVED.

HEATHER PROCHROW

- CSM  KI NGSWAY CARE CENTER

- M5. PROCHROW IS A REPRESENTATI VE OF ACCESS TO HEALTHCARE. AS A CSM
FOR KI NGSWAY CENTER, A CLINIC FOR THE UNDERSERVED, SHE HAS A GREAT
UNDERSTANDI NG SURROUNDI NG HEALTH | SSUES AND NEEDS | N THE LOW | NCOVE AND

UNDERSERVED POPULATI ON.

BETH ANN LEACH

- EXECUTI VE DI RECTOR, HENDRI CKS' COUNTY SENI OR CENTER

- M5. LEACH IS A REPRESENTATI VE FOR SENI OR HEALTH. ~AS EXECUTI VE
DI RECTOR AT THE SENI OR CENTER, SHE WORKS TO PROVI DE ACCESS TO VARI QUS

SERVI CES FOR SENI ORS W THI N THE COVMUNI TY.

Rl CK MYERS

- OMER, TI MES-LEADER PUBLI CATI ONS, LLC

- MR MYERS | S A REPRESENTATI VE OF HEALTHY LIVING AS A BUSI NESS
LEADER | N HENDRI CKS COUNTY, HE IS KNOALEDGEABLE | N THE COMMUNI TY' S NEEDS
AND RESOURCES AVAI LABLE TO ADDRESS THOSE NEEDS AS WELL AS CURRENT

COMMUNI TY | SSUES.

JSA Schedule H (Form 990) 2014
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I NDI ANA UNI VERSI TY HEALTH WEST HOSPI TAL, 35-1814660
Schedule H (Form 990) 2014 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

MARYANNE MCMAHON

- DI RECTOR, ELEMENTARY AND | NTERMEDI ATE EDUCATI ON

- M5. MCMAHON |'S A REPRESENTATI VE OF CHI LDREN S HEALTH AND EDUCATI ON.
AS A DI RECTOR OF AVON SCHOOLS, SHE IS FAM LI AR WTH CH LDREN S HEALTH

| SSUES AND NEEDS.

SUSI E FRI END

- HENDRI CKS COUNTY AREA DI RECTOR, UN TED WAY

- M5. FRIEND | S A REPRESENTATI VE OF HEALTHY LI VING AS AN EMPLOYEE
OF UNI TED WAY, SHE WORKS FOR AN ORGANI ZATlI ON THAT BELI EVES | N HELPI NG
PEOPLE LEARN MORE, EARN MORE, AND LEAD SAFE AND HEALTHY LI VES, AS WELL AS
CREATES PROGRAMS TO ASSI ST | N THOSE GOALS, ESPECI ALLY FOR THE UNDERSERVED

POPULATI ONS.

M KE ROGERS

- PRESI DENT, AVON TOWN COUNCI L

- MR ROGERS | S A REPRESENTATI VE OF HEALTHY LI VING AS TOMN COUNCI L
PRESI DENT, HE | S KNOALEDGEABLE IN THE COMMUNI TY' S NEEDS AND RESOURCES

AVAI LABLE TO ADDRESS THOSE NEEDS.

JILL ROBERTSON

- HOSPI TAL AND HEALTH CARE PROFESSI ONAL, SHELTERI NG W NGS

- M5. ROBERTSON |'S A REPRESENTATI VE OF | NJURY PREVENTI ON. AS AN
EMPLOYEE OF SHELTERI NG W NGS, SHE WORKS FOR AN ORGANI ZATI ON THAT SERVES

AS A SHELTER FOR ABUSED WOVEN AND | S KNOALEDGEABLE I N THE AREAS OF

JSA Schedule H (Form 990) 2014
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I NDI ANA UNI VERSI TY HEALTH WEST HOSPI TAL, 35-1814660
Schedule H (Form 990) 2014 Page 7

Facility Information (continued)

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

DOVESTI C VI OLENCE I N THE COMVUNI TY.

UPON ARRI VAL TO THE FOCUS GROUP, PARTI Cl PANTS WERE ASKED TO LI ST FI VE
HEALTH NEEDS, WHI CH SHOULD BE PRIORITIZED IN THEIR OPI NI ON, FOR THE
HENDRI CKS COUNTY COVMUNI TY SERVED BY | U HEALTH WEST HOSPI TAL. THESE
RESPONSES WERE COLLECTED AND AGGREGATED | NTO A COMPREHENSI VE LI ST OF

| DENTI FI ED NEEDS TO BE FURTHER DI SCUSSED LATER | N THE SESSI ON AND RANKED
FOR SEVERITY OF NEED WTH N THE COMMUNI TY. | U HEALTH VWEST HOSPI TAL

FACI LI TATORS THEN PROVI DED PARTI Cl PANTS W TH A PRESENTATI ON FEATURI NG THE
M SSION OF | U HEALTH WEST HOSPI TAL, CURRENT OUTREACH PRI ORI TI ES, AND
LOCAL HEALTH DATA, | NCLUDI NG DEMOGRAPHI CS, | NSURANCE | NFORVATI ON, POVERTY
RATES, COUNTY HEALTH RANKI NGS, CAUSES OF DEATH, PHYSI CAL ACTI VI TY,

CHRONI C CONDI TI ONS, PREVENTI VE BEHAVI ORS, AND COVMUNI TY NEEDS | NDEX.

UPON COVPLETI ON OF THE DATA PRESENTATI ON, | U HEALTH WEST HOSPI TAL

FACI LI TATED A DI SCUSSI ON ON THE COVMPREHENSI VE LI ST OF | DENTI FI ED NEEDS
FROM EARLI ER IN THE SESSI ON. THE OBJECTI VE OF TH S METHOD WAS | NTENDED TO
I NSPI RE CANDI D DI SCUSSI ONS PRI CR TO A SECOND | DENTI FI CATI ON OF FI VE

PRI ORI TI ZED HEALTH NEEDS BY EACH PARTI Cl PANT. THE VOTES ON THE FI VE

PRI ORI TI ZED HEALTH NEEDS WERE TALLI ED AND FI NAL | NPUT FROM THE GROUP WAS
ENCOURAGED DURI NG THI' S PROCESS | N ORDER TO VALI DATE THE PREVI QUSLY

| DENTI FI ED NEEDS. FOLLOW NG ADDI TI ONAL DI SCUSSI ON, PARTI Cl PANTS WERE ALSO
ASKED TO ADDRESS WHAT THEY THOUGHT THE RCLE OF THE | U HEALTH WEST

HOSPI TAL COULD BE I N MEETI NG THE LOCAL HEALTH NEEDS.
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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, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

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

URL:

HTTP: / /1 UHEALTH. ORG ABOUT- | U- HEALTH/ | N- THE- COMMUNI TY/

SCHEDULE H, PART V, SECTION B, LINE 10A - | MPLEMENTATI ON STRATEGY WEBSI TE
A COPY OF |U HEALTH S CHNA | MPLEMENTATI ON STRATEGY | S AVAI LABLE ON I TS

VEBSI TE AT THE FOLLOW NG URL:

HTTP: / /1 UHEALTH. ORG ABOUT- | U- HEALTH/ | N- THE- COMMUNI TY/

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

| U HEALTH WEST HOSPI TAL PRI ORI TI ZED AND DETERM NED WHI CH OF THE COMMUNI TY
HEALTH NEEDS | DENTI FIED I N I TS MOST RECENTLY CONDUCTED CHNA WERE MOST
CRITICAL FOR I T TO ADDRESS BY USI NG THE HANLON METHOD COF PRI ORI Tl ZATI ON.
THI'S METHOD PRI ORI TI ZES | DENTI FI ED NEEDS BASED UPON THE PREVALENCE AND
SEVERI TY OF THE NEED AND THE EFFECTI VENESS OF | NTERVENTI ONS AVAI LABLE TO

ADDRESS THE NEEDS.

BASED UPON THE HANLON METHOD OF PRI ORI TI ZATI ON, | U HEALTH WEST HOSPI TAL

SELECTED THE FOLLOW NG THREE NEEDS TO BE ADDRESSED:

- ACCESS TO HEALTHCARE

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

- OBESI TY PREVENTI ON
- MENTAL HEALTH

- K-12 EDUCATI ON

ACCESS TO HEALTHCARE

ONE OF THE FI RST STEPS TO | MPROVED HEALTH OUTCOMES | S HAVI NG ACCESS TO
HEALTHCARE RESOURCES. TO SHOW | TS COWM TMENT TO PROVI DI NG AFFORDABLE
HEALTHCARE ACCESS, | U HEALTH WEST HOSPI TAL TREATS ALL PATI ENTS REGARDLESS
OF THEIR ABILITY TO PAY. |U HEALTH WEST HOSPI TAL 1S ALSO WORKI NG TO RAI SE
AWARENESS AND WORK TO | DENTI FY | NDI VI DUALS W THIN OQUR COVMUNI TI ES THAT
HAVE BARRI ERS TO CARE AND CONNECT THESE | NDI VI DUALS W TH BETTER ACCESS

AND CONSI STENCY OF HEALTHCARE RESOURCES TO MEET THEI R NEEDS.

| U HEALTH WEST HCSPI TAL PARTNERS W TH KI NGSWAY COVMUNI TY CARE CENTER
(KCCC), A CLINIC FOR THE UNI NSURED | N HENDRI CKS COUNTY. THE CLINIC

PROVI DES PRI MARY CARE AND CHRONI C DI SEASE MANAGEMENT, DENTAL SERVI CE AND
PRESCRI PTI ON SUPPORT FOR ADULTS W THOUT | NSURANCE. KCCC SERVED MORE THAN
1,000 PATIENTS I N 2014. SEVERAL MEMBERS OF THE | U HEALTH WEST HOSPI TAL

MEDI CAL STAFF HAVE BECOME REGULAR VCOLUNTEERS.

