“PUBLIC INSPECTION COPY™
OMB No. 1545-0047

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

P The organization may have to use a copy of this return to satisfy state reporting requirements.
A For the 2011 calendar year, or tax year beginning 10/01, 2011, and ending

Department of the Treasury
Internal Revenue Service

Open to Public
Inspection

09730, 20 12

D Employer identification number

C Name of organization
MIDDLESEX HOSPITAL

Doing Business As

B Check if applicable:

Address
change

06-0646718

E Telephone number

(860) 358-6395

Number and street (or P.O. box if mail is not delivered to street address) Room/suite

28 CRESCENT STREET

Name change

Initial return

] Terminated City or town, state or country, and ZIP + 4

|| fmended MIDDLETOWN, CT 06457 G Grossreceipts $  371,937,208.
‘;PPQFE;U“ F Name and address of principal officer: VINCENT CAPECE - PRESIDENT/CEOQ | H® ISﬁ?IhitS 2 group return for

(— endin armliates

Yes
H(b) Are all affiliates included? Yes

If "No," attach a list. (see instructions)

No
No

28 CRESCENT STREET, MIDDLETOWN, CT 06457
| Tax-exempt status: | X | 501(c)(3) | | 501(c) ( ) «__(insert no.) | | 4947(a)(1) or |
J  website: B WWW._MIDDLESEXHOSPITAL .ORG

| 527

H(c) Group exemption number P

K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 1895| M State of legal domicile: CT
Summary
1 Briefly describe the organization's mission or most significant activites: _ _ _ _ _ __ _ __ _ ___ ____ __ ___ _ __ _ _ _ _ _ __ __________
| ~ MIDDLESEX HOSPITAL IS COMMITTED TO PROVIDING HIGH QUALATY INPATIENT
€|  AND OUTPATIENT HEALTHCARE SERVICES. THE HOSPITAL RECOGNIZES COMMUNITY _
§|  TRANSPARENCY AND INTEGRITY AS FUNDAMENTAL RESPONSIBILITIES.
é 2 Check this box P> |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
| 3 Number of voting members of the governing body (Part VI, line 1a) . . . . . . . . . . . . . . . 3 13.
_$ 4 Number of independent voting members of the governing body (Part VI, line1b) 4 10.
E 5 Total number of individuals employed in calendar year 2011 (PartV, line2a), . . . . . . . . . .. ... ... 5 3,061.
2 6 Total number of volunteers (estimate if necessary) . . . . . . . . . L L . 6 615.
7a Total gross unrelated business revenue from Part VIII, column (C), ne12 7a 4,465,014.
b Net unrelated business taxable income from Form 990-T, iN€34 . . . v & v & 4 & 4 & & & & 0 & 0 & o o o & o o » 7b 0
Prior Year Current Year
o| 8 Contributions and grants (Part VIIl, lineth) 3,460,686. 5,380,626.
g 9 Program service revenue (Part VIll, line2g) . . . . . . .. .. .. COPY FOR 342,349,009. 348,999,762.
> . . PUBLIC INSPECTION
e 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d), | . . 6,203,632. 2,997,354.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢, 10c, and 11e) 1,347,490. 9,976,768.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12), , . . . . . 353,360,817. 367,354,510.
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) 0 0
14 Benefits paid to or for members (Part IX, column (A), line4) 0 0
@|15 Salaries, other compensation, employee benefits (Part I, column (A), lines 5-10) | 198,095,488. 199,306,965.
2| 16a Professional fundraising fees (Part IX, column (A), line11e) . . . . . . . . .. 0 0
:')- b Total fundraising expenses (Part IX, column (D), line 25) pp 824,734.
“117 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24) 136,850,977. 138,777,708.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) | 334,946,465. 338,084,673.
19 Revenue less expenses. Subtractline 18 fromline 12, . . . . . . o v v v v v w e e e e . 18,414 ,352. 29,269,837.
S g Beginning of Current Year End of Year
%% 20 Total assets (Part X, line 16) . . . . . 402,626,000. 440,085,000.
<8121 Total liabilities (Part X, N 26) . . 264,554,000.| 279,080,000.
gé 22 Net assets or fund balances. Subtract line 21 fromline20. . . . v v v v v v 4 v 0 v 8w . 138,072,000. 161,005,000.

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

Signature Block

Sign
Here } Signature of officer Date
} Type or print name and title
Print/Type preparer's name Preparer's signature Date Cr;feck if PTIN
i . self-
paid | Christopher B. Boggs lnitgloie. F. Doyyr— | WAL | Sioes » []| PO0032493
uSepomy Firm's name P> ERNST & YOUNG U.S. LLP EIN » 34-6565596
Firm's address P> 111 MONUMENT CIRCLE, SUITE 2600 INDIANAPOLIS, IN 46204 Phoneno. B 317-681-7000

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

| lves [X]No

Form 990 (2010)

For Paperwork Reduction Act Notice, see the separate instructions.
JSA
1E1065 1.000
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MIDDLESEX HOSPITAL 06-0646718

Form 990 (2011) Page 2
Part lll Statement of Program Service Accomplishments
Check if Schedule O contains a response to any questioninthisPart Ill . . . . . .. ..o v v v i v oo oo

1 Briefly describe the organization's mission:
MIDDLESEX HOSPITAL EXISTS TO PROVIDE THE SAFEST, HIGHEST-QUALITY
HEALTH CARE AND THE BEST EXPERIENCE POSSIBLE FOR OUR COMMUNITY.

2 Did the organization undertake any significant program services during the year which were not listed on the
prior FOrm 990 0 990-EZ2 | . . . L L
If "Yes," describe these new services on Schedule O.

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

services? |:| Yes No

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 and section 4947(a)(1) trusts are required to report the amount of
grants and allocations to others, the total expenses, and revenue, if any, for each program service reported.

|:|Yes No

4a (Code: ) (Expenses $  137,785,103. including grants of $ ) (Revenue $ 147,366,896. )
INPATIENT CARE - IN THE FISCAL YEAR ENDING 9/30/2012, INPATIENT
CARE REPRESENTED 14,158 DISCHARGES AND 59,473 PATIENT CARE DAYS.
ARMED WITH SKILLED STAFF, PROGRESSIVE DIAGNOSTIC TOOLS AND
ADVANCED SURGICAL TECHNIQUES, THE HOSPITAL WAS WELL POSITIONED TO
ENSURE A COMFORTABLE, SAFE ENVIRONMENT FOR EXCEPTIONAL MEDICAL
TREATMENT AND RECOVERY. SEE SCHEDULE O FOR FURTHER DETAIL.

4b (Code: ) (Expenses $  s51,043,731. including grants of $ ) (Revenue $ 65,773,629. )
EMERGENCY DEPARTMENT - MIDDLESEX HOSPITAL EMERGENCY DEPARTMENT
DELIVERS CARE AT THE WHALEN EMERGENCY CENTER AT THE HOSPITAL®S
MAIN CAMPUS AS WELL AS TWO SATELLITE SITES LOCATED AT THE
SHORELINE MEDICAL CENTER IN ESSEX AND THE MIDDLESEX MEDICAL CENTER
IN MARLBOROUGH. THE EMERGENCY DEPARTMENT TREAT AND RELEASE VISITS
FOR THE FISCAL YEAR ENDING 9/30/2012 WERE 85,082. IN EACH,
EMERGENCY CARE IS DEPLOYED BY EXPERT, BOARD-CERTIFIED EMERGENCY
MEDICINE DOCTORS AND SPECIFICALLY TRAINED PHYSICIAN ASSISTANTS,
NURSES, PATIENT CARE TECHNICIANS AND OTHER SUPPORT PERSONNEL. SEE
SCHEDULE O FOR FURTHER DETAIL.

4c (Code: ) (Expenses $ 19,474,104. including grants of $ ) (Revenue $ 28,709,445. )
AMBULATORY OR OUTPATIENT SURGERY - IN FISCAL YEAR ENDING 9/30/2012
THERE WERE 6,733 REVENUE GENERATING AMBULATORY SURGERY CASES FROM
ENDOSCOPY/COLONOSCOPY TO ORTHOPEDIC AND OTHER OUTPATIENT
PROCEDURES. SEE SCHEDULE O FOR FURTHER DETAIL.

4d Other program services (Describe in Schedule O.)
(Expenses $ 78,876,274. including grants of $ 2.998,000. ) (Revenue $ 116,993,232. )
4e Total program service expenses P 287,179,212.

JSA
1E1020 1.000 Form 990 (2011)
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MIDDLESEX HOSPITAL 06-0646718

Form 990 (2011)

Part

10

11

12a

13
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20a

Page 3

\Y Checklist of Required Schedules

Yes | No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete SChedUIE A . v v v i e e e e e e e e e e e e e e e e e e e e e e e e e 1 X
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? . . . . . . ... 2 X
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C,Partl. . . . . . . . v o v i v i i i i v it e e e 3 X
Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C,Partll. . . . . . . . . o v o v v v v i v o0 4 X
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,
| 5 X
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, Partl . . . & o v o v i i i i s s e e e e e e e e e e e e e e e s 6 X
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, Partil. . . . . ... .. 7 X
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part ll « . v v v v v v v e e e e e e e e e e e e e e e e e e e e e e e e 8 X
Did the organization report an amount in Part X, line 21; serve as a custodian for amounts not listed in Part
X; or provide credit counseling, debt management, credit repair, or debt negotiation services? If "Yes,"
complete Schedule D, Part IV « . v v v vt 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 9 X
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
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.
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes," complete
Schedule D, PartVl L . . o ottt et e e e e e e e e 11a] X
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, . . . . .. ... ....... llc X
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 . . . . . . . . . ... ... . uuiuenen.. 11d X
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X [11le X
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
Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,"
complete Schedule D, Parts XI, Xll, and Xl .+« . v o v o v v s o e s e s s e e e e e e e e e e e e e e s 12a X
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, XII, and Xlll isoptional . . . . . . . . . . .. 12b X
Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete ScheduleE . . .. ... ... 13 X
Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . . .. ... 14a X
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes," complete Schedule F,Partsland V. . . . . . ... .. 14b X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes," complete Schedule F, Parts lland IV . . . . . .. 15 X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If "Yes," complete Schedule F, Parts llland IV . . . . . . ... .. 16 X
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
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, Partll . . . . . . . . v v vt it v it i i e s e 18 X
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If"Yes," complete Schedule G, Part lll . . . . & o v o v i v i s e s e s e e e e e e e e e e e e e 19 X
Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH . . . . ... ... ... 20a| X
If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to thisreturn? , . . . . . 20b X

JSA
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MIDDLESEX HOSPITAL 06-0646718

Form 990 (2011)
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Page 4

\Y Checklist of Required Schedules (continued)

Yes | No
Did the organization report more than $5,000 of grants and other assistance to any government or organization
in the United States on Part IX, column (A), line 1? If "Yes," complete Schedule I, Partsland Il . . . ... ... .. 21 X
Did the organization report more than $5,000 of grants and other assistance to individuals in the United States
on Part IX, column (A), line 2? If "Yes," complete Schedule |, Partsland lll . . . ... ... ............. 22 X
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 . . . . v i v it vt e e e e e e e e e e e 23 X
Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 2002? If "Yes," answer lines 24b
through 24d and complete Schedule K. If “N0,” O t0 liNE 25, . . . . v v v v ot e e e e e e e e e e e e e e e e e e 24a| X
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? . . . . . . . .. i i e e e e e e e e e e e e e e e e e 24c X
Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?. . . . . . . 24d X
Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes," complete Schedule L, Part! . . . . ... ... ... .. .. .. 25a X
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 1. . . . . . v i i it i e s e e e e e e e e e e e e e e e e e 25b X
Was aloan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization's tax year? If "Yes," complete Schedule L, Part Il , | 26 X
Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If "Yes," complete Schedule L, Partlll . . ... .......... 27 X
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 current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, PartIV. . . . . . .. 28a X
A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L, Part IV . . o v i 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, PartvV .. . . ... ... 28c X
Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M | 29 X
Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M, . . . . . . . . i i i i e e e e e e e e e e 30 X
Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
P | 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 31 X
Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part 1. . . v . v v it st s e e e et e e et e e e e e e e e e 32 X
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,Partl. . . . . .. ... .. ... .. 33 X
Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Parts II, Il
IV,and V, lINE L o o o s e e e e e e e e e e e e e e e e e e e e e 3| X
Did the organization have a controlled entity within the meaning of section 512(b)(13)? . . . ... .. ... ... 35a| X
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
Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, Part V,line 2, . . . . . . . . . . @ i i i i v it it e e u 36 X
Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes,” complete Schedule R,
Part Vl . . . e e e e e e e e e e e e e e e Y X
Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and
19? Note. All Form 990 filers are required to complete Schedule O. . . . . . . . . . . v v v 0 v v v v v v v v w.. 38 X

JSA
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MIDDLESEX HOSPITAL 06-0646718
Form 990 (2011) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response to any questioninthisPartV. . .. ... ... ... ..........

la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable la 178

b Enter the number of Forms W-2G included in line 1a. Enter -O- if not applicable 1b 0

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

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 3,061

b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions), . . . . ..

3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a X

b If "Yes," has it filed a Form 990-T for this year? If "No," provide an explanation in Schedule O _ , . . ... ... ... 3b X
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
BCCOUND? |\ o\ s e e e e e e e e e e e e e e e e e e 4a X

b If “Yes,” enter the name of the foreign country: » _ _ _ .
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.

5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? , , ., .. .. 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
c If "Yes" to line 5a or 5b, did the organization file Form 8886-T? . . . . . . . . . . . ¢ i i i v e et e e e e 5¢

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? , ., , . . . . . .. ... .. ... ... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible? | . . . . . L. L. 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 e e e e e 7a| X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? ., . . ... ... ... 7b X
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was

required t0 file FOMM 82827 & v v v v v i i v 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 during theyear . . . . ... ... ... ... | 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 and section 509(a)(3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring

b Did the organization make a distribution to a donor, donor advisor, or related person? , . . . .. ... ... .... 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VI, line 12 10a

a Did the organization make any taxable distributions under section 4966? 9a

b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilites , ., . , [10b

11 Section 501(c)(12) organizations. Enter:

a Gross income from members or shareholders | . . . . . . . . o 0 i i e e e e lla

b Gross income from other sources (Do not net amounts due or paid to other sources

against amounts due or received fromthem.) . . . . . . . . . . . . i i i 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 Is the organization licensed to issue qualified health plans in more than one state? 13a

Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which

the organization is licensed to issue qualified healthplans | . . .. ... .......... 13b
c Enterthe amountofreservesonhand , ., . . . . . . v v v v i i i e e e e e 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . ... ... ... 14a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . . .. .. 14b
1E1040 1.000 Form 990 (2011)
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Form 990 (2011) MIDDLESEX HOSPITAL 06-0646718 Page 6
Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a

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

Check if Schedule O contains a response to any questioninthisPart VI. . « « < v v v v o v o v v v v o v o v v o o 0w s
Section A. Governing Body and Management
Yes | No
la Enter the number of voting members of the governing body at the end of the tax year. If thereare « + « - . . la 13
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 . . . . . . ib 10
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? . . . . . . o i i i i i e e e e e e e e e s 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? . . . . . . . v o v i o L s e e e e s 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governingbody? . . . . . . v v o i L e e e e e e s e e e s 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governingbody? . . . . . . . . o v i v i i i h e e e e 7b | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a Thegoverning body?. . . o« o v v i i i e e e e e e e e e e e e e e e e e 8a | X
b Each committee with authority to act on behalf of the governingbody? . . . . ... ... ... oo 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses in 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? . . . . . . . . .. . v v i v v i v v oo 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . . . | 10b
1la Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . . [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
LA TSY ST N oo 11 o 12b| X
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule Ohow thiswas done . . . . . v v v i i i e e e e e e e e e e e e e e 12¢c| X
13 Did the organization have a written whistleblower policy?. . . . . . . . o 0 i o it e e e e e e . 13 | X
14 Did the organization have a written document retention and destruction policy?. . . . . . . . . ... ... ... 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top managementofficial . . . . . ... ... ..., 15a| X
b Other officers or key employees of the organization ., . . . . . . . v v i v i v i v it e e e e e e e e e e 15b| X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions.)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity during the year? . . . . . . . . . . i i i 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? |, | . . L L L L. L. e e e e e . 16b| X

Section C. Disclosure

17
18

19

20

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

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.

State the name, physical address, and telephone number of the person who possesses the books and records of the
organization: B> poNALD LUDWIG, CPA, 28 CRESCENT STREET, MIDDLETOWN, CT 06457 860-358-6879

JSA

Form 990 (2011)
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Form 990 (2011) MIDDLESEX HOSPITAL 06-0646718 Page 7

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

Check if Schedule O contains a response to any question inthisPartVIl . .. ... ... ... ........
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.

® List all of the organization's current officers, directors, trustees (whether individuals or organizations), regardless of amount
of compensation. Enter -0- in columns (D), (E), and (F) if no compensation was paid.
® List all of the organization's current key employees, if any. See instructions for definition of "key employee."

® |ist 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.

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

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

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

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

GV (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 box, unless person is both an from relf"‘tec_’ other .
(describe ) . the organizations compensation
hours for | Officer and a directorftrustee) organization (W-2/1099-MISC) from the
orgI:r:?zt:?ions 231212 7|8Z]| | (W-2/1099-MISC) organization
inschedule | 22 | 2| & |5 |23 3 and related
0) § g é. 2 133 § 2 o organizations
EIE N
ATTACHMENT 1 1% i
__(1) VINCENT CAPECE, JR. |
PRESIDENT CEO 40.00| X X 732,250. 0 340,633.
__(2) DAVID BAGGISH, MD |
CHIEF OF MEDICINE SECRETARY 40.00| X X 335,484. 0 4,054.
__(3) R. CHRISTOPHER SEATON |
CHAIRMAN 1.00| X X 0 0 0
__(@GARY WILLIS ]
VICE CHAIRMAN 1.00| X X 0 0 0
__(5) GEOFFREY HERTER, MD |
ASSISTANT SECRETARY 1.00| X X 0 0 0
__(6) NANCY D'OENCH |
DIRECTOR 1.00| X 0 0 0
_(7) CHANDLER HOWARD |
DIRECTOR 1.00| X 0 0 0
_(8) HUGH MACKENZIE |
DIRECTOR 1.00| X 0 0 0
_(9) BRUCE MACMILLIAN
DIRECTOR 1.00| X 0 0 0
_(10) JAMES MATSCHULAT |
DIRECTOR 1.00| X 0 0 0
_( JOAN RAFAL ]
DIRECTOR 1.00| X 0 0 0
_(12) ERIC THORNBURG |
DIRECTOR 1.00| X 0 0 0
_(13) BARBARA WEISS |
DIRECTOR 1.00| X 0 0 0
_(14) SUSAN MARTIN |
VP FINANCE TREASURER 40.00 X 397,845. 0 960,902
ISA Form 990 (2011)
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Form 990 (2011) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 box, unless person is both an from related other
(describe officer and a director/trustee) the organizations compensation
hoursfor |82 | 21 Q18|35 |8 | organization | (W-2/1099-MISC) from the
reléteq = g__ E 8 g E_) g g (W-2/1099-MISC) organization
organizations g, E_: g- 3|3 g and r.elat.ed
in Schedule |~ g 2._, % g organizations
0) % 5 9} E
(U] g %
15) ARTHUR MCDOWELL, MD |
VP CLINICAL AFFAIRS 40.00 X 459,186. 0 347,711.
16) HARRY EVERT _________________|
SR. VP STRATEGIC PLANNING OPS 40.00 X 411,022. 0 46,531.
17) COLLEEN SMATH |
VP NURSING (RET. 8/31/11) 40.00 X 374,226. 0 2,960.
18) JESSE WAGNER, MD ____________|
VP QUALITY AND PATIENT SAFETY 40.00 X 326,220. 0 21,557.
19) GREGORY NOKES _____ |
VP HUMAN RESOURCES 40.00 X 309,025. 0 197,836.
20) JACQUELYN CALAMARI _______ |
VP NURSING (EFF. 11/1/11) 40.00 X 242,074 . 0 32,621.
21) GARRETT HAVICAN |
VP OPERATIONS 40.00 X 158,211. 0 19,157.
22) MICHAEL SAXE, MD ____________|
CHAIRMAN EMERGENCY MEDICINE 40.00 X 393,494. 0 19,865.
23) JONATHAN BANKOFF, MD _________|
PHYSICIAN EMERGENCY DEPARTMENT | 40.00 X 354,138. 0 83,722.
24) RANDOLPH GOODWIN, MD _________|
CLINICAL DIR. INFECTIOUS DIS. 40.00 X 351,236. 0 6,770.
25) RICHARD GREINER, MD __________|
PHYSICIAN EMERGENCY DEPARTMENT | 40.00 X 327,676. 0 79,060.
1b Sub-total e »| 1,465,579. 9 1,305,589.
¢ Total from continuation sheets to Part VII, Section A . . . . . . . . . .. .. »| 4,356,508. 0 1,000,967.
dTotal (add liNnes1b and 1C) - « « « « v & v v v vt v v e e e e e e e e e »| 5,822,087. 0 2,306,556.
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 » 227
Yes| No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . ... ... ... ..., 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INIVIAUAL . 4 o s e e e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jfor 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.

GV

Name and business address

B)

Description of services

©
Compensation

ATTACHMENT 2

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization p

71

JSA
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MIDDLESEX HOSPITAL

06-0646718

Form 990 (2011) Page 8
Vgl Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 box, unless person is both an from related other
(describe officer and a director/trustee) the organizations compensation
hoursior |22 | 21 Q18 |S& |8 | organization | (W-2/1099-MISC) from the
related éé_ S 8 g Eg g (W-2/1099-MISC) organization
organizations | § S 5 s|sg|" and related
in Schedule | = = | B g|%¢ organizations
c | = @ 3
0 G |2 8| ©
3|2 2
3 2
2
( 26) BENJAMIN SIGAL, MD ____________
PHYSICIAN EMERGENCY DEPARTMENT | 40.00 X 325,513. 0 71,359.
( 27) DAVID COSENTINO, MD _________
MEDICAL DIR. EMERGENCY DEPT. 40.00 X 324,487 . 0 71,818.
1b Sub-total e >
c Total from continuation sheets to Part VII, SectionA , , . . ... ... ... | 2
dTotal (addlineslband1c) . . . . . . v v v v v i i ittt e e e e e e e e e »
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 » 227
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 . . . . . . . . . . v v v v i v it e e e 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INIVIAUAL . 4 o s e e e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jfor suchperson . ... ... ... ...... 5 X

Section B. Independent Contractors

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

year.

(A)
Name and business address

B)

Description of services

©
Compensation

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

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

JSA
1E1055 2.000
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Form 990 (2011) MIDDLESEX HOSPITAL 06-0646718 Page 9
Statement of Revenue
(G B © (D)

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

% 2 la Federated campaigns . - « = « « . . la
g é b Membershipdues . . ....... 1b
g <E c Fundraisingevents . . . . . . . .. ic 113,968.
O=2| d Related organizations . . . . . . . . id
gg e Government grants (contributions) . . | 1€ 804,430.
Eg f All other contributions, gifts, grants,
=) and similar amounts not included above . L_1f 4,462,228.
§-§ g Noncash contributions included in lines 1a-1f. $ 408,061.
h_ Total. Addlines 1a-1f . . « « o o v o v v v v v v v o u . . > 5,380,626
% Business Code
% 2a PATIENT REVENUES 621110 344,565,574, 344,565,574.
% b SPECIMEN LABORATORY 621500 3,270,050. 3,270,050.
% c TECHNICAL LABORATORY 621500 1,164,138. 1,164,138.
& d
I f All other program service revenue . . . . .
C | g Total. Addlines2a-2f . . .« u 4t u it e e > 348,999,762,
3 Investment income (including dividends, interest, and
other similaramounts). + « « v v v o v 0 v d w0 e > 603,489. 603,489.
Income from investment of tax-exempt bond proceeds . . . > 18,865. 18,865.
5  ROyalties « + = =+ o+ oseotreaaeaaaae. .. > 0
(i) Real (ii) Personal
6a Grossrents . .+ . . 2 .. 375,620.
b Less: rental expenses . . . 275,352.
¢ Rental income or (loss) 100,268.
d Netrentalincomeor (I0SS)« + & + & v & v 0 v 0 4w 0w 0w > 100,268. 100,268.
(i) Securities (ii) Other
7a Gross amount from sales of
assets other than inventory 6,614,992.
b Less: cost or other basis
and sales expenses . . . . 4,239,992.
c Gainor(loss) - « . . . .. 2,375,000.
d Netgainor(IoSS) « « « « « ¢ v« & v+ & v o o 0w 4 a > 2,375,000. 2,375,000.
% 8a Gross income from fundraising
S events (not including$ ____ 113,968.
5 of contributions reported on line 1c).
0: See PartIV,linel18 . . .« « v v v o .. a 69,588.
g b Less:directexpenses . . . . . . .. .. b 67,354.
5 ¢ Net income or (loss) from fundraisingevents . . . . . . . . > 2,234. 2,234.
9a Gross income from gaming activities.
See PartIV,line19 , ., . ....... a
b Less:directexpenses . .« « + & 4 04 . b
c Net income or (loss) from gaming activites . . . . . . . . . >
10a Gross sales of inventory, less
returns and allowances , , , ... ... a
b Less:costofgoodssold. . . . . . . .. b
c Net income or (loss) from sales of inventory. . . . . . . . . »
Miscellaneous Revenue Business Code
11a EHR INCOME TOTAL 900099 2,838,290. 2,838,290.
b EQUITY IN JOINT VENTURE INCOME 900099 2,176,192. 2,176,192.
c CAFETERIA REVENUE 722210 1,263,906. 1,263,906.
d Allotherrevenue « « « v v v v v v v v u s 900099 3,595,878. 3,565,052. 30,826.
e Total. Add liNes 11a-11d « « = = = « = &« = « = + + = = « | 2 9,874,266.
12 Totalrevenue. Seeinstructions + + + + « v v v v v v 4w | 2 367.354,510. 354,409,014 4,465,014 3,099,856.
Form 990 (2011)
JSA
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Form 990 (2011)
Elgdhg Statement of Functional Expenses

MIDDLESEX HOSPITAL

06-0646718

Page 10

Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A) but are not
required to complete columns (B), (C), and (D).

