CPAs & Advisers

200 E. Main Street, Suite 700 =« Fort Wayne, IN 46802-1900 = 260.460.4000

Garden City Hospital
6245 Inkster Road
Garden City, MI 48135

Enclosed are the original and one copy of your income tax refurns for the period ended September
30, 2012 for:

Garden City Hospital as follows...

2011 990 - Return of Organization Exempt from Income Tax

2011 Schedule A - Public Charity Status and Public Support

2011 Schedule B - Schedule of Contributors

2011 Schedule I - Supplemental Financial Statements

2011 Schedule F - Statement of Activities Outside the United States
2011 Schedule H - Hospitals

2011 Schedule J - Compensation Information

2011 Schedule K - Supplemental Information on Tax-Exempt Bonds
2011 Schedule O - Supplemental Information to Form 990 or 990EZ
2011 Schedule R - Related Organizations and Unrelated Partnerships
2011 990-T - Exempt Organization Business Income Tax Return
2011 8879-EO - IRS e-file Signature Authorization

Each driginal should be dated, signed and filed in accordance with the filing instructions. The
copy should be retained for your files.

Form 990 must be made available for public inspection for a period of three years, beginning
with the date the return is filed. The available document must be an exact copy of the return
and schedules (including schedule B), as filed with the IRS, except that the names and the
addresses of the contributors may be excluded. Any organization that fails to comply with this
provision is subject to a penalty of $20 for each day that inspection 1s not permitted, up to a
maximum of $10,000. Any organization that willfully fails to comply shall be subject to an
additional penalty of $5,000. You are also required to provide copies of the return if you
receive such a request. Should you receive a request for inspection or for copies of your return,
you may want to contact us for further details.

Under current IRS regulations, your return is subject to public inspection. Before filing, you
should review all information in this return to determine that the disclosures are appropriate,
accurate and complete. Please contact us if you believe any disclosures should be modified.

Before preparing your tax return, we provided you with access to a summary of fransactions
identified by the U.S. Treasury as reportable transactions. The law provides for a penalty as

high as $200,000 per transaction for failure to adequately disclose any of them on your tax

return if applicable. Unless you notified us otherwise, your tax return was prepared with the
assumption you have not engaged in any reportable transaction. Otherwise, we have prepared your
tax return in accordance with the information you provided to us and bave attached the

appropriate disclosure statement to your tax return. We are not liable for any penalties

resulting from your failure to provide us with accurate and timely information about such

X227 7.000



Garden City Hospital

transactions or to timely file the required disclosure statements. If you have any questions
about reportable transactions, please contact us before filing your return.

We sincerely appreciate this opportunity to serve you. Please contact us if you have questions
concerning the returns or if we may be of further assistance.

Sincerely,

Joyce A. Dulworth

BKD, LLP

Enclosure(s)



PAs & Adwsrs

200 E. Main Street, Suite 700 = Fort Wayne, [N 46802-1900 = 260.460.4000

Instructions for filing
Garden City Hespital
Form 887%-FC - IRS E-file Signature Authorization
for the period ended September 30, 2012

LR R o R R R

Signature.. .
The original IRS e-~file Signature Authorization form should be
signed ({(use full name)} and dated by the taxpaver.

Filing. ..
Return your signed Form 8879-EC to:

BED, LLP
200 E. Main S3t. Suite 700
Fort Wayne IN 46802

Payment of tax...
No payment of tax is required.

Under current IRS regulations, vyour return is subject to public

inspection. Before filing, vou should review all information in this
return to determine that the disclosures are appropriate, accurate and
complete. Please contact us 1if you believe any cf the disclosures

should be modified.

Form 8879-EQ serves as a replacement for your signature that would be
affixed to form 990 if you paper filed your return.

Please DO NOT separately file form 290 with the Internal Revenue
Service. Doing so will delay the processing of your retuzrn.

We must receive your signed form before we can electronically
transmit your return which is due on August 15, 2013. We

would appreciate your returning this form as soon as possible

as this will expedite the processing of your return. The Internal
Revenude Service will notify us when your return is accepted.

Your return is not considered filed until the Internal Revenue
Service confirms their acceptance, which may occur after the due
date of your return.

hhkrwhhkrkAdrhhkdrhhbdrrhbhdrrhhdti
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CPAs & Advisors

200 E. Main Street, Suite 700 = Fort Wayne, IN 46802-1900 « 260.460.4000

Instructions for filing.
Garden City Hospital
Form 9907 ~ Exempt Organization Business Return
for the period ended September 30, 2012

Ahkkhkhrnkhdhkhkhkhohbrhkhkhrbhkhhhhxk

Signature..
The criginal return should be signed {using full name and title)
and dated on page 2 by an authorized officer of the organization.

Filing..
The 51gned return should be filed on or before August 15, 2013
with.

Department of the Treasury
Internal Revenue Service Center
Ogden, UT 84201-0027

Payment of tax...
No payment of tax is reqguired.

Tc document the timely filing of your tax return(s), we suggest that
you obtain and retain proof of mailing. Proof of mailing can be
accomplished by sending the tax return(s) by registered or certified
mail {metered by the U.S. Postal Service) or through the use of an IRS.
approved dellvery method provided. by an IRS designated prlvate
delivery service. .

kA khkhk bk r kA hA kA A A A F Kk kkhhd
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n 990

benefit trust or private foundation)

Department of the Treasury

Intemal Revenue Senvice

Return of Organization Exempt From Income Tax
Under section 501(c}), 527, or 4947(a)(1} of the Internzal Revenue Code {except black lung

B~ The organization may have to use a copy of this return to satisfy state reporting requirements.

OMB No. 1545-0047

A For the 2011 calendar year, or tax year beginning 10/01 , 2011, and ending 09/30, 20 12
C Name of organization D Employer identification number
B Chack if eppiicable:
GARDEN CITY HCSPITAL 38-1358390
?::;:ZS Doing Business As
Neme ahange Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
iniial retum 6245 INKSTER ROAD (734) 421-3300
Terminated City ar iown, state or country, and ZIP + 4
Amendad GARDEN CITY, MI 48135 G Grossrecelpts 5 148, 258,374,
:‘:ﬁgiﬂ:gﬁ"" F Name and address of principal officer: MR. GARY LEY H{a) [asff‘ﬂ!:allsag group retum for E Yes % No
6245 TNKSTER ROAD GARDEN CITY, MI 48135 H{b) Are all afffiates inciuded? Yes No
| Tacexemptstatus: | X [501ei3) | |501) () € Grsetno) | | 4947t or | | 537 If "Ho.” atfach rfst. (see instructions)
J  Website: B WWW ., GCHOSP.ORG Hic} Group exemption number -
K Form of organization: [ x 1Corporat:on ] ] Trust, | Association I l Other B~ l L Year of formation: 1947| M State of legal domicile:  MT
%81 Summary
1 Briefly describe the organization's mission or most significant activites: .
o GARDEN_CITY HOSPTTAL TS COMMITTED TO PROVIDING HEALTH CARR THAY
g AMPROVES THE WELL BRING OF THE WHOLE PERSON AND THE BEALTH STATOS
5 OF THE COMMUNITY. - e
g 2 Check this box B D if the organization disconfinued its operations or disposed of more than 25% of its net assets.
& 3 Number of voting members of the governing body (Part VI, line 1a) |, _ . . . . . . . o v o o e e, 3 13.
8| 4 Number of independent voting members of the governing body (Part Vi, line 1b)_ _ . . . . . _ 4 13.
E § Total number of individuals employed in calendar year 2011 (PartV, line2a), ., . _ . . . . . . . . .. ... ... 5 1,581,
&| B Total number of volunteers (estimale ifNECESSAIY) | . . . . o v v v v v e e e e e 8 168,
7a Total unrelated business revenue from Part VI, cofumn (CY, line 12 _ | _ . . . . ... .. . 7a 1,804,587,
b Net unrefaied business taxable income from Form 990-T, TNE 34 . . o 4 v o o v e v e o o a v o o o v o w oo o 7b —182,779.
. Prior Year Current Year
o| 8 Contributions and grants (Part VIIL fine Th) | . . L . L . . o o e e e e e e e e 160,395, 54,844,
2| 9 Program servicerevenue (Part VIl ne 2a) . . . . . . .o 144,037,141, 144,517,459,
n% 10 Investment income (Part VI, column (A), lines 3,4, and 7d}. _ . _ . _ . . ... ... .. 855,495, 1,608,751,
11  Other revenue (Part VIIl, column (A), lines 5, 8d, 8¢, 8¢, 10c, and 118}, . _ . _ . _ _ . . . . 1,028,167, 1,571,892,
12 Total revenue - add lines 8 through 11 {must equal Part VIIl, column (A), line 12). . . . . . . 146,021,198, 147,752,546,
13  Grants and similar amounis paid (Part X, column (A), lines 1-3) | , . . . . . .. . . . ... 0 0
14  Benefits paid to or for members (Part IX, column (A, linedy . _ . . . _ . _ ... _ ... 0 0
2|15  Salaries, other compensation, employes benefits (Part X, column (A}, lines 5-10), _ . _ . . . 71,171,617, 71,991,B10.
% 18a Professional fundraising fees (Part IX, column (A), line 11e)
3 b Total fundraising expenses {(Part IX, column (D), line 25) p R 3 . s
17 Other expenses (Part IX, column (A), lines 11a-11d,116:248) _ _ . _ . .. ... .. .. .. 75,862,879, 73,758,150,
18 Total expenses. Add lines 13-17 {must equal Part IX, column (&), fine25) _ _ _ . . . .. .. 147,034, 496. 145,749, 960.
15 Revenue less expenses. Sublract ing 18fromlin@ 12, 4 4 4 4 v v v e v w v o m v o n v o -1,013,298. 2,002,986,
5 § Beginning of Current Year End of Year
§§ 20 Totalassets (PariX, ine 18) | | . . . . o . e 101,688,507, 100, 627,551.
28129 Total tiabilities (Part X, M€ 28), . . . . . . e 94,375,188.] 100,806,357,
ug_ 22 Net assets or fund balances. Subtractline 21 fromfine20. . . . . . 0 4 4 u s 4. . 7,313,318. -178,806.

Signature Block

Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statemenis, 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 knowiedge.

> Signature of officer

Sign Date
Here
> Type or print name and titie
Prini/Type preparers name Breparer's signaguwre Date « | PTIN
AT Nl Bl13)15 |20
preparer |- orce i DULWORTH 1 Ofi seft-empioy P00151125
Use Only Fiem'sname B BKD, LLP (\ Firm's EIN_ B~

Firm's address B~ 200 &, MAIN ST, SUITE 700 FOR¥ WAYNE, IN 46802

Phornie no.

260-460-4000

May the IRS discuss this return with the preparer shown above? (see instrucfions)

'XlYes E_lNo

For Paperwork Reduction Act Notice, see the separate instructions.

JSA
1E1016 1.000

3018BF D320 B8/12/2013

4:27:55 PM ¥V 11-6.5

Form 990 {2011}
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Form 8868 (Rev. 1-2012) Page 2
* |f you are filing for an Additional {Not Automatic) 3-Month Extension, complete only Part Il and check thisbox_ . . . . . . . »ix
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868.
e [f you are filing for an Automatic 3-Month Extension, complete only Part [ {on page 1).
Additional (Nof Automatic) 3-Month Extension of Time. Only file the original (ne copies needed).
Enter filer's identifying number, see instructions

Name of exempt organization or other filer, see instructions. Employer ideniification number (EIN) or
Type or
print GARDEN CITY HOSPITAL 38-1358390

: Number, street, and room or suite no. If a P.C. box, see instrizctions. Social security number {SSN)

File by the
dure date for 6245 INKSTER ROARD [:’
212%1 Yfél; City, town or post office, state, and ZIP code. For a foreign address, see instructions.
instructions. GARDEN CITY, MI 48135
Enter the Return code for the retum that this application is for (file a separate application foreachrefumn) . . « « « .. . . - . . [ o 1]
Application Return | Application Return
Is For Code {!sFor Code
Form 990 01 |B T !
Form $80-BL . 02 Form 1041-A 08
Form 990-EZ ‘ 01 |Form 4720 09
Form 980-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408{a) trust) 05 Form 6068 11
Form 980-T (trust other than abpve) 06 Form 8870 ) 12

STOP! Do not compiete Part Il if you were rot already granted an automatic 3-month extension on a previously filed Form 8868.
® The books are in the care of » JANE HARDY

Telephone No. » 734, 458-4733 ) FAX Mo. » )
= If the organization does not have an office or place of business in the United States, check thisbox _ . . _ . . _ . . . . . .. » l:i
« If this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) .Ifthisis
“for the whole group, check thisbox | | | . . » D . If it is for part of the group, check thisbox, _ , . . . | 3 l___l and attach a
list with the names and EINs of all members the extension is for.
4 |request an additional 3-month extension of time until 08/15 ,2013
5 For calendar year . of ather tax year beginning 10/01 20 11 | andending 08/30 , 2012

6 I the tax year entered in line 5 Is for less than 12 months, check reasan: L_| initial return U Final return

Change in accounting period
7  State in detail why you need the extension ADDITIONAIL TIME I3 REQUIRED TO ACCUMULATE THE

INFORMATION NECESSARY TO FILE A CCMPLETE AND ACCURATE RETURN.

8a If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6089, enter the tentative tax, less any
nonrefundable credits. See instructions. .

b If this application is for Form 990-PF, 990-T, 4720, or 8068, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit and any

amount paid previously with Form 8868. 8b|$
¢ Balance Due. Subtract line 8b from line 8a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. 8c|$

Signature and Verification must be completed for Part ll only.

Under penalties of perjury, | declare that | have examined this form, including accompanying schedules and slatements, and 1o the best of my knowiedge and belief,
it is true, correck, and complete, and thai | am authorized to prepare this form.