CHRONI C DI SEASE MANAGEMENT

W TH APPROXI MATELY 10, 000 AMERI CANS TURNI NG 65 EVERY DAY, OUR "SEN CR'

POPULATI ON | S BOOM NG THE | U HEALTH WEST HOSPI TAL PARTNERSHI P W TH
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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, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

HENDRI CKS COUNTY SENI CR SERVI CES (HCSS) |'S FOCUSED ON MAKI NG SURE THOSE

SENI OR YEARS ARE HEALTHY AND ACTI VE.

| U HEALTH WEST HOSPI TAL PARTNERED W TH THE HCSS TEAM TO PROVI DE HEART
HEALTH | NFORMATI ON TO MORE THAN 200 WOMVEN AT THE ANNUAL "WEAR RED' EVENTS
I N FEBRUARY 2014, PROVIDED FREE FLU SHOTS AT ITS FACILITY IN THE FALL AND
PROVI DED FREE HEALTH SCREENI NGS AT THE ANNUAL PRI ME TI ME SENI OR EXPO I N
SEPTEMBER 2014. TOGETHER, THESE COLLABORATI ONS DI RECTLY | MPACTED NEARLY

400 SENIORS AND THEIR LOVED ONES I N 2014.

OBESI TY PREVENTI ON

TO | MPROVE THE LI FESTYLE OF | NDI ANA RESI DENTS, | U HEALTH WEST HOSPI TAL
HAS UTI LI ZED BEST PRACTI CE METHODS TO ATTACK OBESITY I N OUR COVMUNI Tl ES.

| U HEALTH WEST HOSPI TAL 1S WORKI NG TO | MPROVE ACCESS TO NUTRI TI QUS FOODS
AND PHYSI CAL ACTIVITY I N LOW | NCOVE NEI GHBORHOODS, | N ADDI TION TO

PROVI DI NG TRADI TI ONAL HEALTH EDUCATI ON AND PUBLI C ADVOCACY EFFORTS. W TH
THESE | NI TI ATI VES, | U HEALTH WEST HOSPI TAL STRI VES TO PREVENT CHRON C

DI SEASES SUCH AS OBESI TY AND DI ABETES AND | NCREASE THE AWARENESS OF THE

| MPORTANCE OF MAKI NG HEALTHY CHO CES, SI NCE THI RTY-SI X PERCENT OF HOOSI ER
ADULTS ARE OVERWEI GHT AND 29. 5% ARE OBESE, COSTI NG THE NATI ONS BI LLI ONS

OF DOLLARS EACH YEAR TO TREAT THESE CHRONI C HEALTH CONDI TI ONS.

SOVE EXAMPLES HOW | U HEALTH WEST HOSPI TAL ADDRESSES OBESI TY I N THE

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

- AS PART OF THE STATEW DE DAY OF SERVI CE, MORE THAN 60 | U HEALTH
VEST HOSPI TAL VOLUNTEERS | NSTALLED EXERCI SE EQUI PMENT, CLEARED HI KI NG
TRAI LS AND RENOVATED OUTDOOR SPORTI NG FACI LI TI ES AT WASHI NGTON TOANSHI P
PARK I N AVON, | NDI ANA. I N ADDI TI ON, THE HOSPI TAL PROVI DED FUNDI NG FOR
HEALTHY MEALS FOR 700 CHI LDREN ENROLLED IN THE PARK' S SUMVER CAMP
PROGRAM AND PROVI DED SCHOLARSHI PS FOR LOW | NCOVE CHI LDREN TO PARTI CI PATE
IN THI S SAFE, ACTI VE SUMVER CARE OPTI ON FOR WORKI NG FAM LI ES.

- PARTNERED W TH THE TOMN OF BROWNSBURG TO RE- | NVI GORATE THE TOMWN' S
VEEEKLY, SEASONAL FARVMVERS MARKET, | U HEALTH WEST HOSPI TAL SUPPORTED THE

| NTRODUCTI ON OF WOVEN, | NFANTS, AND CHI LDREN (W C) CERTI FI CATI ON AND
SUPPLEMENTAL NUTRI TI ON ASSI STANCE PROCRAM ( SNAP) ACCEPTANCE FOR THE
MARKET AND | TS VENDORS. THE ORGANI ZATI ONS ALSO COMVBI NED FOR THE

| NTRODUCTI ON OF THE HENDRI CKS COUNTY HEALTH PARTNERSHI P S EFFORT TO
COLLECT FRESH PRODUCE DONATI ONS FOR LOCAL FOOD PANTRI ES. BROMNSBURG PARKS
AND RECREATI ON ADDS WEEKLY PHYSI CAL ACTIVITY TO THE MARKET FOR FAM LY
ENGAGEMENT AND TO DEMONSTRATE THE CONNECTI ON BETWEEN EXERCI SE AND HEALTHY
EATI NG THE MARKET SERVED APPROXI MATELY 200 CUSTOMERS EACH WEEK.

- | U HEALTH WEST HCSPI TAL CONTI NUED | TS COVM TMENT TO COVPLETI ON AND
ENGAGEMENT W TH THE B&O TRAIL, A "RAILS TO TRAILS" CONVERSI ON TRAVERSI NG

THE COUNTY EAST ALL THE WAY TO | U HEALTH WEST HOSPI TAL.

MENTAL HEALTH

BEHAVI ORAL HEALTH COVERS A RANGE OF CONDI TI ONS FROM DEPRESSI ON, ANXI ETY
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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, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

AND OTHER PSYCHOLOG CAL DI SCRDERS TO | SSUES RELATED TO SUBSTANCE ABUSE
AND ALCOHCL ADDI CTI ON. MANY | NDI ANA COVMUNI TI ES REPORT A NEED TO | MPROVE
ACCESS TO BEHAVI ORAL HEALTH SERVI CES AND REDUCE THE STI GVA OFTEN

ASSOCI ATED W TH MENTAL HEALTH AND ADDI CTI ONS. THE | U HEALTH BEHAVI ORAL
HEALTH PROGRAM | NCLUDES A W DE RANGE OF SERVI CES DESI GNED TO SUPPORT
PATI ENTS W TH BEHAVI ORAL, PSYCHI ATRI C AND PSYCHOLOG CAL NEEDS.

MULTI DI SCI PLI NARY TEAMS AT | U HEALTH WEST HOSPI TAL WORK TO | MPROVE THE

OVERALL HEALTH AND WELL- BEI NG OF EVERY PATI ENT.

ONE EXAMPLE OF HOW | U HEALTH WEST HOSPI TAL SUPPORTS BEHAVI ORAL HEALTH
| NCLUDES PARTNERI NG W TH SHELTERED W NGS TO SUPPCORT EDUCATI ON OF MORE
THAN 11, 700 COWUN TY MEMBERS AND 4, 600 STUDENTS ABOUT THE SI GNS, EFFECTS

AND PREVENTI ON OF DATI NG AND DQOVESTI C VI CLENCE.

K- 12 EDUCATI ON

EDUCATI ON PLAYS A CRUCI AL ROLE I N HEALTH OUTCOVES. LEVEL OF EDUCATI ON HAS
AN | MPACT NOT ONLY ON PERSONAL HEALTH, BUT | T HAS MJLTI GENERATI ONAL

| MPLI CATI ONS AS WELL. CHI LDREN W TH A SCLI D EDUCATI ONAL FOUNDATI ON AND
PARENTS VWHO ARE | NVOLVED | N THEI R EDUCATI ON ARE MORE LI KELY TO EMBRACE
HEALTHY LI FESTYLES AND HABI TS AND SUCCEED GENERALLY I N LI FE.

ADDI TI ONALLY, RESEARCH FROM THE NATI ONAL CENTER FCR PUBLI C POLI CY AND

HI GHER EDUCATI ON SHOWS THAT GREATER EDUCATI ONAL ATTAI NMVENT | S ASSCCI ATED
W TH HEALTH- PROMOTI NG BEHAVI ORS, SUCH AS | NCREASED CONSUMPTI ON OF FRUI TS

AND VEGETABLES AND OTHER ASPECTS OF HEALTHY EATI NG ENGAG NG | N PHYSI CAL
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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, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

ACTIVITY AND REFRAI NI NG FROM SMXXI NG

REALI ZI NG THAT EDUCATI ONAL DI SPARI TI ES APPEAR EARLY, U HEALTH IS

COW TTED TO ENHANCI NG CHI LDHOOD EDUCATI ON TO | MPROVE HEALTH AND LI FELONG
QUALITY OF LIFE. AS PART OF THE | U- UNI TED WAY " KI NDERGARTEN COUNTDOVW'
PARTNERSHI P, | U HEALTH WEST AND THE AVON SCHOOL CORPORATI ON HOST A FREE,
FOUR VEEK Kl NDERGARTEN PREPARATORY PROGRAM EVERY JUNE. THE CHI LDREN

I N\VI TED TO PARTI Cl PATE HAVE BEEN | DENTI FI ED THROUGH THE DI STRI CT' S

Kl NDERGARTEN ASSESSMENT AS NEEDI NG A BOOST | N ORDER TO BE READY TO
SUCCEED I N THE CLASSROOM THE PROGRAM COMES AT NO COST TO THE SCHOOL

DI STRICT OVER THE COURSE OF THE FOUR WEEKS, ALL OF WHOM HELP CHI LDREN
LEARN CLASSROOM BASI CS, SUCH AS RAI SI NG HANDS AND WALKI NG IN LI NES, AND
HELP SET THE STAGE FOR READI NG WRI TI NG AND MATH SUCCESS I N THE YEARS

AHEAD.

ALSO, BASED UPON THE HANLON METHOD OF PRI ORI TI ZATI ON, THE FOLLOW NG
| DENTI FI ED COMMUNI TY HEALTH NEEDS WERE NOT AMONGST THE NEEDS CHOSEN TO BE

ADDRESSED:

- TOBACCO PREVENTI ON AND CESSATI ON
- POVERTY

- HEALTH LI TERACY

AFTER COVPLETI NG A GAP ANALYSI S, | U HEALTH WEST HOSPI TAL DETERM NED THAT

THE SEVERI TY AND LACK OF RESOURCES AVAI LABLE TO ADDRESS THE FOUR NEEDS
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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, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

CHOSEN TO BE ADDRESSED CQUTWEI GHED THE SEVERI TY OF AND RESOURCES AVAI LABLE
TO ADDRESS THE FOUR NEEDS NOT CHOSEN.

