-~ 990 Return of Organization Exempt From Income Tax CHE e 150041
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)
Department of the Treasury P Do not enter social security numbers on this form as it may be made public. Open to Public
Internal Revenue Service P Information about Form 990 and its instructions is at www.irs.gov/form990. Inspection
A For the 2015 calendar year, or tax year beginning 10/ 01, 2015, and ending 09/ 30, 20 16
C Name of organization D Employer identification number
B cracramiene | DAY K| MBALL HEALTHCARE, | NC. 06- 0646599
[ Adress Doing businessas DAY KI MBALL HOSPI TAL
Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
: Initial return 320 POVFRET STREET (860) 928- 6541
f;?rillr::gs;n/ City or town, state or province, country, and ZIP or foreign postal code
: Amended PUTNAM CT 06260 G Gross receipts $ 124, 415, 822.
L ﬁssg;ﬁ;“’" F Name and address of principal officer: JOSEPH ADI LETTA H(a) Lstléf;irzi?];;zlgp return for Yes No
320 POVFRET STREET PUTNAM CT 06260 H(b) Are all subordinates included? Yes - No
| Taxexemptstatus: | X [501(c)3) | |501c)( ) 4 (nsetno) | [ a947@ytyor | |s27 If "No," attach a list. (see instructions)
J  website: p WAV DAYKI MBALL. ORG H(c) Group exemption number P
K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 1894| M State of legal domicile: CcT

1 Briefly describe the organization's mission or most significant activities: _S_|'_Q:\fr_-_T_E_F\’_|V|_ _(jt__l\l_lzB_Al__ S:_A_R_E_ E@ELI@: ___________
g|  PROVIDING HEALTHCARE NEEDS TO THE NORTHEASTERN CT cowuN TY.
o
I
§ 2 Check this box P |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
3| 3 Number of voting members of the governing body (Part VI, line1a) _ . . . . . . . . . @ v v v v i i e i . 3 17.
ﬁ 4 Number of independent voting members of the governing body (Part VI, line1b) , . . . . . .. ... ... ... 4 13.
;E 5 Total number of individuals employed in calendar year 2015 (Part V, line2a), , . . . . . . . . v v o v v v o .. 5 1, 109.
% 6 Total number of volunteers (estimate if Nnecessary) |, . . . . . . . v v i v v e e e e e e e e e 6 216.
<| 7a Total unrelated business revenue from Part VIII, column (C), ine 12 _ . . . . . . . . . v v o o i 7a 90.

b Net unrelated business taxable income from Form 990-T, iNn€ 34 . . . . v & v v v 4 v & v & « & = « « # = « « » 7b 0.
Prior Year Current Year
o»| 8 Contributions and grants (Part VIll, line 1h) . . . . . . . . . . . .. 3, 314, 937. 4,085, 914.
g 9 Program service revenue (Part VIIL, ine 29) . . . . . . . . . ., 112, 736, 285. 116, 148, 066.
E 10 Investment income (Part VIII, column (A), lines 3,4, and7d), _ . . . . . . . .. ... ... 1,098, 617. 561, 282.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9c, 10c, and 11e), . . . . . . . . . .. -4, 298. 79, 558.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12). . . . . . . 117, 145, 541. 120, 874, 820.
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.
2 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), , , . . . . 62, 561, 210. 56, 984, 218.
g 16 a Professional fundraising fees (Part IX, column (A), linet1e), . . . . . .. ... ... ... 0. 0.
>3 b Total fundraising expenses (Part IX, column (D), line 25) }_____________0_. ______

Y117 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24€) . . . . . . . . . . . . . . .. 53, 033, 938. 54, 771, 864.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) . . . . ... ... 115, 595, 148. 111, 756, 082.
19 Revenue less expenses. Subtractline 18 fromline 12, . . . . . v v v v v i v v v n uw w . 1, 550, 393. 9, 118, 738.

S g Beginning of Current Year End of Year
é% 20 Totalassets (PartX, N 16) . . . . . . . o o o s e, 90, 491, 885. 91, 455, 429.
<3121 Total liabilities (Part X, IN€ 26), . . . . . . . . i 101,117, 744. | 106, 106, 824.
%?_’ 22 Net assets or fund balances. Subtractline 21 fromline20. . . . . . . . v« v & v v v v . -10, 625, 859. - 14, 651, 395.

)
o]
=
—

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 } Signature of officer Date
Here
} Type or print name and title
baid Print/Type preparer's name Preparer's signature Date Check if PTIN
ai
b BRI AN D TODD self-employed P00422601
reparer
Fimsname MBKD, LLP Firm's EIN p>44- 0160260
Use Only
Firm's address P>910 E ST LOU' S #200/ PO BOX 1190 SPRINGFI ELD, MO 65806- 2523 Phoneno. 417 865-8701
May the IRS discuss this return with the preparer shown above? (see instructions) . . . . . . . . . . . . . . . ... X Yes No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2015)
JSA

5E1010 1.000
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DAY KI MBALL HEALTHCARE, | NC.

06- 0646599

Form 990 (2015) Page 2
Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any lineinthisPart Il . . . . .. . ... ... .......... |:|

1 Briefly describe the organization's mission:

THE M SSI ON OF DAY KI MBALL HOSPI TAL |'S TO MEET THE HEALTH NEEDS AND

VEELL- BEI NG OF OUR DI VERSE COVMUNI TY THROUGH OUR CORE VALUES OF

CLI NI CAL QUALITY, CUSTOVER SERVI CE, FI SCAL AND ENVI RONMENTAL

RESPONSI Bl LI TY AND LOCAL CONTROL.
2 Did the organization undertake any significant program services during the year which were not listed on the

prior Form 990 0r 990-EZ2, | . . . ...\ i e e [Jves [XIno

If "Yes," describe these new services on Schedule O.
3 Did the organization cease conducting, or make significant changes in how it conducts, any program

SBIVICES Y L L e e |:| Yes No

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

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

the total expenses, and revenue, if any, for each program service reported.

4a (Code: ) (Expenses $ 08, 333, 952. including grants of $ ) (Revenue $

DAY KI MBALL HOSPI TAL PROVI DES A COVPREHENSI| VE HEALTHCARE SYSTEM

116, 148, 066. )

OFFERI NG PRI MARY CARE AND A MULTI TUDE OF MEDI CAL AND SURG CAL

SPECI ALTI ES ALONG W TH LEADI NG EDGE TECHNOLOGY AND SOPHI STI CATED

DI AGNOSTI CS. OUR SERVI CE AREA | NCLUDES NORTHEAST CONNECTI CUT AS

VELL AS NEARBY MASSACHUSETTS AND RHODE | SLAND COVMUNI Tl ES. DAY

KI MBALL HOSPI TAL' S COMPREHENSI VE NETWORK OFFERS MORE THAN 1, 000

EMPLOYEES | NCLUDI NG MORE THAN 200 HI GHLY- SKI LLED PHYSI Cl ANS,

SURGEONS AND SPECI ALI STS.

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

PHYSI CI AN OFFI CE PROVI DI NG PRI MARY CARE AND QUTPATI ENT VI SITS TO

NORTHEASTERN CONNECTI CUT COVMUNI Tl ES.

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 » 98, 333, 952.
35 190 1.000 Form 990 (2015)
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Form 990 (2015) 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 SChedule A. . . . o o i it s 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,Part . . . . . . . . . i i i i i v it et e e e 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 v v v v e 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,
T 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 I, . . v v v v v o e e e e e e e e e e e e e e e e e e e 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 lll . . . . v v i i it 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 . . . . . . . ... ... ... 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?7 If "Yes,"
complete SChedule D, Part VI . 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 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 16? If "Yes," complete Schedule D, Part IX, . . . . . . . . . . .. @ . i uueueneno. 11d X
e Did the organization report an amount for other liabilities in Part X, line 25?7 If "Yes," complete Schedule D, Part X |11e X
f Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X . . . . . . 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes," complete
Schedule D, Parts XIand Xl . . . 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 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 XI and XII is optional 12b X
13 Is the organization a school described in section 170(b)(1)(A)ii)? If "Yes," complete Schedule E. . . .. ... ... 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . .. ... ... 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes," complete Schedule F,Partsland IV, . . . . ... ... 14b X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes," complete Schedule F,Partslland IV . . . . . . . .. ... ... 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes," complete Schedule F, Partsllland 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 . . . . . . . . . @ i i i i i it ittt e e e e 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VI, line 9a?
If"Yes," complete Schedule G, Part Il . . . . & v v o v i v i e e s e s e e e e e e e e e e e e e 19 X
Form 990 (2015)
JSA
5E1021 1.000
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Form 990 (2015) Page 4
Checklist of Required Schedules (continued)
Yes No
20a Did the organization operate one or more hospital facilities? If "Yes," complete Schedule H, . . . . ... ... .. 20a X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? . _ . . . 20b X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If "Yes," complete Schedule |, Parts land Il, . . . ... ... 21 X
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 2? If "Yes," complete Schedule I, Parts land Ill. . . . . . .. ... ... ..o .... 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 . . . . . . .t i it i i e e e e e e e e e e e e e 23 X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes," answer lines 24b
through 24d and complete Schedule K. If "N0," g0 to iN@ 258 . . . v v v v v v v e v e e e e e e e e e e e e s 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 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), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If "Yes," complete Schedule L, 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 v v i i it i e e e e e e e e e e e e e e e e e e e e 25b X
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If "Yes," 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, Partlil, . . .. .......... 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, PartIlV . . ... .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L, Part IV . . v 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 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,PartIV. . . . . .. .. 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 it e e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
o 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 Il . . v v v v v e v e v e e e e 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 II, Il
OrIV,and Part V, lINE L . . o o v i e i 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, PartV,line2 , . . . . . . .. .. . . ' urne.. 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,
PA WVl . v e e e 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
197 Note. All Form 990 filers are required to complete Schedule O. 38 X
Form 990 (2015)
JSA
5E1030 1.000

4835JT K929 7/20/2017 10:35:00 AM V 15-7.18 95872
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Form 990 (2015) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any lineinthisPartV . .. ... ... ... ......... |:|
Yes | No
la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable. . . .. ... .. la 100
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable. . . . ... .. 1b 0.
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prizewinners? . . . ... ... ... ... ..... e e e 1c X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return . | 2a 1,109
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 theyear? . ... ... ... 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No" to line 3b, provide an explanation in Schedule O, . . .. ... 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
=Yoo o101 4a X
b If “Yes,” enter the name of the foreign country: »
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts
(FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear?. . . . . .. .. Sa X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
c If "Yes" to line 5a or 5b, did the organization file Form 8886-T2. . . . . . . . . . . . . . . i 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 tax deductible? . . . . v o i i e e 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 e e e e e e e e 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
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOrM 82827 . . & .t i i 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 e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear . . . . . . . .. ... oo | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7€ 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. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time duringtheyear?. . . .. ... ... ...... 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section4966?. . . . . . .. .. ... .. .. 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person?. . . . . . . . .. 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIIl, 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 v oo oL s n e n e lia
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due orreceived fromthem.). . . . . . . . . .o o L o0 oo e e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? [12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year. . . . . . 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a |s the organization licensed to issue qualified health plans in morethanonestate?. . . . . .. .. ... .. .. .. 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
¢ Enterthe amountofreservesonhand. . . .« v v v v v v v v i et 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
S8 40 1.000 Form 990 (2015)
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Form 990 (2015) DAY KI MBALL HEALTHCARE, | NC. 06- 0646599 Page 6

Part VI Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No"
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.

Check if Schedule O contains a response or note to any lineinthisPartVl . . . . . . .. .o v v v oo v oo v u
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 . . . . . la 17
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 13
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? . . . . . . . . i i i i e e s 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 i o L e e s 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 i h e e 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? . . . . . . . . . . v o v it i o L i n 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 v v v vt i e e e e e e e e e e e e e e e e e e e ga | X
b Each committee with authority to act on behalf of the governingbody? . . . ... ... ... .. ... .. ... 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses in Schedule O, , . .. ... ... 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? . . . . . .. ... .. ... o000 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . . 10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . 11a| X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If "No," gotoline13 . . .. .. ... .. .. ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
HSE 10 CONMICES? & v v v v ot 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 12b| X
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule O oW thiSWas done .+ « « v v v v v v e i e e e e e e e e e e e e e e ettt 12¢| X
13 Did the organization have a written whistleblower policy?. . . . . . . . . v o v o v i h e s 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 management official . . . . . . .. .. ... . 00000 15a| X
b Other officers or key employees of the organization . . . . . . . . . . . it it 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? . . « .« v v v v it e e e e e e 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? . . . . . . ... ... ...t 16b

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed »

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, address, and telephone number of the person who possesses the organization's books and records: p
PAUL A BEAUDOI N 320 POVFRET STREET PUTNAM CT 06260 60- 928- 6541

JSA Form 990 (2015)
5E1042 1.000
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Form 990 (2015) DAY KI MBALL HEALTHCARE, | NC. 06- 0646599 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any lineinthisPartVIl. . ... .................
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 (list any| officer and a director/trustee) from related other
hoursfor [ o s[ s o] x|e | = the organizations compensation
related |2 S| 2| 3 g 2& S organization (W-2/1099-MISC) from the
organizations| 32 | £ & | 3|2 & | & | (W-2/1099-MISC) organization
below dotted| S 2 % 2|83 and related
line) g 5 E ;D organizations
_(WATTY. WLLIAMST. ONGE | _1.00
VI CE CHAI RVAN 1.00| X X 0 0 0
_(2GARFIELD DANENHOMER MD_ | _1.00
DI RECTOR 0 X 0 0 0
_(HADL BOZORGWANESH | _1.00
DI RECTOR 0 X 0 0 0
_@IACK BURKE ] _1.00
DI RECTOR 0 X 0 0 0
_(EIANCE THRLONV | _1.00
TREASURER 0 X X 0 0 0
_(@MCHAEL BAUM MWO__ | _1.00
DI RECTOR 40.00| X 13, 200. 318, 022. 21, 816.
_(nJOSEPH ALESSANDRO,_ DO | _1.00
DI RECTOR 2.00| X 45, 885. 6, 000. 0.
_(®JOSEPH BOTTA MO | 1.00
ASST TREASURER/ ASST SECRETARY 0 X X 0 0 0
_(QKARENCAE | _1.00
SECRETARY 0.] X X 0. 0. 0.
(1)ROBERT E. SMANIK,_ FACHE | 40.00
PRESI DENT & CEO 2.00| X X 444, 364. 0 15, 701
(@DKEVIN JOHNSTON | _1.00
DI RECTOR 0 X 0 0 0
(12)SHAWN MONERNEY | _1.00
DI RECTOR 1.00| X 0 0 0
(13)STEVEN SCHIMMEL, MO | _1.00
DI RECTOR 0.] X 0. 0. 0.
(AHWLLIAM JOANSON, MO | 1.00
PRESI DENT/ MEDI CAL STAFF 40.00| X X 23, 760. 236, 896. 20, 950.
JSA Form 990 (2015)
5E1041 1.000
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DAY KI MBALL HEALTHCARE,

I NC.

06- 0646599

Form 990 (2015) 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 219183 |2| organization | (W-2/1099-MISC) from the
organizations 5 £ E E g :é—, § g (W-2/1099-MISC) organization
below dotted | & & | & s|laz|” and related
line) g g § % ® g organizations
15) JOSEPH ADILETTA | 1 1. 00
CHAI RVAN 1.00| X X 0. 0. 0.
16) MARK SHAMBER | 1 1. 00
DI RECTOR 0.| X 0. 0. 0.
17) JEFFREY PAL | ] 1. 00
DI RECTOR 0.| X 0. 0. 0.
18) DONALD ST. ONGE | 40.00]
COO' CNO ENDI NG 02/ 16 0. X 199, 853. 0. 21, 279.
19) JOWNOKEEFE | 40.00]
VP OF PATI ENT CARE SERVI CES 0. X 151, 223. 0. 4,727.
20) JoiNGRAHAM | 40.00]
VP MEDI CAL AFFAI RS/ CMO 0. X 284, 418. 0. 8, 307.
21) SARAH JANEDE ASIS | 40.00]
MENTAL HEALTH PHYSI CI AN 0. X 297, 661. 0. 15, 018.
22) ROWALD COBEIL | 40.00]
PHYSI CI AN 0. X 244, 129. 0. 13, 894.
23) GREGCRY HARWBIN | 40.00]
DI RECTOR OF FACI LI TI ES 0. X 137, 392. 0. 18, 877.
24) PATROA MIAUGLIN | 40.00]
CLI NI CAL COORDI NATOR 0. X 143, 952. 0. 5, 503.
25) JONMDICA | 40.00]
I CU PHYSI CI AN 0 X 226, 940. 0. 17, 631.
1b Sub-total | e > 927, 209. 060, 918. 28, 467.
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2 1, 685, 568. 0. 105, 236.
d Total (add lines 1b and 1C) « « « « = v v v v v v v v e e e e e e e e e e »| 2,212,777. 560, 918. 163, 703.
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 » 54
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 . & . h et 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 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 (B) ©
Name and business address Description of services Compensation
DOANES CONSTRUCTI ON CO, LLC NEW BRI TAIN, CT 06050 CONSTRUCTI ON SVCS 2,537, 125.
EASTERN CT HEMA AND ONCOLOGY NORW CH, CT 06360 ONCOLOGY SVCS 779, 208.
ORTHOPEDI C ASSCC OF W NDHAM PUTNAM CT 06260 PHYSI CI AN SERVI CES 655, 026.
HOUSTON HARBAUGH, ATTY AT LAW PI TTSBURGH, PA 15222 LEGAL SERVI CES 398, 405.
GLAZI ER ASSOCI ATES GLASTONBURY, CT 06033 FI NANCI AL CONSULTI NG 268, 980.

