EXTENDED TO NOVEMBER 15,

2017

990 Return of Organization Exempt From Income Tax
Form

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)

OMB No. 1545-0047

2016

Department of the Treasury P Do not enter social security numbers on this form as it may be made public. ~Opento P,U,b“‘? B
Internal Revenue Service P> Information about Form 990 and its instructions is at www.irs.gov/form990. Inspection:
A For the 2016 calendar year, or tax year beginning and ending
B Check if C Name of organization D Employer identification number

applicable:

e | BERTRAND CHAFFEE HOSPITAL

ohinee | Doing business as 16-0743921

raten Number and street (or P.0. box if mail is not delivered to street address) Room/suite | E Telephone number

oo/ 224 EAST MAIN STREET 716-592-2871

i City or town, state or province, country, and ZIP or foreign postal code G Gross receipts § 19,321,015.

Amended]| SPRINGVILLE, NY 14141

égﬁzca F Name and address of principal officerNILS GUNNERSEN
P |SAME AS C ABOVE

for subordinates?

| Tax-exempt status: [ X1 501(c)(3) [_1501(c)( ) (insertno.) [ 4947(@)(1)or | 527

J Website: p BERTRANDCHAFFEE . COM

H(b) Are all subordinates included’iI:]YeS D No
If "No," attach a list. (see instructions)
H(c) Group exemption number P

H(a) is this a group return

DYes E No

K Form of organization: [ X ] Corporation [ | Trust [ | Association [ | Other

| L Year of formation: 1 94 6| M State of legal domicite: NY

| Partl| Summary

o | 1 Briefly describe the organization’s mission or most significant activities: BERTRAND CHAFFEE HOSPITAL
% PROVIDES ACUTE CARE SERVICES TO THE RESIDENTS OF SPRINGVILLE AND THE
g 2 Check this box P> |:] if the organization discontinued its operations or disposed of more than 25% of its net assets.
3| 8 Number of voting members of the governing body (Part VI, line 1) ..., 3 13
g 4 Number of independent voting members of the governing body (Part Vi, line 1b) 4 13
® | 5 Total number of individuals employed in calendar year 2016 (Part V, line 2a) . . 5 319
:'; 6 Total number of volunteers (estimate if necessary) ... 6 31
::3 7 a Total unrelated business revenue from Part VI, column (C), line 12 7a 0.
b Net unrelated business taxable income from Form 990-T, line 34 ........oooooiviieneneiiann.. 7b 0.
Prior Year Current Year
o | 8 Contributions and grants (Part VIll, line1h) 130,230. 72,383.
E| 9 Program service revenue (Part VIIL N 20) ................o.ooorcoooesrerereeserereer 18,017,038. 18,279,242,
E:, 10 Investment income (Part VIII, column (A), lines 3,4, and 7d) ... ... 1,937. 2,268,
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9c, 10c,and 11e) 1,164,472, 967 ,122.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line 12) ......... 19,313,677., 19,321,015,
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) . ... 0. 0.
14 Benefits paid to or for members (Part IX, column (A), line 4) . 0. 0.
2 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 11,608,747. 12 ’ 881 17 9.
2 | 16a Professional fundraising fees (Part IX, column (A), line 11e) .. 0. 0.
:l,- b Total fundraising expenses (Part IX, column (D), line 25) P 0. L e
W1 47 Other expenses (Part IX, column (A), lines 11a-11d, 11f:24¢) 6,289,660. 6,163,981.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) ... .. 17,898,407, 19,045,760.
19 Revenue less expenses. Subtract line 18 fromline 12 . _..........o.oooiiiiiiiiiiiiiiinnn, 1 ; 415 ; 270. 275 7 255.
§l§ Beginning of Current Year End of Year
2| 20 Totalassets (Part X, Ne 16) ... 10,339,588.] 11,456,192.
%E 21 Total iabilities (Part X, BN 2B) 3,022,636, 3,863,985,
Z2| 22 Net assets or fund balances. Subtract line 21 from i@ 20 ... 7,316,952, 7,592,207,

| Part Il | Signature Block

Under penalties of perjury, i declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true, correct, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.

e yai

} . D
Sign Signaturs of officer
Here TERESA DONQHUE, CFO

Date

Type or print name and title

|
Print/Type preparer's name P sigriatire
Paid  [PHOMAS DALTON /ﬂ/“%vﬂ h&bﬁ\ R

Date Orexk ]
1 1 / 1 3 / 1 7 lseh‘-employed

PTIN

P00645802

Preparer |Firm'sname p FREED MAXICK CPAS, P.C.

Firm'sEINw 45-4051133

Use Only | Firm's address p, 424 MAIN STREET, SUITE 800

BUFFALO, NY 14202-3508 Phoneno.716-847-2651
May the IRS discuss this return with the preparer sShown above? (See INSIrUCHONS) i oo einenass s E Yes D No
832001 11-11-16  LHA For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2016)

SEE SCHEDULE O FOR ORGANIZATION MISSION STATEMENT CONTINUATION



Form 990 (2016) BERTRAND CHAFFEE HOSPITAL 16-0743921 Page2
Part lil:| Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line in this Part 1l .. . ..t eeseeseeieiieiiaeiaseens D
1  Briefly describe the organization’s mission:
BERTRAND CHAFFEE HOSPITAL PROVIDES ACUTE CARE SERVICES TO THE
RESTIDENTS OF SPRINGVILLE AND THE SURROUNDING REGION TO ENHANCE THE
HEALTH STATUS OF RESIDENTS AND RESPOND TO COMMUNITY HEALTH CARE NEEDS.

2 Did the organization undertake any significant program services during the year which were not listed on the
Prior FOrm 990 Or 990-EZ? | ettt et ettt n ettt [ Ives [XINo
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program services? ... . l:IYes [X] No
If "Yes," describe these changes on Schedule O.

4  Describe the organization’s program service accomplishments for each of its three largest program services, as measured by expenses.
Section 501(c)(3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others, the total expenses, and
revenue, if any, for each program service reported.

4a (Code: } (Expenses $ 16 ’ 532 ’ 045. including grants of $ ) (Revenue $ 19 ’ 232 / 945, )
DELIVER HIGH QUALITY ACUTE HOSPITAL CARE SERVICES TO THOSE IN NEED AND
TO SERVE AS AN EDUCATIONAL RESOQURCE PROMOTING WELLNESS AND POSTIVE
HEALTH WITHIN THE ENTIRE COMMUNITY ALONG WITH ALL OTHER MEDICAL

SUPPLIERS.
4b (Code: ) (Expenses $ including grants of $ ) (Revenue $ )
4c (Code: ) (Expenses $ including grants of $ ) (Revenue $ )

4d Other program services (Describe in Schedule O.)
(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses P 16,532 z 045.

Form 990 (2016)
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Form 990 (2016) BERTRAND CHAFFEE HOSPITAL 16-0743921 Page3
| Part IV | Checklist of Required Schedules

Yes | No
1 s the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)?
I "YES," COMPIBLE SCRBAUIE A ... ...\ \\\\ooo\.oooooo oo 1| X
2 Is the organization required to complete Schedule B, Schedule of ContribuUtorS? X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to candidates for
public office? If "Yes, " complete SChedUIE C, Part | 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h) election in effect
during the tax year? If "Yes, " complete Schedule C, Part I . 4 X
5 s the organization a section 501(c){4), 501(c}(5), or 501(c)(6) organization that receives membership dues, assessments, or
similar amounts as defined in Revenue Procedure 98-19? If "Yes," complete Schedule C, Part Il .. ... 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the right to
provide advice on the distribution or investment of amounts in such funds or accounts? If "Yes," complete Schedule D, Part | 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Part ¥ . . 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes," complete
SCHEAUIE D, PATt Il . ..o oottt 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account fiability, serve as a custodian for
amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or debt negotiation services?
If "Yes," complete Schedule D, Part IV . e 9 X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments, permanent
endowments, or quasi-endowments? If "Yes," complete Schedule D, Part V 10 X
11 If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI, VI, Vili, IX, or X e
as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? /7 "Yes, " complete Schedule D,
PAIT VI ettt ettt 11a| X
b Did the organization report an amount for investments - other securities in Part X, line 12 that is 5% or more of its total
assets reported in Part X, line 167 If "Yes," complete Schedule D, Part VIl 11b X
¢ Did the organization report an amount for investments - program related in Part X, line 13 that is 5% or more of its total
assets reported in Part X, line 162 If "Yes, " complete Schedule D, Part VIl 11c X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets reported in
Part X, line 167 If "Yes," complete Schedule D, PArt IX || ... ettt 11d X
e Did the organization report an amount for other liabilities in Part X, line 257 If "Yes," complete Schedule D, Part X ... ... . 11e | X
f Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X . 111 | X
12a Did the organization obtain separate, independent audited financial statements for the tax year? /f "Yes," complete
Schedule D, Parts XIANG XU e 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year?
If "Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts Xl and Xll is optional . 12b| X
13 [s the organization a school described in section 170(b)(1)(A)(ii}? /f "Yes," complete Schedule E 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising, business,
investment, and program service activities outside the United States, or aggregate foreign investments valued at $100,000
or more? If "Yes," complete Schedule F, Parts 1@nd IV ... ... 14b X
15 Did the organization report on Part [X, column (A), line 3, more than $5,000 of grants or other assistance to or for any
foreign organization? If "Yes," complete Schedule F, Parts [l and IV 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other assistance to
or for foreign individuals? If "Yes," complete Schedule F, Parts lll and IV 16 X
17  Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part IX,
column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part | . 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part VIII, lines
1cand 8a? If "Yes," complete Schedule G, Part Il | ... e 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? If "Yes,"
complete SChedule G, Part Il .. .. ..o s 19 X
Form 990 (2016)
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Form 990 (2016) BERTRAND CHAFFEE HOSPITAL 16-0743921  Paged

|:Part IV | Checklist of Required Schedules (continued)

Yes | No
20a Did the organization operate one or more hospital facilities? /f "Yes," complete Schedule H 20a| X
b If “Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? . 20b| X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If "Yes," complete Schedule I, Parts land Il . . 21 X
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 2? If "Yes," complete Schedule |, Parts 1 and Il 22 X
23 Did the organization answer "Yes" to Part Vi, Section A, line 3, 4, or 5 about compensation of the organization’s current
and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes," complete
SCRBUUIB J e eeeee ettt e e 23 | X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $100,000 as of the
last day of the year, that was issued after December 31, 20027 If "Yes, " answer lines 24b through 24d and complete
Schedule K. If "NO", QO TO O 258 ...\t en . 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year to defease
any taxX-eXemMPt DONGAS? || ettt ee e ee et 24c¢
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? 24d
25a Section 501(c)(3), 501(c)(4), and 501(c){29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If “Yes, " complete Schedule L, Part! . . . . 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior year, and
that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ? If "Yes," complete
SCREAUIE L, PAIET e e 25b X
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any current or
former officers, directors, trustees, key employees, highest compensated employees, or disqualified persons? If "Yes, "
COMPIEte SCROAUIE L, PATt Il | ... oo e e, 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor or employee thereof, a grant selection committee member, or to a 35% controlled entity or family member
of any of these persons? If "Yes," complete Schedule L, Part Ill 27 X
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part IV : e
instructions for applicable filing thresholds, conditions, and exceptions): G .
a Acurrent or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, Part IV 28a X
b A family member of a current or former officer, director, trustee, or key employee? if “Yes," complete Schedule L, Part IV 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was an officer,
director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, Part IV 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M . 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified conservation
contributions? If "Yes, " complete SChedule M | . ... e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations?
If "Yes," complete Schedule N, Part | e 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets?/f "Yes," complete
SCREAUIE N, PAIT I oo 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R, Part | 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes, " complete Schedule R, Part li, lll, or IV, and
PaIt VL HIN T oottt e ettt e et et e e 34 | X
35a Did the organization have a controlled entity within the meaning of section 512(0)(13)2 . 35a X
b If "Yes" to line 353, did the organization receive any payment from or engage in any transaction with a controiled entity
within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V, line 2 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related organization?
If "Yes," complete Schedule R, Part V, @ 2 ||| ..., 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R, Part VI 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 19?
Note. All Form 990 filers are required to complete Schedule O ... .o 38 | X
Form 990 (2016)
632004 11-11-16
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Form 990 (2016) BERTRAND CHAFFEE HOSPITAL 16-0743921 Pageb