AFTER COVPLETI NG A GAP ANALYSI S, | U HEALTH WEST HOSPI TAL DETERM NED THAT
THE SEVERI TY AND LACK OF RESOURCES AVAI LABLE TO ADDRESS THE FOUR NEEDS
CHOSEN TO BE ADDRESSED CQUTWEI GHED THE SEVERI TY OF AND RESOURCES AVAI LABLE

TO ADDRESS THE FOUR NEEDS NOT CHOSEN.

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

ASSI STANCE AWARD.

SCHEDULE H, PART V, SECTION B, LINE 13H - OTHER FAP FACTORS
| U HEALTH WEST HOSPI TAL TAKES | NTO CONSI DERATI ON SEVERAL OTHER FACTCRS I N
DETERM NI NG PATI ENT ELI A BI LI TY FOR FI NANCI AL ASSI STANCE. THESE FACTORS

| NCLUDE THE FOLLOW NG

1. ALTERNATE SOURCES OF ASSI STANCE

VHEN TECHNI CALLY FEASI BLE, A PATIENT WLL BE REQUI RED TO EXHAUST ALL

OTHER STATE AND FEDERAL ASS| STANCE PROGRAMS PRI OR TO RECEI VI NG AN AWARD

FROM | U HEALTH WEST HOSPI TAL' S FI NANCI AL ASSI STANCE PROGRAM

PATI ENTS WHO MAY BE ELI G BLE FOR COVERAGE UNDER AN APPLI CABLE | NSURANCE

POLI CY, | NCLUDI NG BUT NOT LIMTED TO, HEALTH, AUTOMOBILE, AND
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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, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

HOVEOMNER S, MUST EXHAUST ALL | NSURANCE BENEFI TS PRI OR TO RECEI VI NG AN
AWARD FROM | U HEALTH WEST HOSPI TAL' S FI NANCI AL ASSI STANCE PROGRAM  THI S
| NCLUDES PATI ENTS COVERED UNDER THEI R OAN PCOLI CY AND THOSE WHO MAY BE
ENTI TLED TO BENEFI TS FROM A THI RD- PARTY POLI CY.  PATI ENTS MAY BE ASKED TO
SHOW PROOF THAT SUCH A CLAIM WAS PROPERLY SUBM TTED TO THEI R | NSURANCE

PROVI DER AT THE REQUEST OF | U HEALTH WEST HCSPI TAL.

ELI G BLE PATI ENTS WHO RECEI VE MEDI CAL CARE FROM AN | U HEALTH WEST

HOSPI TAL FACILITY 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, MNAY RECEI VE FI NANCI AL ASSI STANCE FOR ANY QUTSTANDI NG BALANCE NOT
COVERED BY THE SETTLEMENT OR AWARD TO WHI CH | U HEALTH WEST HOSPI TAL | S
ENTI TLED. SAI D PATI ENTS MAY BE ASKED TO COVPLETE A FI NANCI AL ASSI STANCE

APPLI CATI ON.

2. PRESUVPTI VE FI NANCI AL ASSI STANCE ELIGE BI LI TY

PATI ENTS WHO ARE DEEMED TO BE PRESUMPTI VELY ELI G BLE FOR FI NANCI AL
ASSI STANCE W LL RECEI VE A FI NANCI AL ADJUSTMENT TO THEI R FI NAL STATEMENT

BALANCE BASED ON THE PATI ENT' S | NDI VI DUAL SCCRI NG CRI TERI A.

PATI ENTS ARE CONSI DERED TO BE PRESUMPTI VELY ELI G BLE FOR FI NANCI AL
ASSI STANCE | F THE FI NANCI AL NEED HAS BEEN DETERM NED BY THE FOLLOW NG
THI RD PARTIES: ESKENAZI HEALTH, FORMERLY W SHARD MEMORI AL HOSPI TAL,

PRQJECT HEALTH, | NDI ANA CHI LDREN S SPECI AL HEALTH CARE SERVI CES,
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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, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

MEDI CAlI D, OUT- OF- STATE MEDI CAI D, HEALTHY | NDI ANA PLAN, OR VOLUNTEERS I N

MEDI ClI NE.

PATI ENTS ARE ALSO CONSI DERED TO BE PRESUMPTI VELY ELI G BLE | F THEY ARE
PENDI NG MEDI CAl D APPROVAL OR HAVE A HOSPI TAL BILL WTH A MAXI MUM BALANCE
TO BE DETERM NED BY THE FI NANCI AL ASSI STANCE COWM TTEE AND WHO MEET

CERTAI N RI SK SEGVENTATI ON SCCRI NG CRI TERI A.

3. 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 WEST
HOSPI TAL W LL DENY OR REVOKE FI NANCI AL ASSI STANCE FOR ANY PATI ENT OR
GUARANTOR VWHO FALSI FI ES ANY PORTI ON OF A FI NANCI AL ASSI STANCE

APPLI CATI ON.

SCHEDULE H, PART V, SECTION B, LINE 16A - FAP VEBSI TE
A COPY OF |U HEALTH WEST HOSPI TAL'S FAP | S AVAI LABLE ON THE FOLLOW NG

VEEBSI TE:

HTTP: / /| UHEALTH. ORG PATI ENTS/ MY- | U- HEALTH BI LLI NG- SERVI CES/ FI NANCI AL- ASSI S

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

SCHEDULE H, PART V, SECTION B, LINE 16B - FAP APPL| CATI ON WEBSI TE
A COPY OF | U HEALTH WEST HOSPI TAL' S FAP APPLI CATI ON | S AVAI LABLE ON THE

FOLLOW NG WEBSI TE:

HTTP: / /| UHEALTH. ORG PATI ENTS/ MY- | U- HEALTH BI LLI NG- SERVI CES/ FI NANCI AL- ASSI S

TANCE/

SCHEDULE H, PART V, SECTION B, LINE 161 - OTHER MEASURES TO PUBLI Cl ZE
| U HEALTH WEST HOSPI TAL TAKES SEVERAL OTHER MEASURES TO PUBLICl ZE | TS FAP

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

1. SI GNS ARE POSTED | N APPROPRI ATE ACUTE CARE SETTI NGS SUCH AS
EVMERGENCY DEPARTMENTS 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 WEST HOSPI TAL | NCLUDES A PLAI N LANGUAGE DESCRI PTI ON OF

I TS FAP WTH ALL PATI ENT BI LLS AND STATEMENTS OF SERVI CES.

3. | U HEALTH REVENUE CYCLE SERVI CES REPRESENTATI VES ARE AVAI LABLE VI A
TELEPHONE MONDAY THROUGH FRI DAY, EXCLUDI NG MAJOR HOLI DAYS, FROM 8 AA.M TO
7 P.M (EASTERN TI ME) TO ADDRESS QUESTI ONS RELATED TO FI NANCI AL

ASSI STANCE.

4. | U HEALTH REVENUE CYCLE SERVI CES EDUCATES | TS PATI ENT FACI NG TEAM
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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, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

MEMBERS COF | TS FAP AND THE PROCESS FOR REFERRI NG PATI ENTS TO THE

PROGRAM

SCHEDULE H, PART V, SECTION B, LINE 22D - OTHER DETERM NATI ON OF CHARGES
| U HEALTH WEST HCSPI TAL LIM TS THE AMOUNTS CHARGED FOR EMERGENCY OR OTHER
MEDI CALLY NECESSARY SERVI CES PROVI DED TO | NDI VI DUALS ELI G BLE FOR

ASSI STANCE UNDER | TS FAP TO NOT MORE THAN AMOUNTS GENERALLY BI LLED TO

I NDI VI DUALS WHO HAVE | NSURANCE COVERAGE FOR SUCH CARE.

THE BASI S FOR CALCULATI NG THE AMOUNT CHARGED TO ALL PATI ENTS, | NCLUDI NG
THOSE WHO ARE ELI G BLE FOR FI NANCI AL ASSI STANCE, | S DERI VED THROUGH THE
USE OF A CHARGEMASTER OR PHYSI CI AN FEE SCHEDULE AND ARE UNI FORMLY

APPLI ED. ALL ADDI TI ONAL DI SCOUNTS REQUI RED BY | NSURANCE CONTRACT OR IU
HEALTH WEST HOSPI TAL' S FAP ARE APPLI ED TO THE CHARGEMASTER OR PHYSI CI AN

FEE SCHEDULE CALCULATED AMOUNT.

| U HEALTH WEST HCSPI TAL DOES NOT USE GROSS CHARGES | N THE CALCULATI ON OF

THE AMOUNT TO CHARGE A FI NANCI AL ASSI STANCE ELI G BLE PATI ENT.

JSA Schedule H (Form 990) 2014
4E1331 2.000
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Page 8

Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 4

Name and address

Type of Facility (describe)

1 | U HEALTH WEST

CARDI AC/ PULMONARY REHAB.

1115 N. RONALD

REAGAN PKWY., STE. MGL00

AVON

IN 46123

DI AGNCSTI C AND
OTHER OUTPATI ENT

2 11U HEALTH WEST

ORTHO. SPORT & SPINE CTR.

1115 N. RONALD

REAGAN PKWY.

AVON

IN 46123

DI AGNCSTI C AND
OTHER OUTPATI ENT

3 | U HEALTH VEEST

REHABI LI TATI ON SERVI CES

1115 N. RONALD

REAGAN PKWY., STE. G 29

AVON

IN 46123

DI AGNCSTI C AND
OTHER OUTPATI ENT

4 1 U HEALTH VEST

SLEEP DI SORDERS CENTER

1115 N. RONALD

REAGAN PKWY., STE. 305

AVON

IN 46123

DI AGNCSTI C AND
OTHER OUTPATI ENT

10

JSA
4E1325 1.000
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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 |, LINE 3C - OTHER FACTORS USED | N DETERM NI NG ELI G

| U HEALTH WEST HOSPI TAL USES SEVERAL FACTORS OTHER THAN FEDERAL POVERTY

GUI DELI NES ("FPGS') I N DETERM NI NG ELI G BI LI TY FOR FREE OR DI SCOUNTED

CARE UNDER I TS FAP. THESE FACTORS | NCLUDE THE FOLLOW NG

1.

| NDI ANA RESI DENCY REQUI REMENT

| U HEALTH WEST HCSPI TAL ONLY MAKES FI NANCI AL ASSI STANCE AVAI LABLE TO

RESI DENTS OF THE STATE OF | NDI ANA. | U HEALTH WEST HOSPI TAL EMPLOYS THE

SAME RESI DENCY TEST AS SET FORTH I N | NDI ANA CODE 6-3-1-12 TO DEFI NE AS

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

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

THI S STATE AND SPENDS MORE THAN ONE HUNDRED EI GHTY- THREE (183) DAYS OF

THE TAXABLE YEAR | N | NDI ANA,

2.

