Return of Organization Exempt From Income Tax

Form 9 9 0 Under section 501(c), 527, or 4947(a)(1} of the Internal Revenue Code {except private foundations)
Departmant of tha Treasury P Do not enter Social Security numbers on this form as it may be made public. Open to Public
Internal Revenue Service P Information about Form 990 and its instructions is at www.irs.gov/form990, Inspection
A For the 2014 calendar year, or tax year beginning 10/01, 2014, and ending 09/30, 2015
C Name of organization D Employer identification number
B evecrupians: | ypp STAMFORD HOSPITAL
?::r:;:! Doing Business As 06-0646917
Name change MNumber and street (or P.O. box if mall is not delivered to street address) Room/suite E Telephone number
. Initfal retumn ONE HCSPITAL PLAZA, PO BOX 9317 (203) 276-1000
Terminated City or town, state or provinee, country, and ZIP or fereign postal code
Amendes STAMFCRD, CT 06904 G Grossreceipts § 542,516,330,
Application | Name and address of principal officer: KEVIN GAGE Hia} I8 this a group return for Yes [ X | No
pending subordinates?
ONE HOSPITAL PLAZA, POB 9317 STAMFORD, CT 06904 H{b) Are uusuharmnmesimmued?lj Yes H No
| Taxexemptstatus: | X [501(e)@) | |S01(e)( )« (nsetnoy | | 4947aynyor | |s27 If *No," attach a list. (ses nstructions)
J  Webslte: p WWW, STAMFORDHEALTH.QORG H(c) Group exemption number P
K Form of organization: | X | Corporation | | Trust| [ Association | | other » | L vearof formation: 1893| M state of legal domicie:  CT
Summary
1 Briefly describe the organization's mission or most significant activities: OUR MISSTON: TOGETHER WITH OUR PHYSICIANS _
] WE PROVIDE A BROAD RANGE OF HIGH QUALITY HEALTH AND WELLNESS SERVICES
g FOCUSED ON THE NEEDS OF OUR COMMUNITIRS. e
§ 2 Check this box » |:] if the organization discontinued its operations or disposed of more than 25% of its nef assets.
&| 3 Number of voting members of the governing bady Part VL line 1a) | |, . . 0 . s s s s e s i e e .. L2 12.
‘: 4 Number of independent voting members of the governing body (Part Vi, line b}, _ . . . . ... .. ... ... 4 B.
=| 5 Total number of individuals employed in calendar year 2014 (PartV, Ine2a), . . . . . . . .o oo oo .. 5 3,123.
':-E 6 Total number of volunteers (estimate F NECESSANY) . . . . . . . . v o e e e e 6 600.
<| 7a Total unrelated business revenue from Part VIl column (C), e 12 . . . . . . 0 e e 7a 7,581,31C.
b Net unrelated business taxable income from Form 990-T, line34 . . . . . . i i v v s v u v s n o v v n uus b 4,255,124.
Prior Year Current Year
o| 8 Contribufionsand grants (Parf VIl line th), . ., . .. ...... 27,563,425, 28,262,832,
g 9 Program service revenue (Part VIl line 2g), . . . . . . ... .. .. PUBS(?T:SE:;ZTION 462,463,843. 481,034,881,
b 10 Investment income (Part VINi, column (A), lines 3,4, and 7d) _ _ | _ . 3,078,089, 5,261,487,
11 Other revenue (Part VLI, column (A), lines 5, 6d, 8¢, 9¢, 10¢, and 11€), |, ., . . ... ... 4,119,204, 3,084,903,
12 Total revenue - add lines & through 11 {must equal Part VIII, column (A), line12). . . . . . . 497,224,561, 517,644,103.
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),lined) , , . . .. .. ... ...... 0 0
|15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), , . . . . . 230,572,425, 236,226,854.
€ |16a Professional fundraising fees (Part IX, column (A), fine 11€) . , . . ., ..., ... .... 240,152, 219,806.
2| b Total fundraising expenses (Part IX, column (D), line 25) p ¢ 4,114,359. i
147  Other expenses (Part IX, column (A), lines 11a-11d, 111246) , . . . . . ..\ s v 208,965,147, 207,399,590.
18 Total expenses. Add lines 13-17 (must equal Part IX, column {A), line 28} _ ., , . . .. ... 439,777,724, 443,846,250.
19 Revenue less expenses. Subtractline 18fromline 12, . . . . v v v v v vt vt . w4 57,446,837. 73,797,853,
’6§ Beginning of Current Year End of Year
£5|20 Total assets (PartX, e 16) . . . . .. . ... 811,196,569.| 905,964,794.
E; 21 Total liabilities (Part X, 0@ 26) . . . . . . . L 592,389,998.| 596,491,295.
22

22 Net assets or fund balances, Subtractine 21 fromIine 20, . . v v v v v v v v v v v v v n s 218,806,571, 309,473,499,
1l

Signature Block

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

Sign } Signature of officer Date
Here } KEVIN GAGE TREASURER/CFO
Type or print name and title

Print/Type preparer's name Preparer's signature Date Check u i | PTIN
Ez;\;d aror CHRISTOPHER B BOGGS ﬁ. W 08/14/16 seli-employed | PO0O32483
Usep0nly Firm's nane B ERNST & YQUNG U.S. LLP FimisEIN B 34—-6565596

Firm's address » 111 MONUMENT CIRCLE, STE 4000 INDIAMAPOLIS, IN 46204 Phene no. 317-681-7000
May the IRS discuss this return with the preparer shown above? (Seeinstruchions) | |, . . . . . . . . . 0 vt vt v v v v v v s [ Jves |X[no
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (z014)
JSA

4E1065 1.000
509980 1274 V 14-7.16 PAGE 1
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THE STAMFORD HOSPITAL 06-06469217

Form 980 (2014) Page 2

Statement of Program Service Accomplishments
Check if Schedule O contains a response or note toanylineinthisPart W _ . .. ... ... ... ....... |:|

1

Briefly describe the organization's mission:

OUR MISSION: TCOGETHER WITH CUR PHYSICIANS WE PROVIDE A BROAD RANGE OF
EIGH QUALITY HEALTH AND WELLNESS SERVICES FOCUSED ON THE NEED OF QUR
COMMUNITIES.

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

prior Form 990 0r 990-EZ7 . .. ... ... ... ... ..., P [ves [X]No
If "Yes," describe these new services on Schedule Q.

Did the organization cease conducting, or make significant changes in how it conducts, any program
SEIVIORS?, | | i [ves [X]No
If "Yes," describe these changes on Schedule O.

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

4a

(Code: y{Expenses $ 347,938, 714. including grants of § o ) (Revenue $ 484,871,536, )
IN ADDITION TC & 305 BED HOSPITARL FACILITY, THE STAMFORD HOSPITAL
(TSH) OPERATES A 225,000 SQUARE FOOT AMBULATORY CARE CENTER (TULLY
CENTER) ALSC IN STAMFORD, CT. KEY OPERATING STATISTICS FOR THE
YEAR ENDED 9/30/2015 INCLUDE: ADULT AND PEDIATRIC INPATIENTS CARED
FOR AND DISCHARGED 14,847; BABIES BORN 2,131; TOTAL INPATIENT DAYS
OF CARE PROVIDED 73,202 PATIENTS SEEKING CARE IN THE STAMFORD
HOSPITAL EMERGENCY RQCM: ADMITTED FOR INPATIENT TREATMENT 7, 961;
TREATED AND RELEASED 41,279; TREATED AT TULLY IMMEDIATE CARE
CENTER 26,304, SURGERIES PERFORMED AT THE HOSPITAL AND TULLY
CENTER: 18,686. RADIATION THERAPY PROCEDURES PERFORMED: 1%2,061.

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

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

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

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

4e Total program service expenses b 367,988,714.

JSA
4E1020 1.000

Form 990 (2014)
508980 1274 VvV 14-7.16 PAGE 2



THE STAMFORD HOSPITAL 06-0646917

Farm 990 (2014) Page 3
Checklist of Required Schedules
Yes No
1 s the organization described in section 501(c){3) or 4947(a}(1) (other than a private foundation)? I/f "Yes,”
complete Schedule A, L . . L e e e e e e e e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? e e 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C, Parti _ . . . .. R R I~ | X
4 Section 501(c)(3} organizations. Did the organization engage in lobbying actl\ntles or have a section 501(h)
election in effect during the tax year? If "Yes,” complete Schedule C, Parf!l, . . . . ... .. ... . . ... u... 4 X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501{c)(B) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yes,” complete Schedule C,
T 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? ff
"Yes,"complete Schedule D, Part!, . . ... .........,..... e e e e 6 X
7 Did the organization receive or hold a conservation easement mcludmg easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Parttt, . . ... ... .| 7T X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,"”
complefe Schedule D, Partlll . . . e e e e e 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If "Yes," complefe Schedule D, Part IV | . . . 0 i i i i i s e et e e e e 9 X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes," complefe Schedule D, Part V, ., , . ...
11 If the organization’s answer to any of the following questions is “Yes," then complete Schedule D, Paris VI,
VI, VIIi, IX, or X as applicable,
a Did the organization report an amount for land, buildings, and equipment in Part X, line 107 If "Yes,"
complefe Schedule D, Part Vi L L . L. . i e e e e e e e e e e e 11a| X
b Did the organization report an amount for investments-other securities In Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,” complete Schedule D, Part Vil , . . . ... ... .. .....|11b X
¢ Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVill, . . . . . . . .. ... .. .. 11c X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes,"complete Schedule D, Part £X, . . . . v i v i i v o i v i s v e, |11d X
e Did the organization report an amount for other liabilities in Part X, line 257 If "Yes,” complete Schedule D, Part X [11e X
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? if "Yes,"complete Schedule D, Pant X , , . . . . 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? /f “Yes,"
complete Schedule D, Parts Xtand Xil, . | . . . . . . . . . ... i e e e e e e 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If "Yes," and if
the organization answered "No" to line 12a, then completing Schedule D, Parts Xland Xltisopfional . ., . . . . . v v v v ' o . 12| X
13 Is the organization a school described in section 170(b)(1}(A}i)? If "Yes," complete Schedule E, . . . . ... ... 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? , . . . ... ... .. 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes," complete Schedule F, Parisland iV, ., ,,......|[14b| X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes,” complele Schedule F, Parts ifand IV . _ . . . . . . .. ... . . ... ... 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes,"complele Schedule F, Parts litand IV . . . . . . . @ v v v v v v .. 16 X
7 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part | (see instructions), . . . .. ... .... 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VI, lines 1c and 8a? if "Yes,"complete Scheduwle G, Partit , . . . ... .. ... e e e R I | X
19 Did the organization report mare than $15,000 of gross income from gaming activities on Part VI, line 9a?
If "Yes,"complete Schedule G, Part ll |, . . . . . . . e e e e e 19 X
20a Did the arganization operate one or more hospital facilities? if "Yes, " complete Schedute H , . . . . ... ... .. 20a| X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? . . . . . . |[20b] X
Jsh Form 990 (2014)

4E1021 1,000

509980 1274 vV 14-7.16
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THE STAMFORD HOSPITAL 06-0646917