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

Do not include amounts reported on lines 6b,

(A
Total expenses

®
Program service

©)
Management and

(O
Fundraising

7b, 8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to governments and

organizations in the United States. See Part IV, line 21 . 0
2 Grants and other assistance to individuals in

the United States. See Part IV, line22. . . . . . 0
3 Grants and other assistance to governments,

organizations, and individuals outside the

United States. See Part IV, lines 15 and 16, , _ , 0

Benefits paid to or formembers , , ., . ... .. 0

Compensation of current officers, directors,

trustees, and key employees , . . .. ... .. 5,175,548. 4,140,438. 1,035,110.
6 Compensation not included above, to disqualified

persons (as defined under section 4958(f)(1)) and

persons described in section 4958(c)(3)B) . . . . . . 232 5 692. 186 5 154. 46 » 538.

Other salariesandwages. . . . . . . v o . . . 157,412 ,066. 141,568,920. 15,843,146.

Pension plan accruals and contributions (include section

401(k) and 403(b) employer contributions) . . . . . . 10 » 690 s 876. 9 » 565 > 887. 1 > 124 » 989.
9 Other employee benefits . . . . . . . . .. .. 15,037,274. 13,396,695. 1,640,579.

10 Payrolltaxes « « « « « v v v ww e e e 10,758,509. 9,575,999. 1,182,510.
11 Fees for services (non-employees):

a Management . . . . . 33,091,292.| 22,011,343. 10,255,215. 824,734.

bLegAl « vttt 605,719. 605,719.

C ACCOUNtING + & v & 4 & 4 s v s v 0 a n nn s 172,414. 172,414.

d Lobbying « « v v v v v v e e e 46,088. 46,088.

e Professional fundraising services. See Part IV, line 17 0

f Investment managementfees . .. ... ... 0

g Other . . . & v v i i it e e e e e e 0
12 Advertising and promotion . « + .+« . . ... 1,853,543. 870,560. 982,983.
13 Officeexpenses . . . .« v ¢ 4 v v 4 0 v v w . 10,685,906. 7,965,331. 2,720,575.
14 Information technology. . . . . .« . . .« . .. 0
15 Royalties, . . . . v v i i v e e e e 0
16 OCCUPANCY = v v & & v & & s s & & s & & = & & 7,484,098. 4,920,084. 2,564,014.
17 Travel o v e e e e e e e e e e 1,700,177. 1,335,071. 365,106.
18 Payments of travel or entertainment expenses

for any federal, state, or local public officials 0
19 Conferences, conventions, and meetings . . . . 567 » 662. 415 » 177. 152 » 485.
20 Interest . . . . . i .. i i e e e e e e e 3,106,032. 3,106,032.
21 Paymentstoaffiliates . ... ... ...... 0
22 Depreciation, depletion, and amortization . . . . 21 » 471 3 596. 20 » 490 » 344. 981 » 252.
23 Insurance |, . . ... ... e e e e e 2,077,805. 2,077,805.
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.)

aMEDICAL EXPENSES _____________ 34,609,055. 34,609,055.

pBAD DEBTS_ _____ 12,199,395. 12,199,395.

cSTATE NET_PATIENT REV TAX ___ 4,089,909. 4,089,909.

d TRANSFER_TO_MSH PRIMARY CARE _ 2,998,000. 2,998,000.

e All otherexpenses _ _ _ _ _ _ _ _ _________ 2,019,017. 930,759. 1,088,258.
25 Total functional expenses. Add lines 1 through 24e 338 ) 084 ) 673. 287 ) 179 » 212. 50 ) 080 ] 727. 824 ] 734.
26 Joint costs. Complete this line only if the

organization reported in column (B) joint costs

from a combined educational campaign and

fundraising solicitation. Check here p |:| if

following SOP 98-2 (ASC 958-720) . . . . .. . 0
JSA
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MIDDLESEX HOSPITAL 06-0646718
Form 990 (2011) Page 11
Balance Sheet
(G (B)
Beginning of year End of year
1 Cash-non-interest-bearing . . ... ... 56,459,000.| 1 54,769,000.
2 Savings and temporary cashinvestments. .. 10,647,000.| 2 10,187,000.
3 Pledges and grants receivable, net _ . . . .. ... ... ... ... ... 542,000.| 3 1,668,000.
4 Accounts receivable,net . L 45,270,000.| 4 47,154,000.
5 Receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees. Complete Part Il of
SChedUIe L ------------------------------------ O 5 0
6 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) . . . . . . . . . ... g s 0

% 7 Notes and loans receivable,net . . . . . . . . .. .. ... ..., 766,000.| 7 645,000.

2| 8 Inventoriesforsaleoruse | ... L. 1,436,000.| 8 1,347,000.

9 Prepaid expenses and deferredcharges . . . .. ... ... .. .... 2,029,000.| 9 3,970,000.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D |10a| 387,892,000.

b Less: accumulated depreciation, , , ... .... 10b 208,046,000. 174,742,000.|10c 179,846,000.
11 Investments - publicly traded securities |, , . . ... ... ... ... ... 106,486,000.| 11 138,950,000.
12 Investments - other securities. See Part IV, line 11, , . . . . . ... ... .. Q12 0
13 Investments - program-related. See Part IV, line 11 | _ . . . . ... ... .. Q13 0
14 Inangible @SSETS . . . . . . . e q14 0
15 Other assets. See Part IV, line 11 |, . . . . . . . . . i 4,249,000.| 15 1,549,000.
16 Total assets. Add lines 1 through 15 (mustequalline 34) . . . . . .. ... 402,626,000.| 16 440,085,000.
17 Accounts payable and accrued expenses. . . . . . . . . . ... 50,554,000.| 17 53,975,000.
18 Grantspayable, . . . . . ... .. ... ... Q18 0
19 Deferred reVenue . . .. ..\ oot 621,000.| 19 671,000.
20 Tax-exempt bond liabilities | | . . . . . .. . .. .. 69,502,000.| 20 66,330,000.

@21 Escrow or custodial account liability. Complete Part IV of Schedule D Q21 0

£2(22 Payables to current and former officers, directors, trustees, key

g employees, highest compensated employees, and disqualified persons.

- Complete Partllof Schedule L , . . . . . ... ... ............. q 22 0
23 Secured mortgages and notes payable to unrelated third parties | | . . . . . 152,000.| 23 1,620,000.
24 Unsecured notes and loans payable to unrelated third parties, . , . . . . .. Q24 0
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 . . . . .. ... i e 143,725,000.| 25 | 156,484,000.
26 Total liabilities. Add lines 17through25. . . . . ... ... ... ... ... 264,554 ,000.| 26 279,080,000.

Organizations that follow SFAS 117, check here » w and complete

a lines 27 through 29, and lines 33 and 34.

% 27 Unrestricted netassets _ . 124,933,000.| 27 144,992,000.

&|28 Temporarily restricted netassets ... 6,259,000.| 28 9,049,000.

T|29 Permanently restricted netassets. . . . . ... ... i i e e 6,880,000.| 29 6,964,000.

I Organizations that do not follow SFAS 117, check here » |:| and

5 complete lines 30 through 34.

g 30 Capital stock or trust principal, or currentfunds = = . ... ... ... 30

131 Paid-in or capital surplus, or land, building, or equipment fund . 31

f 32 Retained earnings, endowment, accumulated income, or other funds | 32

2|33 Total net assets or fund balances 138,072,000.] 33 161,005,000.
34 Total liabilities and net assets/fund balances. . . . . « v v v v v v v h v .. 402,626,000.| 34 440,085,000.

JSA
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MIDDLESEX HOSPITAL 06-0646718

Form 990 (2011)
Part Xl Reconciliation of Net Assets

Check if Schedule O contains a response to any questioninthisPart Xl. . . . . . . . v o v o v i v v i v o v u s

o O WN PR

Total revenue (must equal Part VIII, column (A), line12) . . . . . v v v o v i v it i e s e e e e e e s

367,354,510.

338,084,673.

Total expenses (must equal Part IX, column (A),line25). . . . . v v v v i v it i i i i s e s e

29,269,837.

Net assets or fund balances at beginning of year (must equal Part X, line 33, coumn (A)) . . . . . . . .

138,072,000.

1
2
Revenue less expenses. Subtractline2fromlinel . ... . . . . i i it it i it it i e 3
4
5

Other changes in net assets or fund balances (explainin ScheduleO) . . .. ... .. ... ......

-6,336,837.

Net assets or fund balances at end of year. Combine lines 3, 4, and 5 (must equal Part X, line 33,
[ o 0114 o T (= ) 6

161,005, 000.

ETgPUl Financial Statements and Reporting

Check if Schedule O contains a response to any questioninthisPart XIl . . . . . . ..o v oo i v v oo o u

2a

3a

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.

Were the organization's financial statements compiled or reviewed by an independent accountant?
Were the organization's financial statements audited by an independent accountant?
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?
If the organization changed either its oversight process or selection process during the tax year, explaln in
Schedule O.

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

[ ] separate basis [ ] consolidated basis Both consolidated and separate basis

As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Actand OMB Circular A-133? .
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

Yes | No

2a

2b

2c

3a

X

3b

X

JSA

1E1054 1.000

1085EX 3987

Form 990 (2011)
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o 400-£2) Public Charity Status and Public Support R To et
Complete if the organization is a section 501(c)(3) organization or a section 2@1 1
4947(a)(1) nonexempt charitable trust. .
ﬁ,‘fé’ﬁf;{"ﬁg\}eﬂfﬂgﬁﬁiuw P Attach to Form 990 or Form 990-EZ. P> See separate instructions.
Name of the organization Employer identification number
MIDDLESEX HOSPITAL 06-0646718

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

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

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

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

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

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

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

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

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

An organization that normally receives: (1) more than 331/3% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part Ill.)

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

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

a |:| Type | b |:| Type Il c |:| Type Il - Functionally integrated d |:| Type Il - Other

By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified
persons other than foundation managers and other than one or more publicly supported organizations described in section
509(a)(1) or section 509(a)(2).

f If the organization received a written determination from the IRS that it is a Type |, Type Il, or Type Ill supporting
organization, check this box e
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons?
(i) A person who directly or indirectly controls, either alone or together with persons described in (ii) Yes | No
and (i) below, the governing body of the supported organization? = . . . . .. ... ... .... 11g()
(i) Afamily member of a person described in (i) above? L 11g(ii)
(iii) A 35% controlled entity of a person described in (i) or (i) above? . . . ... .. ... .. ..., 11g(iii)
h Provide the following information about the supported organization(s).
(i) Name of supported (ii) EIN (iii) Type of organization (iv) Is the (v) Did you notify (vi) Is the (vii) Amount of
organization (described on lines 1-9 organizationin | the organization | organization in support
above or IRC section Cgtr(');f:rﬂr:” in col. (i) of col. (i) organized
(see instructions)) Y e | your support? inthe U.S.?
Yes No Yes No Yes No
(A)
()]
©
(D)
(E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2011

Form 990 or 990-EZ.

JSA
1E1210 1.000

1085EX 3987
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MIDDLESEX HOSPITAL 06-0646718

Schedule A (Form 990 or 990-EZ) 2011 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 1. 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) P (a) 2007 (b) 2008 (c) 2009 (d) 2010 (e) 2011 (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 itsbehalf . . . . . ..

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

4  Total. Add lines 1 through3. . . . . ..

The portion of total contributions by
each person (other than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column (f). . . . . . .
6 Public support. Subtract line 5 from line 4.

Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2007 (b) 2008 (c) 2009 (d) 2010 (e) 2011 (f) Total

7 Amounts fromline4 . ... ... ...

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
isregularly carriedon . . . . . . ...

10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) « . v v v v v v u v

11 Total support. Add lines 7 through 10 . .

12 Gross receipts from related activities, etc. (SE€INSIrUCIONS) + = v & v v & v v v 4 v v v f e e e e e e s 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 thishoxand stop here . . . . . . . v 0 v i v it vt u e e e e e e e e e e e e e e e e e e e e e e »
Section C. Computation of Public Support Percentage
14 Public support percentage for 2011 (line 6, column (f) divided by line 11, column(f)) . .. ... .. 14 %
15 Public support percentage from 2010 Schedule A, PartIl,line14 , . . . . .. .. ... . ... ... 15 %
16a 331/3% support test - 2011. If the organization did not check the box on line 13, and line 14 is 331/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization ., . . .. .. ... .. ...« . ... | 2
b 331/3% support test - 2010. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization. . . . .. .. ... ...... | 2

17a 10%-facts-and-circumstances test - 2011. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in

Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
OFQANIZALION. | 4 . vt i e e et e e e e et e e e e e e e e e e e e e e e e e e e e e e e >

b 10%-facts-and-circumstances test - 2010. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here.
Explain in Part IV how the organzation meets the "facts-and-circumstances" test. The organization qualifies as a publicly

SUPPOrted OrganiZatioN . . . v v v v i i i it 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
S Vo) Y I T > |:|

Schedule A (Form 990 or 990-EZ) 2011

JSA
1E1220 1.000
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MIDDLESEX HOSPITAL 06-0646718
Schedule A (Form 990 or 990-EZ) 2011 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part I1.)
Section A. Public Support
Calendar year (or fiscal year beginning in) P (a) 2007 (b) 2008 (c) 2009 (d)2010 (e)2011 (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 through5, | | . . . .
7a Amounts included on lines 1, 2, and 3
received from disqualified persons . . . .
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
c Addlines7aand7b. . .« « . v .. .
8 Public support (Subtract line 7c from
iN€6.) v v v v v i v e w e e e
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2007 (b) 2008 (c) 2009 (d)2010 (e)2011 (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 v s s & & s s & & &
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 , . .
c Addlines10aand10b , _ ., . . ...
11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedon = = = = & & 2w o= w w o= ow o= s
12 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) . . ... ......
13 Total support. (Add lines 9, 10c, 11,
and12) . ...
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. . . . . . o v v v i i i v i i i it e i e e w 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 2011 (line 8, column (f) divided by line 13, column (f)) . . . . . . . ... 15 %
16 Public support percentage from 2010 Schedule A, Partlll, line15. . . . . & v v v i i v v v a v v v 0 v wx s 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2011 (line 10c, column (f) divided by line 13, column (f)) , . . . . . .. . . 17 %
18 Investment income percentage from 2010 Schedule A, Partlll, line17 . . . . . . . . . o v v v o v .. 18 %
19a 331/3% support tests - 2011. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P>
b 331/3% support tests - 2010. If the organization did not check 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 P> ’:’
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

1E1221 1.000

1085EX 3987

Schedule A (Form 990 or 990-EZ) 2011
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MIDDLESEX HOSPITAL 06-0646718
Schedule A (Form 990 or 990-EZ) 2011 Page 4
Supplemental Information. Complete this part to provide the explanations required by Part Il, line 10;
Part Il, line 17a or 17b; and Part lll, line 12. Also complete this part for any additional information. (See
instructions).

ISA Schedule A (Form 990 or 990-EZ) 2011

1E1225 2.000
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Schedule B Schedule of Contributors OMB No. 1545-0047

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

Department of the Treasury
Internal Revenue Service

» Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@11

Name of the organization

MIDDLESEX HOSPITAL

06-0646718

Employer identification number

Organization type (check one):

Filers of:

Form 990 or 990-EZ

Form 990-PF

Section:

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

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

501(c)(3) exempt private foundation

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

OodugE

501(c)(3) taxable private foundation

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

General Rule

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

Special Rules

[]

[]

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

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

For a section 501(c)(7), (8), or (10) organization filing Form 990 or 990-EZ that received from any one contributor,
during the year, contributions for use exclusively for religious, charitable, etc., purposes, but these contributions did
not total to more than $1,000. If this box is checked, enter here the total contributions that were received during the
year for an exclusively religious, charitable, etc., purpose. Do not complete any of the parts unless the General Rule
applies to this organization because it received nonexclusively religious, charitable, etc., contributions of $5,000 or
more during the year > $

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

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

JSA
1E1251 1.000

1085EX 3987

Schedule B (Form 990, 990-EZ, or 990-PF) (2011)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 2

Name of organization MIDDLESEX HOSPITAL

Employer identification number

06-0646718

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

(a)

(b)

(©

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
__ !-_ __________________________________________ Person
Payroll
e _________gQLQQQ'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__ _2_ __________________________________________ Person
Payroll
e _________1-1-1999-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__ §_ __________________________________________ Person
Payroll
O __________§14§Q-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e Person
Payroll
e _________36,803. Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__ :E’_ __________________________________________ Person
Payroll
____________________________________________________ 91§Q§_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__ §_ __________________________________________ Person
Payroll
23,321. Noncash

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

JSA
1E1253 1.000

1085EX 3987

Schedule B (Form 990, 990-EZ, or 990-PF) (2011)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 2

Name of organization MIDDLESEX HOSPITAL

Employer identification number

06-0646718

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

(a)

(b)

(©

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
__ _7_ __________________________________________ Person
Payroll
e _________!'QLQQQ'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__ §_ __________________________________________ Person
Payroll
e _________251999-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__ 9_ __________________________________________ Person
Payroll
____________________________________________________ 5’1999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _19 R Person
Payroll
____________________________________________________ 5’1999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1!- R Person
Payroll
e _________E-ZL:EQQ-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1_2 R Person
Payroll
11,244. Noncash

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

JSA
1E1253 1.000

1085EX 3987

Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

PAGE 21



Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 2

Name of organization MIDDLESEX HOSPITAL

Employer identification number

06-0646718

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

(a)

(b)

(©

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1§ R Person
Payroll
e _________!'QLQQQ'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1f1 R Person
Payroll
____________________________________________________ 5’1999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1_5 R Person
Payroll
____________________________________________________ 5’1999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1_6 R Person
Payroll
____________________________________________________ 5’1‘_1@9_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1_7 R Person
Payroll
O __________ZLE_)QQ'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1§ R Person
Payroll
5,000. Noncash

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

JSA
1E1253 1.000

1085EX 3987

Schedule B (Form 990, 990-EZ, or 990-PF) (2011)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 2

Name of organization MIDDLESEX HOSPITAL

Employer identification number

06-0646718

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

(a)

(b)

(©

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1_9 R Person
Payroll
O __________ZLE_)QQ'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _29 R Person
Payroll
O __________ZLE_)QQ'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2!- R Person
Payroll
O __________214@2-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2_2 R Person
Payroll
e _________2'21§42_'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2§ R Person
Payroll
e _________251692-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2f1 R Person
Payroll
5,000. Noncash

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

JSA
1E1253 1.000

1085EX 3987

Schedule B (Form 990, 990-EZ, or 990-PF) (2011)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 2

Name of organization MIDDLESEX HOSPITAL

Employer identification number

06-0646718

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

(a)

(b)

(©

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2_5 R Person
Payroll
e ________!-Z'i_’z"'_l‘l]_--_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2_6 R Person
Payroll
____________________________________________________ 5’1999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2_7 R Person
Payroll
e ________22915321_-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2§ R Person
Payroll
____________________________________________________ 9&26_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _2_9 R Person
Payroll
e _________1-§1§?_’?3-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _39 R Person
Payroll
10,000. Noncash

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

JSA
1E1253 1.000

1085EX 3987

Schedule B (Form 990, 990-EZ, or 990-PF) (2011)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 2

Name of organization MIDDLESEX HOSPITAL

Employer identification number

06-0646718

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

(a)

(b)

(©

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3!- R Person
Payroll
e _________1-91599-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3_2 R Person
Payroll
____________________________________________________ 5’1999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3§ R Person
Payroll
e ________1-22195_35_-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3f1 R Person
Payroll
e ________!-95199(2-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3_5 R Person
Payroll
e _________221‘1%Z-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3_6 R Person
Payroll
5,730. Noncash

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

JSA
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Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 2

Name of organization MIDDLESEX HOSPITAL

Employer identification number

06-0646718

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

(a)

(b)

(©

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3_7 R Person
Payroll
e _________!'QLQQQ'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3§ R Person
Payroll
e _________21-129?3-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3_9 R Person
Payroll
e _________1-51999-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _49 R Person
Payroll
e _________!'QLQQQ'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4!- R Person
Payroll
e ________!-1-5_31297_-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4_2 R Person
Payroll
24,000. Noncash

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

JSA
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Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 2

Name of organization MIDDLESEX HOSPITAL

Employer identification number

06-0646718

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

(a)

(b)

(©

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4§ R Person
Payroll
____________________________________________________ 5’1999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4f1 R Person
Payroll
e _________1-2151_-?3-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4_5 R Person
Payroll
e _________1-51999-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4_6 R Person
Payroll
e ________!-f"QLQQQ-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e A Person
Payroll
____________________________________________________ 5’1999_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4§ R Person
Payroll
50,000. Noncash

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

JSA
1E1253 1.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 2

Name of organization MIDDLESEX HOSPITAL

Employer identification number

06-0646718

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

(a)

(b)

(©

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4_9 R Person
Payroll
____________________________________________________ §14§Q; Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _59 R Person
Payroll
e _________!'QLQQQ'_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _5!- R Person
Payroll
e _________251999-_ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | e __ Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | e __ Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | e __ Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

1E1253 1.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 3

Name of organization MIDDLESEX HOSPITAL

Employer identification number

06-0646718

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

(a) No. b (©) q
from Description of nor(lc;sh roperty given FMV (or estimate) Date r(eieived
Part | P property 9 (see instructions)
STOCKS
27
279,571. 02/10/2012
(a) No. (©)
from Description of nor(ltc);sh roperty given FMV (or estimate) Date r(:ieived
Part | P property 9 (see instructions)
STOCKS
33
122,985. 08/23/2012
(a) No. (c)
from Description of nor(ltc);sh roperty given FMV (or estimate) Date r(:ieived
Part | P property 9 (see instructions)
(a) No. (©)
from Description of nor(ltc);sh roperty given FMV (or estimate) Date r(:ieived
Part | P property g (see instructions)
(a) No. (©)
from Description of nor(ltc);sh roperty given FMV (or estimate) Date r(:ieived
Part | P property g (see instructions)
(a) No. ()
from Description of nor(ltc);sh roperty given FMV (or estimate) Date r(:ieived
Part | P property 9 (see instructions)

JSA
1E1254 1.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 4

Name of organization MIDDLESEX HOSPITAL

Employer identification number

06-0646718

TR Exclusively religious, charitable, etc., individual contributions to section 501(c)(7), (8), or (10) organizations
that total more than $1,000 for the year. Complete columns (a) through (e) and the following line entry.
For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,
contributions of $1,000 or less for the year. (Enter this information once. See instructions.) » $
Use duplicate copies of Part Il if additional space is needed.

(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 |

Transferee's name, address, and ZIP + 4

(e) Transfer of gift

Relationship of transferor to transferee

JSA
1E1255 1.000
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SCHEDULE C Political Campaign and Lobbying Activities | ome No. 1545-0047
(Form 990 or 990-EZ)

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

Open to Public
Internal Revenue Service P> See separate instructions. Inspection

Department of the Treasury

If the organization answered "Yes" to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
® Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.
® Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.
® Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes" to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 11-B.
® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.
If the organization answered "Yes" to Form 990, Part IV, line 5 (Proxy Tax) or Form 990-EZ, Part V, line 35c (Proxy Tax), then
® Section 501(c)(4), (5), or (6) organizations: Complete Part IlI.
Name of organization Employer identification number
MIDDLESEX HOSPITAL 06-0646718
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 > $
3 Volunteer hours

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? _ . . . . . ... .. ... .. El Yes El No
4a Was acorrectionmade? . . . . . . v v i i i e Yes No

b If "Yes," describe in Part V.
Egl® Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function

actiVItIeS . L L L e e >3
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function activities , . . ... >3
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
3T o >3
4 Did the filing organization file Form 1120-POL for thisyear? . . . . . . . . . . . . . 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 V.

(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-.

6

72 T

s ]

«» b

s ]

e ]

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2011
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Schedule C (Form 990 or 990-EZ) 2011 MIDDLESEX HOSPITAL 06-0646718 Page 2
m Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).
A Check »| | if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's
name, address, EIN, expenses, and share of excess lobbying expenditures).
B Check >|:| if the filing organization checked box A and "limited control" provisions apply.
Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term "expenditures™ means amounts paid or incurred.) organization's totals group totals

Total lobbying expenditures to influence public opinion (grass roots lobbying)
Total lobbying expenditures to influence a legislative body (direct lobbying)
Total lobbying expenditures (add lines 1a and 1b)
Other exempt purpose expenditures ., . . . . . . . . . it it it e
Total exempt purpose expenditures (add lines1lcand1d), . ... ... ... ......
Lobbying nontaxable amount. Enter the amount from the following table in both
columns.

- ® QO 0O T 9

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 le.

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

«Q

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

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year (a) 2008 (b) 2009 (c) 2010 (d)2011 (e) Total
beginning in)

2 a 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) 2011
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MIDDLESEX HOSPITAL 06-0646718
Schedule C (Form 990 or 990-EZ) 2011 Page 3

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

@ (b)

For each "Yes" response to lines la through 1i below, provide in Part IV a detailed description
of the lobbying activity. Yes| No Amount

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

a Volunteers? X
b  Paid staff or ﬁ]én'a'gén;e'nt'(i'nélddé 'Cérﬁp'eﬁs'at'ioln in e'xf)e'ns'e's 're'p(')rfe'd on lines 1'C'tr'1r(')u'g'h 1|)’> X
c Medla advertlsements’) ---------------------------------------- X
d Mailings to members, legislators, or the public? X
e Publications, or published or broadcast stateme.nt.s’?; ..................... X
f  Grants to other organizations for lobbying purposes? X
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
! Otheractivities? X 46 2 088 -
j Total Addlines icthrough i . . . .. ........... ... ... ........ 46,088.
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 section 4912 . . . . .. .. ... ..
c If "Yes," enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for thisyear?. . . . .
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 [ 2
3 Did the organization agree to carry over lobbying and political expenditures from the p'ribr'yéa'r’?; 3

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

1  Dues, assessments and similar amounts from members | . . L L L L L 1

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

A CUITBNEYBAI, | | Lttt e e e e e et e e e e e 2a

Carryover from lastyear L e 2b

c TOtaI -------------------------------------------------------- 2c
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues | , . . | 3

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

5  Taxable amount of lobbying and political expenditures (see inStructions) . . . . . . . v v v 4 v v v v 0 v u s 5
Part IV Supplemental Information

Complete this part to provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part |-C, line 5; Part II-A; and Part II-B, line
1. Also, complete this part for any additional information.

