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OMB No. 1545-0047

Form 990 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) Open to Public
Department of the Treasury
Internal Revenue Service P The organization may have to use a copy of this return to satisfy state reporting requirements. Inspection
A For the 2012 calendar year, or tax year beginning 10/ 01, 2012, and ending 09/ 30, 20 13
C Name of organization D Employer identification number
B check if applicable: THE STAMVFORD HOSPI TAL
] Mroress Doing Business As 06- 0646917
Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
: Initial return 30 SHELBURNE RD, P.O BOX 9317 (203) 276- 1000
Terminated City or town, state or country, and ZIP + 4
: Amended STAMFORD, CT 06902 G Gross receipts $ 496, 004, 210.
N sssg;a;on F Name and address of principal officer: KEVI N GAGE, CFO H() LSﬁ}I?;tse:?group return for B Yes No
30 SHELBURNE ROCAD PO BOX 9317 STAMFORD, CT 06902 H(b) Are all affliates included? ves | | No
| Tax-exempt status: | X | 501(c)(3) | | 501(c) ( ) « (insertno.) | | 4947(a)(1) or | | 527 If "No," attach a list. (see instructions)
J  website: p VWAWV STAVHEALTH. ORG H(c) Group exemption number P>
K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 1893| M State of legal domicile: CcT
Part | Summary
1 Briefly describe the organization's mission or most significant activities: _ _ _ _ _ __ _ __ _ __ _ _ _ _ _ __ _ _ _ _ _ _ _ _________
g| ORMSSION TOGETHER WTH QUR PHYSICIANS VE PROVIDE ABROAD RANGE OF
g HGH QUALITY HEALTH AND VELLNESS SERVI CES FOCUSED ON THE NEEDS OF QR
g COMWNTIES
é 2 Check this box P> |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
| 3 Number of voting members of the governing body (Part Vi, line1a) = . . . . . . . . . . .. .. ... ... 3 14.
§ 4 Number of independent voting members of the governing body (Part VI, linetby 4 12.
E 5 Total number of individuals employed in calendar year 2012 (PartV, line2a), . . . . . . . . .. ... ... ... 5 2,977.
E 6 Total number of volunteers (estimate if necessary) . . . . . . L. L, 6 697.
7a Total gross unrelated business revenue from Part VIII, column (C), line 12~~~ 7a 7,421, 256.
b Net unrelated business taxable income from Form 990-T, liNn€34 . . . + & & & 4 & 4 & 4 & 4 & 4 s o s nna e as 7b 4, 983. 998.
Prior Year Current Year
o| 8 Contributions and grants (Part VIll, lineth) 19, 419, 411. 12, 066, 222.
g 9 Program service revenue (Part VIll, line2g) . . . . . . .. .. .. COPY FOR 463, 409, 232. 470, 829, 704.
> . . PUBLIC INSPECTION
8 10 Investment income (Part VI, column (A), lines 3,4, and 7d), | | . . 3, 440, 915. 2,785, 873.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢c, 10c, and 11e) 4,739, 985. 4,619, 372.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line 12), , . . . . . 491, 009, 543. 490, 301, 171.
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) 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) | 227, 287, 045. 245, 135, 746.
g 16 a Professional fundraising fees (Part IX, column (A), line 11e) _ . . . . . . . .. .. ... 0 159, 575.
2| b Total fundraising expenses (Part IX, column (D), line 25) 3,450, 033.
“117 Other expenses (Part IX, column (A), lines 11a-11d, 11¢-24) 211, 325,027.| 206, 339, 187.
18 Total expenses. Add lines 13-17 (must equal Part X, column (A), line25) . 438, 612, 072. 451, 634, 508.
19 Revenue less expenses. Subtractline 18 from liNe 12, . . . & v v o 4 v o v v v v e e et 52,397, 471. 38, 666, 663.
S g Beginning of Current Year End of Year
‘§§ 20 Totalassets (Part X, ine 16) | . . . . . . . . L, 798, 097, 565. 797, 789, 880.
<2121 Total liabilities (Part X, ine 26) 637,083, 779. | 589,414, 476.
§§_’ 22 Net assets or fund balances. Subtractline21fromline20. . . . . . v v v v v v v w w0 v 161, 013, 786. 208, 375, 404.
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.
Sign }
Here Signature of officer Date
} KEVI N GAGE CFO
Type or print name and title
Print/Type preparer's name Preparer's signature Date Cr?feck if PTIN
E?;iare, Christopher B. Boggs W« B. F’W’ 08/14/14 employed B [ ]| P00032493
Use Only |Firm's name B> ERNST & YOUNG U. S. LLP EIN » 34- 6565596
Firm's address P> 111 MONUMENT O RCLE, SUI TE 4000 | NDI ANAPOLIS, | N 46204 Phone no. p» 317- 681- 7000
May the IRS discuss this return with the preparer shown above? (see instructions) . . . . . . . . . . . « v & v i v v u v n e |_| Yes m No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2012)
JSA
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THE STAMFORD HOSPI TAL 06- 0646917
Form 990 (2012) Page 2
Statement of Program Service Accomplishments
Check if Schedule O contains a response to any questioninthisPart Ill . . . ... ... ... ... ... ..., |:|

1 Briefly describe the organization's mission:
OUR M SSI ON: TOGETHER W TH OQUR PHYSI Cl ANS WE PROVI DE A BROAD RANGE OF
H GH QUALI TY HEALTH AND WELLNESS SERVI CES FOCUSED ON THE NEEDS OF OUR
COVMMUNI Tl ES.

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ7 L L e
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? Yes No
........................................................ [Jves [X]

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.

|:| Yes No

4a (Code: ) (Expenses $ 371 947, 467. including grants of $ 669, 559. ) (Revenue § 470,771, 708. )
I'N ADDI TION TO A 305 BED HGOSPI TAL FACI LI TY, THE STAMFORD
HOSPI TAL (TSH) OPERATES A 225, 000 SQUARE FOOT AMBULATORY CARE
CENTER ( TULLYCENTER) ALSO I N STAMFORD, CT. KEY OPERATI NG
STATI STI CS FOR THE YEAR ENDED 9/ 30/ 2013 | NCLUDE: ADULT AND
PEDI ATRI C | NPATI ENTS CARED FOR AND DI SCHARGED 14, 871; BABI ES BORN
2,112; TOTAL | NPATI ENT DAYS OF CARE PROVI DED 71, 656. PATI ENTS
SEEKI NG CARE I N THE STAMFORD HOSPI TAL EMERGENCY ROOM ADM TTED FOR
| NPATI ENT TREATMENT 8, 094; TREATED AND RELEASED 42, 864; TREATED AT
TULLY | MMEDI ATE CARECENTER 24, 863. SURGERI ES PERFORVED AT THE
HOSPI TAL AND TULLY CENTER: 15, 217. RADI ATI ON THERAPY PROCEDURES
PERFORMED: 64, 358.

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

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

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

(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses P 371, 947, 467.
2E10J2%A2.ooo Form 990 (2012)
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THE STAMFORD HOSPI TAL 06- 0646917
Form 990 (2012) Page 3
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 SChedUIE A o v v v i it e e e e e e e e e e e e e e e e e e e e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? . . ... .. .. 2 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,Partl. . . . . . . . . v v i i it it i i i s 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,Partll. . . . . . . . . . v oo v i v i v o0t 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 98-197? If "Yes," complete Schedule C,
Part lll o v e o e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 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 ] . . . & o v o v i i i i e s e e e e e e e e e e e e e e s 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, Partll. . . . . . .. .. 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part ll « v v v v v v v v e e e e e e e e e e e e e e e e e e e e e e e 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, PartIV . . . . . . . . o v i i i i i i i e 9 X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes," complete Schedule D, PartV , . ... .. 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, PArt VI . L . . o L Lttt e e e e e e e e e e 11a| X
b Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIl |, . . . . ... ... ...... 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 167 If "Yes," complete Schedule D, PartVill, , . . . . ... ... ..... 1llc X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes," complete Schedule D, Part IX | . . . . . . .. . . . .. o uuruneun. 11d X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X [1le 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
12 a Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,"
complete Schedule D, Parts Xland XIl . . . . v o v o v i i i i s e s e i e e e e e e e e e e 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If "Yes," and if
the organization answered "No" to line 12a, then completing Schedule D, Parts Xl and Xllisoptional . . + « + &« v &« v & 4 o . 12b X
13 Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete ScheduleE . . .. ... ... 13 X
14 a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . ... ... 1l4a 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, Partsland V. . . . . . ... .. 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 lland 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 llland 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 | (see instructions) . . . . . . .. ... 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Part Il . . . . . . . . o v v it i v it s e et e e e 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If "Yes," complete Schedule G, Part lll . . . . v o v o v i i e e s e e e e e e e e e e e e e s 19 X
20 a 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
JSA Form 990 (2012)
2E1021 1.000

509980 1274
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THE STAMFORD HOSPI TAL 06- 0646917
Form 990 (2012) Page 4
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 Schedule |, Partsland I, . . . .. ... ... 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 2? If "Yes," complete Schedule |, Partsland 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 . . . . . . . i i it i e e e e e e e e e e e e e e e e e 23 X
24 a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes," answer lines 24b
through 24d and complete Schedule K. If “N0,” g0 to liN€ 25 . . . . . o o i i i i i e e e e e e e e e e e e e ee e 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 bonds? . . . . . .. L L e e e e e e e e e e e e e 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?. . . . . .. 24d X
25a Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes," complete Schedule L,Part1 . . . . ... ... ... ...... 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 |. . . . . . o i i i ittt s e e e e e e e e e e e e e e e e 25b X
26  Was aloan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization's tax year? If "Yes," complete Schedule L, Part Il , | 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,Partlll . . . ............ 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 Schedule L, PartIV. . . . .. .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes,” complete
Schedule L, Part IV . o o o o i e e e e e e e e e e e e e e e e e e e e e e e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L,Partlv . . .. ... .. 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M, . . . . . . . . i i i i e e e e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
T 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part 1. . . v v v vttt e e e e e e e e e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R,Part1. . . . . . ... ... ... ...... 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part Il, Il
Or IV, and Part V, liNE L. . . v v i v i i e e e e e e e e e e e e e e e e e e e e e e e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? . . . .. .. .. ... .. 35a X
b If "Yes" to line 35a, 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 X
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 . . . . . . . . . & . i i i i i it it e e e 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R,
PatVl o v v e e e e e e e e e e O I 14 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)
JSA
2E1030 1.000
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THE STAMFORD HOSPI TAL 06- 0646917
Form 990 (2012) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response to any questioninthisPartV. . . . .. ... ... ........... [ ]
Yes No
la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable, , . . . ... .. la 352
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 to prize winners?, . . . . . . ... ... ... ..... e e e e e e e lc 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 2,977
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions). . . . . ..
3a 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 ScheduleO _ , . . ... ... ... 3b X

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

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

5a 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
¢ If "Yes" to line 5a or 5b, did the organization file Form 8886-T? . . . . . . . . . . . . . @ . i @ v i .. 5¢c

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 taxdeductible? | , . . . . ... e e e e e e e e e e e e 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? . . . . . . . L. L. L L e e e e e e e e e e e 7a| X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? , . . ... ... ... 7b X
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOrM 82827 .« & v v i i i i i i e e e e e e e e e e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear ., . . . . ... ... ..... | 7d |
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

a Did the organization make any taxable distributions under section4966? ., . . . . ... ... ... ... .. .... 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, line12 , . . . ... ... .... 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 . . . . . . . . . o i i e e lla
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 the year | |, . . | 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 healthplans , . . ... ... ......... 13b
c Enterthe amount ofreserves on hand , | . . . . . i v v i it e e e e e e e e e e e e e e 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . ... ... ... 14a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . . . . .. 14b
2E1040 1,000 Form 990 (2012)

509980 1274 PAGE 6
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Form 990 (2012) THE STAMFORD HOSPI TAL 06- 0646917 Page 6
il 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 questioninthisPartVI. . . . .« « o v o v v v v i o v v o v o n s
Section A. Governing Body and Management
Yes | No
la Enter the number of voting members of the governing body at the end of the taxyear. « « « =« « v o o v la 14
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 12
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? . . . . . . . . . i i L e e e e e 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? . . . . . . . . . o o o i e e e e e s 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? . . . . . . . . o i L L e e e e e e 7a X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governingbody? . . . . . . . . ¢ o v o v i i i i i e 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing body?. . . v o v v v i i i e i e e e e e e e e e e e e e e e g8a | X
b Each committee with authority to act on behalf of the governingbody? . . . .. .. ... .. ... . 0. gb | X
9 Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses in ScheduleO , . .. ... ... .. 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? . . . . . .. ... ... . o oo oo 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
1la Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . . [11la 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? If "No," gotoline13 . . .. . ... ... ... ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
LA TSY =3 Co oo 11T 12b| X
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule Ohow thiswas done . . . .« . v v v i i i e e e e e e e e e e e e e 12¢| X
13  Did the organization have a written whistleblower policy?. . . . . . . . o o o o i i i e e e 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 managementofficial . . . .. ... ... ... ... ... 15a| X
b Other officers or key employees of theorganization , . . . . . . . . . @ i i v i i i it et e e e e e e e 15b | 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 ataxable entity during the year? . . . . . . . . . . . L e e e e e e e e e e e e e 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 arrangements? . . . . . . .. .. ... . ... .. ... ... 16b

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed >_9I:_ _________________________________
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.
Own website Another's website Upon request |:| 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>KEVI N GAGE 30 SHELBURNE ROAD STAMFORD, CT 06902 (203) 276- 1000
JSA Form 990 (2012)
2E1042 1.000
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Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response to any questioninthisPartVIl . .. ................. |:|
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

la 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.

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

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

e 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.

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

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

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

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

(A) (B) Position (D) (E) F)
Name and Title Average | (do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation | compensation from amount of
week (iistany| officer and a director/trustee) from related other
izati compensation
hours for os|slalzlez]o the . organizations frzm the
related 22| 2 %a 2|3 =3 E| organization (W-2/1099-MISC) 1 Ne
organizations | 8 & | £ | €| § (&3 | 8 | (W-2/1099-MISC) organization
25| o S |0z and related
below dotted | @ = | 5 5| ®8 . .
) x| 2 < 3 organizations
line) c | = @ 3
21 e ® @
3|2 g
8 o)
(o]
o

(1) ERNEST N_ ABATE | 2.00]

DI RECTOR 2.00| X 0 0 0
(@JAY HGWAM | _2.00]

DI RECTOR 2.00| X 0 0 0
(AW C DOMER_ | 2.00]

DI RECTOR 2.00| X 0 0 0
(4DR RODRIGOACCSTA | 2.00]

PHYSI CI AN 40.00| X 0 411, 394. 0
(5)MCHAEL FEDELE | 2.00]

DI RECTOR 2.00| X 0 0 0
(DAVID JAENS | _2.00]

DI RECTOR 2.00| X 0 0 0
_(7) MARYANN KELLER-CHAI | 2.00]

DI RECTOR 2.00| X 0 0 0
(®BRIAN GRISSLER | 38.00]

PRESI DENT AND CEO 2.00| X X 1, 837, 162. 0 36, 194.
(@EDWNFORD | _2.00]

CHAI RVAN 2.00| X 0 0 0
10)DR. ARTHUR KLEIN | 2.00]

DI RECTOR 2.00| X 0 0 0
@AybR CHARRES MNER | 2.00]

DI RECTOR 2.00| X 0 0 0
(12)bR NEIL DREYER | 2.00]

DI RECTOR 2.00| X 0 0 0
1IH)ANDREWMERRILL | 2.00]

DI RECTOR 2.00| X 0 0 0
14)CHARLES KRAUSE, 11 | 2.00]

DI RECTOR 2.00| X 0 0 0
JSA Form 990 (2012)
2E1041 1.000
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Form 990 (2012) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation | compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
related |23 1 21 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations E £ E E g :é—,g g (W-2/1099-MISC) organization
below dotted | & & | & slaz|” and related
line) g g % % ® g organizations
15) DARRYL MCORMCK | 38.00]
ASSI STANT SECRETARY 2.00 X 496, 946. 0 10, 997.
1) bavibDsmMTH | 38.00]
ASSI STANT SECRETARY 2.00 X 643, 134. 0 38, 694.
17) KATHLEENSILARD | 38.00]
ASSI STANT SECRETARY 2.00 X 777, 149. 0 51, 103.
18) KEVINGMGE | 38.00]
TREASURER 2.00 X 730, 883. 0 44, 506.
19) DR SHARONKIELY | 38.00]
SR. VP, MEDI CAL SERVI CES 0 X 706, 585. 0 50, 131.
200 DR MGQHAEL cory | 38.00]
CHI EF CARDI AC SURGEON 0 X 1,178, 784. 0 24, 215.
21) DR LANCEBRUCK | 38.00]
CHAI R, DEPARTMENT OF OB/ GYN 2.00 X 768, 158. 0 49, 153.
22) DR STEVEN HORONTZ | 38.00]
CHI EF, DI VI SI ON OF CARDI OLOGY 0 X 594, 115. 0 48, 516.
23y DR LI POA | 38.00]
PHYSI CI AN 0 X 2, 600, 000. 0 0
2) DR DANDMS | 38.00]
PHYSI CI AN 0 X 564, 832. 0 76, 168.
1b Sub-total | e »| 1,837,162 411, 394. 36, 194.
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2 9, 060, 586. 0 393, 483.
d Total (add lines 1b and 1C) « « « « = & v v v @ v v v e e e e e e e e e e »| 10, 897, 748. 411, 394. 429, 677.
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 » 475
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 suchindividual . . . . .. ... ... ... ... 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? If “Yes,” complete Schedule J for such
INIVIAUAL . & 4 v e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 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 for suchperson . ... ............ 5 X

Section B. Independent Contractors

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

year.

(A)
Name and business address

B)

Description of services

©

Compensation

ATTACHVENT 1

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

more than $100,000 in compensation from the organization » 63

JSA
2E1055 3.000

509980 1274

Form 990 (2012)
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Form 990 (2012) THE STAMFORD HOSPI TAL 06- 0646917 Page 9
Statement of Revenue
Check if Schedule O contains aresponse to any question in this Part VIl | . . . . . . . . . . . . . ... |:|
(GY ()] © (D)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512,513, 0r 514

% % la Federated campaigns . - . . . . . . la
3 ° b Membershipdues . . . ... ... 1b
gf ¢ Fundraisingevents . . . . . .. .. 1c 1, 365, 043.
O=| d Related organizations . . . . . . . . 1d
2% e Government grants (contributions) . . | 1e 580, 529.
%g f All other contributions, gifts, grants,
E o) and similar amounts not included above . L_1f 10, 120, 650.
é;% g Noncash contributions included in lines 1a-1f: $ 375, 687.
h_ Total. Addlines 1a-1f « v v v v v 4 v v v v o v o v v o a > 12, 066, 222.
% Business Code
% 2a PATI ENT REVENUE 621399 302, 996, 183. 302, 996, 183.
% b PHYSI Cl AN BI LLI NG 621111 8, 324, 004. 8, 324, 004.
“;’ ¢ VELLNESS AND TRAI NI NG 621410 3, 268, 631. 3, 268, 631.
g d MEDI CARE/ MEDI CAI D PAYMENT 621410 148, 890, 127. 148, 890, 127.
% e REFERENCE LAB | NCOVE 621511 7, 350, 759. 7, 350, 759.
§’ f All other program service revenue . . . . .
a g Total. Addlines2a-2f .+« v v i i i e e e e > 470, 829, 704.
3 Investment income (including dividends, interest, and
other similaramounts). « « v v v & v v e w w e e > 1,702, 398. 1,693, 476. 8,922.
4 Income from investment of tax-exempt bond proceeds . . . > 0
5 Royalties « = =+ o+ oss ottt e e a e e e > 0
(i) Real (ii) Personal
6a Grossrents . . . . . . . . 2, 955, 580.
b Less: rental expenses . . . 3,901, 706.
¢ Rental income or (loss) - 946, 126.
d Netrentalincomeor (I0ss). + « + &« v &« v v v & v 0 4 o . > - 946, 126. 61, 575. -1,007, 701.
(i) Securities (ii) Other
7a Gross amount from sales of
assets other than inventory 2, 615, 324.
b Less: cost or other basis
and sales expenses . . . . 1,531, 849.
c Gainor(loss) + + + + + + » 1,083, 475.
d Netgainor(loss) - = = = & & & & & & & & s s o s aa . > 1, 083, 475. 1, 083, 475.
g 8a Gross income from fundraising
S events (not including $ 1, 365, 043.
5 of contributions reported on line 1c).
x See PartIV,ine 18 « « « « « v v v vt a 235, 695.
g Less: directexpenses . . . . . . . . .. b 269, 484.
5 Net income or (loss) from fundraisingevents . . . . . . . . > - 33, 789. - 33, 789.
9a Gross income from gaming activities.
See PartIV,line19 , , . ... ..... a
Less: directexpenses .+ + -+ . 4 0 ... b
Net income or (loss) from gaming activities. . . . . . . . . > 0
10a Gross sales of inventory, less
returns and allowances , ., , ... ... a
b Less:costofgoodssold. . . . . . . .. b
¢ Net income or (loss) from sales of inventory, , . . . . ... » 0
Miscellaneous Revenue Business Code
11a MANAGEMENT FEE | NCOVE 532000 1,326, 761. 1,326, 761.
b CAFETERI A, COFFEE SHOP 722210 1, 613, 209. 1, 613, 209.
¢ MEANI NGFUL USE | NCOVE 621110 1, 961, 083. 1, 961, 083.
d Allotherrevenue . « « v v v v v v v v u 900099 698, 234, 698,234,
e Total. Addlines 11a-11d « « = + & + & & & & + & = & & = | 2 5, 599, 287.
12 Total revenue. Seeinstructions . . « « v v v v & v 4 4 .. > 490, 301, 171. 470,771, 708. 7,421, 256. 41, 985.
A Form 990 (2012)
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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, 7b,

A
Total expenses

(B)

©)

)]