Signature P Jite Date
Form 8868 (Rev. 1-2012)

I35

1F8055 4.000
3018BF D320 1/18/2013 6:20:43 AM  V 11-6.4 PAGE 1



Fom 086 8 Application for Extension of Time To File an

(Rev. January 2012) Exempt Organization Return OME No. 1545-1708
Department of the Treasury

Intemal Revenue Service > File a separate application for each return.

e If you are filing for an Automatic 3-fionth Extension, complete only Partland check thisbox |, , , . . . _ .. .. ... ... B X

e [f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part I} {on page 2 of this form).
Do not complefe Part If unless you have already been granted an automatic 3-month extension on a previousiy filed Fosrn 8868,

Electronic filing (efile). You can electronically file Form 8868 if you need a 3-month automatic extension of time to file (6 months for
a corporafion required to file Form 890-T), or an additional {not automatic) 3-month extension of time. You can electronically file Form
8868 to request an extension of time to file any of the forms listed in Part | or Part ii with the exception of Form 8870, Information
Retumn for Transfers Associated With Certain Personal Benefit Contracts, which 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 and click on e-file for Charilies & Nonprofits.

| Automatic 3-Month Extension of Time. Only submit originai (no copies needed).
A corporatlon reguired to file Form 890-T and requesting an automatic 6-month extension - check this box and complete

Part Lonly . . . e e e e ]
All otfrer corporations (including 1120-C filers), partnerships, REMICs, and frusts must use Form 7004 to request an extension of time
fo file income tax returns. Enter filer's identifying number, see instructions
Name of exempt crganization or other filer, see insfructions. Employer identification number {EIN} or
Type or
print GARDEN CITY HOSPITAL 38-1358390
52‘;?‘6:2‘% Number, street, and room or suite ne. If a P.O. box, see instructions. Social security number (SSN)
filing your 6245 INKSTER ROAD :
l’ﬁtslt'mdls;i . City, town or post office, state, and ZIP code. For a foreign address, see instructions.
GARDEN CITY, MI 48135
Enter the Return code for the refurn that this application is for (file a separate application foreachretum) . . . . . .. ... .. Ul 1
Application Return | Application Return
Is For Code |Is For Code
Form 980 01 Form 990-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 990-EZ 01 Form 4720 0o
Form 980-PF 04 Form 5227 10
Form 890-T {sec. 401(a} or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

e The books are inthe care of ¥ JANE HARDY

Telephone No. B 734 458-4733 FAX No. b
e |f the organizabion does not have an office or place of business in the United States, checkthisbox , . _ . ... ... ... B I:l
@ If this is for a Group Return, enter the organization’s four digit Group Exemption Number (GEN) . If this is
for the whole group, check thisbox ., | B l:] If it is for part of the group checkthisbox . . ... [ I___l and attach

a list with the names and EINs of all members the extension is for.
1 I request an autornatic 3-month (6 months for a corporation required to file Form 990-T) extension of time

until 05/15 2013 | o fike the exempt organization return for the organization named above. The extension is
for the organization's retum for:

b . calendar year20___ or

B [X | tax year beginning 10/01 201l and ending 08/30 2012

2 If the tax year entered in line 1 is for less than 12 months, check reason: |:] Initial return D Final refurn
Change in accounting period

3a If this application is for Form 890-BL, 990-PF, 990-T, 4720, or 6069, enter the tenfative tax, less any

nonrefundable credits. See instructions. 3al$

b If this application is for Form 980-PF, 990-T, 4720, or 6069, enter any refundable credits and

estimated tax payments made. Include any prior year overpayment aliowed as a credit. 3b|$

¢ Balance due. Subfract fine 3b from line 3a. Include your payment with this form, if required, by using EFTPS

(Electronic Federal Tax Payment System). See instructions. 3c|$

Caution. If you are going to make an electronic fund withdrawal with this Form 8868, see Form 8453-EO and Form 8879-EO for
payment instructions.

For Privacy Act and Paperwork Reduction Act Notice, see Instructions. Form B868 (Rev. 1-2012)
J

SR
1FBD54 4.0C0

3018BF D320 1/18/2013 6:09:37 BM V 11-6.4 PAGE 1



GARDEN CITY HOSPITAL 38-1358390

Form 990 (2011} ' Page 2
=13 RIl  Statement of Program Service Accomplishments
Check if Schedule O contains a response to any guestioninthisPart 18l . . . . .. . o oo oo o oo L.

1 Briefly describe the organization’s mission:
ATTACHMENT 1

2 Did the organization undettake any significant program services during the year which were not listed on the
prior Form 990 or 990-E27 L [Tves [%]no
If "Yes," describe these new services on Schedule O ‘

3 Did the organization cease conduciing, or make significant changes in how it conducts, any program

services? [ Ives No

........................................................

If "Yes," describe these changes ¢n 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 and section 4947(a)(1) trusis 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 $ 13g, 738,130, INcluding grants of & } {Revenue § 144,284,764, )
GRARDEN CITY HOSPITAL (GCH) PROVIDED HEALTH CARE SERVICES TO i
APPROXIMATELY 10,200 INBATIENTS, 49,000 EMERGENCY VISITS, AND
80,000 OUTPATIENT VISITS.GCH'S RETAIL PHARMACY SERVICES PROVIDED
32,000 SCRIPTS FOR THE COMMUNITY.GCH ALSO PROVIDED FREE OR LOW
COST SERVICES TO THE COMMUNITY SUCH AS HEALTH FAIRS, VARIQUS
MEDICAL SCREENINGS, DIABETIC EDUCATION, CPR CLASSES, AND PRENATAL

COUNSELING.
4b (Code: ) (Expenses $ including grants of $ } (Revenue $ )
4¢ (Code: ) (E>penses § including grants of $ }{Revenue $ 3

4d Other program services (Describe in Schedule 0.)
{Expenses $ including arants of $ ) (Revenue $ }
4e Total program service expenses »- 138,738,130,

Form 990 (2011)

1E1U-é%A1.ODO :
3018BF D320 8/12/2013 4:27:55 PM V 11-6.5 PAGE 3



10

11

GARDEN CITY HOSPITAL 38-1358390

Form 890 (2011)

Page 3
Checklist of Required Schedules
Yes | Mo

Is the organization described in section 501(cH3) or 4947(a){1) (other than a private foundation)? If "Yes"”
complete Schedile A« o v o o o e e e e e e e e e e e e e e e e e e e e 1 X
Is the organization required to complete Schedule B, Scheduie of Contribufors (see instructions)? . . . . . . . .. 2 X
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes,"complefe Schedule C, Parf ] . . « . . o o 0 0 0 o it ot e e 3 X
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,"complefe Schedwle G, Parflf. . . . . . o o o . .. ..., 4 X
Is the organization a section 501(c){4), B01{c}5), or 501(c)6) crganization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? If "Yes,” complefe Schedule C
T 1 5
Did the organization maintain any donor advised funds or any simitar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? ff
"Yes,"complete Scheduie D, Part! . . . .. .. e e e e e, 6 X
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic struciures? If "Yes, " compleie Schedule D, Parffl . . . . . . . . .. 7 X
Did the organization maintain ceollections of works of art,. historical treasures, or other similar assets? ff “Yes,”
complete Schedule D, Part lll -« o ¢ v o e e e e e e e e e e e e e e e e e e e 8 X
Did the crganization report an amount in Part X, line 21; serve as a cuslodian for ameounts not listed in Pari
X; or provide credit counseling, debt management, credit repair, or debt negotiation services? /f "Yes,"

9 X

complete Schedwle D, PartlV . < « o« o i v e e e e e e e e a i e e e e s
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' , . . .. ..
if the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts W,
VIiL Vil IX, or X as aprplicable.

a Did the organization report an amount for land, buildings, and equipment in Part X, iine 107 If "Yes," complete

Schedile D, Part VI L L L . L e e e e e e e e e
b Did the organization report an amount for investments—other securities in Part X, ling 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,"complete Schedule D, Part ViIf

¢ 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 167 If "Yes "complete Schedule D, Part VI, . . . . . .. . ... .. ...

d Did the organization report an amount for other assets in Part X, ine 15 that is 5% or more of its fotal asseis

reported in Part X, line 167 If "Yes,” complete Schedufe D, Part IX

e Did the erganization report an amount for other liabilities in Part X, line 257 If "Yes," complete Schedule D, Parf X
f Did the organization’s separate or consolidated financial statements for the {ax year include a footnote that addresses

the organization's Hability for uncertain tax positions under FIN 48 (ASC 74017 If "Yes,"complete Schedule D, Part X | | , . . .

12a Did the organization obtain separate, independent audited financial statemenis for the tax year? if "Yeg"

i3

complefe Schedule D, Parts X0 X and XTI « « v 0 o v i o e e e e e e e e e e e e e s e
b Was the organization included in consolidated, independent audited financial staiements for the tax year? If "Yes, " and if

the organization answered "No" to line 12a, then completing Schedule D, Parts XI XIl, and Xl fsoptional . - - . . . . . . . .

Is the organization a school described in section 170(b)(1)(A)E)? if "Yes,"complete Schedule E . . . . . . . . ..

14a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . .. .. ...

15

16

17

18

18

20

b Did the organizafion have aggregate revenuss or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregaie
foreign investments valued at $100,000 or more? If "Yes," compfefe Schedule F, Parfs fand V. . . . . . . .. ..
Did the organization report on Part IX, column {A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes," complefe Schedule F, Parfs fand IV . . . . . ..
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? if "Yes,” complefe Schedule F, Partsfifand vV . . . . . . . ... .
Did the organization report a total of more than $15,000 of expenses for professional fundraising services
on Part IX, column (A), fines 6 and 11e? If "Yes," complete Schedule G, Part [ (see instructions) . . . . ... . ...
Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VI, lines 1c and 8a? If "Yes"complete Schedule G, Partlf . . . . . v v o 0 i i i e i e e e
Did the organization report mare than $15,000 of gross income from gaming activities on Part VI, line 5a?
If "Yes,"complete Schedule G, Partllf . . .« .« . . . L L e e e e e e e e e

a Did the organization operate one or more hospital facilties? If "Yes,”" complete Schedufe H . . . . . .. . .. ...

11a| X
11b X
1ic X
i1d X
11e| X
i1f X
i2a X
12b X
i3 X
14a X
14h X
15 X
16 X
17 X
18 X
19 X
20al X
20b X

J8A

1E1021 1.060
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Form 990 (201%)
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GARDEN CITY HOSPITAL 38-1358390

Farm 990 (2011) Page 4
Checklist of Required Schedules (continued)
Yes | No
21 Dkl the organization report more than $5,000 of grants and aiher assistance fo any government or organization
in the United States on Part iX, column (&), line 1? If "Yes,” complete Schedule | Partstandil. . . . . . ... ... 21 X
22 Did the organization report more than $5,000 of grants and other assistance to individuals in the United States
on Part IX, column (A), line 27 If "Yes, " complete Schedule |, Parts fandIlf . . . . . . @ @ @ i v i i i e e e e e 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, irustees, key employees, and hlghest compensated
employees? If "Yes,"complefe Schedule J . . . . L . . L. L e e e e 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 complefe Scheduie K IT*No,"gofo line 25. . . . . . o v i oo i i e e e e e e e e i 24a;] X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . . . . . . 24b X
c Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . . L L L L L. L L o e e e e e e e e, 24¢ X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any ime during the year?. . . . . . . 24d X
25a Section 501(c)(3) and 501(c}{4) organizations. Did the organization engage in an excess benefit transaction |
with a disqualified person during the year? If *Yes," complefe Schedule L, Parfi . . . . . .. ... .. ceae .. |252 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 $90 or 990-EZ7? .
~ if™es"complete Schedule L, Part | . . L . e e e e e e e e e e e e 25b X
26  Was a loan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization's tax year? If "Yes,” complete Schedule L, PartIf . | 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustes, 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 Partfil . . . . . . e e
28 Was the organization a parly to a business fransaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L, ParfIV. . . . . . ..
b A family member of a current or former officer, director, trustee, or key employee? If "Yes" complete
Schedule L Part IV . . . . o L e e e e e e e e e e e e e 28hb X
¢ An entity of which a current or former officer, director, trustee, or key employee (ar a family member thereof} .
was an officer, director, trustee, or direct or indirect owner? If "Yes,” complete Schedule L Part iV . . . . . . .. . 28¢c 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 gualified
conservation contributions? If "Yes,"complefe Schedule M . . . . @ . L i e e e e e e e e e 30 £
31 Did the organization liquidate, terminate, or dissclve and cease operations? If “Yes," complete Schedule N,
Partl e e e e e e e s h e ke e e e e e 31 X
32 Did the organization sell, exchange, dispcse of, or transfer more than 25% of its net assets? if "Yes"
complefe Schedule N, Part I, . . . . L L e e e e e e e e e e e .| 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations |
sections 301.7701-2 and 301.7701-37 If "Yes,"complele Schedule R Partl. . . . . . @ @ @ @ i e n et e nn 33 X
34 Was the organizafion related to any tax-exempt or taxable entity? /f "Yes," complete Schedule R Parts Il W,
NMandV line T . . e e e e e e e e e e e e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b}(13)? . _, . . L 35a] X
b Did the organization receive any payment from or engage in any transaction with a controlled enfity within the
meaning of section 512(b}(13)? /f "Yes,” complete Schedule R Part V, line 2 _ . . _ . . . . . .. . . . .. 35b; X
36 Section 501(c}{3) organizations. Did the organization make any fransfers to an exempt non-charitable
related organization? /f "Yes,"complefe Schedile R Part V. line 2 . _ . . . . . . . . . o e 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 @ partnership for federal income tax purposes? If "Yes,” complete Schedule R
= T F e e e et e e - Y X
38  Did the organization complete Schedule O and provide explanations in Schedule O for Part V1, iines 11 and
197 Note. All Form 990 filers are reguired to complete Schedule O v 4 v v v v o o v v v v i v e o v au e o 4, 38 X
’ Form 990 (2011)
JSA \
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Form 990 (2011}

GARDEN CITY HOSPITAL 38-1358380

Statements Regarding Other IRS Filings and Tax Compliance

2a

3a

4a

5a

6a

Check if Schedule O contains a response toany questioninthisPartV. . . . . ... ... . .o oo

Enter the number reported in Box 3 of Form 10986. Enter -0-if not applicable, | . . . .. ... ia 188

Enter the number of Forms W-2G included in fine 1a. Enter -0~ if not applicable, . . . .. .. . ib 0

Did the organization comply with backup withholding rules for reportable payments to vendors and

reportable gaming {gambhng) winnings (0 prize WINNEIST. . . . . . . . . i v e e e e e e e e

Enter the number of employses reported on Forrn W-3, Transmittal of Wage and Tax

Statements, filed for the calendar year ending with or within the year covered by this return | | 2a | 1,581

i at least one is reported on line 2a, did the organization file ali required federal empioyment tax returns?

Mote. I the sum of lines 1a and 2a is greater than 256, you may be required to e-file (see instructions), . . . _ . .
Did the organization have unrelated business gross income of $1,000 or more during the year?
If "Yes," has it filed a Form 280-T for this year? If "No, " provide an explanation in Schedule O, . ., .. .. .. ...
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 couniry {such as & bank account, securities account, or cther financial

See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.

Was the organization a party fo a prohibited tax shelter transaction at any time during the taxyear? , . . . . .. .

bid any taxable party notify the organization that it was or is a pary fo a prohibited tax shelter fransaction? | 5b X
If "Yes" to line 5a or 5b, did the organization file Form 8886-T7 | . . . . . . . . o i i i i e e e e 5¢

Does the organization have annual gross receipts that are normally greater than $100,000, and did the

organization sciicit any contributions that were nottaxdeductible? . , . . . . . .. . ... . ... .... . ..., Ga X

If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible?