JSA Schedule C (Form 990 or 990-EZ) 2011
1E1266 1.000
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MIDDLESEX HOSPITAL 06-0646718

Schedule C (Form 990 or 990-EZ) 2011 Page 4
Part IV Supplemental Information (continued)

LOBBYING ACTIVITY

PART 11-B, LINE 11

MIDDLESEX HOSPITAL PAYS DUES TO BOTH THE AMERICAN HOSPITAL ASSOCIATION
(AHA) AND THE CONNECTICUT HOSPITAL ASSOCIATION (CHA). A PERCENTAGE OF
THOSE DUES FUNDED LOBBYING ACTIVITIES DURING THE FISCAL YEAR. THE
PORTION OF AHA DUES TOTALED $10,086 AND THE PORTION OF CHA DUES TOTALED
$20,362. IN ADDITION, MIDDLESEX HOSPITAL CONTRACTED WITH A CONSULTANT

WHO PERFORMED LOBBYING ACTIVITIES. THOSE EXPENSES TOTALED $15,640.

ISA Schedule C (Form 990 or 990-EZ) 2011
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SCHEDULE D

| OMB No. 1545-0047

Supplemental Financial Statements

(Form 990) 2@1 1
» Complete if the organization answered "Yes," to Form 990,
Department of the Treasury Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b. Open to_ Public
Interal Revenue Service » Attach to Form 990. B See separate instructions. Inspection
Name of the organization Employer identification number
MIDDLESEX HOSPITAL 06-0646718
Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if the
organization answered "Yes" to Form 990, Part IV, line 6.

(a) Donor advised funds (b) Funds and other accounts
1 Total number atendofyear . . .........
2 Aggregate contributions to (during year) . . ..
3 Aggregate grants from (duringyear). . . . ...
4 Aggregate value atendofyear. . . ... ....
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised

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

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

conferring impermissible private benefit? . . . . . . . . . L L L L e e e e e e e e e e e e e e e e e e e e e e e |:| Yes |:| No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).

Preservation of land for public use (e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year.

Held at the End of the Tax Year
a Total number of conservationeasements . . . . . . . . . .t i ittt e e e 2a
b Total acreage restricted by conservationeasements . . . . ... .. ... ... 2b
¢ Number of conservation easements on a certified historic structure includedin (a). . . . . . 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a
historic structure listed in the National Register. . . . . . . . . v v v v i b v e v e e e s 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
taxyear » _ _ _ _ _ _ _ _ _________

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

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

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

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

() and section 170MVABI?. . . . . . .. ...\t eeeee [Jves [no
9 In Part XIV, describe how the organization reports conservation easements in its revenue and expense statement, and

balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
organization’s accounting for conservation easements.

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

la If the or?anizati_on elected, as permitted under SFAS 116 %SC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part X1V, the text of the footnote to its financial statements that describes these items.

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

(i) Revenues included in Form 990, PartVIILIIne 1l . . v v v @ v v v v i v it e e e e e e e e e s _
(ii) Assets included in Form 990, Part X . . & v v v v i v it e e e e e e e e e e e e e e e e e s s ___

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

a Revenues included in Form 990, Part VI, line 1 . . . . . . . i v i i i i et e e e e e e e »$__________
b Assets included in FOrm 990, Part X . @ v v v v v v v v e e e e e e e e e e e e e e e e e e e e e e e » $
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2011
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Schedule D (Form 990) 2011
Part Ill

MIDDLESEX HOSPITAL 06-0646718

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 Loan or exchange programs
b Scholarly research e B Other
c Preservation for future generatons T TTTToTomTTmmmmmmm T
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
XIV.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar

|:|Yes |:| No

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

assets to be sold to raise funds rather than to be maintained as part of the organization's collection?

la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X?. . . . . . . o o i i e e e e e e e e e e e e e s |:| Yes |:| No
b If "Yes," explain the arrangement in Part XIV and complete the following table:
Amount
Cc Beginningbalance . . . . . . .. i i e e e e s e e s 1c
d Additionsduringtheyear . . ... .. i i i it ittt 1d
e Distributions duringtheyear. . . . . . . v o v it i i i e e e e e le
f Endingbalance . . . . . . . . o i o s e e e e e e e s 1f
2a Did the organization include an amount on Form 990, Part X, line 21? . . . . . . . . . . ¢ o v v v v v v o v u |_| Yes |_| No
b If "Yes," explain the arrangement in Part XIV.
Endowment Funds. Complete if the organization answered "Yes" to Form 990, Part IV, line 10.
(a) Current year (b) Prior year (c) Two years back (d) Three years back | (e) Four years back
la Beginning of year balance . . . . 87,389,000.| 87,748,000.| 80,828,000.| 79,900,000.
b Contributions . . . ... ..... 83,000. 85,000. 208,000. 416,000.
¢ Net investment earnings, gains,
andlosses. . . . . v v v uu 14,929,000. -354,000. 6,856,000. 597,000.
d Grants or scholarships . . . ...
e Other expenditures for facilities .
andprograms .. . . . . . 40 ... 47,000. 90,000. 144,000. 85,000.
f Administrative expenses . . . . . 85,000.
g End of year balance. . . . . . .. 102,354,000.| 87,389,000.| 87,748,000.| 80,743,000.
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment p_ 90.0000 %
b Permanent endowment »  7.0000 %
¢ Temporarily restricted endowment - 3.0000 %
The percentages in lines 2a, 2b, and 2c¢ should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes | No
(i) unrelated OrganizationS. « « « v & v v v vt h e e e e e e e e e e e e e e e e 3a(i) X
(i) related Organizations . . . . .« @ 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 e e e e 3a(ii) X
b If "Yes" to 3a(ii), are the related organizations listed as required on Schedule R? . . . . . . ... ... ... ... 3b
4 Describe in Part XIV the intended uses of the organization's endowment funds.
Land, Buildings, and Equipment. See Form 990, Part X, line 10.
Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
la Land. - v v o v v v v e e e e 8,541,000. 8,541,000.
b Buildings -« .« 222,251,000./108,609,000. 113,642,000.
c Leasehold improvements. . . . . . .. .. 2,062,000., 1,206,000. 856,000.
d Equipment . .« . v v v v i i 136,913,000.| 95,476,000. 41,437,000.
e Other « « v v v v v i i v it i s e 18,125,000.] 2,755,000. 15,370,000.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . > 179,846,000.
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MIDDLESEX HOSPITAL

Schedule D (Form 990) 2011

06-0646718
Page 3

=ETg@MYIl Investments - Other Securities. See Form 990, Part X, line 12.

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

(b) Book value

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

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

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

(a) Description of investment type

(b) Book value

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

(€]

2

3

“4)

®)

(6)

™

8

©

(10)

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

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

(a) Description

(b) Book value

€]

&)

©)]

4

®)

(6)

™

®

©)

(10)

Total. (Column (b) must equal Form 990, Part X, col. (B)INe 15.) . . . . v v v & v v & & & = & & & = = = s = &« * s % » s « « » &= &« »

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

1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2)DUE TO THIRD PARTY REIMBURSERS 2,944 ,000.
(3)ACCRUED RETIREMENT LIABILITIES 129,767 ,000.
(4)SECURITY DEPOSITS 4,000.
(5)ASSET RETIREMENT OBLIGATION 732,000.
(6) LEASE INCENTIVE OBLIGATION 26,000.
(7)UNALLOCATED 3RD PARTY 9,500,000.
(8)SELF INSURANCE LIABILITIES 13,511,000.
9

(10)

(11)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) » 156,484 ,000.

2. FIN 48 (ASC 740) Footnote. In Part XIV, 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).
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MIDDLESEX HOSPITAL 06-0646718
Schedule D (Form 990) 2011 Page 4
Reconciliation of Change in Net Assets from Form 990 to Audited Financial Statements

1  Total revenue (Form 990, Part VIIl, column (A), ine12) . . .. .. .. .. .. .. .. 1 367,354,510.
2 Total expenses (Form 990, Part IX, column (A), line25) . . .. ... ... ... . 2 338,084,673.
3 Excess or (deficit) for the year. Subtract line 2 from line2 ... ... 3 29,269,837.
4 Net unrealized gains (losses) on investments 4
5  Donated services and use of faciliies | ... ... . ... ... 5
6 INVeSIMent eXpenses | | L. 6
7 Prior period adiustments | L 7
8  Other (Describe iNPArtXIV) | 8 -195,837.
9 Total adjustments (net). Add lines 4 through8 _ . .. ... ... 9 -195,837.
10  Excess or (deficit) for the year per audited financial statements. Combine lines3and9 , . ... .. 10 29,074,000.
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

1  Total revenue, gains, and other support per audited financial statements .~ . . .. .. 1 363,611,000.
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Net unrealized gains on investments 2a

b Donated services and use of facilties . . 2b

¢ Recoveries of prioryeargrants . ... ... ... ... ... 2¢

d Other (Describe inPartXIV.) L 2d

e Addlines 2athrough2d | L 2e
3 Subtractline2efromlinel . ... ... ... ... e 3 | 363,611,000.
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

a Investment expenses not included on Form 990, Part VIII, line 7b 4a

b Other (Describe inPart XIV.) . . . . L 4b 3,743,510.

c Addlinesdaand4b e 4c 3,743,510.
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line12.) . . ... ...... ... 5 367,354,510.

Reconciliation of Expenses per Audited Financial Statements With Expenses per Return

1  Total expenses and losses per audited financial statements 1 334,537,000.
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilities 2a

b Prioryearadiustments T b

C Otherlosses STt ”

4 Other (Describe inPartxIvy ~ "1 T ”

e Addlines 2athrough2d Tt ve
3 Subtract line 2e from line™” | . . . L. .. l............................| 3| 334,537,000.
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part VIII, line 7b 4a

b Other (DescribeinPartxivy o nnnner 4b 3,547,673.

o Add lines 4mand ab T se 3.547.673.
5  Total expenses. Add lines 3 and 4c. (ThIS must equaIForm990 Part I line 18) T 338,084 ,673.

Supplemental Information

Complete this part to provide the descriptions required for Part ll, lines 3, 5, and 9; Part lIl, lines 1a and 4; Part IV, lines 1b and 2b;
Part V, line 4; Part X, line 2; Part XI, line 8; Part XII, lines 2d and 4b; and Part XIIl, lines 2d and 4b. Also complete this part to provide
any additional information.

Schedule D (Form 990) 2011
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Schedule D (Form 990) 2011 MIDDLESEX HOSPITAL 06-0646718 Page 5
Supplemental Information (continued)

ENDOWMENT FUNDS

PART V, LINE 4

BOARD-DESIGNATED (QUASI-ENDOWMENT) FUNDS ARE ASSETS SET ASIDE BY THE
BOARD FOR FUTURE UNSPECIFIED USES AND TO SUPPORT EDUCATION AND OTHER
PROGRAMS OVER WHICH THE BOARD RETAINS CONTROL AND MAY, AT ITS DISCRETION,

SUBSEQUENTLY USE FOR OTHER PURPOSES.

PERMANENT ENDOWMENT FUNDS ARE ASSETS RECEIVED WITH THE DONOR STIPULATION
THAT THE PRINCIPAL BE INVESTED IN PERPETUITY AND THAT ONLY THE INCOME
EARNED THEREON IS AVAILABLE FOR SPECIFIC OR GENERAL SERVICES, SUCH AS

FREE BED FUNDS AND SUPPORT OF HOSPITAL OPERATIONS.

TEMPORARILY RESTRICTED ENDOWMENT FUNDS ARE ASSETS RESTRICTED BY THE DONOR
EITHER AS TO PURPOSE AND/OR AS TO TIME OF EXPENDITURE, SUCH AS EDUCATION,

HEALTH SERVICES AND CAPITAL PURCHASES.

PART X1 RECONCILIATION OF CHANGE IN NET ASSETS FROM FORM 990 TO AUDITED

FINANCIAL STATEMENTS

PAYMENTS TO AFFILIATES 2,998,000
RESTRICTED CONTRIBUTIONS (2,972,000)
RESTRICTED INVESTMENT INCOME (222,000)
ROUNDING 163
LINE 8 TOTAL (195,837)

PART XI1 RECONCILIATION OF REVENUE PER AUDITED FINANCIAL STATEMENTS WITH

Schedule D (Form 990) 2011
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Schedule D (Form 990) 2011 MIDDLESEX HOSPITAL 06-0646718 Page 5
Supplemental Information (continued)

REVENUE PER RETURN

RESTRICTED CONTRIBUTIONS 2,972,000
RESTRICTED INVESTMENT INCOME 222,000
NET FUND RAISING ACTIVITIES 824,734
RENTAL EXPENSES (275,352)
ROUNDING 128
LINE 4B TOTAL 3,743,510

PART X111 RECONCILIATION OF EXPENSES PER AUDITED FINANCIAL STATEMENTS

WITH EXPENSES PER RETURN

PAYMENTS TO AFFILIATES 2,972,000
NET FUND RAISING ACTIVITES 824,734
RENTAL EXPENSES (275,352)
ROUNDING 291
LINE 4B TOTAL 3,547,673

Schedule D (Form 990) 2011
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| OMB No. 1545-0047

Supplemental Information Regarding

SCHEDULE G - . DU 2@1 1
(Form 990 or 990-EZ) ~ Fundraising or Gaming Activities _
Complete if the organization answered "Yes" to Form 990, Part IV, lines 17, 18, or 19, or if the Open to Public
Department of the Treasury organization entered more than $15,000 on Form 990-EZ, line 6a.
Internal Revenue Service P> Attach to Form 990 or Form 990-EZ. B> See separate instructions. Inspection
Name of the organization Employer identification number
MIDDLESEX HOSPITAL 06-0646718
Fundraising Activities. Complete if the organization answered "Yes" to Form 990, Part IV, line 17.
Form 990-EZ filers are not required to complete this part.
1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.
a 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
(i) 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.

Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule G (Form 990 or 990-EZ) 2011
JSA
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MIDDLESEX HOSPITAL 06-0646718

Schedule G (Form 990 or 990-EZ) 2011 Page 2
Part Il Fundraising Events. Complete if the organization answered "Yes" to Form 990, Part IV, line 18, or reported more

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

(a) Event #1 (b) Event #2 (c) Other Events (d) Total events
TPC GOLF HOSPICE GOLF 2.| (add col. (a) through
(event type) (event type) (total number) col. (C))
]
>
é 1 Grossreceipts | . ... .. ..... 114,480. 45,112. 23,964. 183,556.
& | 2 Less: Charitable
contributions | _ . . . ... ... .. 79,115. 22,612. 12,241. 113,968.
3 Gross income (line 1 minus
liNe2). « v v v i i i i i i 35,365. 22,500. 11,723. 69,588.
4 Cashprizes, . . ... ........
5 Noncashprizes | ... ...... 2,044. 240. 2,284.
(%]
% | 6 Rent/ffacility costs | . . .. .. .. 31,327. 17,053. 48,380.
g
& | 7 Foodandbeverages . . . . . . . ..
3]
= .
a | 8 Entertainment . ... ..
9 Other direct expenses | _ . . . . . . 7,121. 2,709. 6,860. 16,690.
10 Direct expense summary. Add lines 4 through Qincolumn(d) . . . . . .. ... ... ... ..... » |( 67,354.)
11 Netincome summary. Combine line 3, column (d),andline 10 . . . . . . . v v v v v v v v > 2,234.
Part Il Gaming. Complete if the organization answered "Yes" to Form 990, Part IV, line 19, or reported more
than $15,000 on Form 990-EZ, line 6a.
; b) Pull tabs/instant ; (d) Total gaming (add
g (a) Bingo bir(mgznlp?ogﬁesss;cs t:uii?]go (c) Other gaming col. (a) through col. (c))
2
i
1 Grossrevenue . . . . ... .....
9| 2 Cashprizes, . .. ..........
£
L% 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. Combine line 1, columnd,andline7 . . . .. ... ... ....... | 2
9 Enter the state(s) in which the organization operates gaming activites: . .
a ls the organization licensed to operate gaming activities in each of these states? DYES D No
b If "No," explain: -~~~
10a Were any of the organization's gaming licenses revoked, suspended or terminated during the taxyear? _ . .. | ]ves| |No
b If "Yes," explain:

Schedule G (Form 990 or 990-EZ) 2011
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MIDDLESEX HOSPITAL 06-0646718
le G (Form 990 or 990-EZ) 2011 Page 3

11
12

13
a

b
14

15a

16

17
a

b

formed to administer charitable gaming? . . . . . . . . . . . . .. L. e e e e e e e e e e e e e e e e e |:| Yes |:| No
Indicate the percentage of gaming activity operated in:

The organization's facility . . . . . v vt v v i i e e e s e e e e e e e e e e e e e e e e e 13a %
Anoutside facility . . . . v v v i s s e e e e e e e e e e e e e e e e e e e e e e e e 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 third party » $
If "Yes," enter name and address of the third party:

Description of services provided p»

|:| 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 [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 » $

WA\ Supplemental Information. Complete this part to provide the explanation required by Part |, line 2b,

columns (iii) and (v), and Part Ill, lines 9, 9b, 10b, 15b, 15c, 16, and 17b, as applicable. Also complete this
part to provide any additional information (see instructions).
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SCHEDULE H Hospitals OMB No. 1545-0047

(Form 990)

P Complete if the organization answered "Yes" to Form 990, Part IV, question 20. 2@1 1

Attach to Form 990. See separate instructions. i
Department of the Treasury > > P Instructs ?pen t?_ Public
nspecton

Internal Revenue Service

Name of the organization

Employer identification number

MIDDLESEX HOSPITAL 06-0646718
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 . . . . . . . . 1a| X
b If"Yes,"wasitawrittenpolicy?. . . . & v ¢ v i e s e e e e e e e e e e e e e e e e s 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) to determine eligibility for providing free care? |If
"Yes," indicate which of the following was the FPG family income limit for eligibility for freecare: , , . . . . . . & v & v ¢ « « « » 3a| X
100% |:| 150% ﬁ 200% |:| Other = %
b Did the organization use FPG to determine eligibility for providing discounted care? If "Yes," indicate which
of the following was the family income limit for eligibility for discounted care: , . . . ... ... .. ... ... .. 3b | X
200% 250% b 300% |:| 350% |:| 400% Other M%
c If the organization did not use FPG to determine eligibility, describe in Part VI the income based criteria for
determining eligibility for free or discounted care. Include in the description whether the organization used an
asset test or other threshold, regardless of income, to determine eligibility for free or discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"? . . . . . . .. ... .. ... ... .. 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a| X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . . .. .. .. 5b X
c If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discountedcare? . . . . . . . . . v o v o v i i i h e e . 5S¢
6a Did the organization prepare a community benefit report during the taxyear? . . . . .. .. ..o v v 6a| X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . v . v v o i i i oL s e e 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Einancial Assistance and (a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government aﬁg’é‘r‘:;gr (Osp(at%%cél) benefit expense revenue benefit expense ec;(f total
Programs (optional) pense
a Financial Assistance at cost
(from Worksheet 1) « « . . 5908 5,591,510. 3,410,168. 2,181,341. .67
b Medicaid (from Worksheet 3,
COMNE) » v v v v v s 15679 49,786,078. 37,575,702. 12,210,376. 3.75
C Costs of other means-tested
Workeneat s cotmny o 4,522,253. 3,476,118 1,046,134. .32
d Total Financial Assistance and
Means-Tested Government
Programs « « = « + & 4 s 21587 59,899,841. 44,461 ,988. 15,437,851. 4.74
Other Benefits
€ Community health improvement
Soeratons (o Warkeneot 4 - 23221 4,374,506. 1,527. 4,372,979. 1.34
f Health professions education
(from Worksheet 5) « « . . 1304 7,266,988. 2,109,792. 5,157,196. 1.58
g Subsidized health services (from
Worksheet 6)- » « « - - . - 27059 40,609,930. 26,608,927 14,001,003. 4_.30
h Research (from Worksheet 7) 68 432 2 797. 432 2 797. -13
i Cash and in-kind contributions
ngggg?%TﬁUfT. ) 6659 417,391. 417,391. .13
j Total. Other Benefits. . . . 58311 53,101,612. 28,720,246. 24,381,366. 7.48
K Total. Add lines 7d and 7j. . 79898 113,001,453. 73,182,234. 39,819,217. 12.22

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

06-0646718

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
Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense. In addition, describe the costing methodology used in determining the amounts reported on lines 2

Schedule H (Form 990) 2011 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 (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing
2 Economic development 7 » 283. 7 » 283.
3 Community support 1022 195,757. 195,757. .06
4 Environmental improvements
5 Leadership development and
training for community members
6 Coalition building 539 10,936. 10,936.
7 Community health improvement
advocacy
8 Workforce development 86 89 » 615. 89 > 615. .03
9 Other
10 Total 1647 303,591. 303,591. .09
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense ves | No

12,199,395.

1,219,940.

and 3, and rationale for including a portion of bad debt amounts as community benefit.

Section B. Medicare

0 N o U

Cost accounting system
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

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

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

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 to charge ratio Other

...... 5 83,129,028.
...... 6 97,936,212.
...... 7 -14,807,184.

9a | X

REGIIYAl Management Companies and Joint Ventures (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
JSA Schedule H (Form 990) 2011
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MIDDLESEX HOSPITAL 06-0646718
Schedule H (Form 990) 2011 Page 3
Facility Information
Section A. Hospital Facilities

18Y10-43

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

sinoy yz-43

lendsoy pasuaoi
[endsoy s,uaipyo
lendsoy Buiyoea ]
Ajoey) yoressay

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

|endsoy ssaooe [eond

[ea1Bins 7 [e2IpaW [RIBUSD

Name and address Other (describe)
1 MIDDLESEX HOSPITAL

28 CRESCENT STREET

MIDDLETOWN CT 06457 X X X X
2

10

11

12

13

14

15

16

Schedule H (Form 990) 2011
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MIDDLESEX HOSPITAL 06-0646718

Schedule H (Form 990) 2011

Facility Information (continued)

Section B. Facility Policies and Practices

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

Page 4

Name of Hospital Facility: MIDDLESEX HOSPITAL

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

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for tax year 2011)

1

—_—

oQ o o 0 T 9 (9]

7

During the tax year or any prior tax year, did the hospital facility conduct a community health needs
assessment (Needs Assessment)? If "No," skipto line 8., , . . . . . . . . . . i i i i i it i et e e e e e
If "Yes," indicate what the Needs Assessment describes (check all that apply):
A definition of the community served by the hospital facility
|| Demographics of the community
| Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
How data was obtained
The health needs of the community
L__| Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
|:| The process for identifying and prioritizing community health needs and services to meet the
community health needs
The process for consulting with persons representing the community's interests
Information gaps that limit the hospital facility's ability to assess the community's health needs
Other (describe in Part VI)
Indicate the tax year the hospital facility last conducted a Needs Assessment: 20 _
In conducting its most recent Needs Assessment, did the hospital facility take into account input from
persons who represent the community served by the hospital facility? If "Yes," describe in Part VI how the
hospital facility took into account input from persons who represent the community, and identify the persons
the hospital facility consulted . . . . . . . . .. . e e e e e e e e e e e e
Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,"
list the other hospital facilities in Part VI

If "Yes," indicate how the Needs Assessment was made widely available (check all that apply):

Hospital facility's website

Available upon request from the hospital facility

L__| Other (describe in Part VI)

If the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate
how (check all that apply):

Adoption of an implementation strategy to address the health needs of the hospital facility's community
Execution of the implementation strategy

Participation in the development of a community-wide community benefit plan

|| Participation in the execution of a community-wide community benefit plan

Inclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
Prioritization of health needs in its community

Prioritization of services that the hospital facility will undertake to meet health needs in its community

L__| Other (describe in Part VI)

Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If "No," explain
in Part VI which needs it has not addressed and the reasons why it has not addressed such needs

Financial Assistance Policy

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

Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
Used federal poverty guidelines (FPG) to determine eligibility for providing free care?
If "Yes," indicate the FPG family income limit for eligibility for free care: 2 00w
If "No," explain in Part VI the criteria the hospital facility used.
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Schedule H (Form 990) 2011 Page 5
Facility Information (continued) __ MIDDLESEX HOSPITAL
Yes | No
10 Used FPG to determine eligibility for providing discounted care? ., _ . . . . . . . . . . o v 10 | X
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 5 0 0 o4
If "No," explain in Part VI the criteria the hospital facility used.
11 Explained the basis for calculating amounts charged to patients? | . . . . . . . . . . . . o 11 | X
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | X| Income level
b | X| Asset level
¢ | | Medicalindigency
d | | Insurance status
e | | Uninsured discount
f | | Medicaid/Medicare
g | X| State regulation
h | X] Other (describe in Part VI)
12 Explained the method for applying for financial assistance?, . . . . . . . . . . . . . v o v i 12 | X
13 Included measures to publicize the policy within the community served by the hospital facility? , , , . . . . . . 13 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | | The policy was posted on the hospital facility's website
b | | The policy was attached to billing invoices
¢ | | The policy was posted in the hospital facility's emergency rooms or waiting rooms
d | | The policy was posted in the hospital facility's admissions offices
e | | The policy was provided, in writing, to patients on admission to the hospital facility
f | X| The policy was available on request
g [ X| Other (describe in Part VI)
Billing and Collections
14 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? . _ | 14 | X
15 Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the patient's eligibility under the
facility's FAP:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the patient's eligibility under the facility's FAP? | . . . . . . .. 16
If "Yes," check all actions in which the hospital facility or a third party engaged:
a | | Reporting to credit agency
b | | Lawsuits
¢ | | Liens on residences
d | | Body attachments
e || Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the actions checked in line 16 (check
all that apply):
a | | Notified patients of the financial assistance policy on admission
b | | Notified patients of the financial assistance policy prior to discharge
¢ || Notified patients of the financial assistance policy in communications with the patients regarding the
patients’ bills
d |:| Documented its determination of whether patients were eligible for financial assistance under the
hospital facility's financial assistance policy
e |:| Other (describe in Part VI)
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Schedule H (Form 990) 2011 Page 6
Facility Information (continued) _ MIDDLESEX HOSPITAL
Policy Relating to Emergency Medical Care
Yes| No
18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . . ... ... .. 18 | X
If "No," indicate why:
a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Part VI)
d |:| Other (describe in Part VI)
Individuals Eligible for Financial Assistance
19 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged
b |:| The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c |:| The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d Other (describe in Part VI)
20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's
financial assistance policy, and to whom the hospital facility provided emergency or other medically
necessary services, more than the amounts generally billed to individuals who had insurance covering such
CAE?. ot v i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 20 X
If "Yes," explain in Part VI.
21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for any
service provided tothat patient? . . . . . o v o i v i it e e e e e e e e e e e e e e e s 21 X
If "Yes," explain in Part VI.
Schedule H (Form 990) 2011
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Facility Information (continued)
Section C. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital
Facility
(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 1

Name and address Type of Facility (describe)

1 MIDDLESEX HOSPITAL HOMECARE HOMECARE SERVICES, REHAB,
770 SAYBROOK ROAD HEART HEALTH, OTHER SERVICES
MIDDLETOWN CT 06457

10
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Schedule H (Form 990) 2011 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

Q1 - PART 1, LINE 3C: IN GENERAL, MIDDLESEX HOSPITAL (**THE HOSPITAL'™)
USES FPG TO DETERMINE ELIGIBILITY. THERE ARE, HOWEVER, SPECIAL
CIRCUMSTANCES (SUCH AS A CATASTROPHIC EVENT) WHICH MAY AFFECT A PATIENT®S
ABILITY TO PAY. IN THIS CASE, THE HOSPITAL EVALUATES THE APPLICATION WITH
CONSIDERATION GIVEN TO THE PATIENT®S CURRENT SITUATION. WITH SPECIAL
CIRCUMSTANCES THE FPG THRESHOLD MAY BE IGNORED AND THE HOSPITAL MAY USE
THE PATIENT"S ASSETS AND/OR TAX RETURN ITEMIZED DEDUCTIONS TO DETERMINE

THE AMOUNT OF FINANCIAL ASSISTANCE.