| PartV| Statements Regarding Other IRS Filings and Tax Compliance

Check if Schedule O contains a response or note to any line in this Part V

Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable ... .. ... 1a 27 s '
b Enter the number of Forms W-2G included in line 1a. Enter -O- if not applicable ... . . . . ... 1b 0 . '
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
(gambling) WINNiNgs 10 Prize WINNEIST | .. et et s e ee e sttt e aene e 1c | X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax Statements, & :
filed for the calendar year ending with or within the year covered by thisreturn ... 2a 319
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? . ... 2b | X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions) _______________________________ : 7 : b By
8a Did the organization have unrelated business gross income of $1,000 or more during the year? . 3a X
b If "Yes," has it filed a Form 990-T for this year? /f "No," to line 3b, provide an explanation in Schedule O ... ... 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a
financial account in a foreign country {(such as a bank account, securities account, or other financiataccount)? | ... 4a X
b If "Yes," enter the name of the foreign country: P> e
See instructions for filing requirements for FInCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? ... 1.5b X
c If "Yes," to line 5a or 5b, did the organization file Form 8886-T7 . e 5c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the organization solicit
any contributions that were not tax deductible as charitable contributions? ... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or gifts
were MOt taxX AedUCHDlE s 6b
7 Organizations that may receive deductible contributions under section 170(c). el
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods and services provided to the payor? | 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? ... 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required
1O FHlE FOMMIB2B2? ... ettt et ettt et et st es et ettt sttt n sttt ettt ettt 7c X
d If "Yes," indicate the number of Forms 8282 filed during the year . [ 7d l = - §
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? ... 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? .. ... 7f X
g [f the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? . | 7g
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? | 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time during the year? 8
9 Sponsoring organizations maintaining donor advised funds. L
a Did the sponsoring organization make any taxable distributions under section 40667 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? ... 9b
10  Section 501(c)(7) organizations. Enter: S
a Initiation fees and capital contributions included on Part VIII, line 12 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilites .. ... 10b
11 Section 501(c){12) organizations. Enter:
a Gross income from members or shareholders ..., 11a
b Gross income from other sources (Do not net amounts due or paid to other sources against
amounts due or received from them.) e 11b : :
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year .................. | 12b et p
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more than one state? 13a
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which the
organization is licensed to issue qualified health plans 13b
C Enterthe amount of reserves On Mand 13¢c Ll
14a Did the organization receive any payments for indoor tanning services during the tax year? . 14a X
b _If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O ..............oooooveviiiins, 14b
Form 990 (20186)
632005 11-11-16
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Form 990 (2016) BERTRAND CHAFFEE HOSPITAL 16-0743921 Pageb
Part Vi ] Governance, Management, and Disclosure ror each "Yes" response fo lines 2 through 7b below, and for a "No" response
to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.

Check if Schedule O contains a response or note 1o any ling IN this Part V1 i et itesiresisesisisereereease
Section A. Governing Body and Management

Yes | No

1a Enter the number of voting members of the governing body at the end of the tax year 1a 13
If there are material differences in voting rights among members of the governing body, or if the governing :
body delegated broad authority to an executive committee or similar committee, explain in Schedule O.

b Enter the number of voting members included in line 1a, above, who are independent ... ... 1ib 13

2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any other
officer, director, trustee, Or ey eMPIOYEET? | . . e e e ee et et 2

3 Did the organization delegate control over management duties customarily performed by or under the direct supervision
of officers, directors, or trustees, or key employees to a management company or otherperson? .

4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?

Did the organization become aware during the year of a significant diversion of the organization's assets? .

6 Did the organization have members or Stockholders? . . e

7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or

more members of the governing body? 7a

4]

b Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders, or

persons other than the GoVerINg DoAY 2 e 7b

8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by the foflowing: :
a The governing body? 8a

b Each committee with authority to act on behalf of the governing body ? 8b
9 s there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization’s mailing address? If "Yes, " provide the names and addresses in Schedule O ... ... 9 X

Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)

[o> T[4, BN R[]
e e el e

Yes | No

10a Did the organization have local chapters, branches, or affiliates? ... 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters, affiliates,

and branches to ensure their operations are consistent with the organization’s exempt purposes? 10b

11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? 11a

b Describe in Schedule O the process, if any, used by the organization to review this Form 990. . : :

12a Did the organization have a written conflict of interest policy? If "No," go to line 13 . . . 12a

b Were officers, directors, or frustees, and key employees required to disclose annually interests that could give rise to conflicts? 12b

¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If *Yes, " describe

in Schedule O how this was done 12¢

13 Did the organization have a written whistleblower policy? 13
14

BEEREE

14  Did the organization have a written document retention and destruction policy?

15 Did the process for determining compensation of the following persons include a review and approval by independent
persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEO, Executive Director, or top management official 15a

b Other officers or key employees of the Organization || ... ... e 15b
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a :
taxable entity dUrNG The YEAI? e 16a X
b I "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its participation e
in joint venture arrangements under applicable federal tax law, and take steps to safeguard the organization’s B
exempt status with respect to such arrangements? .. . 16b
Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be filed PNY
18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only) available
for public inspection. Indicate how you made these available. Check all that apply.
D Own website @ Another's website E Upon request D Other (explain in Schedule O)
19  Describe in Schedule O whether {and if so, how) the organization made its governing documents, conflict of interest policy, and financial
statements available to the public during the tax year.
20 State the name, address, and telephone number of the person who possesses the organization’s books and records: p-
TERESA DONOHUE - 716-592-2871
224 EAST MAIN STREET, SPRINGVILLE, NY 14141
632006 11-11-16 Form 990 (2016)
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Form 990 (2016) BERTRAND CHAFFEE HOSPITAL 16-0743921 Page?
{Part_VII Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated

Employees, and Independent Contractors
Check if Schedule O contains a response or note to any line inthis Part VII- D

Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the organization’s tax year.

® List all of the organization’s current officers, directors, trustees (whether individuals or organizations), regardless of amount of compensation.
Enter -0- in columns (D), (E), and (F) if no compensation was paid.

® List all of the organization’s current key employees, if any. See instructions for definition of "key employee."

® List the organization’s five current highest compensated employees (other than an officer, director, trustee, or key employee) who received report-
able compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the organization and any related organizations.

® List all of the organization’s former officers, key employees, and highest compensated employees who received more than $100,000 of
reportable compensation from the organization and any related organizations.

® List all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the organization,
more than $10,000 of reportable compensation from the organization and any related organizations.
List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest compensated employees;
and former such persons.

D Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.

(A) 8) © D) (E) F
Name and Title Average | . . cfe gf'rf"ggthan one Reportable Reportablle Estimated
hours per | box, unless person is both an compensation compensation amount of
week officer and a director/trustee) from from related other
(list any g the organizations compensation
hours for § N g organization (W-2/1099-MISC) from the
related 8 § N (W-2/1099-MISC) organization
organizations § 3 515, and related
below g § 5 E g ;: 5 organizations
line) EHEIHEESE
(1) MICHAEL BOZA 3.00
BOARD TREASURER X X 0. 0. 0.
(2) GARY EPPOLITO 6.00
BOARD PRESIDENT X X 0. 0. 0.
(3) STAN HANDZLIK 2.00
DIRECTOR X 0. 0. 0.
(4) ROBBIN HANSEN 2.00
BOARD VICE PRESIDENT X X 0. 0. 0.
(5) CLAUDIA MILLER 2.00
DIRECTOR X 0. 0. 0.
(6) KAREN STANFORD 2.00
BOARD SECRETARY X X 0. 0. 0.
(7) PETER SWALES 2.00
DIRECTOR X 0. 0. 0.
(8) MARK ALIANELLO 3.00
DIRECTOR X 0. 0. 0.
(9) ROBERT ROGGIE 2.00
DIRECTOR X 0. 0. 0.
(10) DONNA SCHIENER 2.00
DIRECTOR X 0. 0. 0.
(11) JOHANNA HEALY 2.00
DIRECTOR X 0. 0. 0.
(12) SHAWNA GUGINO 2.00
DIRECTOR X 0. 0. 0.
(13) JACQUELINE DIAS 2.00
DIRECTOR X 0. 0. 0.
(14) TERESA DONOHUE 30.00
CFO 10.00 X 80,338. 0.] 24,921.
(15) NILS GUNNERSEN 30.00
CEO 10.00 X 252,889. 0. 0.
(16) DR WILLIAM WNUK 40.00
PRIMARY CARE /HOSPITALIST X 338,934. 0. 9,022.
(17) LISETTE A. DEON 32.00
PRIMARY CARE PHYSICIAN X _125,937. 0. 9,260,
632007 11-11-16 Form 990 (2016)
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Form 990 (2016) BERTRAND CHAFFEE HOSPITAL 16-0743921 Page8
l Part Vil I Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
A (B) ©) (D) (E) F
Name and title Average (do not cfe ‘Zfintqiggthan one Reportable Reportable Estimated
hours per | pox, unless person is both an compensation compensation amount of
week officer and a director/trustee) from from related other
(istany | = the organizations compensation
hoursfor | = B organization (W-2/1099-MISC) from the
related | 3 | £ Z (W-2/1099-MISC) organization
organizations| 2 | £ g and related
below |S/E/_ |E |28 s organizations
(18) EDWIN HEIDELBERGER 40.00
PRIMARY CARE PHYSICIAN X 217,203. 0. 20,256.
(19) TIMOTHY SIEPEL 24.00
PRIMARY CARE PHYSICIAN X 124,060. 0. 5,458.
(20) MELISSA FANTON 40.00
PRIMARY CARE PHYSICIAN X 115,789. 0. 5,095.
1D SUB-EOTAl .. ..o » | 1,255,150. 0. 74,012,
¢ Total from continuation sheets to Part VIl, Section A ... . > 0. 0. 0.
d Total (add lines 10 and 1€} ..........ooovovoiriioeoooe oo, » | 1,255,150. 0., 74,012.
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of reportable
compensation from the organization P> 6
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated employee on :
line 1a? If "Yes," complete Schedule J for such individual 3 X
4  Forany individual listed on line 1a, is the sum of reportable compensation and other compensation from the organization e - :
and related organizations greater than $150,000? If "Yes," complete Schedule J for such individual . 4 X
§ Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for services e
rendered to the organization? If "Yes, " complete Schedule J for SUCH PEISON ....oooooooiio oo 5 X

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of compensation from
the organization. Report compensation for the calendar year ending with or within the organization's tax year.

(A) (B) (©)
Name and business address Description of services Compensation
STANSBERRY & KNIGHT, PLLC
52 BROOKEDGE ROAD, DEPEW, NY 14043 ER STAFFING 552,992.
CATHOLIC HEALTH SYSTEMS MANAGEMENT &
144 GENESEE ST, BUFFALO, NY 14203 LABORATORY SVCS 467,509.
DR. THOMAS SMITH
4446 RUSHFORD RD., HAMBURG, NY 14075 HOSPITALIST SERVICES 198,879.
FREED MAXTCK CPAS, P.C., 424 MAIN STREET,
SUITE 800, BUFFALO, NY 14202 AUDITING SERVICES 127,686,
WILLIAM WNUK, MD
224 EAST MATIN STREET, SPRINGVILLE, NY 14141HOSPITALIST SERVICES 108,836.
2 Total number of independent contractors (including but not limited to those listed above) who received more than . G
$100,000 of compensation from the organization P> 5 : SEmbineine
Form 990 (2016)
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Form 990 (2016) BERTRAND CHAFFEE HOSPITAL 16-0743921 Page9
Part VIIl.| Statement of Revenue
Check if Schedule O contains a response or note to any line in this Part VI e l:l
— —— T e e A ©€) (D)
Total revenue Related or Unrglated R?P/g[%uteagﬁﬂggred
exempt function business sections
e o o revenue revenue 549 -514
££| 1a Federated campaigns ... 1ia ' .
g é b Membershipdues .. 1b
ag ¢ Fundraisingevents .. .. ... 1c
-g é d Related organizations 1d
2’ £ e Government grants (contributions) 1e
.g‘f f All other contributions, gifts, grants, and
g% similar amounts not included above 1f 72,383,
?% 9 Noncash contributions included in lines 1a-1f: $ : SE
[SX] h Total. Addlinesta1f .. ... > 72,383, o
BusinessCodel ~ | o
1 2 a NET PATIENT SERVICE REVENUE 621110 18,233,647. 18,233,647,
.g g b GRANT REVENUE 621110 45,595, 45,595,
Nce c
£8
5
° e
o f All other program service revenue .
g Total. Addfines2a-2f ... > 18,279,242,
3 Investment income (including dividends, interest, and
other similar amounts) ... > 2,268, 2,268,
4  Income from investment of tax-exempt bond proceeds P
5 Royalties ...
(i) Real
6 a Grossrents 13,4189,
b Less:rental expenses . 0.
¢ Rentalincome or (loss) 13,419 : L
d Net rental income or (I0S8)  .......ccocuiiinicsisiiin > 13,419, 13,419,
7 a Gross amount from sales of | (i) Securities (ii) Other e o
assets other than inventory
b Less: cost or other basis
and sales expenses
¢ Gainor(oss) ...
d Net gain or (I0SS) .........coooeiieiiiieeee e, »
™ 8 a Gross income from fundraising events (not
g including $ of
é contributions reported on line 1c). See
5 Part IV, line18 ... a
g Less: directexpenses ... b
¢ Netincome or (loss) from fundraising events  _.............. >
9 a Gross income from gaming activities. See
PartiV,line19 ... a
b Less:directexpenses .. ... b
¢ Netincome or (loss) from gaming activities ... >
10 a Gross sales of inventory, less returns
andallowances . ... a
Less:costofgoodssold ... .. ... ... b
c_Net income or (loss) from sales of inventory .................. >
Miscellaneous Revenue Business Code|" e
11 a MEANINGFUL USE FUNDS 621110 559,966, 559,966.
b CIPA INCENTIVE 621110 180,943, 180 _943.
C CAFETERIA/COFFEE SHOP SALES 621110 120,688. 120,688,
d Allotherrevenue . .. 621110 92,106, 92 106,
e Total. Addflines1laitd . > 953,703,/ . . .
12 Total revenue. Seeinstructions. ... > 19,321 015, 19,232 945, 15,687,
632008 11-11-16 Form 990 (2016)
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Form 990 (2016)

BERTRAND CHAFFEE HOSPITAL

16-0743921 Page10

| Part IX| Statement of Functional Expenses

Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).