7 Crganizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided (0 the Payor? © . . . L . . L L . e e e e e e e e e e e e e
b If "Yes," did the organization notify the denor of the value of the goods or services provided? _ . . . ., ... ...
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file Form 82827 . . ... ... ... e e e e e e e e e e e e e e ey
d lf "Yes," indicate the number of Forms 8282 filed duringthe year , . . . . . .. ... ..... ! 7d |
e Did the organization receive any funds, directly or indirectly, fo pay premiums on a personal benefit contract? | | |
f Did the crganization, during the year, pay premiums, directly or indirectly, on a personal benefif contract?
g M the arganization received a contribution of gualified inteliectual property, did the organization file Form 8899 as required? | | |
h If the organization received a contribution of cars, boats, airplanes, ar ather vehicles, did the prganization file a Form 1098-C7
8 Sponsoring organizations wmaintaining donor advised funds and section 50%(a){3} supporting
organizations. Did the supporting organization, or a doner advised fund maintained by a sponsoring
organization, have excess business hoidings at any time during the year? _ . . . . . . .. . . i i i v o
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section49687 ., _ . . .. ... .. .. .. .. .....
b Did the organization make a distribution to a donor, donor advisor, or related person? _ ., ., ... ... .. ...
10 Section 501(c){(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VI, line 12 _ . . . . . . . ... .. 10a
b Gross receipis, included on Form 990, Part VI, line 12, for public use of chub faciities . . . . [10b
1t Section 501{c){12} organizations. Enter: '
a Gross income from membersorshareholders . . . . .. .. .. ... ... ..., i1a
b Gross income from other sources {Do not net amounts due or paid fo other sources
against amounts due or received fromthem.) . . . . . . . . ... ... ... ... ... .. 1ib
12a Section 4947{a}(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year | | | | . 11 2b|
13 Section 501(c)(29) qualified nonprofit heaith insurance issuers.
a [s the organization licensed fo issue qualified health plans in more thanone state? . . . . . . . ... .. .. ....
Note. See the instructions for additional information the crganization 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 healthplans _ _ . _ .. . . ... .. . .... 13b
¢ Enterthe amount of reserves onhand . . . . . . . h i i h e s s e e e e e e e e e 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? , ., . ... .. ... 14a X
b If "Yes," has it filed a Form 720 to report these payments? If "No, " provide an explanation in Schedule O . . .. .. 14b

JSA
1E1040 1.000
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Form 990 (2011} GARDEN CITY HOSPITAL 38-1358390 Page &
£1i49l Governance, Management, and Disclosure For each "Yes” response to fines 2 through 7b below, and for a

"No* response fo line 8a, 8, or 10b below, describe the circumstances, processes, or changes in Schedule
0. See instructions.

Check if Schedule O contains a response fo any question inthis Part V. - . . o o v v o o i i e i i e e e e e e

Section A. Governing Body and Management .

1a

Enter the number of voting members of the governing body at the end of the tax year. If thereare - - - « - «
material differences in voting rights among members of the governing body, or if the governing body
delegated broad authority to an executive committee or simitar commitiee, explain in Schedule O,

b Enter the number of voting members included in line 1a, above, who are independent . . . . . . 1b 13e8s
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, orkey employee? .+ v v v v v i i i i i it e e e e e e e e e e e 2 biS
3 Did the organization delegate control over management duties customarily performed by or under the dlrect
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . . [_2 X
4 Did the organization make any significant changes to its governing documents since the prior Forrm 990 was filed?. + = = + .+ = 4 X
5 Did the organization become aware during the year of a significant diversion of the organization’s assets?. - . . - ] X
6 Did the organization have members or StocKholIErS? &« .« . . o . v i ot s e e e e e ek 6 X
Ta Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or mora members of the governingbody? . . . . . . . . oo oo e e e e e e 7a X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governingbody? . . . . . . . . L .. . .. . i e e
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The goverming body?, o v o i it it i e i e e e e e e e e e et e 8a | X
b Each committee with authority to act on behalf of the governing body? . . - . . - . . . . . . . o o it i 8b | ¥
9 s there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization's mailing address? If *Yes," provide the names and addresses inSchedule O , , . ........ 9 X
Section B, Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
i0a Did the organization have local chapters, branches, oraffiiates? . . . - . . . . . o i it i it it i en 10a bis
b If "Yes did the organization have written policies and procedures gaverning the activities of such chapters,
affiliztes, and branches to ensure their operations are consistent with the organization’s exempt purposes? . . . . |10k
11a Has the organization provided a complete copy of this Form 980 1o all members of it governing body before filing the form? . . |
b Describe in Schedule O the process, if any, used by the organization fo review this Form 980. B
12a Did the organization have a written conflict of interest policy? If “No," gofoline 13 « -+ v v v v o i v v v e e e
b Wers officers, directors, or trustees, and key employees required to disclose annually interests that could give
L Co o o 12b| X
¢ Did the organization reguiarly and consistently monitor and enforce compliance with the policy? # "Yes"
describe in Schedule ORow thiswas done . . . . . . . o i it i i i e e e et e e e e e e
13 Did the organization have a written whistleblower policy?. . . . . . . o . .. . . i i i e e e e
14 Did the organization have a written document retention and destruction policy?. . . . . -+ v e o v v v v o v s .
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 CEQ, Executive Director, ortop managementofficial . . . . .. ... .. . .. oo v ..,
b Other officers or key employees of the organization . . , . . . . . .. v it v i i i e e e e e e e e e . |18b|
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions. ) Hk
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement 253
with a taxable entity during the year? . . . . . . b e e e e e h e e e e e e e e )
b i "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate Jts

parttmpation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such amangements? |, . . . . . v v v o ot e o

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed »_M¥ICHIGAN
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 availabke, Check all that apply.
Own website Ancther's website Upon request
19 Describe in Schedule O whether (and if so, how), the organization made its governing documents, conflict of interest policy,
and financial statements avaflable to the public during the tax vear.
20 State the name, physical address, and telephone number of the person who poessesses the books and records of the
organization: W sans HARDY 6245 INKSTER ROAD_GARDEN CLITY, MI 48135 734-458-4733
J8A Form 990 (2011}
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GARDEN CITY HOSPITAL 38-1358350 Page T

Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
independent Contractors
Check if Schedule O contains a response to any question inthisPart VIl . ... ... ... oo 0oL (7]

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 {ax 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.

& [jst all of the organization's current key employees, if any. Ses instructions for definition of "key employee.”

¢ List the organization's five current highest compensated employees (other than an officer, direcior, trustee, or key employee)
who received reportable 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 refated organizations.

e 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.

& |ist all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the
arganization, more than $10,000 of reportable compensation from the organization and any related organizations.

List persons in the following order individual trustees or directors; institulional trustees; officers; key empioyees: highest
compensated employees; and former such persons.

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

(A) {(B) < (L)} & (F)
Name and Title Average Position Reportabie Repaortable Estimated
hours per | (do not check more than one compensation compensation from amouni of
‘::s‘zli(be box, unless parson is bofh an f[r?: or ;?:iaziaegons com Dter;xiration
ﬁ::;:;,r offfer zlnd a director/inrstee) organization (W-?E;H 099-MISC) ﬂ;;n? th_e
organizalions i fn ; g 57:; é g 51 (W-2/1089-MISC) organization
in Schedule = E Fl&8|=al|lgm ‘ED and relaFBd
0 - I - organizations
s>z gl®g
m m =
wm g %
__(1)_FOUAD, ASHKAR |
TRUSTEE 1.00] X 0O 0 0
__{2) BREAKIE, LINDA |
TRUSTEE 1.00] X 0 0 0
__{sy BRINCAT, RITA |
TRUSTEE . 1.00) X 0 0 0
__{#) DOIG, CHRISTOPHER DO |
TRUSTEE 1.00] X 0 0 0
__(5) JEFFRESS, CONWAY |
TRUSTEE 1.00] X 0 0 0
__{6) MARINO, VINCENT ________ |
TRUSTEE 1.006| X 0 0 ¥
__{7) ORCHER, DENIS ____________ |
TRUSTEE 1.00| X G ¢ 0
__{8) O'SHEA, JOHN |
TRUSTEE 1.001 X [ & 0
__{8) PAFEAS, JOYCE
TRUSTEE 1.00) X 0 0 0
_{10) PAWLAK, ANNE DO |
TRUSTEE 1.00) X G 0 0
_{11) SMITH, TROY DO
TRUSTEE 1.00| X d 0 0
_{12) SUSKO, BRIAN ___ ____________|
TRUSTEE 1.00) X 0 0 0
_{13) SWAD, EDWARD JR. |
TRUSTEE 1.00] X 0 0 0
_ (14 LEY, GARY ]
PRESIDENT 40.00 X 362,326. 0 27,892,
JSA, Form 990 2011y
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GARDEN CITY HOSPITAL 38-1358390

Form 990 (2011) Page 8
(RN Section A Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (confinued)
(A} B (€) ) (E} 3]
Name and fitle Average Position Reportable Repartable Estimated
hours per {do not check more than one compensation compensation from amound of
week box, untess person is both an from related other
{describe officer and a directoi/trusies) the organizations compensation
hoursior |52 | Z|1S|Z8 |58 |2 | organization | (W-2/1099-MISC) fram the
related FE £ 84 g5 E 3 (W-2/1099-MISC) organization
organizaions | & £ | F - e and related
iSchedule |25 | B 2("s organizations
2 | = © 3
=] B {3 @ &
m @ =
"la &
3
15) MOORMAN, GARY |
CHIEF MEDICAL COFFICER 40.00 X 150, 665. 0 11,164.
16) WILLIAMS, DEBBIE ____ |
CHIEF NURSING OFFICER 40.00 X 132,180. 0 24,004.
i7) JoDway, TiM _________  _______| '
CHIEF FINANCIAL COFFICER 40.00 X 223,274, 0 21,826,
L8) WAARALA, XRISTEN -
VP, MEDICAL EDUCATION 40.00 X 182,250, 0 25,386,
19) PARKS, SHERYL |
PHYSICIAN 40.00 X 334,963, 0 27,831,
20) WILSON—JOHNSON, INGRID
PHYSTICTAN 40.00 X 252,392, 0 26,088.
21) HADDAD, CHADT ]
PHYSICIAN 40.00 pd 280,337. 0 13,304,
22) ELIAS, GEORGE '
PHYSICIAN 40.00 X 273,708, G 27,486,
23) FARHAT, IBRAHIM |
PHYSICIAN 40.00 X 270,009, 0 22,003.
Subtotal, L. > 362,326 0 ___77.882
¢ Total from continuation sheets to Part VII, SectionA , . .. ... ...... | 2,088,778, 0 195,082,
dTotal{add lines 1lband1c) . . . . . . . . . . .. ... 0. i ii e, p1 2,4052,104. 0 226,984
2 Total number of individuals (including but not limited to those listed above) wha received more than $100,000 of
reportable compensation from the organization B 44

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 . . . . . . . . . . .\ e

4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007 I *Yes” complete Schedwle J for such
INAIVIdUAL « . L L e e e e e e e e e

5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individua!
for services rendered to the organization? If "Yes,” complete Schedule J for suchperson . . . . .. .. . ... .. .

Section B, Independent Contractors

1 Complete this table for your five highest compensated independent contractors that received mare than $1 00,000 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

ATTACHMENT 2

2 Total number of independent contractors (including but not limited to those fisted above) who received

more than $100,000 in compensation from the organization 110 :
T8 ) Form 890 (2011)

1E1065 2.000
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Form 990 {2011} GARDEN CITY HOSPITAL 38-1358390 Page 9
Pa Statement of Revenue
{A) . {B) ) ()
Total revenue Related or Unrefated Revenue
exempt business excluded from tax
; function revenue under sections
revenue 512, 513, or 514
22 i ia | i
T ia Federaied campaigns - - « <+ . v .
= S
5% b Membershipdues . ... ... .. [ 1b ‘
gﬁ c Fundraisingevents . . . . -« .. . 1€
G—‘_—E" d Related organizations . .« . - . . . . 0 1d 40,000,
ga—, e Government grants (contributions) . . 1€
2 E § Al other contributions, gifts, grants,
£
3‘2._:8 and simflar amounts not included above . 111 14,8449,
EE g Moncash confributions included in lines 1a-1% §
| h_ Total AGAHNes 18-1f « = « o e s o o i v B 54,844, T :
§ Business Code 5
g Za PATIENT SERVICE £21400 140, 663,157 139,426,604, 1,236,353,
‘j: b RETATL PHARMACY 446110 2,755,461, 2,187,227.1 . SEH, 234
% ¢ HOME MEDICAL EQUIPMENT 621610 191,857. 181,857, ) )
@ d COMMUNITY SERVICE PROGRAMS 621400 906, 984 906,984,
2 f Al other program service revenue . . - . -
S .
o O Total AddNes 28-2f . o « v v v o v o s v v oo oo o B 144,517,458,
3 Investment income (including dividends, interest, and
other Similar aOUNSle « « = = 0 o 0 v e w e B 1, 606,600, 1,606,600,
incame from investment of tax-exempt bond proceeds . - - g 0
5 RDyaIties-------'-------‘-----~---> 0
(i) Real {if) Personat
6a Grossrents + « v - - 0 0 588,225,
b Less; rental expenses . . . 505,428.
¢ Rental income or (loss) . - 83,787,
d Neirentaiincorneor{lcss).................>|7
_ {i) Securities (iiy Other [z
7a Gross amount from sales of ;
assets other than inventory
b Eess: costor cther basis
and sales expenses . . . .
c Ganor(loss) « « & -« .
d Netgainor(loss) - - -« « v v @ v« 0 a0 s
g Ba Gross income from fundraising
S events {not including $
5 of contributions reported on line 1c).
E See PartV.line18 « .+« + v v « - .. @
_f’—_ b Less:directexpenses . . ., » o - - .- b
5 ¢ Net income or (loss} from fundraising events .
o
9a Gross income from gaming activities.
See Part IV, line19 , , . .. ...... a
b Lessidireciexpenses . . . . - v ..
¢ Net income or (loss) from gaming activities . «
10a Gross sales of inventory, less
returns and allowances ., ., . ... ... a
b Less: costofgondssold . . . - . - . ..
¢ Net income or {loss) from sales of invertory, . . . . . . . . B
Miscellareous Revenue Business Code
11a CAIBRTERIA - 722100 137,803, 437,809,
b ALL OTHER REVENUE 900088 1,050,286, 1,050, 286.
c
d Allotherrevenve « - v - - - - = - - . .
e Total Addlines 11a~11d + « « =« o oo v o v v o e o P 1,488,005, A
12 Total revenue. See jnstructions « v« ¢ » o = = - - - - . - B 147,762,946, 144,284,764, 1,804,597, 1,608,751,
‘ Form 990 (zo11)
JsA
TE1051 1.000
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Foem 890 (2011)

GARDEN CITY HOSPITAL

38-1358390

Page 10

%111} § Statement of Functional Expenses

Section 501(c)(3) and 501{c)(4) organizations must complste afl colurmns. All other Orgamzatrons must complefe column (A) but are not

required to complete cofumns (B}, (C), and (D}.

‘Check if Schedule O contains a response to any question in this Part IX | |

Do not include amounts reporfed on fines 6b,
7b, 8b, 9h, and 10b of Part Vil

)

1 Grants and other assistance fo govemmenis and '

organizations in the United Siates, See Part [V, line 21 .
2 Grants and otiher assisiance to individuals in
the United States. See Part IV, line22, . . . . .
3 Grants and other assistance to governmenis,
organizations, and individuais ouiside the
United States. See Part IV, lines 15 and 16 _
4 Benefits paid to or for members

5 Compensation of current officers, directors,
frusiees, and keyemployees | ., . ., ., ...
6 Compensation not included above, to disgqualified
persons {(as defined under secfion 4958()(1)) and

persons described in sechion 485B(c}3)B), . . . . .