Q1 - PART I, LINE 7, COLUMN (F): THE PERCENT OF TOTAL EXPENSE IN PART 1,
LINE 7, COLUMN (F) IS CALCULATED BY DIVIDING COLUMN (E), NET COMMUNITY
BENEFIT EXPENSE, BY TOTAL EXPENSE. THE BAD DEBT EXPENSE OF $12,199,395
WAS SUBTRACTED FROM THE TOTAL EXPENSE VALUE USED TO CALCULATE THE

PERCENTAGES IN PART 1, LINE 7, COLUMN (F).

Q1 - PART I, LINE 7: FOR PART 1, LINE 7 SECTIONS (A) FINANCIAL ASSISTANCE
AT COST, (B) MEDICAID, (C) COSTS OF OTHER MEANS-TESTED GOVERNMENT

PROGRAMS, PORTIONS OF (F) HEALTH PROFESSIONS EDUCATION, AND (G)
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MIDDLESEX HOSPITAL 06-0646718
Schedule H (Form 990) 2011 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

SUBSIDIZED HEALTH SERVICES, THE COSTING METHODOLOGY USED 1S A HYBRID COST
ACCOUNTING/MEDICARE COST-TO-CHARGE RATIO CALCULATION. THE PERCENTAGES ARE
DERIVED FROM THE MOST CURRENT MEDICARE COST REPORT AND APPLIED BY CHARGE
LINE APPROPRIATELY. INDIRECT COSTS WERE APPLIED TO SUBSIDIZED HEALTH
SERVICES. THE MEDICARE COST REPORT DOES NOT ADDRESS ALL AREAS OF THE
HOSPITAL IN THE SAME DETAIL, BUT DOES ACCURATELY ADDRESS INPATIENT AND
OUTPATIENT, HOMECARE AND TO AN EXTENT PHYSICIAN SERVICES. SECTIONS (E)
COMMUNITY HEALTH IMPROVEMENT; PORTIONS OF (F) HEALTH PROFESSIONS
EDUCATION, (H) RESEARCH, AND (1) CASH AND IN-KIND CONTRIBUTIONS TO
COMMUNITY GROUPS ARE COMPRISED (EXCEPT FOR CASH DONATIONS AND IN-KIND
MATERIAL DONATIONS) OF 1) SUPPLY EXPENSES; 2) PURCHASED SERVICES; AND 3)
THE DIRECT SALARY COSTS FOR HOSPITAL STAFF WHOSE TIME WAS COMPENSATED BY
THE HOSPITAL FOR TIME SPENT PARTICIPATING IN ACTIVITIES THAT QUALIFY AS
COMMUNITY BENEFITS PLUS THE CURRENT FISCAL YEAR FRINGE BENEFIT RATE.
INDIRECT COSTS WERE APPLIED TO SUBSIDIZED SERVICES AND TO A SMALL
SELECTION OF SALARIES AND SERVICES UNDER COMMUNITY HEALTH IMPROVEMENT,
RESEARCH, AND COMMUNITY BENEFIT OPERATIONS, BUT NOT BROADLY ACROSS ALL

COMMUNITY BENEFIT ACTIVITY ENTRIES.
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Schedule H (Form 990) 2011 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

Q1 - PART I1: MIDDLESEX HOSPITAL"S PARTICIPATION IN COMMUNITY BUILDING
ACTIVITIES HAS A VITAL ROLE IN CONTINUING TO PROMOTE HEALTH, WELL-BEING
AND SAFETY FOR RESIDENTS IN ITS SERVICE AREA AND, IN SOME CASES, THE
INTERNATIONAL COMMUNITY. THE HOSPITAL OFFERS ITS RESOURCES AND EXPERTISE
TO SUPPORT AND STRENGTHEN COMMUNITY ASSETS IN A VARIETY OF PROGRAMS THAT
FALL UNDER THE SCOPE OF COMMUNITY BUILDING. STAFF MEMBERS ARE HIGHLY
PARTICIPATIVE IN COMMUNITY PARTNERSHIPS AND COALITIONS, THE SUCCESS OF
WHICH ARE GREATLY ENHANCED BY HOSPITAL COLLABORATION - MANY COMMUNITY
INITIATIVES WOULD NOT BE AS EFFECTIVE WITHOUT THE HOSPITAL®S
ADMINISTRATIVE AND CLINICAL STAFF IN-KIND INVOLVEMENT, SUPPORT AND
EXPERTISE. AS COMMUNITY BUILDING PARTICIPATION IS FOCUSED ON HAVING A
DIRECT IMPACT ON IMPROVING THE HEALTH OF THE COMMUNITY, IT MEETS THE
CRITERIA FOR INCLUSION IN COMMUNITY BENEFIT AGGREGATE TOTALS. IN FY12 THE
HOSPITAL"S COMMUNITY BUILDING ACTIVITIES TOTALED $303,591 AND SERVED

1,647 INDIVIDUALS. EXAMPLES INCLUDE (BUT ARE NOT LIMITED TO):

Y OPPORTUNITY KNOCKS (OK): A MULTIDISCIPLINARY COMMUNITY COALITION
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Schedule H (Form 990) 2011 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

THAT INCLUDES 70+ COLLABORATORS COMPRISED OF LOCAL HEALTH AND SOCIAL
SERVICE AGENCIES, EARLY CARE AND EDUCATION PROVIDERS AND PARENTS. THE
GOALS ARE TO ENSURE THAT CHILDREN ENTER KINDERGARTEN PHYSICALLY AND
EMOTIONALLY HEALTHY AND READY TO SUCCEED. SINCE ITS INCEPTION IN 2003, OK
HAS SERVED APPROXIMATELY 7,922 CHILDREN AGES 0-5. MIDDLESEX HOSPITAL
PROVIDES: FUNDING; THE PROGRAM PLANNER, A PHYSICIAN CHAMPION,
GRANT-WRITING SUPPORT, FISCAL ADMINISTRATION FOR THE FUNDING SOURCES AND
PARTICIPATION FROM MULTIPLE DEPARTMENTAL STAFF MEMBERS.

Y THE MIDDLESEX HOSPITAL-SAYAXCHE COMMUNITY PARTNERSHIP: EXTENDS THE
HOSPITAL"S INVOLVEMENT IN COMMUNITY HEALTH TO THE GLOBAL COMMUNITY. THE
GOAL OF THE PROJECT IS TO ESTABLISH A LONG-TERM, COLLABORATIVE, MUTUALLY
BENEFICIAL AND ETHICALLY SOUND PARTNERSHIP BETWEEN MIDDLESEX HOSPITAL AND
THE MIDDLETOWN, CT COMMUNITY WITH THE HEALTHCARE INFRASTRUCTURE OF THE
PETEN REGION IN GUATEMALA. MIDDLESEX HOSPITAL ANNUALLY FUNDS AND HOSTS A
SITE-VISIT FOR A DELEGATION FROM GUATEMALA FOR TEACHING AND EDUCATIONAL
PURPOSES. THE HOSPITAL CONTRIBUTES IN-KIND STAFF HOURS AND DONATED
SUPPLIES.

Y DISASTER READINESS: FOR DISASTER READINESS, THE HOSPITAL PLAYS A
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Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PIVOTAL ROLE BY WORKING IN COLLABORATION WITH KEY COMMUNITY PARTNERS TO
ENSURE THE SAFETY OF THE COMMUNITY AT LARGE DURING A POTENTIAL DISASTER.
TO PREPARE FOR DISASTERS, THE HOSPITAL PARTICIPATES IN SCHOOL SAFETY
COMMITTEES; COMMUNITY FLU PREPARATION COMMITTEES; STATEWIDE/REGIONAL
EMERGENCY MANAGEMENT COMMITTEES; REGULAR COLLABORATIVE COMMUNITY
EDUCATION AND DRILLS; AND HOSTS YEARLY RADIATION DRILLS FOR THE STAFF OF
A LOCAL NUCLEAR POWER PLANT. IN ADDITION, THE HOSPITAL PURCHASES AND
STOCK-PILES LARGE QUANTITIES OF EXTENSIVE PANDEMIC SUPPLIES TO BE USED
SHOULD A COMMUNITY-WIDE DISASTER OCCUR. INCLUDED IN THIS STOCK-PILE ARE
MEDICATIONS FOR INFECTIOUS DISEASE AND CHEMICAL EXPOSURE CURATIVES. THE
MAJORITY OF THE VALUE OF THE SUPPLIES, SPACE UTILIZATION AND COSTS
ASSOCIATED TO MONITOR AND REPLENISH PANDEMIC PRODUCTS (WITHIN EXPIRATION

DATES) ARE ABSORBED BY THE HOSPITAL.

Q1 - PART 111, LINE 4: THE BAD DEBT EXPENSE AMOUNT IN PART II1l, LINE 2 IS
BASED ON CHARGES AND TIED TO THE HOSPITAL®"S AUDITED FINANCIAL STATEMENTS.
THE HOSPITAL ACCOUNTS FOR DISCOUNTS AND PAYMENTS ON PATIENT ACCOUNTS IN

DETERMINING BAD DEBT EXPENSE BY REDUCING BAD DEBT BY RECOVERIES ON THE
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Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

HOSPITAL"S FINANCIALS. FOR PART 111, LINE 3, THE HOSPITAL ESTIMATES THAT
10% OF ITS BAD DEBT EXPENSE 1S ATTRIBUTABLE TO PATIENTS ELIGIBLE UNDER
THE ORGANIZATION®"S FINANCIAL ASSISTANCE POLICY. THE HOSPITAL HAS A
WELL-ESTABLISHED PROCESS WITH ITS THIRD PARTY AGENCIES TO CAPTURE AS MANY
PATIENTS ELIGIBLE FOR FINANCIAL ASSISTANCE AS POSSIBLE AND AWARDS
FINANCIAL ASSISTANCE TO THOSE PATIENTS IN COLLECTIONS WHO ARE KNOWN TO
QUALIFY. ONCE IN COLLECTIONS, THERE ARE TWO METHODS WHICH ENABLE PATIENTS
TO RECEIVE FINANCIAL ASSISTANCE AWARDS: 1) PATIENTS EITHER COMPLETE A
FINANCIAL ASSISTANCE APPLICATION, MEET ELIGIBILITY CRITERIA AND ARE
APPROVED; OR 2) THE THIRD PARTY ORGANIZATIONS THAT WORK ON BEHALF OF THE
HOSPITAL TO COLLECT BALANCES SCREEN FOR FINANCIAL ASSISTANCE ELIGIBILITY.
IN ORDER TO ENSURE THAT ALL PATIENTS IN COLLECTIONS ARE AWARE OF
FINANCIAL ASSISTANCE AVAILABILITY, THE HOSPITAL REQUIRES THIRD PARTY
ORGANIZATIONS TO FOLLOW THE HOSPITAL®"S POLICIES REGARDING PATIENT
NOTIFICATION ABOUT THE HOSPITAL®S FINANCIAL ASSISTANCE PROGRAM. WITHIN
THE POLICY THERE IS A PROVISION WHEREBY COLLECTION AGENCIES, USING
GUIDELINES SET FORTH BY THE HOSPITAL, ASSIST THE HOSPITAL IN IDENTIFYING

PATIENTS WHO DO NOT HAVE A MEANS TO PAY FOR SERVICES AND THEREFORE

JSA Schedule H (Form 990) 2011

1E1327 2.000

1085EX 3987 PAGE 56
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Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

QUALIFY FOR THE HOSPITAL"S FINANCIAL ASSISTANCE PROGRAM - WHILE THESE
PATIENTS HAVE NOT GONE THROUGH THE FORMAL APPLICATION PROCESS, THEY MEET
THE ELIGIBILITY GUIDELINES FOR FINANCIAL ASSISTANCE AS DEFINED BY THE
HOSPITAL. THESE PATIENTS ARE THEN TRANSFERRED AND INCLUDED UNDER THE
HOSPITAL"S FINANCIAL ASSISTANCE UMBRELLA. WHILE THIS PROCESS CAPTURES THE
MAJORITY OF THOSE WHO ARE ELIGIBLE FOR CHARITY CARE, THE HOSPITAL
RECOGNIZES IT WILL STILL HAVE A POPULATION OF PATIENTS WHO COULD
POTENTIALLY QUALIFY FOR CHARITY CARE AND DO NOT RECEIVE AWARDS - THOSE
WHO ARE UNCOOPERATIVE, UNRESPONSIVE OR HAVE MOVED AWAY. MIDDLESEX
HOSPITAL DOES NOT PROVIDE TEXT IN THE FOOTNOTE TO ITS FINANCIAL
STATEMENTS THAT DESCRIBES BAD DEBT EXPENSE. THE HOSPITAL ESTIMATES A
RESERVE FOR UNCOLLECTIBLE ACCOUNTS AGAINST ITS PATIENT ACCOUNTS
RECEIVABLES. WHEN BAD DEBTS ARE IDENTIFIED, THEY ARE ACCOUNTED FOR AS A
COMPONENT OF THE OPERATING EXPENSE PROVISION FOR BAD DEBTS NET OF
RECOVERIES.

BAD DEBT DOLLARS ARE NOT INCLUDED IN ANY OF THE HOSPITAL"S PROGRAMMATIC
COMMUNITY BENEFIT VALUES AND, WHILE NOTED, ARE NOT INCLUDED IN THE

HOSPITAL"S COMMUNITY BENEFIT TOTALS IN ANY HOSPITAL COMMUNITY BENEFIT
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MIDDLESEX HOSPITAL 06-0646718
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Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PUBLICATION.

Q1 - PART 111, LINE 8: THE MEDICARE COST REPORT 1S THE COSTING
METHODOLOGY SYSTEM USED TO DETERMINE THE AMOUNT REPORTED ON PART 111,
LINES 5 AND 6. THE HOSPITAL UTILIZES WORKSHEET 6 FOUND IN THE FORM 990
INSTRUCTIONS FOR SCHEDULE H TO CALCULATE ITS SUBSIDIZED SERVICES. THE
INSTRUCTIONS STATE THAT "THE FINANCIAL LOSS IS MEASURED AFTER REMOVING
LOSSES, MEASURED BY COST, ASSOCIATED WITH BAD DEBT, CHARITY CARE,
MEDICAID AND OTHER MEANS-TESTED GOVERNMENT PROGRAMS'™. GIVEN THAT THE
INSTRUCTIONS DON"T SUGGEST REMOVING LOSSES ASSOCIATED WITH MEDICARE, A
PORTION OF MEDICARE IS INCLUDED IN THE HOSPITAL®"S SUBSIDIZED SERVICE
CALCULATIONS. SO AS NOT TO DOUBLE COUNT MEDICARE VALUES IN PART II1,
SECTION B, LINES 5 AND 6, THE PORTION OF MEDICARE SHORTFALL INCLUDED IN
OUR SUBSIDIZED SERVICES CALCULATIONS HAS BEEN SUBTRACTED FROM THE
MEDICARE REVENUE AND COSTS DERIVED FROM THE MEDICARE COST REPORT. THE
VALUES INDICATED IN PART 111, LINES 5 AND 6 ARE THEREFORE WHAT REMAINS
AFTER THE MEDICARE REVENUE AND COSTS INCLUDED IN THE SUBSIDIZED SERVICES

CALCULATIONS HAS BEEN SUBTRACTED OUT. GIVEN THIS, THE RESULTING VALUES
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

(PART 111, LINES 5, 6 AND 7) WOULD NEED TO BE COMBINED WITH THE MEDICARE
REVENUE/COSTS INCLUDED IN OUR SUBSIDIZED SERVICES TO GET THE FULL
OVERVIEW OF MEDICARE REVENUE, COSTS AND ANY REMAINING SHORTFALL OR

SURPLUS.

WE AGREE WITH THE CURRENT SUBSIDIZED SERVICES CALCULATION METHODOLOGY
THAT ALLOWS THE INCLUSION OF MEDICARE SHORTFALL AS THE MEDICARE
POPULATION COMPRISES AN IMPORTANT SEGMENT OF THOSE RECEIVING SUBSIDIZED
SERVICES CARE. THE HOSPITAL TREATS ALL MEDICARE PATIENTS EQUALLY AND DOES
NOT DISCRIMINATE AGAINST LOWER-MARGIN YIELDING SERVICES. AS A
NOT-FOR-PROFIT HOSPITAL, MIDDLESEX HOSPITAL IS THE SAFETY-NET IN THE
COMMUNITY FOR ALL MEDICARE PATIENTS, REGARDLESS OF LEVEL OF MEDICARE
COVERAGE AND REGARDLESS IF A SURPLUS OR DEFICIT RESULTS. THIS OPEN ACCESS
FOR MEDICARE PATIENTS PROMOTES ACCESS TO CARE, A FUNDAMENTAL TENET OF THE
HOSPITAL"S COMMUNITY BENEFIT PROGRAM. THE HOSPITAL®"S PAST HEALTH
ASSESSMENT FOUND THAT (FROM 2000-2006) THERE WAS 7.4% GROWTH IN MIDDLESEX
COUNTY FOR AGE 65+ COMPARED TO <1% GROWTH IN THE STATE AND 20% GROWTH IN

MIDDLESEX COUNTY FOR AGE 85+ COMPARED TO 15.9% GROWTH IN THE STATE. IN
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

ADDITION, HIGH EMERGENCY DEPARTMENT USAGE FOR AMBULATORY CARE SENSITIVE
CONDITIONS WAS FOUND IN THE 65+ AND 85+ AGE GROUPS, WHICH 1S FURTHER
CONFIRMATION OF THE HOSPITAL®S FUNCTION AS A SAFETY-NET PROVIDER FOR ITS
COMMUNITY*"S ELDERS. AS MIDDLESEX COUNTY HAS A DISPROPORTIONATE LEVEL OF
COMMUNITY MEMBERS AGE 65+ AND 85+ WHEN COMPARED TO STATE AVERAGES, THE
SHORTFALL THAT THE HOSPITAL EXPERIENCES IN PROVIDING CRITICAL HEALTHCARE
SERVICES TO THE MEDICARE POPULATION SHOULD BE CONSIDERED A COMMUNITY
BENEFIT WITHIN THE HOSPITAL®"S SUBSIDIZED SERVICES, WHICH THOSE AGE 65+
ALSO RELY HEAVILY ON FOR CARE. THE HOSPITAL FILLS A HEALTHCARE DELIVERY
GAP FOR MEDICARE PATIENTS, ONE WHICH WOULD BE DETRIMENTAL TO THE

COMMUNITY IF THE HOSPITAL WAS NOT PRESENT.

Q1 - PART 111, LINE 9B: MIDDLESEX HOSPITAL HAS A WRITTEN DEBT COLLECTION
POLICY. THE POLICY STATES THAT PATIENTS WHO QUALIFY FOR FINANCIAL
ASSISTANCE WILL BE RESPONSIBLE FOR PAYING ANY BALANCE REMAINING AFTER THE
FINANCIAL ASSISTANCE ALLOWANCE HAS BEEN APPLIED (THAT 1S, IF 100%
FINANCIAL ASSISTANCE HAS NOT BEEN AWARDED). THE POLICY ALSO OUTLINES THE

PROCESS FOR PAYING OUTSTANDING BALANCES SHOULD THE PATIENT BE FOUND TO
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

HAVE THE MEANS TO PAY A PARTIAL AMOUNT AFTER THE HOSPITAL"S FINANCIAL
ASSISTANCE DETERMINATION CRITERIA HAS BEEN APPLIED. FOR SUCH BALANCES,
THE HOSPITAL WILL NOTIFY THE PATIENT OF HIS/HER LIABILITY. IF PAYMENT 1S
NOT MADE, THE POLICY STATES THAT THE HOSPITAL WILL USE APPROPRIATE
METHODS TO PURSUE COLLECTION, WHICH MAY INCLUDE COLLECTIONS AGENCIES AND
ATTORNEYS. THIS PRACTICE 1S BROADLY UTILIZED FOR ALL PATIENTS WITH
OUTSTANDING BALANCES. THE HOSPITAL MAKES EVERY EFFORT TO ENSURE THAT ALL
PATIENTS KNOW PAYMENT PLANS ARE AVAILABLE FOR ANY BALANCE, INCLUDING
THOSE PATIENTS WHO HAVE A BALANCE LEFT OVER AFTER A FINANCIAL ASSISTANCE
AWARD HAS BEEN APPLIED. IN ORDER TO CAPTURE THE PATIENTS WHO ARE KNOWN TO
QUALIFY FOR FINANCIAL ASSISTANCE, THE HOSPITAL HAS PROVISIONS IN ITS
COLLECTION POLICY. IN THE CASE WHERE PATIENTS WHO WOULD QUALIFY FOR
FINANCIAL ASSISTANCE DO NOT COMPLETE A FINANCIAL ASSISTANCE APPLICATION
AND ARE PLACED INTO COLLECTIONS, THE THIRD PARTY ORGANIZATIONS THAT WORK
ON BEHALF OF THE HOSPITAL TO COLLECT BALANCES SCREEN FOR FINANCIAL
ASSISTANCE ELIGIBILITY. THE THIRD PARTY ORGANIZATIONS FOLLOW HOSPITAL
POLICY BY ALERTING ALL PATIENTS IN COLLECTIONS TO THE AVAILABILITY OF THE

HOSPITAL"S FINANCIAL ASSISTANCE PROGRAM. WITHIN THE HOSPITAL®"S COLLECTION
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

POLICY THERE 1S A PROVISION WHEREBY COLLECTION AGENCIES, USING GUIDELINES
SET FORTH BY THE HOSPITAL, ASSIST THE HOSPITAL IN IDENTIFYING PATIENTS
WHO DO NOT HAVE A MEANS TO PAY FOR SERVICES AND THEREFORE QUALIFY FOR THE
HOSPITAL"S FINANCIAL ASSISTANCE PROGRAM - WHILE THESE PATIENTS HAVE NOT
GONE THROUGH THE FORMAL APPLICATION PROCESS, THEY MEET THE ELIGIBILITY
GUIDELINES FOR FINANCIAL ASSISTANCE AS DEFINED BY THE HOSPITAL. THESE
PATIENTS ARE THEN TRANSFERRED AND INCLUDED UNDER THE HOSPITAL"S CHARITY
CARE/FINANCIAL ASSISTANCE UMBRELLA. THIS PROCESS WAS PUT IN PLACE BY THE
HOSPITAL IN ORDER TO CAPTURE AS MANY PATIENTS WHO ARE ELIGIBLE FOR

FINANCIAL ASSISTANCE AS POSSIBLE.

Q1 - PART V, SECTION B, Q11 LINE H: OUR SLIDING SCALE OUTLINES THE
FACTORS THAT WE USE TO DETERMINE FINANCIAL ASSISTANCE DETERMINATIONS: THE

FEDERAL POVERTY INCOME GUIDELINES AND NUMBER OF PERSONS IN HOUSEHOLD.

Q1 - PART V, SECTION B, Q13 LINE G: WE ALSO REFERENCE OUR FINANCIAL
ASSISTANCE AVAILABILITY ON OUR WEBSITE, IN HOSPITAL BILLS, BY BROCHURE,

BY SIGNS POSTED AT REGISTRATION AND THROUGH THE REGISTRATION PROCESS
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

(PLEASE SEE Q3 IN THE PART VI NARRATIVE FOR MORE DETAIL).

Q1 - PART V, SECTION B, Q19 LINE D: FOR PATIENTS WHO ARE ELIGIBLE FOR
FINANCIAL ASSISTANCE, THE HOSPITAL GRANTS A DISCOUNT EQUAL TO THE AVERAGE

OF THE HOSPITAL"S THREE LOWEST CONTRACTED COMMERCIAL PAYORS.

