** PUBLIC DISCLOSURE COPY **

n 990

Department of the Treasury
Internal Revenue Service

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except black lung
benefit trust or private foundation)

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

OMB No. 1545-0047

2012

Open to Public
Inspection

OCT 1, 2012

A For the 2012 calendar year, or tax year beginning

andending SEP 30, 2013

B Check if
applicable:

twmes® | DAY KIMBALL HEALTHCARE, INC.

C Name of organization

D Employer identification number

ohiee | Doing BusinessAs DAY KIMBALL HOSPITAL 06-0646599
ratuen Number and street (or P.0. box if mail is not delivered to street address) Room/suite | E Telephone number
[ Jfgmi- | 320 POMFRET STREET 860-928-6541
reen?®?l Gity, town, or post office, state, and ZIP code G Gross receipts $ 115,519,892,

ihe | PUTNAM, CT 06260

pendine F Name and address of principal officerROBERT SMANIK
SAME AS C ABOVE

for affiliates?

| Tax-exempt status: 501(c)(3) L] 501(c) (

)« (insertno.) || 4947(a)(1)or [ 527

J Website: p» WWW.DAYKIMBALL .ORG

H(a) Is this a group return

DYes No

H(b) Are all affiliates included?_JYes [_]No
If "No," attach a list. (see instructions)
H(c) Group exemption number P>

K Form of organization: Corporation | | Trust | | Association [ | Otherp»

| L Year of formation: 189 4] m State of legal domicile: CT

[Part1] Summary

o | 1 Briefly describe the organization’s mission or most significant activities: SHORT-TERM GENERAL CARE HOSPITAL
% PROVIDING HEALTHCARE NEEDS TO THE NORTHEASTERN CT COMMUNITY.
g 2 Check this box P> |:] if the organization discontinued its operations or disposed of more than 25% of its net assets.
3 | 3 Number of voting members of the governing body (Part VI, line 1a) 3 15
g 4 Number of independent voting members of the governing body (Part VI, line1b) 4 11
$ | 5 Total number of individuals employed in calendar year 2012 (Part V, line2a) . .. .. . . .. .. .. ... 5 1503
£ | 6 Total number of volunteers (estimate if necessary) 6 272
E 7 a Total unrelated business revenue from Part VIII, column (C), line 12 7a 0.
b Net unrelated business taxable income from Form 990-T, line 34 ..o, 7b 0.
Prior Year Current Year
o | 8 Contributions and grants (Part VIll, line th) 2,554,211. 1,669,273.
| 9 Program service revenue (Part Vill, ine2g) 127,208,448.] 109,135,523.
3 | 10 Investment income (Part VI, column (A), lines 3,4,and 7d) ... ... 194,664. 161,402.
“ 111 Other revenue (Part VI, column (A), lines 5, 6, 8¢, 9c, 10c, and 11e) 6,156,410. 4,470,460.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line 12) 136,113,733.] 115,436,658.
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 0. 0.
14 Benefits paid to or for members (Part IX, column (A), line4) . 0. 0.
@ | 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 82,458,833. 69,228,340.
2 | 16a Professional fundraising fees (Part IX, column (A), line 11e) 186,168. 0.
§ b Total fundraising expenses (Part IX, column (D), line 25) P> 0.
Y147 Other expenses (Part IX, column (A), lines 11a-11d, 11f24e) . . . . . 51,601,424. 48,178,460.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) ... .. 134,246,425.] 117,406,800.
19 Revenue less expenses. Subtract line 18 fromline 12 ... 1 ’ 867 ’ 308. -1 ’ 970 ’ 142.
a§ Beginning of Current Year End of Year
§§ 20 Total assets (Part X, line 16) 87,880,705.] 97,043,905.
<5| 21 Total liabilities (Part X, line 26) 72,081,270.] 80,958,982.
§u§_ 22 Net assets or fund balances. Subtract line 21 from line 20 15,799,435, 16,084,923.

[ Part Il | Signature Block

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

} Signature of officer

Sign Date
Here ROBERT SMANIK, PRESIDENT
Type or print name and title
Print/Type preparer's name Preparer's signature Date Check |:] PTIN
Paid  [BETH THURZ wrempioes [P00346435
Preparer |Firm's name p SASLOW LUFKIN & BUGGY, LLP Firm'sEINp 06-1533253

175 POWDER FOREST DRIVE
SIMSBURY, CT 06089

Use Only | Firm's address

Phoneno. 860-678-9200

May the IRS discuss this return with the preparer shown above? (see instructions) ... Yes |:] No

232001 12-10-12

LHA For Paperwork Reduction Act Notice, see the separate instructions.
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Form 990 (2012) DAY KIMBALL HEALTHCARE, INC. 06-0646599 page2
Part Ill | Statement of Program Service Accomplishments

Check if Schedule O contains a response to any question in this Part 11 ... l:]

1  Briefly describe the organization’s mission:

THE MISSION OF DAY KIMBALL HEALTHCARE IS TO MEET THE HEALTH NEEDS OF
OUR COMMUNITY THROUGH OUR CORE VALUES OF CLINICAL QUALITY, CUSTOMER
SERVICE, FISCAL RESPONSIBILITY AND LOCAL CONTROL.

2  Did the organization undertake any significant program services during the year which were not listed on

the prior FOMM 990 0r 990-EZ? . [ves [XINo
If "Yes," describe these new services on Schedule O.
3 Did the organization cease conducting, or make significant changes in how it conducts, any program services? . DYes No

If "Yes," describe these changes on Schedule O.

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

4a (Code: ) (Expenses $ 93,169,288. inciuding grants of ) (Revenue $ 107,318,2630)
DAY KIMBALL HEALTHCARE PROVIDES A COMPREHENSIVE HEALTHCARE SYSTEM
OFFERING PRIMARY CARE AND A MULTITUDE OF MEDICAL AND SURGICAL
SPECIALTIES ALONG WITH LEADING-EDGE TECHNOLOGY AND SOPHISTICATED
DIAGNOSTICS. OUR SERVICE AREA INCLUDES NORTHEAST CONNECTICUT AS WELL
AS NEARBY MASSACHUSETTS AND RHODE ISLAND COMMUNITIES. DAY KIMBALL
HEALTHCARE'S COMPREHENSIVE NETWORK OFFERS MORE THAN 1,000 EMPLOYEES
INCLUDING MORE THAN 200 HIGHLY-SKILLED PHYSICIANS, SURGEONS AND
SPECIALISTS.

4b  (Code: ) (Expenses $ 6 ’ 782 ’ 208. including grants of $ ) (Revenue $ 4 ’ 486 ’ 193. )
PHYSICIAN OFFICE PROVIDING PRIMARY CARE AND OUTPATIENT VISITS TO
NORTHEASTERN CONNECTICUT COMMUNITIES.

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

4d Other program services (Describe in Schedule O.)

(Expenses $ including grants of $ ) (Revenue $ )

4e Total program service expenses | 99 ’ 951 ’ 496.

Form 990 (2012)
232002
12-10-12
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Form 990 (2012) DAY KIMBALL HEALTHCARE, INC. 06-0646599  page3
[ Part IV | Checklist of Required Schedules

Yes [ No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)?
If "Yes," complete SCheQUI® A | e 1 [ X
2 Is the organization required to complete Schedule B, Schedule of Contributors? ... X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to candidates for
public office? If "Yes," complete Schedule C, Part| 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h) election in effect
during the tax year? If "Yes, " complete Schedule C, Part Il ... 4 | X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues, assessments, or
similar amounts as defined in Revenue Procedure 98-19? If "Yes," complete Scheaule C, Partitf 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the right to
provide advice on the distribution or investment of amounts in such funds or accounts? If "Yes," complete Schedule D, Part| | 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Partif 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes," complete
Schedule D, Part Il 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; serve as a custodian for
amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or debt negotiation services?
If "Yes," complete Schedule D, Part IV 9 X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments, permanent
endowments, or quasi-endowments? If "Yes," complete Schedule D, Part V. 10 | X
11 If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI, VII, VIII, IX, or X
as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes," complete Schedule D,
PaIt VI 11a| X
b Did the organization report an amount for investments - other securities in Part X, line 12 that is 5% or more of its total
assets reported in Part X, line 162 If "Yes," complete Schedule D, Part VIl ... 11b | X
¢ Did the organization report an amount for investments - program related in Part X, line 13 that is 5% or more of its total
assets reported in Part X, line 162 If "Yes," complete Schedule D, Part VIl . ... 11c X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets reported in
Part X, line 162 If "Yes," complete Schedule D, Part IX .. . . ... 11d X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X 11e | X
f Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X 11f | X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes," complete
Schedule D, Parts Xland XIl 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year?
If "Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts Xl and Xll is optional = 12| X
13 Is the organization a school described in section 170(b)(1)(A)(i))? If "Yes," complete Schedule 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising, business,
investment, and program service activities outside the United States, or aggregate foreign investments valued at $100,000
or more? If "Yes," complete Schedule F, Parts land IV 14b X
15 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," complete Schedule F, Parts lfand IV 15 X
16 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," complete Schedule F, Parts llfand IV . 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part IX,
column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part! 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part VI, lines
1c and 8a? If "Yes," complete Schedule G, Part Il .. 18 | X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? If "Yes,"
complete Schedule G, Part Ill . e 19 X
20a Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH 20a| X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? 20b | X
Form 990 (2012)
232003
12-10-12
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Form 990 (2012) DAY KIMBALL HEALTHCARE, INC. 06-0646599 Page 4
[ Part IV | Checklist of Required Schedules (continued)

Yes | No
21 Did the organization report more than $5,000 of grants and other assistance to any government or organization in the
United States on Part IX, column (A), line 1? If "Yes," complete Scheaule I, Parts landit~ 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 Iand il . 22 X

23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the organization’s current
and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes," complete
Schedule J 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, 2002? If "Yes," answer lines 24b through 24d and complete

Schedule K. If "No", go to line 25 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . ... 24b X
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year to defease

any tax-exempt DONAST | 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during theyear? . . ... 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," complete Schedule L, Part | 25a X

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior year, and
that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ? If "Yes," complete

Schedule L, Part | 25b X
26 Was aloan to or by a current or former officer, director, trustee, key employee, highest compensated employee, or disqualified
person outstanding as of the end of the organization’s tax year? If "Yes," complete Scheadule L, Part!l 26 X

27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor or employee thereof, a grant selection committee member, or to a 35% controlled entity or family member
of any of these persons? If "Yes," complete Schedule L, Part Ill 27 X

28 Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part IV
instructions for applicable filing thresholds, conditions, and exceptions):

a A current or former officer, director, trustee, or key employee? If "Yes," complete Scheaule L, Parttv. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, Part IV 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was an officer,
director, trustee, or direct or indirect owner? If "Yes," complete Scheaule L, Part\v............. 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M 2 | X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified conservation
contributions? If "Yes," complete Schedule M 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations?
If "Yes," complete Schedule N, Part | 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets?/f "Yes," complete
Schedule N, Part Il 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," complete Schedule R, Part | ... 33 | X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part Il, Ill, or IV, and
Part Ve T 34 | X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? 35a X
b If "Yes" to line 353, did the organization receive any payment from or engage in any transaction with a controlled entity
within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V, line2 .. ... 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related organization?
If "Yes," complete Schedule R, Part V, line 2. 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R, PartVI 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 19?
Note. All Form 990 filers are required to complete Schedule O ... 38 | X
Form 990 (2012)
232004
12-10-12
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Form 990 (2012) DAY KIMBALL HEALTHCARE, INC. 06-0646599  page5

Part V| Statements Regarding Other IRS Filings and Tax Compliance

Check if Schedule O contains a response to any question in this Part V

Yes [ No
1a Enter the number reported in Box 3 of Form 1096. Enter -O- if not applicable .. ... ... ... 1a 139
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable ... ... ... .. 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
(gambling) WINNINGS 10 Prize WINNE S 1c | X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax Statements,
filed for the calendar year ending with or within the year covered by this return 2a 1503
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? . . .. 2 | X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
8a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No," provide an explanation in ScheaueoO 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a
financial account in a foreign country (such as a bank account, securities account, or other financial account)? 4a X
b If "Yes," enter the name of the foreign country: >
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.
6a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? ... 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? . . . ... . 5b X
c If "Yes," to line 5a or 5b, did the organization file Form 8886-T? 5c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the organization solicit
any contributions that were not tax deductible as charitable contributions? ... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or gifts
were Not tax dedUCTi DI ? 6b
7 Organizations 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 to the payor? | 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required
to file Form 82827 7c X
d If "Yes," indicate the number of Forms 8282 filed during the year
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? . 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? .. | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? | 7h
8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting organizations. Did the supporting
organization, or a donor advised fund maintained by a sponsoring organization, have excess business holdings at any time during the year? 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section 49667 . ... 9a
b Did the organization make a distribution to a donor, donor advisor, or related person? 9b
10 Section 501(c)(7) organizations. Enter:
a |Initiation fees and capital contributions included on Part VI, line 12 . 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders .. ... 11a
b Gross income from other sources (Do not net amounts due or paid to other sources against
amounts due or received fromthem.) 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during theyear ................. | 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more than one state? . 13a
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which the
organization is licensed to issue qualified health plans . ... 13b
¢ Enterthe amount of reservesonhand | 13c
14a Did the organization receive any payments for indoor tanning services during the tax year? . 14a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O 14b
Form 990 (2012)
232005
12-10-12
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Form 990 (2012) DAY KIMBALL HEALTHCARE, INC. 06-0646599 Page 6
Part VI | Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No" response
to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.
Check if Schedule O contains a response to any question inthis Part VI ...
Section A. Governing Body and Management

Yes [ No
1a Enter the number of voting members of the governing body at the end of the taxyear . . 1a 15
If there are material differences in voting rights among members of the governing body, or if the governing
body delegated broad authority to an executive committee or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . 1b 11
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any other
officer, director, trustee, or key employee? 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct supervision
of officers, directors, or trustees, or key employees to a management company or other person? .. 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? 4 X
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? 5 X
6 Did the organization have members or stockholders? 6 X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or
more members of the governing body? 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders, or
persons other than the governing body? 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by the following:
A The QOVeIMING DOy 2 8a | X
b Each committee with authority to act on behalf of the governing body? . ... ... 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization’s mailing address? If "Yes, " provide the names and addresses in Schedule O ... ... 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes [ No
10a Did the organization have local chapters, branches, or affiliates? .. ... .. ... 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters, affiliates,
and branches to ensure their operations are consistent with the organization’s exempt purposes? 10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? | 11a X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? /f "No," go to line13 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to conflicts? 12b| X
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes," describe
in Schedule O how this was done 12c| X
13 Did the organization have a written whistleblower policy? .. 13 | X
14 Did the organization have a written document retention and destruction policy? 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by independent
persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEO, Executive Director, or top management official 15a | X
b Other officers or key employees of the organization . 150 | X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a
taxable entity during the year? 16a X
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its participation
in joint venture arrangements under applicable federal tax law, and take steps to safeguard the organization’s
exempt status with respect to SUCh arrangemMent s ? i iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiis 16b

Section C. Disclosure
17 List the states with which a copy of this Form 990 is required to be filed »CT
18 Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only) available
for public inspection. Indicate how you made these available. Check all that apply.
D Own website D Another’s website Upon request D Other (explain in Schedule O)
19 Describe in Schedule O whether (and if so, how), the organization made its governing documents, conflict of interest policy, and financial

statements available to the public during the tax year.
20 State the name, physical address, and telephone number of the person who possesses the books and records of the organization: P>
STEPHEN BURKE - (860) 928-6541
320 POMFRET STREET, PUTNAM, CT 06260
T2o10-12 Form 990 (2012)
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Form 990 (2012)

DAY KIMBALL HEALTHCARE,

INC.