Check if Schedule O contains a response or note to any line in this Part IX

Do not include amounts reported on lines 6b, (A) B) (©) D)
7o, 8b, 95, anl 105 of Part VI oo | Pogmssce | Mamgrims | s
1 Grants and other assistance to domestic organizations ‘ : - : .
and domestic governments. See Part IV, line 21
2 Grants and other assistance to domestic
individuals. See Part IV, line22
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15and 16
4 Benefits paid to orformembers ..
5 Compensation of current officers, directors,
trustees, and key employees 333,227. 333,227.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B) ...
7 Othersalariesandwages 9,977,108.; 9,132,665. 844,443.
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 335,123. 296,844. 38,279.
9 Otheremployee benefits 1,479,788. 1,310,763. 169,025,
10 Payrolltaxes .. ... 756,533. 670,120, 86,413.
11 Fees for services {non-employees):
a Management .
b Legal ..., 24,448, 24,448,
€ ACCOUNtING ._......oioov oo 81,126. 81,126.
d Lobbying . ...,
e Professional fundraising services. See Part IV, line 17
f [nvestment managementfees . .
g Other. (If line 11g amount exceeds 10% of line 25,
column (A) amount, list line 11g expenses on Sch 0.) 49,770. 49,770.
12 Advertising and promotion 111,634. 100,471. 11,163.
13 Office expenses ... 1,394,495. 1,248,695. 145,800.
14 Informationtechnology .. .. . ... ...
15 Royalties | ...,
16 Oceupancy ... 213,851. 192,466. 21,385.
17 Travel e, 44,776. 44,776,
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings
20 nterest
21 Paymentstoaffiliates | ...
22 Depreciation, depletion, and amortization 650,790. 585,711. 65,079.
23 Insurance ... 207 ,415. 207,415.
24  Other expenses. ltemize expenses not covered - L
above. (List miscelfaneous expenses in line 24e. If ling|" " -
24e amount exceeds 10% of line 25, column (A) wan e i S : _.
amount, list line 24e expenses on Schedule 0.) e S S deeenn
a PHYSTCIAN FEES 1,327,474, 1,327,474.
b EQUIPMENT REPAIRS & MAT 1,015,120, 1,015,120.
¢ CONTRACTED SERVICES 778,515. 477,850. 300,665,
d MISCELLANEQUS 127,787. 102,813. 24,974.
e Allother expenses 136,780. 71,053. 65,727.
25 __Total functional expenses. Add lines 1 through24e | 19 ,045,760.] 16,532,045.] 2,513,715. 0.
26 Joint costs. Complete this line only if the organization
reported in column (B) joint costs from a combined
educational campaign and fundraising soficitation.
Check here :] if following SOP 98-2 (ASC 958-720)
632010 11-11-16 Form 990 (2016)
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BERTRAND CHAFFEE HOSPITAL

16-0743921 pPageltd

| Part X | Balance Sheet

Check if Schedule O contains a response or note to any line in this Part X

(A) (B)
Beginning of year End of year
1 Cash-nondnterestbearing ... 2,412,533.] 1 3,808,844.
2 Savings and temporary cashinvestments | ... 2
3 Pledges and grants receivable,net 3
4 Accountsreceivable,net 3,562,006.] 4 3,541,011,
5 Loans and other receivables from current and former officers, directors, e e P o
trustees, key employees, and highest compensated employees. Complete
Partllof Schedule L e, 5
6 Loans and other receivables from other disqualified persons (as defined under |- e
section 4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing | = o
employers and sponsoring organizations of section 501(c)(9) voluntary S .
2] employees’ beneficiary organizations (see instr). Complete Part ll of Sch L 6
ﬁ 7 Notes and loans receivable,net 299 ,277.| 7 51,999.
< | 8 Inventoriesforsaleoruse 289,074. 8 259,872.
9 Prepaid expenses and deferredcharges 126,237.1 9 104,816.
10a Land, buildings, and equipment: cost or other e L
basis. Complete Part Vl of Schedule D 10a 21,439,801. - i v
b Less: accumulated depreciation 10b 17,890,681. 3,547,827.] 10¢c 3,549,120.
11 Investments - publicly traded securites 96,003.] 11 138,032.
12 Investments - other securities. See Part IV, line 11 12
13 Investments - program-related. See Part [V, line 11 13
14 Intangibleassets .. ... ... 14
15  Other assets. See Part IV, line 11 6,631.] 15 2,498.
16__ Total assets. Add lines 1 through 15 (mustequal line 34) ... . 10,339,588.] 16 11,456,192.
17 Accounts payable and accrued eXpenses ... 1,526,026.| 17 1,804,191.
18 Grantspayable | . ... 18
19 Deferred reVeNUE | ... e 19
20 Tax-exemptbond Habilities . ... ..., 20
21  Escrow or custodial account liability. Complete Part IV of Schedule D . 21
@ 22 Loans and other payables to current and former officers, directors, trustees, im0
g key employees, highest compensated employees, and disqualified persons. i
K Complete Part I of Schedule L ____................ooooooooooorooreeeereeeeeeeeeeeeeee 22
- 123 Secured mortgages and notes payable to unrelated third parties 23
24  Unsecured notes and loans payable to unrelated third parties 646,790.] 24 927,892.
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X of
SChETUIE D e 849,820.] 25 1,131,902.
26 Total liabilities. Add lines 17 through 25 ... 3,022,636.] 25 3,863,985,
Organizations that follow SFAS 117 (ASC 958), check here » [X] and i - e
a complete lines 27 through 29, and lines 33 and 34. s - S
2 |27 Unrestricted Netassets ... 6,741,156.| 27 7,016,411,
§ |28 Temporarily restricted net assets 39,530.| 28 39,530.
T |29 Permanently restricted net assets 536,266.] 29 536,266.
2 Organizations that do not follow SFAS 117 (ASC 958), check here P[] S e e
& and complete lines 30 through 34,
% 30 Capital stock or trust principal, or current funds 30
&‘?, 31 Paid-in or capital surplus, or land, building, or equipment fund 31
% | 82 Retained earnings, endowment, accumulated income, or other funds 32
Z |83 Totalnetassetsorfundbalances | 7,316,952.] 33 7,592,207,
34 Total liabilities and net assets/fund balances ... 10,339,588.] a4 11,456,192,
Form 990 (2016)
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Form 990 (2016) BERTRAND CHAFFEE HOSPITAL 16-0743921 pPage12
| Part XI | Reconciliation of Net Assets

Check if Schedule O contains a response or note to any line in this Part X1 ... et se s iicaeieesesaeeans D
1 Total revenue (must equal Part Vill, column (A), line 12) 1 19,321,015.
2 Total expenses (must equal Part IX, column (A), line 25) 2 19,045,760.
3 Revenue less expenses. Subtractline 2 fromline1 3 275,255.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (&) 4 7,316,952,
5 Netunrealized gains (losses) ONINVeSIMENTS | ... e 5
6 Donated services and use of facilities .. .. 6
T INVESIMENt EXPENSES | e ern 7
8 8
9 9 0.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line 33,
COMMN (B)) oo et ettt neere e einas 10 7,592,207,
| Part XIIf Financial Statements and Reporting
Check if Schedule O contains a response or note 10 any Ne inthis PaE XU ..oovvoeiiioiiiiiiiee et eeeeraee @

Yes | No
1 Accounting method used to prepare the Form 990: D Cash @ Accrual D Other =
If the organization changed its method of accounting from a prior year or checked "Other," explain in Schedule O. :
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a X
If "Yes," check a box below to indicate whether the financial statements for the year were compiled or reviewed on a o
separate basis, consolidated basis, or both:
D Separate basis [:] Consolidated basis |:| Both consolidated and separate basis :
b Were the organization’s financial statements audited by an independent accountant? . 26 | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a separate basis, .
consolidated basis, or both:
D Separate basis E Consolidated basis l:‘ Both consolidated and separate basis
c If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the audit, :
review, or compilation of its financial statements and selection of an independent accountant? .. 2c| X

If the organization changed either its oversight process or selection process during the tax year, explain in Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the Single Audit

Act and OMB GIrCUIAr A1837 | oo e e 3a X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the required audit
or audits, explain why in Schedule O and describe any steps taken to undergo suchaudits ... ..o 3b
Form 990 (2016)
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SCHEDULE A OMB No. 1545-0047

(Form 990 or 990-E2)

Public Charity Status and Public Support 2016

Complete if the organization is a section 501(c){3) organization or a section
4947(a)(1) nonexempt charitable trust.

Department of the Treasury P> Attach to Form 990 or Form 990-EZ. ‘ :-:.: Opento PUbllc
internal Revenue Service P> Information about Schedule A (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. ' Inspection
Name of the organization Employer identification number

BERTRAND CHAFFEE HOSPITAL 16-0743921
|Partl | Reason for Public Charity Status (All organizations must complete this part.) See instructions.

The organization is not a private foundation because it is: (For lines 1 through 12, check only one box.)

1
2 [ ]
X]
]

oW

~N o

o w

U 00 0d O

10

11 ]
]

12

A church, convention of churches, or association of churches described in section 170(b)(1)(A)i).

A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ).)

A hospital or a cooperative hospital service organization described in section 170({b){1)(A)iii).

A medical research organization operated in conjunction with a hospital described in section 170(b){1)(A)iii). Enter the hospital’s name,
city, and state:
An organization operated for the benefit of a college or university owned or operated by a governmental unit described in

section 170(b){1)(A)(iv). (Complete Part I1.)

A federal, state, or local government or governmental unit described in section 170(b){1)(A){(v).

An organization that normally receives a substantial part of its support from a governmental unit or from the general public described in
section 170(b)(1){(A)(vi). (Complete Part 1)

A community trust described in section 170(b)(1){A){vi). (Complete Part I1.)

An agricultural research organization described in section 170(b)(1)(A)(ix) operated in conjunction with a land-grant college

or university or a non-land-grant college of agriculture (see instructions). Enter the name, city, and state of the college or

university:
An organization that normally receives: (1) more than 33 1/3% of its support from contributions, membership fees, and gross receipts from
activities related to its exempt functions - subject to certain exceptions, and (2) no more than 33 1/3% of its support from gross investment
income and unrelated business taxable income (less section 511 tax) from businesses acquired by the organization after June 30, 1975.
See section 509(a)(2). (Complete Part 111.)

An organization organized and operated exclusively to test for public safety. See section 509(a)(4).

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of one or
more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check the box in

lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.

a [:l Type 1. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving

the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting
organization. You must complete Part IV, Sections A and B.

b I:’ Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having

controf or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.

c D Type Hll functionally integrated. A supporting organization operated in connection with, and functionally integrated with,

its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.

d D Type lll non-functionally integrated. A supporting organization operated in connection with its supported organization(s)

that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.

e D Check this box if the organization received a written determination from the IRS that it is a Type |, Type II, Type il

functionally integrated, or Type Il non-functionally integrated supporting organization.

f Enter the number of supported organizations ... ... et
g Provide the following information about the supported organization(s).
(i) Name of supported (i) EIN (iif) Type of organization | F%E{lng&’%’?’%{&’ar;lse[ﬁaﬂ {v) Amount of monetary (vi) Amount of other
- A your g g ?
organization (described on fines 1-10 support (see instructions) | support (see instructions
S above (see instructions)) Yes No prort { ) | support{ )
Total

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. 632021 0s-21-16 Schedule A (Form 990 or 990-EZ) 2016
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Schedule A (Form 990 or 990-E7) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 pPage2
Part II_--{ Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A){vi)
(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under Part I11. If the organization
fails to qualify under the tests listed below, please complete Part lIl.)
Section A. Public Support
Calendar year (or fiscal year beginning in) > {a) 2012 (b) 2013 {c) 2014 (d) 2015 (e) 2016 {f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.")