2 Total number of independent contractors (including but not limited to those

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

11

listed above) who received

JSA

5E1055 1.000
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Form 990 (2015) DAY Kl MBALL HEALTHCARE, | NC. 06- 0646599 Page 9
UMl Statement of Revenue
Check if Schedule O contains aresponse or note to anylineinthisPart VI, . . ... ... ... .. . 00000, |:|
(GY) (C)] © (D)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512-514

n n . l
% 2| la Federated campaigns - . . . . . . . a
> .
52| b Membershipdues. .. ....... 1b
a< ¢ Fundraisingevents . . . ... ... ic 149, 680.
oS d Related organizations . . . . . . .. 1d
5 E _
25 e Government grants (contributions) . . | 1e 2, 305, 404.
o
g o f Al other contributions, gifts, grants,
<
@ o and similar amounts not included above . |_1f 1, 630, 830.
ég g Noncash contributions included in lines 1a-1f: $
] h_ Total. Addlines 1a-1f « « v« v o o o 4 it i a .. > 4,085,914,
% Business Code
% 2a PATI ENT SERVI CE REVENUE 621110 111, 096, 462. 111, 096, 462.
% b CAFETERI A 722514 625, 846. 625, 846.
(;J ¢ PHARMVACY 446110 32, 730. 32, 730.
% d AFFI LI ATED ORGANI ZATI ON RENT 900099 344, 105. 344, 105.
% e OTHER 900099 4, 048, 923. 4, 048, 923.
e f  All other program service revenue . . . . .
a g Total. Addlines2a-2f . + v« v i i i i e e > 116, 148, 066.
3 Investment income  (including  dividends, interest,
and other similaramounts). . . . . . . . ... 0L > 513, 460. 513, 460.
4 Income from investment of tax-exempt bond proceeds . > 0.
5 Royalties . . .« v v v v v e e e e e e e e e e e e e e > 0.
(i) Real (ii) Personal
6a Grossrents « .+« v 24 275, 711.
Less: rental expenses . . . 173, 214.
¢ Rental income or (loss) 102, 497.
d Netrentalincomeor (Ioss). « = « & v & v v v v 4 v 0 v > 102, 497. 102, 497.
7a  Gross amount from sales of (i) Securities (ii) Other
assets other than inventory 3, 345, 581. 5, 750.
b Less: cost or other basis
and sales expenses . . . . 3,233, 282. 70, 227.
c Gainor(loss) + + + + + + » 112, 299. -64,477.
d Netgainor(loss) « v v v v v s v v v v a v v v 0 0 0 o > 47, 822. 47, 822.
o | 8a Gross income from fundraising
35
S events (not including $ 149, 680.
>
& of contributions reported on line 1c).
by See Part IV, line18 . . . . . . . . ... a 41, 250
<
5 Less: directexpenses . « + + v v . 0 .. b 64, 279.
Net income or (loss) from fundraising events. . . . . . . > - 23, 029. - 23, 029.
9a Gross income from gaming activities.
SeePartIV,line19 , , . ... ..... a
Less: directexpenses . + -+ . 4 0 4. 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 | NVESTMENT | N PARTNERSHI P 900099 90. 90.
b
c
d Allotherrevenue « . . v v ¢ v v v o 4.
e Total. Addlines 11a-11d + « = ¢« v v v v v v v v w u s > 90.
12 Total revenue. Seeinstructions. . . « « « « v + 4+ 4 . . » 120, 874, 820. 116, 148, 066. 90. 640, 750.
JSA
521051 1.000 Form 990 (2015)
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Form 990 (2015)
REVENE Statement of Functional Expenses

DAY KI MBALL HEALTHCARE,

I NC.

06- 0646599

Page 10

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

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

Do not include amounts reported on lines 6b, 7b, Total eﬁpenses Progra(nB1)service Managt(e%)ent and Func(llrja)ising
8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line21 . . . . 0.
2 Grants and other assistance to domestic
individuals. See Part IV, line22 . . . . . ... . 0.
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15and 16 , | | , . 0.
4 Benefits paid toor formembers , , . . .. ... 0.
5 Compensation of current officers, directors,
trustees, and key employees , . . .. ... .. 1,212, 986. 320, 508. 892, 478.
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 Othersalariesandwages | . . . . ... .... 42,641, 838. 36, 935, 799. 5, 706, 039.
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 2, 350, 003. 2, 006, 022. 343, 981.
9 Other employeebenefits . . . . . . . . . . .. 7,330, 779. 6,242, 935. 1, 087, 844.
10 Payrolltaxes . « « = v v v o i wh a0 3,448, 612. 2, 931, 320. 517, 292.
11 Fees for services (non-employees):
a Management ., .. ....... 0.
blegal . .......... ... 498, 093. 498, 093.
cAccounting . . ... ... ... ... ..., 122, 505. 122, 505.
dLobbying . .. ... ... 20, 807. 20, 807.
e Professional fundraising services. See Part IV, line 17, 0.
f Investment managementfees , ., ., ... ... 113, 065. 113, 065.
g Other. (if line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O.)s + = & & » 8' 932’ 182 7’ 610' 041 1’ 322’ 141
12 Advertising and promotion _, , . . . ... ... 233, 316. 198, 319. 34, 997.
13 OffiCe eXpenses . . v v v v v v v v v v e 4,962, 424. 4,217, 862. 744, 562.
14 Information technology. . . . . ... ... .. 2,793, 162. 2,374, 188. 418, 974.
15 Royalties, , . . . ... i v v i 0.
16 OCCUPANGY . . v o o s e e 1, 445, 064. 1, 228, 304. 216, 760.
17 Travel | . . . . e e 268, 002. 227, 802. 40, 200.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings , . ., . 0.
20 Interest . . . .. ... ... .00 ... 1, 768, 386. 1, 768, 386.
21 Payments to affiliates. . . . ... .. .. ... 0.
22 Depreciation, depletion, and amortization , , _ , 5,627, 130. 4, 783, 060. 844, 070.
23 INSUFANCE . . . o v e e e e 1, 093, 983. 929, 886. 164, 097.
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.)
aMEDI CAL_SUPPLI ES & DRUGS 14, 765, 483. 14, 765, 483.
pPROVIDER TAX 6, 439, 735. 6, 439, 735.
.BADDEBT 3, 460, 363. 3, 460, 363.
JREPAI RS & MAI NTENANCE 1, 751, 107. 1, 488, 441. 262, 666.
e All other expenses _________________ 477,057, 405, 498. 71, 559.
25 Total functional expenses. Add lines 1 through 24e 111, 756, 082. 98, 333, 952. 13, 422, 130.
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.
éi’?osz 1000 Form 990 (2015)
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Form 990 (2015) Page 11
EP@ Balance Sheet
Check if Schedule O contains a response or note to anylineinthisPart X. . . . . ... ... ... ....... |
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing | . . . . . . . ... ... .. 124,719.| 1 368, 085.
2 Savings and temporary cashinvestments_ . . . . . . ... ... ... ... 7,613,094.| 2 12, 540, 121.
3 Pledges and grants receivable, net _ . . . . .. ... ... ... ... ... 237,961.| 3 101, 793.
4 Accounts receivable,net 10, 634, 409.| 4 9, 475, 141.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L | _ . . . . . . . .. . ... ... ... ... . 0.| 5 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.
‘sn‘.) 7 Notes and loans receivable,net . . . . . . .. . ... ... ... ... ... 0.| 7 0.
2| 8 |Inventoriesforsaleoruse ..., ... ... . ... ..., 2,081, 986.| 8 2,506, 483.
9 Prepaid expenses and deferredcharges . . . ... ... ... ... .... 320, 783.| 9 274, 621.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 125, 546, 675.
b Less: accumulated depreciation. . . . . . . . .. 10b 78, 548, 855. 49, 078, 740. |10c 46, 997, 820.
11  Investments - publicly traded securities |, , . . . . .. .. ..ttt 2,596, 898. | 11 2,799, 039.
12 Investments - other securities. See Part IV, line 11, , . . . ... ....... 13, 708, 017. | 12 13, 854, 248.
13 Investments - program-related. See Part IV, line 11 _ . . . . . . ... ... 0.] 13 0.
14 Intangibleassets. . . . . ... ... ... ... 0.]14 0.
15 Otherassets. See Part IV, line 11 | . . . . . . . . . i, 4, 095, 278. | 15 2, 538, 078.
16  Total assets. Add lines 1 through 15 (must equalline 34) . . ... .. ... 90, 491, 885. | 16 91, 455, 429.
17 Accounts payable and accrued expenses . . . . . . . . . . . st .. 16, 939, 444. | 17 17, 243, 062.
18 Grantspayable, . ., . . . .. ... ... e 0.]18 0.
19 Deferredrevenue | | . .. ... ... ... 0.]19 0.
20 Tax-exempt bond liabilities . . . . . . . . . . . . . 28, 755, 000. | 20 27, 705, 000.
21 Escrow or custodial account liability. Complete Part IV of Schedule D _ | | . 0.] 21 0.
@ 22 Loans and other payables to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
3 disqualified persons. Complete Part Il of Schedule L , , _ . . . ... ... .. 0.| 22 0.
—123  Secured mortgages and notes payable to unrelated third parties . _ . . . . . 1,604, 777.| 23 1, 289, 720.
24  Unsecured notes and loans payable to unrelated third parties, | . . . . . . . 183,584.| 24 370, 851.
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 . . . . . . . e e 53, 634, 939. | 25 59, 498, 191.
26 Total liabilities. Add lines 17 through 25, . . . . . . . v v v v v i e e v 101, 117, 744.| 26 106, 106, 824.
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 _ . .. -17,585, 755. | 27 -21, 133, 489.
&128 Temporarily restricted netassets . . ... ... ... ... 2,893, 106. | 28 2, 306, 160.
T|29 Permanently restrictednetassets. . . .. ... ... ... . .. ... ... 4,066, 790.| 29 4,175, 934.
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 equipmentfund == | 31
f 32 Retained earnings, endowment, accumulated income, or other funds = = | 32
Z(33 Total net assets or fund balances _ -10, 625, 859. | 33 - 14, 651, 395.
34 Total liabilities and net assets/fund balances, . . . ... ... ... .. ... 90, 491, 885. | 34 91, 455, 429.
Form 990 (2015)
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Form 990 (2015) Page 12
Reconciliation of Net Assets

Check if Schedule O contains a response or note to anylineinthisPart Xl . ..................

1 Total revenue (must equal Part VIII, column (A), line 12) . . . . . . . . . . 1 120, 874, 820.

2 Total expenses (must equal Part IX, column (A), iNe 25) . . . . . . . . . 2 111, 756, 082.

3 Revenue less expenses. Subtract line 2 from line 1 | _ . . . . . . . . ... 3 9, 118, 738.

4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . . . . 4 -10, 625, 859.

5 Net unrealized gains (losses) oninvestments _ . . . . . . . . . . . ..., 5 458, 822.

6 Donated services and use of facilities | | , . . . . . . . .. L. 6 0.

7 INVESIMeNt EXPENSES . . . . . . . . 7 0.

8 Prior period adjustments | . . . . . . .. .. 8 0.

9 Other changes in net assets or fund balances (explain in Schedule O) . . . . . .. ... ... ... 9 -13, 603, 096.

10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line

33, C0UMN (B) o o v o v v v v e e et e e 10 - 14, 651, 395.

WPl Financial Statements and Reporting
Check if Schedule O contains a response or note to any line in this Part XII

Yes | No
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
c If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337 . . . & o v i v i i e e e e s e s e s e e s s e 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 | X
Form 990 (2015)
JSA
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SCHEDULE A Public Charity Status and Public Support | oM No. 1545-0047

(Form 990 or 990-EZ) Complete if the organization is a section 501(c)(3) organization or a section 2@1 5
4947(a)(1) nonexempt charitable trust.

Department of the Treasury P Attach to Form 990 or Form 990-EZ. Open to I_3ublic

Internal Revenue Service P Information about Schedule A (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer identification number

DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

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 (Form 990 or 990-EZ).)
A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).
- A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the
hospital's name, city, and state:
5 |:| 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.)
6 B 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.)
8 B A community trust described in section 170(b)(1)(A)(vi). (Complete Part II.)
9 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 1ll.)

10 An organization organized and operated exclusively to test for public safety. See section 509(a)(4).
11 An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of

one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check

the box in lines 11a through 11d that describes the type of supporting organization and complete lines 11e, 11f, and 11g.
a |:| Type I. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving
the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting
organization. You must complete Part IV, Sections A and B.
Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having
control or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.
c Type Il functionally integrated. A supporting organization operated in connection with, and functionally integrated with,

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

o

d Type lll non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.

e Check this box if the organization received a written determination from the IRS that it is a Type |, Type Il, Type llI
functionally integrated, or Type lll non-functionally integrated supporting organization.

f Enter the number of supported organizations ., . . . . . . . . @ i it i e e e e e e e e e |:|

g Provide the following information about the supported organization(s).

(i) Name of supported organization (i) EIN (iii) Type of organization | (iv) Is the organization | (v) Amount of monetary (vi) Amount of
(described on lines 1-9  |listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)
Yes No

(A)

(B

©

(D)

B

Total

For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2015

Form 990 or 990-EZ.



DAY Kl MBALL HEALTHCARE, | NC. 06- 0646599
Schedule A (Form 990 or 990-EZ) 2015 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 Ill.)
Section A. Public Support
Calendar year (or fiscal year beginning in) » (a) 2011 (b) 2012 (c) 2013 (d) 2014 (e) 2015 (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 on its behalf _ , . , . . .

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

4  Total. Add lines 1 through 3, . , . . ..

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) » (a) 2011 (b) 2012 (c) 2013 (d) 2014 (e) 2015 (f) Total
7 Amounts fromlne4 ... .......

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

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

10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartVL) _ . . . . ... ...

11 Total support. Add lines 7 through 10 _

12  Gross receipts from related activities, etc. (see instructions) | . . . . . . . . . e 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 thisboxandstop here . . . . . v v v v i 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 e e e e » I:I
Section C. Computation of Public Support Percentage
14  Public support percentage for 2015 (line 6, column (f) divided by line 11, column (f)) . .. ... .. 14 %
15 Public support percentage from 2014 Schedule A, PartIl,line14 ., . . . . .. .. ... . ... ... 15 %
16a 331/3% support test - 2015. 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 . . ... ... .......... >
b 331/3% support test - 2014. 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. . . .. ... .. .. ... > |:|

17a 10%-facts-and-circumstances test - 2015. 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 VI how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
OrgaNIZAtION . L . . . . L L i e e e e e e e e e e e e e » [ ]

b 10%-facts-and-circumstances test - 2014. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line

15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.

Explain in Part VI how the organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly

SUPPOIted Organization . . . . . . o 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 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
INSTUCHIONS . L .ttt 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 » [ ]

Schedule A (Form 990 or 990-EZ) 2015
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Schedule A (Form 990 or 990-EZ) 2015 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part II.)
Section A. Public Support
Calendar year (or fiscal year beginning in) P (a) 2011 (b) 2012 (c) 2013 (d) 2014 (e) 2015 (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. . . .+ v . ...
8 Public support. (Subtract line 7c from

liNEBG.) v v v v v v i e i v e e e e
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2011 (b) 2012 (c) 2013 (d) 2014 (e) 2015 (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 = = = = = = &«

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 aw o w o=

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

13 Total support. (Add lines 9, 10c, 11,

and12) . L.

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. . . . . . & 0 0 v 0 i i v i i i it e i e e e e e e e e e e e e e e a e e »

Section C. Computation of Public Support Percentage

15  Public support percentage for 2015 (line 8, column (f) divided by line 13, column (f)) . . . . . . . . ... 15 %

16 Public support percentage from 2014 Schedule A, Partlll, line15. . . . . . . . v o v v v v i v v v 0w w v s 16 %

Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2015 (line 10c, column (f) divided by line 13, column (f)) , . . . . ... .. 17 %

18 Investment income percentage from 2014 Schedule A, Partlll, line17 . . . . . . . . . . . v v v v+ .. 18 %

19a 331/3% support tests - 2015. 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 - 2014. 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 Schedule A (Form 990 or 990-EZ) 2015
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DAY Kl MBALL HEALTHCARE, | NC. 06- 0646599
Schedule A (Form 990 or 990-EZ) 2015 Page 4
Supporting Organizations
(Complete only if you checked a boxin line 11 of Part I. If you checked 11a of Part |, complete Sections A
and B. If you checked 11b of Part |, complete Sections A and C. If you checked 11c of Part I, complete
Sections A, D, and E. If you checked 11d of Part I, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes| No

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

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

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

b Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? If "Yes," describe in Part VI when and how the
organization made the determination. 3b

¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B)
purposes? If "Yes," explain in Part VI what controls the organization put in place to ensure such use. 3c

4a Was any supported organization not organized in the United States ("foreign supported organization")? If
"Yes," and if you checked 11a or 11b in Part I, answer (b) and (c) below. 4a

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? If "Yes," describe in Part VI how the organization had such control and discretion
despite being controlled or supervised by or in connection with its supported organizations. 4b

¢ Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c)(3) and 509(a)(1) or (2)? If "Yes," explain in Part VI what controls the organization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes. 4c

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

b Type | or Type Il only. Was any added or substituted supported organization part of a class already
designated in the organization's organizing document? 5b

¢ Substitutions only. Was the substitution the result of an event beyond the organization's control? 5¢C

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

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

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 7?
If "Yes," complete Part | of Schedule L (Form 990 or 990-EZ). 8

9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in section 4946 (other than foundation managers and organizations described

in section 509(a)(1) or (2))? If "Yes," provide detail in Part VI. 9a

b Did one or more disqualified persons (as defined in line 9a) hold a controlling interest in any entity in which
the supporting organization had an interest? If "Yes," provide detail in Part VI. 9b

¢ Did a disqualified person (as defined in line 9a) have an ownership interest in, or derive any personal benefit
from, assets in which the supporting organization also had an interest? If "Yes," provide detail in Part VI. 9c

10a Was the organization subject to the excess business holdings rules of section 4943 because of section
4943(f) (regarding certain Type Il supporting organizations, and all Type Il non-functionally integrated
supporting organizations)? If "Yes," answer 10b below. 10a

b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings.) 10b

JSA Schedule A (Form 990 or 990-EZ) 2015
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Schedule A (Form 990 or 990-EZ) 2015 Page 5
Supporting Organizations (continued)

Yes| No
11  Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in (b) and (c)
below, the governing body of a supported organization? lla
b A family member of a person described in (a) above? 11b
¢ A 35% controlled entity of a person described in (a) or (b) above? If “Yes” to a, b, or ¢, provide detail in Part VI. 1lic
Section B. Type | Supporting Organizations
Yes| No
1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization’s directors or trustees at all times during the
tax year? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization’s activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1
2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If "Yes," explain in Part
VI how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or controlled the supporting organization. 2
Section C. Type Il Supporting Organizations
Yes| No
1  Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization’s supported organization(s)? If "No," describe in Part VI how control
or management of the supporting organization was vested in the same persons that controlled or managed
the supported organization(s). 1
Section D. All Type lll Supporting Organizations
Yes| No
1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (i) a written notice describing the type and amount of support provided during the prior
tax year, (ii) a copy of the Form 990 that was most recently filed as of the date of notification, and (iii) copies of
the organization’s governing documents in effect on the date of notification, to the extent not previously
provided? 1
2 Were any of the organization’s officers, directors, or trustees either (i) appointed or elected by the supported
organization(s) or (ii) serving on the governing body of a supported organization? If "No," explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s). 2
3 By reason of the relationship described in (2), did the organization’s supported organizations have a
significant voice in the organization’s investment policies and in directing the use of the organization’s
income or assets at all times during the tax year? If "Yes," describe in Part VI the role the organization’s
supported organizations played in this regard. 3

Section E. Type lll Functionally-Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions):

a The organization satisfied the Activities Test. Complete line 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.
c The organization supported a governmental entity. Describe in Part VI how you supported a government entity (see instructions).