06-0646599  page?

Part VII| Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors

Check if Schedule O contains a response to any question in this Part VII

Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the organization's tax year.

® | ist 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.

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

® List the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee) who received 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 related organizations.

® | ist 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 organization,
more than $10,000 of reportable compensation from the organization and any related organizations.
List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest compensated employees;

and former such persons.

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

(A) (B) (© (D) (E) (F)
Name and Title Average | (4o ot df;gf'rﬁ'ggthan one Reportable Reportable Estimated
hours per | box, unless person is both an compensation compensation amount of
week officer and a director/trustee) from from related other
(list any % the organizations compensation
hours for |5 B organization (W-2/1099-MISC) from the
related | g § 2 (W-2/1099-MISC) organization
organizations| £ | 5 g and related
below sSlel. |2 EE s organizations
ine) |22 |5 |5 [25] S
(1) MICHAEL BAUM, MD 40.00
ASST. TREASURER (2012 & 2013) X X 369,428. 0.] 25,400.
(2) ROBERT E. SMANIK, FACHE 40.00
PRESIDENT & CEO 2.00(X X 435,841. 0. 37,749.
(3) JOHN GRAHAM, MD 1.00
SECRETARY (2012 & 2013) X X 0. 0. 0.
(4) ROCHELLE ALIX 1.00
TREASURER (2012 & 2013) X X 0. 0. 0.
(5) GARFIELD DANENHOWER, MD 1.00
DIRECTOR X 0. 0. 0.
(6) RONALD FRANZINO, MD 40.00
DIRECTOR X 294 ,965. 0.] 22,116.
(7) JOSEPH BOTTA, MD 1.00
DIRECTOR X 0. 0. 0.
(8) JOSEPH ALESSANDRO, DO 1.00
DIRECTOR 1.00(X 57,819. 0. 0.
(9) ATTY. WILLIAM ST. ONGE 1.00
VICE CHAIRMAN (2013) X X 0. 0. 0.
(10) JACK BURKE 1.00
CHAIRMAN (2012 & 2013) X X 0. 0. 0.
(11) KAREN A, COLE 1.00
DIRECTOR X 0. 0. 0.
(12) HADI BOZORGMANESH 1.00
DIRECTOR X 0. 0. 0.
(13) JANICE THURLOW 1.00
DIRECTOR X 0. 0. 0.
(14) SHAWN MCNERNEY 1.00
DIRECTOR X 0. 0. 0.
(15) JOSEPH ADILETTA 1.00
DIRECTOR X 0. 0. 0.
(16) WILLIAM JOHNSON 40.00
DIRECTOR X 221,644. 0.] 21,735.
(17) DOUGLAS WAITE, MD 40.00
VP OF MED, AFFAIRS 1.00 X 284 ,545. 0. 28,577.
232007 12-10-12 Form 990 (2012)
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Form 990 (2012) DAY KIMBALL HEALTHCARE, INC. 06-0646599 Page 8
|Part Vi I Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) (9] (D) (E) (F)
Name and title Average (do not Cfegfiﬂggthan one Reportable Reportable Estimated
hours per | box, unless person is both an compensation compensation amount of
week officer and a director/trustee) from from related other
(istany |5 the organizations compensation
hours for S B organization (W-2/1099-MISC) from the
related 2 2 (W-2/1099-MISC) organization
organizations| 2 g (g and related
below S5 |2 2zl organizations
(18) JULIE DROUIN 40.00
VP OF FINANCE X 184,496. 0.] 27,680.
(19) CHRISTINE VALLEE 40.00
VP OF PHYSICIAN PRACTICES X 150,723. 0.] 20,103.
(20) CAROL HOWLAND 40.00
VP OF PATIENT CARE SERVICE X 128,957. 0.] 19,621.
(21) SARA BRANDON 40.00
VP OF MARKETING/COMMUNICATIONS X 120,363. 0.] 10,480.
(22) DONALD ST. ONGE 40.00
CO0/CNO X 46 ,414. 0. 1,301.
(23) ERICA KESSELMAN, MD 40.00
OB/GYN X 342,532. 0.] 29,635.
(24) JOHN DAY, MD 40.00
PULMONARY PHYSICIAN X 319,672. 0.] 37,019.
(25) TIMOTHY MONAHAN 40.00
DERMATOLOGIST X 337,639. 0. 9,044.
(26) MANISH SAPRA 40.00
MENTAL HEALTH PHYSICIAN X 312,539. 0.] 21,586.
1b Sub-total > 3,607,577. 0.] 312,046.
c Total from continuation sheets to Part VI, SectionA | 4 514,527. 0. 24,108.
d Total (add lines tband 1¢) > 4,122,104. 0.] 336,154.
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of reportable
compensation from the organization P> 99
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated employee on
line 1a? If "Yes," complete Schedule J for such individual . 3 | X
4  For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the organization
and related organizations greater than $150,000? /f "Yes," complete Schedule J for such indiviQual 4 X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for services
rendered to the organization? If "Yes," complete Schedule J forsuchperson ... 5 X

Section B. Independent Contractors

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

B C
Name and business address Descriptio(n ())f services Comp(en)sation
DOWNES CONSTRUCTION CO LLC, 200 STANLEY CONSTRUCTION
STREET, PO BOX 727, NEW BRITAIN, CT 06050 |[|SERVICES 1,744,172,
SOUTHWIND
PO BOX 79461, BALTIMORE, MD 21279 FFINANCIAL CONSULTING 1,130,131.
EASTERN CT HEMA & ONCOLOGY, 330 WASHINGTON
STREET, SUITE 200, NORWICH, CT 06360 PHYSICIAN SERVICES 779,340.
RDW GROUP, INC.
125 HOLDEN STREET, PROVIDENCE, RI 02908 ADVERTISING SERVICES 596,181.
SHEPLEY BULFINCH INTERIOR DESIGN
2 SEAPORT LANE, BOSTON, MA 02210 CONSULTING 451,699.
2 Total number of independent contractors (including but not limited to those listed above) who received more than
$100,000 of compensation from the organization P> 24
SEE PART VII, SECTION A CONTINUATION SHEETS Form 990 (2012)
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Form 990 DAY KIMBALL HEALTHCARE, INC. 06-0646599
|Part Vi I Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) (C) (D) (E) (F)
Name and title Average Position Reportable Reportable Estimated
hours (check all that apply) compensation compensation amount of
per from from related other
week 8 the organizations compensation
(list any % é organization (W-2/1099-MISC) from the
hours for |5 | g (W-2/1099-MISC) organization
related | § | & 2 and related
organizations| £ | 5 £ g organizations
below 22|18z ]|s
. = = S o = IS
line) ElEg|E|g|£|e
(27) ANDREW MACKENZIE 40.00
MATERNAL FETAL MEDICINE PHYSICIAN X 392,692. 0. 6,731.
(28) JOHN P, MILLER 40.00
HR DIRECTOR/FORMER CHAIRMAN (2011) X 121,835. 0. 17,3717.
Total to Part VI, Section A, iN€ 1C ... 514,527- 24,108-
232201
07-25-12
9
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Form 990 (2012) DAY KIMBALL HEALTHCARE, INC.

06-0646599

Page 9

Part VIIl [ Statement of Revenue

Check if Schedule O contains a response to any question in this Part VIII

(A) (B) (C) (D)
Total revenue Related or Unrelated R?ygr%ut%)?ﬁcrlgg?d
exempt function business sections 512,
revenue revenue 513, 0r 514
é é 1 a Federated .campaigns 1a
5 g b Membership dues 1b
A< ¢ Fundraising events 1c
'EE d Related organizations 1d
g‘% e Government grants (contributions) 1e 764,654,
.g 5 f All other contributions, gifts, grants, and
__E;E similar amounts not included above 1f 904,619,
g-cg) g Noncash contributions included in lines 1a-1f: $
O®| h Total. Addlinesfa-1f ... ... . ... .. > 1,669,273,
Business Code
8 2 a PATIENT SERVICE REVENUE 622110 104,649,330, 104,649,330,
2o b PHYSICIAN OFFICE VISITS 621110 4,486,193, 4,486,193,
55| d
g% .
o f All other program service revenue
g Total. Addlines2a2f . ... . ... > 109,135,523,
3 Investment income (including dividends, interest, and
other similar amounts) > 131,086, 131,086,
4 Income from investment of tax-exempt bond proceeds P>
5  Royalties ... >
(i) Real (ii) Personal
6 a Gross rents 752,331,
b Less: rental expenses 0.
¢ Rental income or (loss) 752,331,
d Netrentalincomeor (I0ss) ... > 752,331, 752,331,
7 a Gross amount from sales of (i) Securities (i) Other
assets other than inventory 30,316.
b Less: cost or other basis
and sales expenses 0.
¢ Gain or (loss) 30,316,
Net gain or (I0SS) ... > 30,316. 30,316.
o 8 a Gross income from fundraising events (not
g including $ of
E contributions reported on line 1c). See
5 Part IV, line 18 a 360,820,
E-:") Less: direct expenses b 83,234,
Net income or (loss) from fundraising events .. > 277,586. 277,586,
9 a Gross income from gaming activities. See
Part IV, line 19 a
b Less: direct expenses b
¢ Net income or (loss) from gaming activities ................ »
10 a Gross sales of inventory, less returns
and allowances a
Less: cost of goods sold b
¢ Net income or (loss) from sales of inventory ................ >
Miscellaneous Revenue Business Code
11 a MISC PROGRAMS AND SERVICES 900099 2,668,933, 2,668,933,
b CAFETERIA REVENUE 722210 656,742, 656,742,
c PHARMACY REVENUE 446110 114,868, 114,868,
d All other revenue
e Total. Add lines 11a-11d > 3,440,543,
12 Total revenue. See instructions. ... | 2 115,436,658, 111,804,456, 0. 1,962,929,
202 Form 990 (2012)
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Form 990 (2012) DAY KIMBALL HEALTHCARE, INC. 06-0646599 page10
[ Part IX | Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).
Check if Schedule O contains a response to any question in this Part IX ...
Do not include amounts reported on lines 6b, Total e(;?genses Progra(n?)service Managé%)ent and Funél?ﬁ?ising
7b, 8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to governments and
organizations in the United States. See Part IV, line 21
2 Grants and other assistance to individuals in
the United States. See Part IV, line22
3 Grants and other assistance to governments,
organizations, and individuals outside the
United States. See Part IV, lines 15and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees 1,688,681. 1,445,045. 243,636.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B)
7 Othersalariesandwages .................... 50,148,270. 42,913,198. 7,235,072.
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 5,387,021.| 4,609,818. 777,203.
9 Other employee benefits 8,223,717. 7,037,254.[ 1,186,463.
10 Payrolitaxes ... 3,780,651.] 3,235,203. 545,448.
11  Fees for services (non-employees):
a Management .
b Legal ... 672,280. 672,280.
¢ Accounting ... 143,579. 143,579.
d Lobbying ... 19,236. 19,236.
e Professional fundraising services. See Part IV, line 17
f Investment managementfees
g Other. (If line 11g amount exceeds 10% of line 25,
column (A) amount, list line 11g expenseson Sch0.) | 12,525,422, 10,718,334, 1,807,088.
12 Advertising and promotion . 606,973. 519,403. 87,570.
13 Officeexpenses . ... 19,453,899.] 16,681,445.] 2,812,454,
14 Information technology . .. . 2,564,082, 2,194,153. 369,929.
15 Royalties .
16 Occupancy .. ... 2,258,198.] 1,932,400. 325,738.
17 Travel .. 382,738. 327,519. 55,219.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings 45,165. 38,649. 6,516.
20 Interest ... 1,021,472, 1,021,472,
21 Paymentsto affiiates .
22 Depreciation, depletion, and amortization 4,669,672, 3,995,962, 673,710.
23 Insurance ... 1,857,929.] 1,589,879. 268,050.
24 Other expenses. ltemize expenses not covered
above. (List miscellaneous expenses in line 24e. If line
24e amount exceeds 10% of line 25, column (A)
amount, list line 24e expenses on Schedule 0.)
a REPAIRS & MAINTENANCE 1,566,835, 1,340,782, 226,053,
b RESTR CONTR EXPENDITURE 350,980. 350,980.
c
d
e All other expenses
25 Total functional expenses. Add lines 1through24e [117,406,800.] 99,951,496.| 17,455,304. 0.
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 P D if following SOP 98-2 (ASC 958-720)
232010 12-10-12 Form 990 (2012)
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Form 990 (2012)

DAY KIMBALL HEALTHCARE, INC.

06-0646599

Page 11

[ Part X [ Balance Sheet

Check if Schedule O contains a response to any question in this Part X

232011
12-10-12

11320819 794336 DAYKIMBALL
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2012.05090 DAY KIMBALL HEALTHCARE,

(A) (B)
Beginning of year End of year
1 Cash-noninterestbearing 2,185,919.] 1 4,773,821,
2 Savings and temporary cash investments ... 6,927,435, » 3,263,088.
3 Pledges and grants receivable, net ... 1,666,567.] 3 1,246,375.
4 Accountsreceivable,net 14,415,222, 4 | 12,870,085.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees. Complete
Partllof Schedule L 5
6 Loans and other 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 organizations of section 501(c)(9) voluntary
° employees’ beneficiary organizations (see instr). Complete Part Il of SchL 6
@ | 7 Notesand loans receivable, Net ... 7
& | 8 Inventoriesforsaleoruse 2,205,114.] s 2,148,305.
9 Prepaid expenses and deferred charges 302,092.] o 492,155.
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of ScheduleD . 10a| 112,069,300.
b Less: accumulated depreciation 10b 70,769,313, 37,024,087.| 10¢ 41,299,987.
11 Investments - publicly traded securities ... 11
12 Investments - other securities. See Part IV, line 11 . ... 18,874,614.] 12 28,043,306.
13 Investments - program-related. See Part IV, line 11 . . 0.] 13 613,449.
14 Intangibleassets . 14
15 Otherassets. SeePart IV, line 11 4,279,655, 15 2,293,334.
16 Total assets. Add lines 1 through 15 (mustequalline34) ... 87 ’ 880 ’ 705. 16 97 ’ 043 ’ 905.
17 Accounts payable and accrued expenses ... 15,622,563. 17| 16,790,150.
18  Grantspayable ... 18
19 Deferredrevenue 19
20  Taxexempt bond liabilities 20| 30,330,000.
@ |21 Escrow or custodial account liability. Complete Part IV of Schedule D 21
E |22 Loans and other payables to current and former officers, directors, trustees,
ﬁ key employees, highest compensated employees, and disqualified persons.
- Complete Part Il of Schedule L ... 22
23 Secured mortgages and notes payable to unrelated third parties ... 17,864,874.]| 23 1,689,909.
24 Unsecured notes and loans payable to unrelated third parties . 24
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X of
Schedule D 38,593,833.] 25| 32,148,923.
26 Total liabilities. Add lines 17 through 25 ... ... ... ... .. ... 72,081,270./ 26| 80,958,982.
Organizations that follow SFAS 117 (ASC 958), check here P> and
& complete lines 27 through 29, and lines 33 and 34.
g |27 Unrestricted netassets ... 5,284,743.] 27 7,050,300.
T |28 Temporariy restricted netassets ... 6,307,797.| 28 4,728,936.
T |29 Permanently restricted netassets 4,206,895.| 29 4,305,687.
Z Organizations that do not follow SFAS 117 (ASC 958), check here p D
5 and complete lines 30 through 34.
% 30 Capital stock or trust principal, or currentfunds 30
§ 31 Paid-in or capital surplus, or land, building, or equipment fund 31
% |32 Retained earnings, endowment, accumulated income, or other funds 32
Z 133 Total net assets or fund balances 15,799,435- 33 16,084,923-
34 87,880,705.| 34 97,043,905.
Form 990 (2012)
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Form 990 (2012) DAY KIMBALL HEALTHCARE, INC. 06-0646599 Page 12
Part XI | Reconciliation of Net Assets