ALTERNATE SOURCES OF ASSI STANCE

VHEN TECHNI CALLY FEASI BLE, PATI ENTS MJUST EXHAUST ALL OTHER STATE AND

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 ASSI STANCE PROGRAMS PRI OR TO RECEI VI NG AN AWARD FROM | U HEALTH

VEST HOSPI TAL' S FI NANCI AL ASSI STANCE PROGRAM

PATI ENTS WHO MAY BE ELI G BLE FOR COVERAGE UNDER AN APPLI CABLE | NSURANCE

POLI CY, | NCLUDI NG BUT NOT LIMTED TO, HEALTH, AUTOMOBILE, AND

HOVEOMNER S, MUST EXHAUST ALL | NSURANCE BENEFI TS PRI OR TO RECEI VI NG AN

AWARD FORM | U HEALTH WEST HOSPI TAL' S FI NANCI AL ASSI STANCE PROGRAM  THI S

| NCLUDES PATI ENTS COVERED UNDER THEI R OAN PCOLI CY AND THOSE WHO MAY BE

ENTI TLED TO BENEFI TS FROM A THI RD- PARTY POLI CY.  PATI ENTS MAY BE ASKED TO

SHOW PROOF THAT SUCH A CLAIM WAS PROPERLY SUBM TTED TO THEI R | NSURANCE

PROVI DER AT THE REQUEST OF | U HEALTH WEST HCSPI TAL.

ELI G BLE PATI ENTS WHO RECEI VE MEDI CAL CARE FROM AN | U HEALTH WEST

HOSPI TAL FACILITY 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, MNAY RECEI VE FI NANCI AL ASSI STANCE FOR ANY QOUTSTANDI NG BALANCE NOT

COVERED BY THE SETTLEMENT OR AWARD TO WHI CH | U HEALTH WEST HOSPI TAL | S

ENTI TLED. SAI D PATI ENTS MAY BE ASKED TO COVPLETE A FI NANCI AL ASSI STANCE

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.

APPLI CATI ON.

3.

PRESUVPTI VE FI NANCI AL ASSI STANCE ELI GBI LITY

PATI ENTS WHO ARE DEEMED TO BE PRESUMPTI VELY ELI G BLE FOR FI NANCI AL

ASSI STANCE W LL RECEI VE A FI NANCI AL ADJUSTMENT TO THEI R FI NAL STATEMENT

BALANCE BASED ON THE PATI ENT' S | NDI VI DUAL SCCRI NG CRI TERI A.

PATI ENTS ARE CONSI DERED TO BE PRESUMPTI VELY ELI G BLE | F THE FI NANCI AL

NEED HAS BEEN DETERM NED BY THE FOLLOW NG THI RD PARTI ES: ESKENAZI

HEALTH, FORMERLY W SHARD MEMORI AL HOSPI TAL, PROQIECT HEALTH, | NDI ANA

CHI LDREN S SPECI AL HEALTH CARE SERVI CES, MEDI CAI D, QOUT- OF- STATE MEDI CAI D,

HEALTHY | NDI ANA PLAN, OR VOLUNTEERS I N MEDI CI NE.

PATI ENTS MAY ALSO BE CONSI DERED PRESUMPTI VELY ELI G BLE | F THEY ARE

PENDI NG MEDI CAl D APPROVAL OR HAVE A HOSPI TAL BILL WTH A MAXI MUM BALANCE

TO BE DETERM NED BY THE FI NANCI AL ASSI STANCE COWM TTEE AND WHO MEET

CERTAI N RI SK SEGVENTATI ON SCCRI NG CRI TERI A.

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.

ADDI TI ONAL CONSI DERATI ONS

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

SAI D PATI ENT IS FOUND TO HAVE NO ESTATE.

| U HEALTH WEST HCSPI TAL W LL DENY OR REVCOKE 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.

A PATI ENT' S | NCOVE ANDY CR ABI LI TY TO PAY MAY BE TAKEN | NTO CONSI DERATI ON

IN THE CALCULATI ON OF A FI NANCI AL ASSI STANCE AWARD.

5.

PATI ENT ASSETS

| U HEALTH WEST HOSPI TAL W LL CONSI DER PATI ENT ASSETS | N THE CALCULATI ON

OF A PATIENT'S TRUE FI NANCI AL BURDEN. A PATI ENT' S PRI MARY RESI DENCE AND

ONE (1) MOTOR VEH CLE WLL BE EXEMPTED FROM CONSI DERATI ON | N MOST CASES.

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.

| U HEALTH WEST HOSPI TAL W LL APPLY THE DEFI NI TI ONS SET FOR I N | NDI ANA

ADM NI STRATI VE CODE 405 | AC 2-3-15 TO DEFI NE A PATI ENT' S PRI MARY

RESI DENCE AND MOTCR VEHI CLE. A PATIENT' S PRI MARY RESI DENCE | S DEFI NED AS

THE PATI ENT' S PRI NCI PAL PLACE OF RESI DENCE. THE PATI ENT' S PRI MARY

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

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

THOUSAND DOLLARS ($500, 000) AND THE HOVE | S NOT OCCUPI ED BY THE PATI ENT' S

SPOUSE OR CHI LD UNDER TWENTY-ONE (21) YEARS OF AGE. ONE (1) MOTOR

VEHI CLE, REGARDLESS OF I TS FAIR MARKET VALUE, MAY BE EXCLUDED IN LI M TED

Cl RCUMSTANCES DEFI NED | N | NDI ANA ADM NI STRATI VE CODE 405 | AC

2-

3-15(D) (6).

| U HEALTH WEST HOSPI TAL RESERVES THE RI GHT TO ADJUST A PATI ENT' S FEDERAL

POVERTY LEVEL ("FPL") | F THE PATI ENT DEMONSTRATES A CLAIM OR CLEAR TI TLE

TO ANY EXTRAORDI NARY ASSET NOT EXCLUDED FROM CONSI DERATI ON UNDER THE

ABOVE GUI DANCE.

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.

| U HEALTH WEST HOSPI TAL WLL NOT SEEK THE Tl TLE TO DI SCOVERED ASSETS

W THOUT THE EXPRESS AUTHORI ZATI ON OF THE FI NANCI AL ASSI STANCE COWM TTEE.

SCHEDULE H, PART |, LINE 6A - C B. REPORT PREPARED BY A RELATED ORG

| U HEALTH WEST HOSPI TAL' S COVMUNI TY BENEFI T AND OTHER | NVESTMENTS,

ENCOVPASSI NG | TS TOTAL COVMUNI TY | NVESTMENT, ARE | NCLUDED IN THE U

HEALTH COMVUNI TY BENEFI T REPORT WHI CH | S PREPARED ON BEHALF OF AND

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

| NDI ANA ("I U HEALTH STATEW DE SYSTEM').

THE | U HEALTH COVMUNI TY BENEFI T REPORT | S MADE AVAI LABLE TO THE PUBLI C ON

| U HEALTH S WEBSI TE AT HTTP://| UHEALTH. ORG COMVUNI TYBENEFI T/. THE 11U

HEALTH COMMUNI TY BENEFI T REPORT IS ALSO DI STRI BUTED TO NUMEROUS KEY

ORGANI ZATI ONS THROUGHOUT THE STATE OF | NDI ANA | N ORDER TO BROADLY SHARE

THE | U HEALTH STATEW DE SYSTEM S COMMUNI TY BENEFI T EFFORTS. I T IS ALSO

AVAI LABLE BY REQUEST THROUGH THE | NDI ANA STATE DEPARTMENT OF HEALTH OR 1U

HEALTH.

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.

SCHEDULE H, PART |, LINE 7G - SUBSI DI ZED HEALTH SERVI CES

| U HEALTH WEST HOSPI TAL DOES NOT | NCLUDE ANY COSTS ASSOCI ATED W TH

PHYSI Cl AN CLI NI CS AS SUBSI DI ZED HEALTH SERVI CES.

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 $19, 392, 520.

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

SCHEDULE H, PART I, LINE 7, COLUW (F), PERCENT OF TOTAL EXPENSE, |S

BASED ON COLUWN (E) NET COVMUNI TY BENEFI T EXPENSE. THE PERCENT COF TOTAL

EXPENSE BASED ON COLUMN (C) TOTAL COVMUNI TY BENEFI T EXPENSE, WH CH DOES

NOT | NCLUDE DI RECT OFFSETTI NG REVENUE, |S 23. 35%

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

| U HEALTH PARTI Cl PATES I N A VARI ETY OF COVMUNI TY-BUI LDI NG ACTI VI TI ES THAT

ADDRESS THE SCCI AL DETERM NANTS OF HEALTH IN THE COVMUNI TI ES | T SERVES.

JSA

Schedule H (Form 990) 2014

4E1327 1.000



I NDI ANA UNI VERSI TY HEALTH WEST HOSPI TAL, 35- 1814660

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

Provide the following information.

1

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

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

| U HEALTH AND | TS RELATED HOSPI TAL ENTI TI ES ACROSS THE STATE OF | NDI ANA

("1'U HEALTH STATEW DE SYSTEM') | NVEST | N ECONOM C DEVELOPMENT EFFORTS

ACROSS THE STATE, COLLABORATE W TH LI KE-M NDED ORGANI ZATI ONS THROUGH

COALI TI ONS THAT ADDRESS KEY | SSUES, AND ADVOCATE FOR | MPROVEMENTS | N THE

HEALTH STATUS OF VULNERABLE POPULATI ONS. THI' S | 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 COWVMUNITY | NI TI ATI VES THAT ADDRESSED ECONOM C

DEVELOPMENT, COMMUNI TY SUPPORT AND WORKFORCE DEVELOPMENT. SEVERAL

EXAMPLES | NCLUDE | U HEALTH S SUPPORT OF THE FOLLOW NG ORGANI ZATI ONS AND

I NI TI ATI VES THAT FOCUS ON SOVE OF THE ROOT CAUSES OF HEALTH | SSUES, SUCH

AS LACK OF EDUCATI ON, EMPLOYMENT AND POVERTY:

COLLEGE MENTORS FOR KI DS

STARFI SH | NI TI ATI VE

TEACH FOR AMERI CA

UNI TED WAY

ADDI TI ONALLY, THROUGH THE | U HEALTH STATEW DE SYSTEM S TEAM MEMBER

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.