&, 90, and 100 of Part Vil il sitoo gl e ol i’
1 Grants and other assistance to governments and
organizations in the United States. See Part IV, line 21 . 0
2 Grants and other assistance to individuals in
the United States. See Part IV, line22, . . . .. 0
3 Grants and other assistance to governments,
organizations, and individuals outside the
United States. See Part IV, lines 15 and 16, | , . 0
Benefits paid toor formembers , . . . . . ... 0
Compensation of current officers, directors,
trustees, and key employees , . . .. ... .. 4, 301, 667. 657, 297. 3, 644, 370.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B) 0
7 Other salaries andwages . . . . . . . . ... .| 181,114,365.| 155,307, 922. 24,891, 221. 915, 222.
8  Pension plan accruals and contributions (include section
401(k) and 403(b) employer contributions) . . . . . . 19, 702, 774. 16, 575, 938. 3, 029, 566. 97, 270.
9 Other employee benefits « « « « + « « « v v . . 28, 003, 825. 25,441, 192. 2,482, 915. 79, 718.
10 PayrolltaXes  « « v v v e v e e e 12,013, 115. 10, 106, 630. 1,847, 178. 59, 307.
11 Fees for services (non-employees):
a Management . . ... ............ 818, 110. 818, 110.
b Legal . v v 2,130, 359. 102, 580. 2, 020, 680. 7, 099.
CAccounting . . . .. v v v i v i i e 455, 101. 455, 101.
d LobbYiNg . v i i 120, 584, 120, 584.
e Professional fundraising services. See Part IV, line 17 1591 575. 1591 575.
f Investment managementfees _ . . . . . . .. 86, 999. 86, 999.
g Other. (if line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O). . . . . . 52,713, 579. 37,174, 635. 15, 437, 334. 101, 610.
12 Advertising and promotion . . . . . . . ... . 3, 984, 893. 140, 458. 2, 339, 629. 1, 504, 806.
13 Office eXpenses .« . « v v v o v v e e e e e e 72,775, 575. 67, 698, 651. 4,994, 300. 82, 624.
14 Information technology. + » « « v v v v o .. . 5, 513, 654. - 242, 565. 5, 754, 536. 1, 683.
15 Royalties. . . . ... oo i i 0
16 OCCUPANCY - . o v v o soeeee e 16, 336, 203. 14, 648, 684. 1,598, 426. 89, 093.
17 Travel o oooo e 505, 646. 266, 237. 160, 266. 79, 143.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0
19  Conferences, conventions, and meetings . . . . 390, 076. 249, 927. 61, 006. 79, 143.
200 Interest . .. ... 87, 841. 87, 841.
21 Payments to affiliates, . . . ... ....... 0
22 Depreciation, depletion, and amortization , , , . 23, 541, 169. 23, 200, 851. 340, 318.
23 Insurance . . ... ... i e a e e e 9,812, 539. 9,812, 539.
24 Other expenses. Itemize 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 O.)
2 SUBSCRI PTI ONS, DUES & MEMBER _ 2,064, 620. 679, 141. 1, 366, 343. 19, 136.
b STATE-FED TAXES 2,047, 840. 128, 529. 1,919, 311.
cLOSS ON LEASE OBLI GATIONS 1,784, 311. 1,784, 311.
dSERVICE CONTRACTS . 7,946, 958. 7, 880, 528. 66, 430.
e All otherexpenses _ _ _______________ 3,223, 130. 1,212, 342. 1,902, 614. 108, 174.
25 Total functional expenses. Add lines 1 through 24e 451, 634, 508. 371, 947, 467. 76, 237, 008. 3, 450, 033.
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 |:| if
following SOP 98-2 (ASC 958-720) . . . . .. . 0
JSA

2E1052 1.000
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Balance Sheet

Check if Schedule O contains a response to any questioninthisPart X . . ................... | ]

(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing | . . . . . . . . ... .. 281,828.| 1 74, 647.
2 Savings and temporary cashinvestments_ . . . . . . . ... ... ... ... 67,845, 792.| 2 105, 669, 646.
3 Pledges and grants receivable, net . . . 14,776, 102.| 3 16, 814, 120.
4 Accounts receivable, net . 64,792, 290.| 4 68, 025, 724.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L . . ... . ............... s 0
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 instructions). Complete Part Il of ScheduleL . . . . . . .. 0 6 0
‘3)3 7 Notes and loans receivable,net . . . . .. ... .. ... ... ..., Q7 0
2| 8 |Inventoriesforsaleoruse, ... ... ... ... ... .. ... ... 5, 408, 238.| 8 5, 564, 103.
9 Prepaid expenses and deferredcharges . . . .. ... .. ... ... 5,037,968.| 9 6, 075, 378.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a| 693, 155, 314.
b Less: accumulated depreciation, . . . ... ... 10b 363, 575, 763. 255, 279, 912. |10c¢ 329, 579, 551.
11 Investments - publicly traded securities . . . . . . . .. .. .. ... ... 292, 893,922. | 11 201, 535, 657.
12  Investments - other securities. See Part IV, line 11, . . . . . . . .. .. ... 16, 718,907.| 12 16, 033, 884.
13 Investments - program-related. See Part IV, line 11 _ . . . . . . .. .. ... g 13 0
14 Intangibleassets . . . . . ... ... ... .. ... Q14 0
15 Otherassets. See Part IV, line 11 . . . . . . . . . . . . 75, 062, 606. | 15 48,417, 170.
16  Total assets. Add lines 1 through 15 (must equal line 34) . . .. ... ... 798, 097, 565. | 16 797, 789, 880.
17 Accounts payable and accrued expenses. . . . . . . . . . . .. ... ... 88, 929, 508. | 17 98, 044, 582.
18 Grantspayable, . . . . . . ... ... Q18 0
19 Deferredrevenue | . . . . ... ... 637, 796. | 19 510, 101,
20 Tax-exempt bond liabilies . . .. ... ... ... .. 379,572,228.| 20 | 374,738, 602.
@ |21  Escrow or custodial account liability. Complete Part IV of Schedule D | | | | Q21 0
=|22 Loans and other payables to current and former officers, directors,
% trustees, key employees, highest compensated employees, and
~ disqualified persons. Complete Part Il of Schedule L , . _ . . .. . ... ... g 22 0
23 Secured mortgages and notes payable to unrelated third parties _ . , . . . . g 23 0
24  Unsecured notes and loans payable to unrelated third parties, , . . . .. .. 5, 024, 265. | 24 4, 443, 205.
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 . . . . . . . .. 162,919,982. | 25 111, 677, 986.
26 Total liabilities. Add lines 17 through25. . . . . . . . . v v v v v v v v v vt 637, 083, 779. | 26 589, 414, 476.
Organizations that follow SFAS 117 (ASC 958), check here » m and
3 complete lines 27 through 29, and lines 33 and 34.
§ 27 Unrestricted netassets _ ... 120, 894, 359. | 27 160, 465, 828.
&128 Temporarily restricted netassets . ... ... 32, 086, 053. | 28 39, 876, 202.
=29 Permanently restrictednetassets. . . ... ...... ... ... ... 8, 033, 374.| 29 8, 033, 374.
T Organizations that do not follow SFAS 117 (ASC 958), check here P> |:| and
5 complete lines 30 through 34.
.g 30 Capital stock or trust principal, or currentfunds = =~ . .. ... .... 30
@131 Paid-in or capital surplus, or land, building, or equipment fund = . 31
f 32 Retained earnings, endowment, accumulated income, or other funds = | 32
2|33 Total net assets or fund balances _ 161, 013, 786. | 33 208, 375, 404.
34 Total liabilities and net assets/fund balances. . . . . . . . . . v v o v o .. 798, 097, 565. | 34 797, 789, 880.

Form 990 (2012)
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Form 990 (2012) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response to any questioninthisPart XI. . ... .............
Total revenue (must equal Part VIII, column (A), line12) . . . . . . . v o v v i v i v i v i v o n s 1 490, 301, 171.
Total expenses (must equal Part IX, column (A),line25) . . . . . . . . o v i v i i i v oo 2 451, 634, 508.
Revenue less expenses. Subtractline2fromline 1. . . . . & o v v v o v v i i it b i e 3 38, 666, 663.
Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . . . . 4 161, 013, 786.
Net unrealized gains (losses)oninvestments . . . . . . . v o v 0 i i i i it i s e e e 5 2,536, 116.
6
7
8
9

Donated services and use of facilities . . . . . . . & o 0 o o L e e e e 0
Investment EXPENSES + « v v v v v it e e e e e e e e e e e e e e e e e s 0
Prior period adjustments . . . . . . . . oL L e e e e e e e e e e e e e s 0
Other changes in net assets or fund balances (explain in Schedule O) . . . . . . ... ... .... 6, 158, 839.

Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
R L ) I 10 208, 375, 404.

m Financial Statements and Reporting
Check if Schedule O contains a response to any questioninthisPartXIl . . ............... |:|

Yes | No

© 00N O WN B

=
o

1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| 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:
|:| Separate basis |:| Consolidated basis |:| Both consolidated and separate basis

b Were the organization's financial statements audited by an independent accountant? . . . .. ... .. .. .. 2b | 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 Both consolidated and separate basis
¢ If"Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337 . . . & o v i i i i e e s s s e s s e s e s s s 3a X

b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits 3b

Form 990 (2012)
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oD S 400-£2) Public Charity Status and Public Support | o r545-0047
Complete if the organization is a section 501(c)(3) organization or a section 2@ 1 2
4947(a)(1) nonexempt charitable trust. .
ﬂ?ﬁ%ﬁ?‘ﬁg&;ﬁg%gﬁii“w P Attach to Form 990 or Form 990-EZ. P> See separate instructions. o?nesnpfe?:t’:i’gr?“c
Name of the organization Employer identification number
THE STAMFORD HOSPI TAL 06- 0646917

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

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

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

A school described in section 170(b)(1)(A)(ii). (Attach Schedule E.)

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

A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the

hospital's name, city, and state: =~~~

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

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

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

An organization that normally receives a substantial part of its support from a governmental unit or from the general public

described in section 170(b)(1)(A)(vi). (Complete Part Il.)

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

An organization that normally receives: (1) more than 331/3 % 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 331/3% of its

support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses

acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part lll.)

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 |:| Type | b |:| Typell ¢ |:| Type llI-Functionally integrated d |:| Type llI-Non-functionally integrated

e|:| 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).

f If the organization received a written determination from the IRS that it is a Type |, Type Il, or Type Ill supporting
organization, check this box e
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) Yes | No
and (iii) below, the governing body of the supported organization? . . . ... ... ...... 119()
(i) Afamily member of a person described in (i) above? .., 11g(ii)
(iii) 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 (v) Did you notify (vi) Is the (vii) Amount of monetary
organization (described on lines 1-9 organizationin | the organization | organization in support
above or IRC section Cgtr(')gf;fﬂr:” in col. (i) of col. (i) organized
(see instructions)) Y vt | your support? inthe U.S.?
Yes No Yes No Yes No
(A)
(B
©
(D)
(E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2012

Form 990 or 990-EZ.

JSA
2E1210 1.000
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule A (Form 990 or 990-EZ) 2012 Page 2
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 lll. If the organization fails to qualify under the tests listed below, please complete Part lIl.)

Section A. Public Support

Calendar year (or fiscal year beginning in) 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
organization's benefit and either paid
to or expended onitsbehalf . . . . . . .
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . .
4  Total. Add lines 1 through 3. . . . . . .
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 fromline4 .. ........
8 Gross income from interest, dividends,

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

SOUrCeS , | . . . . i v v v v v s nn s
9 Net income from unrelated business
activities, whether or not the business
isregularly carriedon . . . . . . . ...
10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) « . v o v v v o0 h
11  Total support. Add lines 7 through 10 . .
12  Gross receipts from related activities, etc. (seeinstructions) . . = v v v & v v v 0 0 i d d e e e e e 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 thisboxand stop here . . . . . i & i i i i ittt et e m e e e e e e e e e e e e e e e e e e e e e e e e » I:I
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, PartIl,line14 , . . . . .. ... .. ... .... 15 %
16a 331/3% support test - 2012. If the organization did not check the box on line 13, and line 14 is 331/3 % or more, check
this box and stop here. The organization qualifies as a publicly supported organization ., . .. ... ... .......... 4
b 331/3% support test - 2011. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more,
check this box and stop here. The organization qualifies as a publicly supported organization. . . ... ... ........ 4
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
OTgaNIZAtiON . | . . i . i it i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e >
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 . . . . . . L L L L e e e e e e e e e e e e e e e e e e e e e e e e e e e >
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INStIUCHONS L L L L . L i i i i e e e e e e e e e e e e e e e e e e e e e e e e e [ |
Schedule A (Form 990 or 990-EZ) 2012
JSA

2E1220 1.000
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THE STAMFORD HOSPI TAL

Schedule A (Form 990 or 990-EZ) 2012

06- 0646917

Page 3

EWHIl 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 I1.)

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 performed, 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 business under section 513 |

4  Tax revenues levied for the
organization'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

c Addlines7aand7b. . . . . . . . . ..

8 Public support (Subtract line 7c from
iNEBG.) v v v v v v i e e e e e

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
SOUMCES . v+ v v v+ s s s s = = = = = =

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
carriedon = + = & & & 2w s w w o ow o= ow

12 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) . . ... ......

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 thisboxand stop here. . . . v o v v v v i v v v e e v w e e e e e e e e e e e e e e e e e e e e > I:I
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, Partlll,line15. . . . & v v v v v 4 v 4 v 0 v 0 v & n n u & 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, line 17 18 %

19a 331/3% support tests - 2012. If the organization did not check the box on line 14, and line 15 is more

than 331/3 %, and line

17 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization | 2 |:|

b 331/3% support tests - 2011. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization | 2
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions | 2

JSA
2E1221 1.000

509980 1274

Schedule A (Form 990 or 990-EZ) 2012

PAGE 16
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule A (Form 990 or 990-EZ) 2012 Page 4
Supplemental Information. Complete this part to provide the explanations required by Part Il, line 10;

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

JSA Schedule A (Form 990 or 990-EZ) 2012

2E1225 1.000
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Schedule B Schedule of Contributors OMB No. 15450047

(Form 990, 990-EZ,
or 990-PF)

Department of the Treasury
Internal Revenue Service

» Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@12

Name of the organization

THE STAMFORD HOSPI TAL

06- 0646917

Employer identification number

Organization type (check one):

Filers of:

Form 990 or 990-EZ

Form 990-PF

Section:

501(c)( 3 ) (enter number) organization

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

501(c)(3) exempt private foundation

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

O0odnx

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 Il

Special Rules

[]

[]

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 VI, line 1h, or (ii) Form 990-EZ, line 1.
Complete Parts | and Il.

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 |, II, and Ill.

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 > 3

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 1V, line 2 of its Form 990; or check the box on line H of its Form 990-EZ or on
Part |, 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).

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

JSA
2E1251 1.000

509980 1274

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

Page 2

Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ !- S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2 S Person
Payroll
e ________!-99'_9(_)9_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ § S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ f"_ __________________________________________ Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ § S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ § S Person
Payroll
L __________§'_(_)QQ_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012) Page 2
Name of organization THE STAMFORD HOSPI TAL Employer identification number
06- 0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _7 S Person
Payroll
e ________!-25"_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8 S Person
Payroll
L _________!-;_59(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ 9 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _19 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1!- S Person
Payroll
L _________§§-_§9§_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _12 S Person
Payroll
L __________12'_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012) Page 2
Name of organization THE STAMFORD HOSPI TAL Employer identification number
06- 0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1§ S Person
Payroll
L __________62-_59(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1f' S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1_6 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1Z S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1_9 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _29 S Person
Payroll
L __________5§-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2!- S Person
Payroll
L __________7§-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _22 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _Zf' S Person
Payroll
L __________21_299-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2§ S Person
Payroll
L __________§'_§QQ_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2_6 S Person
Payroll
L _________!-5-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _22 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2§ S Person
Payroll
L _________§9-_99(_)_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2_9 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _39 S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3!- S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _32 S Person
Payroll
L ___________6'_299_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3f' S Person
Payroll
L _________f'@-_?gl_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3_6 S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3Z S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3_9 S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _49 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4!- S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _42 S Person
Payroll
e _______ZLQQQLQ(_)Q'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4§ S Person
Payroll
L __________§'_(_)QQ_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4f' S Person
Payroll
e ________!-99'_9(_)9_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4_6 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4Z S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4_9 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _59 S Person
Payroll
L __________2§-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _5!- S Person
Payroll
L __________§'_(_)QQ_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _52 S Person
Payroll
L __________51_1-99_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _5§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _Sf' S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _5§ S Person
Payroll
L _________f'?-_QQ(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _5_6 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _52 S Person
Payroll
L __________1§'_€f§§_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _5§ S Person
Payroll
L __________12-_§Zl_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _5_9 S Person
Payroll
e _________6_6§'_§‘1§_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _69 S Person
Payroll
L __________22’-_914_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _6!- S Person
Payroll
L _________95-_2%‘}_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _62 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _6§ S Person
Payroll
L _________f'@-_QQ(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _6f' S Person
Payroll
L __________59-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _6§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _6_6 S Person
Payroll
L _________f'(_)-_QQ(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _62 S Person
Payroll
L __________59-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _6§ S Person
Payroll
L __________59-_99(_)_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _6_9 S Person
Payroll
L __________69-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _79 S Person
Payroll
e _______]1999’_9(_)(2'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _7!- S Person
Payroll
e _______]1999’_9(_)(2'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _72 S Person
Payroll
e ________!-99'_9(_)9_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _7§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _7f' S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _7§ S Person
Payroll
L ___________6'_":’99_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _7_6 S Person
Payroll
e _________52(_5'_‘_1§§_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _7Z S Person
Payroll
e _______]1999’_9(_)(2'_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _7§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _7_9 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _89 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8!- S Person
Payroll
L __________9'_":’99_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _82 S Person
Payroll
L __________§'_g§§_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8§ S Person
Payroll
L __________29-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8f' S Person
Payroll
L __________Zy_§2§_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8_6 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _82 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8§ S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8_9 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _99 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _9!- S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _92 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _9§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _9f' S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _9§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _9_6 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012) Page 2
Name of organization THE STAMFORD HOSPI TAL Employer identification number
06- 0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _9Z S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _9§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _9_9 S Person
Payroll
L __________§'_g§1_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_09 S Person
Payroll
L __________§'_gZ§_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_0!- S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_02 S Person
Payroll
L _________!-5-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_0§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_0f1 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_0;':’ S Person
Payroll
L ___________6'_":’99_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_0§ S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_OZ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_0§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_09 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_19 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_1!- S Person
Payroll
L _________!-5-_25(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_12 S Person
Payroll
L __________22-_59(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_1§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_1f1 S Person
Payroll
L _________!-;_59(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_1;':’ S Person
Payroll
L __________51_1-12_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_1§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_1Z S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_1§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_19 S Person
Payroll
L __________59-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_29 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_2!- S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_22 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_2§ S Person
Payroll
L __________§'_(_)QQ_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_2f1 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_2;':’ S Person
Payroll
L __________59-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_2§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_22 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_2§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_29 S Person
Payroll
L _________!-Z-_?Q(_)_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_39 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_3!- S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_32 S Person
Payroll
L __________1§'_499_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_3§ S Person
Payroll
L _________!-9-_59(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_3f1 S Person
Payroll
e _________599'_9(_)9_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_3;':’ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_3§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_3Z S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_3§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_39 S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_49 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_4!- S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_42 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_4§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_4f1 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_4;':’ S Person
Payroll
L _________!-@-_QQ(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_4§ S Person
Payroll
L __________Z:_§§§-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_4Z S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_4§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_49 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_59 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274

PAGE 43



"PUBLIC INSPECTION COPY"

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

Page 2

Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_5!- S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_52 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_5§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_5f1 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_5;':’ S Person
Payroll
L _________!-;_59(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_5§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_SZ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_5§ S Person
Payroll
L _________§9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_59 S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_69 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_6!- S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_62 S Person
Payroll
L ___________6'_(_515_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274

PAGE 45



"PUBLIC INSPECTION COPY"

Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_6§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_6f1 S Person
Payroll
L __________Z:_QQQ-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_6;':’ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_6§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_GZ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_6§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_69 S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_79 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7!- S Person
Payroll
L __________Z:_§99-_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_72 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7f1 S Person
Payroll
L _________f'?-_QQ(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7;':’ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7§ S Person
Payroll
L __________29-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7Z S Person
Payroll
L _________§9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_79 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_89 S Person
Payroll
L _________!-5-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_8!- S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_82 S Person
Payroll
L __________9'_999_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_8§ S Person
Payroll
L __________51_252_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_8f1 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_8;':’ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_8§ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_8Z S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_8§ S Person
Payroll
L __________59-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_89 S Person
Payroll
L __________§'_:_3§Q_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_99 S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_9!- S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_92 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_9§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_9f1 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_9;':’ S Person
Payroll
L _________§9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_9§ S Person
Payroll
L __________29-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_9Z S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_9§ S Person
Payroll
e ________!-99'_9(_)9_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_99 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_09 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_0!- S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_02 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_0§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_0f1 S Person
Payroll
L ___________6'_§§9_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_0;':’ S Person
Payroll
L __________59-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_0§ S Person
Payroll
L __________59-_99(_)_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_OZ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_0§ S Person
Payroll
L _________§9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_09 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_19 S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_1!- S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_12 S Person
Payroll
L __________29-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_1§ S Person
Payroll
e ________§99'_9(_)Q_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_1f1 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_1;':’ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_1§ S Person
Payroll
L __________29-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_1Z S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_1§ S Person
Payroll
e ________}§4L§9§_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_19 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_29 S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_2!- S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_22 S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_2§ S Person
Payroll
L _________25-_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_2f1 S Person
Payroll
L __________59-_99(_)_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_2;':’ S Person
Payroll
L __________51_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_2§ S Person
Payroll
L _________!-9-_99(_)_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_22 S Person
Payroll
L __________12'_999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_2§ S Person
Payroll
L __________29-_§§‘l_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_29 S Person
Payroll
L __________51_‘_1'@9_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_39 S Person
Payroll
e _________2921_5(_)9_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_3!- S Person
Payroll
L __________29-_§§9_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_32 S Person
Payroll
L __________91_?9‘_1-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_3§ S Person
Payroll
L _________!-5-_124_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_3f1 S Person
Payroll
L __________29-_5‘_“_5_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 2

Name of organization THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_3;':’ S Person
Payroll
L _________ff§'_5_9§§_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_3§ S Person
Payroll
e _________22§'_§§Q_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_3Z S Person
Payroll
e ________§§§,_§§52_ Noncash
(Complete Part Il if there is
__________________________________________ a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_3§ S Person
Payroll
L _________ff§'_9‘_12_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
| Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
| Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
2E1253 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Page 3

Name of organization

THE STAMFORD HOSPI TAL

Employer identification number

06- 0646917

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

(a) No. b (c) q
from b ot ; ®) N W gi FMV (or estimate) Dat @ ed
Part | escription of noncash property given (see instructions) ate receive
COWERCI AL REAL ESTATE - CONDO
230

Y - J 297,500, | 2012-12-12 _
(a) No. (c)
from b inti ¢ () h tv g FMV (or estimate) Dat (d) ived
Part | escription of noncash property given (see instructions) ate receive
STOoCK
B
S S 20,689, | VAR
(a) No. (c)
from b inti ¢ () h tv g FMV (or estimate) Dat (d) ived
Part | escription of noncash property given (see instructions) ate receive
STOoCK
B
N T 9,894. | VAR
(a) No. (c)
from b inti ¢ () h tv g FMV (or estimate) Dat (d) ived
Part | escription of noncash property given (see instructions) ate receive
STOCK
B
S - 15,124, | VAR
(a) No. (c)
from b inti ¢ () h tv g FMV (or estimate) Dat (d) ived
Part | escription of noncash property given (see instructions) ate receive
STOCK
234

(a) No.
from
Part |

(b)

(©)
FMV (or estimate)
(see instructions)

(d)

Date received

JSA
2E1254 1.000

509980 1274
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Schedule B (Form 990, 990-EZ, or 990-PF) (2012)

Name of organization THE STAMFORD HOSPI TAL

Page 4
Employer identification number

06- 0646917

2EIadll} Exclusively religious, charitable, etc., individual contributions to section 501(c)(7), (8), or (10) organizations
that total more than $1,000 for the year. Complete columns (a) through (e) and the following line entry.

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

(a) No.

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

from
Part |

(b) Purpose of gift

(c) Use of gift

(a) No.

Transferee's name, address, and ZIP + 4

(e) Transfer of gift

from
Part |

(a) No.

Transferee's name, address, and ZIP + 4

(e) Transfer of gift

from
Part |

Transferee's name, address, and ZIP + 4

(e) Transfer of gift

(a) No.

from
Part |

Transferee's name, address, and ZIP + 4

(e) Transfer of gift

JSA
2E1255 1.000

5099

80 1274

Schedule B (Form 990, 990-EZ, or 990-PF) (2012)
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047

(Form 990 or 990-EZ)
2012

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 11-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.

For Organizations Exempt From Income Tax Under section 501(c) and section 527
p Complete if the organization is described below. p Attach to Form 990 or Form 990-EZ.

Department of the Treasury

Internal Revenue Service P See separate instructions.