Check if Schedule O contains a response to any question in this Part XI ...
1 Total revenue (must equal Part VIIl, column (A), ine 12) ... 1| 115,436,658.
2 Total expenses (must equal Part IX, column (A), ine 25) . . .. ... 2 | 117,406,800.
3 Revenue less expenses. Subtract line 2 fromline 1 3 -1 ’ 970 ’ 142.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) 4 15,799,435.
5 Net unrealized gains (losses) On iNVeStMeNts ... 5 252,602.
6 Donated services and use of facilities . 6
7 INVeSIMENt BXPENSES 7
8 Priorperiod adjustments 8
9  Other changes in net assets or fund balances (explain in Schedule O) ... ... 9 2,003,028.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line 33,
COIUMN (B)) oo oo oo 10 16,084,923.
Part Xl Financial Statements and Reporting
Check if Schedule O contains a response to any question in this Part XI| ..o
Yes | No

1 Accounting method used to prepare the Form 990: D Cash Accrual D Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in Schedule O.
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a X
If "Yes," check a box below to indicate whether the financial statements for the year were compiled or reviewed on a
separate basis, consolidated basis, or both:
D Separate basis D Consolidated basis D Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? 2| X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a separate basis,
consolidated basis, or both:
Separate basis Consolidated basis D Both consolidated and separate basis
c If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the audit,

review, or compilation of its financial statements and selection of an independent accountant? 2c| X

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

Actand OMB Circular A133? 3a| X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the required audit
or audits, explain why in Schedule O and describe any steps taken to undergosuchaudits  ............................................ 3| X
Form 990 (2012)
232012
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SCHEDULE A OMB No. 1545-0047

(Form 990 or 990-E2) Public Charity Status and Public Support 20 1 2

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

Department of the Treasury 4947(a)(1) nonexempt charitable trust. Open to Public

Internal Revenue Service P Attach to Form 990 or Form 990-EZ. P> See separate instructions. Inspection

Name of the organization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646599

I Part | I Reason for Public Charity Status (Al organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)
1 D A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i).
D 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(b)(1)(A)iii).
A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the hospital’'s name,
city, and state:

A WODN

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

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

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

An organization that normally receives a substantial part of its support from a governmental unit or from the general public described in
section 170(b)(1)(A)(vi). (Complete Part I1.)

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

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

An organization organized and operated exclusively to test for public safety. See section 509(a)(4).
An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of one or
more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check the box that
describes the type of supporting organization and complete lines 11e through 11h.
a l:] Type | b l:] Type ll c l:] Type Il - Functionally integrated d l:] Type Il - Non-functionally integrated
e l:] 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 one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2).

0 00 O

10
11

N

f If the organization received a written determination from the IRS that it is a Type |, Type Il, or Type llI
supporting organization, check this box [
g Since August 17, 2006, 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 (ii) and (iii) below, Yes | No
the governing body of the supported organization? . 119(i)
(ii) A family member of a person described in (i) above? 11g(ii)
(i) A 35% controlled entity of a person described in (i) or (i) above? 11g(iii)
h Provide the following information about the supported organization(s).
(i) Name of supported (i) EIN (iii) Type of organization ((iv)Is the organization| (v) Did you notify the orgar(l\i’ziz):\tli%;[]hi?] col. | (vii) Amount of monetary
organization (described on “nes, 1-9 Jincol. (l) listed in your] (?rgan|zat|on in col. (i) organized in the support
above or IRC section ~ [governing document?| (i) of your support? u.s.?
(see instructions)) Yos No Yos No Yos No
Total
LHA For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2012
Form 990 or 990-EZ.
232021
12-04-12
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Schedule A (Form 990 or 990-EZ) 2012 Page 2
Part ll| Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under Part Ill. If the organization
fails to qualify under the tests listed below, please complete Part Il1.)
Section A. Public Support
Calendar year (or fiscal year beginning in) p»> (a) 2008 (b) 2009 (c) 2010 (d) 2011 (e) 2012 (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.")

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

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

4 Total. Add lines 1 through 3

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

column (f)

6_Public support. subtract line 5 from line 4.

Section B. Total Support
Calendar year (or fiscal year beginning in) p> (a) 2008 (b) 2009 (c) 2010 (d) 2011 (e) 2012 (f) Total
7 Amounts from line 4

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

9 Net income from unrelated business
activities, whether or not the
business is regularly carried on

10 Other income. Do not include gain

or loss from the sale of capital
assets (ExplaininPart IV.))
11 Total support. Add lines 7 through 10
12 Gross receipts from related activities, etc. (see instructions) 12 |
13 First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and STOP NEIre ... ... ... e | 2 D
Section C. Computation of Public Support Percentage
14 Public support percentage for 2012 (line 6, column (f) divided by line 11, column (f)) ... .. ... ... ... 14 %
15 Public support percentage from 2011 Schedule A, Part I, line 14 15 %

16a 33 1/3% support test - 2012. If the organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this box and
stop here. The organization qualifies as a publicly supported organization . .. ... ...
b 33 1/3% support test - 2011. If the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check this box
and stop here. The organization qualifies as a publicly supported organization .. .. ... ...
17a 10% -facts-and-circumstances test - 2012. 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 organizaton ... .
b 10% -facts-and-circumstances test - 2011. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line 15 is 10% or
more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in Part IV how the
organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly supported organization ... ... ... .
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see instructions ......... | 2 D
Schedule A (Form 990 or 990-EZ) 2012

232022
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Schedule A (Form 990 or 990-EZ) 2012 Page 3
Part Ill | 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 Il.)
Section A. Public Support
Calendar year (or fiscal year beginning in) p> (a) 2008 (b) 2009 (c) 2010 (d) 2011 (e) 2012 (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.")

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

3 Gross receipts from activities that
are not an unrelated trade or bus-
iness under section 513

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

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

6 Total. Add lines 1 through 5

7a Amounts included on lines 1, 2, and

3 received from disqualified persons
b Amounts included on lines 2 and 3 received
from other than disqualified persons that
exceed the greater of $5,000 or 1% of the
amount on line 13 for the year
cAddlines7aand7b
8 Public support subiract ine 7¢ from line 6.)
Section B. Total Support
Calendar year (or fiscal year beginning in) p> (a) 2008 (b) 2009 (c) 2010 (d) 2011 (e) 2012 (f) Total
9 Amounts fromline6
10a Gross income from interest,
dividends, payments received on

securities loans, rents, royalties
and income from similar sources

b Unrelated business taxable income
(less section 511 taxes) from businesses
acquired after June 30, 1975

¢ Add lines 10a and 10b

11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is
regularly carredon

12 Other income. Do not include gain
or loss from the sale of capital
assets (Explainin Part IV.)) .-

13 Total support. (add lines 9, 10c, 11, and 12.)

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

Check this bOX and STOP NEIe ... ... e | 2 D
Section C. Computation of Public Support Percentage
15 Public support percentage for 2012 (line 8, column (f) divided by line 13, column (f)) ... 15 %
16 Public support percentage from 2011 Schedule A, Part lll, line 15 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2012 (line 10c, column (f) divided by line 13, column (f)) . 17 %
18 Investment income percentage from 2011 Schedule A, Part lll, line17 18 %

19a 33 1/3% support tests - 2012. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line 17 is not
more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organizaton ..
b 33 1/3% support tests - 2011. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33 1/3%, and

line 18 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions ....................... > l:]
232023 12-04-12 Schedule A (Form 990 or 990-EZ) 2012
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** PUBLIC DISCLOSURE COPY **

Schedule B Schedule of Contributors OME No. 1545-0047

(Form 990, 990-EZ,

or 990-PF) p Attachto F 990, F 990-EZ, or F 990-PF.

Department of the Treasury achfoTorm om errorm 20 1 2

Internal Revenue Service

Name of the organization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646599

Organization type (check one):

Filers of: Section:

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

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

Form 990-PF

501(c)(3) exempt private foundation

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

Jooo

501(c)(3) taxable private foundation

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

General Rule

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

Special Rules

D For a section 501(c)(3) organization filing Form 990 or 990-EZ that met the 33 1/3% support test of the regulations under sections
509(a)(1) and 170(b)(1)(A)(vi) 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 VIII, line 1h, or (ij) Form 990-EZ, line 1. Complete Parts | and Il.

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

l:] For a section 501(c)(7), (8), or (10) organization filing Form 990 or 990-EZ that received from any one contributor, during the year,
contributions for use exclusively for religious, charitable, etc., 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 complete 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

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

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

223451
12-21-12



Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

06

Employer identification number

-0646599

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

1

$ 236,079.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

$ 756,406.

Person D
Payroll |:]
Noncash

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

$ 50,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

223452 12-21-12
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

06

Employer identification number

-0646599

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

7

$ 12,500.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

$ 20,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

10

$ 203,421.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

11

$ 69,344.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

12

$ 68,225.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

223452 12-21-12
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

06

Employer identification number

-0646599

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

13

$ 30,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

14

$ 29,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

15

$ 65,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

16

$ 64,580.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

17

$ 26,780.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

18

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

223452 12-21-12
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

06

Employer identification number

-0646599

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

19

$ 7,833.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

20

$ 10,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

21

$ 25,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

22

$ 25,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

23

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

24

$ 53,349.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

223452 12-21-12
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

06

Employer identification number

-0646599

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

25

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

26

$ 10,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

27

$ 10,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

28

$ 8,400.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

29

$ 10,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

30

$ 10,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

223452 12-21-12
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

06

Employer identification number

-0646599

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

31

$ 597,925.

Person D
Payroll |:]
Noncash

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

32

$ 19,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

33

$ 10,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

34

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

35

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

36

$ 100,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

223452 12-21-12
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

06

Employer identification number

-0646599

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

37

$ 18,723.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

38

$ 25,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

39

$ 25,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

40

$ 289,093.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

41

$ 10,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

42

$ 10,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

223452 12-21-12
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

06

Employer identification number

-0646599

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

43

$ 20,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

44

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

45

$ 25,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

46

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

47

$ 35,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

48

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

223452 12-21-12
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization

DAY KIMBALL HEALTHCARE, INC.

06

Employer identification number

-0646599

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

49

$ 5,000.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

50

$ 5,600.

Person
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person D
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person D
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person D
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person D
Payroll |:]
Noncash [ |

(Complete Part Il if there
is a noncash contribution.)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 3

Name of organization

DAY KIMBALL HEALTHCARE, INC.

Employer identification number

06-0646599

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

(a) ©
No.

° . (b) _ FMV (or estimate) @
from Description of noncash property given . . Date received
Part | (see instructions)

WIC PROGRAM VOUCHERS
2
756,406. 09/30/13
(a)
(c)
No.
° . (b) _ FMV (or estimate) @
from Description of noncash property given . . Date received
(see instructions)
Part |
VACCINES
31
597,925. 09/30/13
(a)
(c)
No.
° . (b) _ FMV (or estimate) @
from Description of noncash property given . . Date received
(see instructions)
Part |
(a)
(c)
No.
° . (b) _ FMV (or estimate) @
from Description of noncash property given . . Date received
(see instructions)
Part |
(a)
(c)
No.
° . (b) _ FMV (or estimate) @
from Description of noncash property given . . Date received
(see instructions)
Part |
(a)
(c)
No.

° . (b) _ FMV (or estimate) @
from Description of noncash property given . . Date received
Part | (see instructions)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012) Page 4
Name of organization Employer identification number

DAY KIMBALL HEALTHCARE, INC. 06-0646599
Part T Exclusively Tengious, charitable, efc., ndividual coniribufions o section 501(c){7), (8), or (10) organizafions that fotal more than $1,000 for the
year. 80m lete columns (a) through (e) and the following line entry. For organizations completing Part Ill, enter
the total of exclusively religious, charitable, etc., contributions of $1,000 or less for the year. (gner this information once.)

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

(a) No.
gac:_TI (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
gac:_TI (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
gac:_TI (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
gac:_TI (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
223454 12-21-12 Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 15450047
(Form 990 or 990-EZ) - . .
For Organizations Exempt From Income Tax Under section 501(c) and section 527
Department of the Treasury P> Complete if the organization is described below. P> Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service P> See separate instructions. Inspection

If the organization answered "Yes," to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then

® Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.

® Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.

® Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes," to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then

® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 1I-B.

® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.
If the organization answered "Yes," to Form 990, Part IV, line 5 (Proxy Tax), or Form 990-EZ, Part V, line 35¢c (Proxy Tax), then

® Section 501(c)(4), (5), or (6) organizations: Complete Part |11
Name of organization Employer identification number

DAY KIMBALL HEALTHCARE, INC. 06-0646599

[PartI-A| Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Provide a description of the organization’s direct and indirect political campaign activities in Part IV.
2 Political expenditures >3

3 Volunteer hours

[Part I-B| Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section49ss >3
2 Enter the amount of any excise tax incurred by organization managers under section4955 >3
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? I:] Yes I:] No
4a Was a correction made? D Yes D No

b If "Yes," describe in Part IV.
[PartI-C| Complete if the organization is exempt under section 501(c), except section 501(c)(3).

1 Enter the amount directly expended by the filing organization for section 527 exempt function activities . >3
2 Enter the amount of the filing organization’s funds contributed to other organizations for section 527

exempt function activities >3
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
M@ 17D >3
4 Did the filing organization file Form 1120-POL for this year? . L lves L[ _INo

5 Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations to which the filing organization
made payments. For each organization listed, enter the amount paid from the filing organization’s funds. Also enter the amount of political
contributions received that were promptly and directly delivered to a separate political organization, such as a separate segregated fund or a
political action committee (PAC). If additional space is needed, provide information in Part IV.

(a) Name (b) Address (c) EIN (d) Amount paid from (e) Amount of political
filing organization’s contributions received and
funds. If none, enter -0-. promptly and directly

delivered to a separate
political organization.
If none, enter -0-.

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2012
LHA
232041
01-07-13
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Schedule C (Form 990 or 990-E7) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 page2

Part lI-A | Complete if the organization is exempt under section 501(c)(3) and filed Form 5768
(election under section 501(h)).

A Check » [ ifthe filing organization belongs to an affiliated group (and list in Part IV each affiliated group member’s name, address, EIN,
expenses, and share of excess lobbying expenditures).
B Check P> l:] if the filing organization checked box A and "limited control" provisions apply.

(a) Filing (b) Affiliated group
organization’s totals
totals

Limits on Lobbying Expenditures
(The term "expenditures" means amounts paid or incurred.)

Total lobbying expenditures to influence public opinion (grass roots lobbying)

Total lobbying expenditures to influence a legislative body (direct lobbying)

Total lobbying expenditures (add lines 1a and 1b)

Other exempt purpose expenditures .

Total exempt purpose expenditures (add lines 1c and 1d)

- ®0 O 0 T O

Lobbying nontaxable amount. Enter the amount from the following table in both columns.

If the amount on line 1e, column (a) or (b) is: The lobbying nontaxable amount is:

Not over $500,000 20% of the amount on line 1e.