Form 990 (2014) Page 4
Checklist of Required Schedules {continued)
Yes | No
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A}, line 17 If "Yes,” complete Schedule I, Parts land if. . . . . e 21 X
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic mdwlduals on
Part IX, column (A), line 27 If "Yes,"complete Schedule |, Parfsland Il , . . . . . v i i i i i i e e e e o 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization’s current and former officers, directors, trustees, key employees, and highest compensated
employees? If “Yes,"complete Schedule J . . . . . . . . e e e T I ..
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 /f "Yes,” answer lines 24b
through 24d and complete Schedule K If N0, gofo linB 25a. .« . . v v v i i vt e et e e e et e e e 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary pericd exception?. . . . . . . 24b A
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exemptbhonds? . . . . ... .. .. e e e e e e e e e e e e e e 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? . . . . . . 244 X
25a Section 501(c})(3), 501(c)(4), and 501{c){29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If “Yes,"complete Schedule L, Part! . . . . . ... .. .. 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
If "Yes," complete Schedule L, Parfl . . . . . i e e e e e e e e e 25b X
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payahbles to any
current or former officers, directors, trustees, key employees, highest compensated employeses, or
disqualified persons? If “Yes,"complefe Schedule L, Part Il . . . . . . . . . . . 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? /f "Yes,” complete Schedule L, Partif. . . . .. ... ... ... 27 X
28  Was the organization a party to a business transaction with one of the following parties (see Schedule L, )
Part IV instructions for applicable filing thresholds, conditions, and exceptions): o
a A current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L, Part iV . . . . . .. 28a X
b A family memhber of a current or former officer, director, trustee, or key employee? If "Yes,” complete
Schedle L, Part IV & v o i i e i e i e et e e e e et 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, Part iV, . . . ... .. |28¢c X
29  Did the organization receive more than $25,000 in non-cash contributions? If "Yes,” complete Schedule M, . . . | 28 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? Jf "Yes," complete Schedule M . . . . . . . i i e e e e e e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complete Schedule N,
L 1 G 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 258% of its net assets? /If "Yes”
complete Schedule N, Partll . . . . . . i i e i e e e e e e e e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-37 If "Yes," complete Schedule R, Part! . . . . . . . v v v v v v v v v v .| 33 X
34 Woas the organization related to any tax-exempt or taxable entity? /f "Yes," complefe Schedule R, Part Ii, i,
oriV,andPartViline? . . ... ... ..... e e e e e e e e e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b}{(13)? . . . . ... ... .. .. 35a| X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V, line2 _ , . . . 35b| X
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes,"complete Schedule R, Parf V. line 2 | . . . . . . . i v v i it it et e em e n e 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes, " complete Schedule R,
PartVl. . . o e e e e e e e e 37 X
28  Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
197 Note. All Form 990 filers are required to complete Schedule O . . . . . . . . . . & . @i i i i v v 38 X
Fom 990 (2014
JSA

4E1030 1.000
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THE STAMFORD HOSPITAL 06-0646917

Form 990 {2014) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response ornote to anylineinthisPartV . . . . . . . . .. o oL [ ]
1a Enter the number reported in Box 3 of Form 1096. Enter -0-if not applicable, . . .. ... .. 1a 463f .
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, . . . ... .. 1b "

¢ Did the organization comply with backup withholding rules for reportable payments to vendors and |
reportable gaming {(gambling} winnings to prize winners? |, . . . _ L . . L . L . e e e e e e e e e e e

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 | i 2a | 3,123}

b If at least one is reported on line 2a, did the organization file all required federal employment tax returns?

Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions), . .. .. . LR

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 980-T for this year? If "No" o line 3b, provide an explanation in Schedule O , ., ., ... 3h 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

See tnstructlons for filing requirements for FinCEN Form 114, Report of Foreign Bank and Financial Accounts
{FBAR),
5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? _, . ., .. ..
b Did any taxable party notify the organization that it was or is a party to a prehibited tax shelter transaction?
¢ If "Yes" to line 5a or 5b, did the organization file Form 88BB-T7 . . . . . .t v v v i it e e e e b s an e n e n
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributions? . . . .. ... ...
b Iif "Yes" did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? | . . .. .. L. e e e e e e
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 . v s i e e e e e e e e e e e e e e e e
b If "Yes," did the organization notify the donor of the value of the goods or services prowded’? e e e e e e e
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file Form 82827 . . . . . . i i i it i e i et e s e e e s
If "Yes," indicate the number of Forms 8282 filed duringtheyear | . . .. ... ........
Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?

If the arganization recewed a contrlbutlon of qualified mtellectual property, did the organization file Form 8899 as required?
If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the crganization file a Form 1098-C?
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time duringtheyear?, . . . .. ... ... .. ...
8 Sponsoring organizations maintaining donor advised funds.

To =+ o o
9
(=}
—
=
o
=
]
14)
L 3.
9
]
=
o
:
o
=
S,
3
@
-
=
D
= e
[41]
o
-
o
[1)]
b
o
=
@
i 3
e
- 3
o
(=8
=
@
Q
—
el
o
=
5
o
=
o
Q
=
‘_<
[}
3
©
M=}
@
=
w
o
3
E
o
I}
3
o
=
=
Q
o
o |
=3
o
Q
)

10 Section 501(c)(7) organizations. Enter:

a Initiation fees and capital contributions included on Part VIII, line12 , ., . . ... .. e ... .|10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities _ , . , [10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members orshareholders . . . . . . . .t e e e e e e e e e 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them.) . . . . . . . . . 0 vt v i i e e e e e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 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

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

the organization is licensed to issue qualified healthplans , . ., . .. ... ........... 13b
¢ Enterthe amountofreservesonhand. . .. ... ... .. .. ... 13¢
14a Did the organization receive any payments for indoor tanning services during the taxyear? , . . .. ... ... ..
b _If "Yes," has it filed a Form 720 to report these paymenis? #f "No, " provide an explanation in Schedufe O . . . . . . 14b
AE100] 000 Form 990 (2014)

509980 1274 v 14-7.16 PAGE 5



Form 990 (2014) THE STAMFORD HOSPITAL 06-0640917 Page 6
Part VI Governance, Management, and Disclosure For each "Yes" response fo lines 2 through 7b below, and for a "No"

response lo line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.

Check if Schedule O contains a response ornote to any lineinthisPartVl . . . o o o oo v oo oo oo oo ool
Section A. Governing Body and Management
Yes | No
1a Enter the number of voting members of the governing body at the end of the taxyear . . . . . 1a 14
If there are material differences in voting rights among members of the governing body, or if the governing
body delegated broad authority to an executive committee or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . 1b g
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with 1
any other officer, director, trustee, or key employee? . . . . o« v o i i i it e e e e e e e e e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . 3 ®
4  Did the arganization 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 orstockholders? . . . . . v . v v i il L e e e g [ X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . . v o v L e e e 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 governing body? . . . . . . e e e e e e e e 70 | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during i
the year by the following: IR
a Thegoverningbody?. . « « v v v v i it i e e e e e e e 8a_|_X
b Each committee with authority to act on behalf of the governingbody? . . . . . ... . .o v o i i i v el 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VIl, Section A, who cannot be reached at
the organization's mailing address? If "Yes, " provide the names and addressesin 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? . . . . . .. . .« oo vt i v i v i o . 10a 8
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? . . . |18b
11a Has the organization provided a complete copy of this Form 990 fo all members of its governing bady before filing the form? . 11a| X
b Describe in Schedule O the process, if any, used by the organization to review this Form 980. o
12a Did the organization have a written conflict of interest policy? If "No,” gofoline 13 . . . . . . .« . oo v o 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
FSB B0 CONTICIS? & v v v v e e e e e e v v e v e e e e e e e e e e 12b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule Ohow thiswasdone . . . . .. ... ... e e e e e e e e e e 12¢| X
13  Did the organization have a written whistleblower policy?. . . . o v v v v o i it it s e e i e e e 13 | X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . . oo oo v o0 b 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 CEQ, Executive Director, or top managementofficial . . . . . .« . v o v v v b v vt v v s 18a| X
b Other officers or key employees of the organization . . . . . . . o . o i i it i i e e s 18b| X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions). i
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement - ‘
with ataxable entity during the year?. . . v v v v i i it e e e ieeeaa.. |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 | |.. ... o
organization's exempt status with respect to such arangements? . . . . . . . . 0ttt e e e e e 16b

Section C. Disclosure

17 List the states with which a copy of this Form 990 is required to be filed » ST ____ __ __ _______ __ __ ______________
18  Section 6104 requires an organization to make its Forms 1023 {or 1024 if applicable}, 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.
|:’ Own website |:| Another's website Upon request D Other (explain in Schedule O)
19  Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial statements availakle to the public during the tax year.
20  State the name, address, and telephone number of the person who possesses the organization's books and records: p
KEVIN GRGE ONE HOSEITAL PLAZA FO BOX 9317 STAMFORD, CT 06904 {203) 2761000
484 Form 990 (2014)
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Form 990 (2014) THE STAMFORD HOSPITAL 06-0646917 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to anylineinthis PartVIIl. . . ... .. e e e e C e |:|
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

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

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

e List the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the
organization and any related organizations.

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

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

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

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

()
(A} (B) Position (D) {E) (F}
Name and Title Average | (do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation |compensation from amount of
week (istany| officer and a directorftrustee) from related other
haurstr (o= s g =|e=| the organizations compensation
related é sle g ~‘<': -é_ ‘% ] organization (W-2/1099-MISC) from thtg
organizations 3 % %_ = _g £ & o [ (W-2/1089-MISC) c:r?gc:ezlaalgg
below dotted | 8 £ | 3 g(®8 R
line) g % E _?: organizations
g
_{VADOLE DIBIASIO ________________| _2.00]
DIRECTOR 2.00] X 0 0 0
_{xDRVID JaENS ___ | _2.00]
DIRECTOR 2.00| X 0 0 ¥
_(JMARYANN KELLER-CHAT | 2.00]
DIRECTOR 2.00| ¥ 0 0 0
_{#)BARTHUR A. KLEIN, MD | 2.00]
DIRECTOR 2.00| ¥ 0 0 0
_{§)CHARLES MINER, M0 | 2.00
DIRECTOR 38.00( X 0 215,856. 47,601,
_{6)GERALD B. RRKOS, MD____ _______|_38.00]
DIRECTOR 2.00( X 483,570. 0 35,251.
_{7)SUZANNE BEITEL | _2.00]
DIRECTOR 2.00] X 0 0 o
_{®)TERRANCE P, BERTAND | 2.00
DIRECTOR 2.00] X 0 0 0
_{9)JOSHUA HERBERT, MD | _2.00]
DIRECTOR 38.00( X 0 201,691, 25,067.
(1QMICHAEL FEDELE | 2.00
CHATRMAN 2.00| X X 0 0 ¢
(1)ANDREW M. MERRILL _ .| 2:00]
VICE CHATRMAN 2.00| X X 0 0 0
(12)BRIAN GRISSLER ___ | 38.00
PRESIDENT & CEO 2.00f X X 1,008,274, 0 158,111.
(YPKEVIN GRGE | 38.00]
TREASURER/CFO 2.00 X 881,667, 0 48,976.
(14)DARRYL MCCORMICK _____ | 38.00]
ASST. SECRETARY Z2.00 X 526,243. 0 60,407.
ISA Form 990 (2014)

481041 1.000
509980 1274 vV 14-7.186 PAGE 7



THE STAMFORD HOSPITAL 06-0646917
Farm 990 (2014) Page 8
RN Section A, Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A} (B (8] (D) (E} )
Name and title Average Position Reportable Reportable Estimated
noursper | (do not check more than one compensation | compensation from amount of
week (listany | boX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
elated |2 F |\ 312 F(3&|g| organization | (W-2/1099-MISC) from the
organizations | 52 | 2| § 2|58 a {W-2/1099-MISC) erganization
belowdotled | 1 £ | F 32" and related
line) R | g |®8 organizations
g5 B 3
& |8 @ B
o 7] g
[ a in
© =
]
15) DavID L. SMITH i 38.00]
ASST. SECRETARY 2.00 X 548, 388. 0 80, 935.
16) KATHLEEN A. SIZARD 1 38.00]
ASST. SECRETARY 2.00 X 775,017, 0 63,854.
17) MICHAEL COADY, MD __ _ ________. - 38.00]
CHIEF CARDIAC SURGEON 0 X 926,722. 0 25,638.
18) SHARON KIBLY, MD _________ ). - 38.00]
SR. VP, MEDICAL SERVICES 0 X 705,052, 0 63,817.
19) LANCE BRUCK, MD 1 3 36.00]
CHAIR, DEPARTMENT OF OB/GYN 2.00 X 946, 983. 0 37,442.
20) STEVEN HOROWITZ, MD | ° 38.00]
CHIEF, DIVISICN OF CARDIQOLOGY 0 X 584,257, 0 47,335.
21) MICHAEL STONE, MD | = 38.00
PHYSICIAN 2.00 X 846,147. 0 59,450.
22) DAVID TAYLOR | - 38.00]
FORMER CIO 2.00 X 487,494, 0 61,416,
1b Substotal »i 3,789,754, 417,547. 375,413.
¢ Total from continuation sheets to Part VII, SectionA . . . . . .. ...... »| 5,820,06C. 0 439,887.
d Total (addlines1band1c) . . . . . . v v v i v i it e r ot e e | 9,615,814, 417,547. 815,300,

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 b

513

5

Did the organization list any former officer, director, or trustee, key employee, or highest compensated

employee on line 1a? If "Yes,” complete Schedule J for such individual

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

individual

Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual

for services rendered to the organization? If “Yes,” complefe Schedule J for such person

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

ATTACHMENT 1

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

3086

ISA

4E1055 1.000

509980 1274
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Form 990 (2014)
ETadbd Statement of Functional Expenses

THE STAMFORD HOSPITAL

06-0646917

Page 10

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

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

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

(A)
Total expenses

(B)

Program service

expenses

C

©
Management and
general expenses

(D)

Fundraising

expenses

1

4 Benefits paid to or for members

9
10
11

a Management
b Legal
¢ Accounting
d Lobbying

Grants and other assistance to domestic organizations
and domestic govemments. See Part IV, line21 , , . .