Other salariesandwages ., . . . . e e e

Pension plan accruals and contributions {include secfion

401 (k) and 403(b} employer contributions) . . . . . .

9 Otheremployeebenefits . . « . . v v 0w o

10 Payrolitaxes . v « v v 0 ¢ v v v o v 0 nm -
11  Fees for services (non-employees):

a Management , . . ... . ..., ...

blegal . ... .. ¢ vt it vmenean

€ Accounting . « 2 v - v v h e e e e e e

d Lobbylng « - -« ¢« - 4 b i s e e e

€ Professional fundraising services. See Part IV, fine 17

f Investment managementfees .. ..... ..

g Other . .« . . 0 4 o b e e e e e e e

12 Advertising and promotion . . . . .« . . . .

13 OFficeexXpensss & « v v v v v v s s v v v v = =

14 Informationfechnology. - - - - - . . . . . . -

15 Royalties, . . .. ... . ... .. ......

16 Ocoupancy - - - - v v v o c v s 4 e .- -

17 Travel & 0 o v h e i h e e e e e e s

1B  Paymenis of travel or entertainment expenses

for any federal, state, or local public officials
19 Confarences, conventions, and meetings . . . .
20 Interest . . . v i i e i e e
21 Payments to affiliates
22 Depreciation, depletion, and amortization . . . .

23  Insurance

24 Other expenses. covered

abave {List miscelilanecus expenses in line 24e. i

liemize expenses not

line 24e amount, excesds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule 0)

e Al other expenses _ ATTACHMENT 3. _
25  Tomml functional expenses. Add fings 1 through 24e

{8) = o)
Total expenses Program service Management and Fundraising
expenseas general expenses expenses
0
0
0
0
1,136,622. 1,136,622,
0
56,543,381, 55,590, 926. 952, 455.
2,442,069, 2,400,835, 41,134
9,209, 762. 8,770,586. 519,176.
2,579,976, 2,536,519, 43,457.
G
155,635, 195, 639;
210, 600. 210, 600.
0
0
10,270,667. 9,046,693, 1,223,874,
i,057,573. - 1,057,573,
6,122,721, 6,007,842, 114,879.
4,979,951, 4,631,354, 348,597,
0
1,546,124. 1,312,813. 233,311.
0
0
148, 655. 135,782. 10,873.]
2,743,246, 2,743,246, B
0
5,530, 087. 5,530, 087.

-14,336.

5,765,208

5,765,208.
147, 368. 147,368,
121,073. 121,073.
922,244, 922,244

24,013,330, 33,075,454, 937,876.

145,749,960.| 138,738,130. 7,011, B830.

26 Joint costs, Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here D if

foliowing SOP 98-2Z (ASC 958-720), ., . .. . . 0
JSA
1E1052 1.000 Forn 930 (2011)
3018BF D320 8/12/2013 4:27:55 PM  V 11-6.5 PAGE 11



GARDEN CITY HOSPITAL

38-13583%80

Form 990 (2011) Page 11
(A) (B}
Beginning of year End of year
1 Cash-non-interestbearing _ . . ... .. ... ... ... ... . ... 1,400C.} 1 1,925,
2 Savings and temporary cash investments_ ... ... 9,456,458 2 11,357,927,
3 Pledges and grants receivable, net _ . _ . ... ... ... 03 "
4 Accounts receivable, net L 12,636,948, 4 10,558,328.
5 Receivables from cwrrent and former officers, directors, trustees, key
employees, and highest compensated employees. Complete Part If of
SChedu[e L ------------------------------------
€ Receivables from other disqualified persons (as defined under section
4958(f){1}}, persons described in section 4958(c}(3}B), and contributing
employers and sponsoring osganizations of section 501(c)(8) voluntary :
@ employees' beneficiary organizations {see instructions} _ _ . . . &
"g 7 Notes and loans receivable, met . . ... ... ... .. ... 07 0
4| 8 Inwentoriesforsaleoruse L L Lo ... 1,502,858.] 8 1,302,261,
9 Prepaid expensesanddeferredcharges . . . . . ... . ... et e .. 2,074,428, 9
i0a Land, buidings, and equipment: cost or e : :
other basis. Complete Part VI of Schedule D {10a| 138,780,135, LR e
b less: accumulated depreciation. . .. . . ... . 10b 893,616,575, 47,308,847 .|10¢ 45,173,560.
11 Investments - publicly traded securities | . . ... . ... ... ... ... 15,287,426, 11 18,754,581.
12  Investments - other securities. See Part IV, fne 11, _ . .. . .. ... ... 012 0
13 Investments - program-related. See Part iV, line 11 _ . . . .. ... ... Q13 g
14 Intangibleassets . . . ... ... ... ... ...l L. 014 0
15 Otherassets. See Part V., line 11 _ | . . . . ... ... . . 0. ... 8,409,141.| 45 11,205,905,
16 Total assets. Add lines 1 through 15 (mustequalfine 34} . ... .. .. .. 101,688,507 .| 186 106G, 627,551,
17 Accounis payable and accruedexpenses, . . ... .. .. ... ... 12,087,887 17 11,827,874,
18 Grantspayable . . . . ... q18 0
18 Deferredrevenue _ . . . L 19 0
20 Taxexempt bond liabilies | . . . ... ... L. 53,208,051.]| 20 52,283,821,
@21 Escrow or custodial account liability. Complete Part IV of Schedule D
:'_E 22 Payables to current and former officers, directors, trustees, key
_,-3 employees, highest compensated employees, and disqualified persons.
- Complete Partllof Schedule L . . .. . ... .. .. . . ...
23 Secured morigages and notes payable to unrelated third parties . . | | .
24 Unsecured notes and loans payable to unrelated third parties | _ | | _ . _ | .
25  Other liabilities (inctuding federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Pat X
of Schedule D . . . ... e 29,078,150.] 25 36,584,562,
26 Tofal liabilities. Add lines 17 through25. . . . ... ... ... ... ..., 94,375,188.| 286 100,806,357
Organizations that foliow SFAS 117, check here b Iﬂ and complete : : : 1.
2 lines 27 through 29, and fines 33 and 34. Z ﬁgﬁﬁ L
§ 27 Unrestricted netassets . 7,151,524, 27 ~-315,553.
g 28 Temporarily restricted netassets ... ... 161,785.] 28 136,747,
z|29 Permanendly restricted netassets . . . . . . .. ... .. o b s i
T Organizations that do not follow SFAS 117, check here b ‘:] and
5 complete lines 30 through 34.
% 30 Capital stock or trust principal, or currentfunds _ _ . _ . . ... ...
£131 Paid-in or capital surplus, or land, building, or equipment fund =
ﬁ 32 Retained earnings, endowment, accumulated income, or other funds _
Z(33 Totalnetassetsorfundbalances . . 7,313,319.] 33 -178,806.
34 Total liabilities and net assets/fundbalances., . . ... ... .. ....... 101,688,507.( 34 100,627,551.

S84

1E1053 1.000

3C18BF D320 8/12/2013 4:27:55 PM V 11-6.5

Form 8990 (2011)
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GARDEN CITY HOSPITAL 38-1358390

Form 990 (2011)
N-FITB 4  Reconciliation of Net Assets

Check if Schedule O contains a response to any question in this Part XI. - . . . . F e e e e

D AW N -

Total revenue (must equal Part VIli, column (A), ine 12). .+ . v v o v v o v v s c v v e e s e e e 1 147,752, 946,
Total expenses (must equal Part IX, column (A), ine 25)- - - - - . . v v v v i et v e e e e 2 145,749,960.
Revenue less expenses. Subtractline2fromline? .. . . . - . - o 0 Lo L Lo L L s e 3 2,002, 986.
Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A) . « . . . . . . 4 7,313,319,
Other changes in net assets or fund balances (explainin Schedule O) . . . . v v v it e s v un . 5 ~9,495,111.
Net assets or fund balances at end of year. Combine lines 3, 4, and 5 {must equal Part X, line 33,

Loto 131y £ I (=) 6

Pl Financial Statements and Reporting

Check if Schedule O coniains a response to any questioninthisPat Xl . . . . . . .. .. ..o

2a

b Were the organization's financial statements audited by an independent accountant?

3a

b

Accounting method used to prepare the Form 990: I:] Cash Accrual [:] Other
If the organization changed its method of accounting from a prior year or checked "Other,” explain in
Schedule O.

Were the organization's financial statements compiled or reviewed by an independent accountarit?

................

If "Yes" to line 2a or 2b, does the organization have a commitiee that assumes responsibility for overmght
of the audit, review, or compilation of its financiai statements and selection of an independent accountant? .

if the organization changed either its oversight process or selection process during the tax year, explam in
Schedule C.

If "Yes" to line 2a or 2b, check a box below to indicate whether the financial statements for the year were
issued on a separate basis, consolidated basis, or both:

D Separate basis [ X] Consolidated basis [ ] Both consolidated and separate basis

As a result of a federal award, was the organization required fo underge an audit or audits as set forth in
the Single Audit Act and OMB Circular A-133? .~

If "Yes," did the organization undergo the required audit or aud|ts’P If the organization did not undergo ‘the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits

3a X

3b

JEA

1E1054 1.600

3018BF D320 8/12/2013 4:27:55 PM V 11-6.5

Form 990 (z011)
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CMB No. 1545-0047

o o o 990-E2) Public Charity Status and Public Support

Complete if the organization is a section 501(c}{3) organization or & section

4947(a)( 1} nonexempt charitable trust.
Cepartment of the Treasury

Intemal Revenue Service - Attach to Form 990 or Form 290-EZ. B See separate instructions, )
Name of the organization' Employer identification number
GARDEN CITY HOSPITAL 38-1358350

) Reason for Public Charity Status (All organizations must complete this part.) See instructions.

The orgarnization is not a private foundation because it is: {For lines 1 through 11, check only one box)

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.)

A hospital or a cooperative hospital service organization described in section 170{k)(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:

Jj An organization operated for the benefit of a college or university owned or operated by a governmental unit described in

section 170(b} 1HA)(iv). (Compiete Part IL.}

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

7 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 IL.) :

I:] A community trust described in section 170(b}{1}(A)}{vi). (Complete Part II.)

I:] An organization that normally receives: (1) more than 331/3 % of Hs support from coniributions, membership fees, and gross
receipts from activities related to ifs exempt funciions - subject fo certain exceptions, and (2) no more than 331/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after fune 30, 1975. See section 508(2){2). (Complete Part 111.)

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

11 An organization organized and operated exclusively for the benefit of, to perform the functions of or to cary out the
purposes of one or more publicly supported organizations described in section 509(a)(1} or section 508(a)(2). See sectjon
509(a)(3). Check the box that describes the type of supporting organization and complete lines 11e through 11h.

a I:] Type | b D Type il ¢ D Type |l - Functionally integrated d D Type Il - Cther

eD By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified
persons other than foundation managers and other than ane or more publicly supported organizations described in secticn
508(a)(1} or section 508(a)(2).

[~-]

i If the organization received a written determination from the IRS that it is a Type I, Type II, or Type I supporting
organization, check thisbox, e
a Since August 17, 2606, has the organization accepted any gift or contribution from any of the
following persons?
(i A person who directly or indirectly controls, either alone or together with persons described in (i) Yes | No
and (iii) below, the governing body of the supported organizaiion? ... .. 11g(i}
{iy A family member of a persondescribedin (i) above? L. 11g(ii)
{iii} A 35% controlied entity of a persondescribed in () or (i) above? . ... ... ... 11gfii}
h Provide the following information about the supporied- organization(s).
(i) Name of supported ’ {ii) EIN {tit} Type of organization - | - {iv} s the {v} Did you noliy {vi} Is the {vii} Amount of
organization © . (described on lines 1-9 erganizationin | the organization | organizaion in support
: above or IRC section "‘gf;r");fﬂ‘fn“h:“ incol. (i} of | col. (i) organized
{see instructions)) Y eera'® | your support? inthe 1.7
Yes | No Yes No Yes No
(&)
{B)
{c}
(D}
(B
Total :
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2011

Form 990 or 990-EZ.

JsA
1E1210 1.000
3018BF D320 8/12/2013 4:27:55 PM V 11-6.5 PAGE 14



GARDEN CITY HOSPITAL 38-1358390

Schedule A (Form 990 or 990-E7) 2011 Paga 2
Support Schedule for Organizations Described in Sections 170(b)(1){A)(iv) and 170(b}{1}{A)(vi)

(Comptete only if you checked the bax on fine 5, 7, or 8 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 iii.)

Section A. Public Support

Calendar year {or fiscal year beginning in) W (a) 2007 () 2008

{c) 2008 {dy 2010 {e} 2011 {f) Total

1 Gifts, grants, contributions, and
membership fees received. (Do not

include any "unusualgrants."y . . . . . .
2 - Tax  revenues lavied for  the
organization’s benefit and either paid
to or expended on its behalf . . . . . L.

3 The wvalue of senicas or facilities
furnished by a governmental urit to the
organization without charge . . . . . . .

Total. Add lines 1 throegh 3. . . . . . .

5 'The portion of total contribuions by
each person {other than a
governmental unit or publicty
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column (. . . . . . . :

6 Public support. Subtract line 5 from fine 4.

Section B. Total Support

Calendar year (or fiscal year beginning in) P (a) 2007 (b} 2008 {c) 2009 (d) 2010 {e) 2011 (f) Total

7 Amounts fromined . .. ... ... "

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
isregulary carriedon . . . . - . . . . .