Yes| No

2 Activities Test. Answer (a) and (b) below.

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

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

3 Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or
trustees of each of the supported organizations? Provide details in Part VI. 3a

b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each
of its supported organizations? If "Yes," describe in Part VI the role played by the organization in this regard. 3b
Schedule A (Form 990 or 990-EZ) 2015
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Schedule A (Form 990 or 990-EZ) 2015 Page 6
% Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations
1

Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970. See instructions. All
other Type Ill non-functionally integrated supporting organizations must complete Sections A through E.

(B) Current Year

Section A - Adjusted Net Income (A) Prior Year .
(optional)

1 Net short-term capital gain

2 Recoveries of prior-year distributions

3 Other gross income (see instructions)

4 Add lines 1 through 3

5 Depreciation and depletion

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

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

A ([W[IN (-

(B) Current Year

Section B - Minimum Asset Amount (A) Prior Year .
(optional)

1 Aggregate fair market value of all non-exempt-use assets (see

instructions for short tax year or assets held for part of year):

a Average monthly value of securities la
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1c) 1d
e Discount claimed for blockage or other
factors (explain in detail in Part VI):

2 Acquisition indebtedness applicable to non-exempt-use assets 2
3 Subtract line 2 from line 1d

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

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

6 Multiply line 5 by .035

7 Recoveries of prior-year distributions

8 Minimum Asset Amount (add line 7 to line 6)

w

o|~|o o~

Section C - Distributable Amount Current Year

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

2 Enter 85% of line 1

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

4 Enter greater of line 2 or line 3

5 Income tax imposed in prior year

6 Distributable Amount. Subtract line 5 from line 4, unless subject to

emergency temporary reduction (see instructions) 6

7 |_, Check here if the current year is the organization's first as a non-functionally-integrated Type lll supporting organization (see
instructions).

A ([W[IN (-

Schedule A (Form 990 or 990-EZ) 2015

JSA
5E1231 1.000

4835JT K929 7/20/2017 10:35:00 AM V 15-7.18 95872 PAGE 20



DAY KI MBALL HEALTHCARE, | NC.

Schedule A (Form 990 or 990-EZ) 2015
Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D - Distributions

06- 0646599

Page 7

Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity

3 Administrative expenses paid to accomplish exempt purposes of supported organizations

4  Amounts paid to acquire exempt-use assets

5 Qualified set-aside amounts (prior IRS approval required)

6 Other distributions (describe in Part VI). See instructions.

7 Total annual distributions. Add lines 1 through 6.

8 Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions.

9 Distributable amount for 2015 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

0]

Excess Distributions

(in)

Underdistributions

Pre-2015

(iii)
Distributable
Amount for 2015

Distributable amount for 2015 from Section C, line 6

Underdistributions, if any, for years prior to 2015
(reasonable cause required-see instructions)

Excess distributions carryover, if any, to 2015:

From2013 . .......

From2014 . ... .. ..

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2015 distributable amount

Carryover from 2010 not applied (see instructions)

|7 Tijle|™|lo|alo|o|o

Remainder. Subtract lines 3g, 3h, and 3i from 3f.

Distributions for 2015 from Section
D, line 7: $

Applied to underdistributions of prior years

Applied to 2015 distributable amount

Remainder. Subtract lines 4a and 4b from 4.

Remaining underdistributions for years prior to 2015, if
any. Subtract lines 3g and 4a from line 2 (if amount
greater than zero, see instructions).

Remaining underdistributions for 2015. Subtract lines 3h
and 4b from line 1 (if amount greater than zero, see
instructions).

Excess distributions carryover to 2016. Add lines 3j
and 4c.

Breakdown of line 7:

Excess from2013. ... .. ..

Excessfrom2014 ... ... ..

o|a|lo|T|®

Excessfrom2015. .. ... ..

JSA
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Schedule A (Form 990 or 990-EZ) 2015 Page 8

Supplemental Information. 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) 2015
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Schedu
(Form 990,
or 990-PF)

Department of the Treasury

le B Schedule of Contributors

OMB No. 1545-0047

990-EZ,

P Information about Schedule B (Form 990, 990-EZ, or 990-PF) and its instructions is at www.irs.gov/form990.

» Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@1 5

Internal Revenue Service
Name of the organization Employer identification number
DAY KI MBALL HEALTHCARE, | NC.
06- 0646599

Organization type (check one):
Filers of: Section:
Form 990 or 990-EZ 501(c)( 3 ) (enter number) organization

|:| 4947(a)(1) nonexempt charitable trust not treated as a private foundation

|:| 527 political organization
Form 990-PF |:| 501(c)(3) exempt private foundation

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

|:| 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, contributions totaling $5,000
or more (in money or property) from any one contributor. Complete Parts | and Il. See instructions for determining a
contributor's total contributions.

Special Rules

[]

[]

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

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

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

totaling $5,000 or more duringtheyear , . . . . . .. .. .. ittt >SS __

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 its

Form 990

-PF, Part |, line 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperw

JSA
5E1251 2.000
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ork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 990-EZ, or 990-PF) (2015)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

Page 2

Name of organization

DAY KI'MBALL HEAL THCARE, | NC.

Employer identification number

06- 0646599
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 | CONNECTI CUT DEPARTMENT OF PUBLI C HEALTH Person
Payroll
410 CAPI TAL AVENUE PO BOX 340308 2,013, 337. Noncash
(Complete Part Il for
HARTFORD, CT 06134 noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 | CONNECTI CUT DEPT OF CHI LDREN & FAM LI ES Person
Payroll
505 HUDSON STREET 250, 606. Noncash
(Complete Part Il for
HARTFORD, CT 06106 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 | CT DEPT OF MENTAL HEALTH & ADDI CTI ON Person
Payroll
410 CAPI TOL AVENUE PO BOX 341431 41, 461. Noncash
(Complete Part Il for
HARTFORD, CT 06134 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 | UNITED COWMUNI TY & FAM LY SERVI CES | NC. Person
Payroll
34 EAST TOWN STREET 29, 647. Noncash
(Complete Part Il for
NORW CH, CT 06360 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
5 NATI ONAL CHI LDREN S ALLI ANCE Person
Payroll
516 C STREET NE 91 000. Noncash
(Complete Part Il for
WASHI NGTQN, DC 20002 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
6 | LEONARD & BARBARA W ELOCK TRUST Person
Payroll
C/ O DAY KI MBALL 320 POVFRET STREET 216, 480. Noncash
(Complete Part Il for
PUTNAM CT 06260 noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2015)
5E1253 2.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

Page 2

Name of organization DAY KI'VBALL HEALTHCARE, 1 NC.

Employer identification number

06- 0646599
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 ROGERS CORPORATI ON Person
Payroll
P.O. BOX 188 50, 000. Noncash
(Complete Part Il for
ROGERS, CT 06263 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8 DKH WOMAN' S BOARD Person
Payroll
320 POVFRET ST. 24: 221. Noncash
(Complete Part Il for
PUTNAM CT 06260 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
9 PUTNAM BANK Person
Payroll
P. O BOX 151 18, 470. Noncash
(Complete Part Il for
PUTNAM CT 06260 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
10 DOWNES CONSTRUCTI ON CO., LLC Person
Payroll
200 STANLEY ST., P.O BOX 727 12, 500. Noncash
(Complete Part Il for
NEW BRI TAIN, CT 06050 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
11 | EASTHAMPTON SAVI NGS BANK, BANK ESB Person
Payroll
P.O. BOX 351 11, 600. Noncash
(Complete Part Il for
EASTHAMPTON, MA 01027 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
12 SPI ROL | NTERNATI ONAL Person
Payroll
30 ROCK AVE 10, 250. Noncash
(Complete Part Il for
DANI ELSON, CT 06239 noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2015)
5E1253 2.000

4835JT K929 7/20/2017

10: 35: 00 AM V 15-7.18

95872

PAGE 25



Schedule B (Form 990, 990-EZ, or 990-PF) (2015) Page 2
Name of organization DAY KI MBALL HEALTHCARE, [ NC. Employer identification number
06- 0646599

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

(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
13 ROBERT A. VI NCENT Person
Payroll
112 COUNTY HOVE RQAD $ 10, 235. Noncash
(Complete Part Il for
THOMPSON, CT 06277 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
14 SAMJEL B. KAPLAN Person
Payroll
88 MASONI C HOVE ROAD, APT P115 $ 10, 000. Noncash
(Complete Part Il for
CHARLTON, MA 01507 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
15 NORTHEAST CANCER CRUSADERS Person
Payroll
37 TUNK CI TY ROAD $ 10, 000. Noncash
(Complete Part Il for
DANI ELSON, CT 06239 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
16 VWHEELABRATOR PUTNAM Person
Payroll
200 TECHNOLOGY PARK DRI VE $ 7, 000. Noncash
(Complete Part Il for
PUTNAM CT 06260 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
17 NES HEALTHCARE GROUP Person
Payroll
4250 VETERANS MEMORI AL HWY., STE 111-E $ 6, 750. Noncash
(Complete Part Il for
HOLBROOK, NY 11741 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
18 JEFFERSON RADI OLOGY Person
Payroll
111 FOUNDERS PLAZA, SU TE 400 $ 6, 431. Noncash
(Complete Part Il for
EAST HARTFORD, CT 06108 noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2015)
5E1253 2.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2015) Page 2
Name of organization DAY KI MBALL HEALTHCARE, [ NC. Employer identification number
06- 0646599

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
19 STEVEN D. SCHI MMVEL Person
Payroll
48 M LL BROOK LANE $ 6, 330. Noncash
(Complete Part Il for
WOODSTOCK, CT 06281 noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
20 M LDRED H BBARD TRUST Person
Payroll
C/ O DKH WOVAN' S BOARD 320 POVWRET STREET $ 6, 136. Noncash
(Complete Part Il for
PUTNAM CT 06260 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
21 LI NEMASTER SW TCH CORPORATI ON Person
Payroll
P.O. BOX 238 $ 6, 000. Noncash
(Complete Part Il for
WOODTOCK, CT 06281 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
22 | RITE-Al D CUSTOVER SUPPORT CENTER Person
Payroll
500 FORBES RQAD $ 51 731. Noncash
(Complete Part Il for
DAYVI LLE, CT 06241 noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
23 ROBERT E. SMANI K Person
Payroll
263 WOLF DEN ROAD $ 51 715. Noncash
(Complete Part Il for
BROOKLYN, CT 06234 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
24 JOSEPH M ADI LETTA Person
Payroll
P.OQ BOX 174 $ 5, 215. Noncash
(Complete Part Il for
EAST WOODSTOCK, CT 06244 noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2015)
5E1253 2.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

Page 2

Name of organization DAY KI MBALL HEALTHCARE, [ NC. Employer identification number
06- 0646599
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
25 LEE S. WESLER Person
Payroll
1041 RTE. 169 5, 200. Noncash
(Complete Part Il for
WOODSTOCK, CT 06281 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
26 RI CHARD J. W LCON Person
Payroll
187 DEERFI ELD ROAD 5, 200. Noncash
(Complete Part Il for
POVFRET CTR, CT 06259 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
27 JEAN BURDI CK Person
Payroll
230 KENYON RQAD 5, 100. Noncash
(Complete Part Il for
HAMPTON, CT 06247 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
28 R. DAVI D MCCALLUM Person
Payroll
12 1 NDI AN PO NT RQAD 5, 100. Noncash
(Complete Part Il for
WEBSTER, MA 01570 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
29 I RVI NG J. SCHOPPE Person
Payroll
116 SUNSET HI LL RQAD 5, 090. Noncash
(Complete Part Il for
THOMPSON, CT 06277 noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
30 EDWARD J. DESAULNI ER Person
Payroll
22 DEERWOOD DR. 5, 025. Noncash
(Complete Part Il for
DANI ELSON, CT 06239 noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2015)
5E1253 2.000

4835JT K929 7/20/2017
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Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

Page 2

Name of organization DAY KI MBALL HEAL THCARE, T NC. Employer identification number
06- 0646599
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

31 DAVI D A. BELDEN ESTATE

56 W QUASSET ROAD

5, 000.

WOODSTOCK, CT 06281

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a) (b)

No. Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

32 W MJRRAY BUTTNER

30 BOKUM ROAD

5, 000.

ESSEX, CT 06426

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(&) (b)

No. Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

33 CM SM TH AGENCY

100 PEARL ST.,

3RD FLOOR - W TOAER

5, 000.

HARTFORD, CT 06103

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a) (b)

No. Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

34 DAVI D L. CONRAD

P.O BOX 536

5, 000.

PUTNAM CT 06260

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a) (b)

No. Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

35 LAURI E GOYETTE

33 PRATT ROAD

5, 000.

DAYVILLE, CT 06241

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
36 | SI FINANCI AL GROUP FOUNDATI ON, | NC. Person
Payroll
803 MAIN ST. 5, 000. Noncash

WLLIMANTIC, CT 06226

(Complete Part Il for
noncash contributions.)

JSA
5E1253 2.000

4835JT K929 7/20/2017

10: 35: 00 AM V 15-7.18

Schedule B (Form 990, 990-EZ, or 990-PF) (2015)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

Page 2

Name of organization DAY KI'VBALL HEALTHCARE, 1 NC.

Employer identification number

06- 0646599

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

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

37

DOUGLAS WAI TE

49 W LLOW BROOK ROAD

5, 000.

HOLDEN, MA 01520

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

JSA

5E1253 2.000

4835JT K929 7/20/2017 10:35:00 AM V 15-7.18

Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

95872

PAGE 30



Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

Page 3

Name of organization DAY K| MBALL HEALTHCARE, | NC.

Employer identification number

06- 0646599
=gl Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.

(a) No. (c)

from L (b) . FMV (or estimate) (d) .

Part | Description of noncash property given (see instructions) Date received
$

(a) No. (c)

from L (b) . FMV (or estimate) (d) .

Part | Description of noncash property given (see instructions) Date received
$

(a) No. (c)

from L (b) . FMV (or estimate) (d) .

Part | Description of noncash property given (see instructions) Date received
$

(a) No. (c)

from L (b) . FMV (or estimate) (d) .

Part | Description of noncash property given (see instructions) Date received
$

(a) No. (c)

from L (b) . FMV (or estimate) (d) .

Part | Description of noncash property given (see instructions) Date received
$

(a) No. (c)

from L ; (b) h . FMV (or estimate) (d) ived

Part | Description of noncash property given (see instructions) Date receive
$

JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

5E1254 2.000

4835JT K929 7/20/2017 10:35:00 AM V 15-7.18
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Page 4
I NC. Employer identification number

06- 0646599

Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or
(10) that total more than $1,000 for the year from any one contributor. Complete columns (a) through (e) and
the following 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.) » $
Use duplicate copies of Part Il if additional space is needed.

Schedule B (Form 990, 990-EZ, or 990-PF) (2015)
Name of organization DAY Kl MBALL HEALTHCARE,

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

(a) No.

from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |

(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee

(a) No.

from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |

(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee

(a) No.

from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held

Part |

(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

5E1255 3.000
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047

(Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2@1 5

Department of the Treasury P Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service P Information about Schedule C (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection

If the organization answered "Yes," on 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," on 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 1I-B. Do not complete Part II-A.

If the organization answered "Yes," on Form 990, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35c (Proxy
Tax) (see separate instructions), then

® Section 501(c)(4), (5), or (6) organizations: Complete Part III.
Name of organization Employer identification number
DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
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 V.

2 Political expenditures . . . . . . . . ... e e e e e e e >3

3 Volunteer hours, | . . . . . . . e 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, , . . . . > $
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 thisyear? , . . . ... ... ...... Yes No
4a Was acorrection made? . . . . . . . ... i e e e e e e e e e e Yes No
b If "Yes," describe in Part IV.
Part I-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function
ACtVItIeS . L . L L L L e e e e e > S
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function activities , , . . . . . ... . L e e e e e e > $
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
Ne 17D e e e e e e »$
4 Did the filing organization file Form 1120-POL for thisyear? . . . . . . . . . . . . i i i i i e e e e e 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-.
(1)
(2
(3)
(4)
(5)
(6)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2015
JSA
5E1264 1.000
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Schedule C (Form 990 or 990-EZ) 2015 DAY Kl MBALL HEALTHCARE, | NC. 06- 0646599 Page 2
HWHIPY 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

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

b Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .
¢ Total lobbying expenditures (add lines1aand1b) ., . . .. ... ... .........
d Other exempt purpose expenditures , . . . . . ... ... ... ernnn.
e Total exempt purpose expenditures (add lines1cand1d). . . ... ... .......
f 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 zeroorless, enter-0- . . . . . . . . . . . v . v o v ...
If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720

reporting section 4911 taxforthis year? . . . . . . . i i i i i i it e e i e e e e e e e e |:| Yes |:| No

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

— T T Q

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

beginning in) () 2012 (b) 2013 (c) 2014 (d) 2015 (e) Total

2a Lobbying nontaxable amount

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

C 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) 2015
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Schedule C (Form 990 or 990-EZ) 2015 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)).