Grants and other assistance fo domestic
individuals. See Part IV, line22 , . .. ... ..
Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15 and 16

Compensation of current officers, directors,
trustees, and keyemployees , ., ,. ... ..
Compensation not included above, to disgualified
persons (as defined under section 4958(f){1)) and
persans described In section 4958(c)(3)(B)
Other salaries and wages

Pension plan accruals and contributions (inciude

section 401(k) and 403({b) employer contributions)
Other employee benefits . . . . . . . ... ..
Payrolftaxes . « & v v v 0 v v v @ d e e e
Fees for services (hon-employees):

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

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

g Other. (f line 11g amount exceeds 10% of line 25, column

12
13
14
15
16
17
18

19
20
21
22
23
24

(A) amount, list line 11g expenses en Schedule O)ATCH 2

Advertising and promotion , , . ... .....
Officeexpenses . . . ¢ . v o v v v v v v v u
information technology. . . . . . .. . ...
Rovalties, . . . .. .. i i i v i it e
Occupancy
Travel . . .. ... e
Payments of travel or entertainment expenses
for any federal, state, or local public officials

Conferences, conventions, and meetings , . . .
Interest , . ., . ... ............
Paymentstoaffiliates, . .. .. .. ... ...
Depreciation, depletion, and amortization , , , .,
Insurance

Other expenses. ltemize expenses not covered

above (List miscellaneous expenses in line 24e. I{
line 24¢ amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)

e All otherexpenses _ _ __ __ _ __ ________

5,123,159,

483,570.

4,639,589.

182,774,562,

157,252,064,

24,175,454,

1,340,044.

15,915,675, 13,361,421. 2,440,747. 113,507,
19,959,793, 16,756,511. 3,060,933. 142,349,
12,453,665, 10,455,017. 1,909,831. 8§,817.
590, 560. 590,560,
2,225,406. 140,568, 1,913, 414. 171,423.
369,334. 3,993. 365,341,
147,562, 147,562,
219,806. 219,806.
143,475. 143,475.
52,888,530. 38,860,341. 13,872,240. 155,949,
3,202,990. 194,830. 1,684,198. 1,323,962.
75,090,341, 74,241,272, 4,765,092, 83,977.
5,721,019. 112,824. 5,607,322, 873.
0
16,934,888. 15,364,282, 1,448,210. 122,396.
416,293. 211,891. 129,083. 75,319.
0
332,505. 201,342, 55,844. 75,319.
38,047, 38,047,
0
22,531,400. 22,205,680. 325,720.
6,937,521, 6,937,521,
6,063,264, 6,005,760. 57,504.
1,862,572, 1,955. 1,860,617,
1,934,670. 282,305, 1,643,979, 8,386,
1,147,319. 1,147,319.
4,275,959, 407,207, 134,728.

25 Total functional expenses. Add lines 1 through 24e 443,846,250. 367,988,714, 71,743,177. 4,114,359.
26 Joint costs. Complete this line only if the
organization reported in column (B} joint costs
from a combined educational campaign and
fundraising sclicitation. Check here [g:| if
following SOP 98-2 (ASC 858-720), , . .. .. 0
JsA
4E1052 1,000 Form 990 (2014)
509980 1274 V 14-7.16 PAGE 10



THE STAMFORD HOSPITAL

06-0646917

Form 990 (2014) Page 11
Balance Sheet
Check if Schedule O contains a response or noteto anylineinthisPat X . . . . . . . ... .. .. ... .... [ ]
(A) (2)
Beginning of year End of year
1 Cash - non-interest-bearing | _ _ . . .. .. ... .. .. 166,718.] 1 53,683.
2 Savings and temporary cash investments_ _ . .. .. ... .. ... ... 101,284,928, 2 127,234,047,
3 Pledges and grants receivable.net . L L L L, 25,771,987.| 3 28,893,8¢64.
4 Accounts receivable, net L e 68,866,813.] 4 72,726,998,
5§ Loans and other receivables from current and former officers, directors, )
trustees, key employees, and highest compensated employees. o o
Complete Part llof Schedule L . . .. ... ... ... .. 05 0
6 Loans and other receivables fram 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(¢){(9) voluntary employees’ beneficiary
" organizations (see instructions). Complete Part |l of Schedule L., ., ... ... 0s 0
‘3‘ 7 Notes and leans receivable, net | _ . . . .. ... .. . a7 0
Z| 8 |Inventories forsaleoruse ... ......... . ... ... 6,402,714.) 8 7,429,778,
9 Prepaid expenses and deferred charges . . . .. .. ... ... 0 ... 6,029,216.| 9 7,573,399,
10a Land, buildings, and equipment: cost or :
other basis. Complete Part VI of Schedule D 10a 911,081,258. ‘ . ] ]
b Less: accumulated depreciation, , , ,,, . ... [10b 373,304,489, 415,158,646.110c 537,776,769,
11 Investments - publicly traded securities . . . .. .. ... ... ... ... 121.,026,075.] 11 56,182,532,
12 Investments - other securities. See Part IV, line 11, , . ... ........ 19,007,578.112 24,378,481,
13 Investments - program-related. See Part iV, lined1 , , . ... ........ 013 0
14 Intangible @SS , , , L .. .\t e 0 14 0
15 Otherassets. See Part IV, e 11 | ., . . . 0 i v e e e e e e 47,381,4%94.] 15 43,715,233.
16 Total assets. Add lines 1 through 15 (must equal line 34) . . . . . e e 811,196,569.]18 905,964,794,
17  Accounts payable and accrued expenses, | , | | . e c 103,822,588./17 107,717,272,
18 Grantspayable , . . ... L. e q18 0
19 Deferredrevenue , . . . . ... ... ... ...t 667,807.| 19 732,508,
20 Tax-exemptbond liabilites _ . . . . .. ... . 369,677,861.| 20 364,390,147.
@121 Escrow or custodial account liability. Complete Part IV of Schedule D | | | | 021 0
E(22 Loans and other payables to current and former officers, directors,
E trustees, key employees, highest compensated employees, and 1 e
- disqualified persons. Complete Part Il of Schedule L , , , . ... ...... 0 22 0
23 Secured mortgages and notes payable to unrelated third parties | | | , , . . 0 23 0
24 Unsecured notes and loans payable to unrelated third parties, , , ., ., .. 3,857,445.| 24 3,582,642,
25 Other liabilities (including federal income tax, payables to related third
parties, and other liahilities not included on lines 17-24). Complete Part X
of ScheduleD |, , (.. .. . ... .. .. e e 114,364,286.| 25 120,068,725,
26 Total liabilities. Add fines 17through25. . . . ... .. .. v v v . 592,389,998.| 26 596,491,295,
Organizations that follow SFAS 117 (ASC 958), check here P |_X_’ and :
g complete lines 27 through 29, and lines 33 and 34. :
%27 Unrestricted net @ssets | | . ., . . i e e e e 151,3982,178.] 27 218,716,388,
E 28 Temporarily restricted netassets .. ... ... .. 58,053,144.| 28 82,312,016.
2|29 Permanently restrictednetassets, , . . ... ........ .. ... ..., 8,361,245, 29 8,445,005,
E Organizations that do not follow SFAS 117 (ASC 958), check here WP [:] and :
5 complete lines 30 through 34. i
% 30 Capital stock or trust principal, or currentfunds . . ., .. ... ... 30
#1231  Paid-in or capital surplus, or land, building, or equipmentfund = | kel
<|32 Retained earnings, endowment, accumulated income, or other funds | |, 32
2|33 Totalnetassetsorfundbalances . . . .. . ... ... .. .. ... ... 218,806,571.] 33 308,473,499,
34 Total liabilities and net assets/fund balances. . . ... ... ......... 811,196,569. 34 905,964,794,

JSA

4E1053 1.000

509880 1274 v 14-7.1¢
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THE STAMFORD HOSPITAL 06-0646917

Form 990 (2014) page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or noteto anylineinthisPart Xt . ... ... .. ... .......
1 Total revenue (must equal Part VI, column (&), ine 12) . . . . . . . 0 v v i e e e e e e e e 1 517,644,103.
2 Total expenses (must equal Part IX, column (A), N8 25) . . . . vttt i e e e e e e e e e e 2 443,846,250,
3 Revenue less expenses. Subtracting 2 from line 1. . . . . 0 ot vt e s e e e 3 73,787,853,
4 Netassets or fund balances at beginning of year {must equal Part X, line 33, column (A)) . .. . . 4 218,806,571L.
5 Net unrealized gains (losses) on inVeSIMENtS | | . L . . . 0 i vt vt v s v e et o et e e 5 -4,601,556.
& Donated services and use of facilities . . , ., ... .. e e e e e e e e e 6 a
7 INVeStMENt BXDBMSES | L 4 v v i it e e e e e e e e e e e 7 9
8 Priorperiod adjuStments | , , . . . . ... e e e e e e e 8 0
9 Other changes in net assets or fund balances (explainin Schedule O) , ., . . ... ... ...... 9 21,470,631,
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
33, ColUMN (B)) o v v it e e e e e e e e e e e e e e e e e e e a e et saeae e 10 309,473,499.
Financial Statements and Reporting
Check if Schedule O contains a response or note to any lineinthisPart XIl ., ., .. ............. |:|
Yes | No
1 Accounting method used to prepare the Form 990: |___| Cash Accrual D Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O. 3
2a Were the organization's financial statements compiled or reviewed by an independent accountant? _ | 2a X

If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
‘___\ Separate basis |:| Consolidated basis D Both consolidated and separate basis

b Were the organization's financial statements audited by an independent accountant? . . . .. ... ... ... 2b | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:

Separate basis Consolidated basis El Both consolidated and separate basis

¢ If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c X
If the organization changed either its oversight process or selection process during the tax year, explain in

Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337 . . . . . .. . ... oo C e e b e e s 3a | X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken te undergo such audits. 3b | X

Form 990 (2014)

JSA
4E1054 1.000
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SCHEDULE A . Public Charity Status and Public Support OMB No. 1545-0047

(Form 99¢ or 990-EZ) Complete if the organization is a section 501(c)(3) organization or a section

4947(a)(1) nonexempt charitable trust.