10 Other income. Do not include gain or
less from the sale of capital assets

ExplaininPart V) - v o v 0 0w w
11 Total support. Add fines 7 through 10 . .
12 Gross receipts from related activifies, efc. (Seeinstructions) « « « = - & - & & & v vt b i e e e e e e
13 First five years. If the Form 980 js for the organization's first, second, third, fourth, or fifth fax year as a section 501{c)(3)
organization, check thisboxand stop here . . . . v o v v v v i bt v v e e e e e e e e e e e e e e e e e e »
Section C. Computation of Public Support Percentage
14 Public support percentage for 2611 (line 6, calumn (f) divided by line 11, column (R} .. . .. ... 14 %
1§ Public support percentage from 2010 Schedule A, Partilline14 . . . . . ., ... ... .. .... 15 %
16a 331/2% support test - 2011. If the organization did not check the box on line 13, and line 14 is 331/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization . _ , . . . . e e e e e »
b 331/3% support test - 2010, If the organization did not check a box on line 13 or 16a, and line 15 is 331/3% or mare,
check this box and stop here. The organization qualifies as a publicly supported organization , . . ... e e e e e e e e »
17a 10%-facts-and-circumstances test - 2011. If the organization did not check a box on line 13, 16a, 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 IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
OTGANIZALION. . L 4 .t i v it e e e e e e e e e e e e e e e e, L]
b 10%-facts-and-circumstances test - 2010. If the organization did not check a box on line 13, 16a, 16b, or 17a, and fine
15 is 10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here.
Explain in Part IV how the organzation meets the "facts-and-circumstances” test. The organization qualifies as a publicly
supported Organization . . . . L . L L. e e e e e e e e e e e, >
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17h, check this box and see
INStrUCHONS L L . o o o e e e e e e e e e e e aa e e »> D

Sthedule A {Form 990 or 990-EZ) 2011

JSA
1E1220 1,000
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GARDEN CITY HOSPITAL

38-1358380

Schedule A {Form 990 or 990-E7) 2011 Page 3
Support Schedule for Organizations Described in Section 509(a){2)
(Complete only if you checked the box on line 9 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 |1}

Section A. Public Support

Calendar year {or fiscal year beginning in) b~ {a) 20C7 (b) 2008 {c) 2009 (d} 2010 (e) 2011 {f) Total

1 Gifts, grants, contrbutions, and membership fees

received. ([3o not include ary "unusual grants."}

2 Gross receipts from admissions, merchandise
sold or senices performed, or Tfacilities
furmnished 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 business under section 513

4 Tax revenues levied for the
organization's benefit and either paid
to or expended on its bebailf | | _ . . ..

5 The value of services or facilifies
furnished by a gevernmental unit to the
organization without charge

§ Total. Add lines 1 through 5

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

b Amounts inclided on Jines 2 and 3
received from other than disqualified
persons that exceed the greaier of 35,000
or 1% of the amoun{ on line 13 for the year

¢ Addlines7aand7b. « « v v v o o . o
8 Public support (Subtract iine 7c from E
neB.) . . . v o e e e v e . B
Section B. Total Support
Calendar year (or fiscal year beginning in) B {a) 2007 (b) 2008 (c) 2009 {dy2010 (e} 2011 (f) Total
9  Amounts fromline6. . . . ... .. ..
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOECES . -« 4 v ¢ v 0 v v 4 s 8 s a s s
b Unrelaied business taxable income {ess
secfion 511 tawxes) from businesses
acquired after June 30, 1875 | _ |, . .
¢ Add lines 10aand1Cb _ _ _ . . ...
11  Net ingome from unrelaied business
activities npt inciuded in line 10b,
whether or not the business is reguiarly
carriedon = « s x5 s s =0 s s s s
12 Other income. Do not inciude gain or
loss from the sale of capital assets.
(ExplaininPartiV.) . . ... ......
13 Total support. {Add lines 9, 10c, 11,
and12) , L. e
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 boxand StoP here. . . o v v v v v v v o v v w e s m s w s e w m e a e e ax w e e w s xw w w s = e e B r—I
Section C. Computation of Public Support Percentage
18  Public support paercentage for 2011 (line 8, cotumn (f} divided by line 13, column (), . . . . . .. .. ... 15 %
16 Public support perceniage from 2010 Schedule A, PartHlL Ine15. & . o & o v 0 v v f o w v v e w e v m e e 16 %
Section D. Computation of Investment Income Percentage
17 lnvesiment income percentage for 2011 (line 10c, column {f) divided by line 13, column (/) , . . . .. .. .. 17 Yo
18 Investment income percentage from 2010 Schedule A, Part I, Fne 17 | _ . . . . . . 0 v v h o e e 18 %

19a 331/3% suppott tests - 2011. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P

b 331/3% support tests - 2010. If the organization did not check & box on line 14 or line 19z, and #ne 16 is more than 331/3%, and
line 18 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization B
20 Private foundation. If the organization did not check a box on line 14, 19a, or 18b, check this box and see instruciions B

TE1221 1,000 ‘
3018BF D320 8/12/2013 4:27:55 PM  V 11-6.5

Schedule A {(Form 990 or 380-EZ) 2011
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GARDEN CITY HOSPITAL 38-1358390
Schedule A (Form 990 or 990-E2) 2011 Page 4
LIV Supplemental Information. Complete this part to provide the explanations required by Part 11, line 10;

Part |}, line 17a or 17b; and Part Ill, line 12. Also complete this part for any additional information. (See
instructions).

. , : Schedule A (Form 950 or 990-EZ) 2011

1E1225 2.000
3018BF D320 8/12/2013 4:27:55 PM V 11-6.5 PAGE 17



Schedule B Scheduie of Contributors
(Form 990, 990-EZ,
or 890-FF) B Attach to Form 980, Form 990-EZ, or Form 980-PF. 2@11
Department of the Treasury
Inlemal Revenue Service

OMB No. 1545-0047

Hame of the organization
GARDEN CITY HOSPITAL

38-1358390

Employer ideatification number

Organization type (check one):

Filers of:

Form 990 or 980-EZ

Form 990-PF

Section:

504{c)(3 ) (enter number) organization

4947 (a)(1) nonexempt charitable trust not treated as a private foundation
527 political organization

501(c}(3) exempt private foundation

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

OO0 0O E

501{cK3) taxable private feundation

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

instructions.

General Rule

For an organization filing Form 990, 890-EZ, or 990-PF that received, during the year, $5,000 or more {in money or
property) from any one contributor. Complete Parts | and IE

Special Rules

L]

For & section 501(c){3) organization filing Form 950 or 990-EZ that met the 33 1/3 % support {est of the regulations
under sections 509(a)(1) and 170(b){(1){(A)(vi} and received from any one contributor, during the year, a contribution of
the greater of (1} $5,000 or (2) 2% of the amount on (i) Form 990, Part VI, fine 1h, or {ii} Form 290-EZ, Iine 1.
Complete Parts | and H.

For a section 501{c)(7), (8}, or (10) organization fiing Form 990 or 990-EZ that received from any one contributor,
during the year, total confributions of more than $1,000 for use exclusively for religious, charitable, scientific, literary,
or educational purposes, or the prevention of cruelly to children or animals, Complete Parts 1, li, and [IL

For a section 501{c)7), (8}, or (10} organization filing Form 990 ar 990-EZ that received from any one contributor,
during the year, contributions for use exclusively for religious, charitable, efc., purposes, but these contributions did
not total to 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. Do not compiete any of the parts unless the General Rule
applies to this organization because it received nonexclusively religious, charitable, etc., contributions of $5,000 or

more during the year | L L e e e B §

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B {Form 290,
990-EZ, or 990-PF), but & must answer "No" on Part 1V, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on
Part |, fine 2, of its Form 990-PF, o certify that it dees not meet the filing reqruirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the Instructions for Form 990, 980-EZ, or 830-PF.

JSA
1E1251 1.000

3018BF D320 8/12/2013 4:27:55 PM V 11-6.5
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Schedule B {Form 990, 990-EZ, or 990-PF) (207 1)

Page 2

Name of organization GARDEN CITY HCOSPITAL

Empioyer identification number

38-1358390

m Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(a)

(b)

{c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
-_ 1 | GARDEN CITY HOSPITAL GUILD Person
Payroll
_63_4_5__I§§§?E‘BAEE______________MH.W_________ e 4D,000. Noncash
GARDEN CITY MI 48135 (Complete Part Il if there is
e T L a noncash contribution.)
{a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of coptribution
e Person
Payroll
________________________________________________________ Noncash
{Compiete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution,}
(a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il if there s
—————————————————————————————————————————— a noncash contribution.)
{a) {b) (c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il if there is
———————————————————————————————————————— a noncash contribution.)
(a) (b} (c) (d)
No, Name, address, and ZIP + 4 Total contributions Type of contribution
e | Person
Payroll
___________________________ e e e Noncash
(Complete Part H if there is
—————————————————————————————————————————— a nencash contribution.)
JSA Schedule B {Form 990, 980-E7, or $80-FF) {2011)
1E1253 1,000
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Scheduie B {Form 930, 990-EZ, or 990-FF) (2611} Page 3
Hame of organization GARDEN CITY HOSPITAL Employer identification number

38-1358390

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

(a} No. (c}
f {b) , ()
rom Description of noncash property given FMV {or estimate) Date received
Part | L property g {see instructions) celve
$
{a) No. {c}
from Description of nor(::}ash roperty given FRIV {or estimate) Dat: o ived
recelvi
Part P property g {see instructions} € ®
3
{a} No. ' ' (c)
b
from Description of nor(lc)ash roperty given FMV (or estimate) Dat :d) ived
Part | P prop 9 {see instructions) ate recelve
E3
{a) No. {c)
from Descripti fnor(r?a h property gi PV {or estimate) Dat e d
Part | cription o sh property given (see instructions) ate receive
$
{a) No. {(c)
. (b) i (d)
rom D ot i h " FWV {or estimate) Dat ed
Part | escription of noncash property given (see instructions) ate receive
$
{a) No. ()
from Description of nor(::ilsh ro iven FMV (or estimate) Dat ‘0 ived
e re W
Part | P property g (see instructions) ate receive
$
JsA Schedule B (Form 980, 990-EZ, or 990-PF) (2011}
1E1254 1,000
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. Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 4

Name of organization GARDEN CITY HOSPTTAL

Employer identification number

38-1358390

QI Exclusively religious, charitable, etc., individual contributions to section 501(c)(7), (8), or {10} organizations
that total more than $1,000 for the year. Complete columns (a) through (e} and the following line entry.

For organizations completing Part 1ll, enter the total of exclusively religious, charitable, etc.,
contributions of $1,000 or fess for the year. (Enter this information once. See instructions.) »$

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

{a) No. |
fromI {b) Purpose of gift {c) Use of gift {d} Description of how gift is held
Part
{e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
{a) No.
from (b) Purpose of gift {c} Use of gift {d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
{a} No. :
from (b} Purpose of gift (e} Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Rel'ationship of transferor to transferee
{a) No.
from (b) Purpose of gift {c} Use of gift (d) Description of how gift is held
Parti
{e} Transfer of gift

Transferee's name, address, and ZIP + 4

Relationship of transferor to transferee

JBA
1E1255 1.000

3018BF D320 8/12/2013 4:27:55 PM V¥V 11-6.5
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SCHEDULE D OMB No. 1545-0047

(Form 930) Supplemental Financial Statements

B Complete if the organization answered "Yes," to Form 990,
Part iV, line 6, 7, 8, 9, 10, 113, 11b, t1c, 11d, 11e, 11f, 123, or 12b.

Department of the Treasury R .

intemmal Reveaue Service ¥ Attach to Form 990. B See separate instructions.

Mame of the erganization

GRRDEN CITY HOSPITAL 38-1358330

art | | Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if the
organization answered "Yes" to Form 990, Part IV, line 6.
{a} Danor advised funds {b} Funds and other accounts

Total numberatendofyear . .. ... .....
Aggregate contributions to (during year) . . . .
Aggregate grants from (duringyear). . . .. . .
Aggregate value atendofyear. . . .. ... ..
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the arganization's property, subject to the organization's exclusive legalcontrol? . . . . .. . . ... Yes E:] No
& Did the organization inform all grantees, donars, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor of donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . . . . . i i i e e e e e e e e e e e e e e I:] Yes [:] No
N Conservation Easements. Complete if the organization answered '"Yes" to Form 950, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization {check all that apply).
Iﬂ Preservation of kand for public use (e.g., recreation or education) D Preservation of an historically important land area
Protection of natural habitat D Preservation of a certified historic structure
Preservation of open space i
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year. '

U B N2

Held at the End of the Tax Year

a Total number of conservationeasements . . . . . .. ... .. i i et e
b Total acreage restricted by conservationeasements . . . . . . .. ... ... L0 2b
¢ Number of conservation easements on a cerfified historic structure included in{a). . . . . . 2c
d Number of conservation easements included in {c) acquired after 8/17/06, and noton a
historic structure listed in the National Register. . . . . . . .. . . ... ... . ... 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
taxyear b __ ..

4 Number of states where property subject to conservation easementislocated & ______ ___________
§  Does the organization have a written policy regarding the periodic moenitoring, inspection, handfing of

violations, and enforcement of the conservationeasemenfstholds? . . . .. .. ... .. .. o |:| Yes D No
&  Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year
o
7 Amount of expenses incurred in monitoring, inspecting, and enforcing canservation easements during the year
B

8 Does each conservation easement reported on line 2(d} above satisfy the reguirements of section 170(h)(4}{B
{0) and section 1T70(MNEYIN? . . . . . L . e e e e e
8 In Part XIV, describe how the organization reports conservation easements in its revenue and expense statement, and
balance sheef, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
~organization's accounting for conservation easements.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 880, Part IV, line 8.

1a If the organization elected, as permitted under SFAS 116 S::«SC 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 XIV, the text of the footnote to its financial staterments that describes these items.

b i the organization elected, as permitted under SFAS 116 (ASC 858), 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:

{) Revenues included in Form 890, Part VI, line 1 .« v v v o o 0 i o i e i e i e e e | S
{i} Assetsinciuded in Form 980, Part X . . . . . . ot i e e e e e e e e L J '

2 If 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 Revenues included in Form 990, Part VI Ine 1 . . L .. o v v i i r i e n i et e e b e e e e B S
b Assetsincluded in Form 990, Parf X . . . v i i i h i v e e e e e h e e e e e w e s as 3
For Paperwork Reduction Act Notice, see the Instructions for Form 990, Schedule D (Form 990) 2011
JSA

1E1266 1.000 )
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GARDEN CITY HOSPITAL 38-1358390

Schedufe D {Farm 998} 2011 Page 2
‘Part Il Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (conﬁnued) :

3 Using the organization's acquisition, accession, and other records, check any of the followmg that are a significant use of its
collection items (check all that apply):

a Public exhibition d Loan or exchange programs
b Scholarly research e B Other
[ Preservation for future generaions ~_TTTTTTTTTTTTTTTToTTmTTeTTTTTTT
4 Provide a description of the crganization's collections and explain how they further the organization's exempt purpose in Part
XV
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 D No

HEUAVA Escrow and Custodial Arrangements. Complete if the organization answered "Yes" to Form 990, Part IV,
line 9, or reported an amount on Form 990, Part X, line 21.

ia Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not

included on FOMM 980, PAMEX7 . « .« o oot vttt e e i i e e [ lyes [ {No
b If "Yes," explain the arrangement in Part XV and complete the following table:

Amount
¢ Beginningbalance . . . ... i e e e e e e 1c
d Additionsduringtheyear . .. ... ... . ittt 1d
e Distributions duringtheyear. . . . . . . . o o e e ie
f Endingbalance . . . « o v v v i h i e e e i e e e 1f
2a Did the organizafion include an amount on Form 980, Part X, ine 212 . . . . .. . . . oo r s | Jves | _|No
b If "Yes,” explain the arrangement in Part XIV.

Endowment Funds. Complete if the organization answered "Yes" to Form 990, Part IV, line 10.

{a} Current year (&) Prior year {¢) Two yearsback | (d) Three years back | {8} Four years back
1a Beginning of year balance . . . . ' P e
b Contributions . . . .. ... ...
¢ Net investment earnings, gains,
andosses. . . . . - h a e ...

d Grants or scholarships . .. ...
e Other expenditures for facilities .
and programs . . = . . . - w2 ..

f Administrative expenses . . . ..

g Endofyearbalapce. . ... ...
2 Provide the estimated percentage of the current year end balance (Jine 1g, colurnn (a)) held as:
a Board designaied or quasi-endowment » %

b Permanentendowment » %

¢ Temporarily restricted endowment b %

The percentages in lines 2a, 2b, and 2¢ should equal 100%.
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. « « « o o oo h e e e e e e e e e 3a{i)
(i} related organizations . . . . . .. L L L. L L e e e e e e e e e e, 3afii)

b if "Yes" to 3a(ii), are the related organizations listed as requiredon ScheduWle R? . . . . . . . .. o o b v w u s 3b

4 Describe in Part XIV the intended uses of the organization's endowment funds.
SV AR  Land, Buildings, and Equipment. See Form 990, Part X, line 10.