For each "Yes," response on 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 VOIunteerS? ---------------------------------------------- X
b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)? X
c Medla advertlsements? ---------------------------------------- X
d Mailings to members, legislators, or the public? X
e Publications, or published or broadcast statements? X
f Grants to other organizations for lobbying purposes? _ . . . . . . . . . . .. .. . .. . .... X
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 20’ 807'
j Total.Addlines 1cthrough i . . . . . .. .. ... .. 20, 807.
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? ., . . . .

MBI Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

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

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. 1

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

a Currentyear 2a
Carryover from lastyear L 2b
CoTotal 2¢c
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)

Part IV Supplemental Information
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 II-A, lines 1 and
2 (see instructions); and Part II-B, line 1. Also, complete this part for any additional information.

SCHEDULE C, PART I1-B, LINE 1I

OTHER LOBBYI NG ACTI VI TI ES:

DAY KI MBALL HOSPI TAL PAI D LOBBYI NG EXPENSES TO THE CONNECTI CUT HOSPI TAL

ASSCOCI ATI ON I N THE AMOUNT OF $20, 807.

JSA Schedule C (Form 990 or 990-EZ) 2015
5E1266 1.000
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule C (Form 990 or 990-EZ) 2015 Page 4
Part IV Supplemental Information (continued)

JSA Schedule C (Form 990 or 990-EZ) 2015
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?F%TiDéJgLOE) b Supplemental Financial Statements OUE Mo, Tod0-0047
p Complete if the organization answered "Yes" on Form 990, 2@1 5
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.
Department of the Treasury P Attach to Form 990.
Internal Revenue Service P Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
DAY Kl MBALL HEALTHCARE, | NC. 06- 0646599

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete if the organization answered "Yes" on Form 990, Part IV, line 6.
(a) Donor advised funds (b) Funds and other accounts

Total number atendofyear . . .........
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year) . .
Aggregate value atendofyear. . . . ... ...
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 0 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" on Form 990, Part IV, line 7.

1 Purpose(s) of conservation easements held by the organization (check all that apply).

a b~ WON B

Preservation of land for public use (e.g., recreation or education) Preservation of a 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 included in (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

tax year »

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

violations, and enforcement of the conservation easementsitholds? . .. ... ... ... ... ... .... |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
| 2
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>3

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and section T70(ABYI? . .+ o o v o v e e e e e e e e e e [ Jves [ no
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" on 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) Revenue included in Form 990, Part VIl line 1. . .« « v o v v v i i o i e e e e e e e e e e >3
(ii) Assets included in Form 990, Part X. . .« & v v v o i v v v e e e e e e e e e e e e e e e e e e e >3

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 Revenueincluded in Form 990, Part VIl line 1. . . . . . . . o v i i i i st s e s e e e e e e e e >3

b Assetsincluded in Form 990, Part X. . . . . .« & i v vt i i e e e e e e e e e e e e e e e e e e e » 3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2015
JSA
5E1268 1.000
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule D (Form 990) 2015 Page 2
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 Loan or exchange programs
b Scholarly research e Other
c Preservation for future generations
4  Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
XI1.

5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar

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

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

b If "Yes," explain the arrangement in Part XIll and complete the following table:

Amount
c Beginningbalance . . ... ... ... .. ... .. e 1lc
d Additions duringthe year , . . . . ... ... ... ... 1d
e Distributions duringtheyear, , ., ., .. ... ... ... ... . ... le
f Endingbalance . . . . .. ... ... .. ... e e e e 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? |_| Yes No

b If "Yes," explain the arrangement in Part XIll. Check here if the explanation has been provided on Part XII|

UM Endowment Funds.
Complete if the organization answered “Yes” on Form 990, Part IV, line 10.
(a) Current year (b) Prior year (c) Two years back (d) Three years back | (e) Four years back
la Beginning of year balance . . . . 9, 568, 620. 13,426,179. | 15,007,697.| 14, 006, 580. 11, 061, 361.
b Contributions « .« + v v v v ... 548, 627. 1, 543, 560. 2,046, 244. 1, 960, 237.
¢ Net investment earnings, gains,
and I0SSeS « + + v e e 753, 291. 187, 403. 452, 041. 1,177, 981. 1, 537, 535.
d Grants or scholarships . . . . ..
e Other expenditures for facilities
and programs . « . « . . ... . . 878, 996. 3,920, 227. 3,449, 846. 2,779, 816. 464, 083.
f Administrative expenses . . . . . 106, 609. 124, 735. 127, 273. 112, 027. 88, 470.
g End of year balance. . . . . . . . 9, 884, 933. 9, 568, 620. | 13, 426,179.| 14, 338, 962. 14, 006, 580.
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment p 84. 8800 %
b Permanent endowment p 15. 1200 9%
Temporarily restricted endowment p %
The percentages on 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 v v it e e e e e e e e e e e e e e e e e 3a(i) X
(i) related Organizations . . . . . o v v v 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" on line 3a(ii), are the related organizations listed as required on ScheduleR?. . . . . ... ... ..... 3b
4  Describe in Part Xlll the intended uses of the organization's endowment funds.

Land, Buildin%s, and Equipment.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11a. 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
la Land, . .. ... .. ... ... 3,488, 121. 3,488, 121.
b Buildings | . ... ... .......... 82,701, 163.| 51, 005, 680. 31, 695, 483.
¢ Leasehold improvements, . . . .. ...
d Equipment _ . ... .. ... ... ... 36, 165, 378. | 27,543, 175. 8,622, 203.
e Other _ . . ... ... ... 3,192, 013. 3,192, 013.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c.), , ., . . .. | 2 46, 997, 820.
Schedule D (Form 990) 2015
JSA
5E1269 1.000
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DAY KI MBALL HEALTHCARE,

Schedule D (Form 990) 2015

I NC.

06- 0646599
Page 3

CERAYIIl Investments - Other Securities.

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

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

(b) Book value

(c) Method of valuation:

Cost or end-of-year market value

(1) Financial derivatives , , . . .. ... ... ...
(2) Closely-held equity interests
(3) Other

__(AWINVESTMENTS IN REAL ESTATE __ 195, 147. cosT
__(B)FUNDS HELD IN TRUST BY OTHERS _ 4, 174, 900. FW
__(C)BOARD RESTRI CTED ENDOWWNT_FUND___ 8, 219, 853. FW
__(D)DONOR RESTRI CTED ENDOWWNT _FUND__ 1,184, 348. FW
__(E)INVESTMENT IN VHA COALITION 80, 000. cost
e

... _

S e

Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) P 13, 854, 248.

WYl Investments - Program Related.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

(a) Description of investment

(b) Book value

(c) Method of valuation:

Cost or end-of-year market value

1)

(2

(3)

(4)

)

(6)

(1)

(8)

)

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

Part IX Other Assets.

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

(a) Description

(b) Book value

1)

(2

(3)

(4)

(5)

(6)

(1)

(8)

)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.). . . . . . . . . . ' v v v v i i e e e e e e e »

Other Liabilities.

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

line 25.
1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2)PENSI ON LI ABI LI TI ES 56, 290, 353.
(3)DUE TO THI RD PARTY 3, 207, 838.
(4)
(3)
(6)
(7)
(8)
(9)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) P 59, 498, 191.

2. Liability for uncertain tax positions. 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 XllI I:I
45A Schedule D (Form 990) 2015

5E1270 1.000
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Schedule D (Form 990) 2015 Page 4

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

1  Total revenue, gains, and other support per audited financial statements . . . . . . ... ... ..... 1 104, 872, 413.
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Net unrealized gains (losses)oninvestments . . . . . .. .. ... .. .. .. 2a 458, 822

b Donated services and use of facilities . . . . . . . .. o oo n 0oL 2b

¢ Recoveriesof prioryeargrants. . . . . . . . o 0 s n e s e e e 2¢c

d Other (Describe INPArt XIIL) « v v v v v v e e e e et e e e e 2d | -16, 146, 422.

e Addlines 2athrough2d . . . .« v o v i v i e i e e e e e e e e e e 2e | -15, 687, 600.
3 Subtractline2e fromlinedl . . . v v v vt v it i e e e e e e e e e e 3 | 120, 560, 013.
4 Amounts included on Form 990, Part VI, line 12, but not on line 1:

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

b Other (Describe INPartXIIL) « v v v v v v v e e e et et e e e 4b 314, 807.

C AddliNES 48 and b v v v v i 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 4c 314, 807.
5  Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part I, line 12.) . . v v v v v v v v v u . . 5 | 120, 874, 820.

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

1 Total expenses and losses per audited financial statements . . . . . . . . . v v v oo n oL 1 108, 420, 147.
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilities . . . . . . v . oo oo 0w a0 2a

b Prioryearadjustments . . . . . ... .. . o o e e 2b

C OthErIOSSES. v v v v v v v et e e e e e e e e e e e e e 2c

d Other (Describe iNPartXIIL) « v v v v v v et e e e e et et et 2d 237, 493.

e Addlines2athrough2d . . . .« v o v i i it i e e e e e e e e e e 2e 237, 493.
3 Subtractline2e fromlinel . . . v v v v i v it i e e e e e e e e e 3 | 108,182, 654.
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part VI, line7b . . . . . . . 4a 113, 065.

b Other (Describe INPartXIL) « v v v v v v v e e e et et e e e 4b 3, 460, 363.

C AddliNES 48 and b .+ v v v 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 4c 3,573, 428.
5  Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part |, line18.) . . . . . . v v v v . . . 5 | 111,756, 082.

REWPMIIN Supplemental Information.
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 XI, lines 2d and 4b; and Part XlI, lines 2d and 4b. Also complete this part to provide any additional information.

SEE PACE 5

JSA Schedule D (Form 990) 2015
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Schedule D (Form 990) 2015 DAY Kl MBALL HEALTHCARE, | NC. 06- 0646599

Page 5

CETS®MIIl Supplemental Information (continued)

SCHEDULE D, PART V, LINE 4

ENDOAVENT  FUND:

THE HOSPI TAL' S ENDOAVENT CONSI STS OF MULTI PLE FUNDS ESTABLI SHED FOR A
VARI ETY OF PURPCSES | NCLUDI NG CAPI TAL EXPENDI TURES, OPERATI ONS, AND OTHER

DONCR- SPECI FI ED RESTRI CTI ONS.

SCHEDULE D, PART X, LINE 2

UNCERTAI N TAX PCSI Tl ONS:

MANAGEMENT HAS EVALUATED THEI R | NCOVE TAX PCSI TI ONS UNDER THE GUI DANCE

| NCLUDED I N ASC 740. BASED ON THEI R REVI EW NANAGEMENT HAS NOT | DENTI FI ED
ANY MATERI AL UNCERTAI N TAX PCSI TI ONS TO BE RECORDED OR DI SCLOSED | N THE

FI NANCI AL STATEMENTS.

SCHEDULE D, PART X, LINE 2D
AMOUNTS | NCLUDED ON LINE 1 BUT NOT ON FORM 990, PART VII1, LINE 12:
$ ( 7,982,483) CHANGE | N DEFI NED BENEFI T PLAN
( 5,452,120) TRANSFER TO AFFI LI ATE
( 3,460, 363) BAD DEBT
( 113, 065) | NVESTMENT NMANAGEMENT FEES
861, 609 ASSETS RELEASED FROM RESTRI CTI ONS

$ (16, 146, 422)

SCHEDULE D, PART X, LINE 4B
AMOUNTS | NCLUDED ON FORM 990, PART VIII1, LINE 12, BUT NOT ON LI NE 1:
$ ( 173, 214) RENT EXPENSE

( 64, 279) FUNDRAI SI NG EXPENSES

Schedule D (Form 990) 2015

JSA
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4835JT K929 7/20/2017 10:35:00 AM V 15-7.18 95872

PAGE 41



Schedule D (Form 990) 2015 DAY Kl MBALL HEALTHCARE, | NC. 06- 0646599 Page 5
Supplemental Information (continued)

552,300 TEMPORARI LY RESTRI CTED CONTRI BUTI ONS

SCHEDULE D, PART Xl I, LINE 2D
AMOUNTS | NCLUDED ON LI NE 1, BUT NOT ON FORM 990, PART I X, LINE 25:
$ 173,214 RENT EXPENSE

64, 279 FUNDRAI SI NG EXPENSES

SCHEDULE D, PART Xl I, LINE 4B
AMOUNTS | NCLUDED ON FORM 990, PART | X, LINE 25, BUT NOT ON LINE 1:

$ 3,460,363 BAD DEBT

Schedule D (Form 990) 2015
JSA
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Supplemental Information Regarding Fundraising or Gaming Activities | OMB No. 1545-0047

SCHEDULE G C lete if th izati d Y F 990, Part IV, li 17,18 19 if th
omplete i e organization answered "Yes" on Form , Par ,lines 17, 18, or 19, or i e
(Form 990 or 990-EZ) organization entered more than $15,000 on Form 990-EZ, line 6a.
P> Attach to Form 990 or Form 990-EZ. Open to Public
Department of the Treasury .
Internal Revenue Service P Information about Schedule G (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Part | Fundraising Activities. Complete if the organization answered "Yes" on Form 990, Part IV, line 17.

Form 990-EZ filers are not required to complete this part.
1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.

a Mail solicitations e Solicitation of non-government grants
b Internet and email solicitations f Solicitation of government grants
c Phone solicitations g Special fundraising events
d In-person solicitations
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.

(v) Amount paid to
(iv) Gross receipts (or retained by)

from activity fundraiser listed in
col. (i)

(vi) Amount paid to
(or retained by)
organization

(iii) Did fundraiser have
(if) Activity custody or control of
contributions?

(i) Name and address of individual
or entity (fundraiser)

Yes No

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.

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule G (Form 990 or 990-EZ) 2015
JSA
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DAY KI MBALL HEALTHCARE,

Schedule G (Form 990 or 990-EZ) 2015

I NC.

06- 0646599

Page 2

Fundraising Events. Complete if the organization answered "Yes" on Form 990, Part IV, line 18, or reported more

than $15,000 of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with
gross receipts greater than $5,000.

(a) Event #1 (b) Event #2 (c) Other events (d) Total events
GOLF TOURNAMENT |DEARY ROAD RAC 5. | (add col. (a) through
(event type) (event type) (total number) col. (C))
S
§ 1 Grossreceipts . . . ... ...... 83, 600. 23, 356. 83, 974. 190, 930.
5
o
2 Less: Contributions . . . . . . . .. 53, 600. 12, 106. 83, 974. 149, 680.
3 Gross income (line 1 minus
line2), . ............... 30, 000. 11, 250. 0. 41, 250.
4 Cashoprizes, . . .. ... ...... 9, 300. 700. 10, 000.
5 Noncashprizes, . . ... ... ... 3, 360. 1, 915. 161. 5, 436.
% 6 Rent/facilitycosts _ . . . ... ... 11, 546. 1, 399. 12, 945.
@
Q.
o5 | 7 Food andbeverages . . . . . .. .. 3, 640. 4, 670. 8, 310.
S
o)
5| 8 Entertainment _ . . ... ..... 200. 200.
9 Other direct expenses , ., . . . . . . 12, 067. 2,513 12, 808 27, 388.
10 Direct expense summary. Add lines 4 through 9 incolumn(d) . . . . . . . .. . . . .. ... .... | 2 64, 279.
11 Net income summary. Subtract line 10 from line 3, column(d) , . . . . . . . . . @ v v v v v v v . » - 23, 029.
Part Il Gaming. Complete if the organization answered "Yes" on Form 990, Part IV, line 19, or reported more

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

o) ; b) Pull tabs/instant i (d) Total gaming (add
2 (a) Bingo birggz)/progressive bingo (c) Other gaming col. (a) through col. (c))
2
&

1 Grossrevenue , , ., .........
@| 2 Cashprizes = . . .. ....
[72]
5
2| 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 5incolumn(d) = . . . . .. .. ... ....... >

8 Net gaming income summary. Subtract line 7 from line 1, column (d) »

9 Enter the state(s) in which the organization conducts gaming activities:

b If "No," explain:

Is the organization licensed to conduct gaming activities in each of these states?

10a

b If "Yes," explain:

Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year?

JSA
5E1282 1.000
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
le G (Form 990 or 990-EZ) 2015 Page 3

11
12

13
a

b
14

15a

16

17
a

b

Indicate the percentage of gaming activity conducted in:
The organization's facility 13a %

An outside facility 13b %

Enter the name and address of the person who prepares the organization's gaming/special events books and
records:

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

Description of services provided »

|:| Director/officer |:| Employee |:| Independent contractor

Mandatory distributions:

Is the organization required under state law to make charitable distributions from the gaming proceeds to

retain the state gaming license?, . . . . . . . . . ... L e e [ Jves [ Ino
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 p $

Supplemental Information. Provide the explanation required by Part I, line 2b, columns (iii) and (v), and

Part lll, lines 9, 9b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also provide any additional information
(see instructions).

JSA
5E1503 1.000
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SCHEDULE H
(Form 990)

Department of the Treasury
Internal Revenue Service

Hospitals

OMB No. 1545-0047

p Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
P Attach to Form 990.
P Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990.