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000
Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000.
Over $17,000,000 $1,000,000.

g Grassroots nontaxable amount (enter 25% of line 1)

h Subtract line 1g from line 1a. If zero or less, enter -0-

i Subtract line 1f from line 1c. If zero or less, enter -0-

j If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720
reporting section 4911 tax for thisS YEAr? ... l:] Yes l:] No

4-Year Averaging Period Under Section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five
columns below. See the instructions for lines 2a through 2f on page 4.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year

' L (a) 2009 (b) 2010 (c) 2011 (d) 2012 (e) Total
(or fiscal year beginning in)

2a Lobbying nontaxable amount

b Lobbying ceiling amount
(150% of line 2a, column(e))

¢ Total lobbying expenditures

d Grassroots nontaxable amount

e Grassroots ceiling amount
(150% of line 2d, column (e))

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2012

232042
01-07-13
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Schedule C (Form 990 or 990-E7) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 pages
Part II-B | Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

For each "Yes," response to lines 1a through 1i below, provide in Part IV a detailed description (a) (b)

of the lobbying activity. Yes No Amount

1 During the year, did the filing organization attempt to influence foreign, national, state or
local legislation, including any attempt to influence public opinion on a legislative matter
or referendum, through the use of:

Volunteers?

Paid staff or management (include compensation in expenses reported on lines 1c through 1))?

Media advertisements?

Se -0 0000
][ D[ D[ D[ D DY DY D4

X 19,236.
19,236.

b

c If "Yes," enter the amount of any tax incurred by organization managers under section 4912

d If the filing organization incurred a section 4912 tax, did it file Form 4720 forthisyear? ...
Part llI-A| Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c)(6)-
Yes No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? ... . 2
3 Did the organization agree to carry over lobbying and political expenditures from the prioryear? ... 3

Part llI-B| Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part llI-A, lines 1 and 2, are answered "No," OR (b) Part lll-A, line 3, is
answered "Yes."

1 Dues, assessments and similar amounts from members 1

2 Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of political
expenses for which the section 527(f) tax was paid).

@ CUITENT YEAM | et 2a
b Carryover from last year .. 2b
C Ol e 2c
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues ... . ... .. 3

4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the excess
does the organization agree to carryover to the reasonable estimate of nondeductible lobbying and political
expenditure next year? 4

5 Taxable amount of lobbying and political expenditures (see instructions) ... ... .. 5
[Part V] Supplemental Information
Complete this part to provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiliated group list); Part Il-A, line 2;
and Part II-B, line 1. Also, complete this part for any additional information.

PART II-B, LINE 1, LOBBYING ACTIVITIES:

DAY KIMBALL HEALTHCARE, INC. PAID LOBBYING EXPENSES TO THE FOLLOWING

ORGANIZATIONS:

AMERICAN HOSPITAL ASSOCIATION IN THE AMOUNT OF $5,338

CONNECTICUT HOSPITAL ASSOCIATION IN THE AMOUNT OF $13,898

Schedule C (Form 990 or 990-EZ) 2012
232043
01-07-13
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OMB No. 1545-0047

SCHEDULE D Supplemental Financial Statements
(Form 990) P Complete if the organization answered "Yes," to Form 990, 20 1 2
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b. Open to Public
ﬁfgiﬁ?‘;gﬁ;’,fj’;%lﬂif‘;“’y P> Attach to Form 990. p> See separate instructions. Inspection
Name of the organization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646599

Part | 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) Donor advised funds (b) Funds and other accounts

Total number at end of year

Aggregate contributions to (during year)

Aggregate grants from (during year)

Aggregate value atend of year . ...
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised funds

a Hh ON

are the organization’s property, subject to the organization’s exclusive legal control? D Yes D No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used only
for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose conferring
impermissible private benefit? e l:] Yes l:] No
I—Part Il I Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).

Preservation of land for public use (e.g., recreation or education) D Preservation of an historically important land area

Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation easement on the last
day of the tax year.

Held at the End of the Tax Year

a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure includedin(@) ... 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a historic structure

listed in the National Register 2d

3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the tax
year p>

4 Number of states where property subject to conservation easement is located P
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easements it holds? D Yes D No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year p>
7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year p> $
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and Section 170(M@)B)IN? ... [Cves  [no
9 In Part XIlIl, describe how the organization reports conservation easements in its revenue and expense statement, and balance sheet, and
include, if applicable, the text of the footnote to the organization’s financial statements that describes the organization’s accounting for
conservation easements.

Part lll | Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.

1a If the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet works of art,
historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide, in Part XIll,
the text of the footnote to its financial statements that describes these items.

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

(i) Revenues included in Form 990, Part VIII, line 1

(i) Assets included in Form 990, Part X

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 VIll, line 1. > 3

b Assetsincluded in Form 990, Part X . > 3
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2012
232051
12-10-12
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Schedule D (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 page2
[Part Il | Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assetscontinued)
3 Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its collection items

(check all that apply):
d D Loan or exchange programs

e D Other

a I public exhibition

b D Scholarly research

c Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part XIII.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar assets

to be sold to raise funds rather than to be maintained as part of the organization’s collection? D Yes
Part IV | 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.

l:]NO

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not included
ON FOrmM 990, Part X2
b If "Yes," explain the arrangement in Part Xlll and complete the following table:

l:]NO

Amount
c Beginning balance e ic
d Additions during the Year 1d
e Distributions during the year . e
f Endingbalance 1f
2a Did the organization include an amount on Form 990, Part X, line 217 I:] Yes

b If "Yes," explain the arrangement in Part Xlll. Check here if the explanation has been provided in Part XII|
I—Part Vv I Endowment Funds. Complete if the organization answered "Yes" to Form 990, Part IV, line 10.

(a) Current year (b) Prior year (c) Two years back | (d) Three years back | (e) Four years back

1a Beginning of year balance 14,006,580, 11,061,361, 9,596,540, 9,240,275, 12,660,714,

b Contributions 2,046,244, 1,960,237, 1,894,638, 382,611, 500,338,

¢ Net investment earnings, gains, and losses 1,177,981, 1,537,535, -130,663. 1,054,131, 113,264,

d Grants or scholarships ... ...

e Other expenditures for facilities

and programs 2,779,816, 464,083, 529,839, 1,017,578, 299,665,
f Administrative expenses .. 112,027, 88,470, 75,932, 62,899,
g Endofyearbawnce """""""""""""""""""" 14,338,962. 14,006,580. 10,754,744. 9,596,540. 12,974,651.

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:

a Board designated or quasi-endowment P> 68.64 %
b Permanent endowment p> 10.39 %
¢ Temporarily restricted endowment p> 20.97 %

The percentages in lines 2a, 2b, and 2c 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 3a(i) X

(ii) related organizations 3al(ii) X
b If "Yes" to 3a(ii), are the related organizations listed as required on Schedule R? 3b

4  Describe in Part Xlll the intended uses of the organization’s endowment funds.
[Part VI [Land, Buildings, and Equipment. See Form 990, Part X, line 10,

Description of property (a) Cost or other (b) Cost or other (c) Accumulated (d) Book value
basis (investment) basis (other) depreciation

1a Land 3,516, 235. 3,516,235.

b 66,307,167.] 44,735,949.[ 21,571,218.

c

d 31,889,736.] 26,033,364.[ 5,856,372.

e 10,356,162. 10,356,162.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).) ... » | 41,299,987.

Schedule D (Form 990) 2012

232052
12-10-12
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Schedule D (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 page3

[Part VII[ Investments - Other Securities. See Form 990, Part X, line 12.

(a) Description of security or category (including name of security) (b) Book value (c) Method of valuation: Cost or end-of-year market value

(1) Financial derivatives

(2) Closely-held equity interests

(8) Other
) INVESTMENTS IN REAL
®) ESTATE 236,356.] COST
(co FUNDS HELD IN TRUST BY
(o) OTHERS 4,538,749.] END-OF-YEAR MARKET VALUE
£y FUNDS HELD UNDER BOND
() INDENTURE 9,507,142.] END-OF-YEAR MARKET VALUE
(G BOARD RESTRICTED
(Hy ENDOWMENT FUNDS 10,511,560.] END-OF-YEAR MARKET VALUE

()

Total. (Col. (b) must equal Form 990, Part X, col. (B) line 12.) p> 28,043,306.

[Part VIl Investments - Program Related. See Form 990, Part X, line 13.

(a) Description of investment type (b) Book value (c) Method of valuation: Cost or end-of-year market value

)

)

)

)

)

)

)

(
@
&
@
©)
®
(7
®
(

9)

(10)

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

[Part IX] Other Assets. See Form 990, Part X, line 15.

(a) Description (b) Book value

()

@

(©)

)

©)

6)

(@)

)

©

(10)

Total. (Column (b) must equal Form 990, Part X, COl. (B) iN€ 15.) . ...............o..oooooiiiiiiiiiiiiiiiiiiiiie e | 2
[Part X | Other Liabilities. See Form 990, Part X, line 25.
1. (a) Description of liability (b) Book value

(1) Federal income taxes

() PENSION LIABILITIES 31,081,416.

3 DUE TO THIRD PARTIES 1,067,507.

()

©)

6)

(@)

)

©

(10)

(11)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) ... p| 32,148,923,

2. FIN 48 (ASC 740) Footnote. In Part Xlll, provide the text of the footnote to the organization’s financial statements that reports the organization’s
liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided inPart XIIl .................

Schedule D (Form 990) 2012
232083, SEE PART XIV FOR CONTINUATIONS
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Schedule D (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC.

06-0646599 page4

[Part XT | Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

1 Total revenue, gains, and other support per audited financial statements . 1 116,516,461.
2 Amounts included on line 1 but not on Form 990, Part VIIl, line 12:

a Netunrealized gains on investments ... 2a

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

¢ Recoveries of prioryear grants . 2c

d Other (Describe in Part XIL) ... 2d| 2,055,176.

e A liNes 28 through 2 2 | 2,055,176.
3 Subtractline 2e fromline 1 3 114,461,285,
4  Amounts included on Form 990, Part VIII, line 12, but not on line 1:

a Investment expenses not included on Form 990, Part Vlll, line7b 4a

b Other (Describe in Part XIL) ... ab 975,373.

¢ Addlinesdaanddb 4c 975,373.
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line 12.) . . .. ... ... 5 115 ’ 436 ’ 658.

[Part Xl [Reconciliation of Expenses per Audited Financial Statements With Expenses per Return

1 Total expenses and losses per audited financial statements 1 117,406,800.
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

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

b Prioryearadjustments 2b

C Otherlosses . 2c

d Other (Describe in Part XIIL.) . 2d

e A liNes 28 through 2 2 0.
3 Subtractline 2efromline 1 3 117,406,800.
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part Vlll, line7b 4a

b Other (Describe in Part XIIL) 4b

¢ Addlinesdaanddb 4c 0.
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part [, ine 18.) ... 5 |117,406,800.

[Part XIlI] Supplemental Information

Complete this part to provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part
X, line 2; Part XI, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional information.

PART V, LINE 4:

THE HOSPTIAL'S ENDOWMENT CONSISTS OF MULTIPLE FUNDS

ESTABLISHED FOR

A VARIETY OF PURPOSES INCLUDING CAPITAL EXPENDITURES,

OPERATIONS, AND OTHER DONOR-SPECIFIED RESTRICTIONS.

PART X, LINE 2:

THE HOSPITAL ACCOUNTS FOR UNCERTAIN TAX POSITIONS IN

ACCORDANCE WITH PROVISIONS OF FASB ASC 740, "INCOME TAXES" WHICH PROVIDES

A FRAMEWORK FOR HOW COMPANIES SHOULD RECOGNIZE, MEASURE, PRESENT AND

DISCLOSE UNCERTAIN TAX POSITIONS IN THEIR CONSOLIDATED FINANCIAL

232054

12-10-12

11320819 794336 DAYKIMBALL
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Schedule D (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 pages
[Part XIll | Supplemental Information (continued)

STATEMENTS. THE HOSPITAL MAY RECOGNIZE THE TAX BENEFIT FROM AN UNCERTAIN

TAX POSITION ONLY IF IT IS MORE LIKELY THAN NOT THAT THE TAX POSITION WILL

BE SUSTAINED ON EXAMINATION BY THE TAXING AUTHORITIES, BASED ON THE

TECHNICAL MERITS OF THE POSITION. THE HOSPITAL DOES NOT HAVE ANY

UNCERTAIN TAX POSITIONS AS OF SEPTEMBER 30, 2013 AND 2012. AS OF

SEPTEMBER 30, 2013 AND 2012, THE HOSPITAL DID NOT RECORD ANY PENALTIES OR

INTEREST ASSOCIATED WITH UNCERTAIN TAX POSITIONS. THE HOSPITAL'S PRIOR

THREE TAX YEARS ARE OPEN AND SUBJECT TO EXAMINATION BY THE INTERNAL

REVENUE SERVICE.

PART XI, LINE 2D - OTHER ADJUSTMENTS:

ASSETS RELEASED FROM RESTRICTIONS FOR OPERATIONS 1,624,641.
NON-OPERATING GAINS 430,535.
TOTAL TO SCHEDULE D, PART XI, LINE 2D 2,055,176.

PART XI, LINE 4B - OTHER ADJUSTMENTS:

TEMPORARILY RESTRICTED CONTRIBUTIONS 975,373.

Schedule D (Form 990) 2012
232055
12-10-12
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Schedule D (Form 990) DAY KIMBALL HEALTHCARE, INC. 06-0646599 Page5
[Part XIIl [ Supplemental Information (continued)

[Part VII[ Investments - Other Securities. See Form 990, Part X, line 12.

(a) De.scrlptl.on of security or gategory (b) Book value
(including name of security)

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

DONOR RESTRICTED ENDOWMENT FUNDS 3,249,499. FMV

232421 06-06-12 Schedule D (Form 990)
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SCHEDULE G Supplemental Information Regarding

(Form 990 or 990-E2) Fundraising or Gaming Activities

Department of the Treasury
Internal Revenue Service

Complete if the organization answered "Yes" to Form 990, Part IV, lines 17, 18, or 19,
or if the organization entered more than $15,000 on Form 990-EZ, line 6a.
P> Attach to Form 990 or Form 990-EZ. P> See separate instructions.

OMB No. 1545-0047

2012

Open To Public
Inspection

Name of the organization

DAY KIMBALL HEALTHCARE, INC.

Employer identification number

06-0646599

Part | Fundraising Activities. Complete if the organization answered "Yes" to Form 990, Part IV, line 17. Form 990-EZ filers are not

required to complete this part.

1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.

a l:] Mail solicitations

b l:] Internet and email solicitations
c l:] Phone solicitations

d l:] In-person solicitations

e

9

Solicitation of non-government grants
f l:] Solicitation of government grants

Special fundraising events

2 a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees or

key employees listed in Form 990, Part VII) or entity in connection with professional fundraising services?

D Yes D No

b If "Yes," list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.

iii) Did (v) Amount paid . .
(i) Name and address of individual . . fSn Faiser (iv) Gross receipts | to (or retaineg by) (vi) Amou_m paid
or entity (fundraiser) (i) Activity have custody | © fom activit fundraiser to (or retained by)
’ contributions? Y listed in col. (i) organization
Yes | No
TORAl e >

3 List all states in which the organization is registered or licensed to solicit contributions or has been notified it is exempt from registration

or licensing.

LHA Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ.
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Schedule G (Form 990 or 990-EZ) 2012 DAY KIMBALL HEALTHCARE,

INC.

06-0646599 page2

Part Il | Fundraising Events. Complete if the organization answered "Yes" to Form 990, Part IV, line 18, or reported more than $15,000
of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with gross receipts greater than $5,000.

(a) Event #1

(b) Event #2

(c) Other events (d) Total events

GOLF PDEARY ROAD (add col. (a) through
TOURNAMENT RACE, WALK & 7 cc.)I ©)
o (event type) (event type) (total number) '
5|1 Grossreceipts ... 121,381. 83,508.]  155,931.]  360,820.
2 Less:Contributions
3 Grossincome (line 1 minusline2) .. . 121,381. 83,508. 155,931. 360,820.
4 Cashprizes . . ... 11,118. 1,711. 12,829.
5 Noncashprizes . 6,802. 525. 141. 7,468.
]
§|6 Rentfaciitycosts 12,948. 2,956. 15,904.
x
in]
8|7 Foodandbeverages ... . 15,707. 9.,727. 25,434.
5
8 Entertainment
9 Otherdirectexpenses ... .. ... 1,731. 8,270. 11,598. 21,599.
10 Direct expense summary. Add lines 4 through 9 in column (d) ... > [ 83,234,
Net income summary. Combine line 3, column (d),and in€ 10 ... > 277 ’ 586.