Q2 - NEEDS ASSESSMENT: SINCE THE INCEPTION OF MIDDLESEX HOSPITAL"S
COMMUNITY BENEFIT POLICY IN 2007, AND PRIOR TO THE MANDATE OF THE
AFFORDABLE CARE ACT, CONDUCTING A COMMUNITY HEALTH ASSESSMENT IN ORDER TO
PRIORITIZE SPECIFIC COMMUNITY BENEFIT INITIATIVES HAS BEEN A CORE ELEMENT
OF THE HOSPITAL"S COMMUNITY BENEFIT PROGRAM. THE HOSPITAL COMMISSIONED A
COMPREHENSIVE, SCIENTIFIC, DATA-DRIVEN COUNTYWIDE HEALTH ASSESSMENT
(COMPLETED OCTOBER 2008) USING PUBLICLY AVAILABLE DATA SOURCES AND PEER
COUNTY, STATE AND NATIONAL BENCHMARKS. THE OBJECTIVES OF THE STUDY WERE
TO 1) DESCRIBE THE HEALTH OF THE POPULATIONS RESIDING IN MIDDLETOWN AND
MIDDLESEX COUNTY; 2) IDENTIFY PRIORITY HEALTH SERVICE ISSUES; 3) IDENTIFY
OPPORTUNITIES TO IMPROVE THE HEALTH STATUS; 4) PROVIDE MIDDLESEX HOSPITAL

WITH PLANNING INFORMATION TO ADDRESS IDENTIFIED COMMUNITY NEED; AND 5)
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

IMPROVE POPULATION HEALTH IN COLLABORATION WITH COMMUNITY PARTNERS. IN
RESPONSE TO THIS PAST ASSESSMENT, A THREE-YEAR HEALTH ASSESSMENT
STRATEGIC PLAN WAS DEVELOPED AND ALL PRIORITY AREAS BECAME COMMUNITY
BENEFIT GOALS; THESE PRIORITY AREAS CONTINUED TO BE COMMUNITY BENEFIT
GOALS IN FY12. IN FY12, THE HOSPITAL®"S MANAGER OF COMMUNITY BENEFIT
BECAME CO-CHAIR OF THE MIDDLESEX COUNTY COALITION ON COMMUNITY WELLNESS,
WHICH STARTED WORK ON ITS COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA), TO BE
COMPLETED IN FY13. THE MIDDLESEX COUNTY COALITION ON COMMUNITY WELLNESS
IS COMPRISED OF MEMBERS FROM THE SECTORS OF PUBLIC HEALTH, HEALTHCARE,
SOCIAL SERVICES, COMMUNITY SERVICES AND EDUCATION; ITS GOALS ARE TO:
ENSURE THAT ITS PARTNERSHIP 1S REPRESENTATIVE OF ALL COMMUNITY
CONSTITUENTS; WORK TOGETHER TO CONDUCT A CHNA; IDENTIFY KEY ISSUES THAT
IMPACT THE HEALTH AND WELLBEING OF THE COMMUNITIES 1T SERVES; AND TO
DEVELOP COLLABORATIVE PROGRAMS TO MEET IDENTIFIED NEED. IN 2012, THE CT
DEPARTMENT OF PUBLIC HEALTH WAS SELECTED AS ONE OF 61 NATIONAL RECIPIENTS
OF CENTERS FOR DISEASE CONTROL AND PREVENTION COMMUNITY TRANSFORMATION
GRANT FUNDING FOR CAPACITY BUILDING TO IMPROVE COMMUNITY HEALTH BY LAYING

A SOLID FOUNDATION FOR COMMUNITY PREVENTION EFFORTS AS WELL AS REDUCE
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

CHRONIC DISEASE RATES AND HEALTH DISPARITIES. CT IDENTIFIED 5 (OUT OF 8)
COUNTIES WITH POPULATIONS OF LESS THAN 500,000 TO RECEIVE FUNDING -
MIDDLESEX COUNTY WAS ONE OF THE SELECTED COUNTIES. THE CHATHAM HEALTH
DISTRICT 1S OVERSEEING THE ADMINISTRATION OF THE CTG CAPACITY-BUILDING
DELIVERABLES IN MIDDLESEX COUNTY IN PARTNERSHIP WITH OTHER LOCAL HEALTH
DEPARTMENTS AND MIDDLESEX HOSPITAL. DELIVERABLES INCLUDE: STRENGTHENING
OF MULTI-SECTORIAL, COUNTY-WIDE COALITIONS; COMPLETION OF POLICY SCANS TO
IDENTIFY BEST PRACTICES AND GAPS (1.E. POLICIES, PROGRAMS,
INFRASTRUCTURE) ; AND COMPLETION OF A COUNTY-WIDE HEALTH NEEDS ASSESSMENT.
THE FIVE AREAS OF FOCUS ARE: 1) ACTIVE LIVING & HEALTHY EATING; 2)
TOBACCO-FREE LIVING; 3) CLINICAL PREVENTIVE SERVICES; 4) HEALTHY & SAFE
ENVIRONMENTS; AND 5) SOCIAL & EMOTIONAL WELLNESS. THE COALITION®S CHNA
WILL INCLUDE POPULATION AND DEMOGRAPHIC PROFILES; HEALTH-BASED SOCIAL AND
ECONOMIC CHARACTERISTICS; ACCESS TO CARE; CHRONIC DISEASE BURDEN AND
POPULATION WELLNESS; AND KEY HEALTH FINDINGS. UPON COMPLETION IN FY13,
THE RESULTS WILL MADE PUBLICLY AVAILABLE AND WIDELY DISSEMINATED WITH THE
OBJECTIVE OF DEVELOPING COLLABORATIVE HOSPITAL-COMMUNITY PARTNER

WORKGROUPS AND STRENGTHENING THOSE THAT ALREADY EXIST. A GREAT DEAL OF
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

FOUNDATIONAL WORK WAS COMPLETED FOR THE CHNA IN FY12. IN FY13, THE CHNA
WILL BE FINALIZED AND THE COALITION WILL SELECT PRIORITY AREAS AND WORK
IN COLLABORATION TO ADDRESS IDENTIFIED NEEDS. IN ADDITION, THE HOSPITAL

WILL DEVELOP AN IMPLEMENTATION PLAN BASED ON IDENTIFIED HEALTH NEEDS.

Q3 - PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE: GREAT CONCERN IS
TAKEN TO ENSURE THAT PATIENTS ARE APPRISED OF THE AVAILABILITY OF
FEDERAL/STATE/LOCAL GOVERNMENT PROGRAMS AND THE HOSPITAL®"S FINANCIAL
ASSISTANCE PLAN. NOTICE OF THE HOSPITAL®"S FINANCIAL ASSISTANCE PROGRAM 1S
DISPLAYED CONSPICUOUSLY IN ENGLISH AND SPANISH AT THE ENTRY OF EACH
FACILITY AND AT ALL PATIENT REGISTRATION POINTS. THE NOTIFICATION
INCLUDES AN OVERVIEW OF THE HOSPITAL®S FINANCIAL AID PROGRAM; THE
AVAILABILITY OF FREE BED FUNDS AND OTHER FINANCIAL ASSISTANCE; SLIDING
SCALE; AND FINANCIAL COUNSELOR CONTACT INFORMATION. AT THE TIME OF
REGISTRATION, HOSPITAL ACCESS STAFF REVIEWS THE HOSPITAL"S FINANCIAL
ASSISTANCE PROGRAM AND ASKS THE PATIENT IF HE/SHE WOULD LIKE A FINANCIAL
ASSISTANCE PACKAGE. BUILT INTO THE REGISTRATION DATA BASE IS A REQUIRED

FINANCIAL ASSISTANCE FIELD WHICH MUST BE COMPLETED AS PART OF THE
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

ADMISSIONS PROCESS. ONCE THE PATIENT EXPRESSES THE DESIRE TO RECEIVE A
FINANCIAL ASSISTANCE PACKAGE, PAPERWORK WITH PATIENT NAME AND MEDICAL
RECORD IS AUTOMATICALLY PRINTED AT THE REGISTRATION STATION AND HANDED TO
THE PATIENT. OTHER METHODS OF COMMUNICATION TO INCREASE AWARENESS
REGARDING THE FINANCIAL ASSISTANCE AND FREE BED FUND PROGRAM INCLUDE 1) A
FINANCIAL ASSISTANCE BROCHURE THAT AIDS PATIENTS IN THE PROCESS, ANSWERS
KEY QUESTIONS AND PROVIDES EASY ACCESS FOR HELP (AVAILABLE AT MULTIPLE
HOSPITAL DEPARTMENTS AND LOCATIONS, INCLUDING KIOSKS AT EVERY HOSPITAL
ENTRY POINT); 2) A SEPARATE AND DISTINCT FINANCIAL ASSISTANCE SERVICES
SECTION ON THE HOSPITAL®"S WEB-SITE (WWW._MIDHOSP.ORG) WHICH INCLUDES
APPLICATION, INSTRUCTIONS, AND SLIDING SCALE; 3) INCLUSION OF FINANCIAL
ASSISTANCE INFORMATION IN THE HOSPITAL®"S INPATIENT ADMISSIONS BOOKLET; 4)
NOTICE OF THE PROGRAM AND FINANCIAL COUNSELOR CONTACT INFORMATION ON
EVERY BILLING STATEMENT; 5) NOTIFICATION AT DISCHARGE; AND 6) A LETTER
OUTLINING THE PROGRAM SENT TO EVERY SELF-PAY PATIENT FOLLOWING

DISCHARGE.

THE HOSPITAL HAS A TEAM OF FINANCIAL COUNSELORS WHO ARE AVAILABLE TO
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Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

ASSIST THE PATIENT THROUGH THE APPLICATION PROCESS EITHER BY PHONE OR

VISIT. THE ROLE OF THE COUNSELORS 1S TO HELP PATIENTS NAVIGATE THE

HOSPITAL"S FINANCIAL ASSISTANCE PROCESS AND TO AID IN APPLICATION FOR

MEDICAID/STATE PROGRAMS. ALL COUNSELORS RECEIVE DEPARTMENTAL TRAINING ON

THE IMPORTANCE OF ASSISTING PATIENTS IN NEED OF STATE/GOVERNMENTAL OR

HOSPITAL FINANCIAL ASSISTANCE, THE HOSPITAL"S FINANCIAL ASSISTANCE

PROTOCOLS, SYSTEMS, NEW PROGRAM ENHANCEMENTS, AND HOW TO PROVIDE SUPPORT

AND FOLLOW-UP FOR MEDICAID/STATE ENROLLMENT. THE HOSPITAL®S SOCIAL

WORKERS ALSO ASSIST PATIENTS WITH COMPLETION OF HOSPITAL FINANCIAL

ASSISTANCE APPLICATIONS AS WELL AS MEDICAID/STATE APPLICATIONS.

AN

IMPORTANT ADDITION TO MIDDLESEX HOSPITAL"S FINANCIAL ASSISTANCE

PROCESS HAS BEEN THE DEVELOPMENT OF THE FINANCIAL ASSISTANCE WORKGROUP

SEVERAL YEARS AGO. WORKGROUP TASKS INCLUDE: INCREASING AWARENESS

REGARDING FINANCIAL ASSISTANCE AVAILABILITY; CONTINUOUS MONITORING OF

APPROPRIATENESS, FEASIBILITY AND ACCESSIBILITY OF THE HOSPITAL"S

FINANCIAL ASSISTANCE PRACTICES; AND A COMPREHENSIVE COMMUNICATIONS

STRATEGY FOR INCREASING AWARENESS FOR FINANCIAL ASSISTANCE. IN FY12,

JSA
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

MIDDLESEX HOSPITAL GRANTED $2,181,341 OF FINANCIAL ASSISTANCE TO 5,908
UNIQUE RECIPIENTS AND ABSORBED $13,256,510 IN UNPAID COSTS OF MEDICAID
(TOTAL OF MEDICAID INCLUDING MANAGED CARE AND LIA), SERVING 15,679

INDIVIDUALS.

Q4 - COMMUNITY INFORMATION: MIDDLESEX HOSPITAL 1S THE SOLE HOSPITAL
PROVIDER IN ITS SERVICE AREA, WHICH INCLUDES THE LARGE GEOGRAPHIC AREA OF
MIDDLESEX COUNTY AND SURROUNDING TOWNS. 1T ENCOMPASSES THE CITY OF
MIDDLETOWN AND A MIX OF 21 OTHER SUBURBAN AND RURAL TOWNS WITHIN 623
SQUARE MILES AND HAS A POPULATION OF APPROXIMATELY 250,000 (WITH 166,346
ADULTS AND CHILDREN IN MIDDLESEX COUNTY PROPER). THE MAIN INDUSTRY
INCLUDES: MIDDLESEX HOSPITAL, WESLEYAN UNIVERSITY, PRATT & WHITNEY AND
THE SMALL BUSINESS COMMUNITY. MIDDLESEX COUNTY 1S LOCATED IN SOUTHEASTERN
CONNECTICUT AND SUPPORTS A POPULATION OF APPROXIMATELY 68,294 HOUSEHOLDS
WITH 4.9% OF THE STATE"S POPULATION RESIDING IN THE COUNTY. THE
POPULATION OF MIDDLETOWN (46,251 RESIDENTS) REPRESENTS 28% OF THE TOTAL
POPULATION OF MIDDLESEX COUNTY.

THE 2011 AGE DISTRIBUTION IN MIDDLESEX COUNTY 1S 6% AGE 0-4; 16% AGE
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

5-17; 9% AGE 18-24; 33% AGE 25-49; 21% AGE 50-64; 15% 65+. THE HOSPITAL"S
HEALTH ASSESSMENT STUDY FOUND THAT FROM 2000-2006, THE POPULATION OF
ADULTS AGE 65+ (2000 TO 2006) INCREASED 7.4% WITHIN MIDDLESEX COUNTY AND
MIDDLETOWN COMPARED TO LESS THEN 1% FOR THE STATE; AND THE 85+ SUBGROUP
WHICH INCREASED 20% IN MIDDLESEX COUNTY AND 19.4% IN MIDDLETOWN, COMPARED
TO 15.9% STATEWIDE. THE RACIAL AND ETHNIC COMPOSITION OF MIDDLESEX COUNTY
(2011) 1S 85% WHITE, 4.4% BLACK, 4.8% HISPANIC ORIGIN, 2.5% ASIAN

PACIFIC, 0.14% NATIVE AMERICAN AND 3.2% OTHER/MULTI-RACE.

REGARDING THE SOCIOECONOMIC MEASURES OF INCOME LEVEL, POVERTY RATE, AND
EDUCATION ATTAINMENT: 1) THE AVERAGE ANNUAL HOUSEHOLD INCOME 1S $61,791
IN MIDDLETOWN AND $74,627 IN MIDDLESEX COUNTY (2010); 2) THE POVERTY RATE
(2009) WAS 11.8% IN MIDDLETOWN AND 5.8% IN MIDDLESEX COUNTY; AND 3) 12%
OF ADULTS AGE 25 OR OLDER IN MIDDLETOWN DON*T HAVE A HIGH SCHOOL DIPLOMA
COMPARED TO 11% IN MIDDLESEX COUNTY. IN 2012, THE PERCENT OF HOSPITAL
DISCHARGES FOR MEDICAID/SAGA/UNINSURED COMBINED FOR THE FOLLOWING SERVICE
LINES WERE: 15.4% INPATIENT; 35.7% NEWBORN; 12.7% OUTPATIENT SURGERY;

31.0% EMERGENCY DEPARTMENT NON-ADMISSION AND 13.0% OUTPATIENT
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

OBSERVATION.

Q5 - PROMOTION OF COMMUNITY HEALTH: AS MIDDLESEX HOSPITAL 1S A COMMUNITY
HOSPITAL, INVOLVING COMMUNITY MEMBERS IN KEY FUNCTIONS HAS ALWAYS BEEN A
PRIORITY. THE HOSPITAL®"S BOARD 1S COMPRISED MAINLY OF COMMUNITY MEMBERS
WHO ARE NEITHER EMPLOYEES, FAMILY MEMBERS NOR CONTRACTORS OF THE
ORGANIZATION, BUT ARE LONG-TERM RESIDENTS WHOSE PRIMARY INTEREST 1S THE
HEALTH AND WELL-BEING OF THE COMMUNITY AT LARGE. MIDDLESEX HOSPITAL
EXTENDS MEDICAL STAFF PRIVILEGES TO ALL QUALIFIED PHYSICIANS IN THE
COMMUNITY BASED ON THE HOSPITAL®"S CURRENT AND PROJECTED PATIENT CARE,
TEACHING AND RESEARCH NEEDS, AND OVERALL COMMUNITY NEED. MEDICAL STAFF
INPUT AND PARTICIPATION 1S HIGHLY VALUED BY THE HOSPITAL AS EVIDENCED BY
INCLUSION IN THE HOSPITAL®"S MEDICAL EXECUTIVE COMMITTEE, THE MEDICAL
STAFF COUNCIL AND COUNTLESS OTHER WORKING COMMITTEES. THE HOSPITAL HAS A
FORMAL PROCESS FOR ALLOCATION OF SURPLUS FUNDS; A MULTIDISCIPLINARY
CAPITAL BUDGETING COMMITTEE MEETS AND SETS PRIORITIES FOR INVESTMENTS IN
PATIENT CARE, EDUCATION AND RESEARCH, AND PHYSICAL STRUCTURE. THE

APPROACH TAKES INTO CONSIDERATION PATIENT, COMMUNITY AND STAFF NEEDS.
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

EACH YEAR THE HOSPITAL ALLOCATES A PORTION OF SURPLUS FUNDING TO A WIDE
ARRAY OF COMMUNITY BENEFIT PROGRAMS AND SERVICE LINES, INCLUDING
SUBSTANTIAL HEALTH AND WELLNESS ACTIVITIES AND INITIATIVES, SUBSIDIZED

SERVICES, MEDICAL EDUCATION, RESEARCH AND HEALTH ASSESSMENT COSTS.

CONTINUOUS DEDICATION TO THE COMMUNITIES IT SERVES REMAINS THE HALLMARK
OF MIDDLESEX HOSPITAL®S VISION, MISSION, AND STRATEGIC PLANNING.
AMBITIOUS COMMUNITY BENEFIT GOALS, THE INCORPORATION OF COMMUNITY BENEFIT
INTO ANNUAL ORGANIZATIONAL PLANNING, AND THE PROVISION OF COMMUNITY
BENEFIT PROGRAMS THAT TARGET THE COMMUNITY®"S MOST VULNERABLE AND AT-RISK
POPULATIONS HAS ALLOWED THE HOSPITAL TO PUT A FORMAL STRUCTURE AROUND ITS
FUNDAMENTAL PURPOSE. THE HOSPITAL®"S COMMUNITY BENEFIT TOTAL FOR FY12 WAS
$39,819,218 (EXCLUDING COMMUNITY BUILDING) WITH 79,898 SERVED (EXCLUDING
COMMUNITY BUILDING). THE FOLLOWING IS AN OVERVIEW OF THE HOSPITAL"S

COMMUNITY BENEFIT PROGRAM:

COMMUNITY HEALTH IMPROVEMENT SERVICES: THE HOSPITAL UNDERWRITES A VAST

RANGE OF COMMUNITY HEALTH EDUCATION AND HEALTH IMPROVEMENT PROGRAMS, NONE
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

OF WHICH ARE DEVELOPED FOR MARKETING PURPOSES, ALL OF WHICH ARE SUPPORTED
AS A MEANS OF FULFILLING THE HOSPITAL"S MISSION TO SERVE ITS COMMUNITY.
ALMOST 100% OF THE TIME THESE SERVICES ARE OFFERED FREE OF CHARGE; IN THE
RARE INSTANCE WHERE A NOMINAL FEE IS ASSESSED THE COST OF PROVIDING THE
SERVICE 1S NOT COVERED. COMMUNITY HEALTH EDUCATION IS PROVIDED TO THE
COMMUNITY AT LARGE. SOME OF THE PROGRAMS REPRESENT ONE TIME EVENTS,
HOWEVER MOST ARE ONGOING AND OVER THE YEARS HAVE BECOME ENTRENCHED IN THE
COMMUNITY AS A SOURCE OF SUPPORT AND CONTINUED EDUCATION FOR A HEALTHFUL
FUTURE. EXAMPLES OF COMMUNITY HEALTH IMPROVEMENT SERVICES INCLUDE (BUT
ARE NOT LIMITED TO): 1) HEALTH EDUCATION (COMMUNITY EDUCATION
PRESENTATIONS; HEALTH AND WELLNESS EVENTS/HEALTH FAIRS; SUPPORT GROUPS;
LARGE SCALE CANCER AWARENESS AND EDUCATIONAL EVENTS; AND THE AVAILABILITY
OF HEALTH LITERATURE); 2) COMMUNITY-BASED CLINICAL SERVICES (CLINICS AND
SCREENINGS; ANNUAL FLU SHOTS; BLOOD PRESSURE CLINICS); AND 3) HEALTHCARE
SUPPORT SERVICES OFFERED TO INCREASE ACCESS AND QUALITY OF CARE TO
INDIVIDUALS, ESPECIALLY THOSE LIVING IN POVERTY AND/OR OTHER VULNERABLE
POPULATIONS (CENTER FOR CHRONIC CARE MANAGEMENT DISEASE MANAGEMENT

OUTPATIENT PROGRAMS FOR ADULT ASTHMA; CHILD ASTHMA; DIABETES EDUCATION
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

AND DISEASE MANAGEMENT; MEDICAL NUTRITION THERAPY; SMOKING CESSATION;
CHRONIC HEART FAILURE; AND CHILDHOOD WEIGHT MANAGEMENT). IN FY12, THE
HOSPITAL®"S COMMUNITY HEALTH IMPROVEMENT SERVICES SERVED 23,221

INDIVIDUALS AT A TOTAL COST OF $4,019,429 TO THE HOSPITAL.

HEALTH PROFESSIONS EDUCATION: HELPING TO PREPARE FUTURE HEALTH CARE
PROFESSIONALS 1S A LONG-STANDING COMMITMENT OF MIDDLESEX HOSPITAL AND
DISTINGUISHING CHARACTERISTIC THAT CONSTITUTES A SIGNIFICANT COMMUNITY
BENEFIT. THE HOSPITAL"S FAMILY MEDICINE RESIDENCY PROGRAM GRADUATES
FAMILY PRACTICE PHYSICIANS, MANY OF WHOM CONTINUE TO PRACTICE IN THE
MIDDLESEX COUNTY AREA AFTER THEIR TRAINING IS COMPLETE. THIS IS
ESPECIALLY IMPORTANT GIVEN THAT MIDDLESEX COUNTY HAS BEEN DESIGNATED BY
THE HEALTH RESOURCES AND SERVICES ADMINISTRATION (HRSA) TO BE A MEDICALLY
UNDERSERVED AREA EXPERIENCING A SHORTAGE OF SELECT HEALTH SERVICES WHICH
INCLUDE TOO FEW PRIMARY CARE PROVIDERS. IN ADDITION, HRSA REPORTS THAT
MIDDLESEX COUNTY IS A HEALTH PROFESSIONAL SHORTAGE AREA (HPSA) FOR
PRIMARY MEDICAL CARE. THE HOSPITAL ALSO WELCOMES MEDICAL AND NURSING

STUDENT INTERNS AND PROVIDES ON-SITE TRAINING DURING CLINICAL ROTATIONS.
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

NURSING STUDENTS FROM LOCAL COLLEGES AND PROGRAMS RECEIVE HANDS-ON
MENTORSHIP IN THE MAJORITY OF CLINICAL SERVICE LINES YEAR-ROUND. OTHER
HEALTHCARE PROFESSIONAL EDUCATION INCLUDES THE HOSPITAL®"S RADIOLOGY
SCHOOL (WHICH OPERATES AT A LOSS FOR THE HOSPITAL) AND
CLINICAL/NON-CLINICAL EDUCATIONAL STUDENT TRAINING IN MULTIPLE FIELDS. IN
FY12, THE HOSPITAL"S HEALTH PROFESSIONS EDUCATION CATEGORY SERVED 1,304

INDIVIDUALS AT A TOTAL COST OF $5,157,196 TO THE HOSPITAL.

SUBSIDIZED HEALTH SERVICES: THE HOSPITAL®"S SUBSIDIZED HEALTH SERVICES
REPRESENT A SIGNIFICANT PORTION OF MIDDLESEX HOSPITAL®"S ANNUAL COMMUNITY
BENEFIT AGGREGATE FINANCIALS AND NUMBERS SERVED. SUBSIDIZED SERVICES ARE
PARTICULAR CLINICAL PROGRAMS PROVIDED TO THE COMMUNITY DESPITE A
FINANCIAL LOSS, WITH NEGATIVE MARGINS REMAINING AFTER SPECIFIC DOLLARS
(FINANCIAL ASSISTANCE AND BAD DEBT) AND SHORTFALLS (MEDICAID) ARE
REMOVED. IN ORDER TO QUALIFY AS A SUBSIDIZED SERVICE, THE PROGRAM MUST
MEET CERTAIN HEALTH DELIVERY CRITERIA; MEET AN IDENTIFIED NEED IN THE
COMMUNITY; AND WOULD BECOME UNAVAILABLE OR THE RESPONSIBILITY OF A

GOVERNMENTAL OR ANOTHER NOT-FOR-PROFIT AGENCY TO PROVIDE IF THE HOSPITAL
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

DISCONTINUED THE SERVICE. MIDDLESEX HOSPITAL®S SUBSIDIZED SERVICES FOR
FY12 INCLUDE FAMILY PRACTICE SERVICES, BEHAVIORAL HEALTH (INPATIENT AND
OUTPATIENT), HOMECARE, CARDIAC REHABILITATION, PARAMEDICS, HOSPICE,
DIABETES EDUCATION, WOUND CARE AND PULMONARY REHABILITATION. IN FY12 THE
HOSPITAL"S SUBSIDIZED SERVICES SERVED 27,059 PEOPLE WITH A TOTAL COST OF

$14,001,003 TO THE HOSPITAL.

MIDDLESEX HOSPITAL CONDUCTS RESEARCH IN THE DOMAINS OF CLINICAL AND
COMMUNITY HEALTH. CLINICAL EXAMPLES INCLUDE NATIONAL TRIALS BY THE
HOSPITAL"S CANCER CENTER FOR BREAST, LUNG, PROSTATE, COLORECTAL, AMONG
OTHERS. FOR FY12, THE HOSPITAL®S ASSOCIATED COSTS FOR ALL RESEARCH

PROJECTS TOTALED $432,797 AND SERVED 68 INDIVIDUALS.

FINANCIAL AND IN-KIND CONTRIBUTIONS: MIDDLESEX HOSPITAL SUPPORTS THE
COMMUNITY IN THE FORM OF FINANCIAL AND IN-KIND CONTRIBUTIONS. THE
HOSPITAL"S IN-KIND CONTRIBUTIONS INCLUDE EQUIPMENT, FOOD, LINENS AND
MEDICAL SUPPLIES THAT ARE DONATED BOTH LOCALLY AND GLOBALLY. OTHER

IN-KIND DONATIONS INCLUDE CAFETERIA DISCOUNTS FOR YMCA RESIDENTS AND
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1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

STAFF COORDINATION OF COMMUNITY SUPPORT DRIVES. THE HOSPITAL®S MAIN
CAMPUS AND SATELLITE LOCATIONS MAKE MEETING SPACE AVAILABLE,
FREE-OF-CHARGE AND ON AN ON-GOING BASIS, FOR MANY COMMUNITY GROUPS THAT
WOULD OTHERWISE STRUGGLE TO PAY FOR SPACE. IN ADDITION, EACH YEAR THE
HOSPITAL MAKES SUBSTANTIAL CASH DONATIONS TO CAREFULLY SELECTED
MISSION-DRIVEN COMMUNITY ORGANIZATIONS THROUGHOUT ITS SERVICE AREA. THE
HOSPITAL"S FY12 SUPPORT FOR FINANCIAL AND IN-KIND CONTRIBUTIONS TOTALED

$417,391, SERVING 6,659 INDIVIDUALS.