Description of property (@) Cost or other basis | (b) Cost ot other basis {€) Accumulated (d) Book value
({investment) (other) depreciation
1a Land. ... ... G e 867, 282 |8 B { iy 867,282,
b Buildings - - - - - v i oo oo 69,927,444 35,667,534, 34,258,910.
¢ Leasehold improvements. . « . . . . ...
d Equipment . . ... i 65,570,502, 57,143,673. 8,426,829.
e Other « - - v v vt v i s i e 2,424,907, 805, 368. 1,619,539,
Total. Add lines 1a through 1e. {Column (d} must equal Form 890, Part X, column (B), line 10(c).). . . . . . » 45,173,560.
Scheduie D (Form 980} 2011
JsA

1E1263 1.000
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GARDEN CITY HOSPITAL

Schedule D {Form 980) 2011

38-1358390 )
Page 3

investments - Other Securities. See Form 980, Part X line 12,

{a} Description of security or category
(including name of secusity)

(b} Book value

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

Total. (Column (b} must equal Form 990, Part X, col. (B) line 12) B

investments - Program Related. See Form 290, Part X, line 13.

{a) Description of investment type

(b} Book value

(¢} Method of valuation:
Cost or end-of-year market value

(3
)
(5)
(6)
()
(8)
9

{10)

Yotal. (Cofumn (b) must equal Forrm 890, Part X, col. (B) fine 13.) B 5%‘ i

: Other Assets. See Form 990, Part X, line 15.

(a) Descripfion {b) Book value

(1)DUE FROM RELATED PARTTES 3,571,552,
(2)DEFERRED BOND COSTS 704,503,
(3) INVESTMENT-MULTIPRCV CAPTIVE 6,413,163,
(4) INVESTMENT-GC HOME MED EQUIP 332, 703.
{5) INVESTMENT-MCHIT
{6) INVESTMENT—-PULSE 183,988.
{7
{8)
{9)

{10)

Total. (Golumn (b} must equal Form 890, Part X, ool (B) 08 15,5 . . . 0 v v v i e e e e e e et e e e e et e e e e e e e . 11,205,909.

Other Liabilities. See Farm 890, Part X, line 25.

{a} Description of liability

(b} Book vaiue

(1) Federal income taxes

(2)RESERVE FOR PROF LIAB CLAIMS 3,979, 053.

(3) PENSION LIABILITY 31,566, 611.
(4)OBLIGATIONS UNDER CAPTIAT LEASE B4, 932
(5)DUE TO 3RD PARTY PAYORS 963, 966.

(6)

4]

(8)

)]

(10}

(11)

Total. {Colurnn (b) must equal Form 980, Part X, col. (B) line 25.)

B

36,594,562,

2. FIN 48 (ASC 740) Footnote. In Part XIV, provide the text of the footnote to the organlzatton s f nanc:lal statements that reports the
organization's liabifity for uncertain tax positions under FIN 48 (ASC 740).

1E12‘£."%A1.000
3018BF D320 8/12/2013

4:27:55 PM

Vv 11-6.5
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GARDEN CITY HOSPITAL

Schedule D (Form 990} 2011

38-1358380

Page: 4

Recongiliation of Change in Net Assets from Form 990 to Audited Financial Statements

1  Total revenue (Form 980, Part VIIl, column (A), e 12) . . 1 147,752, 946.

2 Total expenses {Form 990, Part X, column (A), line 25) . . ... ... .. ... 2 145,749, 960.

3  Excess or (deficit) for the year. Subtractline 2frombnet _ ... ... .. .. .. 3 2,002, 586.

4 Netunrealized gains (losses) eninvestments L, 4

5 Donated services and use offacilities = = L L, 5

B Ivestmentexpenses L e €

7 Priorperiod adjustments | L 7

8  Other (DescrbeinPartXV) | . ... ... ... ... ... . .... e 8 -9,495,111.

8 Tota! adjustments (net). Add lines 4 through8 . L. 9 ~9,485,111.
10 Excess or (deficit) for the year per audited financial statements. Combine lines 3and9 , . .. ... 10 -7,492,125,

Reconciliation of Revenue per Audited Financial Statements With Revenue per Refurn -

1 Total revenue, gains, and other support per audited finsncial statements ... .. 148,258,374.

2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Netunrealized gains oninvestments ... ... .. ... ... 2a

b Donated services and use of facilities . .. ... ... . ... . 2b

¢ Recoveries of prioryeargrants . . ... ... ... ... 2c ‘

d Other (DesaribeinPartXV) . . 2d 505, 428.

e Addlines 2athrough2d = L. L 505,428.
3 Subfractling Ze from N1 | . ., . . . 0t e e e e e e e e e e 147,752,946,
4 Amounts included on Form 990, Part Vil line 12, but not on line 1:

a investment expenses not included on Form 990, Part VI, fne 7b - 4a

b Other(DescribeinPartXN.y . .. ... ... ... .. . 4h

Add fines 4a and 4b

Total revenue, Add lines 3 and 4c. {This must equal Form 990, Part Lline 12) . . . .. . .. .. .. .

147,752,946.

Part bl Reconciliation of Expenses per Audited Financial Statements With Expenses per Return

L1 = o R = i

o om

[
5

Total expenses and iosses per audited financial statements
Amounts included on line 1 but not on Form 980, Part IX, line 25:

146,255, 388.

505,428.

145,749, 960.

Donated services and use of facilities 2a

Prior year adjustments oot ot

Other losses. S e 20

Other (Descﬁbé in'P'ar:%);(E‘:/j ........................... a 505,458
Add lines 2a through2d oo

Subtract line 2e from line 1 _ . L DL L.l T LI
Amounts included on Form 980, Part X, line 25, but not on line 1:

Investment expenses not included on Form 990, Part VIii, fine 7b 4a

Other (Describe in Partxyvy S oronee 4b

Add lines 4a and 4b

Total expenses. Add lines 3 and 4c. (This must equal Form 990 Parfl line18). ., .. ... .....

5 145,749,960.

Supplemental Information
Complete this part to provide the descriptions reguired for Part Il, lines 3, 5, and 9; Part Il lines 1a and 4; Part IV, lines 1b and Zb;

Part V, line 4; Part X, line 2; Part X, line 8; Part XI), lines 2d and 4b; and Part XIlI, lines 2d and 4b. Also complete this part to provide
any additional information.

SEE

PAGE 5 .

JsA
1E1271 1.000
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Schedule D (Form 990) 2011 GARDEN CITY HOSPITAL 38-1358390 Page 5
4 Supplemental lnformation {confinued)

SCHEDULE D

ASC 740 FOOTNOTE

MANAGEMENT HAS EVALUATED THEIR INCOME TAX POSITIONS UNDER THE GUIDANCE
INCLUDED IN ASC 740. BASED ON THEIR REVIEW, MANAGEMENT HAS NOT
IDENTIFIED ANY MATERIAL UNCERTAIN TAX POSI’i‘IONS TOC BE RECORDED OR

DISCLOSED IN THE FINANCIAL STATEMENTS.

PART XI, LINE &

RESTRICTED CONTRIBUTIONS {15,4067)
PENSTON ADJUSTMENT {9,479, 644)
TOTAL (9,485,111}

PART XII, LINE 2D & PART XIII, LINE 2D

RENT EXFENSE 505,428

Schedule B {Form 950} 2011

JSA

1E1226 2.000
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SCHEDULE F Statement of Activities Outside the United States [ 248150

(Form 990)

2011

" Open to Public -

P Complete if the organization answered "Yes” to Form 990,
Part 1V, line 14b, 15, or 16,

Department of the Treasury P Attach to Form 990. B See separate instructions.

Iniemal Revenue Senvice
Name of the organization Employer identification number

GARDEN CITY HOSPITAL 38-1358390
General Information on Activities Outside the United States. Complete if the organization answered "Yes" to
Form 293, Part IV, line 14b.
1 For grantmakers. Does the organization maintain records to substantiate the amount of its grants and other
assistance, the grantees' eligibiiity for the grants or assistance, and the selection criteria used to award the
grants orassistance? L e e e

Inspection

I:l Yes |:| No

2  For grantmakers. Describe in Part V the organization's procedures for monitoring the use of its grants and other
assistance outside the United States.

3 Activities per Region. (The following Part |, line 3 table can be duplicated if additional space is needed.)

{a) Region {b) Number of (e) Number of (d} Activittes conducted in () If activity fisted in (d) is (N} Totad
offices in the employses, region {by type} {e.g., a program service, expenditures for
region agents, and fundraising, program services, describa specific type of and investments
independent investments, service{s} in region in region
contractors granis fo recipients
in region located in the region)

{1) CENTRAL AMERICA/CARIBREAN 1. 1. PROGRAM SERVICES CAPTIVE INSURANCE CD 55,352,

(2) _ cENTRAL AMERICA/CARIEBERN 1. 1. : PROERAM SERVICES CAPTIVE IMSURANCE CO 2,576,517,
£3)
(4)
(5)
{6)
(7)
(8
{9
{10}
(11)
{12)
(13)
{14)
{15}
{16}
(17}

3a Subtofal, . ......... 2, 2. 2,631, 868,

b Total from continuation
sheetsto Part| , ., ... .
¢ Totals (add lines 3a and 3b) 2. 2, st : il - e 2,631,869,

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule F (Form 390} 2011

JSA
1E1274 1.000
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8¢ dodd . S'9-TT A Wd 6G:LZ:F £T0¢/21/8 0ZEd JA9BTI0EC
0o0')L 54213t

ver
1102 (088 wiod) J aynpayag

T T T T T T R e e T el 10 SUOHEZIUBLIO 1AY]C J0 18quinU |80} JaluT £
g T Tt e fousteanbe {£)(0)10¢ Uoijoas B papiacsd sey [9suUnod o eajuelf eyl uoiym J0) 10 'SM[ 8y} Ag
1dwexs-xe; se paziubodas ‘Kiunoo uBlaro) ayl Aq sailleys se peziubodat ale jeu) sAnge palsy sucneziuetio Wadinel Jo 1agwnu |eloy Jaug 2

(ayio g
‘fesfeldde 80UEB]SISSE EEALIEET) UBtlasINgs; (ajqeaydde )
AN Weod) | Gema-uou jo sosou = et yseo Juesh NIZ pue uoposs voyuziiEdio
E._nc%w_wﬁ_ﬁ__ uapduosag (y) J0 Junowy (B) 10 Jauue 3} 0 junowy (a) jo asodind (p} uaibay {a} apas syl (a) jo swen (e} L

: ‘papasu sf e2eds jeucippe )| paledidnp ag ued || Led

[« 77T T goo'sg uey) slow peasasl Juaidiaal Sua ou § XOq SIY] 308YD 000°GE UBY} 8J0W paalsasl oym jusidioas Aue o} ‘5 sull ‘Al Hed

‘066 Wiod 0] 884, pBlamsue UonEZIUESRIO By} Jl alapdulo) "Sa3ElS PAYLN 843 SPISING SaBIUT Jo suoneziueBio 0] asUels|SSY JALIO PUe SIUEID Haed
V102 (88 wiad) 4 ainpalas

Deegsel-8¢ : TELIJSOH ALID NEQYYD

Z abed



6¢ WOd¥d ) S°9-TT A HWd §§:42:'F €T0Z/2T/8 02£d Ad8TOE

030’y 922134
var
1102 (086 wiog) 4 slnpaysg

|}

{21

(al)

{51)

vl

(e}

{z1}

L)

(01}

{6}

(g}

{4}

[€)

(g)

(€]

(e

€3]

(1)

(13ho :

) ._mm_m.an_m aolie)sisse auglsisse juswasingsip |
AN Yoog) UsES~UoU Jo \seo-uou ysen e sao sjusidiaal
o ww_ﬂu__.ﬂi uofidposag] (6) Jo Junowy (3} 10 J3uuep (3) jo uhoiwy (p) Jo d8quunp {) uoifay (q) eole)si9se [0 juesh jo ediy ()

. _ _ ) ‘papasuU sl aoeds |eudiippe Jl kumomas_u 8q U |j] 14ed
9l 3ul ‘Al Hed ‘066 wiod 0} 89, palamsue uonez|uebio ayy a18jdWwos ‘sa1eyg pajjun ay) APISINY S[ENPIAIPU| 0} 80UE]8ISSY JaUIQ) bue sjuels E
£ 9Bed ] 1102 (066 Wilod) 4 sinpayosg
06€85ET-8¢€ . . TYLIAS0H ALID NAQUYD




GARDEN CITY HOSPITAL

Schedule F {Form 990} 2011

38-1358380

Page 4

Foreign Forms

Was the organization a U.S. transferor of property to a foreign corporation during the tax year? /f "Yes,”
the organization may be required o file Form 826, Refurn by a U.S. Transferor of Froperty to & Foreign
Corporation (see Instructions for Form 826) . L . v v v v v v e et v ot t e e e e e e e e e e

Did the organization have an inferest in a foreign trust during the fax year? if "Yes " the organization
may be required fo file Form 3520, Annual Rsturn fo Rsport Transaclions with foreign Trusts and
Receipt of Cerlain Foreign Gifts, and/or Form 3520-A, Annual Informafion Retum of Foreign Trust With a
.S, Qwner (see Instructions for Forms 3520 and 3520-A)

Did the organization have an ownership interest in a foreign corporation during the tax year? If "Yes,”
the organization may be required to file Form 5471, Information Return of U.S. Persons With Respect To
Certain Foreign Corporations. (see Instruclions for Form S54771) . . o v 0 0 v o n e v e e e e e e e s

Was the organization a direct or indirect shareholder of a passive foreign investment company or a
qualified electing fund during the tax year? if “Yes," the organization may be required fo file Form 8621,
informatian Return by a Shareholder of a Passive Foreign Investment Company or Qualified Electing
Fund. (see Instructions for Form 8621)

Bid the organization have an ownership interest in a foreign partrership during the tax year? # "Yes
the organization may be required fo file Form 8868, Retum of US. Persons With Respect To Certain
Foreign Farinerships. (see Instructions for Form BBES) . . © . . . . v v @ o v o o o e e e e e e -

Did the organization have any operations in or related to any boycoiting countries during the tax year? if
"Yes, " the organization may be required fo file Form 5713, International Boycolf Report {see Instructions
for Form 5713)

L]

Yes

Yes

Yes

Yes

Yes

Yes

DNO

No

No

Nu

JsA

1E1277 1.000
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GARDEN CITY HOSPITAL 38-1358390
Schedule F {Form 990) 2011 Page 5

Supplemental Information
Complete this part to provide the information required by Part |, fine 2 {monitering of funds); Part |, line 3, column {f)
{accounting method; amounts of investments vs. expenditures per region); Part II, line 1 {accounting method); Part Il
{accounting method); and Part ill, column {c) (estimafed number of recipients), as applicable. Also complete this parf to
provide any additional information (see instructions).

Schedule F (Form 990) 2011
JSA {Form J
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SCHEDULE H Hospitals OMB No. 1545-0047

{Form 990}

Department of the Treasury
Entemal Revenue Service

P~ Complefe if the organization answered “Yes" to Form 990, Part IV, question 20.
- Attach to Form 890. § See separate instructions.