If the organization answered "Yes," to Form 990, Part IV, line 5 (Proxy Tax) or Form 990-EZ, Part V, line 35¢ (Proxy Tax), then
® Section 501(c)(4), (5), or (6) organizations: Complete Part III.
Name of organization Employer identification number
THE STAMFORD HOSPI TAL 06- 0646917
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 . . . . . . .. ... e > $
3 Volunteer hours, | . . . . . .. e e e e e e e e e e e

Complete if the organization is exempt under section 501(c)(3).
1 Enter the amount of any excise tax incurred by the organization under section 4955, , . . . . > S
2 Enter the amount of any excise tax incurred by organization managers under section 4955 . , » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year?

................ El Yes El No
4a Was acorrection Made? . . . . v i v i it s e e e e e e e e e e e e e e e e e e e e e e e e Yes No

b If "Yes," describe in Part V.
g8 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 . . . L L e e > 5
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function activities . . . . . .. ... L > $
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
T 4 >3
4 Did the filing organization file Form 1120-POL forthisyear? . . . . . . . . . . . . . @ i i i e e it e e u . |:| Yes |:| No

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-.

5

72

®» - ]

«» L]

s ]

e ]

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

JSA
2E1264 1.000
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Schedule C (Form 990 or 990-EZ) 2012 THE STAMFORD HOSPI TAL 06- 0646917 Page 2
Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).
A Check | | if the 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 >|:| if the filing organization checked box A and "limited control" provisions apply.
Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term "expenditures" means amounts paid or incurred.) organization's totals group totals

Total lobbying expenditures to influence public opinion (grass roots lobbying). . . . .
Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .
Total lobbying expenditures (add lines1aand1b) . . . . ... ... ... .......
Other exempt purpose expenditures . . . . ... ... ... ... ....0.0....
Total exempt purpose expenditures (add lines1cand1d). . . . ... ... ......
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.
Grassroots nontaxable amount (enter 25% of line 1f) . . . . . . .. ... ... ....
Subtract line 1g from line 1a. If zero or less, enter -0-
Subtract line 1f from line 1c. If zero or less, enter -0-

- 0O QO O T o

— T T Q

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 (or fiscal year 2009 b) 2010 2011 d) 2012 Total
beginning in) @ ®) © (d) (e) Tota

2a Lobbying nontaxable amount

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

Cc 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

JSA
2E1265 1.000
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule C (Form 990 or 990-EZ) 2012 Page 3

EWHIE=0 Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

@ (b)

For each "Yes," response to lines la through 1i below, provide in Part IV a detailed
description 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:

a Volunteers? X
b  Paid staff or ﬁwén-aé;én';e-nt-(i.nélddé .cc.)n:mp.eﬁs.at.io.n in e-.x;.)e.ns.els .re.pc:)r{ea on lines 1'c'tﬁr6u'gh 1|)'7 X
c Medla advertlsement87 ........................................ X
d Mailings to members, legislators, or the public? X
e Publications, or published or broadcast stateme'nt-s?- ........................ X
f  Grants to other organizations for lobbying purposes? X 120, 584.
g Direct contact with legislators, their staffs, government officials, or a legislative body? X
h  Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X
I Other aCtIVItIeS? ------------------------------------------- X
j  Total Addlines Tc through 1i ... . 120, 584.
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? _ . . X
b If "Yes," enter the amount of any tax incurred under section4912 . . . . . ... ... ..
¢ 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 for this year?. . . . .
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 Y 2 2
3 Did the organization agree to carry over lobbying and political expenditures from the p-ribr-y:aa-r?- 3

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 lll-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 . L L L L 1

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

A CUITENtYBAr | Lt e e e e e e e e e e 2a
Carryover from lastyear e 2b

C TOtaI -------------------------------------------------------- 20
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 IV 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 lI-A, line 2; and Part II-B, line 1. Also, complete this part for any additional information.

SCHEDULE C PART Il B LINE 1F

HEALTHCARE LOBBYI NG EXPENSES.

JSA Schedule C (Form 990 or 990-EZ) 2012
2E1266 1.000
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THE STAMFORD HOSPI TAL 06- 0646917

Schedule C (Form 990 or 990-EZ) 2012 Page 4
Part IV Supplemental Information (continued)

JSA Schedule C (Form 990 or 990-EZ) 2012

2E1500 1.000
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SCHEDULE D S | tal Fi ial Stat ¢ OMB No. 1545-0047
(Form 990) uppiemental Financia atements 2@12
» Complete if the organization answered "Yes," to Form 990,
Department of the Treasury Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b. Open tq Public
Internal Revenue Service » Attach to Form 990. B See separate instructions. Inspection
Name of the organization Employer identification number
THE STAMFORD HOSPI TAL 06- 0646917
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
1 Total number atendofyear . ... .......
2 Aggregate contributions to (during year)
3 Aggregate grants from (duringyear). . . .. ..
4  Aggregate value atendofyear, . .. ... ...
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised

funds are the organization’s property, subject to the organization's exclusive legalcontrol? . . . ... ... .. |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used

only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose

conferring impermissible private benefit? . . . . . L L L e 0 e e e e e e e e e e e e e e e e e e |:| Yes |:| No

Part Il 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) 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 conservationeasements . . . . . . ... ... ... ... 2a
b Total acreage restricted by conservatoneasements . . . . ... .. ... .. ........ 2b
¢ Number of conservation easements on a certified historic structure includedin(a). . . . .. 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
taxyear » _________________

4 Number of states where property subject to conservation easementislocated » _ ________________
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsitholds? . . . . ... ... .. . . ¢ oo u.o... |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year

» _ ________
7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year

s _

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B
(i) and section 170(h)(4)(B)(i)? . . . . . . . . e e e
9 In Part XIIl, 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.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.

la |If the or?anization 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 XllI, 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 VIl line 1 . . . . v o o v v v o i i i e e e e e e s e e e e »$_
(ii) Assets included in Form 990, Part X . . & v v v v i v i it e e e e e e e e e e e e »s___

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 VIIL line 1 . . . . . . . i i i i i i i i e e s e e e e e e e e »_
b Assets included in Form 990, Part X . . . . . @ v v i i i i e e e e e e e e e s e s e s e a s » $
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2012
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Part llI Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

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

a Public exhibition d
b Scholarly research e
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

Loan or exchange programs
Other

EI Yes EI No

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.

la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
inCIUded on Form 990’ Part X? --------------------------------------------
b If "Yes," explain the arrangement in Part XIll and complete the following table:

Amount
¢ Beginningbalance . . . . . . .. i e e e e e s 1c
d Additions duringtheyear . ... ... ...t i e 1d
e Distributionsduringtheyear. . . . . . . . o v i i o e e e le
f Endingbalance . . . . . . . . . L e e e e e s 1f

2a Did the organization include an amount on Form 990, Part X, line21? . . ... .. ... .. ...
b If "Yes," explain the arrangement in Part Xlll. Check here if the explanation has been provided in Part Xl

|_, Yes | | No

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
la Beginning of year balance . . . . 40, 118, 983. 26, 695, 222. | 27,527,319.| 28,198, 000. 29, 311, 544.

b Contributions . . . ... ..... 8,872, 941. 16, 783, 195. 3,087, 737. 2,154, 945. 2,687, 150.

Net investment earnings, gains,

andlosses. . . . ... ...... 1, 284, 155. 1,162, 352. - 56, 132. 874, 515. - 864, 244,
d Grants or scholarships . . . ... 4,521, 786. 3, 863, 702.

Other expenditures for facilities

andprograms . . . . . . .. ... 2, 366, 947. 3,700, 141. 2, 936, 450.
f Administrative expenses . . . . .
g Endofyearbalance. . ... ... 47,909, 132. 40, 118, 983. | 26, 695, 222. | 27,527, 319. 28, 198, 000.

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment p %

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. . . . & & v 4 i L i e e e e e e e e e e e s e e e e 3a(i) X
(i) related organizations . . . . . . . . i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e 3a(ii) X
b If "Yes" to 3a(ii), are the related organizations listed as required on Schedule R? . . . . . . . ... ... .. .. 3b
4 Describe in Part XllI the intended uses of the organization's endowment funds.
Land, Buildings, and Equipment. See Form 990, Part X, line 10.

Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
Ta Land. -+ v oo 43, 860, 945. 43, 860, 945.
b Buildings « + v v v i i 181, 925, 612.|101, 844, 837. 80, 080, 775.
¢ Leasehold improvements. . . . . . . ... 6, 714, 972. 6, 714, 972.
d Equipment . ......... 000000, 324,572, 862.|254, 237, 433. 70, 335, 429.
e Other « v v v v v v i i e e e e e 136, 080, 923. 7,493, 493. 128, 587, 430.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . » 329, 579, 551.
Schedule D (Form 990) 2012
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*E1a@VIIl 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

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

EVERYAIIl 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

)

)

)

)

)

)

)

(
(2
3
(4
®)
(6
7
(8
(

9)

(10)

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

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

(a) Description

(b) Book value

1)DONOR RESTRI CTED FUNDS

18, 042, 243.

2)1 NVESTMENT | N HEALTHSTAR

11, 898, 063.

3)M SC. RECEI VABLE

7,942, 939.

4)DUE FROM AFFI LI ATES

4,671, 729.

4,523, 506.

6) ORGANI ZATI ON COSTS

1, 289, 667.

7)DEPOSI TS

49, 023.

8)

(
(
(
(
(5)DEBT | SSUANCE COSTS
(
(
(
(

9)

(10)

Total. (Column (b) must equal Form 990, Part X, col. (B)line 15.). . . . . . . . . . . . o v v v i i e e i u .. > 48,417, 170.

Other Liabilities. See Form 990, Part X, line 25.

1. (a) Description of liability

(b) Book value

1) Federal income taxes

2)CHARI TABLE G FT ANNUI TY PAYABLE

51, 131.

3)EST THI RD PART SETTLEMENTS

7, 393, 587.

4)PENSION LI ABILITY

59, 906, 883.

23, 659, 385.

6)EST FOR PROFESSI ONAL LI ABILITY

10, 841, 317.

7)LOSS ON LEASE OBLI GATI ON

9, 825, 683.

8)

(
(
(
(
(5)DUE_TO AFFI LI ATES
(
(
(
(

9)

(10)

(1)

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

>

111, 677, 986.

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 in Part Xlll, , . ., . . .. ...
%Ep{zm 1.000 Schedule D (Form 990) 2012
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Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
1  Total revenue, gains, and other support per audited financial statements =~~~ . . .. ... 1
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:
a Net unrealized gains on investments 2a
b Donated services and use of facilites . ... ... .. ... 2b
¢ Recoveries of prioryeargrants .. ............... 2c
d Other (Describein Part XIIL) | . ... ... ... 2d
e Addlines 2athrough2d | .. 2e
3 Subtractline 2e fromline 1 . . . . . . . . ... e e e 3
4 Amounts included on Form 990, Part VI, line 12, but not on line 1:
a Investment expenses not included on Form 990, Part VIl line 7b . . 4a
b Other (DescribeinPart XIll.) . ... ... 4b
Addlines 4aand4b L e 4c
5  Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line12)) ., . . .. ... ... ... 5
Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1  Total expenses and losses per audited financial statements 1
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 Tttt ”
C Ofherlosses STt ”
4 othor (Descr'ib-e Bt ).(”.L). ........................... »
e Addlines 2a through 24 T T 0o
3 Subtract line 2e from line' L’ . . . . . ... ... ... 3
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part VIII, line 7b 4a
Other (Describe inPartxuny o0 nrs 4b
Add lines da ard 4b T "
5  Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part I, line18). . . . . ... ......| 5

REWPMIl Supplemental Information

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

SEE PACE 5

Schedule D (Form 990) 2012
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Supplemental Information (continued)

SCHEDULE D, PART V, LINE 4

THE ENDOWWENT CONSI STS OF TEMPORARI LY OR PERMANENTLY RESTRI CTED

CONTRI BUTI ONS RECEI VED W TH DONOR STI PULATI ONS THAT LIM T THE USE OF THE
DONATED ASSETS. TEMPORARI LY RESTRI CTED CONTRI BUTI ONS ARE AVAI LABLE FOR
CERTAI N HEALTH CARE SERVI CES AS DEFI NED | N THE DONOR AGREEMENTS.
PERVANENTLY RESTRI CTED NET ASSETS ARE RESTRI CTED TO | NVESTMENTS TO BE

HELD I N PERPETUI TY, THE | NCOVE FROM WHI CH | S EXPENDABLE TO SUPPORT HEALTH

CARE SERVI CES

Schedule D (Form 990) 2012
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P Attach to Form 990. P> See separate instructions.

Statement of Activities Outside the United States

p Complete if the organization answered "Yes" to Form 990,

Part IV, line 14b, 15, or 16.

OMB No. 1545-0047

Name of the organization

THE STAMFORD HOSPI TAL

2012

Open to Public
Inspection

Employer identification number

06- 0646917

Form 990, Part IV, line 14b.

General Information on Activities Outside the United States. Complete if the organization answered "Yes" to

1 For grantmakers. Does the organization maintain records to substantiate the amount of its grants and other
assistance, the grantees' eligibility for the grants or assistance, and the selection criteria used to award the

grants or assistance?

|:| Yes |:| No

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

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

(a) Region (b) Number of (c) Number of (d) Activities conducted in (e) If activity listed in (d) is (f) Total
offices in the employees, region (by type) (e.g., a program service, expenditures for
region agents, and fundraising, program services, describe specific type of and investments
independent investments, service(s) in region in region
contractors grants to recipients
in region located in the region)

(1) CENTRAL AVERI CA/ CARI BBEAN 1. | NVESTMENTS N A 11, 898, 063.

(2) CENTRAL AVERI CA/ CARI BBEAN 1. PROGRAM SERVI CES MALPRACTI CE | NSURANCE 9, 974, 500.
(3)
(4)
©)]
(6)
(N
(8)
9
(10)
(11)
(12)
(13)
(14)
(15)
(16)
(17

3a Sub-total, . . ........ 2. 21, 872, 563.

b Total from continuation
sheetsto Part!l _, , . .. ..
C_Totals (add lines 3a and 3b) 2. 21,872, 563.

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

JSA
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Grants and Other Assistance to Organizations or Entities Outside the United States. Complete if the organization answered "Yes" to Form 990,

Part IV, line 15, for any recipient who received more than $5,000. Part Il can be duplicated if additional space is needed.

o (i) Method of
1 (a) Name of (b) IRS code (c) Region (d) Purpose of (e) Amount of () Manner of (@) Amount of (h) Description valuation
organization section and EIN grant cash grant _ cash non-cash of non-cash (book, FMV,
9 (if applicable) disbursement assistance assistance appraisal,

other)

(€]

(2

(3)

(4)

(5)

(6)

()

(8)

(9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

2 Enter total number of recipient organizations listed above that are recognized as charities by the foreign country, recognized as tax-exempt

Schedule F (Form 990) 2012
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Schedule F (Form 990) 2012 Page 3
Grants and Other Assistance to Individuals Outside the United States. Complete if the organization answered "Yes" to Form 990, Part IV, line 16.

Part lll can be duplicated if additional space is needed.

(e) Manner of (f) Amount of (9) Description (h) Method of
(a) Type of grant or assistance (b) Region (c) Number of (d) Amount of cash non-cash of non-cash valuation
recipients cash grant disbursement assistance assistance (book, FMV,
appraisal,
other)

1)

(2)

(3

(4)

(5)

(6)

@)

(8)

9

(10)

(11)

(12)

(13)

(14)

(15)

(16)

a7

(18)

Schedule F (Form 990) 2012
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Page 4

Was the organization a U.S. transferor of property to a foreign corporation during the tax year? If "Yes,"
the organization may be required to file Form 926, Return by a U.S. Transferor of Property to a Foreign
Corporation (see Instructions for Form 926)

Did the organization have an interest in a foreign trust during the tax year? If "Yes," the organization
may be required to file Form 3520, Annual Return to Report Transactions with Foreign Trusts and
Receipt of Certain Foreign Gifts, and/or Form 3520-A, Annual Information Return of Foreign Trust With a
U.S. Owner (see Instructions for Forms 3520 and 3520-A)

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

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

Did the organization have an ownership interest in a foreign partnership during the tax year? If "Yes,"
the organization may be required to file Form 8865, Return of U.S. Persons With Respect To Certain
Foreign Partnerships. (see Instructions for Form 8865)

Did the organization have any operations in or related to any boycotting countries during the tax year? If
"Yes," the organization may be required to file Form 5713, International Boycott Report (see Instructions
for Form 5713)

[]

Yes

Yes

Yes

Yes

Yes

Yes

No

No

JSA
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Supplemental Information
Complete this part to provide the information required by Part |, line 2 (monitoring of funds); Part I, line 3, column (f)
(accounting method; amounts of investments vs. expenditures per region); Part Il, line 1 (accounting method); Part lll
(accounting method); and Part Ill, column (c) (estimated number of recipients), as applicable. Also complete this part to
provide any additional information (see instructions).

JSA Schedule F (Form 990) 2012
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| OMB No. 1545-0047

SCHEDULE G Supplemental Information Regarding
(Form 990 or 990-EZ) ~ Fundraising or Gaming Activities |

Complete if the organization answered "Yes" to Form 990, Part IV, lines 17, 18, or 19, or if the Open to Public
Department of the Treasury organization entered more than $15,000 on Form 990-EZ, line 6a.
Internal Revenue Service P> Attach to Form 990 or Form 990-EZ. P> See separate instructions. Inspection
Name of the organization Employer identification number
THE STAMFORD HOSPI TAL 06- 0646917
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.
Mail solicitations e Solicitation of non-government grants
Internet and email solicitations f - Solicitation of government grants

- Phone solicitations g Special fundraising events
In-person solicitations

o 0O T o

2a 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? Yes |:| 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.

S . A t paid t . .
(i) Name and address of individual " L (iii) Did fundraiser have (iv) Gross receipts (Vzorr:]e?:ir;egat;y) ° vi) Amognt paid to
or entity (fundraiser) (if) Activity custody or (?ontrol of from activity fundraiser listed in (or reta!neq by)
contributions? col. () organization
Yes No
1 CAMPAI GN
GHI ORSI & SORRENTI, | NC. CONSULTANT X 8,192, 627. 144,715.| 8,047,912.
2 CAMPAI GN
M CHAEL VALENTI NE ADVI SCR X 2, 000, 000. 14,864.| 1,985, 136.
3
4
5
6
7
8
9
10
TOtAl L ot e e e e e e e e e e e e e e e e e e e e e » | 10,192, 627. 159, 579.| 10, 033, 048.

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.

Cry

Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule G (Form 990 or 990-EZ) 2012
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Page 2

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
WALK, RUN &Rl DE |DREAM BALL 1. | (add col. (a) through
(event type) (event type) (total number) col. (C))
o
>
§ 1 Grossreceipts . . ... .. ..... 807, 257. 607, 981. 185, 500. 1, 600, 738.
[3)
h4
2 Less: Contributions _ . . . ... .. 654, 632. 575, 861. 134, 550. 1, 365, 043.
3 Gross income (line 1 minus
line2). o v v v v it 152, 625. 32, 120. 50, 950. 235, 695.
4 Cashprizes, . . ...........
5 Noncashoprizes, . . ......... 2, 763. 3, 133. 8, 738. 14, 634.
(]
8 6 Rent/facility costs . . ........ 3, 592. 95, 584. 50, 200. 149, 376.
g
& | 7 Food and beverages. .. ... ...
©
e
A | 8 Entertainment . . . ... ......
9 Other directexpenses . . ... ... 33, 398. 8, 451 63, 625 105, 474.
10 Direct expense summary. Add lines 4 through Qincolumn(d) . . . . . . . . . . o oo .. > (( 269, 484.)
Net income summary. Combine line 3, column (d),andline 10 . . .+« & v v v v i v v v v v v v v v v » - 33, 789.
Part 1l Gaming. Complete if the organization answered "Yes" to Form 990, Part IV, line 19, or reported more
than $15,000 on Form 990-EZ, line 6a.
; b) Pull tabs/instant ; (d) Total gaming (add
% (a) Bingo birggz)/erjograesssilcg t?irrzgo (c) Other gaming col. (a) thr%ugh go?. ()
2
i
1 Grossrevenue . . . . . . . .. ...
$| 2 Cashprizes, . ... ........
&| 3 Noncashprizes . ..........
]
§ 4 Rent/facility costs . .. ..
=
5 Other directexpenses , . . ... ..
|| Yes % | |Yes % [|__|Yes %
6 Volunteer labor . . . . .. No No No
7 Direct expense summary. Add lines 2 through 5 incolumn(d) . . . . . . . ... . ... ... .... » |( )
8 Net gaming income summary. Combine line 1, columnd,andline7 . .. .. ... .......... »
9 Enter the state(s) in which the organization operates gaming activies: . .
a ls the organization licensed to operate gaming activities in each of these states? Dves D No
b If "No," explin:
10a Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year? | [ Jves[ INo
b If"ves,"explin:
Schedule G (Form 990 or 990-EZ) 2012
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Schedule G (Form 990 or 990-EZ) 2012 Page 3
11 Does the organization operate gaming activities with nonmembers? L Jyes| |No
12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity
formed to administer charitable gaming? . . . . . . . . . ... e e e e e e e |:| Yes |:| No
13 Indicate the percentage of gaming activity operated in:
a Theorganization's facility . . . . . . . . . . . i e e e e e e e e e e e 13a %
b Anoutside facility . . . . . . i i i i it e e e e e e e e e e e e e e e e 13b %
14 Enter the name and address of the person who prepares the organization's gaming/special events books and
records:
Name®»
Address P

15a Does the organization have a contract with a third party from whom the organization receives gaming

b If "Yes," enter the amount of gaming revenue received by the organizaton®» ¢ and the
amount of gaming revenue retained by the third party » $
¢ If"Yes," enter name and address of the third party:

16  Gaming manager information:

Description of services provided p

|:| Director/officer |:| Employee |:| 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 L e [Jves [ ]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 » $
Supplemental Information. Complete this part to provide the explanation required by Part |, line 2b,
columns (iii) and (v), and Part lll, lines 9, 9b, 10b, 15b, 15¢c, 16, and 17b, as applicable. Also complete this
part to provide any additional information (see instructions).
SCHEDULE G SUPPLEMENTAL | NFORVMATI ON

PART |, LINE 2B (1), COL V
THE AMOUNT OF $144, 715 REPORTED | NCLUDES $9, 617 PAI D TO DOUGLAS Pl CHA

CONSULTI NG FOR THEI R SERVI CES W TH THE SAME CAMPAI GN.