Department of the Treasury P Attach to Form 990 or Form 990-EZ. Open to Public
Intemal Revenue Service P Information about Schedule A (Form 980 or 990-EZ) and its instructions is at www.irs.gov/form930. Inspection
Name of the organization Employer identification number

THE STAMFORD HOSPITAL 06-06460917
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 anly one box)

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

2 - 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 neme, ciy, sndstate: ___
5 |:| An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Part IL.)

6 : A federal, state, or local government or governmental unit described in section 170{b){1)(A){v}.
7 |_| An organization that normally receives a substantial part of its support from a governmental unit or from the general public
_ described in section 170(b)(1){A){vi). (Complete Part I.)

8 [ | Acommunity trust described in section 170{b}{1)(A)(vi). (Complete Part Il.)

9 || An organization that normally receives: (1) more than 331/3 % of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 3312 % 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, 1275, See section 509(a){2). (Complete PartlIl.)

10 || Anorganization organized and operated exclusively to test for public safety. See section 509(a}(4).

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

a D Type [. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving

the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting
organization. You must complete-Part IV, Sections A and B.

b Type 1l. A supporting organization supervised or controlled in connection with its supported organization(s), by having
cantrol or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.

c Type 1ll functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.

d Type 1l non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.

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

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

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

{i) Name of supperted organization {ii) EIN (ili) Type of organization | (Iv] Is the organization | (v) Amount of monetary (vi} Amount of
{described on lines 1-9  [listed in your goveming support (see other support (see
above or IRC section document? instructions}) instructions)
(see instructions))
Yes No

{A)

B

€

(D}

(E)

Total i :

For Paperwork Reduction Act Notice, see the Instructions for Schedule A {(Form 930 or 990-EZ) 2014

J5A Form 990 or 990-EZ.
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THE STAMFORD HOSPITAL 06-0646917
Schedule A (Form 980 or 980-EZ) 2014 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 Il If the organization fails to qualify under the tests listed below, please complete Part lll.)
Section A. Public Support
Calendar year {or fiscal year beginning in) {a) 2010 {b) 2011 {c) 2012 {d) 2013 (e) 2014 {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 onits behalf. . . . . . .

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

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

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

6  Public support. Subtract line § from line 4.

Section B. Total Support
Calendar year (or fiscal year beginning in) (a) 2010 {b) 2011 (c} 2012 {d) 2013 (e) 2014 {f Total

7 Amounts fromlined . ... ... ...

8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
Sources_ & F 4 & 1 4 & 4 8 & o m o= 1 m

9 Net income from unrelated business
activities, whether or not the business
is regularly carriedon . . . . . . e

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

(Explainin Partvl) . . ... ... SR
11 Total support. Add lines 7 through 10 . .
12  Gross receipts from related activities, etc. (SEeNSrUCHONS) + « + « v v v @ v v v e s 0 v o v v b n v o0 .. 12
13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501{c}(3)
Organization, Check this BOX AN SEOP NEIE L . . . . . u v v v v e e e e e e e e e e e e e e e e e e e e ke e e e e e » [ ]
Section C. Computation of Public Support Percentage
14 Public support percentage for 2014 (line 6, column (f) divided by line 14, column(f}) . .. ... .. 14 %
15 Public support percentage from 2013 Schedule A, Part Il line14 . . . . .. ... ... .. ... 15 %
16a 331/3% support test - 2014. If the organization did not check the hox on line 13, and line 14 is 331/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization ., . .. ... ... ... ..... > |:|
b 331/3% support test - 2013. If the organization did not check a box on line 13 or 164, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization, . .. ........... > [’

17a 10%-facts-and-circumstances test - 2014. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in
Part VI how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported

T 10T - » [
b 10%-facts-and-circumstances test - 2013. If the organization did not check a box on line 13, 16a, 16b, or 173, 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 V| how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly

supported Organization. . . . . . .t i i 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
iNStruUCtions . . . . ... ... e e e R R B

Schedule A (Form 990 or 990-E2) 2014

JBA
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THE STAMFORD HOSPITAL

06-0646917

Schedule A (Form 990 or 990-EZ) 2014 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 I,
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 (@) 2010 {b) 2011 {c}2012 (d) 2013 (e)2014 {f) Total
1 Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.”)
2  Gross receipts from admissions, merchandise
scld 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 orexpended on itsbehalf |, | |, ., . .
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
¢ Addlines 7aand7b. . . . . . .. ...
8 Public support (Subfract line 7¢ from
N6 v v v v v e v e e e e e e e
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2010 (b) 2011 (c) 2012 (d) 2013 {e) 2014 {f) Total
9 Amounfsfromline6. . ... ......
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar -
SOUICES | » o 4 = s « & = 2 o & s » & & «
b Unrelated business {axable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 | . .
c Addlines 10aand10b , _ .. ...
11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedon » « » s s 6 2 2 @ 2 e a o«
12 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartVl) . ... .......
13 Total support. (Add lines 9, 10c, 11,
and12) , L, .
14  First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section §501(c)(3)
organization, check this box and stop here. . . . . I T . >
Section C. Computation of Public Support Percentage
15  Public support percentage for 2014 (line 8, column (f) divided by line 13, colurmn (), . . . . . . . . . .. .. 15 %
16  Public support percentage from 2013 Schedute A, Part L line15. . . v o v v v v v v v v v o v v v o s e s 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2014 (line 10c, column {f) divided by line 13, column (7)) , _ . . . ... .. 17 %
18 Investment income percentage from 2043 Schedule A, Partlll, ine17 . . . . . . 0 v v i s i 18 %

19a 331/3% support tests - 2014. If the organization did not check the box on line 14, and ling 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 W
b 331/3% support tests - 2013. 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 gualifies as a publicly supported organization M
20 Private foundation. If the organization did not check a box on line 14, 18a, or 19b, check this box and see instructions b ’:!

4E12‘éﬁ‘°§.000
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THE STAMFORD HOSPITAL 06-0646917
Schedule A {(Form 290 or 980-EZ) 2014 Page 4
Supporting Organizations
{Complete only if you checked a boxon line 11 of Part |. If you checked 11a of Part |, complete Sections A
and B. If you checked 11b of Part |, complete Sections A and C. If you checked 11c of Part |, complete
Sections A, D, and E. if you checked 11d of Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes| No

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

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

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

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

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

d4a Was any supported organization not organized in the United States (“foreign supported organization")? If | [ A
"Yes" and if you checked 17a or 11b in Part |, answer (b} and (c) below. 4a |

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

¢ Did the organization support any foreign supporied organization that does not have an IRS determination
under sections 501(¢)(3) and 508(a)(1) or (2)? If "Yes," expiain in Part VI what controls the organizafion used
to ensure that all support to the foreign supported organization was used exclusively for section 170{c}{2)(B)
pUIPOSes. 4c

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

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

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

6 Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (a} its supported organizations; (b} individuals that are part of the charitable class
benefited by one or more of its supported organizations; or (c) other supporting organizations that also
support or benefit one or more of the filing organization's supported organizations? If "Yes" provide detaifin | | |
Part V1. 6

7 Did the organization provide a grant, loan, compensation, or other similar payment to a substantial
contributor (defined in IRC 4958(c)(3)(C)), a family member of a substantial contributor, or a 35-percent .
controlled entity with regard to a substantial contributor? /f"Yes," complete Part | of Schedule L (Form 980). 7

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 77 |.... .1
If"Yes," complete Part | of Schedule L (Form 990). 8

9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in section 4946 (other than foundation managers and organizations described | ..__{ .| . . .
in section 509(a)(1) or (2))? if "Yes," provide detail in Part V1. 9a

b Did one or more disqualified persons (as defined in line 9(a)) hold a controlling interest in any entity in which |

the supporting organization had an interest? /f"Yes," provide detail in Part V1. gb

¢ Did a disqualified person (as defined in line 9(a}) have an ownership interest in, or derive any personal benefit {. .

from, assets in which the supporting organization also had an interest? /f "Yes," provide delaif in Part V1. 9c

10a Was the organization subject to the excess business holdings rules of IRC 4943 bhecause of IRC 4943(f)

(regarding certain Type Il supporting organizations, and all Type Il non-functicnally integrated supperting B I
organizations)? If "Yes," answer (b) below. 10a

b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, o |.....:

delermine whether the organization had excess business holdings.) 10b

JSA Schedule A (Form 550 or 990-EZ) 2014
4E1229 2,000
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THE STAMFORD HOSPITAL 06=~0646917
Schedule A (Form 990 or 990-EZ) 2014 Page 5
Eladl'8  Supporting Organizations (continued)

Yes| No
11 Has the organization accepted a gift or contribution from any of the following persons? :
a A person who directly or indirectly controls, either alone or together with persons described in (b} and (c) R
below, the governing body of a supported organization? 11a
b A family member of a person described in (a) above? 11b
¢ A 35% controlled entity of a person described in (a) or {b) above? if “Yes” [0 g, b, or ¢, provide detail in Part V1. 11¢c
Section B. Type | Supporting Organizations
Yes| No
1 Did the directors, trustees, or membership of one or more supported organizations have the power o
regularly appoeint or elect at least a majority of the organization's directors or trustees at all times during the
tax year? If "No," describe in Part VI how the supporied organization(s) effectively operaled, supervised, or
conltrolled the organization’s activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were alflocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1
2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If "Yes," explain in Part
VI how providing such benefit carried out the purposes of the supported organizalion(s) that operafed, o
supervised, or controlled the supporting organization. 2
Section C. Type ll Supporting Organizations
Yes| No
1 Were a majority of the organization's directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization's supported organization(s)? /f "No," describe in Part VI how control
or management of the supporting organization was vested in the same persons that controlfed or managed .
the supported organization(s). 1
Section D. All Type lll Supporting Organizations
Yes| No
1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the :
organization's tax year, (1) a written notice describing the type and amount of support provided during the prior
tax year, (2) a copy of the Form 990 that was most recently filed as of the date of notification, and (3) copies of
the organization’s governing documents in effect on the date of notification, to the extent not previously
provided? 1
2 Were any of the crganization's officers, directers, or trustees either {i) appointed or elected by the supported
organization(s) or (i) serving on the governing body of a supported organization? /f "No,” explain in Part VI how |
the organization maintained a close and continuous working relationship with the supported organization(s). 2
3 By reason of the relationship described in (2), did the organization’s suppoerted organizations have a
significant voice in the organization's investment policies and in directing the use of the organization's
income or assets at all times during the tax year? If "Yes,” describe in Part VI the role the organization’s .
supported organizations played in this regard. 3

Section E. Type lll Functionally-Integrated Supporting Organizations
1 Check the box next to the method that the organization used fo safisfy the Integral Part Test during the year {see instructions).
a The organization satisfied the Activities Test. Complete line 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.
4 The organization supported a governmental entity, Describe in Part VI how you supported a government entity (see instructions).

Yes| No

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

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

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

3 Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or .
trustees of each of the supported organizations? Provide detaifs in Part VI, 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each [ ...
of its supported organizations? If "Yes, " describe in Part Vi the role played by the organization in this regard. 3b

JsA Schedule A (Form 990 or 990.EZ) 2014
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THE STAMFORD HOSFITAL
Schedule A (Form 990 or 990-EZ) 2014

06-0646917

Page 6

Type lll Non-Functionally Integrated 509(a)(3) Supporting Organizations

1 Check here if the crganization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970. See instructions. All

other Type Ill non-functionally integrated supporting organizations must complete Sections A through E.