2 Tax revenues levied for the organ-
ization’s benefit and either paid to
or expended on its behalf

8 The value of services or facilities
furnished by a governmental unit to
the organization without charge

4 Total. Add lines 1 through3

5 The portion of total contributions
by each person (other than a
governmental unit or publicly
supported organization) included
on line 1 that exceeds 2% of the
amount shown on line 11,
column (f)

6 Public support. Subtract tine 5 from line 4. i
Section B. Total Support
Calendar year (or fiscal year beginning in) p- {a) 2012 (b) 2013 (c) 2014 (d) 2015 (e) 2016 (f) Total

7 Amounts fromlined4

8 Gross income from interest,

dividends, payments received on
securities loans, rents, royalties
and income from similar sources

9 Net income from unrelated business

activities, whether or not the
business is regularly carried on
10 Other income. Do not include gain
or loss from the sale of capital
assets (Explainin Part VL)
11 Total support. Add lines 7through 10 |1 2 :
12 Gross receipts from related activities, etc. (see instructions) . 12 I

13 First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this DOX and SEOP MEFE ...t et ee et ettt ettt e et e et tetareersent anssnnenses e » D
Section C. Computation of Public Support Percentage
14 Public support percentage for 2016 (line 6, column (f) divided by line 11, column ®) .. ... . 14 %
15 Public support percentage from 2015 Schedule A, Part I, line 14 15 %
16a 33 1/3% support test - 2016. If the organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this box and

stop here. The organization qualifies as a publicly supported organization ..., > ]

b 33 1/3% support test - 2015. If the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check this box
and stop here. The organization qualifies as a publicly supported organization . .. . > ]

17a 10% -facts-and-circumstances test - 2016. If the organization did not check a box on line 13, 18a, or 16b, and line 14 is 10% or more,
and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in Part VI how the organization
meets the "facts-and-circumstances" test. The organization qualifies as a publicly supported organization . > |:|
b 10% -facts-and-circumstances test - 2015. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line 15 is 10% or
more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in Part VI how the
organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly supported organization > D
18 Private foundation. if the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see instructions ... [:}
Schedule A (Form 990 or 990-EZ) 2016
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Schedule A (Form 990 or 990-E7) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 pages
Part lll ] Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part Il. If the organization fails to
qualify under the tests listed below, please complete Part Il.)
Section A. Public Support
Calendar year (or fiscal year beginning in) p> (a) 2012 (b) 2013 (c) 2014 {d) 2015 (e) 2016 (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.")

2 Gross receipts from admissions,
merchandise sold or services per-
formed, or facilities furnished in
any activity that is related to the
organization’s tax-exempt purpose

3 Gross receipts from activities that
are not an unrelated trade or bus-

iness under section 513

4 Tax revenues levied for the organ-
ization’s benefit and either paid to
or expended on its behalf

5 The value of services or facilities
furnished by a governmental unit to
the organization without charge

6 Total. Add lines 1 through5 .. ...

7a Amounts included on lines 1, 2, and
3 received from disqualified persons

b Amounts included on lines 2 and 3 received
from other than disqualified persons that
exceed the greater of $5,000 or 1% of the
amount on line 13 for the year

cAddlines7aand7b ... ...

8 Public support. (Subtractling 7c from line 6.)
Section B. Total Support

Calendar year (or fiscal year beginning in) p (a) 2012 (b) 2013 {c) 2014 (d) 2015 (e) 2016 (f) Total

9 Amounts fromline6 .
10a Gross income from interest,
dividends, payments received on
securities loans, rents, royalties
and income from similar sources ___
b Unrelated business taxable income
(less section 511 taxes) from businesses

acquired after June 30, 1975

cAddlines10aand10b ... .
11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is
regularly carriedon
12 Other income. Do not include gain
or loss from the sale of capital
assets (Explainin Part VI.) ............
13 Total support. (Add lines 9, 10c, 11, and 12.)

14 First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3) organization,

check this BOX and STOP MEIe .............cccccoiiiiiiii oot ieiiieisieeitiiieieissesereieeiriiteieiens »[ |
Section C. Computation of Public Support Percentage
15 Public support percentage for 2016 (line 8, column (f) divided by line 13, column ®) . 15 %
16__Public support percentage from 2015 Schedule A, Part Il line 15 ... 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2016 (fine 10c, column (f) divided by line 13, column (f)) 17 %
18 Investment income percentage from 2015 Schedule A, Part lil, line 17 . 18 %
19a 33 1/3% support tests - 2016. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line 17 is not

more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization > D

b 33 1/3% support tests - 2015. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33 1/3%, and

line 18 is not more than 33 1/3%), check this box and stop here. The organization qualifies as a publicly supported organization > D
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions ....................... | - D
632023 09-21-16 Schedule A (Form 990 or 990-EZ) 2016
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Schedule A (Form 990 or 990-E7) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Pagea
Part IV | Supporting Organizations
(Complete only if you checked a box in line 12 on Part I. If you checked 12a of Part |, complete Sections A
and B. If you checked 12b of Part |, complete Sections A and C. If you checked 12c of Part I, complete
Sections A, D, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes | No

1 Are all of the organization’s supported organizations listed by name in the organization’s governing
documents? If "No," describe in Part VI how the supported organizations are designated. If designated by
class or purpose, describe the designation. If historic and continuing refationship, explain. 1

2 Did the organization have any supported organization that does not have an IRS determination of status L
under section 509(a)(1) or (2)? If "Yes, " explain in Part VI how the organization determined that the supported
organization was described in section 509(a)(1) or (2). 2

3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer Shwn
(b) and (c) below. 3a

b Did the organization confirm that each supported organization qualified under section 501(c)), (5), or (6) and ‘
satisfied the public support tests under section 509(a)(2)? If "Yes," describe in Part VI when and how the

organization made the determination. 3b

¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B) :

purposes? If "Yes," explain in Part VI what controls the organization put in place to ensure such use. 3c

4a Was any supported organization not organized in the United States ("foreign supported organization")? /f :

"Yes," and if you checked 12a or 12b in Part I, answer {b) and (c) below. 4a

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign

supported organization? If "Yes," describe in Part VI how the organization had such control and discretion £

despite being controlled or supervised by or in connection with its supported organizations. 4b

¢ Did the organization support any foreign supported organization that does not have an IRS determination L

under sections 501(c)(3) and 509(a)(1) or (2)? If "Yes, " explain in Part VI what controls the organization used

to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)

purposes. 4c

Sa Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes," G
answer (b) and (c) below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (ij) the reasons for each such action;
(iii) the authority under the organization's organizing document authorizing such action; and (iv) how the action ”
was accomplished (such as by amendment to the organizing document). 5a

b Type l or Type ll only. Was any added or substituted supported organization part of a class already ' e
designated in the organization’s organizing document? 5b
¢ Substitutions only. Was the substitution the result of an event beyond the organization’s control? 5¢

6 Did the organization provide support (whether in the form of grants or the provision of services or facilities) to :
anyone other than (j) its supported organizations, (i} individuals that are part of the charitable class
benefited by one or more of its supported organizations, or (iii) other supporting organizations that also
support or benefit one or more of the filing organization’s supported organizations? /f “Yes," provide detail in
Part Vi. 6

7 Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor :
(defined in section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity with
regard to a substantial contributor? If "Yes, " complete Part | of Schedule L (Form 990 or 990-EZ). 7

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in fine 772 o
If "Yes," complete Part | of Schedule L (Form 990 or 990-EZ). 8

9a Was the organization controlled directly or indirectly at any time during the tax year by one or more :
disqualified persons as defined in section 4946 (other than foundation managers and organizations described
in section 509(a)(1) or (2))? If "Yes," provide detail in Part VI. 9a

b Did one or more disqualified persons (as defined in line 9a) hold a controlling interest in any entity in which S
the supporting organization had an interest? If "Yes," provide detail in Part VI. 9b
¢ Did a disqualified person (as defined in line 9a) have an ownership interest in, or derive any personal benefit Lo
from, assets in which the supporting organization also had an interest? If *Yes," provide detail in Part VI. 9c
10a Was the organization subject to the excess business holdings rules of section 4943 because of section S
4943(1) (regarding certain Type Il supporting organizations, and all Type Ill non-functionally integrated .
supporting organizations)? If "Yes," answer 10b below. 10a
b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to i
deterrnine whether the organization had excess business holdings.) 10b
632024 09-21-16 Schedule A (Form 990 or 990-EZ) 2016
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Schedule A (Form 990 or 990-E7) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Pages
| Part IV | Supporting Organizations (continued)

Yes ’ No

11 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in (b) and (c) :
below, the governing body of a supported organization? 11a
b A family member of a person described in (a) above? 11b
c A 35% controlled entity of a person described in (a) or (b) above?!f "Yes" to a, b, or ¢, provide detail in Part VI. 11c
Section B. Type | Supporting Organizations

Yes | No
1 Did the directors, trustees, or membership of one or more supported organizations have the power to e
regularly appoint or elect at least a majority of the organization’s directors or trustees at all times during the
tax year? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization's activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1
2 Did the organization operate for the benefit of any supported organization other than the supported L
organization(s) that operated, supervised, or controlled the supporting organization? If "Yes, " explain in
Part VI how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or controlled the supporting organization. 2
Section C. Type Il Supporting Organizations

Yes | No
1 Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors 1 :
or trustees of each of the organization’s supported organization(s)? /f "No," describe in Part VI how control

or management of the supporting organization was vested in the same persons that controlled or managed

the supported organization(s). 1
Section D. All Type lll Supporting Organizations

Yes | No

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (i) a written notice describing the type and amount of support provided during the prior tax
year, (i) a copy of the Form 990 that was most recently filed as of the date of notification, and (iii) copies of the
organization’s governing documents in effect on the date of notification, to the extent not previously provided? 1

2 Were any of the organization’s officers, directors, or trustees either (i) appointed or elected by the supported .
organization(s) or {ii) serving on the governing body of a supported organization? If "No, " explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s). 2

3 By reason of the relationship described in (2), did the organization’s supported organizations have a
significant voice in the organization's investment policies and in directing the use of the organization’s
income or assets at all times during the tax year? If "Yes," describe in Part Vi the role the organization's
suppotrted organizations played in this regard. 3

Section E. Type lll Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the yea(see instructions).
a I:] The organization satisfied the Activities Test. Complete line 2 below.
b D The organization is the parent of each of its supported organizations. Complete line 3 below.
c D The organization supported a governmental entity. Describe in Part VI how you supported a government entity (see instructions),

2 Activities Test. Answer (a) and (b) below. Yes | No

a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of : b
the supported organization(s) to which the organization was responsive? If "Yes, " then in Part VI identify
those supported organizations and explain how these activities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities. 2a

b Did the activities described in (a) constitute activities that, but for the organization’s involvement, one or more '
of the organization’s supported organization(s) would have been engaged in? If *Yes, " explain in Part VI the
reasons for the organization's position that its supported organization(s) would have engaged in these
activities but for the organization's involvement. 2b

3 Parent of Supported Organizations. Answer (a) and (b) below. e

a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or

trustees of each of the supported organizations? Provide details in Part V1. 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each :
of its supported organizations? /f "Yes, " describe in Part VI _the role played by the organization in this regard. 3b
632025 09-21-16 Schedule A (Form 990 or 990-EZ) 2016
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16-0743921 Pages

| Part V | Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations

1 D Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI.) See instructions. All

other Type 1l non-functionally integrated supporting organizations must complete Sections A through E.

Section A - Adjusted Net Income

(A) Prior Year

(B) Current Year
(optional)

Net short-term capital gain

Recoveries of prior-year distributions

Other gross income (see instructions)

Add lines 1 through 3

Depreciation and depletion

G (W N |-

D (O bW N =

Portion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or
maintenance of property held for production of income (see instructions)

7 Other expenses (see instructions)

~

8 Adjusted Net Income (subtract lines 5, 6, and 7 from line 4)

Section B - Minimum Asset Amount

{(A) Prior Year

(B) Current Year

1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):

(optional)

Average monthly value of securities

1a

Average monthly cash balances

1b

Fair market value of other non-exempt-use assets

1c

Total (add lines 1a, 1b, and 1¢)

a0 |T|v

Discount claimed for blockage or other
factors (explain in detail in Part Vi):

1d

2 Acquisition indebtedness applicable to non-exempt-use assets

3 Subtract line 2 from line 1d

w

i

Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,
see instructions)

Net value of non-exempt-use assets (subtract line 4 from line 3)

Multiply line 5 by .035

Recoveries of prior-year distributions

0 [N (& [;

Minimum Asset Amount (add line 7 to line 6)

0 N D |01 |

Section C - Distributable Amount

Current Year

Adjusted net income for prior year (from Section A, line 8, Column A)

Enter 85% of line 1

Minimum asset amount for prior year {from Section B, line 8, Column A)

Enter greater of line 2 or line 3

Income tax imposed in prior year

Q[P (=

DO (AW I |-

Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency temporary reduction (see instructions)

6

7 [:] Check here if the current year is the organization’s first as a non-functionally integrated Type !l supporting organization (see

instructions).
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Schedule A (Form 990 or 990-£7) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Pagez
|PartV | Type lll Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D - Distributions Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

2 Amounts paid to perform activity that directly furthers exempt purboses of supported
organizations, in excess of income from activity
Administrative expenses paid to accomplish exempt purposes of supported organizations
Amounts paid to acquire exempt-use assets
Qualified set-aside amounts (prior IRS approval required)
Other distributions (describe in Part VI). See instructions
Total annual distributions. Add lines 1 through 6
Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions

0[N O (D W

9 Distributable amount for 2016 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

0} (i) (i)
Excess Distributions Underdistributions Distributable
Section E - Distribution Allocations (see instructions) Pre-2016 Amount for 2016