Schedule G (Form 990 or 990-EZ) 2012
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Hospitals

| OMB No. 1545-0047

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

Name of the organization

Open to Public
Inspection
Employer identification number

THE STAMFORD HOSPI TAL 06- 0646917
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . . . la | X
b If"Yes,"wasitawrittenpolicy?. . . . . . ¢ o 0 i i e e e e e e e e e e 1b [ X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |3a|X
100% |:| 150% 200% Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: , | , . . ... .. ... 3p | X
200% 250% h 300% Iy:l 350% 400% Other %
¢ 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 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"? . . . . . .. ... .. ... ... .. .. 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . ... .. .. 5b | X
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 discountedcare? . . . . . . . . . .. .. oo v oL 5¢c X
6a Did the organization prepare a community benefit report during the taxyear? . . . ... ... ... ... ... ... 6a | X
b If "Yes," did the organization make it available tothepublic? . . . . . . . . . .. . o oo i i i e 6b X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Einancial Assistance and (aa)crt\‘it/lirt?gsegl'[)f (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government rograms served benefit expense revenue benefit expense of total
Programs (optional) (optional) expense
a Financial Assistance at cost
(from Worksheet 1) « « . . 24,950, 547. 14, 607, 372. 10, 343, 175. 2.29
b Medicaid (from Worksheet 3,
COUMNE) o v v o o v v s 84, 615, 582. 38, 166, 531. 46, 449, 051. 10. 28
C Costs of other means-tested
Workeneat 3 comn oy 606, 638. 606, 638. .13
d Total Financial Assistance and
Means-Tested Government
Programs « « = « s &+ s 110, 172, 767. 52,773, 903. 57, 398, 864. 12.70
Other Benefits
€ Community health improvement
o o Wonenent 0y 14| 18259 3, 461, 064. 500, 786. 2, 960, 278. . 66
f Health professions education
(from Worksheet5) . . . . 51' 600. 51' 600. .01
g Subsidized health services (from
Worksheet6)s s & &« & = & &
h Research (from Worksheet 7)
i Cash and in-kind contributions
ngfsmh;“e‘;g';y b_e"_ef“_(ff_"": . 2 182 379, 537. 379, 537. .09
i Total. Other Benefits» . . . 16 18441 3, 892, 201. 500, 786. 3, 391, 415. .76
k Total. Add lines 7d and 7j. . 16 18441 114, 064, 968. 53, 274, 689. 60, 790, 279. 13. 46

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

N 2EEEI880 1274
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Schedule H (Form 990) 2012

06- 0646917
Page 2

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.

activities or served building expense revenue
programs (optional)
(optional)

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting

(e) Net community (f) Percent of
building expense total expense

Physical improvements and housing

Economic development

Community support

Environmental improvements

g (b (W (N (P

Leadership development and

training for community members

[«2]

Coalition building

Community health improvement

advocacy

8

Workforce development

9

Other 1 160 161, 378. 93, 562.

67, 816. .02

10

Total 1 160 161, 378. 93, 562.

67, 816. .02

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

1

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

Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount_ , , . . . ... ... ..
Enter the estimated amount of the organization’s bad debt expense attributable to
patients eligible under the organization’s financial assistance policy. Explain in Part VI
the methodology used by the organization to estimate this amount and the rationale,
if any, for including this portion of bad debt as community benefit.

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

Section B. Medicare

o N o O

Enter total revenue received from Medicare (includingDSHandIME) . . .. ... ...
Enter Medicare allowable costs of care relating to paymentsonlne5 . . ... ... ..
Subtract line 6 from line 5. This is the surplus (orshortfall) . . ... ...........

Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported

on line 6. Check the box that describes the method used:
Cost accounting system Cost to charge ratio |:| Other

Section C. Collection Practices

collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI

Yes | No

48, 497, 654.

3

5 83, 737, 062.
6 105, 077, 849.
7 - 21, 340, 787.

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

.......... 9b | X

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

(a) Name of entity (b) Description of primary (c) Organization's

activity of entity profit % or stock
ownership %

(d) Officers, directors, (e) Physicians'
trustees, or key profit % or stock

employees' profit % ownership %
or stock ownership %

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

=
o

=
=

IR
N

13

JSA
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule H (Form 990) 2012 Page 3

Facility Information

Section A. Hospital Facilities

J8y10-43

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

jeyidsoy pasuaor
[eydsoy s,uaipiiyd
lendsoy Buiyoes |
Ayjioey yoseasay
sinoy y2-43

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

|endsoy ssedoe (o)

Facility
reporting
Name, address, and primary website address Other (describe) group

1 THE STAMFORD HOSPI TAL
30 SHELBURNE RD

STAMFORD CT 06902

|eo1bins B [BOIpBW [BIBUSD)

10

11

12

Schedule H (Form 990) 2012
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THE STAMFORD HOSPI TAL 06- 0646917

Schedule H (Form 990) 2012

Facility Information (continued)

Section B. Facility Policies and Practices

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

Page 4

Name of hospital facility or facility reporting group THE STAMFORD HOSPI TAL

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," skiptoline9 . . . . . .. ... ... ... .. ...... 1
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
| 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 L__| Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g |:| The process for identifying and prioritizihng community health needs and services to meet the
community health needs
h 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
j Other (describe in Part VI)
2 Indicate 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 consulted, . . . . ... ... ...... 3
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
5 Did the hospital facility make its CHNA report widely available to the public? , , . . . ... ........... 5
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
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
b | | Execution of the implementation strategy
¢ | | Participation in the development of a community-wide plan
d | | Participation in the execution of a community-wide plan
e | | Inclusion of a community benefit section in operational plans
f || Adoption of a budget for provision of services that address the needs identified in the CHNA
g || Prioritization of health needs in its community
h | | Prioritization of services that the hospital facility will undertake to meet health needs in its community
i L__| 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 in Part VI which needs it has not addressed and the reasons why it has not addressed such needs . . . 7
8a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by SCON 50T(1)(3)? . . . . . v v v v v v e e e e e e e e e 8a
If “Yes” to line 8a, did the organization file Form 4720 to report the section 4959 excisetax? , . . .. ... .. 8b
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 facilites? $
JSA Schedule H (Form 990) 2012
2E1287 1.000
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THE STAMFORD HOSPI TAL 06- 0646917

Schedule H (Form 990) 2012
Facility Information (continued)
Financial Assistance Policy = THE STAMFORD HOSPI TAL

Page 5

Yes No

10

11

12

oQ ™o o 0 T 9

13
14

- 0O Q O T o

9

Did the hospital facility have in place during the tax year a written financial assistance policy that:

Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
(072 1=
Used federal poverty guidelines (FPG) to determine eligibility for providing freecare? . . ... ... ... ...
If "Yes," indicate the FPG family income limit for eligibility for free care: _1 9 0_ %

If "No," explain in Part VI the criteria the hospital facility used.

Used FPG to determine eligibility for providing discounted care? . . . . . . . & v vt v i v it i it s e e
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 4_ 9 9 %

If "No," explain in Part VI the criteria the hospital facility used.

Explained the basis for calculating amounts charged to patients? . . . . . . . . . . .. i oo oo oL
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)

Explained the method for applying for financial assistance?. . . . . . . . . . . v o i i oL h s e

| x| [xIxIx|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

Other (describe in Part V1)

| x| x| x| x| <[ <

10

11

12

13

14

Billing and Collections

15

16

O O O T 9

17

O O O T 9

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment?, , . .

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

Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

Other similar actions (describe in Part VI)
Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the patient's eligibility under the facility's FAP?
If "Yes," check all actions in which the hospital facility or a third party engaged:
Reporting to credit agency
Lawsuits
Liens on residences
Body attachments
Other similar actions (describe in Part VI)

15

17

JSA
2E1323 1.000
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule H (Form 990) 2012 Page 6
Facility Information (continued)  THE STAMFORD HOSPI TAL
18 Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply):
a Notified individuals of the financial assistance policy on admission
b Notified individuals of the financial assistance policy prior to discharge
c Notified individuals of the financial assistance policy in communications with the patients regarding the patients' bills
d Documented its determination of whether patients were eligible for financial assistance under the hospital facility's
financial assistance policy
e [ Other (describe in Part Vi)
Policy Relating to Emergency Medical Care
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 The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Part VI)
d [_| Other (describe in Part Vi)
Changes 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 |:| The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c |:| The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d Other (describe in 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? . . . . . . 20 X
If "Yes," explain in Part VI.
22 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross )1 X

charge for any service provided to that individual?

If "Yes," explain in Part VI.

JSA
2E1324 1.000

Schedule H (Form 990) 2012

509980 1274

PAGE 83



"PUBLIC INSPECTION COPY"
THE STAMFORD HOSPI TAL 06- 0646917
Schedule H (Form 990) 2012 Page 7
Facility Information (continued)
Sec'lcion C. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital
Facilit
(listin zrder of size, from largest to smallest)

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

Name and address Type of Facility (describe)
1

10

Schedule H (Form 990) 2012
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Schedule H (Form 990) 2012 Page 8
=E1g@VIl 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, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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.

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

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

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

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

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

organization, files a community benefit report.

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

FORM 990, SCHEDULE H, PART I, LINE 6

DI

SCLOSURE | DENTI FYI NG COSTS

SUPPLEMENTAL GRANT FUNDI NG TO OPTI MUS HEALTH CARE TO OPERATE CLI NI CS AT

13

51 WASHI NGTON BLVD., STAMFORD, CT. CLIN CS | NCLUDE PRI MARY CARE,

PEDI ATRI CS, BEHAVI ORAL HEALTH AS WELL AS STAMFORD HOSPI TAL SPECI ALTY

CLINICS. TOTAL EXPENSES = $2, 291, 321.

FORM 990, SCHEDULE H, PART I, LINE 6B

A

COVMMUNI TY BENEFI T REPORT IS PREPARED FOR THE STATE OF CONNECTI CUT;

HOWEVER, THAT REPORT |S NOT MADE AVAI LABLE TO THE PUBLI C.

FORM 990, SCHEDULE H, PART 11

COVMMUNI TY BUI LDI NG ACTI VI TI ES

TSH, THROUGH RYAN WHI TE CGRANTS, (PARTS A AND B), ADM NI STERED BY STAMFORD

CARES, EMPLOYS AN HI V NURSE PRACTI TI ONER (DNP, APRN), ADHERENCE NURSE

(RN) COUNSELOR, AND A DI ETI CI AN COVW TTED TO PROVI DI NG HI'V SPECI ALTY

PRI MARY CARE SERVI CES. TSH WORKS | N PARTNERSHI P WTH THE CI TY OF STAMFCRD

JSA
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule H (Form 990) 2012 Page 8

=E1g@VIl 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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

H V PREVENTI ON PROGRAM AND STAMFORD CARES, A PROGRAM OF FAM LY CENTERS
THAT PROVI DE H V MEDI CAL CASE MANAGEMENT. THE HOSPI TAL'S HI V NURSE

PRACTI TI ONER AND ADHERENCE NURSE COUNSELOR ATTENDED REGULAR CASE
MANAGEMENT MEETI NGS W TH STAMFORD CARES CASE MANAGERS AND OTHER LOCAL
COMMUNI TY SERVI CES SUCH AS SUBSTANCE ABUSE REHABI LI TATI ON, MENTAL HEALTH,
AND HOUSI NG SUPPORT. TSH ALSO PROVI DES OFFI CE SPACE AND MEDI CAL OVERSI GHT

OF THE PROGRAM

FORM 990, SCHEDULE H, PART I11l, LINE 4

TEXT OF BAD DEBT EXPENSE FOOTNOTE

ACCOUNTS RECEI VABLE ARE REDUCED BY AN ALLOMNCE FOR DOUBTFUL ACCOUNTS. IN
EVALUATI NG THE COLLECTABI LI TY OF ACCOUNTS RECEI VABLE, THE HOSPI TAL
ANALYZES | TS PAST HI STORY AND | DENTI FI ES TRENDS FOR EACH OF I TS MAJCOR
PAYOR SOURCES OF REVENUE TO ESTI MATE THE APPROPRI ATE ALLOWANCE FOR
DOUBTFUL ACCCOUNTS AND PROVI SI ON FOR BAD DEBTS. MANAGEMENT REGULARLY

REVI EW6 DATA ABOUT THESE MAJOR PAYOR SOURCES OF REVENUE | N EVALUATI NG THE

SUFFI CI ENCY OF THE ALLOMNCE FOR DOUBTFUL ACCOUNTS. FOR RECEI VABLES

JSA Schedule H (Form 990) 2012
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule H (Form 990) 2012 Page 8
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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

ASSOCI ATED W TH SERVI CES PROVI DED TO PATI ENTS WHO HAVE THI RD- PARTY
COVERAGE, THE HOSPI TAL ANALYZES CONTRACTUALLY DUE AMOUNTS AND PROVI DES AN
ALLOMNCE FOR DOUBTFUL ACCOUNTS AND A PROVI SI ON FOR BAD DEBTS, |F
NECESSARY ( FOR EXAMPLE, FOR EXPECTED UNCOLLECTI BLE DEDUCTI BLES AND
COPAYMENTS ON ACCOUNTS FOR VWHI CH THE THI RD- PARTY PAYOR HAS NOT YET PAI D,
OR FOR PAYCRS VWHO ARE KNOWN TO BE HAVI NG FI NANCI AL DI FFI CULTI ES THAT MAKE
THE REALI ZATI ON OF AMOUNTS DUE UNLI KELY). FOR RECEI VABLES ASSOCI ATED W TH
SELF- PAY PATI ENTS (WHI CH | NCLUDES BOTH PATI ENTS W THOUT | NSURANCE AND
PATI ENTS W TH DEDUCTI BLE AND COPAYMENT BALANCES DUE FOR WHI CH THI RD- PARTY
COVERACE EXI STS FOR PART OF THE BI LL), THE HOSPI TAL RECORDS A SI GNI FI CANT
PROVI SI ON FOR BAD DEBTS IN THE PERI OD OF SERVI CE ON THE BASIS OF | TS PAST
EXPERI ENCE, WH CH | NDI CATES THAT MANY PATI ENTS ARE UNABLE OR UNW LLING TO
PAY THE PORTI ON OF THEIR BILL FOR WHI CH THEY ARE FI NANCI ALLY RESPONSI BLE.
THE DI FFERENCE BETWEEN THE STANDARD RATES (OR THE DI SCOUNTED RATES | F
NEGOTI ATED) AND THE AMOUNTS ACTUALLY COLLECTED AFTER ALL REASONABLE
CCOLLECTI ON EFFORTS HAVE BEEN EXHAUSTED | S CHARGED OFF AGAI NST THE

ALLOMNCE FOR DOUBTFUL ACCQOUNTS.
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

FORM 990, SCHEDULE H, PART I11, LINE 8

TREATMENT OF MEDI CARE SHORTFALL AS COVMMUNI TY BENEFI T

TO THE EXTENT THERE | S A MEDI CARE ' SHORTFALL', THE HOSPI TAL HAS PROVI DED
SERVI CES AND | S REI MBURSED LESS THAN THE COST OF THOSE SERVI CES. THI' S
TRANSFER OF VALUE BENEFI TS THE PATI ENT AND ARGUABLY (DI RECTLY AND

| NDI RECTLY) THE COVMMUNI TY I N WHI CH THEY LI VE.

FORM 990, SCHEDULE H, PART I11, LINE 8
MEDI CARE COSTI NG METHCODOLOGY
THE COSTI NG METHODOLOGY USED FOLLOWS THE METHODOLOGY OF THE MEDI CARE COST

REPORT.

FORM 990, SCHEDULE H, PART I11, LINE 9B
APPL| CATI ON OF COLLECTI ON PRACTI CES QUALI FYI NG FOR FI NANCI AL ASSI STANCE
ALL COLLECTI ON EFFORTS CEASE AT ANY PO NT I N THE PROCESS | F THE PATI ENT

APPLI ES FOR FREE BED FUNDS CR FI NANCI AL ASSI STANCE.
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=E1g@VIl 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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

FORM 990, SCHEDULE H, PART V, SECTION B, LINE 3

VE CONDUCTED DOZENS OF | NTERVI EWS TO ENGAGE THE COMMUNI TY | N THE NEEDS
ASSESSMENT PROCESS. THESE | NTERVI EW6 CAPTURED COVMUNI TY PERCEPTI ONS ON
PRI ORI TY HEALTH | SSUES, SERVI CE GAPS, AND BARRI ERS TO ACCESS, AS WELL AS
SUGGESTED STRATEQ C I NI TI ATI VES TO ADDRESS THESE | SSUES. I N ALL, NEARLY
100 PECPLE WERE | NTERVI EVED, | NCLUDI NG ADM NI STRATI VE AND CLI NI CAL STAFF
FROM STAMFORD HOSPI TAL, REPRESENTATI VES FROM LOCAL HEALTH AND SOCI AL
SERVI CE AGENCI ES, PUBLI C HEALTH OFFI CERS, OTHER PUBLI C AND ELECTED

OFFI C ALS, REPRESENTATI VES FROM ADVOCACY ORGANI ZATI ONS AND FOUNDATI ONS,

MEMBERS OF THE CLERGY, AND COMMUNI TY RESI DENTS.

VWE ALSO ADM NI STERED COMMUNI TY SURVEYS TO GET FEEDBACK DI RECTLY FROM THE

POPULATI ONS WE SERVE. WE MAI LED SURVEYS TO A RANDOMLY SELECTED SAMPLE COF

3, 400 HOUSEHOLDS | N LOAER FAI RFI ELD COUNTY. WE | NTENTI ONALLY OVERSAMPLED

THE CITY OF STAMFORD, AND ESPECI ALLY THE LOW | NCOVE RESI DENTS ( DEFI NED AS
HOUSEHOLDS W TH ANNUAL HOUSEHCLD | NCOVE BELOW $50, 000) W THI N STAMFORD;

THESE POPULATI ONS TEND TO BE HARDER TO REACH AND, AS A RESULT, ARE OFTEN
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=E1g@VIl 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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

EXCLUDED FROM COVMUNI TY HEALTH ASSESSMENT EFFORTS. | N TOTAL, 1,228 MAIL

SURVEYS WERE RETURNED TO US, A RESPONSE RATE OF OVER 36%

TO ENSURE | NPUT WAS RECEI VED FROM LOW | NCOVE, RACI AL/ ETHNIC M NORI TY, AND
OTHER VULNERABLE POPULATI ONS, WE ALSO ADM NI STERED THE SURVEY THROUGH
SELECTED COMVUNI TY VENUES, | NCLUDI NG COVMUNI TY HEALTH FAI RS, PRI MARY CARE
CLINICS, FAI TH- BASED COVMUNI TY ORGANI ZATI ONS, AND OTHER COVMMUNI TY
CENTERS. THE SURVEY WAS CONDUCTED W TH THE HELP OF RESEARCH ASSI STANTS,
STAMFORD HOSPI TAL VOLUNTEERS, AND VOLUNTEERS FROM COVMUNI TY ORGANI ZATI ONS
VHO SERVED AS TRANSLATORS FOR RESPONDENTS WHO DI D NOT SPEAK OR READ

ENGLI SH THE RESULT OF THI S OUTREACH WAS AN ADDI TI ONAL 271 SURVEY

RESPONSES.

FORM 990, SCHEDULE H, PART V, SECTION B, LINE 7
OUR COMMUNI TY HEALTH NEEDS ASSESSMENT AND STAMFORD HOSPI TAL COMMUNI TY
ACTI ON PLAN FOR POPULATI ON HEALTH AND PREVENTI ON WERE APPROVED BY THE

BOARD OF DI RECTORS | N LATE SEPTEMBER 2013. AS A RESULT, WE WERE NOT ABLE
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

TO EXECUTE ANY OF OUR PROPCSED COVMUNI TY PROGRAMS ADDRESSI NG THE NEEDS
| DENTI FI ED I N OUR COMMUNI TY HEALTH NEEDS ASSESSMENT DURI NG TAX YEAR

2013.

FORM 990, SCHEDULE H, PART V, SECTION B, LINE 20D

THE MAXI MUM AMOUNT CHARGED TO FAP ELI G BLE | NDI VI DUALS | S CALCULATED
BASED ON FEDERAL POVERTY GUI DELI NES. | NDI VI DUAL FAM LY | NCOVE LEVELS ARE
COVPARED TO FPG AND TOTAL CHARGES ARE REDUCED FROM 100% 60% BASED ON

LEVEL OF | NCOME.

FORM 990, SCHEDULE H, PART VI

NEEDS ASSESSMENT

THE STAMFORD HOSPI TAL ("TSH OR ' HOSPI TAL") PARTNERS W TH A NUMBER CF
NONPROFI T HEALTH AND SOCI AL SERVI CES ORGANI ZATI ONS THAT SEEK TO BENEFI T
THE COVMUNI TY AND | MPROVE THE HEALTH AND WELL- BEI NG OF THEI R CLI ENTS. I N
ADDI TI ON, TOGETHER W TH OUR PHYSI Cl ANS, THE HOSPI TAL WORKS CLOSELY W TH

THE STAMFORD DEPARTMENT COF HEALTH AND SOCI AL SERVI CES (" STAMFORD HEALTH
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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, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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.

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

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

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

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

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

organization, files a community benefit report.

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

DEPT. ") TO I DENTI FY NEEDS AND DEVELOP PROCGRAMS, PROVI DE SCREENI NGS, AND

PROMOTE DI SSEM NATI ON OF HEALTH | NFORVATI ON. W TH THE STAMFORD HEALTH

DEPARTMENT, TSH SPONSCRED A JO NT CITY OF STAMFORD (' STAMFORD ) W DE FLU

CAMPAI GN, TO PROMOTE THE HEALTH OF THE COVMMUNI TY AND REDUCE THE NUMBER OF

FLU- RELATED HOSPI TALI ZATI ONS AND EMERGENCY DEPARTMENT VI SITS. THE

CAMPAI GN | NCLUDED: A JO NT SENI OR HEALTH FAI RF COVWUNI TY PRQJIECTS; SHARI NG

VACCI NE SUPPLI ES AND REDI STRI BUTI ON TO LOCAL PROVI DERS I N THE EVENT OF A

SHORTAGE; FLU HOTLI NE; ARRANGEMENTS FOR VACCI NATI ON OF HOVE BOUND

I NDI VI DUALS; AND VACCI NATI ON CLI NI CS AT BOTH THE STAMFORD HEALTH

DEPARTMENT AND TSH TULLY HEALTH CENTER THE HOSPI TAL CLI NI C WAS STAFFED

w

TH VOLUNTEERS AND PER- DI EM NURSI NG STAFF. I N FY13, THE HOSPI TAL' S

OUTPATI ENT COMPONENT OF THI S EFFORT TOTALED 1, 900 VACCI NATI ONS.

TSH WORKS W TH THE STAMFORD HEALTH DEPARTMENT' S HI V PREVENTI ON PROGRAM

AND STAMFCORD CARES, A PROGRAM OF FAM LY CENTERS THAT PROVI DES H V MEDI CAL

CASE MANAGEMENT; | NCLUDES PARTI Cl PATI ON I N COMMUNI TY HEALTH FAI RS AND

EDUCATI ONAL QUTREACH EFFORTS; PROVI DES HI V UPDATES FCR Al DS SERVI CE

PROVI DERS | N THE COVMUNI TY; PERFORMS CLI ENT HOVE VI SI TS; AND CONDUCTS

JSA
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

MONTHLY HI V PCSI TI VE WOMEN S SUPPORT GROUP. TSH PARTNERS W TH OPTI MJS
HEALTH CENTER ( FORMERLY BRI DGEPORT COMMUNI TY HEALTH CENTER), A FEDERALLY
QUALI FI ED HEALTH CARE CENTER, TO CREATE AN | NTEGRATED PRI MARY CARE

DELI VERY NETWORK FOR THE MEDI CALLY UNDERSERVED COMMUNI TI ES I N STAMFORD.