Section A - Adjusted Net Income

(A) Prior Year

(B) Current Year
{optional)

1 Net short-term capital gain

2 Recoveries of prior-year distributions

3 Other gross income (see instructions)

4 Add lines 1 through 3

5 Depreciation and depletion

b o (N |

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

o™

7 Other expenses {see instructions)

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

Section B - Minimum Asset Amount

(A) Prior Year

(B) Current Year
(optional)

1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):

a Average monthly value of securities

b Average monthly cash balances

¢ Fair market value of other non-exempt-use assets

d Total (add lines 1a, 1b, and 1¢)

e Discount claimed for blockage or other
factors (explain in detail in Part VI):

2 Acquisition indebtedness applicable to non-exempt-use assets

4]

3 Subtract line 2 from line 1d

[ ]

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

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

8 Multiply line 5 by .035

7 Recoveries of prior-year distributions

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

0~ |(n ||

Section C - Distributable Amount

Current Year

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

2 Enter 85% of line 1

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

4 Enter greater of line 2 or line 3

5 Income tax imposed in prior year

(LA 2RSSR

6 Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency temporary reduction (see instructions)

6

7 u Check here if the current year is the organization's first as a non-functionally-integrated Type Il supporting organization (see

instructions).

JEA
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THE STAMFCRD HOSPITAL

Schedule A (Form 890 or $90-EZ) 2014

06-0646917

Page 7

Type lll Non-Funciionally integrated 509(a)(3) Supporting Organizations (confinued)

Section D - Distributions

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

2

Amounts paid to perform activity that directly furthers exempt purposes of supported

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempi-use assets

Qualified set-aside amounts (prior IRS approval required)

Cther distributions (describe in Part VI). See instructions.

Total annual distributions. Add lines 1 through 6.

03[~ |on O (4= |

Distributions to attentive supported organizations to which the organization is responsive

{provide details in Part Vl). See instructions.

[1+]

Distributable amount for 2014 from Section C, line 6

Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

(0
Excess Distributions

(i)
Underdistributions
Pre-2014

{iii)
Distributable
Amount for 2014

Distributable amount for 2014 from Section C, line 6

Underdistributions, if any, for years prior to 2014
(reasonable cause required-see instructions)

Excess distributions carryover, if any, to 2014:

From 2013 . .......

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2014 distributable amount

Carryover from 2009 not applied (see instructions)

=T | e (oo o e

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

Distributions for 2014 from Section
D, line 7: $

Applied to underdistributions of prior years

Applied to 2014 distributable amount

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

Remaining underdistributions for years prior to 2014, if
any. Subtract lines 3g and 4a from line 2 (if amount
greater than zero, see insfructions).

Remaining underdistributions for 2014, Subtract fines 3h
and 4b from line 1 (if amount greater than zero, see
instructions).

Excess distributions carryover to 2015. Add lines 3j
and 4c.

Breakdown of line 7:

Excessfrom 2013, .. .....

oo T

Excessfrom 2014, .. ... ..

JSA

4E1232 3.000

509980 1274

vV 14-7.16

Schedule A (Form 990 or 990-EZ) 2014
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THE STAMFORD HOSPITAL 06-0646917
Schedule A (Form 9890 or 920-EZ) 2014 page 8

Supplemental Information. Provide the explanations required by Part II, line 10; Part II, 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 530-EZ} 2014

4E1225 3,000
509980 1274 V 14-7.16 PAGE 20



Schedu
(Form 990,
or 990-PF)

Department of the Treasury

le B Schedule of Contributors

OMB No. 1545-0047

990-EZ,

nue Service | P Information about Schedule B (Form 990, 990-EZ, or 990-PF) and Its instructions Is at www.irs.gov/form390,

p Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@ 1 4

Intermnal Reve
Name of the organization Employer identification number
THE STAMFORD HOSPITAL
06-0646917

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

|___| 4947 (a)(1) noenexempt charitable trust not treated as a private foundation

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

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

(] 501(c)(3) taxable private foundation

Check if y

our 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 980, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000
or more {in money or property) from any one contributor. Complete Parts | and Il. See instructions for determining a
contributor's total contributions.

Special Rules

]

[]

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

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

For an organization described in section 501(¢)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled more than $1,000. If this box is checked, enter here the tota! contributions that were received
during the year for an exclusively religious, charitable, etc., purpose. Do not complete any of the parts unless the
General Rule applies to this organization because it received nonexclusively religious, charitable, etc., contributions
totaling $5,000 or more during the year |

L T T T T R R T I T R O N T A}

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 930; or check the box on line H of its Form 990-EZ or on its

Form 980

-PF, Part |, line 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 890-PF),

For Paperw

J5A
4E1281 2.000

50

ork Reductlon Act Notice, see the Instructions for Form 990, 880-EZ, or 990-PF. Schedule B {Form 990, 990-EZ, or 550-PF) (2014)

8980 1274 V 14-7.1¢
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Schedule B (Form 980, 990-EZ, or 890-PF) (2014}

Page 2

Name of organization

THE STAMFORD HCSPITAL

Employer identification number

06-0646517

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

{a)
No.

(b}
Name, address, and ZIP + 4

(€

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part It for
noncash contributions.)

(a)
Na.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

{c}

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part || for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

(a}
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

Jsa

4E1283 1.000

509980 1274 vV 14-7.1¢

Schedule B (Form 990, 990-EZ, or 990-FF) (2014}
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Schedule B (Form 990, 830-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSBITAL

Employer identification number

06-0646917

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

(a)
No.

(b)

Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b}

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

515,764.

Person
Payroll .
|

Noncash

{Complete Part |l for
noncash conftributions.}

{a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part 11 for

nancash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

10

Person
Payroll -
Noncash -
{Complete Part 11 for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(€)

Total contributions

{d)
Type of contribution

11

Person
Payroll
Noncash

(Complete Part 1] for
noncash confributions.)

()
No.

(b}
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

12

Person
Payroll
Noncash

{Complete Part 11 for
noncash contributions.)

JSA

4E1253 1.000

509980 1274 v 14-7.16

Schedule B (Form 990, 990-EZ, or 930-PF) {2014)
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Schedule B (Form 980, 890-EZ, or 890-PF) {2014)

Page 2

Name of organization

THE STAMFORD HOSFITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _1§ N Person
Payroll
e e e e e e e Al12,472. Noncash
(Complete Part 11 for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _lf g Person
Payroll
e e ____5,300. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S | Person
Payroll
e _________EQLQQQ_ Noncash
(Complete Part 1l for
__________________________________________ noncash contributions.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1§ B Person
Payrall
e S -4 4 73 Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B U Person
Payroll .
. emee____10,050. Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.}
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _1§ | o e Person
Payroll -
e __________E'LQQQ_ Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B {Form 890, 980-EZ, or 990-PF) (204)
4E1253 1.000

509980 1274 vV 14-7.16
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Schedule B {(Form 950, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization THE S5TAMEFCORD HOSPITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _19 N Person
Payroll
e e _____B3,846, Noncash
(Complete Part Il for
__________________________________________ noncash contributions.}
() {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _29 U Person
Payroll
e e _10,180. Noncash
(Complete Part 11 for
__________________________________________ noncash contributions.)
(a} (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L Person
Payroll
e __,._..__-_._,51919_ Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _22 N Person
Payroll
S 54000, Noncash
(Complete Part [ for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _2§ S Person
Payroll
e e e e e e e e e e _________251999_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _23 o Person
Payroll
e e e e e ee___10,000. Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2014)
4E1263 1.000

509980 1274 V 14-7.1¢6
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Schedule B (Form 990, 990-EZ, or $90-PF) (2014}

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number
06-0646917

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

{a)
No.

(b)
Name, address, and ZIP + 4

(c}
Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part i1 for
nencash contributions.)

(b)
Name, address, and ZIP + 4

()

Total contributions

(d)
Type of contribution

1,000,000.

Person
Payroll
Noncash

(Complete Part 1l for
noncash contributions.)

()
Name, address, and ZIP + 4

(c)

Total contributions

CH
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.}

(a)
No.

(b)

Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

28

Person
Payroll
Noncash

(Complete Part If for
noncash contributions.)

(b}
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

(Complete Part 11 for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

30

Person
Payroll
Nencash

(Complete Part Il for
noncash contributions.)

JESA
4E1253 1

.oeo

509980 1274 vV 14-7.16

Schedule B (Form 9980, 990-EZ, or 930-PF} (2014)
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Schedule B (Form 990, 990-EZ, or 890-PF} (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-064€917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 Person
Payroll
e e e ____6,81%. Noncash
(Complete Part I for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _32 | e Person
Payrell
e e ____30,000. Noncash
{Complete Part [l for
__________________________________________ noncash contributions.)
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _33’ | e Person
Payroil
o i ————— __..,.__...,._.2.9!_999.: Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _35 | e—— Person
Payrell
e 21392000 1 Noncash
{Complete Part [l for
__________________________________________ noncash contributions.)
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _3:E> N Person
Payroll
e eee____%0,000. Noncash
(Complete Part I for
__________________________________________ noncash contributions.)
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _3_6 N Person
Payroll
10,000 Noncash

{Complete Part Il for
noncash contributions.)

JSA

AE1253 1.000

509980 1274 Vv 14-7.16

Schedule B {Form 950, 990-EZ, or 990-PF) (2014)
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Schedule B (Form 990, $90-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number
06-0646917

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

(a)
No.

(b)
Name, address, and ZIP + 4

(€)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part |l for
noncash contributions.)

(a)
No.

(b}
Name, address, and ZIP + 4

(c)

Total confributions

{d)
Type of contribution

39

Person
Payroll
Nencash

(Complete Part Il for
noncash contributions.)

(b}

Name, address, and ZIP + 4

(e)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash centributions.)

{b)
Name, address, and ZIP + 4

(c)

Total contributions

(d}
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
nencash contributions.)

{b}
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

(Complete Part || for
noncash contributions.)

JSA

4E1253 1.000

50998C 1274 vV 14-7.16

Schedule B (Form 980, $90-EZ, or 990-PF) (2014)
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Schedule B (Form 990, 990-EZ, or 890-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917
2 contributors (see instructions). Use duplicate copies of Part [ if additional space is needed.
(a) {b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4§ B Person
Payroll -
e e ___15,000. Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _45 | e e ————————— Person
Payroll
e __________§1913_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A Person
Payroll
e e _____400,696. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _4_6 | e —— e ———————— Person
Payroll
e __________51999_ Noncash
(Complete Part Il for
__________________________________________ noncash centributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 Person
Payroll
e e e et e am ________,_§L999_ Noncash
{(Complete Part |l for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
. U Person
Payroll
e __d______}Qiﬁlé_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedute B (Form 990, 930-E2, or 950-PF) (2014)
4E1253 1.000

509980 1274 v 14-7.16
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Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMEFORD HOSPITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _4_9 | e Person
Payroll
e n _.__._______BELQQQ_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _59 R Person
Payroll
B _________}_QLEQQ_ Noncash
{Complete Part (| for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S OO Person
Payroll
e o e _____10,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
52 | e Person
Payroll
o _________,§L29§_ Noncash
{Complete Part ll for
__________________________________________ nencash confributions.)
{a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
T Person
Payroll
SO U, e ____1s,250. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B S Person
Payroll
__________§L999_ Noncash

(Complete Part It for
nencash contributions.)