1 Distributable amount for 2016 from Section C, line 6

2 Underdistributions, if any, for years prior to 2016 (reason-
able cause required- explain in Part VI). See instructions
Excess distributions carryover, if any, to 2016:

w

From 2013 -
From 2014 Shnmminen Bt
From 2015
Total of lines 3a through e .
Applied to underdistributions of prior years . s
Applied to 2016 distributable amount
Carryover from 2011 not applied (see instructions)
j _ Remainder. Subtract lines 3g, 3h, and 3i from 3f.
4  Distributions for 2016 from Section D,
line 7: $
a_Applied to underdistributions of prior years
b _Applied to 2016 distributable amount
¢ Remainder. Subtract lines 4a and 4b from 4
5 Remaining underdistributions for years prior to 20186, if Soin
any. Subtract lines 3g and 4a from line 2. For result greater ';v E -
than zero, explain in Part VI. See instructions
6 Remaining underdistributions for 2016. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions
7 Excess distributions carryover to 2017. Add lines 3j
and 4¢
8 Breakdown of line 7:

K |™|e oo |o|w

Excess from 2013
Excess from 2014
Excess from 2015
Excess from 2016

o Q|0 (T |9

Schedule A (Form 990 or 990-EZ) 2016

632027 09-21-16

9161113 759621 7387288 2016.04020 BERTRAND CHAFFEE HOSPITAL 73872882



Schedule A (Form 990 or 990-E7) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 pPages

Part VI | Supplemental Information. Provide the explanations required by Part II, line 10; Part I, line 172 or 17b; Part IIl, line 12;
Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9¢, 11a, 11b, and 11c¢; Part |V, Section B, lines 1 and 2; Part IV, Section C,
line 1; Part 1V, Section D, lines 2 and 3; Part |V, Section E, lines 1c¢, 2a, 2b, 3a, and 3b; Part V, line 1; Part V, Section B, line 1e; Part V,
Section D, lines 5, 6, and 8; and Part V, Section E, lines 2, 5, and 6. Also complete this part for any additional information.
(See instructions.)
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Schedule B Schedule of Contributors VB No. 1545-0047

g:roééno?l?l% 990-EZ, P Attach to Form 990, Form 990-EZ, or Form 990-PF.

5 »> Information about Schedule B (Form 990, 990-EZ, or 990-PF) and 20 1 6
epartment of the Treasury

internal Revenue Service its instructions is at www.irs.gov/form990 .,

Name of the organization Employer identification number

BERTRAND CHAFFEE HOSPITAL 16-07439521

Organization type (check one):

Filers of: Section:

Form 990 or 990-EZ [X] 501(c)( 3 ) (enter number) organization

4947(a)(1) nonexempt charitable trust not treated as a private foundation
527 political organization
Form 990-PF 501(c)(3) exempt private foundation

4947(a)(1) nonexempt charitable trust treated as a private foundation

Joodnd

501(c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.
Note: Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See instructions.

General Rule

L_X—_] For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000 or more (in money or
property) from any one contributor. Complete Parts I and Il. See instructions for determining a contributor’s total contributions.

Special Rules

l:l For an organization described in section 501(c)(3) filing Form 990 or 990-EZ that met the 33 1/3% support test of the regulations under
sections 509(a)(1) and 170(b)(1)(A){vi), that checked Schedule A (Form 990 or 990-EZ), Part 1}, line 13, 16a, or 16b, and that received from
any one contributor, during the year, total contributions of the greater of (1) $5,000 or (2) 2% of the amount on (i) Form 990, Part Viil, fine 1h,
or (i) Form 990-EZ, line 1. Complete Parts | and Ii.

D For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one contributor, during the
year, total contributions of more than $1,000 exclusively for religious, charitable, scientific, literary, or educational purposes, or for
the prevention of cruelty to children or animals. Complete Parts |, I, and IlI.

l:] For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one contributor, during the
year, contributions exclusively for religious, charitable, etc., purposes, but no such contributions totaled more than $1,000. If this box
is checked, enter here the total contributions that were received during the year for an exclusively religious, charitable, etc.,
purpose. Don't complete any of the parts unless the General Rule applies to this organization because it received nonexclusively
religious, charitable, etc., contributions totaling $5,000 or more during the year | K]

Caution: An organization that isn’t covered by the General Rule and/or the Special Rules doesn't file Schedule B (Form 980, 990-EZ, or 990-PF),
but it must answer "No" on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on its Form 990-PF, Part |, line 2, to
certify that it doesn’t meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 990-EZ, or 990-PF) (2016)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016)
Name of organization

Page 2

Employer identification number
BERTRAND CHAFFEE HOSPITAL

Part|

16-0743921

Contributors (See instructions). Use duplicate copies of Part | if additional space is needed.
(@ (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions

Type of contribution
1

BERTRAND CHAFFEE HOSPITAL FOUNDATION

Person
Payroll 1:]
222-224 EAST MAIN ST.

$ 72,383, Noncash [ |

(Complete Part |l for
SPRINGVILLE, NY 14141 noncash contributions.)
(@)

(b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions

Type of contribution

Person l:]
Payroll I:j
$ Noncash [ |
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions

Type of contribution

Person I:_l
Payroll [:]
$ Noncash [ |

(Complete Part (I for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions

Type of contribution

Person l:l
Payroll I___l

$ Noncash [ |

(Complete Part Il for

noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions

Type of contribution

Person |:|
Payroll D

$ Noncash [ |

(Complete Part II for

- noncash contributions.)

(a) (b) (c) (d)

No. Name, address, and ZIP + 4 Total contributions

Type of contribution

Person I:]

Payroll [:|
$ Noncash [ |

{Complete Part ! for
noncash contributions.)
623452 10-18-16
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

Page 3

Name of organization

BERTRAND CHAFFEE HOSPITAL

Employer identification number

16-0743921

Part " Noncash Property (See instructions). Use duplicate copies of Part Il if additional space is needed.

(a) ©
No.
. (b) . FMV (or estimate) (@ .
from Description of noncash property given . . Date received
(See instructions)
Part | .
(@
()
No.
A (o) . FMV (or estimate) (@ i
from Description of noncash property given . . Date received
(See instructions)
Part |
(a)
No. ()
o (b) i FMV (or estimate) (d) .
from Description of noncash property given . . Date received
(See instructions)
Part
(a
()
No.
. () . FMV (or estimate) (d) i
from Description of noncash property given . . Date received
(See instructions)
Part ]
(a)
(c)
No.
. ®) 5 FMV (or estimate) @ .
from Description of noncash property given . . Date received
(See instructions)
Part |
(a)
(c)
No.
-, ®) ) FMV (or estimate) @
from Description of noncash property given . . Date received
Part | (See instructions)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

Page 4

Name of organization

BERTRAND CHAFFEE HOSPITAL

Employer identification number

16-0743921

‘Partlll.  Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or {10) that total more than $1,000 for

the year from any one contributor. Complete columns (a) through (e) and the following ling entry. For organizations
completing Part Ill, enter the total of exclusively religious, charitable, etc., contributions of $1,000 or less for the year. (Enter this info. once.)

Use duplicate copies of Part IIl if additional space is needed.

>3

(a) No.
I;raorrtnl (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
lf)l:rTl {b) Purpose of gift {c) Use of gift (d) Description of how gift is held
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
igr:rTl (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
Igl:Tl {b) Purpose of gift (c) Use of gift {(d) Description of how gift is held
r
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee

623454 10-18-16
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OMB No, 1545-0047

SCHEDULE D Supplemental Financial Statements
(Form 980) P Complete if the organization answered "Yes" on Form 990, 20 1 6
Part IV, line 6,7, 8,9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 123, or 12b. -0 {6 Public:
Department of the Treasury > Attach to Form 990. e i pen to U IG :
Internal Revenue Service P> Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. cooinspection o
Name of the organization Employer identification number
BERTRAND CHAFFEE HOSPITAL 16-0743921

Partl | Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.Complete if the
organization answered "Yes" on Form 990, Part IV, line 6.

(a) Donor advised funds (b) Funds and other accounts

Total numberatend of year .
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year)
Aggregate value atend of year . ...
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised funds
are the organization’s property, subject to the organization’s exclusive legal Control? D Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used only
for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose conferring
impermissible private benefit? ... [ Ives D No
] Part il } Conservation Easements. Complete if the organization answered “Yes" on Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of fand for public use (e.g., recreation or education) D Preservation of a historically important land area
I:I Protection of natural habitat !:] Preservation of a certified historic structure
:| Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation easement on the last

O H ON =

day of the tax year. | Held at the End of the Tax Year
a Total number of conservation @asementsS | ... ... 2a
b Total acreage restricted by conservation €asements ... 2b
¢ Number of conservation easements on a certified historic structure included in{(@ ... 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a historic structure
listed in the National Register | e 2d
8 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the tax
year p-

4 Number of states where property subject to conservation easement is located P>
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easements it holds? | ... [ lves [ Ino
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year

|
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year

>3 :
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)()

AN SECHON T70MV@IBII? .........oooo oo [CIves [ Ino

9 In Part XIll, describe how the organization reports conservation easements in its revenue and expense statement, and balance sheet, and
include, if applicable, the text of the footnote to the organization’s financial statements that describes the organization’s accounting for
conservation easements.

];Partilll‘_l Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" on Form 990, Part [V, line 8.
1a |If the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet works of art,
historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide, in Part Xill,
the text of the footnote to its financial statements that describes these items.

b [f the organization elected, as permitted under SFAS 116 (ASC 958}, to report in its revenue statement and balance sheet works of art, historical
treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide the following amounts
relating to these items:

(i) Revenue included on Form 980, Part Vill, line 1
{ii) Assetsincluded inForm 990, Part X e

2 [f the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide
the following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:

a Revenueincluded on Form 990, Part VItL INe T . e >
b Assets included in FOrm 990, Part X oot s > 3
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2016
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Schedule D (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Page?2
[Partlil ] Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets(continued)
3 Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its collection items
(check all that apply):
a [ Public exhibition
b |:] Scholarly research
c D Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part XIll.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar assets
to be sold to raise funds rather than to be maintained as part of the organization’s collection? D Yes
Part IV l Escrow and Custodial Arrangements. Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or
reported an amount on Form 990, Part X, line 21.
Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not included
on Form 990, Part X?

d l:] Loan or exchange programs

e [:] Other

DNO

1a

DNO

b If "Yes," explain the arrangement in Part XIll and complete the following table:
Amount
€ BeginniNg DAlANCE || ...ttt ettt ic
d Additions dUNG the YBAr | ... ...ttt es s e eaea s es st es st s s esss st saesesesssessreas 1id
e Distributions during the YEar | ... e
B ENGINg DalANCE e 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? . ... D Yes I:] No
b If "Yes," explain the arrangement in Part XllI. Check here if the explanation has been providedonPart XU ..., [:]
I Part V. | Endowment Funds. Compiete if the organization answered "Yes" on Form 990, Part IV, line 10.
(a) Current year (b) Prior year {c) Two years back | (d) Three years back | (e) Four years back
1a Beginning of year balance ... ..

Contributions ...
Net investment earnings, gains, and losses
Grants or scholarships ...
Other expenditures for facilities
and programs
Administrative expenses
g End of year balance
Provide the estimated percentage of the current year end balance (fine 1g, column (a)) held as:
a Board designated or quasi-endowment P> %
b Permanent endowment p>
¢ Temporarily restricted endowment P> %
The percentages on lines 2a, 2b, and 2c should equal 100%.

o Q o0 U

-

%

3a Are there endowment funds not in the possession of the organization that are held and administered for the organization
by: Yes | No
(i) unrelated organizations 3ali)
(ii) related OFgANIZALIONS | . ... .. .. ittt ettt ee s et es e et es e st e et e b e st e s cetaseart et e st ansasbassanar e et s areaneebnnranes 3afii)
b If "Yes" on line 3a(ii), are the related organizations listed as required on Schedule R? e, 3b
4 Describe in Part Xl the intended uses of the organization’s endowment funds.
Part VI | Land, Buildings, and Equipment.
Complete if the organization answered "Yes" on Form 990, Part [V, line 11a. See Form 990, Part X, line 10.
Description of property (a) Cost or other (b) Cost or other (c) Accumulated (d) Book value
basis (investment) basis (other) depreciation
1a Land 24,980. - 24,980.
b Buildings 8,414,361.] 6,400,969.] 2,013,392.
¢ Leasehold improvements ... 299,674. 291,576. 8,098.
d Equipment | ... 12,700,786.; 11,198,136., 1,502,650.
e Other ..o
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10¢.) ..o > 3,549,3120.
Schedule D (Form 990) 2016
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Part VII} Investments - Other Securities.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

(a) Description of security or category (including name of security)

(b) Book value

(c) Method of valuation: Cost or end-of-year market value

(1) Financial derivatives ...