THE HOSPI TAL PROVI DED SUPPLEMENTAL SUPPORT TO OPTIMJUS OF $2.3 M LLION IN
FY13 TO ENSURE | TS CONTI NUED VI ABI LI TY. COVMUNI TY | NPUT AND ENGAGEMENT TO
ADDRESS CHI LDHOOD OBESI TY | S PROVI DED THROUGH A STAMFORD CI TY- W DE TASK
FORCE LEAD BY TSH. TH S EFFORT FOCUSES ON PREVENTI ON, ADVOCACY,

EDUCATI ON, AND TREATMENT AND | S A CI TY-W DE COLLABORATI ON THAT | NCLUDES
STAMFORD PUBLI C SCHOOLS, THE STAMFORD HEALTH DEPARTMENT, EARLY CHI LDHOOD
EDUCATORS, AFTER SCHOCOL PROGRAMS AND COMMUNI TY CENTERS AND COMMUNI TY

PEDI ATRI Cl ANS AND FAM LY MEDI CI NE PRACTI TIONERS. TSH S KI DS FANS (KI DS
FI TNESS AND NUTRI TI ON SERVI CES) PROGRAM PROMOTI NG PHYSI CAL ACTI VITY AND
HEALTH CONSClI QUS NUTRI TION, IS A CORNERSTONE OF THI S CHI LDHOOD OBESI TY

I NI TI ATl VE.
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=E1g@VIl 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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

ANOTHER | NI TI ATI VE REPRESENTATI VE OF THE COLLABORATI VE EFFORTS OF TSH AND
COVMMUNI TY CRGANI ZATIONS IS ' PAINT THE TOMWN PINK, ' A COVMUNI TY- W DE BREAST
CANCER AWARENESS PROGRAM ' PAINT THE TOMWN PI NK' HOLDS A MONTH- LONG SERI ES
OF EVENTS | N OCTOBER OF EACH YEAR. THE STAMFORD HOSPI TAL PARTNERS W TH A
NUMBER OF NONPROFI T HEALTH AND SOCI AL SERVI CES ORGANI ZATI ONS THAT SEEK TO
BENEFI T THE COVMUNI TY AND | MPROVE THE HEALTH AND WELL- BEI NG OF THEIR

CLI ENTS. I N ADDI TI ON, TOGETHER W TH CUR PHYSI Cl AN SERVI CES (" STAMFORD
HEALTH DEPT. ") TO | DENTI FY NEEDS AND DEVELOP PROGRAMS, PROVI DE

SCREENI NGS, AND PROMOTE DI SSEM NATI ON OF HEALTH | NFORMATI ON.

FORM 990, SCHEDULE H, PART VI

PATI ENT EDUCATI ON OF ELI G BI LI TY FOR ASSI STANCE

THE STAMFORD HOSPI TAL USES SEVERAL VENUES TO NOTI FY OUR PATI ENTS OF THE
AVAI LABLE FI NANCI AL OPTI ONS.

1) SI GNS AND OR BROCHURES ARE DI SPLAYED I N ENGLI SH AND SPANI SH I N THE
FOLLOW NG AREAS:

* EMERGENCY ROOM WAI TI NG ROOVB AND REGQ STRATI ON WORKSTATI ONS
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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, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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.

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

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

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

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

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

organization, files a community benefit report.

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

| MVEDI ATE CARE CENTER WAI TI NG ROOM

PATI ENT REG STRATI ON AREAS ON THE MAI N CAMPUS AND TULLY CAMPUS

CASHI ER S OFFI CE, OFFI CES OF THE FI NANCI AL COUNSELORS, RECEPTI ON AREA

OF THE PATI ENT BUSI NESS SERVI CES DEPARTMENT

*

*

2)

ANC!I LLARY DEPARTMENTS
BROCHURES ARE ALSO AVAI LABLE | N CREOLE AND POLI SH.

THE HOSPI TAL' S BI LLI NG STATEMENTS | NCLUDE AN | NFORVATI ONAL PAGE THAT

I'S PRINTED ON THE REVERSE SI DE OF THE STATEMENT OUTLI NI NG THE FI NANCI AL

OPTI ONS.

3)

THE "ARE YOU UNI NSURED NOTI CE" | N ENGLI SH AND SPANI SH | S ATTACHED TO

THE TRUE SELF PAY STATEMENTS.

4)

*

STAFFI NG

STAMFORD HOSPI TAL HAS A FULL-TI ME DSS ST OF CT QUTREACH WORKER ON THE

HOSPI TAL CAMPUS.

*

*

*

SCCl AL SERVI CES DEPARTMENT

CASE MANAGEMENT DEPARTMENT

PATI ENT REG STRATI ON HAS ONE FULL TI ME FI NANCI AL COUNSELOR

JSA

Schedule H (Form 990) 2012

2E1327 2.000

509980 1274 PAGE 95



"PUBLIC INSPECTION COPY"

THE STAMFORD HOSPI TAL 06- 0646917
Schedule H (Form 990) 2012 Page 8

=E1g@VIl 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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

* PATI ENT BUSI NESS SERVI CES HAS ONE BI LI NGUAL PATI ENT ASSI STANCE

COORDI NATOR AND TWO FULL TI ME BI LI NGUAL FI NANCI AL COUNSELORS.

* THE DSS OUTREACH WORKER AND A TSH FI NANCI AL COUNSELOR HOLD EDUCATI ONAL
AND COUNSELI NG SESSI ONS | N THE OPTI MUS AND STAMFORD HOSPI TAL CLI NI CS ONCE
PER W\EEK.

* HAND- QUTS ARE PROVI DED TO PATI ENTS BY THE FI NANCI AL COUNSELORS AT THE
CLINICS AND THE COVWUNI TY HEALTH CENTERS.

* PATI ENTS ARE SCREENED FOR FEDERAL CR STATE PROGRAMS, AND THE HOSPI TALS
FI NANCI AL ASSI STANCE PROGRAM ( FAP) BY THE SOCI AL WORKERS,

* PATI ENT ASSI STANCE COORDI NATOR, FI NANCI AL ASSI STANCE COUNSELORS, AND
THE DSS LI Al SON.

5) NOTI FI CATI ONS: PATI ENTS RECEI VE APPROVAL OR DENI AL LETTERS AND, |F

ELI G BLE, FI NANCI AL ASSI STANCE PROGRAM | DENTI FI CATI ON CARDS.
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

COVMUNI TY | NFORVATI ON

TSH PROVI DES A BROAD RANGE OF COMMUNI TY OUTREACH AND EDUCATI ONAL SERVI CES

TO RESI DENTS OF PREDOM NANTLY | TS PRI MARY SERVI CE AREA (PSA) AND

SECONDARY SERVI CE AREA (SSA) THAT | NCLUDE 12 COVMMUNI TI ES | N SOUTHERN

FAI RFI ELD COUNTY, CT. THE HOSPI TAL' S SERVI CE AREA WAS DEVELOPED THROUGH

THE STRATEQ C PLANNI NG PROCESS AND | S DEFI NED I N STAMFORD HEALTH SYSTEM

INC.'S STRATEG C PLAN. THE HOSPI TAL' S COVBI NED PSA AND SSA | NCLUDE AN

ESTI MATED 136, 119 HOUSEHOLDS W TH A TOTAL POPULATI ON OF 361, 760

RESI DENTS. THE PSA | NCLUDES THE COMMUNI TI ES OF STAMFORD, DARI EN, AND

ROMAYTON, W TH AN ESTI MATED 51, 823 HOUSEHOLDS AND A TOTAL POPULATI ON OF

141, 892. STAMFORD COWPRI SES AN ESTI MATED 45, 196 HOUSEHOLDS W TH A TOTAL

POPULATI ON OF 121, 280. THE SSA | NCLUDES THE COVMUNI TI ES OF GREENW CH, COCS

COB, RIVERSIDE, OLD GREENW CH, NEW CANAAN, NORWALK, WESTPORT, WESTON, AND

WLTON, WTH AN ESTI MATED 84, 296 HOUSEHOLDS AND A TOTAL POPULATI ON OF

219, 868.

FOR THE PSA, 24.4% OF THE POPULATI ON | S ESTI MVATED TO BE LESS THAN 18
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

YEARS OF ACE; 38.7% 1S 18-44; 24.5%1S 45-64; AND 12.4% 1S 65 YEARS OF
ACGE AND OLDER. THE SSA HAS A SLI GHTLY OLDER ACE DI STRI BUTI ON W TH AN
ESTI MATED 25. 3% OF | TS POPULATI ON LESS THAN 18 YEARS OF AGE;, 29.3% 1S

18-44; 30.8% 1S 45-64; AND 14.6% 65 YEARS OF AGE AND OLDER

REGARDI NG RACE/ ETHNI CI TY, OF THE ESTI MATED POPULATI ON I N THE PSA, 65. 6% OF
RESI DENTS ARE WHI TE; 22. 5% HI SPANI C; 13% BLACK; 7% ASI AN, AND THE

REMAI NDER ARE MULTI - RACI AL, NATI VE AMERI CAN, PACI FI C | SLANDER, AND OTHER
NON- Hl SPANI C.  STAMFORD | S ESTI MATED TO HAVE A MORE RACI ALLY DI VERSE
POPULATI ON THAN THE PSA AND SSA W TH THE BLACK POPULATI ON REPRESENTI NG
15. 2% OF I TS TOTAL PCPULATI ON; THE HI SPANI C POPULATI ON 25. 8% AND ASI AN
POPULATI ON 7. 8% FOR THE SSA, 83.8% OF THE TOTAL ESTI MATED POPULATION | S
VH TE; 12% H SPANI C ; 5. 9% BLACK; 5. 1% ASI AN, AND THE REMAI NDER ARE

MULTI - RACI AL, NATI VE AMERI CAN, PACI FI C | SLANDER, AND OTHER NON- HI SPANI C.

ALTHOUGH I N THE PSA AN ESTI MATED 19. 2% OF TOTAL HOUSEHOLDS HAVE HOUSEHOLD

| NCOVES EXCEEDI NG $200, 000, STAMFORD HAS AREAS W TH SI GNI FI CANT POVERTY.
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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, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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.

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

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

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

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

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

organization, files a community benefit report.

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

I N COVPARI SON TO THE PSA, STAMFORD HAS ONLY AN ESTI MATED 14. 6% OF TOTAL

HOUSEHOLDS W TH HOUSEHOLD | NCOMVES EXCEEDI NG $200, 000, AND 18. 3% W TH

HOUSEHOLD | NCOVES LESS THAN $35, 000, 28% W TH | NCOVES LESS THAN $50, 000.

IN THE SSA, AN ESTI MATED 27. 3% OF THE TOTAL HOUSEHOLDS HAVE HOUSEHOLD

I NCOVES EXCEEDI NG $200, 000, WH LE AN ESTI MATED 16. 7% HAVE HOUSEHCLD

| NCOVES LESS THAN $35, 000 AND 24. 3% LESS THAN $50, 000.

THE ESTI MATED PAYOR M X COF THE PSA IS PREDOM NANTLY COMVERCI AL/ PRI VATE

| NSURANCE (68.9% , FOLLOAED BY MEDI CARE (11.7%; MEDICAID (9.2%; SELF

PAY/ UNI NSURED (8.6% ; AND MEDI CARE DUAL ELIG BLE (1.6% . COVPARED TO THE

PSA, STAMFORD HAS A HI GHER ESTI MATED PERCENTAGE OF MEDI CAI D AT 10. 4% AND

SELF- PAY/ UNI NSURED AT 9.8% FOR THE SSA, THE ESTI MATED PAYOCR M X | S ALSO

PRI MARI LY COMMERCI AL/ PRI VATE | NSURANCE (74.8% , FOLLOAED BY MEDI CARE

(12.6%; MEDICAID (5.7%: SELF- PAY/ UNI NSURED (5.3%; AND MEDI CARE DUAL

ELI G BLE (1.6%.

THE HOSPI TAL IS RYAN WVHITE TITLE | & Il HV AIDS: TSH THROUGH RYAN
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

VH TE GRANTS, (PARTS A AND B), ADM NI STERED BY STAMFORD CARES, EMPLOYS AN
H V NURSE PRACTI TI ONER (DNP, APRN) AND ADHERENCE NURSE (RN) COUNSELOR AND
A DI ETIClI AN COW TTED TO PROVI DI NG H V SPECI ALTY PRI MARY CARE SERVI CES.
TSH WORKS | N PARTNERSH P WTH THE CI TY OF STAMFORD HI V PREVENTI ON PROGRAM
AND STAMFORD CARES, A PROGRAM OF FAM LY CENTERS THAT PROVI DES H V MEDI CAL
CASE MANAGEMENT. THE HOSPI TAL' S H V NURSE PRACTI TI ONER AND ADHERENCE
NURSE COUNSELOR ATTEND REGULAR CASE MANAGEMENT MEETI NGS W TH STAMFORD
CARES CASE MANAGERS AND OTHER LOCAL COWMUNI TY SERVI CES SUCH AS SUBSTANCE
ABUSE REHABI LI TATI ON, MENTAL HEALTH, AND HOUSI NG SUPPORT. THEY
COLLABCORATE W TH MULTI DI SCI PLI NARY COMMUNI TY SERVI CE PROVI DERS ON HOW TO

BEST SERVE EACH CLI ENT' S NEEDS.

TSH PROVI DES EXPERTI SE AND SUPPCORTS THE WEST SI DE NEI GHBORHOOD

REVI TALI ZATI ON ZONE (WBNRZ), A COVMUNI TY EFFORT TO | MPROVE THE HEALTH,
SAFETY, | NFRASTRUCTURE, AND QUALITY OF LIFE IN THE WEST SI DE OF STAMFORD.
NElI GHBORS WORK S| DE- BY- SI DE W TH LOCAL BUSI NESSES, LAW ENFORCEMENT, THE

HOSPI TAL' S HOUSI NG PARTNER, CHARTER OAK COMMUNI TI ES, INC. (FORMERLY THE
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

STAMFORD HOUSI NG AUTHORI TY), AND LOCAL ELECTED AND APPO NTED OFFI Cl ALS.
TSH I N PARTNERSHI P W TH CHARTER OCAK COVMUNI TI ES, I NC., (FORMERLY STAMFORD
HOUSI NG AUTHORI TY) ESTABLI SHED THE VI TA HEALTH AND WELLNESS DI STRICT I N
THE WEST SIDE. I N PARTNERSH P WTH THE WBNRZ, THE CI TY OF STAMFORD AND
SUPPCRT FROM U. S. DEPT. OF HOUSI NG AND URBAN DEVELOPMENT (HUD), THE VI TA
PLAN |'S | NTENDED TO ADDRESS THE SOCI AL DETERM NANTS OF HEALTH, | NCLUDI NG
HEALTH AND WELLNESS, NUTRI TI ON AND ACCESS TO NUTRI TI QUS FOOD, ACTI VE

LI VI NG AND HEALTHY LI FESTYLES, WORKFORCE DEVELOPMENT, ECONOM C

DEVELOPMENT AND | MPROVI NG THE HOSPI TAL AND COMMUNI TY CONNECTI ONS.

IN 2013, A COWUN TY COLLABORATI VE WAS FORVED TO FURTHER STRENGTHEN OUR
RELATI ONSHI P W TH A MJULTI DI SCI PLI NARY GROUP OF KEY STAKE HOLDERS
THROUGHOUT THE COMMUNI TY TO | MPROVE HEALTH OQUTCOMVES, ADDRESS THE

FI NDI NGS OF THE COMMUNI TY HEALTH NEEDS ASSESSMENT CONDUCTED BY TSH I N
PARTNERSHI P WTH THE CI TY OF STAMFORD HEALTH AND SOCI AL SERVI CES

DEPARTMENT.
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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, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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.

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

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

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

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

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

organization, files a community benefit report.

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

FORM 990, SCHEDULE H, PART VI

PROMOTI ON OF COVMUNI TY HEALTH

PROGRAM5S THAT BENEFI TED THE COMMUNI TY. THESE PROGRAMS | NCLUDED, FOR

EXAMPLE, HEALTH SCREENI NGS, | MMUNI ZATI ON PROGRAMS, SCCI AL SERVI CES AND

SUPPORT COUNSELI NG FOR PATI ENTS AND FAM LI ES, CRI SI S | NTERVENTI ON,

COVMMUNI TY HEALTH EDUCATI ON, AND THE DONATI ON OF SPACE FOR USE BY

COMMUNI TY GROUPS.

HEALTH EDUCATI ON PROGRAMS PROVI DED BY THE HOSPI TAL FOR THE BENEFI T OF THE

COVMUNI TY | NCLUDED: SMOKI NG CESSATI ON; WEI GHT LOSS; STRESS MANAGEMENT;

AND PROGRAMS FOCUSED ON SUCH SPECI FI C HEALTH FACTORS OR DI SEASE ENTI Tl ES

SUCH AS HEART DI SEASE, BREAST CANCER SLEEP DI SCRDERS, ARTHRITIS, H GH

CHOLESTEROL, CANCER PREVENTI ON, NUTRI TI ON, STRESS MANAGEMENT, Cl RCULATORY

PROBLEMs, DI GESTI VE DI SORDERS, PAIN MANAGEMENT, SPORTS | NJURIES, AND

CHI LDREN S NUTRI Tl ON.

JSA
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

TSH OFFERED A M NI - MEDI CAL SCHOCL, A FREE, SI X-WEEK SERI ES OF LECTURES BY
VOLUNTEER PHYSI CI ANS FOCUSI NG ON COMMON DI SEASE STATES AND AVAI LABLE
TREATMENTS. TOPI CS | NCLUDE ANESTHESI CLOGY, CANCER, CARDI OLOGY,
GASTRCENTEROLOGY, GENERAL ANATOMY, GYNECOLOGY, | NFECTI OQUS DI SEASES,

| NTEGRATI VE MEDI CI NE, MEDI CAL DECI SI ON- MAKI NG, PULMONARY MEDI CI NE AND
ORTHOPEDI CS. I N SPRI NG AND FALL OF 2013 A TOTAL OF 640 PEOPLE ATTENDED
THE CLASSES. HOSPI TAL STAFF PROVI DED SERVI CES AT COVMUNI TY HEALTH FAI RS
AND SERVED AS SPEAKERS AT VARI QUS COVMUNI TY GROUPS ON LI FESTYLE/ HEALTH

| MVPROVEMENT TOPI CS.

IN FI SCAL YEARS 2012 AND 2013, TSH PARTI Cl PATED I N 149 COVWMUNI TY HEALTH
EVENTS; CONDUCTED 9 SCREENI NGS, W TH TOTAL ATTENDANCE OF 21, 257. THE
EVENTS | NCLUDED HEALTH FAI RS AT COMMUNI TY CENTERS, SENI OR CENTERS,

RELI G QUS | NSTI TUTI ONS, AND SCHOOLS; PHYSI CI AN PRESENTATI ONS AS WELL AS
CAREER DAYS, SCHOOL TOURS AND | NFORMATI ONAL SPECI AL EVENTS.

OTHER HI GHLI GHTS OF COVMUNI TY HEALTH EDUCATI ON AND OUTREACH ACTI VI TI ES

PROVI DED I N FY2013 ARE AS FOLLOWE:
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

ASTHVA EDUCATI ON:

TSH CONDUCTED AN EVENT FOR THE COVMUNI TY W TH EXH BI TS TO EDUCATE AND
CREATE AN AWARENESS AND UNDERSTANDI NG OF ASTHVA. TOPI CS | NCLUDED KEEPI NG
ASTHVA UNDER CONTRCL, UTI LI ZI NG A TEAM APPROACH | N TREATI NG ASTHWA, THE
ROLE OF ALLERG ES, AND THE FUTURE OF ASTHVA THERAPY. THE HOSPI TAL ALSO

HELD EDUCATI ONAL EVENTS THAT FOCUSED ON PEDI ATRI C ASTHVA.

CANCER:

IN 2013, STAMFORD HOSPI TAL'S CARL & DOROTHY BENNETT CANCER CENTER

CONTI NUED TO BUI LD ON | TS REPUTATI ON FOR DELI VERI NG EXPERT CARE IN A
WARM NURTURI NG ENVI RONMENT. A MAJOR ACHI EVEMENT | NCLUDED THE FORMATI ON
OF THE CANCER CENTER S OWN PATI E AND FAM LY ADVI SORY COUNCI L ( PFAC),

VH CH IS CONSI STENT W TH THE HOSPI TAL' S PLANE TREE PHI LOSOPHY OF

PATI ENT- CENTERED CARE. W TH MEMBERS THAT | NCLUDE STAFF, CANCER SURVI VORS
AND CAREG VERS, THE GOAL OF THE PFAC IS TO CONTI NUE TO | MPROVE THE CARE

AND SERVI CES OFFERED AT THE BENNETT CANCER CENTER. ADDI TI ONALLY, THE
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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, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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.

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

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

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

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

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

organization, files a community benefit report.

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

BENNETT CANCER CENTER TEAMED UP W TH ONCOLOGY REHAB PARTNERS TO BRI NG THE

STAR (SURVI VORSHI P TRAI NI NG & REHABI LI TATI ON) PROGRAMS TO | TS PATI ENTS.

STAR | S A NATI ONALLY RECOGNI ZED CANCER SURVI VORSHI P PROGRAM THAT FOCUSES

ON HELPI NG SURVI VORS HEAL PHYSI CALLY AND EMOTI ONALLY. PHYSI CI ANS AND

STAFF BEGAN TRAI NI NG I N 2013; THE PROGRAM W LL BE | MPLEMENTED | N 2014.