COMMUNITY BENEFIT OPERATIONS: COMMUNITY BENEFIT OPERATIONS INCLUDE
ACTIVITIES AND COSTS ASSOCIATED WITH COMMUNITY BENEFIT STRATEGIC
PLANNING, ADMINISTRATION, ANNUAL GOAL ATTAINMENT, AND COMMUNITY HEALTH
NEEDS ASSESSMENT PRODUCTION AND IMPLEMENTATION. MIDDLESEX HOSPITAL HAS A
DEDICATED MANAGER OF COMMUNITY BENEFIT, ALONG WITH A COMMUNITY BENEFIT
STEERING COMMITTEE (COMPRISED OF HOSPITAL LEADERSHIP) THAT OVERSEES
COMMUNITY BENEFIT PLANNING AND OPERATIONS. OUTSIDE OF ON-GOING COMMUNITY
BENEFIT ACTIVITIES, THE MAIN GOALS OF THE HOSPITAL®"S COMMUNITY BENEFIT

PROGRAM IN FY12 CONTINUED TO FOCUS ON THE HEALTH ASSESSMENT PRIORITY

JSA Schedule H (Form 990) 2011
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MIDDLESEX HOSPITAL 06-0646718
Schedule H (Form 990) 2011 Page 8

=EVg@Yil Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

AREAS AND COLLABORATING WITH COMMUNITY PARTNERS. THE HOSPITAL®"S FY12

COMMUNITY BENEFIT OPERATIONS EXPENSE TOTALED $353,550.

Q6 - AFFILIATED HEALTH SYSTEM: N/A. MIDDLESEX HOSPITAL 1S NOT PART OF AN

AFFILIATED HEALTH CARE SYSTEM.

Q7 - COMMUNITY BENEFIT REPORT FILING: UNDER THE CONNECTICUT GENERAL
STATUTES 19A-127K, HOSPITALS THAT HAVE A COMMUNITY BENEFIT PROGRAM IN
PLACE, AS SPECIFIED BY THE STATUTE, ARE REQUIRED TO REPORT BIENNIALLY TO
THE STATE OF CT. THIS BIENNIAL COMMUNITY BENEFIT REPORTING IS CURRENTLY
UNDER THE AUSPICES OF THE STATE OF CONNECTICUT®"S OFFICE OF THE HEALTHCARE
ADVOCATE. AS MIDDLESEX HOSPITAL MEETS THE STATUTE AS HAVING A COMMUNITY
BENEFIT PROGRAM IN PLACE, IT REPORTS BIENNIALLY TO THE STATE OF CT"S

OFFICE OF THE HEALTHCARE ADVOCATE.

JSA Schedule H (Form 990) 2011
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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
p Complete if the organization answered "Yes" to Form 990, .
Department of the Treasury Part IV, line 23. Open to Public

Internal Revenue Service P Attach to Form 990. P> See separate instructions.

Name of the organization

la

Inspection
Employer identification number

MIDDLESEX HOSPITAL 06-0646718
Questions Regarding Compensation
Yes | No

Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, line 1a. Complete Part Il 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 la are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No,” complete Part Ill to
BXPIAIN L L L L e e e e e e e e e e e e e 1b | X
Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all officers,
directors, trustees, and the CEO/Executive Director, regarding the items checked inline 1a? , , . . . ... ... 2 X
Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director. Explain in Part Ill.
Compensation committee - Written employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee
During the year, did any person listed in Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
Receive a severance payment or change-of-control payment? . . . . . . . . . . . . . . 4a X
Participate in, or receive payment from, a supplemental nonqualified retrement plan? . . . . . . .. .. ... 4b X
Participate in, or receive payment from, an equity-based compensation arrangement?, . . . . . . .. .. ... 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part lIl.
Only section 501(c)(3) and 501(c)(4) organizations must complete lines 5-9.
For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
The organization? . . L L L e e e e e 5a X
Any related organization? | . . L L L L L L e e e e e 5b X
If "Yes" to line 5a or 5b, describe in Part Ill.
For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
The organization? | . L L L e e e e e 6a| X
Any related organization? | . . L L L L L L e e e e e e 6b X
If "Yes" to line 6a or 6b, describe in Part lll.
For persons listed in Form 990, Part VI, Section A, line la, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes," describe inPart Il |, _ . . . . . . . . .. .. ... .. ... . 7 X
Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe
g o U 8 X
If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)? . . . . . & v i v i i i i i 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.
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MIDDLESEX HOSPITAL 06-0646718

Schedule J (Form 990) 2011 Page 2
Vgl Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

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

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

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

(C) Retirement and (D) Nontaxable (E) Total of columns (F) Compensation
(A) Name (i) Base (i) Bonus & incentive (iii) Other other deferred benefits (B)(i)-(D) report.ed as deferred in
compensation compensation reportable compensation prior Form 990
compensation
W ____° 216,419.| - 175,000.| ____ 40,831.] 334,028.| ____6.605. _ 1,072,883. - 175,000.
1 VINCENT CAPECE, JR. (i) Q ¢ 0 (0 (0 Q 0
= 316,495.| - 16,521.| _____ 2,468. Q 4,054 339,538.| 6,353.
2 DAVID BAGGISH, MD (i) Q ¢ 0 (0 (0 Q 0
M ____= 316,212, 67,500.] ____ 14,133, ¢ 958,020.| ____ 2.882. _ 1,358,747. | 67,500.
3 SUSAN MARTIN (ii) G q Q 0 (0 Q 0
M ____= 363,390.| ____ 75,250.] 20,546, ¢ 340,109.| _____7.602. ___ 806,897. _____ 75,000.
4 ARTHUR MCDOWELL, MD (i) Q ¢ 0 (¢ (0 Q 0
W ____ - 222,838.| - 145,500.| ____ 42,684. ¢ 44,500 _____2,081.| __ 457,583. - 145,500.
5 HARRY EVERT (ii) G q Q (g (0 Q 0
O] I 141,179.] ___: 49,500.| ____ 183,547. q 2,960 377,186. - 49,500.
6 COLLEEN SMITH (ii) G q Q (g (0 Q 0
W ____ - 291,985.| - 15,000.] ____ 19,235 - 15,000 ____6,557. 347,777 ______ 2,843.
7 JESSE WAGNER, MD (i) Q ¢ 0 (¢ (0 Q 0
O) W— 238,882, - 52,000.] ____ 18,143.| 1 193,215, _____4.621. 206,861. 92,000.
g8 GREGORY NOKES (ii) G q Q (g (0 Q 0
O) W— 222,074, ____- 20,000.] Q9 = 32,500, 121 274,695.| 0
9 JACQUELYN CALAMARI (ii) G q Q (g (0 Q 0
O] I 145,211.] 13,000, __________ Q - 13,000 _____6.157.| @ 177,368. =0
10GARRETT HAVICAN (ii) d [0 [0 [0 g q 0
= 352,492.| . 33,034.] 7,968, 15,000 ___ 4.865. 413,3%9.| - 22,076.
11 MICHAEL SAXE, MD (i) Q ¢ 0 (¢ (0 Q 0
O) W— 280,407. ____ 78,731, Q 77,565 _____6,157. 437,860. ____ 4,976.
12 JONATHAN BANKOFF, MD (ii) Q q 0 Q (0 Q 0
Q) I 300,339.] 20,794.| 30,103, ¢ >, 767 1,003 358,006. 6,278
13RANDOLPH GOODWIN, MD (ii) Q q 0 Q (0 Q 0
O) W— 253,501, 74,085.| Q 74,392 ____4.668. 406,736 O
14RICHARD GREINER, MD (ii) Q q 0 Q (0 Q 0
(Of I— 260,458.] | 65,055 Q ¢ 62,175 ___9.,184. | 39,872 0
15 BENJAMIN SIGAL, MD (ii) Q q 0 Q (0 Q 0
(Of I— 250,060. 73,825.| 602 ¢ 66,224.|  5,994.] 396,305. 4,322.
16 DAVID COSENTINO, MD (i) Q ( Qg Q 0 Q 0
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MIDDLESEX HOSPITAL 06-0646718

Schedule J (Form 990) 2011 Page 3
=E1adlll 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 II.
Also complete this part for any additional information.

SUPPLEMENTAL COMPENSATION INFORMATION

BENEFITS

PART 1, LINE 1A

FIRST CLASS TRAVEL - THE HOSPITAL®"S POLICY AUTHORIZES FIRST CLASS TRAVEL
FOR THE CHIEF EXECUTIVE OFFICER ON TRIPS EXCEEDING FOUR HOURS IN

DURATION. NONE WAS USED DURING THE REPORTING PERIOD.

TRAVEL FOR COMPANIONS - THE HOSPITAL®"S POLICY PROVIDES FOR SPOUSAL OR
"SIGNIFICANT OTHER'™ TRAVEL IN CERTAIN INSTANCES RELATED TO BUSINESS
ACTIVITIES AND PRESCRIBES THE PROPER TAX TREATMENT OF THAT BENEFIT. THIS

BENEFIT WAS TREATED AS TAXABLE COMPENSATION.

GROSS UP PAYMENTS - REPRESENTS THE FEDERAL AND STATE INCOME TAX PAID BY
THE ORGANIZATION ON BEHALF OF THE INDIVIDUAL FOR CERTAIN NON-CASH
BENEFITS PROVIDED. SIX (6) EMPLOYEES NOTED ON FORM 990, PART VII,

RECEIVED THIS BENEFIT. THIS BENEFIT WAS TREATED AS TAXABLE COMPENSATION.

SOCIAL CLUB DUES - REPRESENTS A CORPORATE MEMBERSHIP AT A GOLF CLUB USED

FOR VARIOUS BUSINESS PURPOSES. TO THE EXTENT THIS MEMBERSHIP 1S USED FOR

Schedule J (Form 990) 2011
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MIDDLESEX HOSPITAL 06-0646718

Schedule J (Form 990) 2011 Page 3
=E1adlll 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 II.
Also complete this part for any additional information.

PERSONAL REASONS THE ASSOCIATED COST IS INCLUDED IN THE TAXABLE INCOME OF
THE EXECUTIVE STAFF MEMBER ACCORDING TO IRS RULES AND REGULATIONS. THIS

BENEFIT WAS TREATED AS TAXABLE COMPENSATION.

PERSONAL SERVICES - REPRESENTS TAX PLANNING AND/OR TAX PREPARATION FEES
FOR ONE (1) MEMBER OF THE EXECUTIVE STAFF. THIS BENEFIT WAS TREATED AS

TAXABLE COMPENSATION.

SUPPLEMENTAL NON-QUALIFIED RETIREMENT PLAN

PART 1, LINE 4B

ALTHOUGH THE BENEFIT 1S NOT PAYABLE UNTIL RETIREMENT, THE NONQUALIFIED
RETIREMENT PLAN BENEFIT ACCRUES ANNUALLY AND THE PLAN PROVIDES THAT A
PARTICIPANT VESTS AFTER FIVE (5) YEARS OF SERVICE. THE AMOUNT OF THE
VESTED BENEFIT 1S CONSIDERED "INCOME"™ TO THE EXECUTIVE AS IT IS EARNED.
THE INCOME IS REPORTED ON THE EXECUTIVE®"S W-2 FORM AND 1S TAXABLE.
MIDDLESEX HOSPITAL SUPPLEMENTS THE EXECUTIVE®S INCOME TO PAY FOR THIS TAX
CONSEQUENCE AS THE EARNED BENEFITS VEST. THE TOTAL OF THESE SUPPLEMENTAL
PAYMENTS, CUMULATIVE WITH INTEREST, ARE OFFSET AGAINST THE NONQUALIFIED

RETIREMENT PLAN BENEFIT AT THE TIME OF RETIREMENT. THE FOLLOWING
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MIDDLESEX HOSPITAL

Schedule J (Form 990) 2011

06-0646718

Page 3

=E1adlll 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 II.

Also complete this part for any additional information.

INDIVIDUALS PARTICIPATED IN A NONQUALIFIED RETIREMENT PLAN.

REPORTED BELOW REPRESENT BENEFITS ACCRUED DURING CALENDAR YEAR 2011, NOT

PAYABLE UNTIL RETIREMENT.

COLLEEN SMITH

JESSE WAGNER

HARRY EVERT

THE FOLLOWING PARTICIPANTS HAD FUNDS CONTRIBUTED TO THEIR SERP ACCOUNT

2011:

VINCENT CAPECE

SUSAN MARTIN

ARTHUR MCDOWELL

GEGORY NOKES

$168,258
$ 13,966

$ 22,548

$157,528
$890,520
$266,609

$144,215

THE AMOUNTS

JSA
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Schedule J (Form 990) 2011 Page 3
=E1adlll 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 II.
Also complete this part for any additional information.

COMPENSATION CONTINGENT ON NET REVENUE

PART 1, LINE 6A

THERE ARE FOUR (4) BROAD CATEGORIES OF EXECUTIVE INCENTIVE GOALS:
CLINICAL QUALITY AND PATIENT SATISFACTION (40%), FINANCIAL STRENGTH
(30%), WORKPLACE ENVIRONMENT (15%), AND COMMUNITY BENEFIT/CHARITABLE
MISSION EFFECTIVENESS (15%). WITHIN EACH CATEGORY ARE MORE SPECIFIC GOALS
WHICH ARE DETERMINED FROM OUR OWN PAST EXPERIENCE AS WELL AS STATE AND
NATIONAL BENCHMARK DATA. THE INCENTIVE COMPENSATION OF THE EXECUTIVE
STAFF IS DETERMINED WITH REFERENCE TO PERFORMANCE RELATIVE TO THESE

GOALS.

COMPENSATION

SCHEDULE J, PART 11

BONUS & INCENTIVE COMPENSATION - COLUMN B(II)

THE AMOUNTS REPRESENT INCENTIVE COMPENSATION PAYMENTS MADE IN CALENDAR
YEAR 2011. PAYMENTS INCLUDE AMOUNTS EARNED IN 2010 AND DEFERRED, WHERE

APPLICABLE.

DEFERRED COMPENSATION - COLUMN (C)

Schedule J (Form 990) 2011
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Schedule J (Form 990) 2011 Page 3
=E1adlll 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 II.
Also complete this part for any additional information.

THE DEFERRED COMPENSATION REPORTED IN COLUMN (C) REPRESENTS INCENTIVE
COMPENSATION EARNED IN 2011 THAT WILL BE PAID AND INCLUDED IN TAXABLE

WAGES IN A LATER YEAR.
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SCHEDULE K
(Form 990)

Department of the Treasury
Internal Revenue Service

SCHEDULE K

Supplemental Information on Tax-Exempt Bonds

explanations, and any additional information in Part VI.

» Attach to Form 990.

P» See separate instructions.

» Complete if the organization answered "Yes" to Form 990, Part IV, line 24a. Provide descriptions,

OMB No. 1545-0047

Name of the organization

2011

Open to Public
Inspection

Employer identification number

MIDDLESEX HOSPITAL 06-0646718
Part | Bond Issues
; : e (h) On (i) Pooled
(a) Issuer name (b) Issuer EIN (c) CUSIP # | (d) Date issued (e) Issue price (f) Description of purpose (9) Defeased behalf of financing
Issuer
Yes | No | Yes | No | Yes | No
A STATE OF CT HEALTH & EDUCATIONAL FACILITIES AUTH. 06-0806186 20774UGQ2 12/07/2006 23,613,507.| CONSTRUCTION OF NEW EMERGENCY ROOM X X X
B STATE OF CT HEALTH & EDUCATIONAL FACILITIES AUTH. 06-0806186 20774UGRO 12/07/2006 16,620,000.| REFINANCE 11/15/2002 (SERIES K) X X X
C STATE OF CT HEALTH & EDUCATIONAL FACILITIES AUTH. 06-0806186 20774YAW7 07/26/2011 33,803,383.| REFINANCE 10/9/1997 (SERIES H) X X X
D
Proceeds
A B C D
1 Amount of bonds retired « v v v v v i i e e e e e e e e e e e 1,765,000. 3,700,000. 1,970,000.
2 Amount of bonds legally defeased . . « & & v v v i i i e e e e e e e e e e e
3 Total Proceeds Of ISSUB « « « v v o v s o vt o vt e et et h e n e 24,649,762. 16,775,130. 33,803,651.
4 Gross proceeds inreserve funds « « « o« v v e i e e e e e e e e e e 1,625,617. 1,219,669.
5 Capitalized interest from proceeds . « « v v v v v v v it v hhw e e e e e e e e e e e e
6 Proceeds in refunding ©SCrOWS. « « « v v 4 v 4 4 4 4 v v u u u u u n nn nn e e e e e e
7 1SSUANCE COSES frOM ProCEEAS « « v v v v o vt vt e vt st st s ae s nenas 392,822. 256,847. 537,961.
8 Credit enhancement from ProceedS « « « vt v v o v v b vt et s h e 720,290. 429,253.
9 Working capital expenditures from proceeds . « = v i i i i i e h e e e w e e e xa e
10 Capital expenditures from ProCeedS « « « v v v v s b vt vttt h e 21,821,549. 14,869,361. 33,265,690.
11 Other SPENt ProCEEAS « « v v v o v s b vt st st sttt i 89,483.
12 Otherunspentproceeds - - - & & & & @ i i i i i i i e e e e e e e e e e e e e e e e e
13 Year of substantial COMPIEHON « + + v v v v v v v et e e e e e e e e e e e 2008 2007 2011
Yes No Yes No Yes No Yes No
14 Were the bonds issued as part of a current refundingissue? . « « + v v ¢ v v v v v 0w u . X X X
15 Were the bonds issued as part of an advance refundingissue?. . « « « « v v v v v v v W X X X
16 Has the final allocation of proceedsbeenmade? . . « . v v v v v v v v i v v v o0 v wu X X X
17 Does the organization maintain adequate books and records to support the final allocation of proceeds? . . . . . X X X
Private Business Use
A B C D
1 Was the organization a partner in a partnership, or a member of an LLC, which owned Yes No Yes No Yes No Yes No
property financed by tax-exemptbonds?, , ., . ... ... ...t X
2 Are there any lease arrangements that may result in private business use of bond-financed property? X

For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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Page 2

Private Business Use (Continued)

SCHEDULE K

A

Are there any management or service contracts that may result in private business

Yes

Yes

No

Yes

No

Yes

No

use of bond-financed property?

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?

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? , .

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

%

%

%

%

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

%

%

%

%

Total of lines 4 and 5

%

%

%

%

Has the organization adopted management practices and procedures to
ensure the post-issuance compliance of its tax-exempt bond liabilities?

=Flsd\YA Arbitrage

Has a Form 8038-T, Arbitrage Rebate, Yield Reduction and Penalty in Lieu of

Yes

Yes

Yes

Yes

Arbitrage Rebate, been filed with respect to the bond issue?

Is the bond issue a variable rate issue?

3a

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

o | |0 (T

4a

og

(@]

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

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

Did the bond issue qualify for an exception to rebate?

Procedures To Undertake Corrective Action

Check the box if the organization established written procedures to ensure that violations of federal tax requirements are timely identified and corrected through the voluntar
. Yes

closing agreement program if self-remediation is not available under applicable regulations
Part VI

No

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

PART 11 LINE 3 (ALL BONDS):

THE DIFFERENCE BETWEEN THE

ISSUE PRICE AND THE TOTAL PROCEEDS IS

INTEREST
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MIDDLESEX HOSPITAL 06-0646718
Schedule K (Form 990) 2011 Page 2
Private Business Use (Continued) SCHEDULE K
A
3a Are there any management or service contracts that may result in private business Yes No Yes No Yes No Yes No
use of bond-financed property? . . . . .. ... .iuiuee e
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? ., . . . . . .. e e e e e e e
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 Totaloflines4andS ., ... .. ... ... iiu ettt % % % %
7 Has the organization adopted management practices and procedures to
ensure the post-issuance compliance of its tax-exempt bond liabilities? _, , . . ... ...
Arbitrage
A
1 Has a Form 8038-T, Arbitrage Rebate, Yield Reduction and Penalty in Lieu of Yes No Yes No Yes No Yes No
Arbitrage Rebate, been filed with respectto the bondissue? , . ... ..........
2 Isthe bond issue avariable rate iSSUE? . « .« v v i v v e w e 4 e i e e e e e e e e e
3a Has the organization or the governmental issuer entered into a qualified hedge with
respecttothe bondissue? . . . . . . . . . . i i i e e e e e e e e e e e e e e
b Name of provider . . . v v v i i i it e i i e e e e e e e e e ea e eaeeaaaaeeaa
C Termofhedge . . . @ @ @ 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
d Was the hedge superintegrated?. . . . . . . . o o v v v v v vt e e e e e .
e Was the hedge terminated? . . . . . . . . ... v v v v vttt e
4a Were gross proceeds invested in a guaranteed investment contract (GIC)? . . . . . . ..
b Name of provider . . o v v v o i vt e e e e e e e e e e e e et e e e e e
C TermofGIC . & v v v i v e v e e e i e e e s e e u e e e e e e e e e e s e s
d Was the reqgulatory safe harbor for establishing the fair market value of the GIC satisfied?
5 Were any gross proceeds invested beyond an available temporary period? . . . . . .. .
6 Did the bond issue qualify for an exceptiontorebate? . . . . ... ... ... ... ...
Procedures To Undertake Corrective Action
Check the box if the organization established written procedures to ensure that violations of federal tax requirements are timely identified and corrected through the voluntar
closing agreement program if self-remediation is not available under applicable regulations . . . . . . . . . . i i i i i e e e e e e e e e e e e e e Yes No

IN THE AMOUNT OF: $1,036,255 FOR COLUMN A BOND, $155,130 FOR COLUMN B

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

BOND AND $268 FOR COLUMN C BOND.
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MIDDLESEX HOSPITAL
Schedule K (Form 990) 2011

06-0646718

Page 2

Part Il Private Business Use (Continued)

SCHEDULE K

3a

Are there any management or service contracts that may result in private business
use of bond-financed property?

A

Yes

No

Yes

No

Yes

No

Yes

No

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?

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? , .

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 _ , ., . . . . >

%

%

%

%

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

%

%

%

%

Total of lines 4 and 5

%

%

%

%

Has the organization adopted management practices and procedures to
ensure the post-issuance compliance of its tax-exempt bond liabilities?

=Flsd\YA Arbitrage

Has a Form 8038-T, Arbitrage Rebate, Yield Reduction and Penalty in Lieu of
Arbitrage Rebate, been filed with respect to the bond issue?

Yes

Yes

Yes

No

Yes

Is the bond issue a variable rate issue?

3a

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

o | |0 (T

4a

og

(@]

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

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

Did the bond issue qualify for an exception to rebate?

Procedures To Undertake Corrective Action

Check the box if the organization established written procedures to ensure that violations of federal tax requirements are timely identified and corrected through the voluntar

closing agreement program if self-remediation is not available under applicable regulations

Yes

No

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

PART Il LINE 7 (COLUMN C BOND):

THIS AMOUNT WILL NOT TIE TO 8038 DUE TO ALLOCATION TO OBLIGATED GROUP.
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SCHEDULE L
(Form 990 or 990-EZ)

Department of the Treasury
Internal Revenue Service

Transactions With Interested Persons
p Complete if the organization answered
"Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 28b, or 28c,
or Form 990-EZ, Part V, line 38a or 40b.
P Attach to Form 990 or Form 990-EZ. P See separate instructions.

OMB No. 1545-0047

Name of the organization

MIDDLESEX HOSPITAL

Employer identification number

06-0646718

2011

Open To Public
Inspection

Excess Benefit Transactions (section 501(c)(3) and section 501(c)(4) organizations only).
Complete if the organization answered "Yes" on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.

1 (a) Name of disqualified person

(b) Description of transaction

(c) Corrected?

Yes| No

1)

(2)

(3)

(4)

(5)

(6)

2 Enter the amount of tax imposed on the organization managers or disqualified persons during the year

under SECtiON 4058 & . . Lt 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
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization

Part I Loans to and/or From Interested Persons.

Complete if the organization answered "Yes" on Form 990, Part IV, line 26, or Form 990-EZ, Part V, line 38a.

(a) Name of interested person and purpose (b) Loan to orfrom

the organization?

To

From

(c) Original
principal amount

(d) Balance due

(e) In default?|

(f) Approved
by board or
committee?

(g) Written
agreement?

Yes

No

Yes

No

Yes | No

1)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

9

(10)

Total . . o . e i e e e e e e e e e e e e e e e e e e e aeeeeeeeeaes

:lggll] Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 27.