Name of the organization

DAY KI MBALL HEALTHCARE,

I NC. 06- 0646599

2019

Open to Public
Inspection

Employer identification number

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 i i i e e e e s 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 _ 250. 0000
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: , . . .. .. ... ... 3b | X
200% 250% h 300% Iy:l 350% 400% Other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent™?. . . . . . . . . . . i v i i it it e 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 discounted care? . . . . . . . .. .. o v v i oo 5¢c
6a Did the organization prepare a community benefit report during the taxyear? . . . ... .. ... .. ... .. ... 6a X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . . . . . o o i n e e 6b
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (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) . . . . 140' 816. 140' 816. .13
b Medicaid (from Worksheet 3,
columna) « v v v v v . 28, 040, 239. 17,471, 749. 10, 568, 490. 9.76
C Costs of other means-tested
Horkehber 3 coumnby . 204, 875. 194, 014, 10, 861. .01
d Total Financial Assistance and
Means-Tested Government
Programs .« « .« « + . . . 28, 385, 930. 17, 665, 763. 10, 720, 167. 9.90
Other Benefits
€ Community health improvement
e ———" 10, 439. 10, 439. 01
f Health professions education
(from Worksheet5) . . . . 651 414. 651 414. - 06
g Subsidized health services (from
Worksheet6)s o & & & & & 621 317 621 317 . 06
h Research (from Worksheet 7)
i Cash and in-kind contributions
for community benefit (from
Worksheet8). + « « & & &
j Total. Other Benefits - + . . 1381 170. 138- 170. .13
k Total. Add lines 7d and 7. . 28,524, 100. 17, 665, 763. 10, 858, 337. 10. 03
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2015
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DAY KI MBALL HEALTHCARE, | NC.

Schedule H (Form 990) 2015

06- 0646599

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.

(a) Number of | (b) Persons (c) Total community

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

(d) Direct offsetting

(e) Net community
building expense

(f) Percent of
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

10

Total

Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense

1

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

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

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

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

Section B. Medicare

o N o O

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

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

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

|:| Other

Section C. Collection Practices

b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the

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

Yes No
.............. 1 | X
2 3, 460, 363.
3 370, 259.
that describes bad debt
5 31, 429, 538.
6 36, 690, 623.
7 -5, 261, 085.
.............. 9a | X
.............. o9b | 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 (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13
4sA Schedule H (Form 990) 2015
5E1285 1.000
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DAY KI MBALL HEALTHCARE,

Schedule H (Form 990) 2015

I NC.

06- 0646599

Page 3

Facility Information

Section A. Hospital Facilities

(list in order of size, from largest to smallest - see instructions)
How many hospital facilities did the organization operate during
the tax year? 1

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

|endsoy pasuaor]

[eo1bins B [BOIpBW [BIBUSD)

leydsoy s,uaipjiyd

|lendsoy Buiyoes |

|endsoy ssaooe [eonl)

Aujoey yolessay

sinoy yz-43

J8y10-43

Other (describe)

Facility
reporting
group

1 DAY KI MBALL HEALTHCARE

320 POVFRET STREET

PUTNAM CT 06260

VWAV DAYKI MBALL. ORG

0043

2

10

JSA
5E1286 1.000
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule H (Form 990) 2015 Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or letter of facility reporting group DAY KI MBALL HEALTHCARE
Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A):
Yes No
Community Health Needs Assessment
1  Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year? . . . . . . . . . . . . . . e e e e e 1 X
2  Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in SectionC , . . ... ... ... 2 X
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skiptoline 12 , . . . . . . . .. .. & . i, 3 | X
If "Yes," indicate what the CHNA report describes (check all that apply):
a _X A definition of the community served by the hospital facility
b _X Demographics of the community
L X Existing health care facilities and resources within the community that are available to respond to the
___health needs of the community
d _X How data was obtained
e _X The significant health needs of the community
f _X 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 Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA: 20 i
5 In conducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If "Yes," describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted , . . . . ... .. 5 X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in SECtON C . . . . . . o .\ttt e e 6a | X
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in Section C |, | . . . . . . .. . . . ... ittt ittt et ettt e 6b X
7 Did the hospital facility make its CHNA report widely available to the public? , . . . . ... ... ......... 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url): SEE PART V, SECTION C
b - Other website (list url):
c Made a paper copy available for public inspection without charge at the hospital facility
d - Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skipto line 11, . . . . . . .. ... ... ..... 8 | X
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20&
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? , . . . . ... ... 10 | X
a If"Yes," (listurl):SEE PART V, SECTION C
b If "No," is the hospital facility's most recently adopted implementation strategy attached to this return? . , . . . . 10b X
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(r)(3)7 . . . . . . . . o .t i it e e e e e e e e 12a X
If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . ... ... .. 12b
If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $
Schedule H (Form 990) 2015
JSA
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Schedule H (Form 990) 2015 DAY Kl MBALL HEALTHCARE, | NC. 06- 0646599 Page 5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group DAY Kl MBALL HEALTHCARE
Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free ordiscounted care? | 13 X
If "Yes," indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of _250. 0000 o
~ and FPG family income limit for eligibility for discounted care of ~ 250. 0000 o/,
b || Income level other than FPG (describe in Section C)
c _X Asset level
d _X Medical indigency
e || Insurance status
f _X Underinsurance status
g || Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients?. . . . . . .. . ... ... v 14| X
15 Explained the method for applying for financial assistance?, . . . . . . . . . . . .. .. . . eue... 15 | X
If "Yes," indicate how the hospital facility's FAP or FAP application form (including accompanying
instructions) explained the method for applying for financial assistance (check all that apply):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d |:| Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| Other (describe in Section C)
16  Included measures to publicize the policy within the community served by the hospital facility? . . . . .. .. 16 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a The FAP was widely available on a website (list url): SEE PART V, SECTION C
b The FAP application form was widely available on a website (list url): SEE PART V, SECTION C
c A plain language summary of the FAP was widely available on a website (list url): SEE PART V, SECTION C
d The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
e The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
f A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g Notice of availability of the FAP was conspicuously displayed throughout the hospital facility
h Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i |:| Other (describe in Section C)
Billing and Collections
17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPON NON-PAYMENE?, . . . . o v vt v it e e e et e e e et e e e e e et e e 17 | X
18 Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:
a Reporting to credit agency(ies)
b Selling an individual's debt to another party
c Actions that require a legal or judicial process
d Other similar actions (describe in Section C)
e None of these actions or other similar actions were permitted
Schedule H (Form 990) 2015
JSA
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Schedule H (Form 990) 2015 Page 6

Facility Information (continued)

Name of hospital facility or letter of facility reporting group DAY Kl MBALL HEALTHCARE

19 Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? . . . . . .. ... 19 X
If "Yes," check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency(ies)

Selling an individual's debt to another party
Actions that require a legal or judicial process
| Other similar actions (describe in Section C)
20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or
not checked) in line 19 (check all that apply):

o 0O T o

a || Notified individuals of the financial assistance policy on admission

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

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

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

e || Other (describe in Section C)

f None of these efforts were made
Policy Relating to Emergency Medical Care
21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . . ... .. ... 21 | X
If "No," indicate why:

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

in Section C)
d |:| Other (describe in Section C)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a |:| The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged
b |:| The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c |:| The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d Other (describe in Section C)

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? . . . . . 23 X
If "Yes," explain in Section C.

24  During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? . . . . . . . . . . . . i i i i e e e e 24 X

If "Yes," explain in Section C.

Schedule H (Form 990) 2015
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Schedule H (Form 990) 2015 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

SCHEDULE H, PART V, LINE 5

COVMUNI TY | NPUT:

DAY KI MBALL HOSPI TAL ALONG W TH THE OTHER MEMBERS OF THE W NDHAM COUNTY
HEALTHCARE CONSORTI UM ( W NDHAM HOSPI TAL, DAY KI MBALL HOSPI TAL, NATCHAUG
HOSPI TAL, GENERATI ONS FAM LY HEALTH CENTER, UNI TED SERVI CES, VNA EAST,
NORTHEAST DI STRI CT DEPARTMENT OF HEALTH AND COVMUNI TY HEALTH RESOURCES
(CHR)) UTILIZED THE CENTER FOR RESEARCH AND PUBLI C POLICY (CRPP), AN

| NDEPENDENT RESEARCH FIRM TO CONDUCT A COVPREHENSI VE NEEDS ASSESSMENT
UTI LI ZI NG FOCUS GROUPS AND PHONE SURVEYS OF COUNTY RESI DENTS ALONG W TH
STATE AND FEDERAL DATA TO | DENTI FY AND PRI ORI TI ZE THE HEALTHCARE NEEDS | N
W NDHAM COUNTY. COUNTY RESI DENTS ALONG W TH STATE AND FEDERAL DATA TO

| DENTI FY AND PRI ORI TI ZE THE HEALTHCARE NEEDS | N W NDHAM COUNTY.

SCHEDULE H, PART V, LINE 6A

CHNA CONDUCTED W TH OTHER HOSPI TALS:

DAY KI MBALL HOSPI TAL CONDUCTED | TS NEEDS ASSESSMENT | N CONJUNCTI ON W TH
THE W NDHAM COUNTY HEALTHCARE CONSORTI UM THE MEMBERS COF THI S CONSORTI UM
| NCLUDE W NDHAM HOSPI TAL, DAY KI MBALL HOSPI TAL, NATCHAUG HOSPI TAL,
GENERATI ONS FAM LY HEALTH CENTER, UNI TED SERVI CES, VNA EAST, NORTHEAST

DI STRI CT DEPARTMENT OF HEALTH AND COVMUNI TY HEALTH RESOURCES ( CHR) .

SCHEDULE H, PART V, LINE 7A
CHNA AVAI LABI LI TY:
THE ORGANI ZATI ON'S CHNA REPCRT WAS MADE AVAI LABLE AT THE FOLLOW NG URL:

HTTPS: / / WAV DAYKI MBALL. ORG _ RESOURCES/ COWON USERFI LES/ FI LE/ ABOUT/ DAY- KI MB

JSA Schedule H (Form 990) 2015
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Schedule H (Form 990) 2015 Page 7

Facility Information (continued)

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

ALL- HEALTHCARE- COVMMUNI TY- HEALTH- NEEDS- ASSESSMENT- STRATEGY_2015. PDF

SCHEDULE H, PART V, LINE 10A

| MPLEMENTATI ON STRATEGY AVAI LABI LI TY:

THE ORGANI ZATI ON' S | MPLEMENTATI ON STRATEGY | S AVAI LABLE AT THE FOLLOW NG
URL:

HTTP: / / WAW DAYKI MBALL. ORG _ RESOQURCES/ COMMON/ USERFI LES/ FI LE/ ABOUT/ DAY- KI MBA

LL- HEALTHCARE- COVWUNI TY- HEALTH- NEEDS- ASSESSMENT- STRATEGY_2015. PDF

SCHEDULE H, PART V, LINE 11

ADDRESSI NG | DENTI FI ED NEEDS:

MOST OF THE HEALTH NEEDS | DENTI FI ED | N THE ASSESSMENT ARE ALREADY
ADDRESSED BY DAY KI MBALL HOSPI TAL, ElI THER BY DI RECT DELI VERY OF SERVI CE
TO THE COWUNI TY OR THROUGH OUR COLLABORATI ONS W TH SUCH ORGANI ZATI ONS AS
HEALTHQUEST. THESE | NCLUDE SERVI CES AND PROGRAMS SUCH AS:

- EXPANDI NG OF OUR | NPATI ENT AND OUTPATI ENT BEHAVI ORAL HEALTH SERVI CES

- PARTNERI NG W TH WHOLESOVE WAVE, W C AND THE LOCAL FARMER S MARKET TO
SUBSI DI ZE MARKET COUPONS, DOUBLI NG THEI R VALUE, FOR FAM LI ES W TH

CHI LDREN

- WORKI NG W TH HEALTHQUEST AS AN ACTI VE MEMBER AND FUNDER ON SUCH
PROGRAM5S AS FOLLOW THE FI FTY, HEART HEALTH PROGRAM FOR WOVEN AND WRI TE
STEPS, AN ELEMENTARY SCHOOL- BASED WALKI NG AND WRI TI NG PROGRAM TO | MPROVE
HEALTH (I N PARTI CULAR OBESI TY | N CHI LDREN) AND EDUCATI ON

- BECOM NG A SMOKE- FREE ORGANI ZATI ON AND OFFERI NG SMOKI NG CESSATI ON

CLASSES TO OQUR EMPLOYEES AND CONTI NUI NG TO OFFER CLASSES TO THE
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Schedule H (Form 990) 2015 Page 7

Facility Information (continued)

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

COMMUNI TY

- OFFERI NG DI ABETES CARE MANAGEMENT SERVI CES I N ALL OUR PRI MARY CARE
OFFI CES

- | MPLEMENTI NG A SERI ES OF COMMUNI TY- BASED FLU SHOT CLINICS TO | MPROVE
ACCESS

- EXPANDI NG OUR SLEEP LAB W TH | N- HOVE TESTI NG NOW AVAI LABLE

- CONDUCTI NG EDUCATI ONAL SEM NARS ON COLON CANCER AND CCOLONCSCOPI ES

HOSTED BY OUR SPECI ALTY TEAM OF PROVI DERS

SCHEDULE H, PART V, LINES 16A, 16B & 16C

FI NANCI AL ASSI STANCE POLI CY APPLI CATI ON AVAI LABI LI TY:

THE FI NANCI AL ASSI STANCE POLI CY APPLI CATI ON | S AVAI LABLE AT THE FOLLOW NG
URL:

HTTP: / / WAW DAYKI MBALL. ORG RESOURCES/ Bl LLI NG DAY- KI MBALL- HOSPI TAL- Bl LLI NG F

| NANCI AL- SERVI CES/ #FI NANCI AL- ASSI STANCE

SCHEDULE H, PART V, LINE 22D

DETERM NATI ON OF MAXI MUM AMOUNTS CHARGED:

DAY KI MBALL HOSPI TAL USES A COST- TO- CHARGE RATI O TO DETERM NE THE MAXI MUM
AMOUNTS THAT CAN BE CHARGED TO FAP-ELI G BLE | NDI VI DUALS FOR EMERGENCY OR

OTHER MEDI CALLY NECESSARY CARE.

JSA Schedule H (Form 990) 2015
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DAY KI MBALL HEALTHCARE,

Schedule H (Form 990) 2015
Facility Information (continued)

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

06- 0646599
Page 8

How many non-hospital health care facilities did the organization operate during the tax year? 14

Name and address

Type of Facility (describe)

1

PLAI NFI ELD HEALTHCARE CENTER

OB/ GYN; DI ABETES MANAGEMENT;

31 DOW ROAD 12 LATHROP ROAD

WOMVEN S HEALTH;, LABORATORY

PLAI NFI ELD CT 06374

DI AGNCSTI C | MAG NG

DANI ELSON HEALTHCARE CENTER

DI AGNCSTI C | MAG NG

55 GREEN HOLLOW ROAD

LABCRATORY; PHYSI CAL MEDI ClI NE

DANI ELSON CT 06239

SERVI CES

DANI ELSON MEDI CAL ASSOCI ATES

PRI MARY CARE SERVI CES

45 GREEN HOLLOW ROAD

DANI ELSON CT 06239

PUTNAM SURG CAL ASSOCI ATES

CONSULTATI VE AND SURG CAL

346 POVFRET STREET

SERVI CES

PUTNAM CT 06260

WOODSTOCK MEDI CAL ASSOCI ATES

PRI MARY CARE SERVI CES

168 ROUTE 171

SQUTH WOODSTOCK CT 06267

NORTHEAST CONNECTI CUT DERVATOLOGY

DERVATOLOGY SERVI CES

55 GREEN HOLLOW ROAD

DANI ELSON CT 06239

MRl KENNEDY DRI VE

MRl SERVI CES

39 KENNEDY DRI VE

PUTNAM CT 06260

VEDI CAL CENTER OF NORTHEAST CONNECTI CUT

GERI ATRI CS; | NTERNAL MEDI ClI NE;

612 HARTFORD DRI VE

PULMONOLOGY SERVI CES

DAYVI LLE CT 06241

POVFRET STREET FAM LY MEDI CAL ASSOCI ATES

PRI MARY CARE SERVI CES

235 POVFRET STREET

PUTNAM CT 06260

10

THOVPSON HEALTHCARE CENTER

PEDI ATRI C CENTER

415 RI VERSI DE DRI VE

NORTH GROSVENORDALE CT 06255

JSA
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DAY KI MBALL HEALTHCARE,

Schedule H (Form 990) 2015
Facility Information (continued)

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

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

06- 0646599
Page 8

Name and address

Type of Facility (describe)

1

CANTERBURY FAM LY MEDI CAL ASSOCI ATES

PRI MARY CARE SERVI CES

132 WESTM NSTER ROAD

CANTERBURY CT 06331

THOVPSON FAM LY MEDI CAL ASSCCI ATES

PRI MARY CARE SERVI CES

415 RI VERSI DE DRI VE

NORTH GROSVENORDALE CT 06255

DAYVI LLE HEALTHCARE CENTER

OB/ GYN; DI ABETES MANAGEMENT;

11 DOG H LL ROAD

GERI ATRI CS SERVI CES

DAYVI LLE CT 06241

PUTNAM HEALTHCARE CENTER

DURABLE MEDI CAL EQUI PMENT

6-12 SOUTH MAI N STREET

SALES; PHYSCI AL THERAPY, LAB

PUTNAM CT 06260

DRAW

10

JSA
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule H (Form 990) 2015 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

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

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

SCHEDULE H, PART |, LINES 3A, 3B & 3C

DETERM NI NG ELIG BI LI TY FOR FREE & DI SCOUNTED CARE:

TO QUALI FY FOR FREE CARE, AN | NDI VI DUAL MJUST MEET ALL OF THE CRI TERI A:

SI NGLE ACCOUNT BALANCE OF $250 OR GREATER OR ACCOUNTS SPANNI NG SI X

MONTHS TOTALI NG $500 OR GREATER (I NDI VI DUAL) OR ACCOUNTS SPANNI NG SI X

MONTHS TOTALI NG $1000 OR GREATER FOR 2 OR MORE FAM LY MEMBERS ( UNDER SAME

GUARANTOR) .

ANNUAL | NCOME |'S LESS THAN 250% OF THE CURRENT FEDERAL | NCOME POVERTY

LEVEL (FPL).

LI QUI D ASSETS MUST NOT EXCEED $100, 000 (| NCLUDES STOCKS, BONDS, CASH,

401K, I RA, CD, PROPERTY AND BUSI NESS VALUE, AND RECREATI ONAL VEHI CLES) .