CANCER OUTREACH AND EDUCATI ON:

AS REQUI RED BY THE AMERI CAN COLLEGE OF SURGEONS COWM SSI ON ON CANCER, A

CANCER COWM TTEE OVERSEES STAMFORD HOSPI TAL' S CANCER PROGRAM  OF VWHI CH

EDUCATI ONAL AND OUTREACH PROGRAMS FOR THE COVMUNI TY AND PATI ENTS ARE A

KEY COVPONENT. DI RECT MAIL IS USED TO REM ND WOMEN OF THE | MPORTANCE OF

SCREENI NG FOR BREAST CANCER. PAINT THE TOM PI NK, A COVMUNI TY- W DE BREAST

CANCER AWARENESS PROGRAM HELD A MONTH- LONG SERI ES OF EVENTS | N OCTCBER

I N ADDI TI ON, EDUCATI ONAL LECTURES OFFERED THROUGH OUT THE YEAR FOR THE

COVMMUNI TY | NCLUDE TOPI CS FOCUSED ON RAI SI NG AWARENESS ABOUT THE DANGERS

OF SUN EXPOSURE AND RI SKS FOR SKI N CANCER, DI RECT MAIL | NI TI ATI VES AND

PROGRAM5S TO UNDERSCORE THE | MPORTANCE OF SCREENI NG AND EARLY DETECTI ON OF

JSA
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

COLORECTAL CANCERS, AS WELL AS EDUCATI ON SURRCUNDI NG TESTI CULAR AND
GYNECOLOG C CANCERS. CANCER OUTREACH EFFORTS ALSO | NCLUDE ANTI - TOBACCO
LECTURES AND AN ANTI - SMOKI NG POSTER CONTEST FOR ELEMENTARY SCHOOL

CHI LDREN. THE HOSPI TAL OFFERS FREEDOM FROM SMOKI NG QUI T FOR GOOD CLASSES
YEAR- ROUND. NUTRI TI ON PROGRAMS, LED BY A REG STERED DI ETI Tl AN, ARE

OFFERED THROUGH OQUT THE YEAR

FORM 990, SCHEDULE H, PART VI

CANCER SCREENI NGS/ MAMMOGRAPHY"

STAMFORD HOSPI TAL' S MOBI LE WELLNESS CENTER OFFERED MAMMOGRAPHY SCREENI NG
TO THE COWUNI TY AT NO COST TO PATI ENTS WHO ARE UNDERI NSURED. THE MOBI LE
MAMMOGRAPHY PROGRAM ALSO OFFERS MAMMOGRAPHY SCREENI NGS TO CORPCRATI ONS.
IN FY13 2530 WOVEN RECEI VED MAMMOGRAMS, OF WHI CH 1062 WERE PERFORMED AT
NO COST. TO REACH THE UNDERSERVED , THE HOSPI TAL COLLABORATED W TH

OPTI MUS HEALTH CARE (" OPTI MJS"), A FEDERALLY QUALI FI ED HEALTH CENTER, THE
W TNESS PROJIECT OF CT, PLANNED PARENTHOOD OF CT, AND THE H SPANI C COUNCI L

OF GREATER STAMFORD. OUTREACH WAS TARGETED TO UNDERI NSURED AND UNI NSURED
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

WOVEN OF COLOR, AND ASSI STANCE PROVI DED TO ADDRESS LANGUAGE BARRI ERS,

NAVI GATE THE HEALTHCARE SYSTEM AND COPE W TH FEAR. OTHER KEY 2013
ACCOVPLI SHVENTS FOR THE BENNETT CANCER CENTER | NCLUDE: STAMFORD

HOSPI TAL' S CANCER PROGRAM WAS AWARDED THE GOLD AWARD BY THE AMERI CAN
COLLEGE OF SURGEONS COWM SSI ON ON CANCER . 100% OF THE OUTPATI ENT NURSES
AT THE BENNETT CANCER CENTER ACHI EVED ONCOLOGY NURSI NG CERTI FI CATI ON. THE
MEDI CAL ONCOLOG STS AT THE BENNETT CANCER CENTER WERE RECOGNI ZED BY THE
QUALI TY ONCOLOGY PRACTI CE I NI TI ATI VE (QOPI') CERTI FI CATI ON PROGRAM AN
AFFI LI ATE OF THE AMERI CAN SOCI ETY OF CLI Nl CAL ONCOLOGY (ASCO). THE QORI
CERTI FI CATI ON PROGRAM PROVI DES A THREE- YEAR CERTI FI CATI ON FOR QUTPATI ENT
HEMATOLOGY- ONCOLOGY PRACTI CES THAT MEET THE HI GHEST STANDARDS FOR QUALI TY
CANCER CARE. 6% OF NEWY DI AGNOSED PATI ENTS WERE ENROLLED I N CLI NI CAL

TRI ALS TSH MANAGER OF CANCER SUPPORT SERVI CES AT THE BENNETT CANCER
CENTER, RECEI VED THE 2013 ONCOLOGY SOCI AL WORKER OF THE YEAR AWARD FROM
THE ASSOCI ATI ON OF ONCOLOGY SOCI AL WORK (ACSW . THE PRESTI G QUS AWARD
RECOGNI ZES AN ONCOLOGY SOCI AL WORKER WHO PROVI DES EXEMPLARY COVM TMENT TO

THE DELI VERY OF COWPASSI ONATE PATI ENT CARE.
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

COVMUNI TY- BASED CLI NI CAL CARE:

THE HOSPI TAL CONTI NUES TO EMPLOY THE PHYSI Cl ANS AND M D- LEVEL PROVI DERS
VHO WORK | N THE PRI MARY CARE CENTERS. OPTI MUS EMPLOYS ALL OTHER STAFF.
THE BENEFI TS OF THI'S TRANSI TI ON ARE: 1) THE CREATI ON OF AN | NTEGRATED

PRI MARY CARE DELI VERY NETWORK FOR THE MEDI CALLY UNDERSERVED COMMUNI Tl ES
IN STAMFORD; 2) ACCESS TO FEDERAL PROGRAMS TO SUPPORT THE EXPANSI ON OF
THE PRI MARY CARE CENTER S SERVI CES TO | NCLUDE PHARMACY AND DENTAL; AND 3)
TO ENSURE THE AVAI LABI LI TY OF THE PRI MARY CARE CENTERS AS AMBULATORY CARE
TRAI NI NG VENUES FOR THE HOSPI TAL' S RESI DENCY PROGRAMS. THE HOSPI TAL

PROVI DED SUPPLEMENTAL SUPPORT TO OPTIMUS OF $2.3 M LLION IN FY 2013 TO

ENSURE | TS CONTI NUED VI ABI LI TY.

EMERGENCY SERVI CES AND EDUCATI ON:
STAMFORD S EMS | NSTI TUTE, A DEPARTMENT OF TSH, PROVI DED EMERGENCY MEDI CAL
SERVI CE (EMS) TRAI NI NG TO EMERGENCY MEDI CAL TECHNI CI ANS (EMIS), NURSES,

PHYSI CI ANS, PARAMEDI CS, AND ANYONE I N THE PUBLI C WHO | S | NTERESTED I N
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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, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

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.

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

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

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

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

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

organization, files a community benefit report.

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

LEARNI NG THESE LI VE- SAVI NG SKI LLS. THE HOSPI TAL OFFERED AN | NFANT AND

CH LD CARE CLASS, AND AN ADULT CARDI O PULMONARY RESUSCI TATI ON (" CPR') AND

EMT- BASI C COURSE. TSH EMS | NSTI TUTE ALSO COLLABORATED W TH SEMS.

REGARDI NG DI SASTER PREPAREDNESS, THE HOSPI TAL' S STAFF WORKED W TH

REG ONAL AGENCI ES TO COORDI NATE EMERGENCY PLANS AND CONDUCTED JO NT

S|

MULATI ON DRI LLS.

HEART DI SEASE EDUCATI ON:

TSH PROVI DED EDUCATI ON ABOUT RI SK FACTORS AND LI FESTYLE BEHAVI ORS THAT

CONTRI BUTE TO HEART DI SEASE AND STROKE. THE HOSPI TAL PROVI DED SCREENI NGS

FOR CARDI OVASCULAR DI SEASE AS PART COF | TS MOBI LE COACH. | N ADDI TI ON, THE

HOSPI TAL SUPPORTED COMMUNI TY EVENTS ADDRESSI NG HEART DI SEASE, | NCLUDI NG

397 CARDI AC RI SK ASSESSMENT SCREENI NGS AT THE TAKE HEART EVENT I N

FEBRUARY, WHI CH | S HEART MONTH. PRESENTATI ONS BY PHYSI Cl ANS ON WOVEN S

HEART HEALTH, CONTROLLI NG H GH BLOOD PRESSURE AND STRESS, WERE ALSO

CONDUCTED THROUGHOUT THE YEAR AT BUSI NESSES AND COMMUNI TY CENTERS.
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

FORM 990, SCHEDULE H, PART VI

NUTRI TI OV VEI GHT MANAGEMENT EDUCATI ON/ FI TNESS & EXERCI SE:

TSH PEDI ATRI CS | NTEGRATES | TS CHI LDHOOD OBESI TY PREVENTI ON PROGRAM Kl DS'
FANS (KI DS FI TNESS AND NUTRI TI ON SERVI CES), | NTO COWUNI TY HEALTH

EDUCATI ON | NI TI ATI VES. KIDS' FANS PROMOTES PHYSI CAL ACTI VI TY AND HEALTH
CONSCI QUS NUTRI TI ON THROUGH ADVOCACY, EDUCATI ON, | NTERVENTI ON AND
TREATMENT. SI NCE 2008, 1,300 CH LDREN HAVE RECEI VED 12 WEEKS OF NUTRI Tl ON
EDUCATI ON AND PHYSI CAL ACTIVITY. THE KIDS' FANS MESSAGE | S | NTEGRATED

I NTO TSH COMMUNI TY HEALTH EDUCATI ON PROGRAMS CONDUCTED AT HEALTH FAI RS,
SCHOOLS AND COMMUNI TY CENTERS. EDUCATI ON THROUGH COOKI NG CLASSES,
RESTAURANT ENGAGEMENT AND HEALTHY SHOPPI NG ACTI VI TI ES AT GROCERY STORES
AND QUTREACH TO PARENT LEADER GROUPS PROVI DE CONNECTI ONS AND LI NKAGES
THROUGH THE COMMUNI TY. CHAI RED BY MADHU MATHUR, MD, MPH, A PEDI ATRI Cl AN
BOARD CERTI FIED I N OBESITY MEDI CINE, A CITY-WDE, VOLUNTEER TASK FORCE
LED BY TSH FOCUSES ON PREVENTI ON, ADVOCACY, EDUCATI ON, TREATMENT, AND
RESEARCH. THI S COLLABCRATI ON OF 41 MEMBER ORGANI ZATI ONS | NCLUDES STAMFCRD

PUBLI C SCHOOLS, THE CI TY OF STAMFORD HEALTH AND SOCI AL SERVI CES
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

DEPARTMENT, (" STAMFORD HEALTH DEPARTMENT"), EARLY CHI LDHOOD EDUCATORS,
AFTER SCHOOL PROGRAMS AND COMMUNI TY CENTERS, COVMUNI TY PEDI ATRI CI ANS AND

FAM LY MEDI CI NE PRACTI Cl ONERS.

OQUTREACH SENI OR CI Tl ZENS:

THE HOSPI TAL PROVI DED ON GO NG SUPPORT AND SPEAKERS FOR SENI OR WOVEN AT
THE YERWOOD COMMUNI TY CENTER; STROKE RI SK ASSESSMENTS AND SCREENI NGS,

W TH COUNSELI NG AND LECTURES AT COMMUNI TY CENTERS | N STAMFORD, DARI EN
AND NEW CANAAN, CT. SPEAKERS FOCUSED ON AWARENESS ABOQUT THE RI SKS OF
STROKE AND HEART DI SEASE AND CONGESTI VE HEART FAI LURE;, PROVI DED EDUCATI ON
ON HEALTHY EATI NG DI ABETES AND DI GESTI VE DI SORDERS. TSH CONDUCTED OVER

550 FREE BLOOD PRESSURE SCREENI NGS AT SENI OR CENTERS | N 2013.

FORM 990, SCHEDULE H, PART VI
CHI LDREN AND YOUTH W TH SPECI AL HEALTH CARE NEEDS:
MEDI CAL HOVE | NI TI ATI VE COVERI NG SOUTHWEST CT ADDRESSES THE SPECI AL

HEALTHCARE NEEDS OF CHI LDREN AND YOUTH I N THE REG ON, MEETI NG THEI R
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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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

MEDI CAL, SOCI AL AND EMOTI ONAL NEEDS AND PROVI DES LI NKAGES TO COVMMUNI TY
RESCURCES AND FAM LY SUPPORT NETWORKS. FAM LI ES ARE PROVI DED ASSI STANCE
W TH CARE COORDI NATI ON, SECURI NG SPECI ALI ST APPO NTMENTS, TRANSPORTATI ON,
AND FUNDI NG FOR MEDI CI NES. | N 2013, 1,778 CH LDREN WERE SERVED, 515 OF
VHOM VERE HI GH COVPLEXI TY. SOQUTHWEST PVH |S FOCUSED ON PREVENTI ON
TARGETI NG OBESI TY, MENTAL HEALTH AND PROMOTI NG EARLY LI TERACY, WORKI NG
CLOSELY W TH THE STAMFORD HOSPI TAL- LED KI DS' FANS (KI DS FI TNESS AND
NUTRI TI ON SERVI CES) I NI TIATIVE. RYAN WHITE TITLE | & Il H VI A | DS: TSH,
THROUGH RYAN WHI TE GRANTS, (PARTS A AND B), ADM NI STERED BY STAMFCRD
CARES, EMPLOYS AN HI V NURSE PRACTI TI ONER (APRN) AND ADHERENCE NURSE ( RN)
COUNSELOR AND A DI ETICI AN COW TTED TO PROVI DI NG H 'V SPECI ALTY PRI MARY
CARE SERVI CES. TSH WORKS | N PARTNERSH P WTH THE CI TY OF STAMFORD HI V
PREVENTI ON PROGRAM AND STAMFORD CARES, A PROGRAM OF FAM LY CENTERS THAT
PROVI DES H V MEDI CAL CASE MANAGEMENT. THE HCSPI TAL' S H V NURSE

PRACTI TI ONER AN ADHERENCE NURSE COUNSELOR ATTENDED REGULAR CASE
MANAGEMENT MEETI NGS W TH STAMFORD CARES CASE MANAGERS AND OTHER LOCAL

COMMUNI TY SERVI CES SUCH AS SUBSTANCE ABUSE REHABI LI TATI ON, MENTAL HEALTH,

JSA Schedule H (Form 990) 2012
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule H (Form 990) 2012 Page 8
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 I, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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, 149, 16e, 17¢e, 18e, 19c, 20d, 21, and 22.

AND HOUSI NG SUPPORT. THEY COLLABORATE W TH MULTI DI SCI PLI NARY COVMUNI TY
SERVI CE PROVI DERS ON HOW TO BEST SERVE EACH CLI ENT' S NEEDS. COVMUNI TY
SERVI CES SUCH AS SUBSTANCE ABUSE REHABI LI TATI ON, MENTAL HEALTH, AND
HOUSI NG SUPPORT. THEY COLLABORATE W TH MULTI DI SCI PLI NARY COVMUNI TY
SERVI CE PROVI DERS ON HOW TO BEST SERVE EACH CLI ENT' S NEEDS. COVMUNI TY
SERVI CES SUCH AS SUBSTANCE ABUSE REHABI LI TATI ON, MENTAL HEALTH, AND
HOUSI NG SUPPORT. THEY COLLABORATE W TH MULTI DI SCI PLI NARY COVMUNI TY

SERVI CE PROVI DERS ON HOW TO BEST SERVE EACH CLI ENT' S NEEDS.

FORM 990, SCHEDULE H, PART VI
STATE FI LI NG OF COMMUNI TY BENEFI T REPORT
A COWUNI TY BENEFI T REPORT | S PREPARED FOR THE STATE OF CONNECTI CUT;

HOWEVER, THAT REPORT |S NOT MADE AVAI LABLE TO THE PUBLI C.

JSA Schedule H (Form 990) 2012
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SCHEDULE J Compensation Information OMB No. 1545-0047
For certain Officers, Directors, Trustees, Key Employees, and Highest
(Form 990) Compensated Employees 2@ 1 2

P Complete if the organization answered "Yes" to Form 990, .
Part IV, line 23. Open to Public
Department of the Treasury . ) )
Internal Revenue Service P Attach to Form 990. P> See separate instructions. Inspection

Name of the organization

la

Employer identification number

THE STAMFORD HOSPI TAL 06- 0646917
Questions Regarding Compensation
Yes | No

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

First-class or charter travel Housing allowance or residence for personal use

Travel for companions Payments for business use of personal residence

Tax indemnification and gross-up payments Health or social club dues or initiation fees

Discretionary spending account Personal services (e.g., maid, chauffeur, chef)
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
BXPIAIN L L L L L e e e e e e e e e e b | X
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 inline 1a? , _ . . . . .. .. 2 X
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 Ill.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
- Form 990 of other organizations Approval by the board or compensation committee
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:
Receive a severance payment or change-of-control payment? . . . . . . . . . . . . . . . . 4a X
Participate in, or receive payment from, a supplemental nonqualified retirement plan? _ . . . . . . .. ... .. 4b X
Participate in, or receive payment from, an equity-based compensation arrangement?_ . . . . . . . .. ... .. 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part IIl.
Only section 501(c)(3) and 501(c)(4) organizations must complete lines 5-9.
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:
The organization? L L e e e 5a X
Any related organization? . L L L e 5b X
If "Yes" to line 5a or 5b, describe in Part lll.
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:
The organization? L e e 6a X
Any related organization? . L L L e 6b X
If "Yes" to line 6a or 6b, describe in Part lll.
For persons listed in Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes," describe inPart Il _ . . . . . . . .. .. ... .. ... ... 7 X
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
T =T 8 X
If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C) 7 . . . . . . vt i i i i e i e e e e e e e e e e e e e e e e e e e e 9

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

JSA
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06- 0646917

Page 2

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 VII, 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

(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other other deferred benefits BX-O) reported as deferred in
compensation compensation reportable compensation prior Form 990
compensation
DARRYL  MCCORM CK M ____3 380,148.| __ 102,668.| ____ 14,130 q______10,997.| 507,943.| O
1 ASSI STANT SECRETARY (i) a Q a a d G 0
DAVID SM TH M ____* 432,272.] 100,803.] ____ 110,089.] | q_____ 38694 681,828.| O
o ASSI STANT SECRETARY (i) a Q a a d G 0
KATHLEEN SI LARD M ____% 544,902.| __ 142,140.| _____ 90,107.) - 12,509.] . 38,594.| 828,252.| O
3 ASSI STANT SECRETARY (i) a Q a a d G 0
KEVIN GAGE M ____% 514,227.| ___ 135, 716.| _____ 80,940.| - 15,508.] _28,998.| @ 775,389, O
4 TREASURER (ii) (0 0 0 Q 0 (0 0
DR~ SHARON KI ELY M ____% 519,990.| ____ 137,307.| _____ 49,288, 12,437.| ___ 37,694.| 756,716, O
5 SR VP, MEDICAL SERVI CES (i) a Q a a d G 0
DR M CHAEL COADY M ____ 763,288.| _ 338,852.| 76,644.| 13,642.| ____10,573. ~1,202,999., 0
@ CHI EF CARDI AC SURGEON (i) a Q a a d G 0
DR. LANCE BRUCK 10) 515, 452. 239, 744. 12, 962. 13, 679. 35, 474. 817, 311. 0
7 CHAIR DEPARTMENT CF OB/ GYN il d T q T o d T TTTTog T T TTTTTTTTQOTTTTTTO
DR. STEVEN HOROW TZ 10) 579, 924. q 14, 191. 13, 272. 35, 244, 642, 631. 0
g CHIEF, DIVISION OF CARDI OLOGY il d T q T o da T TTTTog T T TTTTTTTTTQOTTTTTTO
DR. RODRI GO ACCSTA 0} qa a a 9 0 0
g PHYSICIAN (ii) 383,574 26, 000 1, 820. Q 0 411, 394 0
DR LI POA M| __2600000.] Q q q __________9 2600000, 0
10 PHYSI G AN (ii) Q 0 q G 0 q 0
BRI AN GRI SSLER M ____S 945,941.| ___ 345,553.] __ 545,668.] q 36,194 1,873,3%. 0
11 PRESI DENT AND CEO (i) 0 [0 0 [0 0 0 0
DR DAN DAVI S M ____% 564,832.| Q 17,000.| ____ 59,168.| 641,000.| 0O
12 PHYSI G AN (ii) Q 0 q G 0 q 0
ol\___
13 (ii)
ol\___
14 (i)
ol\___
15 (ii)
ol\___
16 (i)
Schedule J (Form 990) 2012
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Schedule J (Form 990) 2012 Page 3

=E13lI[l Supplemental Information

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

SCHEDULE J, PART |, LINE 1A

AS PER COVPANY POLI CY, ALL NONCASH | MPUTABLE BENEFI TS ARE TO BE PROCESSED
IN A GROSSED- UP METHOD W TH APPLI CABLE WAGE AND TAXES REPORTED ON W' S
FOR ALL EMPLOYEES. HOUSI NG ALLOMNCES ARE PROVI DED TO CERTAI N SENI OR

EXECUTI VES AS PART OF THEI R COVPENSATI ON.

SCHEDULE J PART 1 LINE 3

ITIS THE POLI CY OF THE STAMFORD HOSPI TAL TO PAY EMPLOYEES FAI R AND
COVPETI TI VE WAGES. THE HOSPI TAL HAS ADOPTED A WAGE AND SALARY PROGRAM TO
ENSURE THAT ALL EMPLOYEES ARE PAID I N RELATI ON TO THE VALUE OF THE WORK
THEY PERFORM THI S PROGRAM | S REVI EMED ANNUALLY. EXECUTI VE COVPENSATI ON
I'S SUBJECT TO A MORE COVPREHENSI VE REVI EW | NCLUDI NG AN ANNUAL

BENCHVARKI NG ANALYSI S AND BOARD- LEVEL APPROVAL PRCCESS. | NDEPENDENT
COVPENSATI ON CONSULTANTS ARE USED AND COMPENSATI ON SURVEYS ARE OBTAI NED
FROM AT LEAST THREE SOURCES. ONCE THE COMPENSATI ON |'S DETERM NED A

VRI TTEN EMPLOYMENT CONTRACT |'S OBTAI NED.

Schedule J (Form 990) 2012
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Schedule J (Form 990) 2012 Page 3

=E13lI[l Supplemental Information

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

SCHEDULE J, PART |, LINE 4A

DR ANDREW SNYDER, SHI P PRESI DENT

LAST DAY OF EMPLOYMENT - 11/18/2011

CONTI NUATI ON OF SALARY - 15 MONTHS AT BASE PAY EFFECTI VE 11/ 18/ 2011

THE LAST 7 1/2 MONTHS WAS OFFSET BY COWMPENSATI ON EARNED BY THE EMPLOYEE.

SCHEDULE J, PART |, LINE 4A

DR. ROBERT DEBARA

LAST DAY OF EMPLOYMENT - 3/20/13

SEVERENCE PAYMENTS BEGAN - 6/07/13 TO BE PAID OVER 16 MONTHS

TOTALI NG $573, 708.

SCHEDULE J, PART |, LINE 4B
THE CEO RECEI VED A PAYMENT OF $342, 746 FROM THE SUPPLEMENTAL EXECUTI VE

RETI REMENT PLAN.

Schedule J (Form 990) 2012
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Schedule J (Form 990) 2012 Page 3

=E13lI[l Supplemental Information

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

SCHEDULE J, PART I, LINE 6B

BONUSES ARE CALCULATED BASED ON VARI QUS PERFCORVANCE FACTORS | NCLUDI NG
PRODUCTI VI TY MEASURES AND FI NANCI AL | NDI CATOCRS AS DEFI NED BY CONTRACTUAL
AGREEMENTS. TOTAL COVPENSATI ON | S REVI EMED TO ENSURE AMOUNTS DO NOT
EXCEED FAI R MARKET VALUE AS DETERM NED BY EXTERNAL SURVEY DATA. EXCEED

FAI R MARKET VALUE AS DETERM NED BY EXTERNAL SURVEY DATA.

SCHEDULE J, PART 111

DR LI POA'S COVPENSATI ON WAS A PAYQUT OF HI S EMPLOYMENT CONTRACT.