COMMUNI TY BENEFI T SERVI CE PROGRAM " STRENGTH THAT CARES', TEAM MEMBERS

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

EVERY YEAR

SCHEDULE H, PART 111, LINE 2 - METHODOLOGY USED TO EST. BAD DEBT EXP.

THE BAD DEBT EXPENSE OF $3, 769, 906 REPORTED ON SCHEDULE H, PART II1l, LINE
2 |'S REPORTED AT COST, AS CALCULATED USI NG THE COST TO CHARGE RATI O
METHODOL OGY.

SCHEDULE H, PART 111, LINE 4 - BAD DEBT EXPENSE

THE PROVI SI ON FOR UNCOLLECTED PATI ENT ACCOUNTS, FOR ALL PAYCRS, 1S

RECOGNI ZED WHEN SERVI CES ARE PROVI DED BASED UPON MANAGEMENT' S ASSESSMENT

OF HI STORI CAL AND EXPECTED NET COLLECTI ONS, TAKI NG | NTO CONSI DERATI ON

BUSI NESS AND ECONOM C CONDI TI ONS, CHANGES AND TRENDS | N HEALTH CARE

COVERAGE AND OTHER COLLECTI ON | NDI CATORS. PERI CDI CALLY, MANAGEMENT

ASSESSES THE ADEQUACY OF THE ALLOWANCE FOR UNCOLLECTI BLE ACCOUNTS BASED

UPON ACCOUNTS RECEI VABLE PAYOR COWPOSI TI ON AND AG NG, THE SI GNI FI CANCE OF

| NDI VI DUAL PAYORS TO CQUTSTANDI NG ACCOUNTS RECEI VABLE BALANCES, AND
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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.

HI STORI CAL WRI TE- OFF EXPERI ENCE BY PAYOR CATEGORY, AS ADJUSTED FOR
CCOLLECTI ON | NDI CATORS. THE RESULTS OF THE REVI EW ARE THEN USED TO MAKE
ANY MODI FI CATI ONS TO THE PROVI SI ON FOR UNCOLLECTED PATI ENT ACCOUNTS AND
THE ALLOWANCE FOR UNCOLLECTI BLE ACCCQUNTS. | N ADDI TI ON, |U HEALTH WEST
HOSPI TAL FOLLOWS ESTABLI SHED GUI DELI NES FOR PLACI NG CERTAI N PAST DUE
PATI ENT BALANCES W TH COLLECTI ON AGENCI ES. PATI ENT ACCOUNTS THAT ARE
UNCOLLECTED, | NCLUDI NG THOSE PLACED W TH CCOLLECTI ON AGENCI ES, ARE

I NI TIALLY CHARGED AGAI NST THE ALLOMANCE FOR UNCOLLECTI BLE ACCOUNTS I N
ACCORDANCE W TH COLLECTION POLICIES OF | U HEALTH WEST HOSPI TAL AND, | N
CERTAI N CASES, ARE RECLASSI FI ED TO CHARI TY CARE | F DEEMED TO OTHERW SE

MEET FI NANCI AL ASSI STANCE POLI CIES OF | U HEALTH WEST HOSPI TAL.

SCHEDULE H, PART 111, LINE 8 - MEDI CARE SHORTFALL

| U HEALTH WEST HOSPI TAL DI D NOT HAVE A MEDI CARE SHORTFALL FOR 2014. 11U
HEALTH WEST HOSPI TAL' S MEDI CARE RElI 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 WEST HOSPI TAL ACCEPTS ALL
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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.

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.

MEDI CARE PATI ENTS KNOW NG THAT THERE MAY BE SHORTFALLS; THEREFORE | T HAS

TAKEN THE PGCSI TI ON THAT ANY SHORTFALL SHOULD BE COUNTED AS PART OF I TS

COVMUNI TY BENEFI T. ADDI TI ONALLY, IT IS I MPLIED I N | NTERNAL REVENUE

SERVI CE REVENUE RULI NG 69- 545 THAT TREATI NG MEDI CARE PATI ENTS IS A

COVMMUNI TY BENEFI T. REVENUE RULI NG 69-545, WH CH ESTABLI SHED THE COVMUNI TY

BENEFI T STANDARD FOR NONPROFI T HOSPI TALS, STATES THAT | F A HOSPI TAL

SERVES PATI ENTS W TH GOVERNMENTAL HEALTH BENEFI TS, | NCLUDI NG MEDI CARE,

THEN THIS IS AN | NDI CATI ON THAT THE HOSPI TAL OPERATES TO PROMOTE THE

HEALTH OF THE COVMUNI TY.

THE AMOUNT REPORTED ON SCHEDULE H, PART |11, LINE 6 IS CALCULATED, IN

ACCORDANCE W TH THE FORM 990 | NSTRUCTI ONS, USI NG "ALLOMBLE COSTS" FROM

THE | U HEALTH WEST HOSPI TAL MEDI CARE COST REPCORT. "ALLOMBLE COSTS' FOR

MEDI CARE COST REPORT PURPCSES, HOWEVER, ARE NOT REFLECTI VE OF ALL COSTS

ASSOCI ATED W TH | U HEALTH WEST HOSPI TAL' S PARTI Cl PATI ON | N MEDI CARE

PROGRAM5.  FOR EXAMPLE, THE MEDI CARE COST REPORT EXCLUDES CERTAI N COSTS

SUCH AS BI LLED PHYSI CI 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.

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.

I NCLUSI ON OF ALL COSTS ASSCCI ATED W TH | U HEALTH WEST HOSPI TAL' 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.

SCHEDULE H, PART 111, LINE 9B - WRI TTEN DEBT CCOLLECTI ON PQOLI CY

I F A PATI ENT CANNCT SATI SFY STANDARD PAYMENT EXPECTATI ONS, A Fl NANCI AL

ASSI STANCE SCREENI NG PROCESS FOR ALTERNATI VE SOURCES OF BALANCE

RESCLUTI ON | S COWLETED. THOSE RESCLUTI ONS MAY | NCLUDE A DI SCOUNT ON

CHARGES, MEDI CAI D ENROLLMENT, | NTEREST- FREE LOAN OR APPLI CATI ON FOR

FI NANCI AL ASSI STANCE. | F A PATI ENT DOES NOT APPLY FOR FI NANCI AL

ASSI STANCE BUT OTHERW SE MEETS THE FI NANCI AL ASSI STANCE GUI DELI NES

ESTABLI SHED BY | U HEALTH WEST HOSPI TAL, THE CHARGES W LL BE WAI VED AND

THE COST OF SERVI CES W LL BE TREATED AS FI NANCI AL ASSI STANCE.

SCHEDULE H, PART VI, LINE 2 - NEEDS ASSESSMENT

COVMUNI TI ES ARE MULTI FACETED AND SO ARE THEI R HEALTH NEEDS. | U HEALTH

VEEST HOSPI TAL UNDERSTANDS THAT THE HEALTH OF | NDI VI DUALS AND COMMUNI TI ES

ARE SHAPED BY VARI QUS SOCI AL AND ENVI RONMENTAL FACTORS, ALONG W TH HEALTH

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.

BEHAVI ORS AND ADDI T1 ONAL | NFLUENCES.

| U HEALTH WEST HOSPI TAL ASSESSES THE HEALTH CARE NEEDS OF THE COVMUNI Tl ES

| T SERVES BY CONDUCTI NG A COVMUNI TY HEALTH NEEDS ASSESSMENT. THI S

ASSESSMENT | NCLUDES COLLABORATI ON W TH OTHER COMMUNI TY ORGANI ZATI ONS SUCH

AS THE HENDRI CKS COUNTY HEALTH DEPARTMENT, THE | NDI ANA STATE DEPARTMENT

OF HEALTH, THE CENTERS FCOR DI SEASE CONTROL AND PREVENTI ON AND THE UNI TED

VAY OF CENTRAL | NDI ANA,

AFTER COWPLETI ON OF THE CHNA, | U HEALTH WEST HOSPI TAL REVI EWVED THE

| NFORMATI ON GATHERED FROM COVMUNI TY LEADER FOCUS GROUPS, COVMUNI TY | NPUT

SURVEYS AND STATI STI CAL DATA. THE NEEDS | DENTI FI ED WERE ANALYZED AND

RANKED USI NG THE HANLON METHOD OF PRI ORI TI ZATI ON TO DETERM NE THE

PREVALENCE AND SEVERI TY OF COMMUNI TY HEALTH NEEDS AND WHI CH ONES WERE

MOST CRI TI CAL. ADDI Tl ONALLY, THE EFFECTI VENESS OF AN | NTERVENTI ON FOR

EACH NEED AND | U HEALTH WEST HCSPI TAL'S ABILITY TO | MPACT PCSI TI VE CHANGE

WAS EVALUATED.
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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 3 - PATIENT EDUCATION OF ELIG BILITY FOR ASSI ST.
| U HEALTH WEST HOSPI TAL GOES TO GREAT LENGTHS TO ENSURE PATI ENTS KNOW
THAT | T TREATS ALL PATI ENTS REGARDLESS OF THEIR ABILITY TO PAY. 1U
HEALTH WEST HOSPI TAL SHARES FI NANCI AL ASSI STANCE | NFORVATI ON W TH

PATI ENTS DURI NG THE ADM SSI ON PROCESS, BI LLI NG PROCESS, AND ONLI NE.