(a) Name of interested person

(b) Relationship between interested person and the
organization

(c) Amount and type of assistance

1)

(2)

(3)

(4)

()

(6)

(7)

(8)

9

(10)

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

06-0646718

Schedule L (Form 990 or 990-EZ) 2011 Page 2
Business Transactions Involving Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.
(a) Name of interested person (b) Relationship between (c) Amount of (d) Description of transaction (e) sharing of
interested person and the transaction organization's
organization revenues?
Yes No
(1) VICTORIA MCDOWELL - REGISTERED NURSE FAMILY MEMBER-A. MCDOWELL 70,234. |RECEIPT OF WAGES/COMPENSATION X
(2) STEVE MCDOWELL - PURCHASING MANAGER FAMILY MEMBER-A. MCDOWELL 96,801. |RECEIPT OF WAGES/COMPENSATION X
(3) ANNE CALAMARI - LCSW COORDINATOR FAMILY MEMBER-J. CALAMARI 56,495. |RECEIPT OF WAGES/COMPENSATION X
(4) ESSEX FINANCIAL SERVICES JOHN W. RAFAL/DIRECTOR 593,299. |[ENTITY MORE THAN 35% OWNED X
(©)
(6)
(N
(8
9
(10)
Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule L (see instructions).
BUSINESS TRANSACTIONS WITH INTERESTED PERSONS
PART 1V
VICTORIA MCDOWELL, REGISTERED NURSE, 1S THE SISTER-IN-LAW OF ARTHUR
MCDOWELL, VICE PRESIDENT OF CLINICAL AFFAIRS. VICTORIA MCDOWELL®"S WAGES
FOR 10/01/11 TO 09/30/12 TOTALED $70,234.
STEVE MCDOWELL, PURCHASING MANAGER, IS THE BROTHER OF ARTHUR MCDOWELL,
VICE PRESIDENT OF CLINICAL AFFAIRS. STEVE MCDOWELL®"S WAGES FOR 10/01/11
TO 09/30/12 TOTALED $96,801.
ANNE CALAMARI, LCSW COORDINATOR, 1S THE DAUGHTER OF JACQUELYN CALAMARI,
VP NURSING. ANNE CALAMARI®"S WAGES FOR 10/01/11 TO 09/30/12 TOTALED
$56,495.
JOHN W. RAFAL, DIRECTOR, 1S 40% OWNER OF ESSEX FINANCIAL SERVICES. DURING
THE REPORTING PERIOD, $593,299 OF MIDDLESEX HOSPITAL EMPLOYER
CONTRIBUTIONS WERE TRANSFERRED TO ESSEX FINANCIAL SERVICES FOR MANAGEMENT
IN 403(B) PLANS.
1E1502% 000 Schedule L (Form 990 or 990-EZ) 2011
1085EX 3987 PAGE 91



SCHEDULE M . . | OMB No. 1545-0047
(Form 990) Noncash Contributions 2011

» Complete if the organizations answered "Yes" on Form
Department of the Treasury 990, Part IV, lines 29 or 30. Open To Public
Internal Revenue Service pAttach to Form 990. Inspection
Name of the organization Employer identification number

MIDDLESEX HOSPITAL 06-0646718
Types of Property

@ (b) Noncash Pntributi (d)
Check if Number of contributions or oncash contribution Method of determining

applicable items contributed Fofnq]gggtspﬁggrltlfd"gg 19 noncash contribution amounts

Books and publications . . .. ..
Clothing and household

ahwN PR
>
—~
M
=
N
o
=3
o
S
L
-
=1
@
@
®
0
(2}
»

Boats and planes. . ... ... ..
Intellectual property . . . .. ...
Securities - Publicly traded . . . . X 6. 408,061. |SELLING PRICE
10 Securities - Closely held stock. . .
11  Securities - Partnership, LLC,
ortrustinterests . . .. ......
12 Securities - Miscellaneous . . . . .
13 Qualified conservation
contribution - Historic
structures . ... ... ... ...
14 Qualified conservation
contribution - Other , . . ... ..
15 Realestate - Residential ., . . . ..
16 Realestate - Commercial . . . ..
17 Realestate-Other. ... .....
18 Collectibles. . ... ........
19 Foodinventory. . ... ... ...
20 Drugs and medical supplies. . . .
21 Taxdermy . ............
22 Historical artifacts . . . ... ...
23 Scientific specimens. . . ... ..
24  Archeological artifacts. . . . . ..

© 00 N O

25 Other™(_______________ )

26 Other™(_______________ )

27 Other™(_______________ )

28 Other™(_______________ )

29 Number of Forms 8283 received by the organization during the tax year for contributions for
which the organization completed Form 8283, Part IV, Donee Acknowledgement . . . . .. ... 29

Yes | No

30a During the year, did the organization receive by contribution any property reported in Part |, lines 1-28 that
it must hold for at least three years from the date of the initial contribution, and which is not required to be
used for exempt purposes for the entire holding period? | . . . . . . . . . . . . 30a X

b If "Yes," describe the arrangement in Part Il
31 Does the organization have a gift acceptance policy that requires the review of any non-standard

COMIDULIONS? L e e e e e e 31| X
32a Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
contributions? 32a| X

b If "Yes," describe in Part Il.
33 If the organization did not report an amount in column (c) for a type of property for which column (a) is checked,
describe in Part I1.
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule M (Form 990) (2011)
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MIDDLESEX HOSPITAL 06-0646718
Schedule M (Form 990) (2011) Page 2

Supplemental Information. Complete this part to provide the information required by Part |, lines 30b, 32b,
and 33. Also complete this part for any additional information.

USE OF THIRD PARTIES TO SELL NONCASH CONTRIBUTIONS
LINE 32B
DONORS OF STOCK ARE INSTRUCTED TO TRANSFER TO MERRILL LYNCH, IN WHICH

MERRILL LYNCH 1S INSTRUCTED TO SELL THE STOCK IMMEDIATELY.

JSA Schedule M (Form 990) (2011)
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| OMB No. 1545-0047

2011

SCHEDULE O
(Form 990 or 990-EZ)

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on

Form 990 or 990-EZ or to provide any additional information. Open to Public
Department of the Treasury .
Internal Revenue Service » Attach to Form 990 or 990-EZ. Inspection
Name of the organization Employer identification number

MIDDLESEX HOSPITAL 06-0646718

ORGANIZATION®"S MISSION

FORM 990, PART 11I, LINE 1

MIDDLESEX HOSPITAL 1S AN ACUTE CARE GENERAL HOSPITAL SERVING THE
RESIDENTS OF MIDDLESEX COUNTY AND VARIOUS SURROUNDING COMMUNITIES
PROVIDING SELECTED HIGH QUALITY INPATIENT AND OUTPATIENT HEALTH SERVICES.
THE HOSPITAL MAINTAINS FORMAL RELATIONSHIPS WITH SPECIALIZED PROVIDERS TO
ASSURE COORDINATION OF CARE WHEN SERVICES ARE NOT LOCALLY AVAILABLE. AN
INTEGRAL PART OF THE CORE PROGRAMS, SPANNING THEIR TRADITIONAL DIAGNOSTIC
AND TREATMENT SERVICES, ARE THE SCORES OF SPECIAL PROGRAMS OFFERED TO THE
COMMUNITIES SERVED, MANY OF WHICH FOCUS ON THE DISADVANTAGED AND
UNDERSERVED, THOSE SPECIAL POPULATIONS SUCH AS MINORITIES, OLDER PERSONS,
PERSONS LIVING IN POVERTY WITH DISABILITIES, CHRONICALLY MENTALLY ILL
PERSONS, AND OTHER DISENFRANCHISED PERSONS. MANY OTHER SPECIAL PROGRAMS
WITH A FOCUS TO REACH OUT TO ALL MEMBERS OF THE COMMUNITY REGARDLESS OF
ECONOMIC CONDITION OR SOCIAL STATUS RESPOND TO PUBLIC HEALTH NEEDS AND
INVOLVE EDUCATION OR RESEARCH THAT IMPROVES OVERALL COMMUNITY HEALTH. ALL
OF THESE SPECIAL PROGRAMS ARE OFFERED FREE OF CHARGE OR OFFERED AT A RATE

THAT IS CONSIDERABLY LESS THAN THE COST OF PROVIDING THEM.

PROGRAM SERVICES

FORM 990, PART 111, LINE 4A

PROGRAM SERVICE #1, INPATIENT CARE, LINE 4A
INPATIENT CARE FROM REGISTRATION THROUGH DISCHARGE 1S CAREFULLY MANAGED

TO EXCEED REGULATORY REQUIREMENTS AND ENSURE QUALITY, PATIENT

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2011)
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Schedule O (Form 990 or 990-EZ) 2011 Page 2
Name of the organization Employer identification number

MIDDLESEX HOSPITAL 06-0646718

SATISFACTION, AND BEST PRACTICE WITH EACH ASPECT OF THE INPATIENT
EXPERIENCE, INCLUDING ALL ELEMENTS OF CARE FROM NURSING COMPETENCY AND
COMPASSION, TO MEAL QUALITY, LAB AND DIAGNOSTIC TESTING, SAFE AND SECURE

PHYSICAL SURROUNDINGS TO PATIENT EDUCATION.

MIDDLESEX HOSPITAL, LICENSED FOR 275 BEDS AND 22 BASSINETS, PROVIDES
ACUTE CARE FROM DEDICATED HEALTH CARE TEAMS WHICH INCLUDE SURGEONS,
HOSPITALISTS, FAMILY PRACTITIONERS AND RESIDENTS, MEDICAL STAFF
PHYSICIANS, MAGNET NURSES, PHYSICIAN ASSISTANTS, PATIENT CARE
TECHNOLOGISTS, DIAGNOSTIC TECHNICIANS, PATHOLOGISTS, ADMINISTRATORS,
ENVIRONMENTAL SERVICES, SECURITY, ENGINEERING AND A HOST OF OTHERS

WORKING TOGETHER TO ENABLE THE ORGANIZATION®"S SUCCESS.

THE HOSPITAL UNITS INCLUDING INTENSIVE AND CRITICAL CARE, MEDICAL
SURGICAL, ONCOLOGY, ORTHOPEDIC, PULMONOLOGY, VASCULAR AND CARDIOLOGY,
GASTROINTESTINAL, MATERNITY, A 20 BED PSYCHIATRIC FLOOR, AND HOSPICE
SERVICES SPECIALIZE IN THE SPECIFIC NEEDS OF THEIR PATIENTS AND ARE
STAFFED TO ACCOMMODATE THE UNIQUE TREATMENT REQUIREMENTS OF EACH. ALL
ANCILLARY SERVICES INCLUDING LABS, RADIOLOGY, FOOD SERVICES, PATHOLOGY,
PHARMACY, MEDICAL TRANSCRIPTION AND INFORMATION SERVICES TOO ARE A PART
OF THE HOSPITAL TEAM. PATIENT CARE 1S DEVELOPED WITH FULL CONSIDERATION
OF THE WHOLE INDIVIDUAL, AS THEY ARE ASSIGNED TO CONDITION SPECIFIC CARE

PATHWAYS AND SERVICES TO SECURE BEST TREATMENT AND RECOVERY.

PROGRAM SERVICES

ISA Schedule O (Form 990 or 990-EZ) 2011
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Schedule O (Form 990 or 990-EZ) 2011 Page 2
Name of the organization Employer identification number

MIDDLESEX HOSPITAL 06-0646718

FORM 990, PART 111, LINE 4B

PROGRAM SERVICE #2, MIDDLESEX HOSPITAL EMERGENCY DEPARTMENT, LINE 4B
EMERGENCY CARE IS PROVIDED 24 HOURS A DAY, 7 DAYS A WEEK. THE DEPARTMENTS
ARE SUPPORTED BY A BROAD SPECTRUM OF DIAGNOSTIC CAPABILITIES AND
SOPHISTICATED INFORMATION SYSTEMS. IN ADDITION TO EMERGENCY CARE THERE
ARE ALSO ISOLATION AND DECONTAMINATION AREAS IN THE EMERGENCY DEPARTMENT
AND A HELIPAD ON SITE FOR LIFE STAR MEDICAL HELICOPTER TRANSPORTS.
MIDDLESEX HOSPITAL 1S COMMITTED TO PROVIDING THE HIGHEST STANDARD OF CARE
FOR BOTH THE PHYSICAL AND BEHAVIORAL HEALTH NEEDS OF OUR PSYCHIATRIC
PATIENTS. THE EMERGENCY DEPARTMENT AT THE HOSPITAL HOUSES AN EIGHT BED
EMERGENCY DEPARTMENT CRISIS UNIT. TREATMENT 1S PROVIDED REGARDLESS OF THE
PATIENT"S BACKGROUND OR STATUS. ED SERVICES ARE STAFFED WITH CLINICAL
PERSONNEL SPECIFICALLY TRAINED TO CARE FOR THE UNIQUE NEEDS OF THEIR
PATIENTS (PSYCHIATRISTS, STAFF NURSES, PATIENT CARE TECHNICIANS/MENTAL
HEALTH WORKERS, SECRETARIES, NURSE EDUCATOR, SOCIAL WORKERS, COTAS, OT
AND OTHERS). TOGETHER THE STAFF PARTNERS WITH HOSPITAL STAFF AND
COMMUNITY RESOURCES TO DEVELOP THE BEST CARE PLAN FOR PATIENTS THROUGHOUT

THEIR STAY IN THE HOSPITAL AND UPON DISCHARGE.

IN FYE 12, THE EMERGENCY ROOM ACTIVITY ACCOUNTED FOR 85,082 EMERGENCY
DEPARTMENT VISITS. DEMAND CONTINUES TO RISE AND THE SERVICES PROVIDED
CONTINUE TO BE RECOGNIZED FOR CONTINUOUS PATIENT SATISFACTION IN
PARTICULAR AS A RECIPIENT OF THE PRESS GANEY SUMMIT AWARD FOR ACHIEVING A

99% CUSTOMER SATISFACTION RATING FOR THREE CONSECUTIVE YEARS.

PROGRAM SERVICES

ISA Schedule O (Form 990 or 990-EZ) 2011
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Schedule O (Form 990 or 990-EZ) 2011 Page 2
Name of the organization Employer identification number

MIDDLESEX HOSPITAL 06-0646718

FORM 990, PART 11I1, LINE 4C

AMBULATORY OR OUTPATIENT SURGERY IS PERFORMED AT MIDDLESEX HOSPITAL AND

THE MIDDLESEX OUTPATIENT CENTER.

PROGRAM SERVICE #4, OTHER SERVICES, LINE 4D

OTHER SERVICES INCORPORATE A WIDE RANGE OF CARE PROVIDED TO PATIENTS THAT
ARE NOT SPECIFICALLY CAPTURED IN THE OTHER CARE CATEGORIES. THIS
DESIGNATION ACCOUNTS FOR 510,031 VISITS. THESE SERVICES INCLUDE CARE
PROVIDED AT THE CANCER CENTER SUCH AS DIAGNOSTIC TESTING, TREATMENT AND
SUCH SUPPORTS AS ALTERNATIVE MEDICINE THERAPIES/INTEGRATIVE MEDICINES,

AND HEREDITARY RISK ASSESSMENTS.

PHYSICAL MEDICINE AND REHABILITATION SERVICES ALSO ARE FOLDED INTO THIS
GROUPING. SERVICES ARE AVAILABLE AT MULTIPLE LOCATIONS WHICH OFFER
COMPREHENSIVE REHABILITATION AND OCCUPATIONAL MEDICINE AND PHYSICAL
THERAPY (INCLUDING HAND THERAPY) SERVICES. CARE 1S DELIVERED BY
EXPERIENCED, HIGHLY-QUALIFIED STAFF, WITH ADVANCED TRAINING IN PHYSICAL

AND OCCUPATIONAL THERAPY, SPEECH LANGUAGE PATHOLOGY AND RELATED FIELDS.

IN EACH CLINICAL CASE, PATIENTS ARE EVALUATED AND RECEIVE A UNIQUE
TREATMENT PLAN, WHICH INCLUDES DESIRED GOALS, ANTICIPATED OUTCOMES AND

THE TIME FRAME NECESSARY TO ACHIEVE CLINICALLY OPTIMAL RESULTS.

ADDITIONAL SERVICES ARE AVAILABLE BY THE WOUND AND SKIN TEAM AT MIDDLESEX
HOSPITAL. THE MULTIDISCIPLINARY TEAM PROVIDES TREATMENT WHICH FOCUSES ON

CLINICAL WOUND, OSTOMY AND SKIN ISSUES. THE HOSPITAL HAS CAREFUL AND

ISA Schedule O (Form 990 or 990-EZ) 2011
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Schedule O (Form 990 or 990-EZ) 2011 Page 2
Name of the organization Employer identification number

MIDDLESEX HOSPITAL 06-0646718

ONGOING SERVICES FOR INDIVIDUALS WITH CHRONIC DISEASES. A SAMPLING OF
SUCH PROGRAMS INCLUDE PULMONARY REHABILITATION SERVICES WHICH PROVIDE
RESPIRATORY THERAPY AND CARE FOR PATIENTS WITH CHRONIC OBSTRUCTIVE
PULMONARY DISEASE AS WELL AS DIABETES EDUCATION AND MEDICAL NUTRITION
THERAPY AT THE CENTER FOR CHRONIC CARE MANAGEMENT PROVIDED TO INDIVIDUALS
WITH A NEW DIAGNOSIS AND UNCONTROLLED DIABETES. MANY BEHAVIORAL HEALTH
SERVICES ARE PROVIDED TO PATIENTS IN THE OUTPATIENT SETTING IN ADDITION
TO COUNSELING AND SUPPORT GROUPS. PROGRAMS INCLUDE THE DAY TREATMENT
PROGRAM (INTENSIVE OUTPATIENT SERVICES FOR ADULTS, GERIATRIC PATIENTS,
AND DUALLY-DIAGNOSED PATIENTS), SERVICES AT THE OUTPATIENT CENTER FOR
BEHAVIORAL HEALTH (PSYCHOTHERAPY AND MEDICATION MANAGEMENT FOR ADULTS)
AND THE FAMILY ADVOCACY PROGRAM (MENTAL HEALTH TREATMENT FOR PATIENTS

UNDER 18 YEARS OLD AND THEIR FAMILIES).

THE HOSPITAL"S HOMECARE DEPARTMENT MAKES OVER 101,000 REVENUE GENERATING
VISITS A YEAR TO COMMUNITY RESIDENTS. HOMECARE 1S STAFFED WITH SPECIALTY
NURSES, HOME HEALTH AIDES, PHYSICAL THERAPISTS, OCCUPATIONAL THERAPISTS,
SPEECH THERAPISTS, MEDICAL SOCIAL WORKERS AND NUTRITIONISTS TO MEET THE
PHYSICAL AND BEHAVIORAL HEALTH NEEDS OF PATIENTS CARED FOR IN THEIR HOMES
AND OUTSIDE THE HOSPITAL SETTING. HOMECARE SERVICES INCLUDE: SPECIALIZED
CARDIAC CARE; INCLUDING TELE MONITORING AND THE HEART SMART PROGRAM (A
MULTIDISCIPLINARY PROGRAM WHICH INCLUDES THE FULL SPECTRUM CARDIAC SELF
MANAGEMENT SUPPORT AND CLINICAL CARE), FULL SPECTRUM GERIATRIC CARE,
INFUSION THERAPIES, LIFELINE SERVICES, AND A SIGNIFICANT RANGE OF

RESPIRATORY, PULMONARY AND MEDICAL REHABILITATION SERVICES AS WELL AS

ISA Schedule O (Form 990 or 990-EZ) 2011
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Schedule O (Form 990 or 990-EZ) 2011 Page 2
Name of the organization Employer identification number

MIDDLESEX HOSPITAL 06-0646718

PROVIDING OUTPATIENT HOSPICE AND PALLIATIVE SERVICES THROUGHOUT THE
COMMUNITY. THE HOMECARE DEPARTMENT GENEROUSLY PROVIDES COMMUNITY HEALTH
SERVICES INCLUDING FLU SHOTS, HEALTH FAIRS, AND COORDINATION OF LINKAGES
WITH MEALS ON WHEELS, TRANSPORTATION, ADULT DAY CARE AND OTHER SERVICES

ON CONTRACT WITH LOCAL ORGANIZATIONS.

MEMBERS OR STOCKHOLDERS

FORM 990, PART VI, SECTION A, LINES 6, 7A AND 7B

THE SOLE MEMBER OF THE HOSPITAL SHALL BE MIDDLESEX HEALTH SYSTEM, INC., A
CONNECTICUT NON-STOCK CORPORATION, OR ITS SUCCESSOR IN INTEREST (*'SOLE
MEMBER™), WHICH SHALL HAVE ALL OF THE MEMBERSHIP RIGHTS CONFERRED BY LAW,
THE CERTIFICATE OF INCORPORATION OR THE MIDDLESEX HOSPITAL BY-LAWS, BY
VOTE OF ITS BOARD OF DIRECTORS, ITS PRESIDENT, OR BY OR THROUGH ANY OTHER
PERSON(S) DESIGNATED BY ITS BOARD OF DIRECTORS ON ITS BEHALF. ANY SUCH
ACTION MAY ALSO BE TAKEN WITHOUT A MEMBERSHIP MEETING IF CONSENT THERETO
IS CONFIRMED THROUGH A WRITTEN COMMUNICATION OF A DULY AUTHORIZED
REPRESENTATIVE OF THE SOLE MEMBER ACTING WITHIN THE LIMITS OF SUCH
REPRESENTATIVE®"S AUTHORITY. ANY SUCH ACTION BY THE SOLE MEMBER OR ITS
DULY AUTHORIZED REPRESENTATIVE SHALL BE FILED WITH THE SECRETARY OF THE
HOSPITAL. THE ANNUAL ELECTION OF THE BOARD OF DIRECTORS OF THE HOSPITAL
BY THE DULY AUTHORIZED REPRESENTATIVE OF THE SOLE MEMBER SHALL BE DEEMED
THE ANNUAL MEETING OF THE MEMBERSHIP OF THE HOSPITAL FOR ALL PURPOSES.
THE SECRETARY OF THE HOSPITAL SHALL PROVIDE APPROPRIATE NOTICES TO THE
SOLE MEMBER AS REQUIRED BY LAW IN ADVANCE OF ACTIONS BEING REQUESTED OF

THE SOLE MEMBER BY THE BOARD OF DIRECTORS OF THE HOSPITAL.

ISA Schedule O (Form 990 or 990-EZ) 2011
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Schedule O (Form 990 or 990-EZ) 2011 Page 2
Name of the organization Employer identification number

MIDDLESEX HOSPITAL 06-0646718

FORM 990 REVIEW PROCESS

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

DRAFT FORMS OF THE 990, INCLUDING REQUIRED SCHEDULES, ARE PROVIDED TO
EACH BOARD MEMBER FOR REVIEW. MEMBERS REVIEW THE DOCUMENTS, HIGHLIGHT ANY
SIGNIFICANT CHANGES AND ATTEST THEIR APPROVAL. ANY QUESTIONS OR COMMENTS
ARE PRESENTED TO EXECUTIVE MANAGEMENT PRIOR TO FILING. A COPY OF THE
FINAL FORM 990 WILL BE PROVIDED TO THE BOARD PRIOR TO FILING WITH THE IRS

VIA A WEB BASED COMMUNICATION PORTAL.

CONFLICT OF INTEREST POLICY

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

CONFLICT OF INTEREST FORMS ARE DISTRIBUTED ANNUALLY TO KEY EMPLOYEES,
OFFICERS AND THE BOARD OF DIRECTORS. RESPONSES ARE RETURNED TO, TRACKED,
AND REVIEWED BY THE COMPLIANCE OFFICER. INFORMATION REPORTED 1S
CONSIDERED PERSONAL AND CONFIDENTIAL AND ONLY DISCLOSED WHEN DEEMED
NECESSARY TO PROTECT THE HOSPITAL AGAINST THE EFFECTS OF CONFLICTS OF
INTEREST AND ONLY AFTER ADVISING THE REPORTING PERSON OF THE PROPOSED
DISCLOSURE AND OF ITS EXTENT. MATERIAL CONFLICTS ARE REPORTED TO THE

BOARDS AUDIT COMMITTEE FOR REVIEW AND DETERMINATION.

IN ADDITION TO COMPLETING THE ANNUAL CONFLICT OF INTEREST FORM, BOARD
MEMBERS MUST IMMEDIATELY DISCLOSE ANY INTEREST AND ALL MATERIAL FACTS TO
THE BOARD OF DIRECTORS. THE BOARD THEN REVIEWS THE FACTS AND MAKES THE
DETERMINATION AS TO WHETHER A SIGNIFICANT CONFLICT OF INTEREST EXISTS. IF

SO, THE BOARD FOLLOWS DISABLING GUIDELINES TO DETERMINE IF THE BOARD

ISA Schedule O (Form 990 or 990-EZ) 2011
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Schedule O (Form 990 or 990-EZ) 2011 Page 2
Name of the organization Employer identification number

MIDDLESEX HOSPITAL 06-0646718

MEMBER SHOULD BE ASKED TO RESIGN OR BE REMOVED.

COMPENSATION POLICY

FORM 990, PART VI, SECTION B, LINES 15A & 15B

EXECUTIVE TEAM COMPENSATION 1S REVIEWED ANNUALLY BY THE EXECUTIVE
COMPENSATION COMMITTEE OF THE BOARD. THE COMMITTEE HAS A CHARTER AND A
POLICY STATEMENT SETTING FORTH A PROCESS AND CERTAIN GUIDELINES FOR
DETERMINING COMPENSATION. EXECUTIVES RECEIVE A BASE SALARY AND HAVE THE
OPPORTUNITY FOR INCENTIVE COMPENSATION WITHIN A RANGE SET BY THE POLICY.
FOLLOWING THE CLOSE OF EACH FISCAL YEAR, THE COMMITTEE RECEIVES A MARKET
ANALYSIS FROM INDEPENDENT CONSULTANTS REGARDING COMPENSATION AT PEER
GROUPS OF COMPARABLE HOSPITALS AND HEALTH SYSTEMS. POSITIONS WITHIN THE
EXECUTIVE TEAM ARE COMPARED TO BENCHMARK POSITIONS WITHIN THIS MARKET
DATA AND THEIR COMPENSATION 1S COMPARED TO THE DATA BOTH WITH RESPECT TO
CASH COMPENSATION AND TOTAL COMPENSATION INCLUDING FRINGE BENEFITS. THE
CEO RECOMMENDS THE INCENTIVE AWARDS AND BASE SALARY ADJUSTMENTS TO THE
COMPENSATION OF THE EXECUTIVES WHO REPORT TO HIM, AND THE COMMITTEE
REVIEWS THOSE RECOMMENDATIONS, APPROVES OR MODIFIES THEM, AND ALSO
DETERMINES ANY INCENTIVE AWARD AND BASE SALARY ADJUSTMENT FOR THE CEO.
THE CONSULTANTS PROVIDE A WRITTEN OPINION ANNUALLY CONFIRMING THAT THE
COMPENSATION OF THE EXECUTIVES, AS ADJUSTED BY THIS PROCESS, 1S

""REASONABLE" WITHIN APPLICABLE IRS GUIDELINES.

KEY EMPLOYEE COMPENSATION IS SET FOLLOWING THE GUIDELINES SET FORTH IN
THE HOSPITAL COMPENSATION POLICY. THE OBJECTIVE OF THIS POLICY 1S TO PAY

EMPLOYEES BASED UPON HOSPITAL NEED, THE PROPER EXTERNAL LABOR MARKET AND

ISA Schedule O (Form 990 or 990-EZ) 2011
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Schedule O (Form 990 or 990-EZ) 2011 Page 2

Name of the organization Employer identification number
MIDDLESEX HOSPITAL 06-0646718
PERFORMANCE .