$15,000 on Form 990-EZ, line 6a.

11
Part Il | Gaming. Complete if the organization answered "Yes" to Form 990, Part IV, line 19, or reported more than

(b) Pull tabs/instant

(d) Total gaming (add

o . .
2 (a) Bingo bingo/progressive bingo (c) Other gaming col. (a) through col. (c))
2
[0]

o

1 Grossrevenue ...
o|2 Cashprizes ...
]
o
|8 Noncashprizes . ...
[
°
£ |4 Rent/facility costs ...
[=)
5 Otherdirectexpenses . ...
L] Yes % L] Yes % L] Yes %
6 Volunteerlabor D No D No D No
7 Direct expense summary. Add lines 2 through 5 incolumn (d) > |( )
8 Net gaming income summary. Combine line 1, columnd,and line 7 ... >
9 Enter the state(s) in which the organization operates gaming activities:
a Is the organization licensed to operate gaming activities in each of these states? |:] Yes |:] No
b If "No," explain:
10a Were any of the organization’s gaming licenses revoked, suspended or terminated during the tax year? |:] Yes |:] No

b If "Yes," explain:

232082 01-07-13
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Schedule G (Form 990 or 990-E7) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 pages

11 Does the organization operate gaming activities with nonmembers? I:] Yes I:] No

12
to administer charitable gaming? l:] Yes l:] No

Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity formed
13 Indicate the percentage of gaming activity operated in:
a The organization’s facility

............................................................................................................................................. 13a %
b Anoutside facility 13b %
14 Enter the name and address of the person who prepares the organization’s gaming/special events books and records:
Name P>
Address P>
15a Does the organization have a contract with a third party from whom the organization receives gaming revenue? l:] Yes l:] No

b If "Yes," enter the amount of gaming revenue received by the organization P> $
of gaming revenue retained by the third party P> $
c If "Yes," enter name and address of the third party:

and the amount

Name P>

Address P>

16 Gaming manager information:

Name P>

Gaming manager compensation P> $

Description of services provided P>

l:] Director/officer l:] Employee l:] Independent contractor

17 Mandatory distributions:

a Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming license? l:] Yes l:] No

b Enter the amount of distributions required under state law to be distributed to other exempt organizations or spent in the
organization’s own exempt activities during the tax year B> $

|Part v Supplemental Information. Complete this part to provide the explanations required by Part |, line 2b, columns (iii) and (v), and Part lll,

lines 9, 9b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also complete this part to provide any additional information (see instructions).
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SCHEDULE H
(Form 990)

Department of the Treasury

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

Hospitals

P> Attach to Form 990. P> See separate instructions.

OMB No. 1545-0047

2012

Open to Public

Internal Revenue Service Inspection
Name of the organization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646599
[Part] | Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . 1a | X
b If Yes, " Was it @ WHHEEN POl CY 2 L i | X
If the organization had multiple hospital facilities, indicate which of the following best describes application of the financial assistance policy to its various hospital
2 facilities during the tax year.
Applied uniformly to all hospital facilities l:] Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free care?
If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: 3a | X
(1 100% [ J150% [ 200% other 250 %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate which
of the following was the family income limit for eligibility for discounted care: 3b X
[ 200% [ Joso%s [ Jso0% [Jaso% [ Jao0% [ other %
c If the organization used factors other than FPG in determining eligibility, describe in Part VI the income based criteria for
determining eligibility for free or discounted care. Include in the description whether the organization used an asset test or
other threshold, regardless of income, as a factor in determining eligibility for free or discounted care.
4 E)id the org_ani_zatior:'s financial assistance policy that applied to the largest number of its patients during the tax year provide for free or discounted care to the a X
mediCally Mg ONt
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization’s financial assistance expenses exceed the budgeted amount? . 5b | X
c If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligible for free or discounted care? . . 5c X
6a Did the organization prepare a community benefit report during the tax year? 6a X
b If "Yes," did the organization make it available to the public? 6b
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit these worksheets with the Schedule H.

Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and B s | Plousene LORES (GRS oactnty e
Means-Tested Government Programs programs (optional) (optional) benefit expense revenue benefit expense

a Financial Assistance at cost (from

Worksheet 1) . . 360 324,123, 324,123, .28%
b Medicaid (from Worksheet 3,

columna) 36,234(19877850. 19877850.] 16.93%
¢ Costs of other means-tested

government programs (from

Worksheet 3, columnb) .. 228,707. 209,902. 18,805. .02%
d Total Financial Assistance and

Means-Tested Government Programs........... 36,594[20430680.| 209,902.]20220778.| 17.23%

Other Benefits

e Community health

improvement services and

community benefit operations

(fom Worksheet4) 18 3,169 72,871. 17,420.| 55,451. .05%
f Health professions education

(from Worksheet5) . 3 150 88,855. 88,855. .08%
g Subsidized health services

(from Worksheet 6) ... 1 0] 94,568. 94,568. .08%
h Research (from Worksheet 7) 0 0
i Cash and in-kind contributions

for community benefit (from

Worksheet8) 1 0
j Total. Other Benefits ... ... 23 3,319 256,294, 17,420.] 238,874. .21%
k Total. Addlines7dand7j ... 23 39,91320686974.] 227,322.20459652.] 17.44%

232091 12-10-12
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Schedule H (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 page2
Part Il | Community Building Activities Complete this table if the organization conducted any community building activities during the

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

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

(f) Percent of
total expense

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

[Part Il | Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense

Yes | No

1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
Statement No. 15? 1 X

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

methodology used by the organization to estimate thisamount . . 2 2,073,717.
3  Enter the estimated amount of the organization’s bad debt expense attributable to

patients eligible under the organization’s financial assistance policy. Explain in Part VI the

methodology used by the organization to estimate this amount and the rationale, if any,

for including this portion of bad debt as community benefit . 3 1,185,333.

4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare

5 Enter total revenue received from Medicare (including DSHand IME) ... ... ... 5 30,526,008.
6 Enter Medicare allowable costs of care relating to paymentsonline5 ... ... ... 6 41,033,497.
7 Subtract line 6 from line 5. This is the surplus (or shortfall) .. .. . 7 |-10,507,489.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit.

Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6.
Check the box that describes the method used:
Cost to charge ratio l:] Other

Cost accounting system
Section C. Collection Practices

9a Did the organization have a written debt collection policy during the tax year? 9a | X
b If"Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to qualify for financial assistance? Describe in PartVI .. ... ... ... ... . ob | X

I Part IV I Management Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)

(a) Name of entity (b) Description of primary (c) Organization’s [(d) Officers, direct- | (e) Physicians’

activity of entity

profit % or stock
ownership %

ors, trustees, or

key employees’

profit % or stock
ownership %

profit % or
stock
ownership %

3209
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Schedule H (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 pages
[PartV | Facility Information

Section A. Hospital Facilities o
(list in order of size, from largest to smallest) % =
3| |3
— |3 | ® | =
£|5 % g2l
How many hospital facilities did the organization operate g % 8 g % TG‘S ®
< =
during the tax year? 1 5 £ |w Slele 3
0| T 5 cl|e olc 5] .
QIS IS S| 0| c | |S Facility
sle|c|cle|a|a|D )
o 8 z 8 193 o |l reporting
Name, address, and primary website address - O|F|o|x|uu Other (describe) group
1 DAY KIMBALL HEALTHCARE
320 POMFRET STREET
PUTNAM, CT 06260
XX XX
232093 12-10-12 Schedule H (Form 990) 2012
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Schedule H (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 Page 4
[PartV | Facility Information (continued)
Section B. Facility Policies and Practices

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

Name of hospital facility or facility reporting group DAY KIMBALL HEALTHCARE

For single facility filers only: line number of hospital facility (from Schedule H, Part V, Section A) 1

Yes | No

Community Health Needs Assessment (Lines 1 through 8c are optional for tax years beginning on or before March 23, 2012)

1 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a community health
needs assessment (CHNA)? If "No," skip to line 9 1 X

If "Yes," indicate what the CHNA report describes (check all that apply):

a A definition of the community served by the hospital facility

b Demographics of the community

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

d How data was obtained

e The health needs of the community

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

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

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

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

i [ Other (describe in Part Vi)

2 |ndicate the tax year the hospital facility last conducted a CHNA: 20 &

3 In conducting its most recent CHNA, did the hospital facility take into account input from representatives of the community
served by the hospital facility, including those with special knowledge of or expertise in public health? If "Yes," describe in
Part VI how the hospital facility took into account input from persons who represent the community, and identify the persons

the hospital facility CONSUREd 3 | X
4 Was the hospital facility’s CHNA conducted with one or more other hospital facilities? If "Yes," list the other

hospital facilities in Part VI 4 | X
5 Did the hospital facility make its CHNA report widely available to the public? 5 | X

If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility’s website
b Available upon request from the hospital facility
c D Other (describe in Part VI)
6 If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check all
that apply to date):
a Adoption of an implementation strategy that addresses each of the community health needs identified
through the CHNA
Execution of the implementation strategy
Participation in the development of a community-wide plan
Participation in the execution of a community-wide plan
Inclusion of a community benefit section in operational plans
Adoption of a budget for provision of services that address the needs identified in the CHNA
Prioritization of health needs in its community
Prioritization of services that the hospital facility will undertake to meet health needs in its community
Other (describe in Part VI)
7 Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No," explain

Q@ 0 o 0 T
[Tl bell Tl <l

in Part VI which needs it has not addressed and the reasons why it has not addressed suchneeds . . 7 X
8a Did the organization incur an excise tax under section 4959 for the hospital facility’s failure to conduct a CHNA
as required by SeCtion SOT(N(B)? e 8a X
b If "Yes" to line 8a, did the organization file Form 4720 to report the section 4959 excise tax? . . . ... 8b

c If "Yes" to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form 4720
for all of its hospital facilities? $

232094 12-10-12 Schedule H (Form 990) 2012
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Schedule H (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 pages
[PartV | Facility Information ;-ontineq) DAY KIMBALL HEALTHCARE

Financial Assistance Policy Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
9 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted care? 9 X
10 Used federal poverty guidelines (FPG) to determine eligibility for providing free care? 10 | X
If "Yes," indicate the FPG family income limit for eligibility for free care: 250 o
If "No," explain in Part VI the criteria the hospital facility used.
11 Used FPG to determine eligibility for providing discounted care? . ... .. ... 11 X
If "Yes," indicate the FPG family income limit for eligibility for discounted care: %
If "No," explain in Part VI the criteria the hospital facility used.
12 Explained the basis for calculating amounts charged to patients? 12| X

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 (describe in Part VI)
13 Explained the method for applying for financial assistance? ... ... .. ... ... 13| X
14 Included measures to publicize the policy within the community served by the hospital facility? 14 | X
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 policy was posted in the hospital facility’s emergency rooms or waiting rooms
The policy was posted in the hospital facility’s admissions offices
The policy was provided, in writing, to patients on admission to the hospital facility
The policy was available on request
g Other (describe in Part VI)
Billing and Collections
15 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? 15 | X
16 Check all of the following actions against an individual that were permitted under the hospital facility’s policies during the tax
year before making reasonable efforts to determine patient’s eligibility under the facility’s FAP:
Reporting to credit agency

oQ 0 o 0 T o
CICICTbel el el

- 0 O 0 T O
[ ]l belbe[ I

Lawsuits
Liens on residences

Body attachments

Other similar actions (describe in Part VI)
17 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? 17 X

If "Yes," check all actions in which the hospital facility or a third party engaged:

® 0 0 T O

a D Reporting to credit agency

b l:] Lawsuits

c D Liens on residences

d D Body attachments

e l:] Other similar actions (describe in Part VI)

Schedule H (Form 990) 2012
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Schedule H (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 pageo
[PartV | Facility Information (continveds) DAY KIMBALL HEALTHCARE

18 Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check all that

Notified individuals of the financial assistance policy on admission
D Notified individuals of the financial assistance policy prior to discharge
Notified individuals of the financial assistance policy in communications with the patients regarding the patients’ bills
l:] Documented its determination of whether patients were eligible for financial assistance under the hospital facility’s
financial assistance policy
e D Other (describe in Part VI)
Policy Relating to Emergency Medical Care

Lo

Yes [ No
19 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 conditions to individuals regardless of their
eligibility under the hospital facility’s financial assistance policy? . 19 | X
If "No," indicate why:
a The hospital facility did not provide care for any emergency medical conditions
b l:] The hospital facility’s policy was not in writing
c l:] The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Part VI)
d l:] Other (describe in Part VI)
Charges to Individuals Eligible for Assistance under the FAP (FAP-Eligible Individuals)
20 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-eligible
individuals for emergency or other medically necessary care.
a The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum amounts
that can be charged
b 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)
21 During the tax year, did the hospital facility charge any of its FAP-eligible individuals, to whom the hospital facility
provided emergency or other medically necessary services, more than the amounts generally billed to individuals who had
insurance COVering SUCh Care? 21 X
If "Yes," explain in Part VI.
22 During the tax year, did the hospital facility charge any FAP-eligible individuals an amount equal to the gross charge for any
service provided to that individual? e 22 X

If "Yes," explain in Part VI.

Schedule H (Form 990) 2012
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DAY KIMBALL HEALTHCARE, INC.

06-0646599 page7

[PartV | Facility Information (continued)

Section C. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility

(list

in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 16

Name and address Type of Facility (describe)

1 PLAINFIELD HEALTHCARE CENTER PRIMARY CARE; PEDIATRICS;
31 DOW ROAD / 12 LATHROP ROAD WOMEN'S HEALTH; LABORATORY;
PLAINFIELD, CT 06374 DIAGNOSTIC IMAGING

2 DANIELSON HEALTHCARE CENTER DIAGNOSTIC IMAGING;

55 GREEN HOLLOW ROAD LABORATORY; PHYSICAL MEDICINE
DANTELSON, CT 06239 SERVICES

3 DANIELSON MEDICAL ASSOCIATES
45 GREEN HOLLOW ROAD
DANIELSON, CT 06239 PRIMARY CARE SERVICES

4 PUTNAM SURGICAL ASSOCIATES
346 POMFRET STREET CONSULTATIVE AND SURGICAL
PUTNAM, CT 06260 SERVICES

5 WOODSTOCK MEDICAL ASSOCIATES
168 ROUTE 171
SOUTH WOODSTOCK, CT 06267 PRIMARY CARE SERVICES

6 NORTHEAST CONNECTICUT DERMATOLOGY
55 GREEN HOLLOW ROAD
DANTELSON, CT 06239 DERMATOLOGY SERVICES

7 MRI KENNEDY DRIVE
39 KENNEDY DRIVE
PUTNAM, CT 06260 MRI SERVICES

8 BROOKLYN FAMILY MEDICAL ASSOCIATES
63 CANTERBURY ROAD
BROOKLYN, CT 06234 PRIMARY CARE SERVICES

9 MEDICAL CENTER OF NORTHEAST CONNECTIC
612 HARTFORD PIKE GERIATRICS; INTERNAL MEDICINE;
DAYVILLE, CT 06241 PULMONOLOGY SERVICES

10 POMFRET STREET FAMILY MEDICAL ASSOCIA

235 POMFRET STREET

PUTNAM, CT 06260

PRIMARY CARE SERVICES

232097
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Schedule H (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 page7
[PartV | Facility Information (continued)
Section C. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility

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

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

Name and address Type of Facility (describe)
11 THOMPSON HEALTHCARE CENTER
415 RIVERSIDE DRIVE
NORTH GROSVENORDALE, CT 06255 PEDIATRIC CENTER
12 CANTERBURY FAMILY MEDICAL ASSOCIATES
132 WESTMINISTER ROAD
CANTERBURY, CT 06331 PRIMARY CARE SERVICES
13 THOMPSON FAMILY MEDICAL ASSOCIATES
415 RIVERSIDE DRIVE

NORTH GROSVENORDALE, CT 06255 PRIMARY CARE SERVICES

14 DAYVILLE HEALTHCARE CENTER
11 DOG HILL ROAD OB/GYN; DIABETES MANAGEMENT;
DAYVILLE, CT 06241 GERIATRICS SERVICES

15 SPORTS MEDICINE ASSOCIATES
55 GREEN HOLLOW ROAD

DANIELSON, CT 06239 SPORTS MEDICINE SERVICES

16 PUTNAM HEALTHCARE CENTER DURABLE MEDICAL EQUIPMENT
6-12 SOUTH MAIN STREET SALES; PHYSICAL THERAPY; LAB
PUTNAM, CT 06260 DRAW
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Schedule H (Form990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 Ppages
[Part VI 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 Il; Part Ill, lines 4, 8, and 9b; Part V, Section A; and
Part V, Section B, lines 1j, 3, 4, 5c, 6i, 7, 10, 11, 12h, 149, 16e, 17¢, 18e, 19¢c, 19d, 20d, 21, and 22.