HELPI NG PATI ENTS UNDERSTAND THAT FI NANCI AL SUPPORT FOR THEIR CARE | S

AVAI LABLE IS A PART OF | U HEALTH WEST HOSPI TAL' S COW TMENT TO I TS

M SSION. |1 U HEALTH WEST HOSPI TAL' S FI NANCI AL ASSI STANCE PCLI CY EXI STS TO
SERVE THOSE | N NEED BY PROVI DI NG FI NANCI AL RELI EF TO PATI ENTS WHO ASK FOR

ASSI STANCE AFTER CARE HAS BEEN PROVI DED.

DURI NG THE ADM SSI ONS PROCESS, OPPORTUNI TI ES FOR FI NANCI AL ASSI STANCE ARE
DI SCUSSED W TH PATI ENTS WHO ARE | DENTI FI ED AS SELF- PAY (UNINSURED) OR | F
THEY REQUEST ASSI STANCE | NFORVATI ON.  THE PATIENT IS ALSO PROVI DED W TH
AN ADM SSI ONS PACKET THAT OUTLI NES | NFORVATI ON REGARDI NG | U HEALTH WEST
HOSPI TAL' S FI NANCI AL ASSI STANCE PROGRAM  FI NANCI AL COUNSELORS ARE ONSI TE
TO ASSI ST W TH FI NANCI AL CONCERNS OR QUESTI ONS DURI NG THE PATI ENT' S STAY.

PATI ENT FI NANCI AL SERVI CES CUSTOVER SERVI CE REPRESENTATI VES ARE ALSO

JSA Schedule H (Form 990) 2014
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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.

AVAI LABLE AFTER THE PATI ENT' S STAY TO HELP PATI ENTS APPLY FOR FI NANCI AL

ASSI STANCE, UNDERSTAND THEI R BI LLS, EXPLAI N WHAT THEY CAN EXPECT DURI NG

THE BI LLI NG PROCESS, ACCEPT PAYMENT (1 F NEEDED), UPDATE THEI R | NSURANCE

OR PAYCR | NFORVATI ON, AND UPDATE THEI R ADDRESS OR OTHER DEMOGRAPHI C

| NFORVATI ON.

A PLAI N LANGUAGE SUMVARY OF THE FI NANCI AL ASSI STANCE PCLI CY |'S PRI NTED ON

THE BACK OF EACH PATI ENT STATEMENT, WHI LE THE FI NANCI AL ASSI STANCE

APPLI CATION |'S MAI LED TO ALL |1 U HEALTH WEST HOSPI TAL PATI ENTS WTH A

PATI ENT BALANCE DUE AFTER | NSURANCE. ADDI Tl ONALLY, ON THE BACK OF EACH

PATI ENT STATEMENT IS A TELEPHONE NUMBER THAT ALLOAS PATI ENTS THE ABILITY

TO REQUEST FI NANCI AL ASSI STANCE. UNI NSURED PATI ENTS ARE ALSO MADE AWARE

OF TH S PROCESS AT THE TI ME OF REG STRATI ON.

THE | U HEALTH WEBSI TE HAS A PAGE (HTTP://1 UHEALTH. ORG HELPW THBI LLS)

DEDI CATED TO FI NANCI AL ASSI STANCE AND OFFERS AN ONLI NE APPLI CATI ON AND

TELEPHONE NUMBERS FOR CUSTOMER SERVI CE REPRESENTATI VES TO ASSI ST W TH THE

APPL| CATI ON PRCCESS.
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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 HCSPI TAL HAS AN EXPANSI VE FI NANCI AL ASSI STANCE POLI CY

VHI CH UTI LI ZES THE FEDERAL POVERTY GUI DELI NES TO DETERM NE ELI G BI LI TY.

THE GOAL |'S TO MAKE ACCESS TO QUALITY CARE WTHI N A PATI ENT' S REACH.

THE | U HEALTH WEST HOSPI TAL FI NANCI AL ASSI STANCE PCOLI CY PROVI DES THE

FOLLOW NG SUPPORT TO PATI ENTS THAT QUALI FY:

FREE CARE FOR THOSE EARNI NG UP TO 200 PERCENT OF FEDERAL POVERTY

GUI DELI NES;

DI SCOUNTED CARE ON A SLI DI NG SCALE FOR FAM LI ES EARNI NG FROM 200 TO

400 PERCENT OF FEDERAL POVERTY GUI DELI NES; AND

DI SCOUNTED CARE ON A SLI DI NG SCALE FOR UNI NSURED FAM LI ES EARNI NG

FROM 200 TO 400 PERCENT OF FEDERAL POVERTY GUI DELI NES, AND

FI NANCI AL ASSI STANCE TO PATI ENTS WHOSE HEALTH | NSURANCE COVERAGE, | F

ANY, DOES NOT PROVI DE FULL COVERAGE FOR ALL OF THEI R MEDI CAL EXPENSES AND

VHOSE MEDI CAL EXPENSES WOULD MAKE THEM | NDI GENT | F THEY WERE FORCED TO

PAY FULL CHARGES.
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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 ARE GUI DED THROUGH THEI R COURSE OF CARE W TH PARTI CULAR

SENSI TI VI TY, REVI EW NG CHANG NG Cl RCUMSTANCES AND ALLOW NG FOR FI NANCI AL

ASSI STANCE AT ANY PO NT DURI NG THE RELATI ONSHI P AND BI LLI NG PROCESS. FOR

THOSE | NPATI ENTS THAT MAY QUALI FY FOR THE MEDI CAI D PROGRAM AND HAVE NOT

APPLI ED, | U HEALTH WEST HOSPI TAL FI NANCI AL COUNSELORS W LL ASSI ST

PATI ENTS W TH THE MEDI CAI D APPLI CATION. | F A PATI ENT DOES NOT APPLY FCR

FI NANCI AL ASSI STANCE, BUT MEETS THE FI NANCI AL ASSI STANCE GUI DELI NES

ESTABLI SHED BY | U HEALTH WEST HOSPI TAL, | U HEALTH WEST HOSPI TAL W LL

WAl VE CHARGES AND TREAT THE COST OF SERVI CES AS FI NANCI AL ASSI STANCE.

SCHEDULE H, PART VI, LINE 4 - COWUN TY | NFORMATI ON

| U HEALTH WEST HOSPI TAL |'S LOCATED | N HENDRI CKS COUNTY, | NDI ANA, A COUNTY

LOCATED | N CENTRAL | NDI ANA.

HENDRI CKS COUNTY | NCLUDES ZI P CODES W THI N THE TOANS OF BROANSBURG,

CLAYTON, COATESVI LLE, AMO, DANVILLE, AVON, LIZTON, NORTH SALEM

PI TTSBORO, PLAI NFI ELD, AND STI LESVI LLE. BASED ON THE MOST RECENT CENSUS

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.

BUREAU (2010) STATI STICS, HENDRI CKS COUNTY'S POPULATI ON | S 145, 448

PERSONS W TH APPROXI MATELY 50% BEI NG FEMALE AND 50% MALE. THE COUNTY' S

POPULATI ON ESTI MATES BY RACE ARE 86. 4% WHI TE, 6. 0% BLACK, 3.4% HI SPANI C

OR LATI NGO, 2.3% ASI AN, 0. 3% AVERI CAN | NDI ANA OR ALASKA NATI VE, AND 1.6%

PERSONS REPORTI NG TWO OR MORE RACES.

HENDRI CKS COUNTY HAS RELATI VELY MODERATE LEVELS OF EDUCATI ONAL

ATTAI NMENT. THE LEVEL OF EDUCATI ON MOST OF THE POPULATI ON HAS ACH EVED

IS A H GH SCHOOL DEGREE (93.5% . AS OF 2014, 32.2% OF THE POPULATI ON HAD

A

BACHELOR S DEGREE OR HI GHER

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

| U HEALTH WEST HOSPI TAL 1S A SUBSI DI ARY OF | NDI ANA UNI VERSI TY HEALTH,

INC., A TAX- EXEMPT HEALTHCARE CORGANI ZATI ON, WHOSE BOARD OF DI RECTORS | S

COVMPOSED OF MEMBERS, OF WWHI CH SUBSTANTI ALLY ALL ARE | NDEPENDENT COVMUNI TY

MEMBERS.

IN ORDER TO HELP THE COVMUNI TY I N ACCESSI NG HEALTHCARE, | U HEALTH VEST

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.

HOSPI TAL PARTNERED W TH KI NGSWAY COVMUNI TY CARE CENTER (KCCC), A CLINIC

FOR THE UNI NSURED | N HENDRI CKS COUNTY, IN 2014. THE CLI NI C PROVI DES

PRI MARY CARE AND CHRONI C DI SEASE MANAGEMENT, DENTAL SERVI CES AND

PRESCRI PTI ON SUPPORT FOR ADULTS W THOUT | NSURANCE.

ADDI TI ONALLY TO ASSI ST W TH CHRONI C DI SEASES | N THE SENI OR COVMUNI TY, 1U

HEALTH WEST HOSPI TAL PARTNERED W TH THE HENDRI CKS COUNTY SENI OR SERVI CES.

| U HEALTH WEST HOSPI TAL PROVI DED HEART HEALTH | NFORMATI ON TO MORE THAN

200 WOMEN AT THE ANNUAL "WEAR RED' EVENTS | N FEBRUARY 2014 AND ALSO

PROVI DED FREE FLU SHOTS AND HEALTH SCREENI NGS AT THE ANNUAL PRI ME TI ME

SENI OR EXPO I N SEPTEMBER OF 2014. TOCGETHER THESE COLLABORATI ONS DI RECTLY

MPACTED NEARLY 400 SENI ORS AND THEI R LOVED ONES | N 2014.

TO CURB DOMESTI C VI OLENCE, | U HEALTH WEST HOSPI TAL PARTNERED W TH

SHELTERI NG W NGS TO SUPPCRT THE EDUCATI ON OF MORE THAN 11, 700 COMMUNI TY

MEMBERS ABOUT THE SI GNS, EFFECTS, AND PREVENTI ON OF DATI NG AND DQOVESTI C

VI OLENCE. THE HOSPI TAL EDUCATED MORE THAN 4, 600 STUDENTS I N SI X COUNTY

SCHOOLS AND | NCREASED THEI R KNOALEDGE OF HEALTHY RELATI ONSH P AND DATI NG

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.