(2) Closely-held equity interests

(3) Other

(A)

(B)

©)

(D)

(E)

(F)

@G)

(H)

Total. (Col. (b) must equal Form 930, Part X, col. (B) line 12.) p»

Part Vill| Investments - Program Related.
Complete if the organization answered "Yes"

on Form 990, Part IV, line

11c. See Form 990, Part X, line 13.

(a) Description of investment

(b) Book value

(c) Method of valuation: Cost or end-of-year market value

(1)

(2)

3)

4

(5)

(6)

7

(8

)

Total. (Col. (b) must equal Form 990, Part X, col. (B) line 13.) >

‘Part IX } Other Assets.

Complete if the organization answered "Yes" on Form 990, Part 1V, line 11d. See Form 990, Part X, line 15.

(a) Description

(b) Book value

(1)

(2)

(3)

4

{5)

{6)

(4]

(8)

9)

Total. (Column (b) must equal Form 990, Part X, €oL (B) iNe 15.) ... it i eee ettt ee s sestaaies e ses e sosnasssasn | -

Part: X l Other Liabilities.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11e or 11f. See Form 990 Part X line 25.

1. (a) Description of liability

(b) Book value

(1) Federal income taxes

) ASSET RETIREMENT OBLIGATIONS 103,327.
3 DUE TO 3RD PARTIES 328,496.
4 DUE TO RELATED PARTIES 643,304.
(5) SELF INSURED HEALTH INSURANCE

6) RESERVE 56,775.

{7)

(8

©)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) ............... |

1,131,902,

2. Liability for uncertain tax positions. In Part XliI, provide the text of the footnote to the organization’s financial statements that reports the
organization’s liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part Xl D—ﬂ
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Schedule D (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Paged
Part«Xl‘{f‘} Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.

Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.

1 Total revenue, gains, and other support per audited financial statements 1
2 Amounts included on line 1 but not on Form 990, Part VIi, line 12:

a Netunrealized gains (losses) oninvestments ... 2a

b Donated services and use of facilities 2b

¢ Recoveries of prioryear grants s 2c

d Other(Describe in Part XIL) e 2d

e Addlines 2athrough 2d ...ttt 2e
B Subtract ine 2e from Ne 1 e 3
4 Amounts included on Form 990, Part Viil, line 12, but not on line 1:

a Investment expenses not included on Form 890, Part Vi, line7b ... ... 4a

b Other(Describein Part XIL) ..., 4b .

€ A INESAAANA AD ... ettt ettt rn s 4c

Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part [, line 12.) . ... 5

Part Xl | Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.

1 Total expenses and losses per audited financial statements . ... 1
Amounts included on line 1 but not on Form 990, Part IX, line 25: .
a Donated services and use of facilities | ... 2a
b Prioryearadjustments ... 2b
€ OhrloSSeS ... ... 2c
d Other (Describe inPart XUL) ... .. 2d
€ AAAIINES 2aThrOUGN 2d | ettt ettt 2e
3 BUDIraCt N 28 f1OM N 1 e et 3
4  Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part VIll, line7b ... ... 4a
b Other (Describe in Part XIIL) e 4b
€ AdGIINES AaaNA 4D et ettt ettt r et r et reretearen 4c
Total expenses. Add lines 3 and 4c¢. (This must equal Form 990, Part I, line 18.) . ooioiiiiviiiiiiiiiiiiiiii i 5

| Part Xill| Supplemental Information.
Provide the descriptions required for Part |, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line 2; Part XI,
lines 2d and 4b; and Part XlI, lines 2d and 4b. Also complete this part to provide any additional information.

PART X, LINE 2:

THE HOSPITAL: AND HOME ARE NOT-FOR-PROFIT CORPORATIONS AS DESCRIBED IN

SECTION 501(C)(3) OF THE INTERNAIL REVENUE CODE (THE CODE), AND

ACCORDINGLY, ARE EXEMPT FROM FEDERAL INCOME TAXES ON RELATED INCOME

PURSUANT TO SECTION 501(A) OF THE CODE. THE HOSPITAL AND HOME ACCOUNT FOR

UNCERTAIN TAX POSITIONS IN ACCORDANCE WITH US GAAP, WHICH REQUIRES THE

RECOGNITION AND MEASUREMENT OF UNCERTAIN TAX POSITIONS THAT THE HOSPITAL

AND HOME HAVE TAKEN OR EXPECT TO TAKE ON THE HOSPITAL OR HOME'S TAX

RETURNS. ACCORDINGLY, NO PROVISION FOR INCOME TAXES HAS BEEN REFLECTED IN

THE ACCOMPANYING FINANCIAL STATEMENTS.
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|Part Xlll | Supplemental Information (continued)
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SCHEDULE H
(Form 990)

Department of the Treasury
Internal Revenue Service

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

Hospitals

P> Attach to Form 990.

P> Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990 .

OMB No. 1545-0047

2016

Open to Public -
Inspection-. ==

Name of the organizatiron

Employer identification number

BERTRAND CHAFFEE HOSPITAL 16-0743921
|Partl | Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a ... ... . 1a | X
b If "Yes," was it a written policy? ib | X
If the organization had multiple hospital facilities, indicate which of the following best describes application of the financial assistance policy to its various hospital ; :
2 tacilities during the tax year.
Applied uniformly to all hospital facilities l:] Applied uniformly to most hospital facilities
E Generally tailored to individual hospital facilities
3 Answerthe 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? Ll
If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: 3a | X
[ 1 100% [ T1s0% [Xl200% [_]other % :
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate which g
of the following was the family income limit for eligibility for discounted care: . 3b | X
[_1200% [ Josow [Xlsoow [ 13s0% [ 1a00% [ other % -
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used for determining S
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. Sk
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 U B
UMEUICAIY INGIGENT™ - eeeeeetieeeeeeteeaaeteeeaasasseesssraesassesenasseaeanssssesassseesasssssannnssnsnsnnnesessenssesssseeesesseseasssesessssseeesssanessstaneeeeneeeeseannns 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
c If “Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligible for free or disCOUN O CaIC Y 5c
6a Did the organization prepare a community benefit report during the tax year? 6a X
b [f "Yes," did the organization make it available to the publiC? 6b
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 (@) Numperof | (B) persens | {©) Total communty | () Directofseting | (€] Net community | {f) percent
Means-Tested Government Programs | Programs (optional (optional) expense
a Financial Assistance at cost (from
Worksheet 1) ... 258,006.] 160,646, 97,360. .51%
b Medicaid (from Worksheet 3,
columna) 2847277.] 1810303, 1036974, 5.44%
¢ Costs of other means-tested
government programs (from
Worksheet 3, columnb) ...
d Total Financial Assistance and
Means-Tested Government Programs......... 3105283- 1970949- 1134:334. 5-95%
Other Benefits
e Community health
improvement services and
community benefit operations
(from Worksheet4) . 19,021. 12,720. 6,301. .03%
f Health professions education '
(from Worksheet 5) ...
g Subsidized health services
{from Worksheet6) ... ..
h Research (from Worksheet 7)
i Cash and in-kind contributions
for community benefit (from
Worksheet 8) . ...
j Total. OtherBenefits 19,021.] 12,720. 6,301. .03%
k_Total. Add lines 7d and 7 3124304.1 1983669.] 1140635.] 5.98%
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Part i [ Community Building Activities Complete this table if the organization conducted any community building activities during the

tax year, and describe in Part VI how its community building activities promoted the health of the communities it serves.

(a) Number of (b) Persons (c) Total {d) Direct () Net
activities or programs served (optional) community offsetting revenue community

(f) Percent of
total expense

(optional) building expense building expense
1 Physical improvements and housing
2 Economic development
3 Community support
4 Environmental improvements
5 Leadership development and
training for community members
6  Coalition building
7 Community health improvement
advocacy
8 Workforce development
9 Other

Total

10
l Part‘-llﬂ 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

StAteMENt NO. 157 ettt ena e

2 Enter the amount of the organization’s bad debt expense. Explain in Part VI the

Yes | No

2 215,725. |

methodology used by the organization to estimate thisamount ... .
3 Enter the estimated amount of the organization’s bad debt expense attributable to
patients eligible under the organization’s financial assistance policy. Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale, if any, e o
for including this portion of bad debt as community benefit 3 15,101.} b
4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt -
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare (including DSHand IME) 5 2,838,339, | |
6 Enter Medicare allowable costs of care relating to paymentson line5 6 2,454,683.; [ |
7 Subtract line 6 from tine 5. This is the surplus (or shortfalty 7 383,656,
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit. :
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6.
Check the box that describes the method used:
Cost accounting system @ Cost to charge ratio |:] Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax Year? 9a | X

b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI ......oooiiiieiiieiiiiieenne.

ob | X

' Part Iv ‘ Management Companies and JOint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)

(b) Description of primary (c) Organization’s | (d) Officers, direct-

(a) Name of entity

activity of entity

profit % or stock
ownership %

ors, trustees, or

key employees’

profit % or stock
ownership %

(e) Physicians’
profit % or
stock
ownership %

632092 11-02-16
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Schedule H (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Pages
|PartV | Facility Information

Section A. Hospital Facilities

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

How many hospital facilities did the organization operate
during the tax year? 1

Name, address, primary website address, and state license number
(and if a group return, the name and EIN of the subordinate hospital
organization that operates the hospital facility)

1 BERTRAND CHAFFEE HOSPITAL
224 EAST MAIN STREET
SPRINGVILLE, NY 14141

Facility
reporting
group

licensed hospital

Gen. medical & surgical
Children's hospital
[Feaching hospital
Critical access hospital
Research facility

ER-24 hours

ER-other

Other (describe)
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Schedule H (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Pages
{PartV | Facility Information (continued)
Section B, Facility Policies and Practices
{Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facility or letter of facility reporting group  BERTRAND CHAFFEE HOSPITAL

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 1

Yes | No

Community Health Needs A nent
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax YEAr? | e, 1 X
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in Section G 2 X
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," sKip t0 N8 12 3 X

If "Yes," indicate what the CHNA report describes (check all that apply):
a A definition of the community served by the hospital facility

b [X—_I Demographics of the community

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

d IXI How data was obtained

e IXI The significant health needs of the community

f Ijﬂ Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and minority
groups

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

h l:] The process for consulting with persons representing the community’s interests

i D The impact of any actions taken to address the significant health needs identified in the hospital facility's prior CHNA(s) |

i D Other (describe in Section C) -

4 Indicate the tax year the hospital facility last conducted a CHNA: 20 16

5 In conducting its most recent 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 CONSUREd 5 X
6a Was the hospital facility’s CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in SECHON G || ... ..o eee e 6a X
b Was the hospital facility’s CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations IN SECON C et oot 6b X
7 Did the hospital facility make its CHNA report widely available to the public? 7 X

if "Yes," indicate how the CHNA report was made widely available {check all that apply):
a @ Hospital facility’s website (list ur): BERTRANDCHAFFEE . COM
b l:] Other website (list url):
c [ﬂ Made a paper copy available for public inspection without charge at the hospital facility
d D Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs

identified through its most recently conducted CHNA? If "No," skiptoline 11 . oo 8 X
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20_1_3_ _' il
10 Is the hospital facility’s most recently adopted implementation strategy posted ona website? ... . 10 X
a If "Yes," (fist url): e .
b If "No," is the hospital facility’s most recently adopted implementation strategy attached to this return? 10b X

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

12a Did the organization incur an excise tax under section 4959 for the hospital facility’s failure to conduct a
CHNA as required by section 501(r)(3)? 12a X

b If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excise tax? 12b

c 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? $ L e :
632094 11-02-16 Schedule H (Form 990) 2016
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| PartV | Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group BERTRAND CHAFFEE HOSPITAL

Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that: , 1
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: o '
a [X] Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200 %
and FPG family income limit for eligibility for discounted care of 300 %
Income level other than FPG (describe in Section C)
Asset level

Medical indigency
Insurance status
Underinsurance status

RO

Residency . e ;
Other (describe in Section C) S
14 Explained the basis for calculating amounts charged 10 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):
a Described the information the hospital facility may require an individual to provide as part of his or her application
b IE Described the supporting documentation the hospital facility may require an individual to submit as part of his
or her application
c [XI Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d Provided the contact information of nonprofit organizations or government agencies that may be sources
of assistance with FAP applications
e D Other (describe in Section C) :
16 Was widely publicized within the community served by the hospital facility ? 16 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply): -
The FAP was widely available on a website (list url):
The FAP application form was widely available on a website (list url):
A plain language summary of the FAP was widely available on a website (list url): BERTRANDCHAFFEE ., COM
The FAP was available upon request and without charge (in public locations in the hospital facility and by mai)
The FAP application form was available upon request and without charge (in public locations in the hospital
facility and by mail)
A plain language summary of the FAP was available upon request and without charge (in public locations in
the hospital facility and by mail)
Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP,
by receiving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public
displays or other measures reasonably calculated to attract patients’ attention

® o 0 T o

b b bbb

Notified members of the community who are most likely to require financial assistance about availability of the FAP
The FAP, FAP application form, and plain language summary of the FAP were translated into the primary language(s)
spoken by LEP populations
i D Other (describe in Section C)

N

Schedule H (Form 990) 2016
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Schedule H (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 pages
|PartV | Facility Information (continued)