JSA

4E12532 1.000

509880 1274 V 14-7.16

Schedule B (Form 990, 990-E2, or 990.PF) (2014}

PAGE 30



Schedule B (Form 990, 990-EZ, or 990-PF) {2014)

Page 2

" Name of organization

THE STAMFORD HOSFITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
e e ______2,000. Noncash
(Complete Part Il for
__________________________________________ noncash coniributions,)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- Person
Payroll
e 22105, Noncash
{Complete Part || for
__________________________________________ noncash contributions.)
{a) (h) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
SR I Person
Payroll
e o e et e o 2t £ it it e—e_____Z120,600. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S8 | Person
Payroll
e e e e e e e e ____18,3869. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
{a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _59 B Person
Payroll
e ee____23,292, Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
{a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L Person
Payroll
e e _Bs2377. Noncash
{Complete Part Il for
__________________________________________ noncash contributions,)
JSA Schedule B (Form 990, 990-EZ, or 590-PF) {2014)
4E1253 1.000

509980 1274 Vv 14-7.16
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Schedule B (Form 990, 990-EZ, or $90-PF) (2014)

Page 2

Name of organization

THE STAMFORD HCSPITAL

Employer identification number

06-0646917
I contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
O e Person
Payroll
e _________12§L91§-_ Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
{a) (b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L8 Person
Payroll
e e e ___.,,___-}(_:'ngg_ Noncash
(Complete Part Il for
__________________________________________ noncash confributions.)
(a) {b) (c) {d)
Na. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _6§ S Person
Payroll
O e ___25,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L Person
Payroll
e .._._....____}9_'.999_ Noncash
(Complete Part Il for
__________________________________________ noencash contributions.)
(a) {b) (c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll -
e it o in e e e o o o e o e e e _____8,456. Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
O | Person
Payroll
10,000 Noncash

(Complete Part ) for
nencash contributions.)

JBA

4E1253 1.000

509980 1274 v 14-7.16

Schedule B {Form 990, 990-EZ, or 990-PF) (2014)
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Schedule B {Form 920, 890-EZ, or 990-PF) (2014) Page 2
Name of organization THE STAMFORD HOSPITAL Employer identification number
06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L Person
Payroll
e e e e e e ee____32,118. Noncash
(Complete Part It for
__________________________________________ nencash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
o8 | Person
Payroll
e 14,000, Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _65_3 S Person
Payroll .
i ————————— ___.__._.____25’1999_ Noncash -
(Complete Part |l for
__________________________________________ nencash contributions.)
(a) (b) (c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
e e 8,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
{a) (b) (¢} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _7} i | e et e e Person
Payroll
S ee_____13,400C. Noncash
(Complete Part Il for
__________________________________________ noencash contributions.)
(a) (b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B O U U Person
Payroll
P ———___21.:000,000. Noncash
(Complete Part [l for
__________________________________________ noneash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 950-PF) (2014)

4E1253 1

.ogo

509980 1274 V 14-7.1%6
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Schedule B {(Form 990, 990-EZ, or 990-PF) (2014}
Name of organization THE STAMFORD HOSPITAL

Page 2
Employer identification number

06-0646¢17

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

{a)
No,

(b}
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash conftributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

74

Person
Payroll
Noncash

(Complete Part Il for
noncash confributions.)

(b)

Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

Person
Payroll

]
Noncash .

{Complete Part Il for
nencash contributions.)

(a)
No.

(b}
Name, address, and ZIP + 4

()

Total contributions

(d)
Type of contribution

76

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

{a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

17

Person
Payroll
Noncash

(Complete Part Il for
nencash contributions.)

(b)

Name, address, and ZIP + 4

(c}

Taotal contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

JSA
4E1253 1.000

5099280 1274

vV 14-7.16

Schedule B (Form 990, 890-E2Z, or 990-PF) (2014)
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Schedule B (Form 990, 990-EZ, or 980-PF} (2014)

Page 2

Name of organization

THE STAMFCRD HOSPITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _7_9 S Person
Payroll
U e A1.531. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
{a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _89 T Person
Payroll
e e ___30,133, Noncash
(Complete Part Il for
__________________________________________ noncash contributions.}
&Y {(b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Ty pe of contribution
L Person
Payroll
e o __________111L§99_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8_2 N Person
Payroll
e ————__1:000,000. | Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
(a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8_3 | e e ———— Person
Payroll .
e _________}QLQQQ_ Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_ _8_4 S Person
Payroll .
__________§L§99_ Noncash -

{Complete Part Il for
noncash contributions.)

JSA

4E1253 1.000

508880 1274 V 14-7.16

Schedule B (Form 990, 990-EZ, or 990-PF) (2014)
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Schedule B (Form 990, $90-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
= Person
Payroll
e _________E’ELEQQ_ Noncash
{Complete Part Il for
__________________________________________ noncash contribufions.)
(a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll
U o ______100,000. Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) {b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
— _82 S Person
Payroll
At et e e e ___5.000. Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) (b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
88 | Person
Payroll
e e e _____200,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B | Perscn
Payroll
e 84170, Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L Person
Payroll
e eee____10,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 950, 990-EZ, or 990-PF) (2014}
4E1253 1.000

509980 1274 Vv 14-7.16
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Schedule B {Form $80, 890-EZ, or $90-PF}) (2014)
THE STAMFORD HOSPFITAL

Page 2
Employer identification number

Name of organization

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
R Person
Payroll
e e — e ot e e _,___,__,2§L§99_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.}
(a} (b} {c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- Person
Payroll
e e ______10,000. Noncash
(Complete Pari |l for
__________________________________________ nencash contributions.)
(a) (b) (c) (d)
No. Name, address, and 2IP + 4 Total contributions Type of contribution
_ _9§ N U Person
Payrall
e e ___%7,000. Noncash
(Complete Part [ for
__________________________________________ nencash contributions.)
(a} (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
84 Person
Pay roll
_________________________________________________ . _26,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2= Person
Payroll .
O e ____25,000. Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 | Person
Payroll
e e ______20,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF} (2014)
4E4263 1.000

509980 1274 V 14-7.16
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Schedule B (Form 890, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646217

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)
Total contributions

(d}
Type of contribution

125,000.

Person
Payroll
Noncash

{Complete Part |1 for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
nencash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(e)

Total contributions

(d)
Type of contribution

59

Person
Payroll
Noncash

{Complete Part i for
noncash confributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

100 _

117,735.

Person
Payrolt
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

101

125,000,

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(e}

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

JSA

4E1253 1.000
50

998G 1274 Vv 14-7.186

Schedule B {Form 930, 990-EZ, or 990-PF) (2014)

PAGE 38



Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSFITAL

Employer identification number

06-0646917
m Contributors {see instructions). Use duplicate copies of Part | if additional space is needed.
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_l_O§ S Person
Payroll .
e ,._..______29_'.999._ Noncash -
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_0_4 e e Person
Payroll
e _________}nggg_ Noncash
(Complete Part )| for
__________________________________________ noncash contributions.)
(a) {b) (c) {d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
105 | e Person
Payroll
e o o o ———— e e _10,036. Noncash
(Complete Part | for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_0_6 N Person
Payroll
B _________}QLQQQ_. Nencash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributicns Type of contribution
10 Person
Payroll
e __________191999_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.}
{a) (b) (c) {(d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
o8 Person
Payroll
__________19L999_ Noncash

{Complete Part Il for
noncash contributions.)

JSA

4E1253 1.000
5095880 1274

vV 14~7.16

Schedule B {Form 990, 990.EZ, or 990-PF) (2014}
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Schedule B {Form 980, 990-EZ, or 830-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification humber
06-0646917

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part 11 for
noncash contributions.)

{a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

110

Person
Payroll

_
Noncash -

(Complete Part Il for
nencash contributions.)

(b
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payrofl
Noncash
{Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll .
Noncash -
(Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part 1l for
noncash confributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d}
Type of contribution

114

Person
Payroll -
Noncash .
{Complete Part Il for
noncash confributions.)

JBA

4E1253 1.000

509980 1274 Vv 14-7.1¢6

Schedule B (Form 990, 990-EZ, or 390-PF) (2014)

PAGE 40



Schedule B (Form 990, 990-EZ, or 980-PF) (2014)

Page 2

Name of organization THE STAMFORD HOSPITAL

Employer identification number

06-0646917

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

(a)
Na.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

115

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No,

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

116 _

Person
Payroll .
Noncash .

(Complete Part || for
noncash contributions.)

{(a)
No.

(b)
Name, address, and ZIP + 4

(c}

Total contributions

(d)
Type of contribution

117

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

{a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

118

Person
Payroll -
Noncash -
(Complete Part Il for

noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part [l for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c}

Total contributions

(d)
Type of contribution

Person
Payroll .
Noncash -
(Complete Part Il for

noncash contributions.)

JSA

4E1253 1.000

509980 1274 vV 14-7.16

Schedule B (Form 990, 950-EZ, or 990-PF} (2014)

PAGE 41



Schedule B (Form 990, 990-EZ, or 990-PF) (2014) Page 2
Name of organizaton THE STAMFORD HOSPITAL Employer identification number
06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
I Person
Payroll
U __________ELQQQ_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2z Person
Payroll
U e ____20,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (¢} {(d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_2:_3 | Person
Payroli -
e __....__..___191.999_ Noncash -
(Complete Part 11 for
__________________________________________ noncash contributions.)
(a) (b} (c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e Person
Payroll
e memme—o__2:125. | Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_%?E__ __________________________________________ Person
Payroll
O oo —___10,406. | Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B U Person
Payroll
e eee___10,000. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
JSA Schedule B {Form 990, 990-EZ, or 990-FF) (2014)
4E1253 1.000

509880 1274 V 14-7.16
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Schedule B {Form $90, 990-EZ, or 990-PF} (2014)

Page 2

Name of organization THE STAMFORD HOSPITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
{(a) {b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 I Person
Payroll
e _________._§1919_ Noncash
(Complete Part il for
__________________________________________ nencash contributions.)
(a) {b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
._1..2§ e | o e e e 2 2 e e Person
Payroll
e e ___5,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_2_9 N S Person
Payroll
o ________..__]:,QLQ.QQ._ Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
(a) (b) {c} : (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_39 | et e e e e e o e e e e o Person
Payroll
e __________E’LQQQ_ Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_.3} | m————— e ——— Person
Payroll
et e e e o e 1 o e ____5,000. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_32 | e e e ———————— Person
Payroll
__________________________________________ $__________5.385. | Noncash
{Complete Part li for
__________________________________________ noncash contributions,)
ISA Schedule B (Form 990, 990-E2, or 990-PF) {2014)
4E1253 1.000

509980 1274 vV 14-7.16
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Schedule B (Form 990, 990-EZ, or 990-PF) (2014}

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

Ce-0646917

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

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

133

Person
Payroll
Noncash

{Complete Part 11 for
noncash confributions.)

(a)
No.

()

Name, address, and ZIP + 4

()

Total contributions

(d)
Type of contribution

134

Person
Payroll
Noncash

(Camplete Part I for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

135

100,100.

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(b)

Name, address, and ZIP + 4

(¢}

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

(Complete Part || for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

137

Person
Payroll
Noncash

(Complete Part I for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

{(d)
Type of contribution

Person
Payroll
Noncash

(Complete Pari || for
nencash contributions.)

JSA

4E1253 1.000

509880 1274 v 14-7.16

Schedule B (Form 990, 990-EZ, or 890-PF) (2014)

PAGE 44



Schedule 8 (Form 990, 990-EZ, or $90-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917

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

(2)
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

135

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributicns

{d)
Type of contribution

140

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

100,000.

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Ty pe of contribution

142

Person
Payroll
Noncash

{Complete Part | for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

143

1,000,0C0.

Person
Payroil
Noncash

(Complete Part |l for
noncash contributions.)

{a)
No.

{b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contributicn

144

Person
Payroll
Noncash

{Complate Part || for
noncash contributions.)

JSA
4E1253 1

000

509980 1274 vV 14-7.16

Schedule B (Form 980, 990-EZ, or 990-FF) {2014)

PAGE 45



Schedule B (Form 290, 950-EZ, or 990-PF}) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646017
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_45’ N Person
Payroll
e it e 11,951, Noncash
(Complete Part 1l for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_.4§ B Person
Payroll
e e ___35s140. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
{a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
I U Person
Payroll
N _________199L999'_ Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
{a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Ty pe of contribution
_l_4§ R Person
Payroll
e ——————— e _____10,250. Noncash
{Complete Part || for
__________________________________________ noncash contributions.)
(a) (b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_49 S Person
Payroll
e ,_._______}91_299_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Ty pe of contribution
_1_59 g Person
Payraoll
e e ___10,000. Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF} {2014)
4E1253 1.000

509980 1274 V 14-7.16
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Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646817

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

{(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)

Type of contribution

250,000.