TO QUALI FY FOR A 75% CHARI TY CARE DI SCOUNT, AN | NDI VI DUAL MJUST MEET ALL

OF THE FOLLOW NG CRI TERI A:

SI NGLE ACCOUNT BALANCE OF $250 OR GREATER OR ACCOUNTS SPANNI NG SI X

MONTHS TOTALI NG $500 OR GREATER (I NDI VI DUAL) OR ACCOUNTS SPANNI NG SI X

MONTHS TOTALI NG $1000 OR GREATER FOR 2 OR MORE FAM LY MEMBERS ( UNDER SAME

GUARANTOR) .

JSA
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule H (Form 990) 2015 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

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

any CHNAs reported in Part V, Section B.

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

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

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

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

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.
- ANNUAL I NCOVE | S LESS THAN 250% OF THE CURRENT FEDERAL | NCOVE POVERTY
LEVEL (FPL).

LI QUI D ASSETS MUST NOT EXCEED $100, 000 | NCLUDI NG ( STOCKS, BONDS, CASH,

401, I RA, CD, PROPERTY AND BUSI NESS VALUE AND RECREATI ONAL VEHI CLES).

| NSURED PATI ENTS WHO HAVE NO ADDI TI ONAL COVERAGE ( AND HAVE

DOCUMENTATI ON THAT THEY HAVE EXHAUSTED THEI R | NSURANCE) FOR THE REMAI NDER

OF THEIR PLAN YEAR W LL BE DEEMED " UNI NSURED' UNDER SECTION A OF THI' S

POLI CY. | F GRANTED CHARITY CARE, | T WLL BE ONE-TI ME GRANTI NG

SCHEDULE H, PART I, LINE 7

COSTI NG METHODOLOGY:

THE COSTI NG METHODOLOGY THAT WAS USED TO CALCULATE THE

AMOUNTS REPORTED I N THE TABLE WAS DAY KI MBALL HOSPI TAL' S COST- TO- CHARGE

RATI O THAT WAS REPORTED I N THE FY2016 MEDI CARE COST REPORT.

SCHEDULE H, PART I, LINE 7G

SUBSI DI ZED SERVI CES:

DAY KI MBALL HOSPI TAL PARTNERS W TH NORTHEASTERN CONNECTI CUT COUNCI L OF

JSA
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule H (Form 990) 2015 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

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

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

GOVERNMENTS (NECCOG) TO PROVI DE LOCAL PARAMEDI C | NTERCEPT SERVI CES. DAY

KI MBALL HOSPI TAL AND NECCOG AGREED THAT THE ABSENCE OF PARAMEDI C

| NTERCEPT SERVI CES | N NORTHEASTERN CONNECTI CUT, COVPRI SED OF MANY RURAL

TOMS, WOULD CREATE A SI GNI FI CANT DEFI Cl ENCY | N THE AVAI LABI LI TY AND

ACCESSI Bl LITY OF MEDI CAL SERVI CES I N THE COMMUNI TY. THE HOSPI TAL PROVI DES

CERTAI N MONETARY AND | N-KI ND SERVI CES FOR THE PROVI SI ON OF PARAMEDI C

| NTERCEPT SERVI CES.

SCHEDULE H, PART I, LINE 7, COLUW F

PERCENT OF TOTAL EXPENSE:

TO ARRI VE AT THE PERCENT OF TOTAL EXPENSES, THE DENOM NATOR WHI CH EQUALS

TOTAL OPERATI NG EXPENSES PER PART | X, LINE 25, OF THE FORM 990 WAS

REDUCED BY BAD DEBT EXPENSE OF $3, 460, 363.

SCHEDULE H, PART 111, SECTION A, LINE 2

BAD DEBT EXPENSE:

THE ORGANI ZATlI ON CALCULATED BAD DEBT EXPENSE USI NG THE AMOUNTS CALCULATED

IN THE ORGANI ZATI ON'S AUDI TED FI NANCI AL STATEMENTS.

JSA
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule H (Form 990) 2015 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

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

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

SCHEDULE H, PART 111, SECTION A, LINE 3

BAD DEBT EXPENSE ATTRI BUTABLE TO CHARI TY CARE:

BAD DEBT ATTRI BUTABLE TO PATI ENTS ELI G BLE UNDER THE ORGANI ZATI ON S

CHARI TY CARE PCLI CY WAS ESTI MATED USI NG THE PERCENTAGE OF THE POPULATI ON

THAT IS BELOW THE POVERTY LI NE I N THE HOSPI TAL' S SERVI CE AREA.

SCHEDULE H, PART 111, SECTION A, LINE 4

BAD DEBT EXPENSE FOOTNOTE:

PLEASE REFER TO THE ATTACHED AUDI TED FI NANCI AL STATEMENTS FOR NOTE 1 -

PATI ENT ACCOUNTS RECEI VABLE AND CHARI TY CARE.

SCHEDULE H, PART 111, SECTION B, LINE 8

COVMUNI TY BENEFI T RATI ONALE:

THE SHORTFALL BETWEEN DAY KI MBALL HOSPI TAL' S MEDI CARE COSTS AND PAYMENTS

ARE CONS|I DERED COVMUNI TY BENEFI T BECAUSE THE SERVI CES WERE PROVI DED BY

DAY KI MBALL HOSPI TAL EVEN THOUGH THE COSTS WERE NOT COVERED OR

REI MBURSED. THE COSTI NG METHODOLOGY USED TO DETERM NE THE AMOUNT REPORTED

ON LINE 6 WAS GROSS CHARGES REDUCED BY THE COST TO CHARGE RATI O THAT WAS

JSA
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule H (Form 990) 2015 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

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

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

REPORTED I N THE FY2016 MEDI CARE COST REPORT.

SCHEDULE H, PART 111, SECTION B, LINE 9B

CCOLLECTI ON POLI CY:

IT 1S THE PH LOSOPHY AND PCLI CY OF DAY KI MBALL HOSPI TAL THAT MEDI CALLY

NECESSARY HEALTH CARE SERVI CES SHOULD BE AVAI LABLE TO ALL | NDI VI DUALS

REGARDLESS OF THEIR ABILITY TO PAY. THE POLI CY HAS BEEN WRI TTEN I N

ACCORDANCE W TH SECTI ON 9007 OF THE PATI ENT PROTECTI ON AND AFFORDABLE

CARE ACT (ACT), SIGNED | NTO LAWON MARCH 23, 2010, WHI CH ADDS NEW

SECTI ONS 501(R) AND 4959 TO THE | NTERNAL REVENUE CODE. SECTI ON 501(R)

I NCLUDES A SERI ES OF SPECI FI C REQUI REMENTS FCOR HOSPI TALS TO RECEI VE AND

MAI NTAI N SECTI ON 501(C) (3) "TAX EXEMPT" STATUS.

SCHEDULE H, PART VI, LINE 2

NEEDS ASSESSMENT:

DAY KI MBALL HOSPI TAL HAS RECENTLY COMPLETED A COMMUNI TY NEEDS ASSESSMENT

I N CONJUNCTI ON W TH THE W NDHAM COUNTY HEALTHCARE CONSORTI UM THE

CONSORTI UM UTI LI ZED A NATI ONAL CONSULTI NG FI RM TO ASSI ST I N THE PROCESS

JSA
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule H (Form 990) 2015 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

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

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

OF | DENTI FYI NG SPECI FI C HEALTH CARE NEEDS | N W NDHAM CCUNTY. FOCUS

GROUPS, TELEPHONE SURVEYS AND STATE AND FEDERAL DATA WAS USED TO | DENTI FY

THE SPECI FI C HEALTH CARE NEEDS DURI NG TH S ASSESSMENT.

SCHEDULE H, PART VI, LINE 3

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

ALL PATI ENTS WHO ARE UNI NSURED ARE REFERRED TO THE FI NANCI AL COUNSELI NG

DEPARTMENT; | NPATI ENTS ARE ALL VI SI TED BY A FI NANCI AL COUNSELOR (OR G VEN

A FI NANCI AL COUNSELI NG PACKET) PRI OR TO DI SCHARGE W TH ALL OF THE

AVAI LABLE PROGRAMS THAT ARE AVAI LABLE THROUGH OUR FI NANCI AL ASSI STANCE

(CHARI TY CARE) PCOLICY. ANY SCHEDULED PATI ENTS WHO ARE UNI NSURED ARE

CALLED BY THE FI NANCI AL COUNSELORS | N ADVANCE TO PROVI DE ALL OF THE

OPTI ONS | NCLUDI NG SCREENI NG FOR MEDI CAI D ASSI STANCE, CHARI TY CARE, AS

VELL AS SEVERAL OTHER LOCAL FUNDI NG SOURCES THAT THEY MAY QUALI FY FOR

ALL PATI ENT STATEMENTS HAVE | NFORVATI ON ABOUT OQUR CHARI TY CARE PCOLI CY AS

VELL AS A DONNLOADABLE CHARI TY CARE APPLI CATI ON. ALL OF OUR THI RD PARTY

VENDCRS, | NCLUDI NG OUR BAD DEBT AGENCI ES AND OUR LONG TERM PATI ENT

FI NANCI NG PROGRAM THROUGH CAREPAYMENT ALSO PROVI DE OUR CHARI TY CARE

JSA
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule H (Form 990) 2015 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

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

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

POLI CY TO PATI ENTS UPON REQUEST. OUR FI NANCI AL ASSI STANCE GUI DELI NES ARE

ALSO POSTED I N ALL PATI ENT REG STRATI ON AREAS OF THE HOSPI TAL.

SCHEDULE H, PART VI, LINE 4

COVMUNI TY | NFORVATI ON:

DAY KI MBALL HOSPI TAL' S PRI MARY SERVI CE AREA CONSI STS OF 13 TOMS I N THE

NORTHEASTERN CORNER OF CONNECTI CUT AS WELL AS BORDERI NG MASSACHUSETTS AND

RHODE | SLAND TOANS. DAY Kl MBALL'S SERVI CE AREA | S OVER 438 SQUARE M LES

AND CONTAI NS APPROXI MATELY 117, 604 | N W NDHAM COUNTY. THE POPULATI ON

RANGES FROM LONG- TERM  MULTI - GENERATI ONAL FAM LI ES TO NEWY | MM GRATED

RESI DENTS FROM URBAN AREAS. ACCORDI NG TO THE 2010 CENSUS, 11.7% OF THE

POPULATI ON | S UNDER POVERTY LEVEL AND 14. 3% ARE OVER ACE 65. THERE IS A

W DE RANGE OF SOCI O- ECONOM C FACTORS | NCLUDI NG VERY H GH | NCOVE TO

POVERTY; ADVANCED EDUCATI ON TO | NCOWLETE H GH SCHOOL. THE MEDI AN

HOUSEHOLD | NCOVE | N 2010 I N W NDHAM COUNTY WAS $58, 489 ( THE LOWEST | NCOVE

OF ANY COUNTY I N THE STATE OF CONNECTI CUT), WHI LE THE STATE MEDI AN WAS

$69, 519. ACCORDI NG TO THE HEALTHY CONNECTI CUT 2020 STATE HEALTH

ASSESSMENT THAT WAS RELEASED | N MARCH 2014 THE LEADI NG CAUSES COF DEATH I N

JSA
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule H (Form 990) 2015 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

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

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

CONNECTI CUT ARE HEART DI SEASE AND CANCER

SCHEDULE H, PART VI, LINE 5

PROMOTI ON OF COMMUNI TY HEALTH:

THE M SSI ON OF DAY KI MBALL HOSPI TAL |S TO MEET THE HEALTH NEEDS OF CUR

COVMMUNI TY THROUGH OUR CORE VALUES OF CLI NI CAL QUALITY, CUSTOMER SERVI CE,

FI SCAL RESPONSI Bl LI TY AND LOCAL CONTROL. DAY KI MBALL HOSPI TAL IS GOVERNED

BY A BOARD OF DI RECTORS COWPRI SED OF COMMUNI TY MEMBERS AND PHYSI Cl ANS.

THE MEDI CAL STAFF IS OPEN TO ALL PHYSICIANS | N THE COWUNI TY WHO MEET

MEMBERSHI P AND CLI NI CAL PRI VI LEGE REQUI REMENTS. | NPATI ENT, OUTPATI ENT AND

EMERGENCY SERVI CES THAT ARE MEDI CALLY NECESSARY ARE PROVI DED TO ALL

PATI ENTS REGARDLESS OF THEIR ABILITY TO PAY.

SCHEDULE H, PART VI, LINE 6

AFFI LI ATE STRUCTURE:

DAY KI MBALL HOSPI TAL HAS A RELATI ONSHI P W TH UMASS MEMORI AL MEDI CAL

CENTER AS | TS TERTI ARY CARE SI TE. WHEN PATI ENTS' CARE REQUI RES

SPECI ALI ZED TREATMENTS, DAY KI MBALL COLLABORATES W TH PROM NENT MEDI CAL

JSA
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule H (Form 990) 2015 Page 9
=E1g@VIl Supplemental Information

Provide the following information.

1

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

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

CENTERS TO PROVI DE THE CARE THEY NEED. FOR | NSTANCE, DAY Kl MBALL PARTNERS

W TH UVMASS MEMORI AL MEDI CAL CENTER | N WORCESTER, MA FOR CARDI AC CARE AND

HAS DEVELOPED A SYSTEMATI C APPROACH TO STABI LI ZI NG AND TRANSPORTI NG HEART

ATTACK PATI ENTS TO UVASS FOR FURTHER TREATMENT.

JSA

Schedule H (Form 990) 2015
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SCHEDULE J Compensation Information OMB No. 1545-0047
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees 2@1 5
P Complete if the organization answered "Yes" on Form 990, Part IV, line 23. ;
Department of the Treasury P Attach to Form 990. )
Internal Revenue Service P Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
DAY Kl MBALL HEALTHCARE, | NC. 06- 0646599
Questions Regarding Compensation
Yes No
la Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part Ill 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
BXPlaIN L L e e e e e e e e e e e e 1b
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked in line
L 7 2
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part 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
4 During the year, did any person listed on 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 retirementplan?. . . . ... ... .. ... 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), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
The Organization? . . 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 e e e e e e e e e e e 5a X
Any related organization? . . . . . 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 5b X
If "Yes" to line 5a or 5b, describe in Part lll.
6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
The Organization? . . 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 e e e e e e e 6a X
Any related organization? . . . . . 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 6b X
If "Yes" on line 6a or 6b, describe in Part Ill.
7 For persons listed on Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed
payments not described on lines 5 and 67 If "Yes," describeinPartlll. . . . ... ... ... ........... 7 X
8 Were any amounts reported on 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
0T == B | 8 X
9 If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C) 7 . . . . . . i 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 9

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

JSA
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DAY KI MBALL HEALTHCARE,

Schedule J (Form 990) 2015

I NC.

06- 0646599

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 on 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 (if) Bonus & incentive (iii) Other other deferred benefits (B)(i)-(D) in column (B) repo!'ted
compensation compensation reportable compensation as difoerrrr:%gg prior
compensation
M CHAEL BAUM NMD @i) 13, 200. 0. 0. 0. 0. 13, 200. 0.
1D RECTCR (ii) 259, 128. 58, 894. 0. 7, 830. 13, 986. 339, 838. 0.
ROBERT E. SMANI K, FACHE| () 368, 400. 12, 000. 63, 964. 7, 950. 7, 751. 460, 065. 51, 494.
oPRESI DENT & CEO (ii) 0. 0. 0. 0. 0. 0. 0.
W LLI AM JOHNSQON, MD @i) 23, 760. 0. 0. 0. 0. 23, 760. 0.
3PRESI DENT/ MEDI CAL  STAFF (ii) 226, 002. 10, 894. 0. 6, 129. 14, 821. 257, 846. 0.
DONALD ST. ONGE @i) 199, 853. 0. 0. 6, 285. 14, 994, 221, 132. 0.
4000 CNO ENDI NG 02/16 (ii) 0. 0. 0. 0. 0. 0. 0.
JOHN O KEEFE @i) 148, 992. 0. 2,231 4, 537. 190. 155, 950. 0.
gVP OF PATIENT CARE SERVI CES (ii) 0. 0. 0. 0. 0. 0. 0.
SARAH JANE DE ASI S @i) 261, 082. 36, 579. 0 0 15, 018. 312, 679. 0.
gVENTAL HEALTH PHYSI CI AN (ii) 0. 0. 0. 0. 0. 0. 0.
RONALD GOBEI L @i) 238, 627. 2, 350. 3, 152, 7, 200. 6, 694. 258, 023. 0.
7PHYSI G AN (ii) 0. 0. 0. 0. 0. 0. 0.
GREGORY HARUBI N @i) 136, 943. 0. 449, 4,172. 14, 705. 156, 269. 0.
gD RECTOR OF FACILITIES (ii) 0. 0. 0. 0. 0. 0. 0.
JOHN MODI CA @i) 147, 547. 79, 393. 0. 4,770. 12, 861. 244,571, 0.
g CU PHYSI Gl AN (ii) 0. 0. 0. 0. 0. 0. 0.
JOHN GRAHAM @i) 280, 739. 0. 3,679. 7, 950. 357. 292, 725. 0.
10VP MEDI CAL AFFAI RS/ CVD (ii) 0. 0. 0. 0. 0. 0. 0.
0]
11 (iv)
0]
12 (ii)
0]
13 (ii)
0]
14 (i)
0]
15 (ii)
0]
16 (it)
Schedule J (Form 990) 2015
JSA
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule J (Form 990) 2015
=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.

Page 3

SCHEDULE J, PART I, LINE 4B
SUPPLEMENTAL NONQUALI FI ED RETI REMENT PLAN:

ROBERT SMANI K PARTI Cl PATES I N A 457(F) NONQUALI FI ED RETI REMENT PLAN W TH

DAY KI MBALL HOSPI TAL.

SVANI K RECEI VED A 457(F) DI STRIBUTI ON OF $51, 494, WH CH HAS BEEN REPORTED

AS DEFERRED COMPENSATI ON ON A PRI OR FORM 990.

SCHEDULE J, PART |, LINE 7
NON- FI XED PAYMENTS:
BONUSES AWARDED DURI NG THE YEAR WERE ElI THER STI PENDS FOR AN | NDI VI DUAL

SERVI NG AS A DEPARTMENT OR COWM TTEE CHAI RPERSON OR | NCENTI VE PAYMENTS

FOR RVU S WORKED.