Billing and Collections
Name of hospital facility or letter of facility reporting group _ BERTRAND CHAFFEE HOSPITAL

Yes | No

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
MONPAYMEIE? | oot e e ee oo e et ee e e 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:

a El Reporting to credit agency(ies)

b l:‘ Selling an individual's debt to another party

c D Deferring, denying, or requiring a payment before providing medically necessary care due to nonpayment of a
previous bill for care covered under the hospital facility's FAP

d |:| Actions that require a legal or judicial process

e l:] Other similar actions (describe in Section C)

f @ None of these actions or other similar actions were permitted

19 Did the hospital facility or other authorized party perform any of the following actions during the tax year before making
reasonable efforts to determine the individual's eligibility under the facility's FAP? 19 X
If "Yes," check all actions in which the hospital facility or a third party engaged: L =
Reporting to credit agency(ies)
Selling an individual's debt to another party
Deferring, denying, or requiring a payment before providing medically necessary care due to nonpayment of a
previous bill for care covered under the hospital facility’s FAP
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):
Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the
FAP at least 30 days before initiating those ECAs
Made a reasonable effort to orally notify individuals about the FAP and FAP application process
Processed incomplete and complete FAP applications
Made presumptive eligibility determinations
Other (describe in Section C)
f A 1 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: o

[y I = ]

U0 00O

o

HOO00 O

T Q 0 O

[:l The hospital facility did not provide care for any emergency medical conditions

I:l The hospital facility’s policy was not in writing

l:, The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Section C)
D Other (describe in Section C)

o 0 T o

Schedule H (Form 990) 2016
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Schedule H (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Page7
|PartV | Facility Information continued)

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

Name of hospital facility or letter of facility reporting group _ BERTRAND CHAFFEE HOSPITAL

Yes | No
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-eligible 1
individuals for emergency or other medically necessary care.

a D The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service during a prior
12-month period

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

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

d D The hospital facility used a prospective Medicare or Medicaid method

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had

iNsUrance COVENING SUCK CAIEY || ettt ettt s ettt 23 X

If “Yes," explain in Section C. e
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?

24 v X
If "Yes," explain in Section C. e i

Schedule H (Form 990) 2016
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Schedule H (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Pages

[PartV | Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16j, 18e, 19e, 20e, 21¢, 21d, 23, and 24. If applicable, provide separate descriptions for each hospital facility in a facility reporting

group, designated by facility reporting group letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and
name of hospital facility.

632008 11-02-16 Schedule H (Form 990) 2016
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Schedule H (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Pageo

|PartV | 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? 0

Name and address Type of Facility (describe)

Schedule H (Form 990) 2016

632099 11-02-16

J9161113 759621 7387288 2016.04020 BERTRAND CHAFFEE HOSPITAL 73872882



Schedule H (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Page 10
[Part VI | Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ili, 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.

PART I, LINE 7:

TOTAL PATTENT GROSS CHARGES AND NET REIMBURSEMENT DATA WAS OBTAINED FROM

THE NEW YORK STATE INSTITUTIONAL COST REPORT ("ICR") WHICH REPORTS ALL

REVENUE BY FINANCIAL. CLASS. THE COST TO CHARGE RATIO WAS DERIVED FROM

USING WORKSHEET 2 OF THE INSTRUCTIONS FOR THIS FORM. TOTAL OPERATING

EXPENSES, EXCLUSIVE OF BAD DEBTS, PER THE AUDITED FINANCIAL STATEMENTS WAS

QFFSET BY NON-PATIENT CARE REVENUE, MEDICATID PROVIDER TAXES AND COMMUNITY

BENEFIT EXPENSE.

PART III, LINE 3:

THE HOSPITAL CARRIES ITS PATIENT ACCOUNTS RECEIVABLE AT ANTICIPATED

AMOUNTS DUE FOR THIRD PARTY PAYERS. THE HOSPITAL: RECORDS A PROVISION FOR

BAD DEBTS IN THE PERIOD OF SERVICE ON THE BASIS OF ITS PAST EXPERIENCE,

WHICH INDICATES THAT MANY PATIENTS ARE UNABLE AND UNWILLING TO PAY THE

PORTION OF THEIR BILL FOR WHICH THEY ARE FINANCIALLY RESPONSIBLE. THE

HOSPITAL ESTIMATES APPROXIMATELY 7% OF ITS BAD DEBT EXPENSE IS

ATTRIBUTABLE TO PATIENTS THAT QUALIFY FOR THE HOSPITAL'S FINANCIAL

ASSISTANCE POLICY.
632100 11-02-16 Schedule H (Form 990) 2016
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Schedule H (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 page 10
{Part VI| Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lil, 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.

PART IIT, LINE 4:

THE HOSPITAL'S BAD DEBT EXPENSE IS DESCRIBED ON PAGE 6 OF THE HOSPITAL'S

2016 AUDITED FINANCIAL STATEMENTS.

PART III, LINE 9B:

OUR POLICY ALLOWS FOR ACCOUNTS ALREADY IN COLLECTION STATUS TO BECOME

ELIGIBLE FOR CHARTY CARE BASED UPON CURRENT INCOME LEVELS.

PART VI, LINE 5:

BERTRAND CHAFFEE HOSPITAL IS A NOT-FOR-PROFIT ACUTE CARE HOSPITAL LOCATED

IN SPRINGVILLE, NEW YORK. THE HOSPITAL PROVIDES INPATIENT, OUTPATIENT AND

EMERGENCY SERVICES FOR THE RESIDENTS IN THE SURROUNDING AREA. THE MISSION

IS TO ENHANCE THE HEALTH STATUS OF THE RESIDENTS BY RESPONDING TO THE

COMMUNITY HEALTHCARE NEEDS. THAT INCLUDES COMPASSION, DEDICATION, AND A

COMMITMENT TO QUALITY WHILE MAINITAINING ECONOMIC VIABILITY AND A VISION

FOR THE FUTUTRE.

632100 11-02-16 Schedule H (Form 990) 2016
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Schedule H {Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Page 10
| Part VI | 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.

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 2:

THE HOSPITAL COOPERATES WITH MANY COMMUNITY GROUPS AND AGENCIES TO

ASSESS THE NEEDS OF THE COMMUNITY. THE HOSPITAL CONTINUALLY MONITORS

LOCAL DATA RELATED TO THE TYPES OF SERVICES COMMUNITY MEMBERS ARE

RECEIVING AND WHETHER THESE SERVICES ARE AVIALABLE LOCALLY TO

SUFFICIENTLY MEET COMMUNITY NEED.

SCHEDULE H, PART VI, LINE 3

THE HOSPITAL MAKES AVAILABLE ITS FINANCIAL ASSISTANCE POLICY PROGRAM TO

PATIENTS BY PROVIDING IT IN WRITING TO PATIENTS UPON ADMISSION TO THE

HOSPITAL AS WELL AS MAKING IT AVATILABLE ON THE HOSPITAL'S WEBSITE.

SCHEDULE H, PART VI, LINE 7:

THE HOSPITAL COMPLETES AND FILES A REPORT WITH THE NEW YORK STATE

DEPARTMENT OF HEALTH WHICH INCLUDES COMMUNITY BENEFITS THAT THE

HOSPITAL PROVIDES. IN 2013, THE HOSPITAL FILED A FIVE-YEAR PLAN WITH
632100 11-02-16 Schedule H (Form 990) 2016
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Schedule H (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 page 10
|Part VI | Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

THE DEPARTMENT. THE PLAN WAS UPDATED THROUGH THE DEPARTMENT OF HEALTH

IN 2016.

SCHEDULE H, PART V B, LINE 3:

THE HOSPITAL TOOK INTO ACCOUNT INPUT FROM THE COMMUNITY THROUGH VARIOQUS

MEETINGS WITH COUNTY AND DEPARTMENT OF HEALTH REPRESENTATIVES

DISCUSSING PRIORITIES AND OBJECTIVES FOR EACH NEED AS WELL AS

STRATEGIES AND COLLABERATION FOR EXECUTION OF THE PLAN TO ADDRESS EACH

NEED.

SCHEDULE H, PART I, LINE 6A:

THE HOSPITAL PREPARED A COMMUNITY BENEFIT REPORT IN 2016 THAT IS

AVATLABLE ON THE HOSPITAL'S WEBSITE.

SCHEDULE H, PART VI, LINE 6:
632100 11-02-16 Schedule H (Form 990) 2016
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Schedule H (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Page 10
|Part VI | Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Il 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 eligibifity for assistance under federal, state, or local government programs or under the organization’s financial
assistance policy.

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

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

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

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

THE HOSPITAL COOPERATES WITH CATHOLIC HEALTH SYSTEM TO PROVIDE

CARDIOLOGY SERVICES LOCALLY. THE HOSPITAL HAS ALSO ALIGNED WITH

CATHOLIC MEDICAL PARTNERS ("CMP") ACCOUNTABLE CARE ORGANIZATION BY

BECOMING A MEMBER FACILITY AND BY EMPLOYING CMP PHYSICIANS.

632100 11-02-16 Schedule H (Form 990) 2016
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SCHEDULE J Compensation Information OMB No. 1545-0047

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 20 1 6
Compensated Employees

P Complete if the organization answered "Yes" on Form 990, Part IV, line 23. T
Open to Public:

Department of the Treasury P> Attach to Form 990. M e
Internal Revenue Service P> Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
BERTRAND CHAFFEE HOSPITAL 16-0743921
|Partl | Questions Regarding Compensation
Yes | No
1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form 990, '
Part Vll, Section A, line 1a. Complete Part Il to provide any relevant information regarding these items.
D First-class or charter travel l:] Housing allowance or residence for personal use
[:} Travel for companions D Payments for business use of personal residence
|:| Tax indemnification and gross-up payments D Health or social club dues or initiation fees
{:l Discretionary spending account D Personal services (such as, maid, chauffeur, chef)
b Ifany of the boxes on line 1a are checked, did the organization follow a written policy regarding payment or
reimbursement or provision of all of the expenses described above? If "No," complete Part llttoexplain . . 1ib
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all directors, .
trustees, and officers, including the CEO/Executive Director, regarding the items checked online1a? ... . . 2
8 Indicate which, if any, of the following the filing organization used to establish the compensation of the organization’s
CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a related organization to
establish compensation of the CEO/Executive Director, but explain in Part lll.
,:l Compensation committee |:| Written employment contract
[:] Independent compensation consultant I:] Compensation survey or study
[:‘ Form 990 of other organizations l}—] Approval by the board or compensation committee
4 During the year, did any person listed on Form 990, Part VI|, Section A, line 1a, with respect to the filing
organization or a related organization: :
a Receive a severance payment or change-of-control payment? 4a X
b Participate in, or receive payment from, a supplemental nonqualified retirement plan? 4b X
¢ Participate in, or receive payment from, an equity-based compensation arrangement? 4c X

If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part [Il.

Only section 501(c)(3), 501(c){4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any compensation
contingent on the revenues of:

e

a The organization? . 5a
b Any related organization? 5b
If "Yes" on line 5a or 5b, describe in Part IlI. -
6 For persons listed on Form 990, Part Vii, Section A, line 1a, did the organization pay or accrue any compensation
contingent on the net earnings of:
@ THE OTGANIZATIONT | oo e et e e e e ettt e oo 6a X
b Any related organization? 6b X
If "Yes" on line 6a or b, describe in Part Iil. = :
7 For persons listed on Form 990, Part VI, Section A, line 1a, did the organization provide any nonfixed payments : :
not described on lines 5 and 62 If "Yes," describe inPart M. e 7 X
8 Were any amounts reported on Form 990, Part Vi, paid or accrued pursuant to a contract that was subject to the :
initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe inPart it 8 X
9 If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in e
Regulations section 53.4958-6(C)? ...........viuiiiiii ittt 9
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2016
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OMB No. 1545-0047

SCHEDULE O Supplemental Information to Form 990 or 990-EZ 2016

(Form 990 or 990-E7) Gomplete to provide information for responses to specific questions on
Form 990 or 990-EZ or to provide any additional information. s i
Department of the Treasury P Attach to Form 990 or 990-EZ. - Open to Public,
internal Revenue Service P> information about Schedule O (Form 990 or 990-E2) and its instructions is at www.irs.gov/form990. ~olnspection - -
Name of the organization Employer identification number
BERTRAND CHAFFEE HOSPITAL 16-0743921

FORM 990, PART I, LINE 1, DESCRIPTION OF ORGANIZATION MISSION:

SURROUNDING REGION TO ENHANCE THE HEALTH STATUS OF RESTIDENTS AND

RESPOND TO COMMUNITY HEALTH CARE NEEDS.

FORM 990, PART VI, SECTION B, LINE 11B:

THE BOARD REVIEWS THE ORGANIZATION FORM 590 PRIOR TO FILING.

FORM 990, PART VI, SECTION B, LINE 12C:

CONFLICT OF INTEREST QUESTIONAIRE FORMS ARE COMPLETED BY DIRECTORS AND

MANAGERS ANNUALLY. THEY ARE REVIEWED BY THE COMPLIANCE OFFICER AND

ADDRESSED AS NEEDED.