Person
Payroll -
L

Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(¢}

Total contributicns

(d)
Type of contribution

152

Person
Payroll
Noncash

(Complete Part |l for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

153

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll .
Nencash -
(Complete Part 1 for
noncash contributions.)

(a)
No.

(b}

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

155

Person
Payroll
Noncash

(Complete Part Il for
nencash contributions.)

]

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

110,276.

Person
Payroll .
Noncash -
(Complete Part Il for

noncash contributions.)

JSA

4E1253 1.000

5009980 1274 Vv 14-7.16

Schedule B (Form 980, 990-EZ, or 990-PF) (2014)

PAGE 47



Schedule B (Form 990, 890-EZ, or 830-PF) (2014}

Page 2

Name of organization

THE STAMEFORD HOSPITAL

Employer identification number

06-0646917
m Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L Person
Payroll
e __________Eiégg_ Noncash
(Complete Part )| for
__________________________________________ nancash centributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
LB | Person
Payroll
P e __5,000. Noncash
(Complete Part 1l for
__________________________________________ noncash contributions.)
(a)} (b) (c) {d}
No. Name, address, and ZIP + 4 Total contributicns Type of contribution
_1_5_9 e Person
Payroll
———— e ———— 10,000, Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
60 Person
Payroll
e e ____>500,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
{a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L8 | e e e Person
Payroll
e e ___20,533. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8 Person
Payroll
12,480 Noncash

(Complete Part Il for
noncash contributions.)

ISA Schedule B (Form 590, 990-EZ, or 990-PF) (2014)

4E1252 1.000

508980 PAGE 48

1274 V 14-7.16



Schedule B (Form 590, 890-EZ, or 850-PF} (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917
I contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) {b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_6§ | e Person
Payroll
e e e e T = o _____._._____5.5.999_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L6d Person
Payroll
el __________§L999_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a} {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_6;':’ | e e Person
Payroli
e e __5,100. Noncash
{Complete Part Il for
__________________________________________ nencash contributions.)
(a) (b) (c) d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_6§ o o e e Person
Payroll
e _________§9L999; Noncash
(Complete Part 1l for
__________________________________________ noncash contributions.)
(a) (b) ic) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
18 e Person
Payroll
e e _______16,000. Noncash
(Complete Part |l for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_.1_6§ e e e Person
Payroll
e ___________6L§§§; Noncash
(Complete Part |l for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 980, 890.EZ, or 990-PF) (2014)
4E1255 1.000

509980 1274 vV 14-7.1%6
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Schedule B (Form 990, 950-EZ, or 850-PF} (2014)

Page 2

Name of organization

THE STAMFORD HCSPITAL

Employer identification number

06-0646917

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

(a)
No.

(b}
Name, address, and ZIP + 4

()

Total contributions

{d)
Type of contribution

- 169

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.}

(a)
No.

(b}

Name, address, and ZIP + 4

(€)

Total contributions

(d)
Type of contribution

R

Person
Payroll
Noncash

(Complete Part |l for
noncash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

171

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

172

Person
Payroll
Noncash

{(Complete Part || for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c) .

Total contribution

{d)
Type of contribution

173

Person
Payroll
Noncash

(Complete Part |l for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part It for
noncash contributions.)

JSA

4E1253 1.000

509280 1274 V 14-7.1%6

Schedule B (Form 990, $90-EZ, or 990-PF) (2014)
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Schedule B (Form 990, 890-EZ, or 990-PF) (2014) Page 2

Name of organization THE STAMFORD HOSPITAL Employer identification number
06-0646917

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

{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7;5 | e r—————— Person
Payroll -
__________________________________________ $__________5:000. | Noncash

(Complete Part Il for
noncash contributions.)

(a) (b} (c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7_6 B Person
Payroll
__________________________________________ $_________25,000. | Noncash

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
Na. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
__________________________________________ $_________2§L929'_ Noncash

{Complete Part Il for
noncash contributions.)

(a} )] (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7§ B Person
Payroll
__________________________________________ $__________8,000. | Noncash

(Complete Part I for
noncash contributions.)

(a) (b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_7_9 U Person
Payroll
__________________________________________ $ o __5:345. | Noncash

{Complete Part |l for
noncash contributions.)

(a) () {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_89 B Person
Payroll
__________________________________________ $________10C,785. | Noncash

{Complete Part Il for
noncash contributions.}

JSA Schedule B (Form 980, $30-EZ, or 990-PF) (2014)

451283 1,000
509880 1274 vV 14-7.16 PAGE 51



Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HCSPITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(2) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_8.:1- | e ——————— e Person
Payroll
e e ___15,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1_82 __________________________________________ Person
Payroll
e et it o e T e T R e T ﬂ_________59¢999_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total confributicns Type of contribution
L83 | Person
Payroll
U o _______11,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
._1_.85 | Person
Payroll
e e anem ________1090,000. Noncash
{Complete Part 11 for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1..8§ B Person
Payroll .
e e __.___.__.___.__51&99_ Noncash -
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_1_B§ R Person
Payroll
e e e ki T T 2 7 e o _____..___.__}91999_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 990, 850-EZ, or 990-FF) (2014}
4E1253 1,000

509980 1274

Vv 14-7.16
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Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917

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

(a)
No.

(b)
Name, address, and ZIP + 4

{c)
Total contributions

(d)
Ty pe of contribution

187

Person
Payroll
Nancash

{Complete Part |l for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d})
Type of contribution

Person
Payroll
Noncash

(Complete Part |l for
noncash contributions.)

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Nencash

(Complete Part Il for
noncash contributions.)

{b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part I for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll -
Noncash -

(Complete Part Il for
noncash contributions.)

JSA

4E1253 1.000

5099880 1274

v 14-7.1¢6-

Schedule B (Form 990, 990-EZ, or 990-PF) (2014)
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Schedule B (Form 980, 990-EZ, or 980-PF) (2014)

Page 2

Name of organization THE STAMEFORD HOSPITAL

Employer identification number

06-0646917

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

(a)
No.

(b)

Name, address, and ZIP + 4

{c)
Total contributions

(d)

Type of contribution

193

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.}

()

Name, address, and ZIP + 4

{c)

Total contributions

(d)

Type of contribution

15,000,000.

Person
Payroll
Noncash

{Complete Part |l for
noncash confributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

195

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(b}

Name, address, and ZIP + 4

()

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

{b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(e)

Total contributions

(d)
Type of contribution

198

Person
Payroll
Noncash

(Complete Part Il for
nencash contributions.)

JSA
4E1253 1

.oco

509980 1274 vV 14-7.16

Schedule B (Form 990, 990-EZ, or 980-PF) (2014)
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Schedule B {Form 990, 990-EZ, or 980-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) {b) (c) )
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_%99._ __________________________________________ Person
Payroll
e e ____308.000. Noncash
{Complete Part I} for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total confributions Type of contribution
_2_09 | e e ———————————— Person
Payroll -
e e ____HH_HH_§¢999ﬂ Noncash I.
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
20 Person
Payroll
e e ____50,0C0. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a} (b) )] (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll .
e _________}_41223_ Noncash -
{Complete Part 11 for
__________________________________________ noncash confributions.)
(a) (b) (c} ()
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_0§ | o Person
Payroll
e —————— ,,,______EELQQQ, Noncash
(Complete Part |l for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L Person
Payroll .
e e _.__.____.__.2_5.’_'._0.99:. Noncash -
(Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 890, 990-EZ, or $90-PF) (2014)
4E%253 1,000

309880 1274 vV 14-7.16
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Schedule B (Form 990, 990-EZ, or 890-PF) (2014)

Page 2

Name of

organization THE STAMFORD HOSPITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) b {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
205 Person
Payroli
e e eeeee 22000, Noncash
{Complete Part 11 for
__________________________________________ noncash contributions.)
(a) {h) {c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
208 Person
-1 Payroll
e e ____185,000. Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_02 B Person
Payroll
e __________B_GLléé_ Noncash
(Complete Part |l for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_.0§ | e ——— Person
Payroll
e ————— e _____300,000. Noncash
(Complete Part Il for
__________________________________________ noncash confributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
208 o ______ Person
Payroll
__________________________________________ $_________20,00C. | Noncash
(Complete Part |l for
__________________________________________ noncash coniributions.)
(a) (b} {c) (a)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 Person
Payroll
__________________________________________ $_________20,000. | Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
iSA Schedule B (Form 590, 90-EZ, or 990-PF) (2014)
4E1253 1.000

509980 1274 V 14-7.16
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Scheduls B (Form 990, 990-EZ, of 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917

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

{a)
No.

(b)
Name, address, and 2IP + 4

(c}

Total contributions

{d)
Type of contribution

211

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

{a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

_212

Person

Payroll -
Noncash -

(Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

213

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZiP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll -
Noncash -
{Complete Part Il for
noncash confributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll -
Noncash .
{Complete Part 11 for
noncash confributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

216

Person
Payroll .
Noncash -
(Complete Part I for
noncash contributions.)

JSA
4E1253 1

.00

509980 1274 v 14-7.1¢

Schedule B (Form 950, 990-EZ, or 990-PF) (2014}
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Schedu

le B (Form 990, 990-EZ, or 990-PF} (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917

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

(a)
No.

{b)
Name, address, and ZIP + 4

()
Total contributions

(d)
Type of contribution

_217

Person
Payroll
Noncash

(Complete Part 1l for
noncash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

218 _

400,000.

Person
Payroll
Noncash

{Complete Part | for
noncash contributions.)

{a)
No.

(b)

Name, address, and ZIP + 4

{c}

Total contributions

(d)
Type of contribution

219

Person
Payroll
Noncash

{Complete Part || for
noncash contributions.)

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash centributions.)

(b)
Name, address, and ZIP + 4

(€)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

222

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

JSA
4E12531

.00o

509980 1274 V 14-7.16

Schedule B (Form 990, 990-E2, or 990-PF) (2014}
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Schedule B (Form 990, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917
EE contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
{a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_2§ S Person
Payroli
e e ___25,000. Noncash
(Complete Part |l for
__________________________________________ noncash confributions.)
(2) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
..2._25 | e ————— Person
Payroll -
P _________}91%?9; Noncash -
{Complete Part Il for
__________________________________________ noncash confributions.)
{a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
220 Person
Payroll
e e _____5,000. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_2_6 | e e ————————— Person
Payroll .
PR _________}:_LLQZZ; Noncash -
(Complete Part Il for
__________________________________________ noncash confributions.)
(a) (b) c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_21 | e e Person
Payroll
N S OV .._.._.....___E’QLQQQ'_ Noncash
{Complete Part Il for
__________________________________________ nencash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2B | e Person
Payroll .
e _________3_621§§J_-'_ Noncash -
(Complete Part il for
__________________________________________ noncash confributions.)
IsA Schedule B (Form 980, 990-EZ, or 990-PF) (2014)
4E1253 1.000

509980 1274 vV 14-7.16
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Schedule B {Form 950, 990-EZ, or 990-PF) (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917
Contributors (see instructions). Use duplicate copies of Part | if additional space s needed.
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_2_9 e e e —————————— Person
Payroll
e e____20,000C. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
{a) (b) ] (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_39 N Person
Payroll
e e e e e i e e ___%1,000. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e Person
Payroll
e e e e e e e ot o e _________}QLQQQ_ Noncash
(Complete Part Il for
__________________________________________ noncash centributions.)
(a) (b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2_32 __________________________________________ Person
Payroll
e o o e e e e e e ____B5.300. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_32’ o Person
Payroll
e ,._____..___E’LQQQ_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_3_4 B Person
Payroli
e e ————————— _.____._____5’1999_ Noncash
{Complete Part |l for
__________________________________________ noncash centributions.)
JSA Schedule B (Form 990, 990-EZ, or 990.PF) {2014)
4E1253 1.000

509980 1274 Vv 14-7.1¢
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Schedule B (Form 990, 990-EZ, or 890-PF) (2014}

Page 2

Name of organization THE STAMEORD HOSPITEL

Employer identification number

06-06469817
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
{a) (b) {c) (d
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_%§§‘_ __________________________________________ Person
Payroll
e e ____5,500. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
(a) {b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_3_6 S Person
Payroll -
e o o e e o e e _________}§L§§§; Noncash .l
(Complete Part 1 for
__________________________________________ noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
23T | Person
Payroll
e e e e e e e e —— e____5,000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2._3_8 __________________________________________ Person
Payroll .
e e o o A 8 A At o 2t e — ____________51999; Noncash -
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_39 S Person
Payroll .
e e 10,000. Noncash Il
(Complete Part || for
__________________________________________ noncash contributions.)
(a} {(b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_%ﬂg._ __________________________________________ Person
Payroll
e et e e o e e e 7 o 2t o o A it o ___ﬂ____“_ELQQQ; Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
JISA $chedule B (Form 990, 950.EZ, or 890-PF) (2014)
4E1253 1,000

509980 1274 vV 14-7.1%6
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Schedule B (Form 990, 990-EZ, or 980-PF} (2014)

Page 2

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646917

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

(a)
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash centributions.}

(a)
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

242

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

(a)
No.