Schedule J (Form 990) 2015
JSA
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SCHEDULE K
(Form 990)

Department of the Treasury

Internal Revenue Service

GROUP 1
Supplemental Information on Tax-Exempt Bonds

» Complete if the organization answered "Yes" on Form 990, Part IV, line 24a. Provide descriptions,
explanations, and any additional information in Part VI.

p Attach to Form 990.
» Information about Schedule K (Form 990) and its instructions is at www.irs.gov/form990.

OMB No. 1545-0047

2019

Open to Public
Inspection

Name of the organization

Employer identification number

DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
=g Bond Issues
(a) Issuer name (b) Issuer EIN (c)CUSIP # | (d) Date issued (e) Issue price (f) Description of purpose (9) Defeased bghrza(l)fnof gi)rwpr?gilr?g
Issuer
Yes No Yes No | Yes | No
A STATE OF CONNECTI CUT HEALTH AND ED FAC AUTHORI TY 06- 0806186 20774YPC5 06/ 06/ 2013 30, 330, 000. | EMERGENCY DEPARTMENT EXPANSI ON X X X
B
C
D
Proceeds
A B D
1 Amountofbondsretired . . . . . .. . .. . .. ... e
2 Amountofbondslegallydefeased, . ... ............ ... . ...
3 Total proceeds of ISSUE . . . . v v i i it i i i e e e e e e 30, 330, 000.
4 Gross proceedsinreserve funds . . . . . . . i ittt e e e e e e e e e e e e e 2, 340, 522.
5 Capitalized interest from proceeds ., . . . . . . v v v v v v e e e e e e e e e e 1,170, 295.
6 Proceeds in refunding SCrOWS, . . . . . v v v v v v e e e e e e e e e e e e e e e e e 15, 485, 4009.
7 lssuance costsfromproceeds . . . . .. ... i i 606, 600.
8 Credit enhancement fromproceeds . . . . . . .. . .. . ...
9 Working capital expenditures fromproceeds . . . . . . . . . . . i i it
10 Capital expenditures from proceeds . . . . . . v v v v v v v e e e e e e e e e e 10, 723, 350.
11 Other spent proceeds , . . . v v v i v i v ittt e 3, 824.
12 Other unspent proceeds . . . . . . v v v i v i v v ittt e e e e e
13 Year of substantial completion. . . . . . . . ... ... ... ... 2014
Yes No Yes No Yes No Yes No
14 Were the bonds issued as part of a current refundingissue? . . . ... .......... X
15 Were the bonds issued as part of an advance refundingissue?, . . . ... ........ X
16 Has the final allocation of proceeds beenmade? . . . ... ... ... ... .. ...... X
17 Does the organization maintain adequate books and records to support the
final allocation of proceeds? . . . . . . ... X
Private Business Use
A B 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
2 Are there any lease arrangements that may result in private business use of
bond-financed property? ... ... ... ... ... X

fsopr Paperwork Reduction Act Notice, see the Instructions for Form 990.
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule K (Form 990) 2015 Page 2
Private Business Use (Continued) GROUP 1
A B C D
3a Are there any management or service contracts that may result in private Yes No Yes No Yes No Yes No
business use of bond-financed property?. . . . . . . . i it e e e e e e e e X
b If "Yes" to line 3a, does the organization routinely engage bond counsel or other outside
counsel to review any management or service contracts relating to the financed property? . . . . .
¢ Are there any research agreements that may result in private business use of
bond-financed property? . . . . . . .. L . e e e e e e e e e e e e e e e e e e e s X
d If "Yes" to line 3c, does the organization routinely engage bond counsel or other
outside counsel to review any research agreements relating to the financed property?. .
4  Enter the percentage of financed property used in a private business use by entities
other than a section 501(c)(3) organization or a state or local government . . . . .. » % % % %
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 . . . ... .. » % % % %
6 Totaloflines4and 5 . . . . . i i i i i it e e e e e e e e e e % % % %
7 Does the bond issue meet the private security or paymenttest? . . . . . . . . ... ... X
8a Has there been a sale or disposition of any of the bond-financed property to a
nongovernmental person other than a 501(c)(3) organization since the bonds were issued? . . . . X
b If "Yes" to line 8a, enter the percentage of bond-financed property sold or
disposed Of . v v v i i i e e e s e e e e e e e e e e e e % % % %
¢ If"Yes" to line 8a, was any remedial action taken pursuant to Regulations
sections 1.141-12and 1.145-27 . . . v @ v v v i i v v v e e f o n e e e e e e e e e e
9 Has the organization established written procedures to ensure that all
nonqualified bonds of the issue are remediated in accordance with the
requirements under Regulations sections 1.141-12and 1.145-2? ., ., . ... .. ... .. X
Arbitrage
A B C D
1 Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield Reduction and Yes No Yes No Yes No Yes No
Penalty in Lieu of Arbitrage Rebate? . . . . . . . ... ... o i i X
2 If"No" toline 1, did the following apply?. . . . . . . . . . . i i i i it ittt e
a Rebatenotdue Yet?, . . . . . . it it ittt et e X
b Exceptiontorebate? . . . . . i i i i i it it e e e et ae e X
NOrebate dUB? . . v v v i i it it et e et X
If “Yes” to line 2c, provide in Part VI the date the rebate computation was
= 0 .11
3 Isthe bondissue avariablerateissue?. . . . . . . . . . . . ..t i e X
4a Has the organization or the governmental issuer entered into a qualified
hedge with respecttothe bondissue?. . . . . ... ... ... ... ... X
b Nameofprovider . . . . . . . i i i i i it it e e e e e e e e e e e e
c Termofhedge. . . . . v i v i i it i e e e s e e e e e e e e e e e e e e e e
d Was the hedge superintegrated?. . . . . . . .. ... .. ...
e Wasthe hedgeterminated?. . . . . . . . . .. ... . ... ..t
JSA Schedule K (Form 990) 2015
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Schedule K (Form 990) 2015 Page 3
Arbitrage (Continued)
A B D
Yes No Yes No Yes No Yes No
5a Were gross proceeds invested in a guaranteed investment contract (GIC)? . . . ... .. X
b Name of provider . . . . . . i i i i i i i it e e e e e e e e e
C Termof GIC . . . . . . i i i e e e e e e e e e e a e e e e a e e e e e e 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
7 Has the organization established written procedures to monitor the
requirements of SECHON 14872 . . . . . v v v v i i e e e e e e e e e e e e e e e e X
Procedures To Undertake Corrective Action
A B D
Has the organization established written procedures to ensure that violations Yes No Yes No Yes No Yes No
of federal tax requirements are timely identified and corrected through the
voluntary closing agreement program if self-remediation is not available
under applicable regulations? X

Supplemental Information. Provide additional information for responses to questions on Schedule K (see instructions).

JSA
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I NC. 06- 0646599

DAY Kl MBALL HEALTHCARE,
Page 4

Schedule K (Form 990) 2015
AN Supplemental Information. Provide additional information for responses to questions on Schedule K (see instructions) (Continued)

SCHEDULE K, PART | (F)

DESCRI PTI ON OF PURPGCSE:
CURRENT REFUNDI NG AND EMERGENCY DEPARTMENT EXPANSI ON AND RENOVATI ON.

Schedule K (Form 990) 2015

JSA
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ ONB Mo, Toao 0%
(Form 990 or 990-EZ) 2@15

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. Open to Public
Internal Revenue Service » Attach to Form 990 or 990-EZ. Inspection

Name of the organization Employer identification number

DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

FORM 990, PART VI, SECTION A, LINE 3
MANAGEMENT DUTI ES:

DURI NG FY 16, DAY KI MBALL HOSPI TAL CONTRACTED W TH GLAZI ER ASSCCI ATES TO
PROVI DE FULL SERVI CE FI NANCI AL MANAGEMENT TO THE HOSPI TAL | N THE ABSENCE
OF A CHI EF FI NANCI AL OFFI CER. THE SERVI CES PROVI DED WERE TYPI CAL OF THOSE
A CH EF FI NANCI AL OFFI CER WOULD PROVI DE. GLAZI ER ASSCCI ATES WAS USED TO
PROVI DE THESE SERVI CES WHI LE A SEARCH FOR A PERMANENT CHI EF FI NANCI AL

OFFI CER WAS TAKI NG PLACE. A PERMANENT CFO WAS HI RED I N JULY 2016.

FORM 990, PART VI, SECTION A, LINE 7A

PONER TO ELECT THE GOVERNI NG BQODY:

THE HOSPI TAL HAS MORE THAN 400 CORPORATORS WHO ARE DEDI CATED TO THE
HOSPI TAL' S M SSI ON.  CORPCRATORS ARE | NDI VI DUALS | NTERESTED I N THE
PURPOSES OF THE HOSPI TAL AND REPRESENT THE COVMUNI Tl ES SERVED.
CORPORATORS HAVE THE RI GHT TO PARTI Cl PATE I N THE ELECTI ON OF DI RECTCORS

AND OFFI CERS.

FORM 990, PART VI, SECTION B, LINE 11B
REVI EW OF FORM 990:

FORM 990 IS REVI EVED BY PAUL A. BEAUDAO N, CFO, PRIOR TO FILING A COPY OF

THE 990 | S MADE AVAI LABLE TO ALL BOARD MEMBERS BEFCRE FI LI NG

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

CONFLI CT OF | NTEREST PQLI CY:

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2015)

JSA
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Schedule O (Form 990 or 990-EZ) 2015 Page 2

Name of the organization Employer identification number

DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

THE ORGANI ZATI ON REGULARLY AND CONSI STENTLY MONI TORS AND ENFORCES
COVPLI ANCE W TH THE CONFLI CT OF | NTEREST PCLI CY BY REQUI RI NG BOARD
MEMBERS, ADM NI STRATI ON, THE MEDI CAL STAFF, AND ALL OTHER EMPLOYEES TO

FILL OUT A CONFLI CT OF | NTEREST DI SCLOSURE FORM ANNUALLY.

I F ANY CHANGE I N THE FORM ARI SES THROUGHOUT THE YEAR, IT IS REQU RED TO
BE REPORTED PROVPTLY TO THE CHAIR OF THE BOARD OF DI RECTORS OR THE

PRESI DENT OF DAY KI MBALL HOSPI TAL.

IN THE EVENT A POTENTI AL CONFLI CT OF | NTEREST HAS A DI RECT | MPLI CATI ON
FOR PATI ENT CARE, THE I NSTI TUTI ON MAY CONVENE AN ETH CS COW TTEE MEETI NG

TO ASSI ST IN THE RESOLUTI ON OF THE | SSUE.

| F AN ACTUAL OR POTENTI AL CONFLICT OF I NTEREST | S DI SCLOSED, THE AFFECTED
EVMPLOYEE W LL REFRAI N FROM FURTHER PARTI Cl PATI ON I N MATTERS TO WH CH THE

CONFLI CT RELATES UNTIL THE QUESTI ON OF CONFLI CT HAS BEEN RESCOLVED.

FORM 990, PART VI, SECTION B, LINES 15A & 15B
COVPENSATI ON OF TOP MANAGEMENT:

DAY KI MBALL HOSPI TAL PARTNERS W TH AN EXTERNAL CONSULTANT TO ANALYZE ALL
LEVELS OF COVPENSATI ON W THI N THE ORGANI ZATI ON. THI' S ENABLES US TO ENSURE
THAT THERE 1S A SOLI D FRAMEWORK TO MAKE EFFECTI VE, CONSI STENT, STRATEG C
AND OPERATI ONAL COWMPENSATI ON DECI SI ONS THAT | MPACT OUR EMPLOYEES FOR THE
SUPPORT THEY PROVI DE TO THE OVERALL M SSI ON AND STRATEGY OF DAY KI MBALL
HOSPI TAL. ANY CHANGES THAT | NVOLVE SI GNI FI CANT FI NANCI AL ADJUSTMENTS ARE

PRESENTED TO THE BOARD OF DI RECTORS FOR APPROVAL.

JSA Schedule O (Form 990 or 990-EZ) 2015
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Schedule O (Form 990 or 990-EZ) 2015 Page 2

Name of the organization Employer identification number

DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

FORM 990, PART VI, SECTION C, LINE 19
DOCUMENT DI SCLOSURE:

THE ORGANI ZATI ON MAKES | TS GOVERNI NG DOCUMENTS, CONFLICT OF | NTEREST

POLI CY, AND FI NANCI AL STATEMENTS AVAI LABLE TO THE PUBLI C UPON REQUEST.

FORM 990, PART VII, SECTION A
COVPENSATI ON OF BOARD OF DI RECTORS:

NO BOARD MEMBERS RECEI VE COVMPENSATI ON FOR THEI R DUTI ES AS DI RECTORS.

DI RECTORS W TH COVPENSATI ON LI STED ON PART VII ARE El THER EMPLOYEES OF
THE FI LI NG ORGANI ZATI ON, OR EMPLOYEES AND/ OR | NDEPENDENT CONTRACTORS OF A
RELATED ORGANI ZATI ON, DAY KI MBALL MEDI CAL GROUP. THEY ARE COVPENSATED FOR

THEI R DUTI ES | N THAT CAPACI TY.

FORM 990, PART X, LINE 9

CHANGES | N NET ASSETS:
$ (5,452,120) TRANSFER TO AFFI LI ATE
(7,982,483) CHANCGE | N DEFI NED BENEFI T PENSI ON PLAN
(168, 493) CHANGE I N I NTEREST | N BENEFI Cl AL TRUST

$(13, 603, 096)

JSA Schedule O (Form 990 or 990-EZ) 2015
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

?,%}'E]DSQLOE)R Related Organizations and Unrelated Partnerships [[oME No- 1545-0047
» Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2@1 5
Department of the Treasury >AttaCh to Form 990. . Open to Public
Internal Revenue Service P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Identification of Disregarded Entities Complete if the organization answered "Yes" on 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) PHYSI CI AN SERVI CES OF NORTHEAST CT 26- 2565797
45 GREEN HOLLOW ROAD DANI ELSON, CT 06239 PHYSI CI AN SVC |CT DK HLTHCR
(2)
(3)
(4)
©)]
(6)
- Identification of Related Tax-Exempt Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had
S 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 c%r:]ttrigllj?ed
Yes No
(1) DAY KI MBALL HOVEMAKERS 06- 1136893
320 POVMFRET STREET PUTNAM  CT 06260 HOVENVAKERS CT 501(C) (3) 9 DK HLTHCR X
(2) DAY KI MBALL MEDI CAL GROUP, |NC. 45- 4077626
320 POVMFRET STREET PUTNAM  CT 06260 PHYS SERVI CES | CT 501(C) (3) 9 DK HLTHCR X
(3)
(4)
(5
(6)
(N
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2015
JSA

5E1307 1.000
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599
Schedule R (Form 990) 2015 Page 2
Part Il Identification of Related Organizations Taxable as a Partnership Complete if the organization answered "Yes" on 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 Incgrrl]'lrzlgteelgted, income year assets alocatiors? | @amount in box 20 | managing | ownership
(state or excluded from of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514)
Yes| No Yes| No
1)
(2)
(3)
(4)
©)]
(6)
(N
Part IV Identification of Related Organizations Taxable as a Corporation or Trust Complete if the organization answered "Yes" on Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.
(@) (b) ©) (d) (e) ® @ (h) ()
Name, address, and EIN of related organization Primary activity Legal domicile | Direct controlling Type of entity Share of total Share of Percentage| Section
(state or foreign entity (C corp, S corp, or income end-of-year assets |ownership ili(ttrjgl(ll?i)
country) trust) entity?
Yes|No
1
(2)
(3)
(4)
©)]
(6)
(1)
JSA Schedule R (Form 990) 2015
5E1308 1.000
4835JT K929 7/20/2017 10: 35: 00 AM V 15-7.18 95872 PAGE 77



DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule R (Form 990) 2015 Page 3
Transactions With Related Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.
Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes| No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity. . . . . . . . L . . . . . . e e e e e e e e e e e e e e e e la X
b Gift, grant, or capital contribution to related organization(s) . . . . . . . . . . . . i i i it it 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 1b X
¢ Gift, grant, or capital contribution from related organization(s), , . . . . . . . .. ... e e e e e e e e e e e ic X
d Loans or loan guarantees to or for related organization(s) . . . . . . . . . i i i i e e e e e e e e e d| X
e Loans or loan guarantees by related organization(s) . . . . . . . . . ... L i e e e e e e e e e e e e e e e e e e e e le X
f Dividends from related organization(s). . . . . . . . . . .. 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 1f X
g Sale of assets torelated Organization(S) . . . . . v v v v i it i e e e e e ke 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 19 X
h Purchase of assets from related organization(s), | . . . . . . . . . . . . . i it e e e e e e e e e e e 1ih X
i Exchange of assets with related organization(s), | . . . . . . . . . . .. . i i e e e e e e e e e e 1i X
j Lease of facilities, equipment, or other assets to related organization(s) . . . . . . . . . . . L L 1j | X
k Lease of facilities, equipment, or other assets from related organization(s) . . . . . . . . . . . . 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 1k X
| Performance of services or membership or fundraising solicitations for related organization(s) . . . . . . . . . . . . . o i i i i i e e e e e e e e e e e e e e 1l X
m Performance of services or membership or fundraising solicitations by related organization(s). . . . . . . . . . . . . . o i i i i e e e e e e e e e e e e e e im X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . . . . . . . . . . . . . . i i i i i i e e e e e e e e e e e e e e e e e e 1in X
0 Sharing of paid employees with related organization(s) . . . . . . . . . . . . i i e e e e e e e e e e e e e e e e e e e lo X
p Reimbursement paid to related organization(s) for eXpenSes. . . . . . & v i it e s e e e e ke e e e e e e e e e e e e e e e e e e e e 1p X
g Reimbursement paid by related organization(s) for eXpensSes . . . . . . L i 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 e e e e 1q X
r Other transfer of cash or property to related organization(s) , , | . . . . . . . . . . . i i e e e e e e e ir| X
s Other transfer of cash or property from related organization(s). . . . . .t v i v i i i i v i it e e e e e e e e e e e e e e e e ee 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 related organization Transaction Amount involved Method of determining
type (a-s) amount involved