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 billed
for patient care about their eligibility for assistance under federal, state, or local government programs or under the organization’s financial
assistance policy.

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

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

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required for Part V,
Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16¢, 17¢, 18e, 19¢c, 19d, 20d, 21, and 22.

PART I, LINE 3C: ANYONE WHO IS UNINSURED IS ELIGIBLE TO RECEIVE

DISCOUNTED RATES REGARDLESS OF INCOME LEVEL.

PART I, LINE 6A: DURING THE PRIOR TAX YEAR DAY KIMBALL HEALTHCARE

COMPLETED A COMMUNITY NEEDS ASSESSMENT AND A COMMUNITY BENEFIT REPORT IN

CONJUNCTION WITH THE WINDHAM COUNTY HEALTHCARE CONSORTIUM WHICH IS MADE UP

OF WINDHAM HOSPITAL, DAY KIMBALL HEALTHCARE, NATCHAUG HOSPITAL,

GENERATIONS FAMILY HEALTH CENTER, UNITED SERVICES, VNA EAST, NORTHEAST

DISTRICT DEPARTMENT OF HEALTH AND COMMUNITY HEALTH RESOURCES (CHR).

PART I, LINE 7: THE COSTING METHODOLOGY THAT WAS USED TO CALCULATE

THE AMOUNTS REPORTED IN THE TABLE WAS DAY KIMBALL HEALTHCARE'S

COST-TO-CHARGE RATIO THAT WAS REPORTED IN THE FY2013 MEDICARE COST REPORT.

PART I, LINE 7G: DAY KIMBALL HEALTHCARE PARTNERS WITH NORTHEASTERN

CONNECTICUT COUNCIL OF GOVERNMENTS (NECCOG) TO PROVIDE LOCAL PARAMEDIC

INTERCEPT SERVICES. DAY KIMBALL HEALTHCARE AND NECCOG AGREED THAT THE

ABSENCE OF PARAMEDIC INTERCEPT SERVICES IN NORTHEASTERN CONNECTICUT,
232098 12-10-12 Schedule H (Form 990) 2012

49
11320819 794336 DAYKIMBALL 2012.05090 DAY KIMBALL HEALTHCARE, INC DAYKIMBI1




Schedule H (Form 990) DAY KIMBALL HEALTHCARE, INC. 06-0646599 pages
[Part VI | Supplemental Information

COMPRISED OF MANY RURAL TOWNS, WOULD CREATE A SIGNIFICANT DEFICIENCY IN

THE AVAILABILITY AND ACCESSIBILITY OF MEDICAL SERVICES IN THE COMMUNITY.

THE HOSPITAL PROVIDES CERTAIN MONETARY AND IN-KIND SERVICES FOR THE

PROVISION OF PARAMEDIC INTERCEPT SERVICES.

PART III, LINE 4: PLEASE REFER TO THE ATTACHED AUDITED FINANCIAL

STATEMENTS FOR NOTE 3 - REVENUES FROM SERVICES TO PATIENTS AND CHARITY

CARE ON PAGE 11 THROUGH PAGE 13.

PART III, LINE 8: THE SHORTFALL BETWEEN DAY KIMBALL HEALTHCARE'S

MEDICARE COSTS AND PAYMENTS ARE CONSIDERED COMMUNITY BENEFIT BECAUSE THE

SERVICES WERE PROVIDED BY DAY KIMBALL HEALTHCARE EVEN THOUGH THE COSTS

WEREN'T COVERED OR REIMBURSED. THE COSTING METHODOLOGY USED TO DETERMINE

THE AMOUNT REPORTED ON LINE 6 WAS GROSS CHARGES REDUCED BY THE COST TO

CHARGE RATIO THAT WAS REPORTED IN THE FY2013 MEDICARE COST REPORT.

PART III, LINE 9B: IT IS THE PHILOSOPHY AND POLICY OF DAY KIMBALL

HEALTHCARE THAT MEDICALLY NECESSARY HEALTH CARE SERVICES SHOULD BE

AVAILABLE TO ALL INDIVIDUALS REGARDLESS OF THEIR ABILITY TO PAY. THE

POLICY HAS BEEN WRITTEN IN ACCORDANCE WITH SECTION 9007 OF THE PATIENT

PROTECTION AND AFFORDABLE CARE ACT (ACT), SIGNED INTO LAW ON MARCH 23,

2010, WHICH ADDS NEW SECTIONS 501(R) AND 4959 TO THE INTERNAL REVENUE

CODE. SECTION 501(R) INCLUDES A SERIES OF SPECIFIC REQUIREMENTS FOR

HOSPITALS TO RECEIVE AND MAINTAIN SECTION 501(C)(3) ("TAX EXEMPT") STATUS.

DAY KIMBALL HEALTHCARE:

PART V, SECTION B, LINE 3: DAY KIMBALL HEALTHCARE ALONG WITH THE OTHER

MEMBERS OF THE WINDHAM COUNTY HEALTHCARE CONSORTIUM (WINDHAM HOSPITAL, DAY
Schedule H (Form 990)
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KIMBALL HEALTHCARE, NATCHAUG HOSPITAL, GENERATIONS FAMILY HEALTH CENTER,

UNITED SERVICES, VNA EAST, NORTHEAST DISTRICT DEPARTMENT OF HEALTH AND

COMMUNITY HEALTH RESOURCES (CHR)) UTILIZED THE CENTER FOR RESEARCH AND

PUBLIC POLICY (CRPP), AN INDEPENDENT RESEARCH FIRM, TO CONDUCT A

COMPREHENSIVE NEEDS ASSESSMENT UTILIZING FOCUS GROUPS AND PHONE SURVEYS OF

COUNTY RESIDENTS ALONG WITH STATE AND FEDERAL DATA TO IDENTIFY AND

PRIORITIZE THE HEALTHCARE NEEDS IN WINDHAM COUNTY.

DAY KIMBALL HEALTHCARE:

PART V, SECTION B, LINE 4: DAY KIMBALL HEALTHCARE CONDUCTED ITS NEEDS

ASSESSMENT IN CONJUCTION WITH THE WINDHAM COUNTY HEALTHCARE CONSORTIUM.

THE MEMBERS OF THIS CONSORTIUM INCLUDE WINDHAM HOSPITAL, DAY KIMBALL

HEALTHCARE, NATCHAUG HOSPITAL, GENERATIONS FAMILY HEALTH CENTER, UNITED

SERVICES, VNA EAST, NORTHEAST DISTRICT DEPARTMENT OF HEALTH AND COMMUNITY

HEALTH RESOURCES (CHR).

DAY KIMBALL HEALTHCARE:

PART V, SECTION B, LINE 7: MOST OF THE HEALTH NEEDS IDENTIFIED IN THE

ASSESSMENT ARE ALREADY ADDRESSED BY DAY KIMBALL HEALTHCARE, EITHER BY

DIRECT DELIVERY OF SERVICE TO THE COMMUNITY OR THROUGH OUR COLLABORATIONS

WITH SUCH ORGANIZATIONS AS HEALTHQUEST. THESE INCLUDE SERVICES AND

PROGRAMS SUCH AS:

- EXPANDING OF OUR INPATIENT AND OUTPATIENT BEHAVIORAL HEALTH SERVICES

- PARTNERING WITH WHOLESOME WAVE, WIC AND THE LOCAL FARMER'S MARKET TO

SUBSIDIZE MARKET COUPONS, DOUBLING THEIR VALUE, FOR FAMILIES WITH CHILDREN
Schedule H (Form 990)
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- WORKING WITH HEALTHQUEST AS AN ACTIVE MEMBER AND FUNDER ON SUCH PROGRAMS

AS FOLLOW THE FIFTY, HEART HEALTH PROGRAM FOR WOMEN AND WRITE STEPS, AN

ELEMENTARY SCHOOL-BASED WALKING AND WRITING PROGRAM TO IMPROVE HEALTH (IN

PARTICULAR OBESITY IN CHILDREN) AND EDUCATION

- BECOMING A SMOKE-FREE ORGANIZATION AND OFFERING SMOKING CESSATION

CLASSES TO OUR EMPLOYEES AND CONTINUING TO OFFER CLASSES TO THE COMMUNITY

- OFFERING DIABETES CARE MANAGEMENT SERVICES IN ALL OUR PRIMARY CARE

OFFICES

- IMPLEMENTING A SERIES OF COMMUNITY-BASED FLU SHOT CLINICS TO IMPROVE

ACCESS

- EXPANDING OUR SLEEP LAB WITH IN-HOME TESTING NOW AVAILABLE

- CONDUCTING EDUCATIONAL SEMINARS ON COLON CANCER AND COLONOSCOPIES HOSTED

BY OUR SPECIALTY TEAM OF PROVIDERS

DAY KIMBALL HEALTHCARE'S STRATEGY INCLUDES THE ADOPTION OF A "MEDICAL

HOME" SERVICE DELIVERY MODEL THROUGH THE ESTABLISHMENT OF A STRONG PRIMARY

CARE PRATICE. ADDITIONALLY, WE ARE INTEGRATING OUR SERVICES ACROSS OUR

MEDICAL NETWORK (DAY KIMBALL HOSPITAL, DAY KIMBALL HEALTHCARE CENTERS, DAY

KIMBALL MEDICAL GROUP - OUR PHYSICIAN PRACTICES WHICH IS CURRENTLY

TRANSITIONING TO THIS NOT-FOR-PROFIT FOUNDATION, DAY KIMBALL HOMECARE, DAY

KIMBALL HOMEMAKERS, HOSPICE & PALLIATIVE CARE OF NORTHEASTERN CONNECTICUT)

TO PROVIDE SEAMLESS CARE TO OUR PATIENTS. WE ARE IN THE PROCESS OF

FORMALLY DOCUMENTING OUR STRATEGIC PLANNING AND IMPLEMENTATION PROCESS,

AND WHILE WE DO TRACK OUR COMMUNITY BENEFIT PROGRAMS, WE HAVE NOT YET DONE

SO IN RELATIONSHIP TO ADDRESSING THE HEALTH NEEDS OF THE COMMUNITY.

DAY KIMBALL HEALTHCARE:

Schedule H (Form 990)
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PART V, SECTION B, LINE 11: ANYONE WHO IS UNINSURED IS ELIGIBLE TO

RECEIVE DISCOUNTED RATES REGARDLESS OF INCOME LEVEL.

DAY KIMBALL HEALTHCARE:

PART V, SECTION B, LINE 20D: DAY KIMBALL HEALTHCARE USES A COST-TO-CHARGE

RATIO TO DETERMINE THE MAXIMUM AMOUNTS THAT CAN BE CHARGED TO FAP-ELIGIBLE

INDIVIDUALS FOR EMERGENCY OR OTHER MEDICALLY NECESSARY CARE.

PART VI, LINE 2: IN THE PREVIOUS TAX YEAR DAY KIMBALL HEALTHCARE

COMPLETED A COMMUNITY NEEDS ASSESSMENT IN CONJUNCTION WITH THE WINDHAM

COUNTY HEALTHCARE CONSORTIUM. THE CONSORTIUM UTILIZED A NATIONAL

CONSULTING FIRM TO ASSIST IN THE PROCESS OF IDENTIFYING SPECIFIC HEALTH

CARE NEEDS IN WINDHAM COUNTY. FOCUS GROUPS, TELEPHONE SURVEYS AND STATE

AND FEDERAL DATA WAS USED TO IDENTIFY THE SPECIFIC HEALTH CARE NEEDS

DURING THIS ASSESSMENT.

PART VI, LINE 3: ALL PATIENTS WHO ARE UNINSURED ARE REFERRED TO THE

FINANCIAL COUNSELING DEPARTMENT; INPATIENTS ARE ALL VISITED BY A FINANCIAL

COUNSELOR (OR GIVEN A FINANCIAL COUNSELING PACKET) PRIOR TO DISCHARGE WITH

ALL OF THE AVAILABLE PROGRAMS THAT ARE AVAILABLE THROUGH OUR FINANCIAL

ASSISTANCE (CHARITY CARE) POLICY. ANY SCHEDULED PATIENTS WHO ARE

UNINSURED ARE CALLED BY THE FINANCIAL COUNSELORS IN ADVANCE TO PROVIDE ALL

OF THE OPTIONS INCLUDING SCREENING FOR MEDICAID ASSISTANCE, CHARITY CARE,

AS WELL AS SEVERAL OTHER LOCAL FUNDING SOURCES THAT THEY MAY QUALIFY FOR.

ALL PATIENT STATEMENTS HAVE INFORMATION ABOUT OUR CHARITY CARE POLICY AS

WELL AS A DOWNLOADABLE CHARITY CARE APPLICATION. ALL OF OUR THIRD PARTY
Schedule H (Form 990)
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VENDORS, INCLUDING OUR BAD DEBT AGENCIES AND OUR LONG TERM PATIENT

FINANCING PROGRAM THROUGH CAREPAYMENT ALSO PROVIDE OUR CHARITY CARE POLICY

TO PATIENTS UPON REQUEST. OUR FINANCIAL ASSISTANCE GUIDELINES ARE ALSO

POSTED IN ALL PATIENT REGISTRATION AREAS OF THE HOSPITAL.

PART VI, LINE 4: DAY KIMBALL HEALTHCARE'S PRIMARY SERVICE AREA

CONSISTS OF 13 TOWNS IN THE NORTHEASTERN CORNER OF CONNECTICUT AS WELL AS

BORDERING MASSACHUSETTS AND RHODE ISLAND TOWNS. DAY KIMBALL'S SERVICE

AREA IS OVER 438 SQUARE MILES AND CONTAINS APPROXIMATELY 117,604 IN

WINDHAM COUNTY. THE POPULATION RANGES FROM LONG-TERM, MULTI-GENERATIONAL

FAMILIES TO NEWLY IMMIGRATED RESIDENTS FROM URBAN AREAS. ACCORDING TO THE

2010 CENSUS, 11.7% OF THE POPULATION IS UNDER POVERTY LEVEL AND 14.3% ARE

OVER AGE 65. THERE IS A WIDE RANGE OF SOCIO-ECONOMIC FACTORS INCLUDING

VERY HIGH INCOME TO POVERTY; ADVANCED EDUCATION TO INCOMPLETE HIGH SCHOOL.