Schedule J (Form 990) 2012
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GROUP 1
(SF(E)TE]DQJQLOE) K Supplemental Information on Tax-Exempt Bonds OMB No. 1545-0047
» Complete if the organization a_\nswered "Yes" to Form 990, Part IV, line 24a. Provide descriptions, 2@12
Separment of e Tressuy explanations, and any additional |nformat|on.|n Part YI.
Internal Revenue Service p Attach to Form 990. P See separate instructions. Inspection
Name of the organization Employer identification number
THE STAMFORD HOSPI TAL 06- 0646917
gl Bond Issues
) . L (h) On (i) Pooled
(a) Issuer name (b) Issuer EIN (c) CUSIP # | (d) Date issued (e) Issue price (f) Description of purpose (9) Defeased bghalf of financing
Issuer
Yes No Yes No | Yes | No
A STATE OF CT HEALTH AND EDUCATI ON FAC AUTHORI TI ES 06- 0806186 2077443P8 05/ 27/ 2010 133, 992, 115. | SCHEDULE K, PART VI X X X
B STATE OF CT HEALTH AND EDUCATI ON FAC AUTHORI TI ES 06- 0806186 20774YKQ 06/ 20/ 2012 254, 620, 769. | CONSTRUCTI ON OF NEW HOSPI TAL FACI L X X X
C
D
Proceeds
A B C D
1 Amountofbondsretired . . . . . . . . .. . .. ... e e
2 Amountofbondslegallydefeased, . ... ......... ... ... .. ..'uuuun
3 Total proceeds Of ISSUE ., . . . v v v v i e e e e e e e e e e e e e e e e e 133, 995, 069. 254, 620, 769.
4 Gross proceedsinreservefunds . . . . . .. ... .. i i e e e
5 Capitalized interest from proceeds ., . . . . . v v v i v i v e e e e e e e e e 36, 350, 996.
6 Proceedsinrefunding @SCrows, . . . . . . . . . . . i i i i i i ittt
7 Issuance COStS from ProCeeAS . . . . . v v v v v e e e e e e e e e e e e e e e e 2,057, 323. 2, 935, 597.
8 Credit enhancement fromproceeds . . . . . . . . . .. ...t
9 Working capital expenditures fromproceeds . . . . . . . . . . . it it
10 Capital expenditures from proceeds . . . . . . v v v v v v v e e e e e e e e e 24, 835, 260. 84, 670, 456.
11 Other spent proceeds ., . . v v v v v v i v ittt e e e e e 107, 102, 468.
12 Other Unspent proceeds . . . . . . i i i i o et e et e 167,014, 716.
13 Year of substantial completion . . . . . . . . . . . it e e e e e e e e e e e 2011
Yes No Yes No Yes No Yes No
14 Were the bonds issued as part of a current refundingissue? . . . ... .......... X X
15 Were the bonds issued as part of an advance refundingissue?, . . ... ... ... ... X X
16 Has the final allocation of proceeds beenmade? . . . . . . . . . v v v o v v v v e mn X X
17 Does the organization maintain adequate books and records to support the final allocation of proceeds? , . . . . X
Private Business Use
A B C D
1 Was the organization a partner in a partnership, or a member of an LLC, Yes No Yes No Yes No Yes No
which owned property financed by tax-exemptbonds? , , . . ... ... .. ....... X X
2 Are there any lease arrangements that may result in private business use of bond-financed property? X X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule K (Form 990) 2012

JSA
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule K (Form 990) 2012 Page 2
Part Il Private Business Use (Continued) GROUP 1

3a Are there any management or service contracts that may result in private business Yes No Yes No Yes No Yes No
use of bond-financed property? X X

b If "Yes" to line 3a, does the organization routinely engage bond counsel or other outside counsel
¢ Are there any research agreements that may result in private business use of bond-
financed property?
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 , , . . . . . » % % % %

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

Totalof liNnes 4 and 5 . . . . . . i i i i i i i i et e e e e % % % %

8a Has there been a sale or disposition of any of the bond-financed property to a nongovern-
mental person other than a 501(c)(3) organization since the bonds were issued?. . . . . X X

b If "Yes" to line 8a, enter the percentage of bond-financed property sold or disposed
o) % % % %

c If "Yes" to line 8a, was any remedial action taken pursuant to Regulations sections

9 Has the organization established written procedures to ensure that all nonqualified
bonds of the issue are remediated in accordance with the requirements under

Yes No Yes No Yes No Yes No

c Norebatedue? . . . . i i i i i i i i i e i e e e e e e e e e eeae e
If you checked "No rebate due" in line 2c, provide in Part VI the date the rebate
computation was performed

4a Has the organization or the governmental issuer entered into a qualified hedge with

o |0 |T
W]
7]
—
=y
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=y
@
Q
Q
()
7]
c
54
®
=
3
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule K (Form 990) 2012 Page 3
Arbitrage (Continued)
A B c D
Yes No Yes No Yes No Yes No
5a Were gross proceeds invested in a guaranteed investment contract (GIC)? . . . ... .. X X
b Name of provider . . . . . . i i i i i i i i ittt e e e e e e e e e
C Termof GIC . . . . . . i it i it it e e e e e e e e e e e aae e
d Was the regulatory safe harbor for establishing the fair market value of the GIC satisfied? . . . . . .
6 Were any gross proceeds invested beyond an available temporary period? . . . ... .. X X
7 Has the organization established written procedures to monitor the
requirements of SECHON 1482 . . . . . . i v v it i e e e e e e e e e X
Procedures To Undertake Corrective Action
A B c D
Has the organization established written procedures to ensure that violations of federal Yes No Yes No Yes No Yes No
tax requirements are timely identified and corrected through the voluntary closing
agreement program if self-remediation is not available under applicable regulations? X X

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

JSA
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule K (Form 990) 2012 Page 4

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

SCHEDULE K, PART |, LINE A

STATE OF CONNECTI CUT HEALTH AND EDUCATI ONAL FACI LI TI ES AUTHORI TY BONDS
VERE | SSUED 5/27/10 TQO

1) REFUND THE 11/13/96, 03/24/99, 6/03/08 AND 05/28/09 BOND | SSUES AND
COMVERCI AL LOANS.

2) FI NANCE ROUTI NE RENOVATI ONS AND OTHER CAPI TAL EXPENDI TURES AND

3) FI NANCE DEVELOPMENT AND CONSTRUCTI ON OF NEW HOSPI TAL FACI LI TY

SCHEDULE K, PART 11, LINE 3
THERE 1S A $3, 000 VARI ANCE BETWEEN THE PROCEEDS OF | SSUE AND THE | SSUE

PRI CE DUE TO | NVESTMENT EARNI NGS.

JSA Schedule K (Form 990) 2012
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Transactions With Interested Persons

P Complete if the organization answered

"Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 28b, or 28c,
or Form 990-EZ, Part V, line 38a or 40b.

» Attach to Form 990 or Form 990-EZ. P See separate instructions.

OMB No. 1545-0047

Name of the organization

2012

Open To Public

Inspection
Employer identification number

THE STAMFORD HOSPI TAL 06- 0646917
=l Excess Benefit Transactions (section 501(c)(3) and section 501(c)(4) organizations only).
Complete if the organization answered "Yes" on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.
1 (a) Name of disqualified person ®) Relatlonsh;ag%tggﬁ?zg;is()%uallfled person (c) Description of transaction s;z"e::
(1)
(2)
(3
4
(5
(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year
uUnder SeCHiON 4058 | . L . . . . i i e e e e e e e e e e e e e e e e e e e e e e > 3
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organizaton . . ... ......... » $
Loans to and/or From Interested Persons.
Complete if the organization answered "Yes" on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.
(a) Name of interested person | (b) Relationship | (c) Purpose of | (d) Loan to or (e) Original (f) Balance due  |(g) In default?|(h) Approved| (i) Written
with organization loan from the principal amount by board or | agreement?
organization? committee?
To |From Yes | No | Yes | No | Yes | No
(1)
(2)
(3
(4
(5
(6)
)
(8)
(9
(10
o) € »>$

SEMIN Grants or Assi

stance Benefiting Interested Persons.

Complete if the organization answered "Yes" on Form 990, Part IV, line 27.

(a) Name of interested person

(b) Relationship between interested
person and the organization

(c) Amount of assistance (d) Type of assistance

(e) Purpose of assistance

(1)

(2

(3)

(4)

(5)

(6)

(1)

(8)

9)

(10)

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

JSA
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Schedule L (Form 990 or 990-EZ) 2012 Page 2

@I\ Business Transactions Involving Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person (b) Relationship between (c) Amount of (d) Description of transaction (e) sharing of
interested person and the transaction organization's
organization revenues?
Yes | No
(l) SHR1, LLC BUSI NESS RELATI ONSHI P 38, 289. | SHR1 LEASES SPACE TO STAMFORD X
(2)
(3
(4
(5
(6)
)
(8)
(9
(10)

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

SCHEDULE L, PART IV

BUSI NESS TRANSACTI ONS

SHR1, LLC LEASES SPACE TO THE HOSPI TAL. DOUGLAS M LNE, FORMER DI RECTOR
IS A 50% OANER OF THE COVPANY. MR M LNE SOLD H S I NTEREST I N THE SHR1,

LLC I N OCTOBER 2012.

JSA
2E1507 1.000 Schedule L (Form 990 or 990-EZ) 2012
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SCHEDULE M ; ;

(Form 990) Noncash Contributions 2012
» Complete if the organizations answered "Yes" on Form

Department of the Treasury 990, Part IV, lines 29 or 30. Open To Public

Internal Revenue Service pAttach to Form 990. Inspection

Name of the organization Employer identification number

THE STAMFORD HOSPI TAL

06- 0646917

Types of Property

C
Chgeac)k if Number of c:(g:\tributions or Noncash contribution Method of(((ji)etermining
. . ] amounts reported on -
applicable items contributed Form 990, Part VIII, line 1g noncash contribution amounts
1 Art-Worksofart, . ........
2  Art - Historical treasures. . . . ..
3 Art - Fractional interests . . . . ..
4 Books and publications . . . ...
5 Clothing and household
goods. . .. i i e e
6 Cars and othervehicles . . .. ..
7 Boatsandplanes. ... ......
8 Intellectual property . . . ... ..
9 Securities - Publicly traded X 9. 78,187. |SELLING PRI CE
10 Securities - Closely held stock. . .
11  Securities - Partnership, LLC,
ortrustinterests . . .. ......
12  Securities - Miscellaneous . . . . .
13 Qualified conservation
contribution - Historic
structures . .. ..........
14 Qualified conservation
contribution - Other . . . ... ..
15 Real estate - Residential . . . . ..
16 Real estate - Commercial . . . .. X 1. 297, 500. |FW
17 Realestate-Other. .. ... ...
18 Collectibles. . . .. ........
19 Foodinventory. .. ........
20 Drugs and medical supplies . . . .
21 Taxidermy . ............
22 Historical artifacts . . . . ... ..
23 Scientific specimens., . . ... ..
24 Archeological artifacts. . . . . ..
25 Other»(___ )
26 Other»(___ )
27 Other»(___ )
28 Other»(___ )
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
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 holding period? | . . . . . . . . . . . . 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
CONtTIDUtIONS? | L e e 31| X
32a Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
CONtTIDUtIONS? | L e e 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

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

JSA
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Schedule M (Form 990) (2012) Page 2

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.

JSA Schedule M (Form 990) (2012)

2E1508 2.000
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 990 or 990-EZ) 2@ 1 2

Complete to provide information for responses to specific questions on
Department of the Treasury Form 990 or 990-EZ or to provide any additional information.
Internal Revenue Service » Attach to Form 990 or 990-EZ. Inspection
Name of the organization Employer identification number
THE STAMFORD HOSPI TAL 06- 0646917

FORM 990, PART VI, QUESTION 11
THE STAMFORD HOSPI TAL HAS A COVPREHENSI VE REVI EW PROCESS | N PLACE

RELATI NG TO THE REVI EW OF FORM 990. PRI CR TO FI NALI ZATI ON OF THE 990,
MANAGEMENT PRESENTS THE DRAFT FORM 990 TO THE FULL BOARD COF DI RECTORS FCR
REVI EW AND DI SCUSSI ON.  THE HOSPI TAL' S EXTERNAL TAX ACCOUNTANTS ATTEND
TH S MEETI NG W TH MANAGEMENT TO ADDRESS ANY SPECI FI C CONCERNS OR
QUESTIONS.  THI S REVI EW PROCEDURE HELPS TO ASSURE SOUND REPCRTI NG AND

COVPLI ANCE W TH TAX LAW

FORM 990, PART VI, QUESTION 12C
IT IS THE POLICY OF THE STAMFORD HOSPI TAL TO PROHI BI T | TS EMPLOYEES AND

OTHER ASSOCI ATES FROM ENGAG NG | N ANY ACTI VI TY, PRACTICE, OR ACT WH CH
CONFLI CTS WTH, OR APPEARS TO CONFLICT WTH, THE | NTERESTS OF THE
STAMFORD HOSPI TAL, OR I TS PATIENTS. EMPLOYEES ARE EXPECTED TO CONDUCT
THE BUSI NESS OF THE STAMFORD HOSPI TAL TO THE BEST OF THEI R ABI LI TY AND
FOR THE BENEFI T OF THE STAMFORD HOSPI TAL AND I TS PATI ENTS. THE PQOLI CY
ALSO REQUI RES BOARD MEMBERS, OFFI CERS, SEN OR LEADERS, MEDI CAL STAFF
LEADERS, COW TTEE MEMBERS AND OTHER | NDI VI DUALS AS APPROPRI ATE TO

DI SCLOSE ANY POTENTI AL CONFLI CT OF | NTEREST THEY OR THEI R | MVEDI ATE

FAM LY MAY HAVE ON AN ANNUAL BASIS. SURVEYS ARE DI STRI BUTED ANNUALLY AND

TI MELY RECEI PT IS MONI TORED BY THE HOSPI TAL' S COVPLI ANCE DEPARTMENT.

FORM 990, PART VI, QUESTIONS 15A & 15B
ITI1S THE POLI CY OF THE STAMFORD HOSPI TAL TO PAY EMPLOYEES FAI R AND

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2012)
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Schedule O (Form 990 or 990-EZ) 2012 Page 2
Name of the organization Employer identification number
THE STAMFORD HOSPI TAL 06- 0646917

COWPETI TI VE WAGES. THE HOSPI TAL HAS ADOPTED A WAGE AND SALARY PROGRAM TO
ENSURE THAT ALL EMPLOYEES ARE PAI D I N RELATI ON TO THE VALUE OF THE WORK
THEY PERFORM TH S PROGRAM | S REVI EVED ANNUALLY. EXECUTI VE COVPENSATI ON
I'S SUBJECT TO A MORE COVPREHENSI VE REVI EW | NCLUDI NG AN ANNUAL

BENCHVARKI NG ANALYSI S AND BOARD- LEVEL APPROVAL PROCESS.

FORM 990, PART VI, QUESTION 19

THE STAMFORD HOSPI TAL MAKES | TS GOVERNI NG DOCUMENTS, CONFLI CT OF | NTEREST

POLI CY AND FI NANCI AL STATEMENTS AVAI LABLE UPON REQUEST.

FORM 990, PART | X, LINE 11G

PURCHASED SERVI CES 18, 751, 074
PHYSI Cl AN FEES 10, 441, 790
| NTERCOVPANY STAFFI NG FEES 2, 888, 525
TEMP NURSI NG PERSONNEL 2,474, 853
OTHER 1, 438, 733
CONSULTI NG SERVI CE 711, 481
DATA PROCESSI NG FEES 323, 538
COLLECTI ON FEES 141, 310
ARCHI VI NG EXPENSE 3,332
TOTAL 37,174, 635

PART X, LINE 5

RECONCI LI ATI ON OF NET ASSETS
PENSI ON RELATED CHANGES OTHER THAN NET PERI ODI C

BENEFI T COST - 60, 087, 503

JSA Schedule O (Form 990 or 990-EZ) 2012
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Schedule O (Form 990 or 990-EZ) 2012 Page 2
Name of the organization Employer identification number
THE STAMFORD HOSPI TAL 06- 0646917

EQUI TY TRANSFER TO SHI P - (53, 928, 664)

TOTAL 6, 158, 839

ATTACHVENT 1

990, PART VII- COVPENSATION OF THE FI VE H GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON

HEMATOLOGY ONCOLOGY  P. C. PHYS. FEES/ ONCOLOGY 4,734, 446.
34 SHELBURNE RD
STAMFORD, CT 06902- 3628

PATHOLOGY AND LABCRATORY SERV. LLC CYTOLOGY LABORTATORY 1,131, 061.
11 RESEARCH DRIVE SU TE 4
WOODBRI DGE, CT 06525-2348

SPECI ALI ZED RECEI VABLES, | NC CCOLLECTI ONS 1, 044, 749.
P O BOX 12414
NEWARK, NJ 07101-3514

ADELMAN SHEFF AND SM TH LLC LEGAL 910, 541.
180 ADM RAL COCHRANE DR
ANNAPCLI S, MD 21401

ASHFORTH PROPERTI ES CONSTRUCTI ON CONSTRUCTI ON 767, 482.
707 SUMVER STREET
STAMFORD, CT 06901-1026

JSA Schedule O (Form 990 or 990-EZ) 2012

2E1228 1.000

509980 1274 PAGE 129



"PUBLIC INSPECTION COPY"

THE STAMFORD HOSPI TAL 06- 0646917
. . . OMB No. 1545-0047
(SF(E;'E]DQJQLOE) R Related Organizations and Unrelated Partnerships | 26@12
Department of the Treasury P Complete if the organization answered "Yes" to Form 990, Part IV, line 33, 34, 35, 36, or 37. Open to Public
Internal Revenue Service » Attach to Form 990. P See separate instructions. Inspection
Name of the organization Employer identification number
THE STAMFORD HOSPI TAL 06- 0646917
Identification of Disregarded Entities (Complete if the organization answered "Yes" to Form 990, Part IV, line 33.)
@ (b) () (d) (e) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
(1) 36 GROVE ST NEWCANMAN LLC  _  27-4941529 |
30 SHELBURNE RD STAMFORD, CT 06902 MED RENTALS CT 126,873. | 5,420,950. |TSH
(2) 24 GROVE ST NEWCANMAN LLC___ _  __ 27-4941167 |
30 SHELBURNE RD STAMFORD, CT 06902 MED RENTALS CT - 145, 626. 850, 494. | TSH
e
4.
.
.©_
Identification of Related Tax-Exempt Organizations (Complete if the organization answered "Yes" to Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax year.)
@ (b) ©) (d) (e) ® )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity Czr:]‘tri&”?ed
Yes No
(1) STAMFORD HEALTH SYSTEM | NC. 22-2476636
~B0SHEBRERD STAVFCRD, CT 06902 | HOSP PARENT | CT 501 (O)(3) |11, TYPE | [NA X
(2) THE STAMFORD HOSPI TAL FOUNDATI ON 22-2478748
~B0SHEBRERD STAVFCRD, CT 06902 | FUNDRAI SING | CT 501 (O)(3) |9 SHS X
(3) STAMFORD HEALTH | NTERGRATED PRACTI CES 27-1648289
~ B0 SHEBRERD STAVFCRD, CT 06902 | MEDI CAL SVCS |CT 501 (O)(3) |9 TSH X
4. ]
. ]
.©_ ]
.« ]
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2012
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule R (Form 990) 2012 Page 2
ywem  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.)
@) (b) ©) (d) (e). ® ¢ (h) 0] @ (k)
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- | pisproportionate Code V-UBI General or | Percentage
related organization domicile entity income (related, income year assets alocatins? | @amount in box 20 | managing | ownership
unrelated,
(state or excluded from of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514)
Yes| No Yes| No
< ]
o ]
© ]
4 ]
©® ]
© ]
o ]
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) ©) (d) (e) ® @ (h) 0}
Name, address, and EIN of related organization Primary activity Legal domicile | Direct controlling Type of entity Share of total Share of Percen- Section
(state or foreign entity (C corp, S corp, or income end-of-year assets tage ili(tfgﬁl?
country) trust) ownership entity?
IYes|No
(1) MLLER HALL MEDICAL SUTES G 06- 1619978 _ |
166 W BROAD STREET STAMFORD, CT 06904 PROF OFFI CE BLDG cT SHS C CORP 0 0
(2) STAVEORD OB/GYN ASSCOIATES  _ _ ___ ___________( 06-1330879 _ |
30 SHELBURNE RD STAMFORD, CT 06902 OBSTETRI CAL CARE cT SHS C CORP 0 0
(8) HEALTHSTAR INDEMMITY COLIMTED _ |
F. B. PERRY BU LDI NG 40 CHURCH ST, HAM LTON BD SELF | NSURANCE cT TSH C CORP 2, 438, 000. 68, 461, 000. [100. 0000
_(4) SOUTHVEST CONNECTI CUT RADIQLOGY. __ _ __ ________ 45-3801216 |
30 SHELBURNE RD STAMFORD, CT 06902 RADI OLOGY cT SHS S CORP
)
“©
-
Schedule R (Form 990) 2012
JSA
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THE STAMFORD HOSPI TAL 06- 0646917
Schedule R (Form 990) 2012 Page 3
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 lI-IV?
a Receipt of (i) interest (ii) annuities (iii) royalties or (iv) rent from a controlled entity . . . . . . . . . L L la X
b Gift, grant, or capital contribution to related organization(s) . . . . . . .. L L L e 1b| X
¢ Gift, grant, or capital contribution from related organization(s) . . . . . . . .. L L L. e e 1c X
d Loans or loan guarantees to or for related organization(s) . . . . . . . . ... e e e 1d X
e Loans or loan guarantees by related organization(s), . . . . . . . .. L L L. L e e e e e e e le X
f  Dividends from related organization(s). . . . . . . . . .. L. L e e e e e e e e e if
g Sale of assets torelated organization(s) . . . . . . L L L L L L e e e e e e e 1g X
h  Purchase of assets from related organization(s) . . . . . . . . . . . L e e e 1h X
i Exchange of assets with related organization(s) . . . . . . . . . . . .. e e li X
j Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . . . e 1j X
k Lease of facilities, equipment, or other assets from related organization(S) | . . . . . . . L . L k| X
| Performance of services or membership or fundraising solicitations for related organization(s) . . . . . . . . . . . . L 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) . . . . . . . . . . . . 0 0 1in X
o Sharing of paid employees with related organization(s). . . . . . . . . .. L. e e lo| X
p Reimbursement paid to related organization(s) for expenses | . . . . L L L L e p| X
a Reimbursement paid by related organization(s) for expenses . . . . L L L L L L L L e e e e 1q| X
r  Other transfer of cash or property to related organization(s) . . . . . . . . . . ... e ir | X
s Other transfer of cash or property from related organization(sS) . . . v v v i v i v i i i i i i et et e e e e e e e e e e e e e e 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) () (d)
Name of other organization Transaction Amount involved Method of determining
type (a-s) amount involved
(1) STAMFORD HEALTH | NTERGATED PRACTI CES, | NC. B 53, 923, 664. BOOK VALUE
(2) SOUTHWEST CONNECTI CUT RADI OLOGY R 500, 000. CASH VALUE
(3) SOUTHWEST CONNECTI CUT RADI OLOGY S 1, 200, 000. CASH VALUE
(4) HEALTHSTAR | NDEMNI TY COVPANY Q 3, 064, 082. BOOK VALUE
(5) HEALTHSTAR | NDEMNI TY COVPANY S 9, 974, 496. BOOK VALUE
(6) STAMFORD HEALTH SYSTEM | NC. K 213, 418. BOOK VALUE
JSA Schedule R (Form 990) 2012
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THE STAMFORD HOSPI TAL 06- 0646917

Schedule R (Form 990) 2012 Page 3
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 lI-IV?

a Receipt of (i) interest (ii) annuities (iii) royalties or (iv) rent from a controlled entity . . . . . . . . . L L la

b Gift, grant, or capital contribution to related organization(s) . . . . . . .. L L L e 1b

¢ Gift, grant, or capital contribution from related organization(s) . . . . . . . .. L L L. e e 1c

d Loans or loan guarantees to or for related organization(s) . . . . . . . . ... e e e 1d

e Loans or loan guarantees by related organization(s), . . . . . . . .. L L L. L e e e e e e e le

f  Dividends from related organization(s). . . . . . . . . .. L. L e e e e e e e e e if

g Sale of assets torelated organization(s) . . . . . . L L L L L L e e e e e e e 1g

h  Purchase of assets from related organization(s) . . . . . . . . . . . L e e e 1h

i Exchange of assets with related organization(s) . . . . . . . . . . . .. e e li

j Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . . . e 1j

k Lease of facilities, equipment, or other assets from related organization(S) | . . . . . . . L . L 1k

| Performance of services or membership or fundraising solicitations for related organization(s) . . . . . . . . . . . . L 1l

m Performance of services or membership or fundraising solicitations by related organization(s) . . . . . . . . . . . . . . im

n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . . . . . . . . . . . . 0 0 1in

o Sharing of paid employees with related organization(s). . . . . . . . . .. L. e e 1o

p Reimbursement paid to related organization(s) for expenses | . . . . L L L L e 1p

a Reimbursement paid by related organization(s) for expenses . . . . L L L L L L L L e e e e 1q

r  Other transfer of cash or property to related organization(s) . . . . . . . . . . ... e ir

s Other transfer of cash or property from related organization(s) . . . . . . . . . i i i i i i i i e e e e e e e e e e e e e e e eaaae e 1s
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) ©) (d)
Name of other organization Transaction Amount involved Method of determining
type (a-s) amount involved

(1) STAMFORD HEALTH SYSTEM | NC. S 100, 000. CASH VALUE
(2) STAMFORD HEALTH SYSTEM | NC. P 1, 184, 639. BOOK VALUE
(3) STAMFORD HEALTH SYSTEM | NC. O 65, 698. BOOK VALUE
(4)
©)]
(6)
JSA Schedule R (Form 990) 2012
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THE STAMFORD HOSPI TAL

06- 0646917

Page 4

Unrelated Organizations Taxable as a Partnership (Complete if the organization answered "Yes" on 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.