(b}

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

243

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash centributions.)

(b}

Name, address, and ZIP + 4

(e)

Total contributions

(d)
Type of contribution

Person
Payroll .
Noncash -
(Complete Part Il for
noncash contributions.)

(b}

Name, address, and ZIP + 4

(€)

Total contributions

(d)
Type of contribution

100,000.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

JSA
4E1253 1

009

509980 1274 vV 14-7.16

Schedule B (Form 990, 890-EZ, or 990-PF) (2014)

PAGE 62



Sehedule B (Form 990, 930-EZ, or 990-PF) (2014) Page 2
Name of organization THX STAMFCRD HOSPITAL Employer identification number
06-0646917
sE1dll Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
%ﬂ]._ __________________________________________ Person
Payroll
__________________________________________ $ o __5:250. | Noncash
{Comptete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
248 | Person
Payroll
e _________}QLEQQ_ Noncash
(Complete Part I for
__________________________________________ noncash contributions.}
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_2_4_9 e e ————— Person
Payroll
L e ____25,000. Noncash
(Complete Part Il for
__________________________________________ noncash confributions.)
(a) (b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
250 Person
Payroll
e _________}QLQQQ_ Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
{a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
N e _15,1862. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
{a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
252 e Person
Payroll
e e e e e e e e e e e e e e ____15.,183. Noncash
{Complete Part | for
__________________________________________ nencash contributions.)
ISA Schedule B {Form $90, 390-EZ, or 990-PF} {2014)

4E1253 1.000

509280 1274 Vv 14~7.16
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Schedule B (Form 980, 890-E2, or 990-PF) (2014)

Page 3

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06~0646917

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

(a) No. {c)
f (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g {see instructions)
SIOCK
-_— _8_ - | —_——_—t—t_—ere et e ———
S IS 505,764 | _________._._
(a) No. c
from (b) FMV (or(e)stimate) d)
Description of noncash property given Date received
Part | (see instructions)
STOCK
-— _9_ | e e e e e e e e e e e e e e e e e e e e e e e -  — — — — — — — — — —— — i —— ——
S - S 8,204, | _____________
{a) No. (c)
‘ (b) : d)
rom D ipti § h ) FMV (or estimate) Dat ived
Part | escription of noncash property given (see instructions) ate receive
BTOCK e e
3
N - 96,242 | _____________
{a) No. {c)
¢ (b) . (d}
rom Description of noncash property given FMV {or estimate) Date received
Part | P property g {see instructions)
STOCK
05 .
S I SO 10,086, | _____________
{a) No. (c)
f ) . (d)
rom Describtion of h . FMV (or estimate) Dat ved
Part| escription of noncash property given (see instructions) ate receive
STOCK o ______
L
S 18,800, | _____________
{a) No. {©)
f (b) . (d)
rom D it § h . FMV (or estimate) Dat ved
Part | escription of noncash property given (see instructions) ate receive
STOCK e
116

JSA
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Schedule B (Form 990, 990-EZ, or 990-PF} (2014)

Page 3

Name of organization

THE STAMFORD HOSPITAL

Employer identification number

06-0646817

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

(a) No. (c)
p (b) , (d)
rom Description of noncash prope iven FMV (or estimate) Date received
Part | P property g (see instructions)
STOCK
125 | .
| $ 10,406. | _____________
{(a} No. (c)
§ {b) . {d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g {see instructions)
STOCK
132 | e ——————————
OV £ S 5,240 | ..
(a) No. c
p (b) @ (@
rom Description of noncash property given FMV {or estimate) Date received
Part | P property g (see instructions)
STOCK
B
R IS 99,970 | _____________
{a) No. (c}
i (b) . (d)
rom D ription of non h pr riy given FMV (or estimate) Date r ived
Part | eserip cash property g (see instructions} ecelve
10113.60 e ———
B
T S5 10,134, | _____________
{a) No. {c)
i (b) . (d)
rom Description of noncash property given FMV {or estimate) Date received
Part | P property g (see instructions)
STOoCK _ _
80 |
e A8 11,455, | __________.___
(a) No. (c)
§ {b) . (d)
rom Description of noncash prope iven FMV {or estimate) Date received
Part i P property g (see instructions) !
STOCK
197

JSA
4£E1254 1,000

509980 1274

V 14-7.16
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Schedule B (Form 990, 990-EZ, or 850-PF) (2014)

Page 3

Name of organization

THE STAMFORD HCSPITAL

Employer identification number

06-0646917

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

{a) No. (c}
from (b) : (d)
Description of noncash property given FMV (or estimate) Date received
Part | P property g {see instructions)
SToCK .
228 |
N £ S B1,854. | _________.____
(a) No. c
£ (b) fc) . {d)
rom Description of noncash property give FMV (or estimate) Dat ived
Part | P property given (see instructions) ale receive
O
251

{a) No.
from
Part |

(b)

Description of noncash property given

(c)
FMV (or estimate)
(see instructions)

(d)

Date received

{a} No.
from
Part [

(b)

Description of noncash property given

(c)
FMV (or estimate)
{see instructions)

(d)

Date received

(a) No.
from
Part |

(b)

Description of noncash property given

(c)
FMV (or estimate)
{see instructions)

(d)

Date received

{a) No.
from
Part |

{b)

Description of noncash property given

(c)
FMV (or estimate)
(see instructions)

(d)

Date received

JSA

4E1254 1,000
508980
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Schedule B (Form 990, 990-EZ, or §50-PF) (2014)

Page 4

Name of organization THE STAMFORD HOSPITAL

Employer identification number
06-0646917

m Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or (10}
that total more than $1,000 for the year from any one contributor. Complete columns (a}) through (e) and the
following line entry. For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,

contributions of $1,000 or less for the year. (Enter this information once. See instructions.) » $

Use duplicate copies of Part |l if additional space is needed.

{a}) No.
from
Part 1

(b} Purpose of gift

(c) Use of gift

{d) Description of how gift is held

{a) No.
from
Part |

(a) No.
from
Part |

(a) No.
from
Part |

JEA
4E1285 1.000

509980 1274 v

14-7.16

Schedule B (Form 930, 890.EZ, or 990-PF) (2014)
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SCHEDULE C Political Campaign and Lobbying Activities |LomB No. 1545-0047

{Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2@1 4

- Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ. Open to Public
P Information about Schedule C (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form890.

Department of the Treasury
Intemal Revenue Senvice

If the organization answered "Yes," to Form 920, Part IV, line 3, or Form 990-EZ, Part V, line 46 {Political Campaignh Activities), then
& Section 501(c)(3) organizations: Complete Parts |-A and B. Do not complete Part [-C.

® Section 501(c) (other than section 501(c}(3)) organizations: Complete Parts 1-A and C below. Do not complete Part i-B.
® Section 527 organizations: Complete Part [-A only.
If the organization answered "Yes," to Form 990, Part IV, line 4, or Form 930-EZ, Part VI, line 47 (Lobbying Activities), then
e Section 501(¢)(3) organizations that have filed Form 5768 (election under section 501¢{h}): Complete Part Il-A. Do not complete Part [I-B.

& Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part 11-B. Do not complete Part [I-A.

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

e Section 501(c)(4), (5), or (6) organizations: Complete Part Il
Name of organization Employer identification number
THE STAMFORD HOSPITAL 06~0646217

Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Provide a description of the organization's direct and indirect political campaign activities in Part IV.

2 Political expenditures, , ., . ... .. L e e e e e L ]
3 Volunteerhours, | . . .. . v v vt b e,

Inspection

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 section4955 , |, » §
3 If the organization incurred a section 4955 tax, did it file Form 4720 forthisyear?, , , . ... ... ... ... \:‘ Yes H No
4a Wasacomectionmade? . . ... ... .... ... ... ..., e e Yes No
b If "Yes," describe in Part IV,
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
BOHVIHES . . L L L e e e e e e >S
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exemptfunctionactivities, . . ... ... ... .. L o o e >3

3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,

T | &
4 Did the filing organization file Form 1120-POL for this YEar? . . . . .. oo v v s e e e ee e e e e e L [ves [ Ino
5 Enter the names, addresses and employer identification number (EIN} of all section 527 political organizations to which the filing
organization made payments. For each organization listed, enter the amount paid from the filing organization's funds. Also enter
the amount of political contributions received that were promptly and directly delivered to a separate political organization, such
as a separate segregated fund or a political action committee (PAC). If additional space is needed, provide information in Part IV.
{a) Name (b) Address {c) EIN (d) Amount paid from {e) Amount of political
filing organization's  |contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization. If
none, enter -0-.
(1
(2)
(3)
(4)
{5)
(6)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 890-EZ. Schedule C (Form 990 or 990-E2Z) 2014
Jsa
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Schedule C {(Form 990 or $90-EZ) 2014 THE STAMFORD HOSPITAL 06=-0646517 Page 2
Compilete 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

1a Total lobbying expenditures to influence public opinjon (grass roots lobbying)., . . . .
b Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .
¢ Total lobbying expenditures (add lines 1aand1b) . . . . ... ... .. ... .....
d Other exempt purpose expendifures . . . . .. ........ e e e e e e e e e
e Total exempt purpose expenditures {(add llnes1cand1d) e e e e e e
f Lobbying nontaxable amount. Enter the amount from the following table in both

columns.
If the amount on line 1e, column (a} or (b) is: The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 1e.

Qver $500,000 but not gver $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,0600,000 but not over $1,500,000  [$175,000 plus 10% of the excess over $1,000,000.
Over $1,500,000 but not over $17,000,000 |$225,000 plus 5% of the excess over $1,500,000.
Over $17,000,000 $1,000,000.

g Grassroots nontaxable amount (enter25% ofline1f) . . . . . . ... ... .. ... ..
h Subtract line 1g from line 1a. if zeroorless,enter-0- . . . . .. .. .. .........
1

I

i Subtract line 1f from line 1c. [fzeroorless, enter-0- . . . . v v v h v o vt e e o e v ns
If there is an amount other than zere on either line 1h or line 1i, did the organization file Form 4720
reporting section 4911 taxfor this ¥ear? . . . . . i v i i b bt e e e e e e bt n e e tn e DYes \:INO
4-Year Averaging Period Under Section 5§01{h)
{Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

baginning in) (a) 2011 (b)2012 (c) 2013 {d) 2014 {e) Total

2a Lobbying nontaxahle 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 890-EZ) 2014
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