THE MEDIAN HOUSEHOLD INCOME IN 2010 IN WINDHAM COUNTY WAS $58,489 (THE

LOWEST INCOME OF ANY COUNTY IN THE STATE OF CONNECTICUT), WHILE THE STATE

MEDIAN WAS $69,519. ACCORDING TO THE HEALTHY CONNECTICUT 2020 STATE

HEALTH ASSESSMENT THAT WAS RELEASED IN MARCH 2014 THE LEADING CAUSES OF

DEATH IN CONNECTICUT ARE HEART DISEASE AND CANCER.

PART VI, LINE 5: THE MISSION OF DAY KIMBALL HEALTHCARE IS TO MEET THE

HEALTH NEEDS OF OUR COMMUNITY THROUGH OUR CORE VALUES OF CLINICAL QUALITY,

CUSTOMER SERVICE, FISCAL RESPONSIBILITY AND LOCAL CONTROL. DAY KIMBALL

HEALTHCARE IS GOVERNED BY A BOARD OF DIRECTORS COMPRISED OF COMMUNITY

MEMBERS AND PHYSICIANS. THE MEDICAL STAFF IS OPEN TO ALL PHYSICIANS IN

THE COMMUNITY WHO MEET MEMBERSHIP AND CLINICAL PRIVILEGE REQUIREMENTS.

INPATIENT, OUTPATIENT AND EMERGENCY SERVICES THAT ARE MEDICALLY NECESSARY

ARE PROVIDED TO ALL PATIENTS REGARDLESS OF THEIR ABILITY TO PAY.
Schedule H (Form 990)
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PART VI, LINE 6: DAY KIMBALL HEALTHCARE HAS A RELATIONSHIP WITH UMASS

MEMORIAL MEDICAL CENTER AS ITS TERTIARY CARE SITE. WHEN PATIENTS' CARE

REQUIRES SPECIALIZED TREATMENTS, DAY KIMBALL COLLABORATES WITH PROMINENT

MEDICAL CENTERS TO PROVIDE THE CARE THEY NEED. FOR INSTANCE, DAY KIMBALL

PARTNERS WITH UMASS MEMORIAL MEDICAL CENTER IN WORCESTER, MA FOR CARDIAC

CARE AND HAS DEVELOPED A SYSTEMATIC APPROACH TO STABILIZING AND

TRANSPORTING HEART ATTACK PATIENTS TO UMASS FOR FURTHER TREATMENT.

Schedule H (Form 990)
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SCHEDULE J Compensation Information OMB No. 1645-0047

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 20 1 2
Compensated Employees
p Complete if the organization answered "Yes" to Form 990,

Department of the Treasury Part |V, line 23. Open to Publlc
Internal Revenue Service P> Attach to Form 990. P> See separate instructions. Inspection
Name of the organization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646599
[Part T | Questions Regarding Compensation
Yes | No

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

D First-class or charter travel D Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments D Health or social club dues or initiation fees

D Discretionary spending account D 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 Ill to explain 1b

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all officers, directors,
trustees, and the CEO/Executive Director, regarding the items checked in line 1a? 2

3 Indicate which, if any, of the following the filing organization used to establish the compensation of the organization’s
CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a related organization to
establish compensation of the CEO/Executive Director, but explain in Part Il1.

Compensation committee Written employment contract
D Independent compensation consultant D Compensation survey or study
Form 990 of other organizations l:] Approval by the board or compensation committee

4 During the year, did any person listed in Form 990, 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? . 4a X
b Participate in, or receive payment from, a supplemental nonqualified retirement plan? . 4 | X
¢ Participate in, or receive payment from, an equity-based compensation arrangement? 4c X

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

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

b ANy related Organization ? 5b X

If "Yes" to line 5a or 5b, describe in Part IIl.
6 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any compensation

contingent on the net earnings of:
a The organization? 6a X

b Any related organization? 6b X
If "Yes" to line 6a or 6b, describe in Part IIl.
7 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed payments

not described in lines 5 and 67? If "Yes," describe in Part llI 7 X

8 Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was subject to the

initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe inPart it ... 8 X
9 If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations SeCtioN 53.4008-0(C) 2 i i i iiiiiiiiiiiiiiiiiiiii: 9
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2012
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DAY KIMBALL HEALTHCARE,

INC.

06-0646599

Page 2

I Part Il I Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported in Schedule J, report compensation from the organization on row (i) and from related organizations, described in the instructions, on row (ii).
Do not list any individuals that are not listed on Form 990, Part VII.

Note. The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VI, Section A, line 1a, applicable column (D) and (E) amounts for that individual.

(B) Breakdown of W-2 and/or 1099-MISC compensation

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation

- — other deferred benefits (B)(i)-(D) reported as deferred
(A) Name and Title con(n%g?ssaetion ("ir)1<I:3§:tlivae& ::;)o?t?ti; compensation In prior Form 990
compensation compensation

(1) MICHAEL BAUM, MD (i) 261,399. 94,720. 13,3009. 7,349. 18,051. 394,828. 0.
ASST, TREASURER (2012 & 2013) (ii) 0. 0. 0. 0. 0. 0. 0.
(2) ROBERT E, SMANIK, FACHE (i) 389,880. 12,000. 33,961. 21,838. 15,911. 473,590. 0.
PRESIDENT & CEO (ii) 0. 0. 0. 0. 0. 0. 0.
(3) RONALD FRANZINO, MD (i) 261,794. 33,171. 0. 7,349. 14,767. 317,081. 0.
DIRECTOR (ii) 0. 0. 0. 0. 0. 0. 0.
(4) WILLIAM JOHNSON M| 197,119. 10,125. 14,400. 6,217. 15,518. 243,379. 0.
DIRECTOR (ii) 0. 0. 0. 0. 0. 0. 0.
(5) DOUGLAS WAITE, MD (i) 284,395. 0. 150. 7,336. 21,241. 313,122. 0.
VP OF MED, AFFAIRS (ii) 0. 0. 0. 0. 0. 0. 0.
(6) JULIE DROUIN (i) 184,496. 0. 0. 5,577. 22,103. 212,176. 0.
VP OF FINANCE (ii) 0. 0. 0. 0. 0. 0. 0.
(7) CHRISTINE VALLEE (i) 150,723. 0. 0. 4,612. 15,491. 170,826. 0.
VP OF PHYSICIAN PRACTICES (ii) 0. 0. 0. 0. 0. 0. 0.
(8) ERICA KESSELMAN, MD (i) 301,231. 0. 41,301. 7,237. 22,398. 372,167. 0.
OB/GYN (ii) 0. 0. 0. 0. 0. 0. 0.
(9) JOHN DAY, MD (i) 319,672. 0. 0. 14,668. 22,351. 356,691. 0.
PULMONARY PHYSICIAN (ii) 0. 0. 0. 0. 0. 0. 0.
(10) TIMOTHY MONAHAN (i) 299,4009. 0. 38,230. 7,327. 1,717. 346,683. 0.
DERMATOLOGIST (ii) 0. 0. 0. 0. 0. 0. 0.
(11) MANISH SAPRA (i) 276,092. 36,447. 0. 7,373. 14,213. 334,125. 0.
MENTAL HEALTH PHYSICIAN (ii) 0. 0. 0. 0. 0. 0. 0.
(12) ANDREW MACKENZIE (i) 392,692. 0. 0. 6,011. 720. 399,423. 0.
MATERNAL FETAL MEDICINE PHYSICIAN |(ji) 0. 0. 0. 0. 0. 0. 0.
(13) JOHN P, MILLER | 121,835. 0. 0. 1,967. 15,410. 139,212. 0.
HR DIRECTOR/FORMER CHAIRMAN (2011) |(ii) 0. 0. 0. 0. 0. 0. 0.

(i)

(ii)

(i)

(ii)

(i)

(ii)
Schedule J (Form 990) 2012
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I Part lll I Supplemental Information

06-0646599 Page 3

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 63, 6b, 7, and 8, and for Part |l. Also complete this part for any
additional information.

PART I, LINE 4B: ROBERT SMANIK, $33,961 PAYMENT RECEIVED FOR 457 (F)

PLAN, INCLUDED IN W-2 WAGES AS REPORTED ON THIS RETURN, WHICH INCLUDES A

GROSS-UP FOR TAXES.

Schedule J (Form 990) 2012
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SCHEDULE K Supplemental Information on Tax-Exempt Bonds OMB No. 1545-0047
(Form 990) » Complete if the organization answered "Yes" to Form 990, Part IV, line 24a. Provide descriptions, 201 2_
Department of the Treasury explanations, and any additional information in Part VI. Open to Public
Internal Revenue Service P> Attach to Form 990. P> See separate instructions. Inspection
Name of the organization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646599
Partl| Bond Issues SEE PART VI FOR COLUMN (F) CONTINUATIONS
(a) Issuer name (b) Issuer EIN (c) CUSIP # (d) Date issued (e) Issue price (f) Description of purpose (g) Defeased|(h) On behalf] (i) Pooled
of issuer | financing
Yes | No |Yes | No | Yes | No
EMERGENCY
A CHEFA SERIES B 06-0806186[20774YPC5| 06/06/13 | 30330000 .DEPARTMENT EXPANS X X X
B
C
D
Partll  Proceeds
A B D
1 Amountof bonds retired ... 15,485,409.
2 Amount of bonds legally defeased ... ...
3 Total proceeds Of ISSUE ... 30 ’ 330 ’ 000.
4  Gross proceeds inreserve fUNdS ... 2 ’ 340 , 5 22.
5 Capitalized interest from proceeds ... 1 ’ 170 ’ 295.
6 Proceeds in refunding €SCroWS ... ...
7 Issuance Costs from ProCeEAS  ..................oocooooiiiii 606 ’ 600.
8 Credit enhancement from proceeds ...
9 Working capital expenditures from proceeds ...
10 Capital expenditures from proceeds ... 10 , 1 23 ’ 350.
11 Other SPent ProCEEAS ...
12 Other unspent ProCeEAS ... 3 ’ 824.
13  Year of substantial completion ... 2014
Yes No Yes No Yes No Yes No
14 Were the bonds issued as part of a current refunding issue? ... X
15  Were the bonds issued as part of an advance refunding issue? ... X
16 Has the final allocation of proceeds been made? ...l X
17 Does the organization maintain adequate books and records to support the final allocation of proceeds? .......... X
Part lll  Private Business Use
1 Was the organization a partner in a partnership, or a member of an LLC, A B D
which owned property financed by tax-exempt bonds? ... Yes No Yes No Yes No Yes No
X
2  Are there any lease arrangements that may result in private business use of
bond-financed PropPertY ? i X
?2_21172_112 LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990. 59 Schedule K (Form 990) 2012
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Partlll Private Business Use (Continued)

A B C D
3a Are there any management or service contracts that may result in private Yes No Yes No Yes No Yes No
business use of bond-financed property? ... X
b If "Yes" to line 3a, does the organization routinely engage bond counsel or other outside
counsel to review any management or service contracts relating to the financed property?
c Are there any research agreements that may result in private business use of bond-financed property? X
d If "Yes" to line 3c, does the organization routinely engage bond counsel or other outside
counsel to review any research agreements relating to the financed property? ..............
4 Enter the percentage of financed property used in a private business use by
entities other than a section 501(c)(3) organization or a state or local government ... | .00 o % % %
5 Enter the percentage of financed property used in a private business use as a result of
unrelated trade or business activity carried on by your organization, another

section 501(c)(3) organization, or a state or local government ... > .00 o % % %
6  Totaloflines 4 and 5 ... .00 9 % % %
7 Does the bond issue meet the private security or paymenttest? ... X
8a Has there been a sale or disposition of any of the bond-financed property to a non-
governmental person other than a 501(c)(3) organization since the bonds were issued? X
b If "Yes" to line 8a, enter the percentage of bond-financed property sold or disposed
O et % % % %

c If "Yes" to line 8a, was any remedial action taken pursuant to Regulations sections
1.141-12 and 114520
9 Has the organization established written procedures to ensure that all nonqualified
bonds of the issue are remediated in accordance with the requirements under
Regulations sections 1.141-12 and 1.145-27 X
Part IV Arbitrage

A B C D
Yes No Yes No Yes No Yes No
1 Hastheissuer filed FOrm 8038-T? ... ...t X
If "No" to line 1, did the following apply? . ...
a Rebate notdue yet? ... X
b Exceptiontorebate? ... ... X
C Norebate AU i X
If you checked "No rebate due" in line 2¢, provide in Part VI the date the rebate
computation was performed ... ...
3 Isthe bond issue a variable rate iSSU€? ... ... X
4a Has the organization or the governmental issuer entered into a qualified
hedge with respect to the bond issue? ... ... .. X
b Name of Provider ...
C Termof hedge ...
d Was the hedge superintegrated? ...

e Was the hedge terminated? ...

§2211%2212 Schedule K (Form 990) 2012
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DAY KIMBALL HEALTHCARE, INC.

06-0646599

Page 3

Part

IV Arbitrage (Continued)

5a

Were gross proceeds invested in a guaranteed investment contract (GIC)? ... ..

B

Yes

Yes

No

Yes

No

Yes No

b Name of Provider ...

TerM Of GIC

Was the regulatory safe harbor for establishing the fair market value of the GIC satisfied?

Were any gross proceeds invested beyond an available temporary period? ... ...

Has the organization established written procedures to monitor the requirements of
SECHON 14872 oo

Part

V  Procedures To Undertake Corrective Action

Has the organization established written procedures to ensure that violations of

federal tax requirements are timely identified and corrected through the voluntary
closing agreement program if self-remediation is not available under applicable
reguIatioNS? e

Yes

No

Yes

No

Yes

No

Yes No

Part

VI Supplemental Information. Complete this part to provide additional information for responses to questions on Schedule K (see instructions).

SCHEDULE K, PART I, BOND ISSUES:

(a)

ISSUER NAME: CHEFA SERIES B

(F) DESCRIPTION OF PURPOSE: EMERGENCY DEPARTMENT EXPANSION AND RENOVATION

232123
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SCHEDULE M Noncash Contributions
(Form 990)

> Complete if the organizations answered "Yes" on Form
Department of the Treasury 990, Part |V, lines 29 or 30.

OMB No. 1545-0047

2012

Open to Public

Internal Revenue Service P Attach to Form 990. Inspection
Name of the organization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646599
[Part] | Types of Property
(a) (b) (c) (d)
Check if Number of Noncash contribution Method of determining

applicable | contributions or amounts reported on
items contributed| Form 990, Part VIII, line 1g

noncash contribution amounts

Art - Works of art

Books and publications

Clothing and household goods

Cars and other vehicles

Boats and planes

Intellectual property

Securities - Publicly traded

Securities - Closely held stock

- -
- O © 0O NO O A ODN =

Securities - Partnership, LLC, or
trust interests

12 Securities - Miscellaneous

13 Qualified conservation contribution -
Historic structures

14 Qualified conservation contribution - Other

15 Real estate - Residential

16 Real estate - Commercial

17 Real estate - Other

18 Collectibles

19 Foodinventory . .. ...

20 Drugs and medical supplies X 1 597,925.

COST

21 Taxidermy ...

22 Historical artifacts

23 Scientific specimens

24 Archeological artifacts

25 Other » ( WIC VOUCHERS ) X 1 756 ,406. PROGRAM VOUCHERS
26 Other P> )
27 Other P )
28 Other P )
29 Number of Forms 8283 received by the organization during the tax year for contributions
for which the organization completed Form 8283, Part IV, Donee Acknowledgement 29 0
Yes | No
30a During the year, did the organization receive by contribution any property reported in Part |, lines 1-28 that it must hold for
at least three years from the date of the initial contribution, and which is not required to be used for exempt purposes for
the entire NOIdING PerOT Y e 30a X
b If "Yes," describe the arrangement in Part Il
31 Does the organization have a gift acceptance policy that requires the review of any non-standard contributions? 31 X
32a Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
COMtADUtIONS ? 32a X
b If "Yes," describe in Part Il.
33 If the organization did not report an amount in column (c) for a type of property for which column (a) is checked,
describe in Part Il.