FORM 990, PART VI, SECTION B, LINE 15:

THE ORGANIZATION FORMED AN INDEPENDENT SEARCH COMMITTEE THAT WAS INVOLVED

IN NEGOTIATING THE CONTRACT OF THE CURRENT CEO. OTHER QOFFICER AND KEY

EMPLOYEE SALARIES ARE REVIEWED BY THE BOARD OF DIRECTORS AND COMPARED TO

PEERS IN SURROUNDING AREA TO DETERMINE AN APPROPRIATE PAY SCALE.

FORM 990, PART VI, SECTION C, LINE 19:

THE ORGANIZATION MAKES ITS GOVERNING DOCUMENTS, CONFLICT OF INTEREST POLICY

AND FINANCTIAL STATEMENTS AVAILABLE TO THE PUBLIC UPON REQUEST.

FORM 990, PART XTI, LINE 2C: AUDIT OVERSIGHT

THE AUDIT OVERSIGHT PROCESS HAS NOT CHANGED FROM THE PRIOR YEAR.

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2016)
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Schedule O (Form 990 or 990-E2) (2016) Page 2
Name of the organization Employer identification number

BERTRAND CHAFFEE HOSPITAL 16-0743921

SCHEDULE R, PART V, LINE 2: TRANSACTIONS WITH RELATED ORGANIZATIONS

THE AMOUNTS REFLECTED IN LINE 2 MAY INCLUDE SHARING OF EMPLOYEES (LINE

10), EQUIPMENT AND OTHER ASSETS (LINE 1IN) AS WELL AS SPECIFIC EXPENSES

REIMBURSED (LINE 1Q).

FORM 990, PART IV, LINE 34: RELATED PARTIES

THE BERTRAND CHAFFEE HOSPITAL FOUNDATION, INC. (THE FOUNDATION) WAS

ORGANIZED TO RECEIVE AND ADMINISTER FUNDS AND BEQUESTS TO BENEFIT THE

COMMUNITY. WHILE THE FOUNDATION MAY, AT TIMES, MAKE DONATIONS TO

BERTRAND CHAFFEE HOSPITAL ("BCH") OR JENNTE B. RICHMOND CHAFFEE NURSING

HOME COMPANY ("JBR"), THERE IS NO OBLIGATION TO DO SO. THE FOUNDATION

WAS NOT ORGANIZED SOLELY TO BENEFIT EITHER OF THESE ENTITIES. THE

RELATIONSHIP BETWEEN THE FOUNDATION, BCH AND JBR DOES NOT MEET ANY

"RELATED PARTY" OR "CONTROL" DEFINITIONS STATED IN THE FORM 990

INSTRUCTIONS.
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Schedule R (Form 990) 2016 BERTRAND CHAFFEE HOSPITAL 16-0743921 Pages

Part VIl | Supplemental Information.

Provide additional information for responses to questions on Schedule R. See instructions.

632165 09-06-16 Schedule R (Form 990) 2016
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Form 8868

(Rev. January 2017)

Department of the Treasury
Internal Revenue Service

Exempt Organization Return

) File a separate application for each return.

Application for Automatic Extension of Time To File an

OMB No. 1545-1709

P Information about Form 8868 and its instructions.is at www.irs.gov/form8868 .

Electronic filing (e-file). You can electronically file Form 8868 to request a 6-month automatic extension of time to file any of the
forms listed below with the exception of Form 8870, information Return for Transfers Associated With Certain Personal Benefit
Contracts, for which an extension request must be sent to the IRS in paper format (see instructions). For more details on the electronic
filing of this form, visit www.irs.gov/efile, click on Charities & Non-Profits, and click on e-file for Charities and Non-Profits.

Automatic 6-Month Extension of Time. Only submit original (no copies needed).

All corporations required to file an income tax return other than Form 990-T (including 1120-C filers), partnerships, REMICs, and trusts
must use Form 7004 to request an extension of time to file income tax returns.

Enter filer’s identifying number

Type or | Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
print
il by the BERTRAND CHAFFEE HOSPITAL 16-0743921
due date for | Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)
fingyow | 224 EAST MAIN STREET
instructions. | City, town or post office, state, and ZIP code. For a foreign address, see instructions.
SPRINGVILLE, NY 14141

Enter the Return Code for the return that this application is for (file a separate application foreachreturn) I 0 | 1 ]
Application Return } Application Return
Is For Code {lsFor Code
Form 990 or Form 990-E2 o1 Form 990-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 (other than individual) 09
Form 990-PF 04 Form 5227 ] 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

TERESA DONOHUE
® Thebooksareinthecareof p 224 EAST MAIN STREET - SPRINGVILLE, NY 14141

Telephone No.p» 716-592-2871

Fax No. p

® |f the organization does not have an office or place of business in the United States, check this box
® |f this is for a Group Return, enter the organization’s four digit Group Exemption Number (GEN)
box p- [:] - if it is for part of the group, check this box p- [:I and attach a list with the names and EINs of all members the extension is for.

. If this is for the whole group, check this

1 | request an automatic 6-month extension of time until

NOVEMBER 15, 2017

for the organization named above. The extension is for the organization'’s return for:

» [X] calendar year 2016 or
» D tax year beginning

, and ending

2  If the tax year entered in line 1 is for less than 12 months, check reason:

Change in accounting period

, to file the exempt organization return

|:| initial return

D Final return

8a [f this application is for Forms 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 3a | & 0.
b If this application is for Forms 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit. 3h | $ 0.
¢ Balance due. Subtract line 3b from line 3a. include your payment with this form, if required,
by using EFTPS (Electronic Federal Tax Payment System). See instructions. 3| $ 0.

Caution: If you are going to make an electronic funds withdrawal {direct debit) with this Form 8868, see Form 8453-EQ and Form 8879-EQ for payment

instructions.

LHA

623841 01-11-17

10330424 759621 7387288

For Privacy Act and Paperwork Reduction Act Notice, see instructions.

2016 .03030 RERTRANTD CHARFRER HOSPTTAT.

Form 8868 (Rev. 1-2017)

TRAIRT2RK?



Send with fee and attachments to:
c HAR500 NYS Office of the Attorney General 20 1 6
. . L Charities Bureau Registration Section 0 Publi
NYS Annual Filing for Charitable Organizations 120 Broadway pen to Public

www.CharitiesNYS.com New York, NY 10271 Inspection

“1.General Information
For Fiscal Year Beginning (mm/dd/yyyy) 01/01/2016 and Ending (mm/dd/yyyy) 12/31/2016

Check if Applicable: Name of Organization: Employer Identification Number (EIN):
[_1 Address Change BERTRAND CHAFFEE HOSPITAL 16-0743921

[:l Name Change Mailing Address: NY Registration Number:

[ initial Filing 224 EAST MAIN STREET 10-93-42

D Final Filing City / State / ZIP: Telephone:

[_] Amended Filing SPRINGVILLE, NY 14141 716 592-2871
[__lRegIDPending | Website: Email:

BERTRANDCHAFFEE . COM

Check your organization's ) s .
registration category: (K] 7Aonly [ JEPTLonly [ I DUAL(AGEPTL) [ JEXEMPT  Gomtt neeict ot s ComaevS o
2. Certification

See instructions for certification requirements. Improper certification is a violation of law that may be subject to penalties.

We certify under penalties of perjury that we reviewed this report, including all attachments, and to the best of our knowledge and belief,
they are true, correct and complete in accordance with the laws of the State of New York applicable to this report.

/%{AQ/ > NILS GUNNERSEN
President or Authorized Officer: CEO
CJ

Signature Print Name and Title Date

TERESA DONOHUE

Chief Financial Officer or Treasurer: %{ %,ZW CFO /ST

Signature Print Name and Title Date

‘3. Annual Reporting Exemption

Check the exemption(s) that apply to your filing. If your organization is claiming an exemption under one category (7A or EPTL only filers) or both
categories (DUAL. filers) that apply to your registration, complete only parts 1, 2, and 3, and submit the certified Char500. No fee, schedules, or
additional attachments are required. If you cannot claim an exemption or are a DUAL filer that claims only one exemption, you must file applicable
schedules and attachments and pay applicable fees.

|:] 3a. 7A filing exemption: Total contributions from NY State including residents, foundations, government agencies, etc, did not
exceed $25,000 and the organization did not engage a professional fund raiser (PFR) or fund raising counsel (FRC) to solicit
contributions during the fiscal year. Or the organization qualifies for another 7A exemption (see instructions).

l:] 3b. EPTL filing exemption: Gross receipts did not exceed $25,000 and the market value of assets did not exceed $25,000 at any time
during the fiscal year.

4. Schedules and Attachments:
See the following page
for a checklist of l:l Yes DZI No 4a. Did your organization use a professional fund raiser, fund raising counsel or commercial co-venturer
schedules and for fund raising activity in NY State? If yes, complete Schedule 4a.

attachments to
complete your filing. D Yes E No 4b. Did the organization receive government grants? If yes, complete Schedule 4b.

5. Fee
See the checklist on the 7A filing fee: EPTL filing fee: Total fee:
next page to calculate your
fee(s). Indicate fee(s) you

are submitting here: $ 25. $ $ 25.

Make a single check or money order
payable to:
"Department of Law"

e68451 12-20-16 1019  CHARS00 Annual Filing for Charitable Organizations (Updated December 2016) Page 1
1
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BERTRAND CHAFFEE HOSPITAL
Simply submit the certified CHARS00 with no fee, schedule, or additional attachments IF:
CHAR500 - Your organization is registered as 7A only and you marked the 7A filing exemption in Part 3.
- Your organization is registered as EPTL only and you marked the EPTL filing exemption in Part 3.
- Your organization is registered as DUAL and you marked both the 7A and EPTL filing exemption in Part 3.

Annual Filing Checklist

Checklist of Schedules and Attachments

Check the schedules you must submit with your CHARS00 as described in Part 4:
D If you answered "yes" in Part 4a, submit Schedule 4a: Professional Fund Raisers (PFR), Fund Raising Counse! (FRC), Commercial Co-Venturers (CCV)
If you answered "yes" in Part 4b, submit Schedule 4b: Government Grants

Check the financial attachments you must submit with your CHAR500:
DZ} IRS Form 990, 990-EZ, or 990-PF, and 990-T if applicable
Al additional IRS Form 990 Schedules, including Schedule B (Schedule of Contributors).
Our organization was eligible for and filed an IRS 990-N e-postcard. We have included an [RS Form 990-EZ for state purposes only.

If you are a 7A only or DUAL filer, submit the applicable independent Certified Public Accountant’s Review or Audit Report:
l:] Review Report if you received total revenue and support greater than $250,000 and up to $750,000.
IXI Audit Report if you received total revenue and support greater than $750,000
No Review Report or Audit Report is required because total revenue and support is less than $250,000
D We are a DUAL filer and checked box 3a, no Review Report or Audit Report is required

‘Calculate-Your Fee

Is my Registration Category 7A, EPTL, DUAL or EXEMPT?
Organizations are assigned a Registration Category upon
registration with the NY Charities Bureau:

For 7A and DUAL filers, calculate the 7A fee:

0, if checked the 7A exemption in Part 3a ) . . . .
l:l : ! .you . h xemption | ion in Part 3 7A filers are registered to solicit contributions in New York
X 25, if you did not check the 7A exemption in Part 3a under Article 7-A of the Executive Law (“7A")

EPTL filers are registered under the Estates, Powers & Trusts
For EPTL and DUAL filers, calculate the EPTL fee: Law ("EPTL") because they hold assets and/or conduct

activities for charitable purposes in NY.
[_1$0, if you checked the EPTL exemption in Part 3b

[:, $25. if the NET WORTH is less than $50,000 DUAL filers are registered under both 7A and EPTL.
[__1$50, if the NET WORTH is $50,000 or more but less than $250,000 EXEMPT filers have registered with the NY Charities Bureau
D $100, if the NET WORTH is $250,000 or more but less than $1,000,000 and meet conditions in Schedule E - Registration

[__I $250, if the NET WORTH is $1,000,000 or more but less than $10,000,000 Exemption for Charitable Organizations. These
[_1 $750, if the NET WORTH is $10,000,000 or more but less than $50,000,000  ©rganizations are not required to file annual financial reports
[_1$1500, if the NET WORTH is $50,000,000 or more but may do so voluntarily.
Confirm your Registration Category and learn more about NY
law at www.CharitiesNYS.com
Send Your Filing -

Where do | find my organization's NET WORTH?
Send your CHARS00, all schedules and attachments, and total fee to: Y org

NET WORTH for fee purposes is calculated on:
- IRS Form 990 Part |, line 22

NYS Office of the Attorney General -IRS Form 990 EZ Part |. line 21

Charities Bureau Registration Section - IRS Form 990 PF, calculate the difference between

120 Broadway Total Assets at Fair Market Value (Part II, line 16(c)) and

New York, NY 10271 Total Liabilities (Part II, line 23(b)).

$5%6.46 1019 CHARS500 Annual Filing for Charitable Organizations (Updated December 2016) Page 2
2
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