(1) DAY KI MBALL MEDI CAL GROUP, | NC. R 5,452,120. | COST

(2) DAY KI MBALL MEDI CAL GROUP, | NC J 344,105. | COST

(3)

(4)

©)]

(6)

JSA Schedule R (Form 990) 2015

5E1309 1.000
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule R (Form 990) 2015 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.
@ () O ) o ® &9 ) oo o )
) Primary activity egal domicile Predominant re all partners Share of hare of Di tionat ode V - UBI eneral or Percentage
Name, address, and EIN of entity (state or foreign income (related, section total income end-of-year I:Tlf:;i:jg;a °] amount in box 20 managing ownersh?p

country) unrelated, excluded 501(c)(3) assets of Schedule K-1 partner?
from tax under organizations? (Form 1065)

sections 512-514) Yes | No Yes | No Yes | No

1)

(2)

(3)

4

(5)

(6)

@)

(8)

9

(10)

(11)

(12)

(13)

(14)

(15)

(16)

JSA Schedule R (Form 990) 2015
5E1310 1.000
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DAY KI MBALL HEALTHCARE, | NC. 06- 0646599

Schedule R (Form 990) 2015 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) 2015

5E1510 1.000
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Exempt Organization Business Income Tax Return OMB No, 1645-0687
Fom 990-T (and proxy tax under section 6033(e))
For calendar year 2015 or other tax year beginning 10/ 01 , 2015, and ending 09/ 30 , 20 16 . 2@1 5
Department of the Treasury P Information about Form 990-T and its instructions is available at www.irs.gov/form990t.
Internal Revenue Service P> Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3). g f(%)%%)%?é%ﬁgﬁgogﬁ; |
A |_, Check box if Name of organization (|_, Check box if name changed and see instructions.) D Employer identification number
address changed (Employees' trust, see instructions.)
B Exempt under section DAY Kl MBALL HEALTHCARE, | NC.
501( C) 3 ) Print | Number, street, and room or suite no. If a P.O. box, see instructions. 06- 0646599
408(e) 220(e) Ty[?é E Lénrgla}edt_business activity codes
- 408A 530(2) 320 P(]\/FRET STREET (See instructions.)
529(a) City or town, state or province, country, and ZIP or foreign postal code
C Book value of all assets PUTNAM CT 06260 900001
at end of year X : .
F  Group exemption number (See instructions.) P>
91, 455, 429. |G Check organization type P> | X | 501(c) corporation | | 501(c) trust |_, 401(a) trust |_, Other trust
H Describe the organization's primary unrelated business activity. »> | NVESTMENT
I During the tax year, was the corporation a subsidiary in an affiliated group or a parent-subsidiary controlled group?, . ., . . . . » |_, Yes | X | No
If "Yes," enter the name and identifying number of the parent corporation.
J The books areincare of » PAUL A. BEAUDO N Telephone number » 860- 928- 6541
Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
la Gross receipts or sales
b Less returns and allowances ¢ Balance | 1c
2  Cost of goods sold (Schedule A, line7), ., . ... ... .. 2
3 Gross profit. Subtract line 2 fromline1c ., , ., . ... ... 3
4a Capital gain net income (attach ScheduleD) , , ., . . . . . 4a
b Net gain (loss) (Form 4797, Part Il line 17) (attach Form 4797), , | 4b
c Capital loss deductionfortrusts , . . .. ... ... ... 4c
5 Income (loss) from partnerships and S corporations (attach statement) | 5 90. ATC:H 1 90.
6 Rentincome(ScheduleC), . . .. .. ... ....... 6
7  Unrelated debt-financed income (ScheduleE) , . , . . .. 7
8 Interest, annuities, royalties, and rents from controlled organizations (Schedule F) 8
9 Investment income of a section 501(c)(7), (9), or (17) organization (Schedule G) 9
10 Exploited exempt activity income (Schedulel) , . ., . . .. 10
11  Advertising income (ScheduleJ), . . ... .. ... ... 11
12 Other income (See instructions; attach schedule) , . , . . . 12
13  Total. Combinelines 3 through12. . . . . . .. ... .. 13 90. 90.

Deductions Not Taken Elsewhere (See instructions for limitations on deductions.) (Except for contributions,
deductions must be directly connected with the unrelated business income.)

14 Compensation of officers, directors, and trustees (Schedule K), ., . . . . . . . . . & v i v v v v e e e e e e e 14
15 Salariesandwages . . . . . 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 e e e 15
16 Repairsandmaintenance . . . . . . . i 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 16
17 Baddebts, . . . . . i e e e e e e e e e e e e e e e e e e e e 17
18 Interest (attachschedule) . . . . . . . . . o i i i i it e e e e e e e e 18
19 Taxesandlicenses . . . . . i i i i i i i e e e e e e e e e e e e e e e e e e 19
20 Charitable contributions (See instructions for limitationrules) . . . . . . . . . . . . o v i i i h e .. 20
21  Depreciation (attach Form4562). ., . . . . . . . v v 4 v o v e e e e e 21
22 Less depreciation claimed on Schedule A and elsewhereonreturn , , ., . . . . 22a 22b
23 Depletion, |, L L . e e e e 23
24 Contributions to deferred compensation plans |, . . . . . . v v & v b ot t e e e e e e e e e e e e e 24
25 Employee benefitprograms , . . . . . . .. L e e e 25
26  Excess exemptexpenses (Schedulel). . . . . . . . . . . i e e e e e e 26
27  Excessreadershipcosts (Schedule J). . . . . . . . . . i i i e e e e e e 27
28  Other deductions (attach schedule) , . . . . . . . . . v v v v i s o e 28
29  Total deductions. Add lines 14 through 28, , . . . . . . . . . v v v v i i s e e e e e e 29
30 Unrelated business taxable income before net operating loss deduction. Subtract line 29 from line 13 | 30 90.
31  Net operating loss deduction (limited to the amountonline30) . . . . . . . . . . @ v v v v s v e e e e e e 31
32  Unrelated business taxable income before specific deduction. Subtract line 31 fromline30 , . ... ... ... 32 90.
33 Specific deduction (Generally $1,000, but see line 33 instructions for exceptions) . . . . . . . . ¢+ o s v v« . . 33 1, 000.
34 Unrelated business taxable income. Subtract line 33 from line 32. If line 33 is greater than line 32,
enterthe smallerof zeroorline 32 . . . . . & & v v v i v v v i i e e e e e e e a e e e e aa e e e aeaas 34 0.
For Paperwork Reduction Act Notice, see instructions. Form 990-T (2015)
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Form 990-T (2015) DAY Kl MBALL HEALTHCARE, | NC.
Tax Computation

06- 0646599 Page 2

35 Organizations Taxable as Corporations. See instructions for tax computation. Controlled group
members (sections 1561 and 1563) check here P I:I See instructions and:
a Enter your share of the $50,000, $25,000, and $9,925,000 taxable income brackets (in that order):
(0)[$ | @[s | @l
b Enter organization's share of: (1) Additional 5% tax (not more than $11,750), , . . . . . $
(2) Additional 3% tax (not more than $100,000) ., . . . . . . v v v v v v v v v v e $
C Incometaxontheamountonline34, | . . . . . . i i i i i ittt e e e e e e e e e e e e e e e e »|35¢
36 Trusts Taxable at Trust Rates. See instructions for tax computation. Income tax on
the amount on line 34 from: |:| Tax rate schedule or I:I Schedule D (Form 1041), . . . . . . . . . .. »| 36
37 Proxytax. SEe INSIUCHONS » v v v v v v v a e e e e e h e e e e e e e e e e e e e e e e e e e »| 37
38 Alternative miNIMUM taX . . . v v v i i e vttt e e e e e e e e e e e e e e e e e e e e e e e e 38
39 Total. Add lines 37 and 38 to line 35c or 36, whichever applies. . . v v v v v v 4 v v v 0 v e e n e m e n e 39
Tax and Payments
40 a Foreign tax credit (corporations attach Form 1118; trusts attach Form 1116). . . . . 40a
b Other credits (SEEINSIUCHONS). & & v v v v vt e e v e e e e e e e e 40b
Cc General business credit. Attach Form 3800 (see instructions) , . ., . . .. ... .. 40c
d Credit for prior year minimum tax (attach Form 8801 0r8827), , . . . . . . . . .. 40d
e Total credits. Add lines 40athrough 40d , . . . . . . . . . . v v i i i s e e e e e e e e 40e
41 Subtractline40efromline39. . . . . . & . i i i i e e e e e e e e e e e e e e e e e 41
42  Other taxes. Check iffrom:l:l Form 4255 I:I Form 8611 I:I Form 8697 I:I Form 8866 I:I Other (attach schedule) , | 42
43  Totaltax. Add iNeS 41 aNd 42 « « « « vt ottt e e e e e e e e e e e e e e e e 43 0.
44 a Payments: A 2014 overpayment creditedto2015 . . . . . . . . ... ... ... 44a
b 2015 estimated tax payments « = « v v v & 4 4 4 v ke e e e e e e e e e e e 44Db
C Tax deposited With FOrm 8868, + v v v v v v v 4 v v & v b e v e v et e e e e e 44c
d Foreign organizations: Tax paid or withheld at source (see instructions) . . . . . . . 44d
e Backup withholding (seeinstructions) . . . « & v v 4 vt i v d 4 e e e e e 44e
f Credit for small employer health insurance premiums (Attach Form 8941) , , . . . . 44f
g Other credits and payments: Form 2439
|:| Form 4136 Other Total | 449
45 Total payments. Add lines 44athrough 44g . « « v v v v v v i v v v et e e e e e e e e e e e e e e 45
46  Estimated tax penalty (see instructions). Check if Form 2220 isattached, . . . . . . . . . ¢ v v+ « « . . | 2 |:| 46
47  Tax due. If line 45 is less than the total of lines 43 and 46, enter amountowed ., ., . . . . . . . . v o v« ... »| 47
48 oOverpayment. If line 45 is larger than the total of lines 43 and 46, enter amountoverpaid , ., . . . . . . . . . . »| 48
4 Enter the amount of line 48 you want: Credited to 2016 estimated tax P> Refunded P | 49

9
1

Statements Regarding Certain Activities and Other Information (see instructions)

At any time during the 2015 calendar year, did the organization have an interest in or a signature or other authority over a financial | Yes | No

account (bank, securities, or other) in a foreign country? If YES, the organization may have to file FINCEN Form 114, Report of Foreign

Bank and Financial Accounts. If YES, enter the name of the foreign country here P> X
2 During the tax year, did the organization receive a distribution from, or was it the grantor of, or transferor to, a foreign trust? X
If YES, see instructions for other forms the organization may have to file.
3 Enter the amount of tax-exempt interest received or accrued during the tax year » $
Schedule A - Cost of Goods Sold. Enter method of inventory valuation p
1 Inventory at beginning of year , | 1 6 Inventoryatendofyear . . . . . ... 6
2 Purchases . ......... 2 7 Cost of goods sold. Subtract line
3 Costoflabor , ... ..... 3 6 from line 5. Enter here and in
4a Additional section 263A costs Partl,line2, . . .. ... ... .... 7
(attach schedule) _ , . . ... 4a 8 Do the rules of section 263A (with respect to | Yes | No
b Other costs (attach schedule) ., [4b property produced or acquired for resale) apply
5 Total. Add lines 1 through 4b . | 5 to the organization? . , . . . . . . . . . . v o v o v ..
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 taxpayer) is based on all information of which preparer has any knowledge.
Slgn } } May the IRS discuss this return
Here with the preparer shown below
Signature of officer Date Title (see instructions)?| X | yes ,_l No
Paid Print/Type preparer's name Preparer's signature Date Checkl_, if PTIN
BRI AN D TODD self-employed P00422601
E“Seepgrr‘i; Fimsname B BKD, LLP Fim's EIN D> 44- 0160260
Firm's address » 910 E ST LOUI S #200/ PO BOX 1190 Phone no. 417 865-8701
SPRI NGFI ELD, MO 65806- 2523 Form 990-T (2015)
JSA

5X2741 1.000
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Form 990-T (2015)

DAY KI MBALL

HEALTHCARE, | NC.

06- 0646599

Page 3

Schedule C - Rent Income (From Real Property and Personal Property Leased With Real Property)

(see instructions)

1. Description of property

M
@)
3)
4)
2. Rent received or accrued
(a) From personal property (if the percentage of rent (b) From real and personal property (if the 3(a) Deductions directly connected with the income
for personal property is more than 10% but not percentage of rent for personal property exceeds in columns 2(a) and 2(b) (attach schedule)
more than 50%) 50% or if the rent is based on profit or income)
M
@)
(€)
4)
Total Total

(c) Total income. Add totals of columns 2(a) and 2(b). Enter
here and on page 1, Part |, line 6, coumn (A)., . . . . »

(b) Total deductions.
Enter here and on page 1,

Part I, line 6, column (B) P

Schedule E - Unrelated Debt-Financed Income (see instructions)

1. Description of debt-financed property

2. Gross income from or
allocable to debt-financed

3. Deductions directly connected with or allocable to

debt-financed property

property (a) Straight line depreciation (b) Other deductions
(attach schedule) (attach schedule)
M)
@)
(€)
4)
4. Amount of average 5. Average adjusted basis .
acquisition debt on or of or allocable to 64 gO|'L¢;mdn 7. Gross income reportable 8| AllogabltetdtledeJcnlons
allocable to debt-financed debt-financed property Ivide column 2 x column 6 (column 6 x total of columns
by column 5 ( ) 3(a) and 3(b
property (attach schedule) (attach schedule) y (@) (0))
M) %
(2) %
(3) %
(4) %
nter nere and on page 1, nter nere and on page 1,
Enter h d 1,| Enterh d 1
art |, line 7, column (A). art |, line 7, column (B).
Part I, line 7, col A Part I, line 7, col B
Totals . . . . 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 >

Total dividends-received deductions included in column 8

Schedule F - Interest, Annuities, Royalties, and Rents From Controlled Organizations (see instructions)

1. Name of controlled
organization

Exempt Controlled Organizations

2. Employer
identification number

3. Net unrelated income 4.

(loss) (see instructions)

Total of specified
payments made

5. Part of column 4 that is
included in the controlling
organization's gross income

6. Deductions directly
connected with income
in column 5

1

2

3

(
(
(
(4

)
)
)
)

Nonexempt Controlled Organizations

7. Taxable Income

8. Net unrelated income
(loss) (see instructions)

10. Part of column 9 that is
included in the controlling
organization's gross income

9. Total of specified
payments made

11. Deductions directly
connected with income in
column 10

M

@)

(€)

4)
Add columns 5 and 10. Add columns 6 and 11.
Enter here and on page 1, Enter here and on page 1,
Part 1, line 8, column (A). Part I, line 8, column (B).

TOMaIS 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 >

JSA Form 990-T (2015)

5X2742 1.000
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Form 990-T (2015)

DAY Kl MBALL HEALTHCARE,

I NC.

06- 0646599

Page 4

Schedule G - Investment Income of a Section 501(c

(7), (9), or (17) Organization (see instructions)

1. Description of income

2. Amount of income

3. Deductions
directly connected
(attach schedule)

4. Set-asides
(attach schedule)

5. Total deductions
and set-asides (col. 3
plus col. 4)

Q)
2
3
“4)
Enter here and on page 1, Enter here and on page 1,
Part 1, line 9, column (A). Part |, line 9, column (B).
Totals . . .. i ui e e . >

Schedule | - Exploited Exempt Activity Income, Other Than Advertising Income (see instructions)

1. Description of exploited activity

2. Gross
unrelated
business income
from trade or
business

3. Expenses
directly
connected with
production of
unrelated
business income

4. Net income (loss)
from unrelated trade
or business (column
2 minus column 3).
If a gain, compute
cols. 5 through 7.

5. Gross income
from activity that
is not unrelated
business income

6. Expenses
attributable to
column 5

7. Excess exempt
expenses
(column 6 minus
column 5, but not
more than
column 4).

Q)

2)

3

“4)
Enter here and on Enter here and on Enter here and

page 1, Part |, page 1, Part |, on page 1,

line 10, col. (A). line 10, col. (B). Part Il, line 26.

Totals & v v w v i e e »

Schedule J - Advertising Income (see instructions)

Income From Peri

odicals Reported on a Consoli

dated Basis

1. Name of periodical

2. Gross
advertising
income

3. Direct
advertising costs

4. Advertising
gain or (loss) (col.
2 minus col. 3). If
a gain, compute
cols. 5 through 7.

5. Circulati
income

ion 6. Readership

costs

7. Excess readership
costs (column 6
minus column 5, but
not more than
column 4).

N
-

w
-~

,-\,-\,-\,-\
N
=

. >

Totals (carry to Part II, line (5)) .

2 through 7 on ali

Income From Periodicals Repo

ne-by-line basis.)

rted on a Separate Basis (For each periodical listed in Part

I, fill in columns

4. Advertising

7. Excess readership

1N § iodical 5 Gr:f)s.'s 3. Direct ga|n. or (loss) (col. 5. Circulation 6. Readership .costs (column 6
. Name of periodica a .ve ising advertising costs 2 minus col. 3). If income costs minus column 5, but
income a gain, compute not more than
cols. 5 through 7. column 4).
M
2)
€]
“4)
Totals from Part1, . . . .. . »
Enter here and on Enter here and on Enter here and
page 1, Part |, page 1, Part |, on page 1,
line 11, col. (A). line 11, col. (B). Part Il, line 27.
Totals, Part Il (lines 1-5), . . . »

Schedule K - Compensation of Officers, Directors, and Trustees (see instructions)

1. Name 2. Title tir?{epgé?/g?édoio 4. Compensation at.tributable to
business unrelated business
Q) %
(2) 0/0
(3) 0/0
(4) 0/0
Total. Enter here and on page 1, Part 11, line 14 . | . | . . . . . L . . 0 i it ot e e e e e e e e e e »
JSA Form 990-T (2015)
5X2743 1.000
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