LHA  For Paperwork Reduction Act Notice, see the Instructions for Form 990.

232141
12-20-12
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Schedule M (Form 990) 2012) DAY KIMBALL HEALTHCARE, INC. 06-0646599 Page 2

Part Il Supplemental Information. Complete this part to provide the information required by Part I, lines 30b, 32b, and 33, and whether
the organization is reporting in Part I, column (b), the number of contributions, the number of items received, or a combination of both.
Also complete this part for any additional information.

SCHEDULE M, LINE 33: NON-CASH CONTRIBUTIONS OF VACCINES AND WIC

PROGRAM VOUCHERS WERE NOT INCLUDED AS REVENUE IN THE ORGANIZATION'S

FINANCIAL STATEMENTS.

232142 12-20-12 Schedule M (Form 990) (2012)
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OMB No. 1545-0047

SCHEDULE O Supplemental Information to Form 990 or 990-EZ 2012

(Form 990 or 990-E2Z)

Complete to provide information for responses to specific questions on

Form 990 or 990-EZ or to provide any additional information. Open to Public
D Rovas v P> Attach to Form 990 or 990-EZ. Inspection
Name of the organization Employer identification number
DAY KIMBALL HEALTHCARE, INC. 06-0646599

FORM 990, PART VI, SECTION A, LINE 7A: THE HOSPITAL HAS MORE THAN 400

CORPORATORS WHO ARE DEDICATED TO THE HOSPITAL'S MISSION. CORPORATORS ARE

INDIVIDUALS INTERESTED IN THE PURPOSES OF THE HOSPITAL AND REPRESENT THE

COMMUNITIES SERVED. CORPORATORS HAVE THE RIGHT TO PARTICIPATE IN THE

ELECTION OF DIRECTORS AND OFFICERS.

FORM 990, PART VI, SECTION B, LINE 11: THE FORM 990 IS REVIEWED BY ROBERT

SMANIK, PRESIDENT, AND STEPHEN BURKE, CORPORATE CONTROLLER, PRIOR TO

FILING. A COPY OF THE 990 IS MADE AVAILABLE TO ALL BOARD MEMBERS.

FORM 990, PART VI, SECTION B, LINE 12C: EVERY JANUARY THE BOARD OF

DIRECTORS ARE REQUIRED TO FILL OUT A CONFLICT OF POLICY DISCLOSURE FORM. IF

ANY CHANGE IN THE FORM ARISES THROUGHOUT THE YEAR THEY ARE REQUIRED TO

REPORT THE CHANGE PROMPTLY TO THE CHAIR OF THE BOARD OF DIRECTORS OR THE

PRESIDENT OF DAY KIMBALL HEALTHCARE.

FORM 990, PART VI, SECTION B, LINE 15: DAY KIMBALL HEALTHCARE PARTNERS

WITH AN EXTERNAL CONSULTANT TO ANALYZE ALL LEVELS OF COMPENSATION WITHIN

THE ORGANIZATION. THIS ENABLES US TO ENSURE THAT THERE IS A SOLID

FRAMEWORK TO MAKE EFFECTIVE, CONSISTENT, STRATEGIC AND OPERATIONAL

COMPENSATION DECISIONS THAT IMPACT OUR EMPLOYEES FOR THE SUPPORT THEY

PROVIDE TO THE OVERALL MISSION AND STRATEGY OF DAY KIMBALL HEALTHCARE. ANY

CHANGES THAT INVOLVE SIGNIFICANT FINANCIAL ADJUSTMENTS ARE PRESENTED TO THE

BOARD OF DIRECTORS FOR APPROVAL.

FORM 990, PART VI, SECTION C, LINE 19: THE ORGANIZATION MAKES ITS

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2012)
232211
01-04-13
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Schedule O (Form 990 or 990-EZ) (2012) Page 2
Name of the organization Employer identification number

DAY KIMBALL HEALTHCARE, INC. 06-0646599

GOVERNING DOCUMENTS, CONFLICT OF INTEREST POLICY, AND FINANCIAL STATEMENTS

AVAILABLE TO THE PUBLIC UPON REQUEST.

FORM 990, PART IX, LINE 11G, OTHER FEES:

OTHER PROFESSIONAL FEES:

PROGRAM SERVICE EXPENSES 10,718,334.
MANAGEMENT AND GENERAL EXPENSES 1,807,088.
FUNDRAISING EXPENSES 0.
TOTAL EXPENSES 12,525,422.
TOTAL OTHER FEES ON FORM 990, PART IX, LINE 11G, COL A 12,525,422.

FORM 990, PART XI, LINE 9, CHANGES IN NET ASSETS:

ASSETS RELEASED FROM RESTRICTION 2,683,948.
CHANGE IN PERMANENTLY RESTRICTED NET ASSETS 98,792.
CHANGES IN TEMPORARILY RESTRICTED NET ASSETS -2,554,234.

PENSION RELATED CHANGES OTHER THAN NET PERIODIC PENSION

COST 9,148,079.
NON-OPERATING GAINS 430,535.
TRANSFER TO DAY KIMBALL MEDICAL GROUP -4,999,305.
INVESTMENT IN DAY KIMBALL MEDICAL GROUP -2,804,787.
TOTAL TO FORM 990, PART XI, LINE 9 2,003,028.

FORM 990, PART XI, LINE 2C:

THE FINANCE COMMITTEE OF THE BOARD HAS THE RESPONSIBILITY FOR THE

SELECTION OF INDEPEDENT ACCOUNTANTS AND OVERSIGHT OF THE AUDIT OF THE

ORGANIZATION'S FINANCIAL STATEMENTS.

oA Schedule O (Form 990 or 990-EZ) (2012)
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OMB No. 1545-0047

SCHEDULE R Related Organizations and Unrelated Partnerships 2012
(Form 990) P Complete if the organization answered "Yes" to Form 990, Part IV, line 33, 34, 35, 36, or 37. Open to Public
Department of the Treasury - - P .
Internal Revenue Service P> Attach to Form 990. P> See separate instructions. Inspection

Name of the organization

Employer identification number

DAY KIMBALL HEALTHCARE, INC. 06-0646599
Part | Identification of Disregarded Entities (Complete if the organization answered "Yes" to Form 990, Part IV, line 33.)
(a) (b) (c) (d) (e) ()
Name, address, and EIN (if applicable) Primary activity Legal domicile (state or Total income End-of-year assets Direct controlling

of disregarded entity

foreign country)

entity

PHYSICIAN SERVICES OF NORTHEAST CONNECTICUT,

LLC - 26-2565797, 45 GREEN HOLLOW ROAD,

DANIELSON, CT

06239

PHYSICIAN SERVICES

CONNECTICUT

5,004,955,

216,472,

DAY KIMBALL HEALTHCARE,
INC.

Part II Identification of Related Tax-Exempt Organiza
organizations during the tax year.)

tions (Complete if the organization answered "Yes" to Form 990, Part IV, line 34 because it had one or more related tax-exempt

(a)

(b)

(c)

(d)

(e)

"

Section(g)2(b)(1 3)

Name, address, and EIN Primary activity Legal domicile (state or Exempt Code Public charity Direct controlling controlled
of related organization foreign country) section status (if section entity entity?
501(©)3) Yes | No
DAY KIMBALL HOMEMAKERS - 06-1136893
320 POMFRET STREET HOMEMAKER AND CHORE DAY KIMBALL
PUTNAM, CT 06260-1836 COMPANION SERVICES CONNECTICUT 501(C)(3) 9 HEALTHCARE, INC. X
DAY KIMBALL MEDICAL GROUP, INC, - 45-4077626
320 POMFRET STREET DAY KIMBALL
PUTNAM, CT 06260-1836 PHYSICIAN SERVICES CONNECTICUT 501(C)(3) 9 HEALTHCARE, INC. X

For Paperwork Reduction Act Notice, see the Instructions for Form 990.

232161
12-10-12  LHA
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Schedule R (Form 990) 2012

DAY KIMBALL HEALTHCARE,

INC.

06-0646599

Page 2
Part il Identification of Related Organizations Taxable as a Partnership (Complete if the organization answered "Yes" to Form 990, Part IV, line 34 because it had one or more related
organizations treated as a partnership during the tax year.)
(a) (b) (c) (d) (e) () (9) (h) (i) (i) (k)
Name, address, and EIN Primary activity d(';fn?gi'le Direct controlling | Predominantincome | Share of total Share of Disproportion-| ~ Code V-UBI  |General or[Percentage
of related organization (state or entity (related, unrelated, income end-of-year |, aiocations?] @mount in box |managingl ownership
foreign excludqd from tax under assets ‘| 20 of Schedule |PRartner?
country) sections 512-514) Yes | No | K-1 (Form 1065) [yes|No
Part IV Identification of Related Organizations Taxable as a Corporation or Trust (Complete if the organization answered "Yes" to Form 990, Part IV, line 34 because it had one or more related
organizations treated as a corporation or trust during the tax year.)
(a) (b) (c) (d) (e) U (9) w0
Name, address, and EIN Primary activity Legal domicile | Direct controlling | Type of entity Share of total Share of Percentage| 512(b)13)
of related organization (state or entity (C corp, S corp, income end-of-year ownership | controlled
gg[;'?r”) or trust) assets entity”?
Y Yes | No
232162 12-10-12 67
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Schedule R (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 Page 3
PartV  Transactions With Related Organizations (Complete if the organization answered "Yes" to Form 990, Part IV, line 34, 35b, or 36.)
Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes | No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest (ii) annuities (iii) royalties or (iv) rent from a controlled entity 1a X
b Gift, grant, or capital contribution to related organization(s) 1| X
¢ Gift, grant, or capital contribution from related organization(s) ic X
d Loans or loan guarantees to or for related organization(s) d| X
e Loans orloan guarantees by related organization(S) 1e X
f Dividends from related organization(s) . 1f X
g Sale of assets to related organization(s) 19 X
h Purchase of assets from related organization(s) 1h X
i Exchange of assets with related organization(s) 1i X
i Lease of facilities, equipment, or other assets to related organization(s) . 1i X
k Lease of facilities, equipment, or other assets from related organizatioN(S) 1k X
I Performance of services or membership or fundraising solicitations for related organization(S) 1l X
m Performance of services or membership or fundraising solicitations by related organization(S) im X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) 1in X
o Sharing of paid employees with related organization(S) 1o X
p Reimbursement paid to related organization(s) for eXPENSES 1p X
q Reimbursement paid by related organization(s) for €XPENSES 19 | X
r  Other transfer of cash or property to related organization(s) r | X
s Other transfer of cash or property from related organization(s) 1s X
2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
@ (b) (c) (d)
Name of other organization Transaction Amount involved Method of determining amount involved
type (a-s)

(1) PHYSICIAN SERVICES OF NORTHEAST CT, LLC B 1,180,940.ACTUAL

(20 PHYSICIAN SERVICES OF NORTHEAST CT, LLC D 968,721 .ALLOCATED COST

(3) PHYSICIAN SERVICES OF NORTHEAST CT, LLC L 443,499 .ALLOCATED COST

(4 DAY KIMBALL MEDICAL GROUP, INC. B 3,228,359 .ACTUAL

(5) DAY KIMBALL MEDICAL GROUP, INC. D 2,087,746 .ALLOCATED COST

() DAY KIMBALL MEDICAL GROUP, INC. L 1,330,498 .ALLOCATED COST

232163 12-10-12 68 Schedule R (Form 990) 2012



Schedule R (Form 990) DAY KIMBALL HEALTHCARE, INC. 06-0646599

Continuation of Transactions With Related Organizations (Schedule R (Form 990), Part V, line 2)

(a) (b) (c) (d)
Name of other organization Transaction Amount involved Method of determining
type (a1) amount involved

(nDAY KIMBALL MEDICAL GROUP, INC. R 1,770,938.ACTUAL

8

(9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

(17)

(18)

(19)

(20)

(21)

(22)

(23)

(24)

232225
05-01-12 6 9



Schedule R (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599  page4

Part VI Unrelated Organizations Taxable as a Partnership (Complete if the organization answered "Yes" to Form 990, Part IV, line 37.)

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets or gross revenue)
that was not a related organization. See instructions regarding exclusion for certain investment partnerships.

(a) (b) (c) (d) (e) () (9) (h) (i) (i) (k)
Name, address, and EIN Primary activity Legal domicile | Predominant income pmAnreerg”seg_ Share of Share of Dispropor- [ Code V-UBI  |General orlPercentage
of entity (state or foreign (g)?lcalfl%dédu%erlr?ttg?(’ 5%1(?_53) total end-of-year a”g'faﬂtfgﬁs? a(r)?%ucrr]]tel(?utl)g)lé-%o r;i?ti%,“?g ownership
country) under section 512-514) [yes| No income assets Yes|No | (FOrm 1065)  |yes|no

Schedule R (Form 990) 2012

232164
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Schedule R (Form 990) 2012 DAY KIMBALL HEALTHCARE, INC. 06-0646599 pages
Part VIl [ Supplemental Information

Complete this part to provide additional information for responses to questions on Schedule R (see instructions).

232165 12-10-12 Schedule R (Form 990) 2012
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Form 8868 (Rev. 1-2013) Page 2
® |f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il and check this box >

Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868.
® |f you are filing for an Automatic 3-Month Extension, complete only Part | (on page 1).
[_Part II| Additional (Not Automatic) 3-Month Extension of Time. Only file the original (no copies needed).

Enter filer’s identifying number, see instructions

Type or Name of exempt organization or other filer, see instructions Employer identification number (EIN) or
print

riebythe DAY KIMBALL HEALTHCARE, INC. 06-0646599
fc:;':gd;;i:or Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)

return. See 3 2 0 POMFRET STREET

instructions. | ity town or post office, state, and ZIP code. For a foreign address, see instructions.

PUTNAM, CT 06260

Enter the Return code for the return that this application is for (file a separate application for each return)

Application Return | Application Return
Is For Code |Is For Code
Form 990 or Form 990-EZ 01

Form 990-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

STOP! Do not complete Part Il if you were not already granted an automatic 3-month extension on a previously filed Form 8868.

STEPHEN BURKE
® The books are in the care of P> 320 POMFRET STREET - PUTNAM ’ CT 06260
TeIephoneNo,} (860) 928-6541 FAXNO>(860) 928-5341

® |f the organization does not have an office or place of business in the United States, check thisbox > D
® |[f this is for a Group Return, enter the organization’s four digit Group Exemption Number (GEN) . If this is for the whole group, check this
box P> . If it is for part of the group, check this box B> 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 AUGUST 15, 2014

5  For calendar year , or other tax year beginning OCT 1, 2012 , and ending SEP 30, 2013

6  If the tax year entered in line 5 is for less than 12 months, check reason: I:] Initial return I:] Final return

Change in accounting period
7  State in detail why you need the extension

ADDITIONAL TIME IS REQUIRED TO PREPARE A COMPLETE AND ACCURATE TAX
RETURN AND TO ALLOW ADEQUATE TIME FOR THE BOARD TO REVIEW PRIOR TO
FILING.
8a If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 8a| $ 0.
b  If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and estimated
tax payments made. Include any prior year overpayment allowed as a credit and any amount paid

previously with Form 8868. 8| $ 0.
¢ 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. 8| $ 0.

Signature and Verification must be completed for Part Il only.

Under penalties of perjury, | declare that | have examined this form, including accompanying schedules and statements, and to the best of my knowledge and belief,
it is true, correct, and complete, and that | am authorized to prepare this form.

Signature P> Tite p CPA Date P>

Form 8868 (Rev. 1-2013)

223842
01-21-13
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