Name, address, and EIN of entity

(b)

Primary activity

(c)
Legal domicile
(state or foreign
country)

()]
Predominant
income (related,
unrelated, excluded
from tax under
section 512-514)

(e)
Are all partners
section
501(c)(3)
organizations?

Yes No

®
Share of
total income

(©)}
Share of
end-of-year
assets

(h)

Disproportionate
allocations?

Yes

No

@

Code V-UBI
amount in box 20
of Schedule K-1
(Form 1065)

@)

General or
managing
partner?

Yes

No

(k)
Percentage
ownership

JSA
2E1310 1.000

509980 1274
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Schedule R (Form 990) 2012 Page 5
WMl Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructions).

Schedule R (Form 990) 2012
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OMB No. 1545-0704

5471 Information Return of U.S. Persons With Respect
Form To Certain Foreign Corporations

» For more information about Form 5471, see www.irs.gov/form5471

(Rev. December 2012)

Department of the Treasury | Information furnished for the foreign corporation’s annual accounting period (tax year required by Attachment

Internal Revenue Service section 898) (see instructions) beginning 10/ 01/ 2012 , and ending 09/ 30/ 2013 Sequence No. 121
Name of person filing this return A Identifying number

THE STAMFORD HOSPI TAL 06- 0646917

Number, street, and room or suite no. (or P.O. box number if mail is not delivered to street address) | B Category of filer (See instructions. Check applicable box(es)):

30 SHELBURNE RD, P.O BOX 9317 1 (repealed) 2| | 3 4 5

City or town, state, and ZIP code C Enter the total percentage of the foreign corporation’s voting
STAMFORD CT 06902 stock you owned at the end of its annual accounting period 100. 0000 %
Filer's tax year beginning 10/ 01/ 2012 ,andending 09/ 30/ 2013

D Person(s) on whose behalf this information return is filed:

(4) Check applicable box(es)

(1) Name (2) Address (3) Identifying number I oider] oOfficer | Director

Important: Fill in all applicable lines and schedules. All information must be in English. All amounts must be stated in
U.S. dollars unless otherwise indicated.

1la Name and address of foreign corporation b(1) Employer identification number, if any
HEALTHSTAR | NDEMNI TY COMPANY, LTD FOREI GN
FP PERRY BUI LDI NG 40 CHURCH STREET b(2) Reference ID number (see instructions)
HAM LTON, BERMJUDA HM HX BD HEALTHSTAR
¢ Country under whose laws incorporated
BERMUDA
d Date of incorporation e Principal place of business f Principal business activity g Principal business activity h Functional currency

code number

11/ 29/ 2002 BD 524290 | NSURANCE UshD

2 Provide the following information for the foreign corporation's accounting period stated above.

a Name, address, and identifying number of branch office or agent (if any) in the b If a U.S. income tax return was filed, enter:
United States

. ) (ii) U.S. income tax paid
N A (i) Taxable income or (loss) (after all credits)

¢ Name and address of foreign corporation’s statutory or resident agent in country d Name and address (including corporate department, if applicable) of person (or
of incorporation persons) with custody of the books and records of the foreign corporation, and
the location of such books and records, if different
QUEST MANAGEMENT SERVI CES LI M TED THE STAMFORD HOSPI TAL FI NANCE DEPARTMENT
40 CHURCH STREET 30 SHELBURNE ROAD, P. O BOX 9317
HAM LTON HM 11 BD STAMFORD, CT 06904

Yy W Stock of the Foreign Corporation

(b) Number of shares issued and outstanding

(a) Description of each class of stock (i) Beginning of annual (i) End of annual
accounting period accounting period
COVMON 120, 000. 120, 000.
For Paperwork Reduction Act Notice, see instructions. Form 5471 (Rev. 12-2012)
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Form 5471 (Rev. 12-2012) Page 2
SIICLUIEYEY  U.S. Shareholders of Foreign Corporation (see instructions)
(b) Description of each class of stock held by (c) Number of (d) Number of (e) Pro rata share
(a) Name, address, and identifying shareholder. Note: This description should shares held at shares held at of subpart F
number of shareholder match the corresponding description entered in beginning of annuall  end of annual income (enter as
Schedule A, column (a). accounting period | accounting period a percentage)
THE STAMFORD HOSPI TAL COMMVON 120, 000. 120, 000.

SHELBURNE RD P. Q. BOX 9317
STAMFORD CT 06904
06- 0646917 100. 000

SIEelNYed Income Statement (see instructions)

Important: Report all information in functional currency in accordance with U.S. GAAP. Also, report each amount in U.S.
dollars translated from functional currency (using GAAP translation rules). However, if the functional currency is the U.S.
dollar, complete only the U.S. Dollars column. See instructions for special rules for DASTM corporations.

Functional Currency U.S. Dollars
la Grossreceiptsorsales | ., . ... .........0.000... la 7,332, 000.
Returns and a”OWanCeS ....................... lb
¢ Subtractline 1bfromlinela | . . . . . . . . .. ... lc 7,332, 000.
2 Costofgoodssold | ., . ... .........0.iurunnnn 2
g 3 Gross profit (subtract line 2 from line 1c) . . . . . . . . . .. 3 7, 332, 000.
S| 4 Diidends, . . i
E 5 Interest | o L e e e e e e e e e e e 5 1' 386’ 782
6 a GI‘OSS rents ............................. Ga
b Gross royalties and licensefees =~ .. ... ... ... 6b
7 Net gain or (loss) on sale of capitalassets |, , . ... ... .. ... 7
8 Other income (attach statement), . . ATTACHVENTI. 1. .. .[.8 61, 524.
9  Total income (add lines 3through 8) . . . . . . v v v v v o v u v v 9 8, 780, 306.
10 Compensation not deducted elsewhere | , . . . ... ... .. .. 10
lla Rents ............................... lla
" b Royaltiesandlicensefees _ . . . . . . ... .. ... ... ... 11b
S[12 Interest, . . ... 12
g 13 Depreciation not deducted elsewhere _ ., . . . . . .. .. .. ... 13
S|4 Depletion, . . L. 14
8 15 Taxes (exclude provision for income, war profits, and excess profits taxes) , . . | 15
16 Other deductions (attach statement - exclude provision for income, war
profits, and excess profits taxes) , . . ATTACHNENT 2 .. .16 6, 442, 393.
17 Total deductions (add lines 10 through 16). . + . + . . o o . . . . . 17 6, 442, 393.
o 18 Net income or (loss) before extraordinary items, prior period
IS adjustments, and the provision for income, war profits, and excess
o
g profits taxes (subtract line 17 fromline9) . . . . ... . ... . .. 18 2,337, 913.
— |19 Extraordinary items and prior period adjustments (see instructions) , , [ 19
% 20 Provision for income, war profits, and excess profits taxes (see instructions), ., . | 20
21 Current year net income or (loss) per books (combine lines 18 through 20) , . . | 21 2,337, 913.
Form 5471 (Rev. 12-2012)
JSA
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Form 5471 (Rev. 12-2012) Page 3
Income, War Profits, and Excess Profits Taxes Paid or Accrued (see instructions)
Amount of tax
@
Name of country or U.S. possession (b) ©) (d)
In foreign currency Conversion rate In U.S. dollars

1| US.

2

3

4

5

6

7

IR T »

S EOlENE Balance Sheet

Important: Report all amounts in U.S. dollars prepared and translated in accordance with U.S. GAAP. See instructions
for an exception for DASTM corporations.

(@) (b)
Assets Beginning of annual End of annual
accounting period accounting period
T 1 62, 957, 175. 64, 259, 379.
2a Trade notes and accountsreceivable , |, . . . . . v & v ottt e e e e e e e e 2a 150, 004.
b Less allowance forbad debls , . . . .\ . v i u e e 2b |( )( )
3 Inventories | . L L L L L L e e e e e e e e e e e e e e e e e e e e 3
4 Other current assets (attach statement), , . ., . . . . ATTAC"“VENT 3 e 4 10, 674, 258. 4, 202, 467.
5 Loans to shareholders and other related persons | . . . . . . . v v v 4 v o v o v o 5
6 Investment in subsidiaries (attach statement), . . . . . . . . . . . st .t e . e e . 6
7  Other investments (attach statement), , . . . . . . . . . . . . . & o v i v v v .. 7
8a Buildings and other depreciable assets , . . . . . . . . . . & v i 4 o 4 e e e 8a
b Less accumulated depreciation . . . . . .. .. u. i e e e 8b |( ) )
9a Depletableassets . . . . . . . .. . i e e e 9a
b Less accumulated depletion , . . . . . ... i i e e e 9b |( ) )
10 Land (netof anyamortization) . . . . . . . . .. ... ... e 10
11  Intangible assets:
a Goodwill |, L L L e e e e e e e e e e e e e e e 1la
b Organizationcosts . . . . . . ... i i ittt e e e e 11b
¢ Patents, trademarks, and other intangibleassets , . . . .. .. ... ...« .. 1lc
d Less accumulated amortization for lines 11a,b,andc, , . . . . . . . . v v v v v . . 11d ( )( )
12  Other assets (attach statement) . . . . . . . . . . i v i i v v v i e e e mee e e 12
13 TOtal@SSeS . & v v v v o 4t e e e e e e e e e e e e e e e e e 13 73,631, 433. 68, 611, 850.
Liabilities and Shareholders' Equity
14 Accountspayable, . . . . . . . ... ... e e e e e e e 14 52, 001. 105, 243.
15 Other current liabilities (attach statement) |, . . . . . . . . ¢ & v & v o v o e e e 15
16 Loans from shareholders and otherrelatedpersons , ., . . . . . . « . « v & & v « o« . 16
17  Other liabilities (attach statement) . . . . . . . . . . ATTACHVENT . 4. . . .| 17 37, 639, 550. 30, 078, 358.
18  Capital stock:
a Preferredstock , . . . . . . ... ... e e e e e e e 18a
b Commonstock | . . . . ... e e 18b 120, 000. 120, 000.
19  Paid-in or capital surplus (attach reconciliation) , . , . ATTACHNENT 5 e .. .19 11, 788, 063. 11, 788, 063.
20 Retainedearnings. . . . . . . . ... i i e e e e e e e e e e e e 20 24, 031, 821. 26, 370, 185.
21 Lesscostoftreastry Stock, . . . v i i i e e 21 |( I )
22 Total liabilities and shareholders' equity . . . . v v v v v @ v v e e e e e e e e e 22 73,631, 435. 68, 461, 849.

Form 5471 (Rev. 12-2012)
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Form 5471 (Rev. 12-2012)

Y CollsYel Other Information

1

8

foreign taxes that were previously suspended under section 909 as no longer suspended? . . . « v v v 0 v 0 4. .
m Current Earnings and Profits (see instructions)

During the tax year, did the foreign corporation own at least a 10% interest, directly or indirectly, in any foreign

partnership? . v v & v v i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e s

If "Yes," see the instructions for required statement.

During the tax year, did the foreign corporation own an interestinanytrust? . . . . . . . . . . . o v 0 v o0 oL

During the tax year, did the foreign corporation own any foreign entities that were disregarded as entities separate

from their owners under Regulations sections 301.7701-2 and 301.7701-3 (see instructions)? . . . . . . . . . . .

If "Yes," you are generally required to attach Form 8858 for each entity (see instructions).

During the course of the tax year, did the foreign corporation become a participant in any cost sharing arrangement?. . . . . . . . B

During the tax year, did the foreign corporation participate in any reportable transaction as defined in Regulations

£ Y= o3 € To o T I 10 i

If "Yes," attach Form(s) 8886 if required by Regulations section 1.6011-4(c)(i)(G).
During the tax year, did the foreign corporation pay or accrue any foreign tax that was disqualified for credit under

Section 901(M)? v v v v 4 v bt e e e e e e e e e e e e e e e e e e e e aa e e e e e e

During the tax year, did the foreign corporation pay or accrue foreign taxes to which section 909 applies, or treat

Yes

....... []

0
o
M RN K R K [

[]
< ]

Important: Enter the amounts on lines 1 through 5c in functional currency.

1

SIEL IR Summary of Shareholder's Income From Foreign Corporation (see instructions)

w
oOQ ™ 0 o O T Q@

a Current earnings and profits (line 1 plus line 3 minus line 4)

Current year net income or (loss) per foreign books of account 1

2, 338, 365.

Net adjustments made to line 1 to
determine current earnings and profits Net Net

according to U.S. financial and tax Additions Subtractions
accounting standards (see instructions):

Capital gains or losses

Depreciation and amortization

Depletion

Investment or incentive allowance

Charges to statutory reserves

Inventory adjustments

Taxes . . . v i e e e e e

Other (attach statement) ATCH 6 7, 603, 094. 5, 624, 995.

Total net additions 7, 603, 094.

.......................... 5, 624, 995.

5a

4, 316, 464.

DASTM gain or (loss) for foreign corporations that use DASTM (see instructions) 5b

Combine lines 5a and 5b 5c

4, 316, 464.

Current earnings and profits in U.S. dollars (line 5c translated at the appropriate exchange rate as

defined in section 989(b) and the related regulations (see instructions)) 5d

Enter exchange rate used for line 5d p

If item D on page 1 is completed, a separate Schedule | must be filed for each Category 4 or 5 filer for whom reporting is furnished on this Form 5471.
This Schedule | is being completed for:

Name of U.S. shareholder p THE STAMFORD HOSPI TAL

Identifying number p 06- 0646917

1

A W N

0 N o O

Subpart F income (line 38b, Worksheet Ainthe instructions), . . . . . . & & v o v & v o v e e e e e e e 1
Earnings invested in U.S. property (line 17, Worksheet B in the instructions), . . . . . . . . + & + & « « « . 2
Previously excluded subpart F income withdrawn from qualified investments (line 6b, Worksheet C in the instructions) 3

Previously excluded export trade income withdrawn from investment in export trade assets (line 7b,

Worksheet D in theinstructions) . , . . . . . . . . . i i ittt e e e s 4
Factoringincome . . . . . . . . i i i e e e e e e e e e e e e 5
Total of lines 1 through 5. Enter here and on your income tax return. See instructions _ , , ., . ., ... ... 6
Dividends received (translated at spot rate on payment date under section 989(b)(1)) 7
Exchange gain or (loss) on a distribution of previously taxed income . . . . . . .. 8

e Was any income of the foreign corporation blocked?
o Did any such income become unblocked during the tax year (see section 964(b))?

If the answer to either question is "Yes," attach an explanation.

JSA

2X1663 2.000
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SCHEDULE J
(Form 5471)
(Rev. December 2012)

Department of the Treasury
Internal Revenue Service

"PUBLIC INSPECTION COPY"
06- 0646917

Accumulated Earnings and Profits (E&P)
of Controlled Foreign Corporation

p Attach to Form 5471.

» Information about Schedule J (Form 5471) and its instructions is at www.irs.gov/form5471.

OMB No. 1545-0704

Name of person filing Form 5471

Identifying number

THE STAMFORD HOSPI TAL 06- 0646917
Name of foreign corporation EIN (if any) Reference ID number (see instructions)
HEALTHSTAR | NDEVMNI TY COMPANY, LTD FOREI GN HEALTHSTAR

Important: Enter amounts in
functional currency.

(@) Post-1986
Undistributed Earnings
(post-86 section
959(c)(3) balance)

(b) Pre-1987 E&P
Not Previously Taxed

(c) Previously Taxed E&P (see instructions)
(sections 959(c)(1) and (2) balances)

(pre-87 section
959(c)(3) balance)

(i) Earnings Invested
in U.S. Property

(i) Earnings Invested
in Excess Passive
Assets

(iii) Subpart F Income

(d) Total Section
964(a) E&P
(combine columns
(a), (b), and (c))

1 Balance at beginning of year

9, 286, 303.

9, 286, 303.

2a Current year E&P

4,316, 464.

b Current year deficit in E&P

3 Total current and accumulated
E&P not previously taxed (line 1
plus line 2a or line 1 minus line 2b)

13, 602, 767.

4 Amounts included under section 951(a)
or reclassified under section 959(c) in
current year

5a Actual distributions or
reclassifications of
previously taxed E&P

b Actual distributions of
nonpreviously taxed E&P

6a Balance of previously taxed
E&P at end of year (line 1 plus
line 4, minus line 5a)

b Balance of E&P not previously
taxed at end of year (line 3
minus line 4, minus line 5b)

13, 602, 767.

7  Balance at end of year. (Enter
amount from line 6a or line 6b,
whichever is applicable.)

13, 602, 767.

13, 602, 767.

For Paperwork Reduction Act Notice, see the Instructions for Form 5471.

JSA
2X1665 2.000

509980 1274
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SCHEDULE M
(Form 5471)
(Rev. December 2012)

Department of the Treasury
Internal Revenue Service

Transactions Between Controlled Foreign Corporation
and Shareholders or Other Related Persons

P Information about Schedule M (Form 5471) and its instructions is at www.irs.gov/form5471.
P> Attach to Form 5471.

OMB No. 1545-0704

Name of person filing Form 5471 Identifying number

THE STAMFORD HOSPI TAL 06- 0646917

Name of foreign corporation EIN (if any) Reference ID number (see instructions)
HEALTHSTAR | NDEMNI TY COVPANY, LTD FOREI GN HEALTHSTAR

Important: Complete a separate Schedule M for each controlled foreign corporation. Enter the totals for each type of transaction that occurred during
the annual accounting period between the foreign corporation and the persons listed in columns (b) through (f). All amounts must be stated in U.S.
dollars translated from functional currency at the average exchange rate for the foreign corporation's tax year. See instructions.

Enter the relevant functional currency and the exchange rate used throughout this schedule P USD

(a) Transactions
of
foreign corporation

(b) U.S. person
filing this return

(c) Any domestic
corporation or
partnership controlled
by U.S. person filing
this return

(d) Any other foreign
corporation or
partnership controlled
by U.S. person filing
this return

(e) 10% or more U.S.
shareholder of
controlled foreign
corporation (other than
the U.S. person filing

(f) 10% or more U.S.
shareholder of any
corporation
controlling the
foreign corporation

this return)

1 Sales of stock in trade (inventory)

2 Sales of tangible property other
than stockintrade . ... ..
3 Sales of
(patents, trademarks, etc.) . . .

property  rights

4 Platform contribution transaction
paymentsreceived . . . . ..

5 Cost sharing transaction pay-
mentsreceived . . . ... ..

6 Compensation received for tech-
nical, managerial, engineering,
construction, or like services . .

7 Commissions received., . . . .

8 Rents, royalties, and license
feesreceived . . . . ... ..

9 Dividends received (exclude
deemed distributions under
subpart F and distributions of
previously taxed income). . . .

10 Interestreceived. . . . . . . .

11 Premiums received for insurance
orreinsurance. . . . . . . . .
12 Add lines 1 through 11

13 Purchases of stock in trade (inventory)

14 Purchases of tangible property
other than stock in trade. . . .

15 Purchases of property rights
(patents, trademarks, etc.) . . .

16 Platform contribution transaction
paymentspaid . .......

17 Cost sharing transaction payments paid .

18 Compensation paid for tech-
nical, managerial, engineering,
construction, or like services . .

19 Commissionspaid. . . . . . .

20 Rents, royalties, and license fees paid
21 Dividendspaid .. ... ...
22 Interestpaid ... ......

23 Premiums paid for insurance or reinsurance
24 Add lines 13 through 23, . . .
25 Amounts borrowed (enter the

maximum loan balance during
the year) - see instructions , , ,
26 Amounts loaned (enter the
maximum loan balance during
the year) - see instructions | ,

For Paperwork Reduction Act Notice, see the Instructions for Form 5471.
JSA

2X1664 2.000
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THE STAMFORD HOSPI TAL 06- 0646917
HEALTHSTAR | NDEMNI TY COVPANY, LTD

FORM 5471, PAGE 2 DETAIL

ATTACHVENT 1
SCH C, LINE 8 - OTHER | NCOVE
UNREALI ZED GAI N LOSS ON | NVESTMENTS - 288, 723.
REALI ZED GAI N 350, 247.
TOTAL 61, 524.
ATTACHMENT 2
SCH C, LINE 16 - OTHER DEDUCTI ONS
LOSSES PAI D 6, 565, 517.
CHANCE I N OSLR 433, 655.
CHANCE | N CASE DEVELOPMENT RESERVES -1, 374, 176.
AUDI T FEES 36, 000.
CONSULTI NG FEES 116, 306.
CORPCRTE SECRETARI AL FEES 6, 242.
GOVERNMENT AND | NSURANCE FEES 5, 041.
ADM NI STRATI VE EXPENSES 166.
TRAVEL EXPENSES 38, 909.
BANK CHARGES 682.
CUSTCDY FEES 21, 022.
I NVESTMENT FEES 65, 710.
MANAGEMENT FEES 68, 000.
M SCELLANEQUS 45.
DR. ROSENSTEIN TAI L PREM UM 38, 327.
Rl SK MANAGEMENT SUPPORT 420, 947.
TOTAL 6,442, 393.

509980 1274

ATTACHVENT(S) 1,2
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THE STAMFORD HOSPI TAL
HEALTHSTAR | NDEMNI TY COVPANY, LTD

FORM 5471, PAGE 3 DETAIL

SCH F, LINE 4 - OTHER CURRENT ASSETS

ACCRUED | NVESTMENT | NCOMVE

PREM UMS RECEI VABLE

REI NSURANCE BALANCE RECOVERABLE
RECOVERABLE OSLR RESERVES
PREPAI D EXPENSES

TOTALS

SCH F, LINE 17 - OTHER LI ABI LI TI ES

LOSS PAYABLE

DUE TO PARENT

QUTSTANDI NG LOSS RESERVES
RESERVE FOR MALPRACTI CE | NSURANCE

TOTALS

SCH F, LINE 19 - PAID-IN OR CAP SURPLUS

CONTRI BUTED SURPLUS

TOTALS

509980 1274

06- 0646917
BEG NNI NG ENDI NG
US CURRENCY US CURRENCY
ATTACHMENT 3
71, 087. 60, 204.
166, 666. 150, 004.
9, 837, 237. 3, 989, 294.
557, 976.
41, 292. 2, 965.
10, 674, 258. 4,202, 467.
ATTACHMENT 4
157, 353. 42, 143.
80, 231. 1.
11, 932, 155. 11, 819, 886.
25, 469, 811. 18, 216, 328.
37, 639, 550. 30, 078, 358.
ATTACHMENT 5
11, 788, 063. 11, 788, 063.
11, 788, 063. 11, 788, 063.

ATTACHMVENT(S) 3,4,5
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THE STAMFORD HOSPI TAL 06- 0646917
HEALTHSTAR | NDEMNI TY COVPANY, LTD

ATTACHMENT 6

FORM 5471, PAGE 4 DETAIL
SCH H, LINE 2H - OTHER RECONCI LI NG | TEMS NET ADDI TI ONS NET SUBTRACTS
ACCRUED | NSURANCE RESERVES 5, 624, 995.
DEPCSI T ACCOUNTI NG ADJUSTMENT 7,332, 000.
PRI OR PER ADJ BAL SHEET - | NVESTMENTS EQUI TY 104, 428.
PRI OR PER ADJ BAL SHEET - PREM UM5 RECEIl VABLE 166, 666.

TOTALS 7, 603, 094. 5, 624, 995.

ATTACHVENT 6
509980 1274 PAGE 155