Name of the organization

N CITY HOSPITAL 38-1358390

Employer identification numher

Financial Assistance and Ceriain Other Community Benefits at Cost

Did the organization have a financial assistance policy during the tax year? If "Mo," skip to guestion6a . . . . . . . .
I "Yes, " was it a WIen POty -« « v o v v e i i e e e v v e e e e e e e a e a e e e e e
¥ the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly o all hospital facilities Appiied uniformly fo most hospital facilities
Generally tailored to individual hospital facilities

3  Answer the following based on the financial assistance eligibility criteria that applied {o the largest number of
the organization's patients during the tax year. '
a Did the organization use Federal Poverty Guidelines (FPG) to determine eligibility for providing free care? |If
"Yes," indicate whlch of the following was the FPG family income limit for eligibility for freecare: , , , ., ., . .., .. . ... ..
I:] 100% 150% é 200% Other e %
b Did the organlzatlon use FPG to determine eligibility for providing discounted care”? If "Yes" indicate which
of the following was the family income limit for eligibility for discounted care: . , ., ... .. .. .. ... .....
200% 250% b 300% 350% 400% D Other % .
¢ If the organization did not use FPG to determine eligibility, describe in Part VI the income based criteria for
determining eligibility for free or discounied care. Include in the description whether the organization used an
asset test or other threshold, regardless of income, to determine eligibiiity for free or discounted care.
4 Did the organization's financial assistance peiicy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent™? . ... ... ... .. ...
Sa Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year?
b If “Yes," did the organization's financial assistance expenses exceed the budgeted amount? - . . . - . . v . . . v .
¢ 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 ordiscouted care? . - - . - . . - . - .. oo oo oL
Ba Did the organization prepare a community benefit report during the taxyeas? . .« .o v o o v oo v i oL
b If "Yes," did the organization make itavailable fothe public? . . . . . . . v o o v L i Lo
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 C'Nertain Oth)er Community Benefits at Cost .
- " {a) Number of | {b} Persons c} Totai communil i} Direct offsetin, e} Net communi Percent
M?::gf[}g%gg:{?ﬂz:;i;“g] t a‘()c‘;imza:ﬁ.allus;r (osl.getm " ¢ )beneﬁt expensety @ revenue ¢ (t)veneﬁt expenserty (ZC;I,::;SL
& Financial Assisiance af cost
(From Worksheal 1) + - - - 212,103. 212,103. .16
b Medicaid (from Worksheet 3,
comAE - - o v e e e 24,433,708. 18,291,479, 5,142,229. 3.93
€ Costs of other means-tested
government programs (from
Worksheet 3, colurmin b)
¢ Total Financiat Assistance and
Means-Tested Govemment
PrOgTAMS = « « « + & = = 24,645,811. 15,291,479, 5,354,332, 4.09
Other Benefits
€ Community health improvement
e oot 41 - 820, 862. 820,862. .63
T Health professions education
(from Warksheet 5) . . . . 7,336,890, 7,622, 964. -286,074,
g Subsidized health senvices (rom
WOrKshest B« = « + + v+« 996,719. 418,152, 578,567, 44
h  Research (frorn Worksheet 73
i Cash and inkind contribtitions
for community benefit (from 38,843, 38,843, .03
Worksheet8). . . . . . . «
i Total Other Benefits « » - - 9,193,314. 8,041,116, 1,152,198, 1.10
Kk Total. Add lines 7d and 7j. . 33,839,125, 27,332,585, &,506,530. 5.1¢9
For Paperwork Reduction Act Notice, see the Instructions for Form 594, Schedule H {Form 290) 2011
wE12JaS4A1.ooc
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Schedule H (Form 990) 2011
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 acfivities promoted the

heafth of the communities it serves.

GARDEN CITY HOSPITAT

38-13%8

350
Page 2

{a} Number of | {b) Persons {c) Total community {d) Direcl offseiting (e) Net community {f) Percent of
activities or served building expense revenue building expense total expense
programs (opticnal) :
{optional)
1 _Physicat improvements and housing
2 Economic development 20,652, 20,652, .02
3 Communily support 22,550 22,550. .02
. 4 Environmentsal improvernents
& Leadership development and
training for community members :
6 Coalition buikding 16,776. 16,776, .01
7 Community health improvement ‘
advocacy
8 Workforce development
9 Other
10 Total 58,978, 59,978. .05
Bad Debt, Medicare, & Collection Practices
Secfion A. Bad Debt Expense Yes | No

1

5

6
7
8

Did the organization report bad debt expense in accordance with Healthcare Financial Management Associatiori
Statement No. 157 . L . L e e e e e e e e
Enter the amount of the organization's bad debt expense
Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy
Provide in Part Vi the text of the footnote to the organization's financial statements that describes bad debt
expense. In addition, describe the costing methadology used in determining the amounts reported on lines 2

6,019,610.

1,444,700 0 £

and 3, and rationalke for including a pertion of bad debt amounts as comm unity benefit.
Section B. Medicare

Enter total revenue received from Medicare (including DSH and IME)
Enter Medicare allowable costs of care relating to payments on line 5
Subtract line 6 from line 5. This is the surplus (or shortfall)
Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit.
" Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6.

Check the box that describes the method used:

Cost accounting system

Section C. Collection Pracfices

D Jf "Yes," did the organization's collection policy that applied fo the largest number of iis palients during the tax year contain provisions on the
collection practices o be followed for pabients who are known to gualify for financial assistance? Describe in Parl VI

Part IV panies and Joint Ventures (see instructions)

Cost to charge rafio

.......... 5

71,661,023,

.......... 6

59,813, 650.

........... 7

11,847,373,

D Other

9a | X

9h | X

Management Com

{a} Name of entity

{b} Descripticn of primary
acfivity of entity

{c) Crganization's
profit % or stack
ownership %

(d} Officers, directors,
trustees, or key
employees' profit %
or slock ownership %

fe} Physicians'
.| profit % or stack
ownership %

RN ;P W N =

w

i0

11

12

13

JSA
BN SRE D320 B/12/2013  4:27:55 PM V¥ 11-6.5
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GARDEN CITY HOSPITAL 38-1358390
Page3

Sceduie H (Form 950) 2011
al | Facility Information
Section A. Hospital Facilities

4841043

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

B)idsoy pesues)y
{ajdsoy s,usipuyD
12)idsoy Buysee
Aol Ynigasey
£IN0Y $Z-HH

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

@lidsoy §89002 |RIFID

12516.n5 P {EIIPSIL jRIBUED)

Name and address Cther {describe)
1 GARDEN CITY HOSPITAL
£245 INKSTER ROAD

GARDEN CITY MI 48135 X X X X

2

10

11

12

i3

14

15

i6

Schedule H (Form 990} 2011
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GARDEN CITY HOSPITAL 38-13583890
Schedule H {Form 990) 2011 : Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
{Complefe a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility: GARDEN CITY HOSPITAL

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

Community Health Needs Assessment {Lines 1 through 7 are optional for tax year 2011)
1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs
assessment {Needs Assessment)? If "No " skipto line 8. . . . . . . . . . .. v v i e

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

a A definitton of the community served by the hospital facility
Demographics of the community

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

d How data was obtained

& The health needs of the community

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

and minority groups

i) D The process for identifying and prioriizing community -health needs and services to meet the

community health needs :

The process for consulting with persons representing the community's interests

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

Other (describe in Part VI}

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

3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from
persons who represent the community served by the hospital faciiity? If "Yes," describe in Part V1 how the
hospital facility took into account input from persons who represent the community, and identify the persons

e

the hospital facility consulted . . . . . . .. L e e e e e e A S
4  Was the hospital facility's Needs Assessment conducted with one or more other hospital faciliies? If "Yes,”
list the other hospital facilities in Part VI, | . | . . e e e e e e e e 4
5  Did the hospital facility make its Needs Assessment widely available tothe public?. . . . . . .. .. ... ... 5
If "Yes," indicate how the Needs Assessment was made widely avaiiable {check all that apply): =
a | __| Hospital facility's website
b | | Available upon reguest from the hospital facility !
¢ |__| Other (describe in Part V1) g
&  If the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate | {,
how (check all that apply): ' g
a Adoption of an implementation strategy to address the heaith needs of the hospital facility's community A
b Execution of the implementation strategy
c Participation in the development of a community-wide community benefit plan
d Participation in the execution of a community-wide community henefit plan
e Inclusion of a community benefit section in operational plans : e
f | _ | Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
g Prioritization of health needs in its community :
h | | Prioritization of services that the hospital facility will undertake to meet health needs in its community
i || Other (describe in Part Vi)

T Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? F "No," explain
in Part VI which needs i has not addressed and the reasons why it has not addressedsuchneeds . . . . . . 0 v o o 0 o W
Financia! Assistance Policy
Did the hospital faciiity have in place during the tax year a written financial assistance palicy that:
8 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted

9  Used federal poverty guidelines (FPG) to determine eligibility for providing freecare? . . . . . . . . . . .. .. g | X
If "Yes," indicate the FPG family income limit for eligibility for free care: 2 0 O 5,
If "No," explain in Part VI the criteria the hospital facility used.

Schedule H {(Form 95{) 2011 ¢
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GARDEN CITY HOSPITAL 38-1358390

Schedule H# (Form 990) 2011

10

11

T "o O TR

12
13

-0 QR0 oW

9

Page 5

Facility Information {confinied)  GARDEN CITY HOSPITAL

Used FPG to determine eligibility for providing discounfed care? . _ . _ . . . . . . . . . .
If "Yes," indicate the FPG family income limit for efigibility for discounted care: 2 0 0 of
If "No," expiain in Part Vi the criteria the hospitai facility used.
Explained the basis for calculating amounts charged to patients? _ _ _ . . . . . . . .. . ... ... .. ....
If "Yes," indicate the factors used in determining such amounts (check all that apply):
Income level
Asset level
Medical indigency
Insurance status
Uninsured discount
Medicaid/Medicare
State regulation
| __{ Other (desuribe in Part VI)
Explained the method for applying for financial assistance?: . . _ . . . . . . . . . . . . . . .. .. ...,
Included measures to publicize the policy within the community served by the hospital faciity?
if "Yes," indicate how the hospital facility publicized the policy (check all that apply):
The policy was posted on the hospital facility's website
The policy was attached to billing invoices
The palicy was posied in the hospital facility's emergency rooms or waiting rooms
The policy was posted in the hospital facility's admissiens offices
The policy was provided, in writing, to patients on admission to the hospital facility
The policy was available on request
Other (describe in Part V)

alse] [eloe]oe] e

Billing and Collections

14

16

T onN o

16

LD = T o B v ]

17

T

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? . _ |
Check all of the foliowing actions against an individual that were permitted under the hospital faciity's
policies during the tax year before making reasonable efforts to determine the patient's eligibility under the
facility's FAP,

Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

Other similar actions (describe in Part V1)
Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the patient's eligibility under the facility's FAP?
If "Yes," check all actions in which the hospital facility or a third party engaged:
Reporiing fo credit agency
Lawsuits
Liens on residences
Body aitachments
L | Other similar actions {describe in Part V)
indicate which efforts the hospital facility made before inifiating any of the actions checked in line 16 {check
all that apply):
|| Motified patients of the financial assistance policy on admission
|__| MNotified patients of the financial assistance policy prior to discharge
|__| MNofified patients of the financial assistance policy in communicafions with the patients regarding the
patients’ bills
|:| Documented its determination of whether patients were eligible for financial assistance under the
[]

hospitat facility's financial assistance policy
Other {describe in Part V1}

JSA

Schedule H (Form 990) 2011
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GARDEN CITY HOSPITAL 38-1358396

Schedute H (Form 990) 2011 Page 6
Facility Information (continued) = GARDEN CITY HCSPITAL

Policy Relating to Emergency Medical Care
) : Yes| No

18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that requires the hospital facility to provide, without discrimination, care for emergency medical condifions {o
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . . . . .. ... -
If "No," indicate why:

The haspital facility did not provide care for any emergency medical conditions

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

in Part Vi)
d [ | Other (describe in Part Vi)

individuals Eligible for Financial Assistance

19  Indicate how the hospital facility determined, during the fax year, the maximum amounts that can be charged
to FAP-eligibie individuals for emergency or other medically necessary care.

a - The hospital facility used its lowest negofiated commercial insurance rate when calculating the
maximum amounts that can be charged

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

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

d Other (describe in Part VI)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's
financial assistance policy, and to whom the hospital facilty provided emergency or other medically
necessary services, more than the amounts generafly billed to individuals who had insurance covering such
BT v e i e e e e e e e e e e e e e e e e e e e e e e e
If "Yes," explain in Part V1.

2t Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for any

21 £

If "Yes," explain in Part V1.
: Schedule H (Form 990) 2011
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GARDEN CITY HOSPITAL 38-1358390
Schedule H (Farm 990) 2011 Page 7
- Par Facility Information {confinued)
Section C. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital
Facility
{listin order of size, from largest to smallest)

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

Name and address Type of Facility (describe)
1

10

Schedule H (Form 990} 2011
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GARDEN CITY HOSPITAL 3B-1358390

Schedule H (Form 950) 2011 Page B

usul  Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the. descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c, 6i, 7, 8, 10, 11h, 13g, 15e, 16e, 17e, 18d, 18d, 20, and 21.

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

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

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

5 Promotion of community health. Provide any other information important to describing how the organization's hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, com munity
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 promofing the health of the communities served.

7 State filing of commumty benefit report. If applicable, identify all states W|th which the organization, cr a related
organization, files a community benefit report.

PART IIX
LINE 43

REFER TO FOOTNOTE 1 QF THE AUDITED FINANCIALS FOR THE DETAILS REGARDING

THE CHANGE IN ACCOUNTING PRINCIPLE FOR 2011.

LINE 4B

AN AGGREGATE COST TO CHARGE RATIO WAS USED TC PROVIDE BAD DEBT AT COST

FOR LINE 2.

LINE 8A

FROM COST REPORT

LINE 88

PATIENTS ENOWN TC QUALIFY FOR CHARITY CARE OF FINANCIATL ASSISTANCE ARE
NOT SENT TO A COLLECTICHN AGENCY. THE ORGANIZATION REPEATEDLY OFFERS
PATIENTS ACCESS TOC ;FINANCIAL HELFP DURING THEIR HOSPITAT STAY AND AFTER,

AS WELL AS WITH EACH BILLING NOTICE (INFORMATION IS PRINTED DIRECTLY ON

THE PATIENT BILL).

JSA Schedule H (Form 930} 2011
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GARDEN CITY HOSPITAL 38-1358390
Schedule H (Form 990} 2011 Page B
L Supplemental information '

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, fines 3c, 6a, and 7; Part Ii; Part ili, lines 4, 8, and 9b; and
Part V, Section B, lines 1}, 3, 4, 5¢, 6i, 7, 9, 10, 11h, 13g, 15e, 16e, 17e, 18d, 194, 20, and 21.

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

3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be bilied 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 gecgraphic area and
demographic consfituents it serves.