VI OLENCE BY 31%

SCHEDULE H, PART VI, LINE 6 - AFFILIATED HEALTH CARE SYSTEM

| U HEALTH WEST HCSPI TAL |'S PART OF THE | U HEALTH STATEW DE SYSTEM  THE

| U HEALTH STATEW DE SYSTEM IS | NDI ANA' S MOST COMPREHENSI VE HEALTHCARE

SYSTEM A UNI QUE PARTNERSHI P W TH THE | NDI ANA UNI VERSI TY SCHOOL OF

MEDI CI NE ("I U SCHOOL OF MEDI CI NE"), ONE OF THE NATI ON' S LEADI NG MEDI CAL

SCHOOLS, G VES PATI ENTS ACCESS TO | NNOVATI VE TREATMENTS AND THERAPIES. 1 U

HEALTH | S COWPRI SED OF HOSPI TALS, PHYSI CI ANS AND ALLI ED SERVI CES

DEDI CATED TO PROVI DI NG PREEM NENT CARE THROUGHOUT | NDI ANA AND BEYOND.

NATI ONAL RECOGNI TI ON

SI X HOSPI TALS DESI GNATED AS MAGNET® BY THE AMERI CAN NURSES

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

NAMED TO THE 2013-2014 U. S. NEWS & WORLD REPORT' S BEST HCSPI TALS

HONCR ROLL, THEI R HI GHEST DI STI NCTI ON.

ELEVEN ADULT CLI NI CAL PROGRAMS RANKED AMONG THE TOP 50 NATI ONAL

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.

PROGRAMS IN U. S. NEWS & WORLD REPORT

TEN PEDI ATRI C CLI NI CAL PROGRAM5S RANKED AMONG THE TOP 50 NATI ONAL

PROGRAM5 IN THE U.S. NEWS & WORLD REPORT

EDUCATI ON AND RESEARCH

AS AN ACADEM C HEALTH CENTER, U HEALTH WORKS I N PARTNERSH P WTH THE 1 U

SCHOOL OF MEDI CI NE TO TRAI N PHYSI CI ANS, BLENDI NG BREAKTHROUGH RESEARCH

AND TREATMENTS W TH THE HI GHEST QUALI TY OF PATI ENT CARE. RESEARCH

CONDUCTED BY 1'U SCHOOL OF MEDI CI 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.

COLLABCRATI VE STRATEGQ C RESEARCH | NI TI ATI VE

CONCEI VED BY | U HEALTH AND THE | U SCHOOL OF MEDICINE I N 2012, THE

STRATEG C RESEARCH | NI TI ATI VE Al M5 TO ENHANCE THE | NSTI TUTI ONS' JO NT

CAPABI LI TIES I N FUNDAMENTAL SCI ENTI FI C | NVESTI GATI ON, TRANSLATI ONAL

JSA

Schedule H (Form 990) 2014

4E1327 1.000



I NDI ANA UNI VERSI TY HEALTH WEST HOSPI TAL, 35- 1814660

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

Provide the following information.

1

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

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

RESEARCH AND CLI NI CAL TRI ALS TARGETI NG | NNOVATI VE TREATMENTS FCR DI SEASE.

THE TWO ORGANI ZATI ONS COMM TTED TO | NVEST $150 M LLI ON OVER FI VE YEARS TO

THI'S NEW RESEARCH COLLABORATI ON.

ESTABLI SHED | N 2013, THE CENTER FOR | NNOVATI ON AND | MPLEMENTATI ON SCI ENCE

I'S PARTI ALLY SUPPCRTED BY THE STRATEQ C RESEARCH | NI TI ATI VE. THE NEW

CENTER, LAUNCHED BY THE | U SCHOOL OF MEDI CI NE AND THE | NDI ANA CLI NI CAL

AND TRANSLATI ONAL SCI ENCES | NSTI TUTE, FOCUSES ON | NCREASI NG EFFI CACY AND

REDUCI NG COSTS AT | U HEALTH. W TH OVERSI GHT OF FOUR SPECI ALI ZED RESEARCH

AND DI SCOVERY UNI TS MANAGED BY | U SCHOOL OF MEDI CI NE RESEARCHERS, THE

CENTER W LL ADDRESS PROBLEM5S W TH THE POTENTI AL TO REDUCE COSTS OR

GENERATE NEW REVENUE ESTI MATED AT $5 M LLI ON PER YEAR OR MORE.

| U HEALTH STATEW DE SYSTEM

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

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

U HEALTH IS I NDI ANA' S MOST COWPREHENSI VE ACADEM C HEALTH CENTER AND

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.

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 IN THE | U HEALTH STATEW DE SYSTEM | NCLUDE THE FCOLLOW NG

| U HEALTH ARNETT HOSPI TAL

| U HEALTH BALL MEMORI AL HOSPI TAL

| U HEALTH BEDFORD HOSPI TAL

| U HEALTH BLACKFORD HOSPI TAL

| U HEALTH BLOOM NGTON HOSPI TAL

| U HEALTH GOSHEN HOSPI TAL

| U HEALTH LA PORTE HOSPI TAL

| U HEALTH MORGAN HOSPI TAL

| U HEALTH NORTH HOSPI TAL

| U HEALTH PACLI HOSPI TAL

| U HEALTH STARKE HOSPI TAL

| U HEALTH Tl PTON HOSPI TAL

| U HEALTH WEST HOSPI TAL

| U HEALTH WH TE MEMORI AL HOSPI TAL

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.

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

SUBM TS I TS O\N COVMMUNI TY BENEFI TS PLAN RELATI VE TO THE LOCAL COMVUNI TY,

THE | U HEALTH STATEW DE SYSTEM CONSI DERS | TS COVMUNI 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 OUTREACH STRATEGY AND COVMUNI TY BENEFI T PLAN IS

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

| NDI ANAPCLI' S, SUBURBAN | NDI ANAPCLI S AND STATEW DE ENTI TI ES AROCUND

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

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

COVMMUNI TI ES 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. SOMVE WAYS WE ADDRESS

OUR COVWUNI TY HEALTH PRI ORI TIES AS A SYSTEM | NCLUDE:

| U HEALTH DAY OF SERVI CE

THE ANNUAL | U HEALTH DAY OF SERVICE IS A H G+ I MPACT, ONE- DAY EVENT Al MED

AT ENGAG NG | U HEALTH TEAM MEMBERS | N ACTI VI TI ES THAT ADDRESS AN

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.

| DENTI FI ED COMMUNI TY NEED. TACKLI NG THE | SSUE OF OBESITY I N THE

COMMUNI TI ES 1 U HEALTH SERVES, THE SI XTH ANNUAL DAY OF SERVI CE I N 2014

FOCUSED ON LEAVI NG BEH ND KEY PHYSI CAL ASSETS TO HELP MEET A STATEW DE

NEED FOR MORE VENUES FOR PHYSI CAL ACTI VI TY AND RECREATI ON.

DURI NG THE 2014 DAY OF SERVI CE:

MORE THAN 6, 700 VOLUNTEER HOURS WERE DEDI CATED BY | U HEALTH TEAM

MEMBERS

| U HEALTH TEAM MEMBERS GAVE THEIR TI ME TO | MPROVE WALKI NG TRAI LS

AND PARK ASSETS, WH CH SERVE MORE THAN 63, 000 RESI DENTS ACROSS THE STATE.

OVER A DOZEN COMMUNI TY PARKS WERE ENHANCED.
A NEW COMMUNI TY- ENVI SI ONED POCKET PARK WAS CREATED.
A COMWUNI TY GARDEN WAS | MPROVED W TH EDUCATI ONAL | NFORVATI ON.

THI RD GRADE CLASSES AT THREE SCHOOLS WERE PROVI DED W TH FREE Bl KES,

HELMETS, AND LOCKS. ADDI TI ONALLY, THE STUDENTS WERE LED THROUGH A

Bl CYCLE SAFETY COURSE.

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.

125, 000 POUNDS OF DEBRI S WERE REMOVED FROM 107 ABANDONED

PROPERTI ES; 98 TONS OF MULCH, 7 TREES, AND 3, 424 FLONERS WERE PLANTED TO

BOOST AESTHETI C APPEAL.

Kl NDERGARTEN COUNTDOWN

AS ONE OF U HEALTH S SI GNATURE PROGRAMS AND COLLABORATI ON W TH UNI TED

VAY, KI NDERGARTEN COUNTDOWN HELPS HUNDREDS OF SOON- TO- BE KI NDERGARTNERS

| MPROVE THEI R READI NESS FOR SCHOOL. | N ADDI TI ON TO PROVI DI NG HEALTH

SCREENI NGS AND VACCI NATI ONS TO STUDENTS, THE PROGRAM OFFERS ASSI STANCE TO

PARENTS | N REG STERI NG THEI R KI NDERGARTNERS FOR SCHOCL. KI NDERGARTEN

COUNTDOMN SUMMER CAMPS ARE DESI GNED TO PROVI DE AT- RI SK YOUNGSTERS THE

BASI C SKI LLS THEY NEED TO SUCCEED I N THEIR FI RST YEAR OF SCHOOL. FROM

"GET READY TO READ' PRE- AND POST-TESTS, CAMPERS IN THE | U HEALTH CAMPS

ACHI EVED A 21 PERCENT AVERAGE | NCREASE | N SCORES FROM THE BEQ NNI NG OF

THE FOUR- VWEEK CAMP TO THE END. THE PROGRAM ALSO CREATES PCSI Tl VE | MPACT

BY | NCREASI NG AWARENESS OF Kl NDERGARTEN READI NESS, | MPROVI NG PARENT

ENGAGEMENT AND STRENGTHENI NG RELATI ONSHI PS BETWEEN VOLUNTEERS AND TEAM

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.