PUBLIC DISCLOSURE

FORM 990, PART VI, SECTION C, LINE 19

MIDDLESEX HOSPITAL MAINTAINS A QUALITY AND COMPLIANCE SECTION ON ITS
WEBSITE, MIDDLESEXHOSPITAL.ORG. THE HOSPITAL POSTS THE MOST CURRENT
AUDITED FINANCIAL STATEMENTS THERE AS THEY BECOME AVAILABLE, AS WELL AS
STATEMENTS FROM AT LEAST TWO PREVIOUS FISCAL YEARS. THE HOSPITAL®"S
CONFLICT OF INTEREST POLICY IS ALSO POSTED ON THE WEBSITE IN THE VENDORS
AND SUPPLIERS SECTION. IN ADDITION, THE ORGANIZATION®"S FORM 990 IS

AVAILABLE AT WWW.GUIDESTAR.ORG AND UPON REQUEST.

OTHER CHANGES IN NET ASSETS

PART XI, LINE 5

CHANGE IN NET UNREALIZED GAINS ON SECURITIES $13,974,000
CHANGE IN ACCUMULATED PENSION CHARGES (19,085,000)
EXPENDITURES FOR INTENDED PURPOSES (1,226,000)
ROUNDING (163)
TOTAL ($6,336,837)

ATTACHMENT 1

FORM 990, PART VII, COLUMN B - ESTIMATED AVERAGE PER WEEK

NAME AND TITLE HOURS DEVOTED FOR RELATED ORGANIZATION

VINCENT CAPECE, JR.

PRESIDENT CEO 1.00
DAVID BAGGISH, MD

CHIEF OF MEDICINE SECRETARY 1.00
R. CHRISTOPHER SEATON

CHAIRMAN 1.00
GARY WILLIS

VICE CHAIRMAN 1.00

ISA Schedule O (Form 990 or 990-EZ) 2011
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Schedule O (Form 990 or 990-EZ) 2011 Page 2

Name of the organization Employer identification number

MIDDLESEX HOSPITAL 06-0646718
ATTACHMENT 1 (CONT"D)

GEOFFREY HERTER, MD

ASSISTANT SECRETARY 1.00
NANCY D"OENCH

DIRECTOR 1.00
CHANDLER HOWARD

DIRECTOR 1.00
HUGH MACKENZIE

DIRECTOR 1.00
BRUCE MACMILLIAN

DIRECTOR 1.00
JAMES MATSCHULAT

DIRECTOR 1.00
JOHN RAFAL

DIRECTOR 1.00
ERIC THORNBURG

DIRECTOR 1.00
BARBARA WEISS

DIRECTOR 1.00
SUSAN MARTIN

VP FINANCE TREASURER 1.00

ATTACHMENT 2

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

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

ARAMARK CORPORATION DIETARY/HOUSEKEEP ING 1,382,887.
66 OXFORD DRIVE
FRANKLIN, MA 02038

QUEST DIAGNOSTICS, INC. LABORATORY SERVICES 1,147,776.
2025 COLLECTION CENTER DRIVE
CHICAGO, IL 60693

COMPANY 1 CONSULTING INFORMATION SERVICES 917,111.
6 CRAIG DRIVE
MONROE, CT 06468

TOBIN CARBERRY O"MALLEY ATTORNEY 873,182.
P.0. BOX 58
NEW LONDON, CT 06320

MURTHA CULLINA LLP ATTORNEY 801,936.
185 ASYLUM STREET
HARTFORD, CT 06103

TOTAL COMPENSATION 5,122,892.

ISA Schedule O (Form 990 or 990-EZ) 2011
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MIDDLESEX HOSPITAL 06-0646718

| OMB No. 1545-0047

SCHEDULE R Related Organizations and Unrelated Partnerships
(Form 990)

2011

Department of the Treasury » Complete if the organization answered "Yes" to Form 990, Part IV, line 33, 34, 35, 36, or 37. Open to Public
Internal Revenue Service » Attach to Form 990. P See separate instructions. Inspection
Name of the organization Employer identification number
MIDDLESEX HOSPITAL 06-0646718
Part | Identification of Disregarded Entities (Complete if the organization answered "Yes" to Form 990, Part IV, line 33.)
(@) (b) () @ )
Name, address, and EIN of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity

Identification of Related Tax-Exempt Organizations (Complete if the organization answered "Yes" to Form 990, Part IV, line 34 because it had

Partl one or more related tax-exempt organizations during the tax year.)
(@) (b) (© (d) (e) () )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity Czr:]‘tfifyfd
Yes No
(1) MIDDLESEX HEALTH SYSTEM, INC. 22_2676137
28 CRESCENT STREET | MIDDLETOWN, CT 06457 | SUPPORT cT 501(C) (3) |11, TYPE I1|N/A X
(2) MIDDLESEX HEALTH SERVICES, INC. 22_2676140
28 CRESCENT STREET | MIDDLETOWN, CT 06457 | ASST. LIVING |CT 501 (C) (3)|9 MSX HLTH SYS| X
(3) MIDDLESEX HOSPITAL FOUNDATION 27-3720822
28 CRESCENT STREET | MIDDLETOWN, CT 06457 | SUPPORT CT 501 (C) (3)| 11, TYPE I1|MSX HOSPITAL| X
. ]
e _ ]
.®_ ]
°_ ]
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2011
JSA
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MIDDLESEX HOSPITAL 06-0646718
Schedule R (Form 990) 2011 Page 2
mwwamy  |dentification of Related Organizations Taxable as a Partnership (Complete if the organization answered "Yes" to Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.)
@ (b) © (d) (€). @ (h) @ @ k)
Name, address, and EIN Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of-year | oisproportionate Code V-UBI General or | Percentage
of domicile entity income (related, income assets alocatins> | @amount in box 20 | managing | ownership
. unrelated,
related organization (state or excluded from of partner?
foreign tax under Schedule K-1
country) sections 512-514) (Form 1065)
Yes| No Yes| No
@S ]
2 ]
e ]
4 ]
®L ]
.® ]
o ]
e |dentification of Related Organizations Taxable as a Corporation or Trust (Complete if the organization answered "Yes" to Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.)
(@) (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
(state or entity (C corp, S corp, income end-of-year assets ownership

foreign country)

or trust)

(1) MIDDLESEX HEALTH RESOURCES, INC. _ __ | 06-1089925 _ |

28 CRESCENT STREET MIDDLETOWN, CT 06457 HEALTHCARE CT MID. HEALTH SYS|C CORP
_(2) INTEGRATED RESOURCES FOR THE MIDDLESEX _ _ __ 06-1462230 _ |

28 CRESCENT STREET MIDDLETOWN, CT 06457 OUTPATIENT CARE CT MID. HEALTH SYS|C CORP
(3) MHS PRIMARY CARE, INC._ | 06-1472743 _ |

28 CRESCENT STREET MIDDLETOWN, CT 06457 HEALTHCARE CT MID. HEALTH SYS|C CORP
L
o
®
o

Schedule R (Form 990) 2011
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MIDDLESEX HOSPITAL

06-0646718

Schedule R (Form 990) 2011 Page 3
Transactions With Related Organizations (Complete if the organization answered "Yes" to Form 990, Part IV, line 34, 35, 35a, or 36.)
Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes| No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts lI-1V?
a Receipt of (i) interest (ii) annuities (iii) royalties or (iv) rent from a controlled entity | . . . . . . . L . . e la X
b Gift, grant, or capital contribution to related organization(S) , , . . . . . . . . . .. i e e e e e e e e e ib X
c Gift, grant, or capital contribution from related organization(s) , | . . . . . . . . . ... e e e e e e e e e ic X
d Loans or loan guarantees to or for related organization(s) | , . . . . . . ... ... i i e e e e e e e e e e e id X
e Loans or loan guarantees by related organization(s), . . . . . . . . . .. i it e e e e e e e e e e e e e e e e e le X
f Sale of assets to related organization(s) |, . . . . . . . . . .. it e e e e e e e e e e e e e e e e e if X
g Purchase of assets from related organization(s) , | . . . . . . . . . ..ttt e e e e e e e e e e 1g X
h  Exchange of assets with related organization(S) , . . . . . . . . . . i ittt ittt ittt e et e e e e e e e e e e e e e e ih X
i Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . 0 e e 1i X
j Lease of facilities, equipment, or other assets from related organization(S) | . . . . . . . . . e e 1j X
k Performance of services or membership or fundraising solicitations for related organization(S) . . . . . . . . . . . . . 1k X
I Performance of services or membership or fundraising solicitations by related organization(S) . . . . . . . . . . . o 0 1l X
m Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . . . . . 0 o v o im X
n Sharing of paid employees with related organization(s), . . . . . . . . . . . i ittt e e e e e e e e e e e e e e e e e in|] X
o Reimbursement paid to related organization(s) for eXPENSES | | | | L . . L L L. L. i e e e e e e e e e e e e e lo| X
p Reimbursement paid by related organization(s) for eXpenses | | L L L L e e e e e e e ip| X
q Other transfer of cash or property to related organization(s) |, , . . . . . . . . . . . ittt ittt e e e e e e e 19| X
r Other transfer of cash or property from related organization(S) . . . v v v v i v i v i v it et e e e et e e e e e e e e e e e e e e 1r X

2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.

(@) (b) (©) (d)
Name of other organization Transaction Amount involved Method of determining
type (a—r) amount involved
(1) MIDDLESEX HEALTH SERVICES, INC. 0 5,160,000.
(2) MIDDLESEX HEALTH SYSTEM, INC. B 2,998,000.
(3) MIDDLESEX HEALTH SERVICES, INC. P 2,208,907.
(4 MHS PRIMARY CARE, INC. P 2,046,600.
(5) MIDDLESEX HEALTH SYSTEM, INC. 0 892,088.
(6) MIDDLESEX HEALTH RESOURCES, INC. J 463,367.
ISA Schedule R (Form 990) 2011
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MIDDLESEX HOSPITAL 06-0646718

Schedule R (Form 990) 2011 Page 3
Transactions With Related Organizations (Complete if the organization answered "Yes" to Form 990, Part IV, line 34, 35, 35a, or 36.)
Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes| No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts lI-1V?
a Receipt of (i) interest (ii) annuities (iii) royalties or (iv) rent from a controlled entity | . . . . . . . L . . e la
b Gift, grant, or capital contribution to related organization(s) . . . . . . . . .. ... e e e e e e 1b
¢ Gift, grant, or capital contribution from related organization(s) . . . . . . . . . . ... e e e e lc
d Loans or loan guarantees to or for related organization(s) . . . . . . . .. L. L. e e e e 1d
e Loans or loan guarantees by related organization(s), . . . . . . . . ... e e e e e e e e e le
f Sale of assets to related organization(s) . . . . . . . . . ... e e e e e e e e e 1f
g Purchase of assets from related organization(s) . . . . . . . . . ... L. e e e e e e e 19
h Exchange of assets with related organization(S) . . . . . . . . . . .. . . it e e e e e e 1h
i Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . 0 e e 1li
j Lease of facilities, equipment, or other assets from related organization(S) | . . . . . . . . . e e 1j
k Performance of services or membership or fundraising solicitations for related organization(S) . . . . . . . . . . . . . 1k
I Performance of services or membership or fundraising solicitations by related organization(S) . . . . . . . . . . . o 0 1l
m Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . . . . . 0 o v o im
n Sharing of paid employees with related organization(s), . . . . . . . . . . .. .. e e e e e e in
o Reimbursement paid to related organization(s) for expenses | . . . . L L L L L e e e e e 1o
p Reimbursement paid by related organization(s) for eXpENSES . | | . L L L L L L L e e e e e e 1p
q Other transfer of cash or property to related organization(s) . . . . . . . . . . . . ... e e e e 19
r __Other transfer of cash or property from related organization(S) . . . . . . o« u v v o o o 4 b e e u e e e e e a e e e a e e e e e a e e e e a e e e e e a e e e e e e 1r

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) (©)
Name of other organization Transaction Amount involved
type (a-1)

(d)
Method of determining
amount involved

(1) MIDDLESEX HEALTH SERVICES, INC. N 128,416.

(2) MIDDLESEX HEALTH RESOURCES, INC. P 71,084.

(3) MHS PRIMARY CARE, INC. N 53,400.

(4)

(5)

(6)

JSA
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Schedule R (Form 990) 2011

MIDDLESEX HOSPITAL

06-0646718

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.

) (b) (©) (d) (e) ® © (h) [0} (0] ®
Name, address, and EIN of entit Primary activit Legal domicile Predominant Are all partners Share of Share of Disproportionate Code V-UBI General or Percentage
s s y y y
(state or foreign income (related, 5%?(2;’(%) total income end-of-year allocations? amount in box 20 ”;Zr&?‘%'p)g ownership
country) unfr:::::et(:l,xe:rc]g;ed organizations? assets of(igrid::;sgl ?
section 512-514) Yes No Yes | No Yes No

Schedule R (Form 990) 2011
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MIDDLESEX HOSPITAL 06-0646718

Schedule R (Form 990) 2011 Page 5
Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructions).

Schedule R (Form 990) 2011
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06-0646718

ESTIMATED TAX WORKSHEET FOR FORM 990-W

A_ 2012 Estlmated Tax ----------------------------------------------- A

B. Enter 100 opoflinen . ... .. ... . L L B

C. Enter 100 o oftaxon2011 FORM 990-T . . . .. c 11,220.

D. Required Annual Payment (Smaller of Ines B or C) | | . . . L . i i it s et e e e e e e e e e e e e e D 11,220.
E Income taxwithheld (if applicable) . . . . . ... L E

F. Balance (As rounded to the nearest multiple of Y F 11,220.

Record of Estimated Tax Payments

Payment number (a) Date (b) Amount (c) 2011 overpayment (d) Total amount paid and
credit applied credited (add (b) and (c))
1 01/15/2013 2,805. 2,805.
2 03/15/2013 2,805. 2,805.
3 06/15/2013 2,805. 2,805.
4 09/15/2013 2,805. 2,805.
Total 11,220. 11,220.

ESTIMATED PAYMENTS MUST BE MADE USING THE ELECTRONIC FEDERAL
TAX PAYMENTS SYSTEM (EFTPS). THIS WORKSHEET MERELY PROVIDES THE
AMOUNTS WHICH NEED TO BE PAID VIA THE ABOVE METHOD.

JSA
1E7093 1.000
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Form 990'T

Department of the Treasury
Internal Revenue Service

10/01 2011, and

P> See separate instructions.

For calendar year 2011 or other tax year beginning

ending 09730 , 20 12

Exempt Organization Business Income Tax Return (and proxy tax under section 6033(e))

OMB No. 1545-0687

2011

Open to Public Inspection for
501(c)(3) Organizations Only

A

Check box if

Name of organization ( Check box if name changed and see instructions.)
address changed

B Exempt under section

- 501( C X 03) Print | Number, street, and room or suite no. If a P.O. box, see instructions.
408@) 220@) Tygz
MmA 53w@ 28 CRESCENT STREET
529(a) City or town, state, and ZIP code

MIDDLESEX HOSPITAL

D Employer identification number

(Employees' trust, see instructions.)

06-0646718

C Book value of all assets
at end of year

440,085,000.

MIDDLETOWN, CT 06457

E Unrelated business activity codes

(See instructions.)

561490

531190

F  Group exemption number (See instructions.) B>

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. »> OUTSIDE SERVICES

I During the tax year, was the corporation a subsidiary in an affiliated group or a parent-subsidiary controlled group?

If "Yes," enter the name and identifying number of the parent corporation. »

ATTACHMENT 1

IL, Yes |_, No

J The books are in care of » DONALD LUDWIG, CPA,
Part I

1a
b
2
3
4a

0 N o O

10
11
12
13

Telephone number B 860-358-6879

Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
Gross receipts or sales 11,507,044.
Less returns and allowances 7 » 042 » 030 - | c Balance > 1c 4 » 465 3 014 -
Cost of goods sold (Schedule A, line7), , . ... ... .. 2
Gross profit. Subtract line 2 fromlineldc , ., . . . ... .. 3 4,465,014. 4,465,014.
Capital gain net income (attach ScheduleD) , , . . .. .. 4a
Net gain (loss) (Form 4797, Part Il, line 17) (attach Form 4797), . | 4b
Capital loss deduction fortrusts , . , . ... .. .. ... 4c
Income (loss) from partnerships and S corporations (attach statement)
Rentincome (ScheduleC) , . . . ... ..........
Unrelated debt-financed income (ScheduleE) , . ., . . ..
Interest, annuities, royalties, and rents from controlled
organizations (Schedule F), , . . . . . .. ...+ . ... 8
Investment income of a section 501(c)(7), (9), or (17)
organization (Schedule G) . , . . . . . . . .« v s v o v .. 9
Exploited exempt activity income (Schedulel) , . , .. .. 10
Advertising income (Schedule J), , . ... .. .. .... 11
Other income (See instructions; attach schedule.), , . . . . 12
Total. Combine lines 3through12. . . . . . . . . . . .. 13 4,465,014. 4,465,014.

deductions must be directly connected with the unrelated business income.)

Deductions Not Taken Elsewhere (See instructions for limitations on deductions.) (Except for contributions,

14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34

Compensation of officers, directors, and trustees (Schedule K)

Salaries andWages . . . . i i h h 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
Repairs and maintenance
Bad debts

Interest (attach schedule)

Taxes and ICBNSES |, . . . L i i i i it i e e e e e e e e e e e e e e e e e e e e e e e

Charitable contributions (See instructions for limitationrules.) . . . . . « & & v v 4 & vt d f e e e e e e e e
Depreciation (attach Form 4562) 21 129,663.

14

15

1,307,252.

16

17

18

19

20

Less depreciation claimed on Schedule A and elsewhere on return

22b

129,663.

Depletion

Contributions to deferred compensation plans

Employee benefit programs

Excess exempt expenses (Schedule 1)

Excess readershipcosts (Schedule J) . . . . . . . 0 it i e e e e e e
Other deductions (attach schedule) , ., . . . . . . . . o . i i it it e e e e e e
Total deductions. Add lines 14 through 28

Unrelated business taxable income before net operating loss deduction. Subtract line 29 from line 13

Net operating loss deduction (limited to the amount on line 30)

Unrelated business taxable income before specific deduction. Subtract line 31 from line 30

Specific deduction (Generally $1,000, but see line 33 instructions for exceptions.)
Unrelated business taxable income. Subtract line 33 from line 32. If line 33 is greater than line 32,
enter the smallerof zeroorliNne 32 . . . . . & & 4 v i i 4 v o ot 4 4 e e e e s e e sa s e s s s e saaas

23

24

25

325,894.

26

27

28

2,141,193.

29

3,904,002.

30

561,012.

31

561,012.

32

33

1,000.

34

JSA For Pa erwork Reduction Act Notice, see instructions.

1E1610 2.0
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Form 990-T (2011) MIDDLESEX HOSPITAL 06-0646718 Page 2
Tax Computation
35 Organizations Taxable as Corporations. See _instructions for tax computation. Controlled group
members (sections 1561 and 1563) check here P> See instructions and:
a Enter your share of the $50,000, $25,000, and $9,925,000 taxable income brackets (in that order):
wls | ls | @ls
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 s o v v vt e e $
c Income taxonthe amounton ine34 | . . . . L L e e » | 35¢c
36 Trusts Taxable at Trust Rates. See instructions for tax computation. Income tax on
the amount on line 34 from: |:| Tax rate schedule or |:| Schedule D (Form1041), . . . .. . . . . . . »| 36
37  Proxytax.Seeinstructions , . . . . . . v v i i i e e e e e e e e e e e e e »| 37
38  Alternative minimum tax L L e e e e e e e e e e e e 38 11,220.
39 Total. Add lines 37 and 38 to line 35c or 36, whicheverapplies. . . . . . . v v v v b i e e e e e e e 39 11,220.
Tax and Payments
40a Foreign tax credit (corporations attach Form 1118; trusts attach Form 1116) , ., , . [ 40a
b Other credits (SEEINSIUCHONS) . &, . . & v v v v e o e e e e e e e e e e e e e 40b
c General business credit. Attach Form 3800 (see instructions) | _ . ., . . ... . .. 40c
d Credit for prior year minimum tax (attach Form 8801 or 8827) . . . . . . . . ... 40d
e Total credits. Add lines 40a through 40d | |, . . .. ... 40e
41  Subtractline 40e from iNE B39 . . . . v 4 v i i i e e e e e e e e e e e e e e e e e e 41 11,220.
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. Addlines 41l and 42 . . v & v v vt v v v s w e e e e e e e e e e e e e e e e e e s 43 11,220.
44a Payments: A 2010 overpayment credited to 2011 | , . . . . . . . . . . . . ... 44a 200,000.
b 2011 estimated tax PAYMENTS | . . . . . v v v v e a v e e e e 44b
c Taxdeposited with FOrm 8868 . , . . . . . . .. ..o vneennennn. 44c
d Foreign organizations: Tax paid or withheld at source (see instructions) , , ., . . . . 44d
e Backup withholding (seeinstructions) « « « « = « &« & & v o v 0w 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 P [ 449
45 Total payments. Add lines 44athrough 44g . « + v v & v & v & 4 & v s w8 0 s 0 s o s n e e e e e e e s 45 200,000.
46 Estimated tax penalty (see instructions). Check if Form 2220 is attached, , . . . . . . + & v & « & « = & « | 2 |:| 46
47  Taxdue. If line 45 is less than the total of lines 43 and 46, enteramountowed ., , . . . . v v v v v & « = « = « »| 47
48  Overpayment. If line 45 is larger than the total of lines 43 and 46, enter amountoverpaid . , . . .. ... ... »| 48 188,780.
49 Enter the amount of line 48 you want: Credited to 2012 estimated tax P> 188 5 780 . Refunded P 49
Statements Regarding Certain Activities and Other Information (see instructions)
1 At any time during the 2011 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 Form TD F 90-22.1, Report of Foreign
Bank and Financial Accounts. If YES, enter the name of the foreign country here pp» 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 » N/A
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
4 a 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 tothe organization? . , . . . . . . . . v i v i e e e e
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)? Yes | X| No
Paid Print/Type preparer's name Preparer's signature Date Checkl_, it PTIN
self-employed P00032493
Efepgelr Firm's name _p ERNST & YOUNG U.S. LLP Fim's EINp 346565596
S€ MY s address p 111 MONUMENT CIRCLE, SUITE 2600 Phoneno. _ 317-681-7000
INDIANAPOLIS, IN 46204 Form 990-T (2011)
JSA
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Form 990-T (2011)

MIDDLESEX HOSPITAL

06-0646718
Page 3

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

(see instructions)

1. Description of property

@)

@)

(©)

4)

2. Rent received or accrued

(a) From personal property (if the percentage of rent
for personal property is more than 10% but not
more than 50%)

(b) From real and personal property (if the
percentage of rent for personal property exceeds
50% or if the rent is based on profit or income)

3(a) Deductions directly connected with the income
in columns 2(a) and 2(b) (attach schedule)

@)

@

(©)

)

Total

Total

(c) Total income. Add totals of columns 2(a) and 2(b). Enter

here and on page 1, Part |, line 6, column (A). . . . . »

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

(a) Straight line depreciation

1t (b) Other deductions
property (attach schedule) (attach schedule)
@)
2
3
“
4. Amount of average 5. Average adjusted basis .
acquisition debt on or of or allocable to 64 ((i:i?lliL(lig]dn 7. Gross income reportable (coslil?1|r|1ogaxbltgti‘la%?zg?$;ns
allocable to debt-financed debt-financed property b | 5 (column 2 x column 6) 3 d3(b
property (attach schedule) (attach schedule) y column (a) and 3(b))
@ %
@ %
©) %
(4) %
Enter here and on page 1,| Enter here and on page 1,
Part I, line 7, column (A). Part I, line 7, column (B).
TOtals |, L L e e e e e e e | 2

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
(loss) (see instructions)

4. 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

@)

@)

(©)

4)

Nonexempt Controlled Organizations

7. Taxable Income

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

9. Total of specified
payments made

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

11. Deductions directly
connected with income in
column 10

1)

2

3

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).

TOotalS . vt 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 e e e e e s >

1sA Form 990-T (2011)

1E1630 2.000

1085EX 3987

PAGE 113



JSA

Form 990-T (2011)

MIDDLESEX HOSPITAL

06-0646718

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)

1)
2
3
()
Enter here and on page 1, Enter here and on page 1,
Part 1, line 9, column (A). Part [, line 9, column (B).
Totals . . . . . v i i i ... >
Schedule | - Exploited Exempt Activity Income, Other Than Advertising Income (see instructions)
4. Net income
2 G 3. Expenses (loss) from 7. Excess exempt
: lrossd directly unrelated trade or 5. Gross income 6. Expenses expenses
- ) » unrelate connected with business (column from activity that : _bxp bl (column 6 minus
1. Description of exploited activity business income production of 2 minus column is not unrelated ancnolﬂﬁn Eto column 5, but not
frol;n trade or unrelated 3). Ifa gain, business income more than
usiness business income compute cols. 5 column 4).
through 7.
@)
@
3
(@)
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 ... |
Schedule J - Advertising Income (see instructions)
Part | Income From Periodicals Reported on a Consolidated Basis

1. Name of periodical

2. Gross .
advertising 3. Direct
income advertising costs

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

5. Circulation
income

6. Readership
costs

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

@)

@

(©)

)

. >

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

2 through 7 on ali

Income From Periodicals Repo

ne-by-line basis.)

rted on a Sepa

rate Basis (For each periodical

listed in Part Il, fill in columns

1. Name of periodical

2. Gross .
advertising 3. Direct
income advertising costs

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

5. Circulation
income

6. Readership
costs

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

@)

@)

(©)

4)

(5) Totals from Part |

Totals, Part Il (lines 1-5), . . . »

Enter here and on
page 1, Part |
line 11, col. (B).

Enter here and on
page 1, Part |,
line 11, col. (A).

Enter here and
on page 1,
Part Il, line 27.

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

1. Name 2. Title nﬁ{epféf,g?éd"{o 4. Compensation attributable to
business unrelated business
) %
@ o
@3 o
@ %
Total. Enter hereandonpagel Partll linedd. . . . . . v v v v v v v v v v e vt v e e e e e >

1E1640 2.000
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MIDDLESEX HOSPITAL 06-0646718

ATTACHMENT 1

NAME AND FEIN OF PARENT CORPORATION

MIDDLESEX HEALTH SYSTEM, INC. EIN 22-2676137
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