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

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

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

PART V
LINE 136G
FINANCIAL COUNSELOR & MEDICAID APPLICATION VENDOR DISCUSSES CHARITY CARE

OPTIONS WITH THE UNINSURED PATIENTS.

LINE 19D

ALL UNINSURED PATIENTS RECEIVED A 30% DISCOUNT FROM THE HOSPITAL
FACILITY. UNINSURED PATIENTS RECEIVED ADDITIONAL DISCCUNTS WHICH RESULT
IN CHARGES BEING AT OR BELOW THE TYPICAL COMMERCIAL RATE. THE HOSPITAL

FACTLITY DETERMIWES EACH PATIENT'S ABILITY TO PAY ON AN INDIVIDUAL RASIS.

NEEDS ASSESSMENT

A NEEDS ASSESSMENT OF THE GARDEN CITY HOSPITAL (GCH) COMMUNITY WAS
PERFORMED IN AUGUST 2010. THE ASSESSMENT WAS PERFORMED BY GCH STAFF AND
INCLUDED REVIEW OF COMMUNITY HEAT.TH REPORTS AND NATIONAL COMMUNITY
SURVEYS. THE ASSESSMENT LOOKED AT THE GCH COMMUNITY'S DEMOGRAPHIC,
SOCIOECONCMIC, HEALTH STATUS AND CHRONIC DISEASE PROFILES. IN ADDITION,

THE HOSPITAL AND PHYSICIANS IDENTIFY CCMMUNITY NEEDS BASED ON

15A Schedule H (Form 990) 2011
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GARDEN CITY HOSPITAL 38-1358320

Schedule H (Form 990) 2011 Page 8
SETERYN Supplemental Information

Compfetg this part to provide the foilowing information.

1

Reqguired descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Hl; Part Ili, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 9, 10, 11h, 13g, 15e, 16e, 17e, 184, 18d, 20, and 21,

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

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

Communify information. Describe the community - the organization serves, tsking into account the geographic area and
demographic constituenis it serves. ‘

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

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

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

organization, files a community benefit report.

ADMISSTON/DISCHARGE AND OTHER HOSPITAT DATA, BASED CN THIS DATA AND

INFORMATION, THE BOSPITAL ASSESSES AND CONTINUALLY RESPONDS TO CHANGING

COMMUNITY NWNEEDS.

PATIENT EDUCATION OF ;ELIGIBILITY FOR ASSISTANCE

ALL UNINSURED PATIENTS THAT ARE ADMITTED TO THE HOSPITAL AS INPATIENTS

ARE SCREENED AND TNTERVIEWED FOR MEDICAID ELIGIBILITY BY A THIRD PARTY

VENDCR. UNINSURED PATIENTS SEEN IN THE EMERGENCY DEPARTMENT ARE CONTACTED

BY PHONE AFTER THE VISIT AND SCREENED FCOR MEDICAID ELIGIBILITY. I¥F THE

PATIENTS ARE NCOT MEDICAID ELIGIBLE, THEY ARE GIVEN INFORMATION REGARDING

THE HOSPITAL'S CHARITY CARE PROGRAM. PATIENT BILLING STATEMENTS CONTAIN

INFORMATTION ON THE GUIDELINES AND HOW TO OBRTAIN A CHARITY CARE

APPLICATION.

COMMUNITY INFORMATION

GCH SERVES APPROXIMATELY ONE-FOURTH OF THE POPULATION RESIDING IN WAYNE

COUNTY. TIE POPULATICK HAS A UNIQUE MIX OF MINCRITIES WHO RESIDE IN

SPECIFIC DISTRICTS COF THE COMMUNITY. UNEMPLOYMENT IS HIGHER THAN THE

J5A

1E1327 2.000
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GARDEN CITY HOSPITATL 38-1358380
Schedule H (Form 990) 2011 Page 8

Supplementat Information

Camplete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, iines 3c, 6a, and 7, Part Il; Part Ili, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 9, 10, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21. _

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

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

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

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

& 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.

NATIONAL AVERAGE. THE PERCENTAGE OF UNINSURED IS HIGHER THAN MICHIGAN'S
AVERAGE. THE PCPULATION IS OLDER THAN THE AVERAGE FOR BOTH THE NATION AND
FCR MICHIGAN; THE PERCENTAGE OF CHILDREN UNDER 18 IS LESS THAN 16
PERCENT, COMPARED TO THE NATIONAL AVERAGE OF 18 PERCENT. HEART DISEASE

AND CANCER ARE THE LEADING CAUSES OF DEATH.

PROMOTICN OF COMMUNITY HEALTH

THE HOSPITAL OPERATES AN EMERGENCY ROCM OPEN TC ALL PERSONS REGARDLESS OF
ABILITY TC PAY. THE HOSPITAL PARTICIPATES IN MEDICAID, MEDICARE AND OTHER
GOVERNMENT SPONSORED HEALTH PROGRAMS. THE HOSEITAIL HAS AN OPEN MEDICAL
STAFF WITH PRIVILEGES AVAILABLE TO ALL QUALIFIED IN THE AREA. THE
MAJORITY OF THE GOVERNING BODY CONSISTS OF INDEPENDENT PERSONS
REPRESENTATIVE OF THE COMMUNITY SERVED BY THE HQSPITAL., THE HOSPITAL
SERVES AS A CLINICAL EXPERIENCE FOR A LARGE NUMBER OF RESIDENTS. IN
ADDITION, STUDENTS IN OTHER HEALTH CARE PROFESSTONS SUCH AS NURSING,

PHARMACY, DIETARY, AND EMERGENCY TECHNICIANS AREKE TRATNED HERE.

JSh Schedule H (Form 990) 2011
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GARDEN CITY HOSPFITAL 38-1358390

Schedule H (Form 990} 2011 Page B
Supplemental Information

Complete this part to provide the following information.

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

PartV, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 9, 10, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.
2 Needs assessment. Describe how the organization assesses the health care needs of the cemmunities it serves. in addition to
any needs assessments reporied in Part V, Section B.

3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persens
who may be billed for patient care about their efigibility 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, iaking into account the geographic area and
demographic consfituents it serves.

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

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 prometing 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.

STATE FILING OF COMMUNITY BENEEIT REPORT

M,

JSA Schedule H (Form 950) 201

TE1327 2000
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SCHEDULE J Compensation information | oms No. 1545-0047
(Form 9%0) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees
= Complete if the organization answered "Yes” to Form 990,

Department of the Treasury Part IV, line 23.

infema; Revenue Service B~ Attach to Form 998. P> See separate instructions. S PEC
Name of the organization Employer identification number
GARDEN CITY HCSPITAL 38-1358390

Questions Regarding Compensation

ta Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VI, Section A, fine 1a. Complete Part lll to provide any relevant information regarding these items.

First-class or charter travel Housing allowance or residence for personal use
Trave! for companions Paymenis for business use of persenal residence
Tax indemnification and gross-up payments Health or social ciub dues or inifiation fees
Discretionary spending account Personal services (e.g., maid, chauffeur, chef}

b If any 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 lil to b

L= 3] U |
2 Did the organization require substantiation prior fo reimbursing or allowing expenses incurred by all officers,

girectors, trustees, and the CEO/Executive Director, regarding the items checked in line 1a?

3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEOQ/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEQ/Executive Director. Explain in Part il

- Compensation committes - Written employment contract
Independent compensation consuliant Compensation survey or study
- Form 990 of other organizations Approval by the board or compensation committee

4  During the year, did any person listed in Form 890, Part Vii, Section A line 1a, with respect to the filing
organization or a related organization:

a Receive a severance payment or change-of-control payment? . | . . . . . .. . s e e e e e e e

Participate in, or receive payment from, a supplemental nongualified retirement plan?

¢ Participate in, or receive payment from, an equity-based compensation arrangement?, | | . . ... ... ...
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part liL

o

Only section 501(c}{3} and 501(c}{4) organizations must complete lines 5-9.
5 For persons listed in Form 980, Part VI, Section A, line 1a, did the organization pay or accrug any
compensation contingent on the revenues of: '
a Theorganzalion? _ L e e e e
b Any related OrganZaton? | . . . . . e e
If "Yes" to line 5a or 5b, describe in Part lil.
6 For persons listed in Form 990, Part VI, Section A, iine 1a, did the organization pay or accrue any
compensation contingent on the net earnings of.
a The organizalion? L L e ket e e e e e e e e e e e e
b Anyrelated organization? | | L L L L L e e e e
If "Yes" to line 6a or 6b, describe in Part Il
7 For persons listed in Form 990, Part VI, Section A, line 1a, did the arganization provide any non-fixed
payments not described in lines 5 and 87 f "Yes,"describe inPart il , _ . . . . . . ... .. ... .. ... ... 7 X
& Were any amounts reported in Form 890, Part VII, paid or accrued pursuant to a confract that was subject
fo the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes" describe

5 T8 - o 8| 8 X
8 If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in ’
Regulations sechion 53.4058-6(C) 7 . . . . . . . . i i i it e e e e e e a et e e a e e 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J {Form 890) 2044
TS
1E1290 1.000
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| oms No. 1545-p047

2011

SCHEDULE O -Supplemental Information to Form 990 or 990-EZ
{Form 980 or 930-EZ)

Complete to provide information for responses to specific questions on
Department of the Tressury Form 980 or 980-EZ or to provide any additional information. “"Open to Public.
sntemal Revenue Service M Attach to Form 990 or 990-EZ. 2 IAgpection
Mame of the organizaficn Employer idenfification number

GARDEN CITY HOSPITAL 38-1358390

POLICIES

PART VI, SECTION B

LINE 11B

THE ORGANIZATION'S FINANCE DEPARTMENT ACCUMULATES INFCRMATION AND DATA
NECESSARY TO COMPLETE THE FEDERAT, FORM 990, AUDITED FINANCIAL DATA AND
BOARD APPROVED POLICIES AND PROCEDURES ARE USED AS INPUT TC CCMPLETE THE
FORM. A DRAFT RETURN IS PREPARED AND REVIEWED BY THE ORGANIZATION'S
INDEPENDENT OUTSIDE ACCOUNTANTS. THE FINANCE STAYE REVIEWS TEE FORM 950

PRIOR TO FILING WITH THE IRS. AN ELECTRONIC COPY OF FORM 950 IS PROVIDED

TO EACH BOARD MEMBER PRIOR TO FILING WITH THE IRS.

LINE 12C

EACH MONTH THE BOARD MEMBERS ASK THE GROUP IF THERE ARE ANY CONFLICTS CF
INTEREST. IF THERE ARE ANY CONFLICTS THE BCARD WILL DISCUSS,

INVESTIGATE, AND TAKE AFPROPRIATE ACTION IF NECESSARY. DELIBERATIONS AND
DECISICNS ARE MADE AT THE BCARD LEVEL TC DETERMINE WHETHER OR NOT A
CONFLICT EXISTS. MEMBERS WILL RECUSE THEMSELVES FROM THE DISCUSSION IF A

CONFLICT DOES EXIST.

LINES 1532 & 15B

THE BOARD OF TRUSTEES ENGAGES AN CUTSIDE CONSULTING FIEM TG SURVEY THE

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 390-EZ2. Schedule O (Form 990 or 990-EZ) {2011)

1E12‘.J2'SfAZ;DDU
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Schedule O (Farm 990 or 990-E2) 2011 Page 2
Name of the organization Employer identification number

GARDEN CITY HOSPITAL 38-1358390

MARKET FOR APPROPRIATE PLANS AND LEVELS OF COMPENSATION. APPRCPRIATE
PLANS AND COMPENSATION ARE THEN NEGOTIATED WITH TOP MANAGEMENT PERSONNEL.
ONCE THIS IS DONE, THE COMPENSATION PLAWN IS SENT TO THE COMPLIANCE

ATTORNEY FOR REVIEW AND THEN TC THE BOQARD FOR FINAL APPROVAL. ALL BOARD

MEMBERS INVOLVED IN THIS PROCESS ARE INDEPENDENT MEMBERS.

DISCLOSURE

PART VI SECTION C

LINE 19

THE ORGANIZATION DOES NOT MAKE ITS GOVERNING DOCUMENTS OR CONFLICT OF
INTEREST POLICY AVAILABLE TO THE GENERAL PUBLIC. ALL INQUIRIES FOR

COPIES OF FINANCIALS STATEMENTS ARE DIRECTED TO THE THIRD PARTY WEBSITE.

PART XI
LINE 5
RESTRICTED CONTRIBUTIONS (15,407)
PENSION ADJUSTMENT (9,479,044)
TOTAL (2,495,111)
JSA Schedule O {Form 990 or 990-EZ) 2011
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Schedule O (Form 990 or $80-EZ) 2011 Page 2

Name of the organization Cm ployer identification number

GARDEN CITY HOSPITAL 361358390
ATTACHMENT i

FORM 980, PART I¥I, LINE 1 - ORGANIZATION'S MISSION

GARDEN CITY HOSPITAL IS COMMITTED TO PROVIDING HEALTH CARE THAT

IMPROVES THE WELL BEING OF THE WHOLE FPERSON AND THE HEALTH STATUS OF
THE COMMUNITY AT LARGE THRCOUGH THE PROVISION OF CCMPREHENSIVE HEALTH
CARE SERVICES, OSTEOPATHIC MEDICAL EDUCATION, ANWD HEALTH CARE RELATED

PROGREMS.

ATTACHMENT 2

950, PART VII- COMPENSATION OF THE FIVE HIGHEST PAID IND. CONTRACTORS

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

CARETECH SOLUTIONS, INC. IT SUPPORT 3,622,169.
PO BOX 674271 ’
DETROIT, MI 48267

SIEMENS MEDICAL SOLUTIONS IT SUPPCRT 1,507,870.
DEPT CH 14195
PALATINE, IL 60053

SUPPLEMENTAL HEALTH CARE IMAGING SERVICES 1,148, 546.
PC BOX 27124
SALT LAKE CITY, UT 84127

ALLIANCE HNT IMAGING SERVICES 842, 950.
7647 COLLECTION CENTER DRIVE
CHICAGO, IL 60693

SODEXHO HEALTH CARE SERVICES BIO-MEDICAL SERVICES 770,388.
MSC-410672 PO BOX 41500
NASHVILLE, TN 37241

TOTAL COMPENSATION 7,891,873,

ATTACHMENT 3

JSA Schedule O (Form 990 or 990-EZ) 2011
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Schedule O {Form 990 or 990-E7) 2071

Page 2

Name of the organization

GARDEN CITY HOSPITAL

Employer identification number

38-1358390

FORM 990, PART IX — OTHER EXPENSES

DESCRIPTICN

DUES & SUBSCRIPTIONS

BAD DEBTS

MEDICAL SUPPLIES

ATTACHMENT 3 (CONT'D)

{A) (B) {c) (D)
TOTAL PROGRAM MANAGEMENT FUNDRAISING
EXPENSES SERVICE EXP. AND GENERAL EXPENSES
1,464,189, 841, 640. 642,549.

14,745,082,

15,792,776.

14,745,082,

15,782,776.

OTHER ~ LESS THAN 5% OF TOTAL 1,991, 283. 1,695, 956. 265,327.
TOTALS 34,012,330. 33,075,454, 937,676,
ISA Schedule O (Form 930 or 990-EZ) 2011
1E1228 2.000
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