MEMBERS AT HOSPI TALS, SCHOCOLS AND COMMUNI TY ORGANI ZATI ONS.

| U HEALTH RECOGNI ZES THAT I N SOVE CASES WE DON T HAVE ALL THE EXPERTI SE

OR RESOURCES TO ADDRESS THE NEEDS OF THE COVMUNI TY AND OTHER

ORGANI ZATI ONS ARE BETTER SUI TED TO TACKLE SOVE OF THE SPECI FI C NEEDS OF

THE COVWUNI TY. |U HEALTH, THEREFORE, PROVI DED FI NANCI AL SUPPORT TO

LI

KE- M NDED NON- PROFI T ORGANI ZATI ONS THAT ARE WORKI NG TO | MPROVE THE

HEALTH OF THE COMMUNITY I N OUR | DENTI FI ED PRI ORI TI ES OF NEED.

CLI Nl CAL RESEARCH

CLINI CAL TRI ALS ARE CONDUCTED AT THE FOLLOW NG | U HEALTH LOCATI ONS:

ACADEM C HEALTH CENTER (| U HEALTH METHODI ST HOSPI TAL, | U HEALTH

UNI VERSI TY HOSPI TAL, AND RI LEY HOSPI TAL FOR CHI LDREN AT | U HEALTH), U

HEALTH ARNETT HOSPI TAL, |U HEALTH BLOOM NGTON HOSPI TAL, | U HEALTH LA

PORTE HOSPI TAL, | U HEALTH NORTH HOSPI TAL, | U HEALTH SAXONY HOSPI TAL AND

| U HEALTH WEST HCSPI 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.

METHODI ST RESEARCH | NSTI TUTE ("MRI ")

THE BI OREPCSI TORY AT MRI, UNDER | RB APPROVAL, COLLECTS HUMAN Bl OLOG CAL

MATERI ALS (BLOOD, BONE, TISSUE, URINE) VI TAL FOR MEDI CAL RESEARCH TO

PROVI DE THE BEST WAY TO STUDY A VARI ETY OF DI SEASES AND THEI R POTENTI AL

TREATMENTS. BASI C SCl ENCE RESEARCHERS AT MRl PUBLI SH THE RESULTS OF THEIR

I NNOVATI VE GRANT- SUPPORTED RESEARCH | N PRESTI G QUS PEER- REVI EVED

JOURNALS. THEI R WORK HAS BEEN RECOGNI ZED BOTH NATI ONALLY AND

| NTERNATI ONALLY AS THEY PARTI Cl PATE I N SYSTEM W DE COLLABCRATI VE EFFORTS

WTH N | U HEALTH AS WELL AS WTH THE |1 U SCHOCL OF MEDI ClI NE.

COVMMUNI TY HEALTH | NI TI ATI VES

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

COMMUNI TY HEALTH NEEDS STATEW DE; |1 U HEALTH |'S HELPI NG | NDI ANA RESI DENTS

| VPROVE THEI R HEALTH AND THEI R QUALITY OF LIFE. [N 2014, |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

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.

OPPORTUNI TI ES MADE AVAI LABLE TO THE COMMUNI TY, ESPECI ALLY TO OUR

COMMUNI TY MEMBERS | N THE GREATEST NEED OF SUCH SERVI CES.

EXAMPLES OF THE TYPES OF PROGRAMM NG AND | NVESTMENT WE MAKE | N COVWMUNI TY

OUTREACH AREAS | NCLUDE:

ACCESS TO HEALTHCARE

ONE OF THE FI RST STEPS TO | MPROVED HEALTH OUTCOMES | S HAVI NG ACCESS TO

HEALTHCARE RESOURCES. TO SHOW | TS COWM TMENT TO PROVI DI NG AFFORDABLE

HEALTHCARE ACCESS, |U HEALTH TREATS ALL PATI ENTS REGARDLESS OF THEIR

ABILITY TO PAY. 1U HEALTH | S ALSO WORKI NG TO RAI SE AWARENESS AND WORKS TO

| DENTI FY | NDI VI DUALS W THI N OUR COVMMUNI TI ES THAT HAVE BARRI ERS TO CARE

AND CONNECT THESE | NDI VI DUALS W TH BETTER ACCESS AND CONSI STENCY OF

HEALTHCARE RESOURCES TO MEET THEI R NEEDS.

SOME WAYS THAT THESE | U HEALTH HOSPI TALS ADDRESS ACCESS TO HEALTHCARE

| NCLUDE:

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.

PUBLI C ASSI STANCE ENRCLLMENT

VEGGE ES AND VACCI NES

I NDI ANA UNI VERSI TY STUDENT OUTREACH CLI N C

| NDI ANAPCLI S PUBLI C SCHOOLS STUDENT ATHLETE PHYSI CALS

FI SHERS FI RE DEPARTMENT QR CODE MAGNET PROGRAM FOR | MMEDI ATE ACCESS

TO PATI ENT MEDI CAL RECCORDS

PARTNERSH P FOR A HEALTHY HAM LTON COUNTY

OBESI TY PREVENTI ON

TO | MPROVE THE LI FESTYLE OF | NDI ANA RESI DENTS, | U HEALTH HAS UTI LI ZED

I NNOVATI VE AND BEST PRACTI CE METHODS TO ATTACK OBESI TY I N OUR

COMMUNI TIES. U HEALTH | S WORKI NG TO | MPROVE ACCESS TO NUTRI TI QUS FOODS

AND PHYSI CAL ACTIVITY I N LOW I NCOVE NEI GHBORHOODS, | N ADDI TION TO

PROVI DI NG TRADI TI ONAL HEALTH EDUCATI ON AND PUBLI C ADVOCACY EFFCORTS. W TH

THESE | NI TI ATI VES, U HEALTH STRI VES TO PREVENT CHRONI C DI SEASES SUCH AS

OBESI TY AND DI ABETES AND | NCREASE THE AWARENESS OF THE | MPORTANCE 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.

MAKI NG HEALTHY CHO CES, SI NCE | NDI ANA RANKS 8TH I N OBESI TY I N THE NATI ON.

SOME WAYS THAT THESE | U HEALTH HOSPI TALS ADDRESS OBESI TY PREVENTI ON

| NCLUDE:

GARDEN ON THE GO® PROGRAM
TOMN OF FI SHERS FOR THE HERI TAGE MEADOWNS PARK PRQJECT

STRONG SCHOCOLS PROGRAM

BEHAVI ORAL HEALTH

BEHAVI ORAL HEALTH COVERS A RANGE OF CONDI TI ONS FROM DEPRESSI ON, ANXI ETY

AND OTHER PSYCHOLOG CAL DI SCRDERS TO | SSUES RELATED TO SUBSTANCE ABUSE

AND ALCOHCL ADDI CTI ON. MANY | NDI ANA COVMUNI TI ES REPORT A NEED TO | MPROVE

ACCESS TO BEHAVI ORAL HEALTH SERVI CES AND REDUCE THE STI GVA OFTEN

ASSOCI ATED W TH MENTAL HEALTH AND ADDI CTI ONS. THE | U HEALTH BEHAVI ORAL

HEALTH PROGRAM | NCLUDES A W DE RANGE OF SERVI CES DESI GNED TO SUPPORT

JSA

Schedule H (Form 990) 2014

4E1327 1.000



I NDI ANA UNI VERSI TY HEALTH WEST HOSPI TAL, 35- 1814660

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

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

PATI ENTS W TH BEHAVI ORAL, PSYCHI ATRI C AND PSYCHOLOG CAL NEEDS.

MULTI DI SCI PLI NARY TEAMS AT | U HEALTH WORK TO | MPROVE THE OVERALL HEALTH

AND WELL- BEI NG OF EVERY PATI ENT.

SOMVE EXAMPLES OF HOW I U HEALTH SUPPORTS BEHAVI CRAL HEALTH | NCLUDE

FI NANCI AL CONTRI BUTI ONS TO THE FOLLOW NG ORGANI ZATI ONS:

AMERI CAN FOUNDATI ON OF SUI CI DE PREVENTI ON - | NDI ANA CHAPTER
ASPI RE | NDI ANA, | NC.

COBURN PLACE

HORI ZON HOUSE

MENTAL HEALTH AMERI CA OF GREATER | NDI ANAPOLI S

PREK- 12 EDUCATI ON

EDUCATI ON PLAYS A CRUCI AL ROLE I N HEALTH OUTCOVES. LEVEL OF EDUCATI ON HAS

AN | MPACT NOT ONLY ON PERSONAL HEALTH, BUT | T HAS MJLTI GENERATI ONAL

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.

| MPLI CATI ONS AS WELL. CHI LDREN W TH A SCLI D EDUCATI ONAL FOUNDATI ON AND
PARENTS VWHO ARE | NVOLVED | N THEI R EDUCATI ON ARE MORE LI KELY TO EMBRACE
HEALTHY LI FESTYLES AND HABI TS AND SUCCEED GENERALLY I N LI FE.

ADDI TI ONALLY, RESEARCH FROM THE NATI ONAL CENTER FCR PUBLI C POLI CY AND

HI GHER EDUCATI ON SHOWS THAT GREATER EDUCATI ONAL ATTAI NMVENT | S ASSCCI ATED
W TH HEALTH- PROMOTI NG BEHAVI ORS, SUCH AS | NCREASED CONSUMPTI ON OF FRUI TS
AND VEGETABLES AND OTHER ASPECTS OF HEALTHY EATI NG ENGAG NG | N PHYSI CAL
ACTIVITY AND REFRAI Nl NG FROM SMOKI NG REALI ZI NG THAT EDUCATI ONAL

DI SPARI TI ES APPEAR EARLY, |U HEALTH IS COW TTED TO ENHANCI NG CHI LDHOOD

EDUCATI ON TO | MPROVE HEALTH AND LI FELONG QUALI TY OF LI FE

SOMVE WAYS THAT THESE | U HEALTH HOSPI TALS ADDRESS | MPROVI NG PREK- 12

EDUCATI ON | NCLUDE:

- HOOSI ER ROAD ELEMENTARY CARE PROQJECT
- I NDI ANAPCLI S PUBLI C SCHOOLS FOUNDATI ON
- EARLY LEARN NG | NDI ANA

- GEORGE AND VERONI CA PHALEN LEADERSHI P ACADEMY

JSA Schedule H (Form 990) 2014
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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.

VI SI ON ACADEMY AT RI VERSI DE

UNI TED WAY OF CENTRAL | NDI ANA

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.

STATE FI LI NG OF COMMUNI TY BENEFI T REPORT

I'N,

JSA
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