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Return of Organization Exempt From Income Tax
Under section 501{c), 627, or 4847{a){1} of the Internal Revenue Code {except private foundations})
P Do not enter social security numbers on this form as it may be made public.
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OMB No, 1545-0047

o 990

Deparbmant of tha Traasury
Internal Revenue Service

Open to Pubhc
Inspection

A For the 2016 calendar year, or tax year beginning and ending
B E;‘;ﬁgagiez C Name of organization D Employer identification number
[X]one | TRINITAS REGIONAL MEDICAL CENTER
D?ﬁﬁZa Doing business as 22-3601678
ot Number and street (or P.0. box if mail is not delivered to strest address) Roomy/suite | E Telephone number
Final 225 WILLTAMSON STREET 9089948174
Hag City or town, state or province, country, and ZIP or forelgn postal code G Grossroceipts $ 420,139,532,
fvonded | ELIZABETH, NJ 07207 H{a} Is this a group return
Dﬁgﬁg‘“‘ F Name and address of principal officer: GARY S. HORAN for subordinates? [_Ives No
pancing SAME AS C ABOVE H(b, Ara all subordinates included? [:l Yeos D No
| _Tax-exempt status: 501(c)(3) D 501¢e) ¢ ) (insertno.) [ ] 4947(a){ ) or [ iso7 If "No," attach a list. {see instructions)
J_ Website; p» WWW. TRINITAS.ORG Hic) Group exemption numbsr

I L Year of formatior; 200 01 M Stata of lagal domicile: NJ

[ ] other

K Form of organization: Garporation [ ] Trust [ | Association
[PartT]

Summary
o| 1 Briefly describe the organization's mission or most significant activities: TRINITAS - A CATHOLIC TEACHING
e HOSPITAL - PROVIDES HEALTHCARE TO THE PEOPLE AND COMMUNITY WE SERVE.
g 2 Check this box E::] If the organization discontinued its operations or disposed of more than 25% of its net assets.
%’ 3 Number of voting members of the governing body (Part VI, line 18) i L8 17
3 4  Number of independent voting members of the governing body (Part VI, line 1b) ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 4 16
w| 5 Total number of indlviduals employed in calendar year 2016 (PartV, line 2a) ... 5 2832
:‘§ & Total number of volunteers {estimate if necessary} ..., LB 314
E 7 a Total unrelated business revenue from Part VIH, column (C) etz 7a 275,285,
b Net unrelated business taxable income from Form 990-T, HNe 34 .o eiaenaenans ¥is] -186,724.
Prior Year Current Year
ol 8 Contributions and grants (Part VIll, line 1h) 65,152,105, 61,388,834.
% 8 Program service revenue (Part VI, Bne 2g) 241,374 ,654.| 251,034, 288.
Z| 10 Ilnvestment income Part VIIl, column (A}, lines 3, 4, and 7d) 8,429,330, 3,881,621,
1 11 Other revenus (Part Vill, column {A), lines 5, 6d, &c, 9¢, 10¢, and 118} 6,472 ,430. 3,569,810,
12 Total revenue - add lines 8 through 11 (must equal Part VIL, column (8, line 12) ... 321,428,519.| 319,874,553,
13 Grants and similar amounts paid (Part IX, column (&), lines 1-3) 0. 0.
14 Bensfits paid to or for members {Part IX, column {A), line 4) 0. 0.
g| 15 Salaries, other compensation, employes benefits (Part IX, column (4), lines 5- 10) ‘‘‘‘‘‘‘‘‘ 158,465,420.] 156,071,183,
@1 16a Professional fundraising fees (Part IX, column (A} line 11e) ... 0. 0 .
& b Total fundraising expenses {Part IX, column (D), line 25) b~ 0. [mesdansdin o il
bl 17 other expenses (Part IX, column (A), ines 11a-41d, 11624e) 147,602,828, 1 4 8 6 2 8 435,
18 Total expenses. Add lines 13-17 (must equal Part [X, column {8, lne25) | 306,068,248.| 304,659,618.
19 Revenue less expenses. Subtract fine 18 from fine 12 ..o 15,360,271.] 15,174,935,
‘c‘:% Beginning of Current Year End of Year
£5 20 Total assets (Part X, line 16} 397,312,611.] 415,133,634.
< 21 Total liabifities (Part X, line 26) 245,546,634, 246,712,981,
E5 25 Net assets or fund balances, Subtract line 21 from fine 20 ... 151,765,977. 168,420,653,

Partll

| Signature Block

Under penalties of pej[ury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is

frue, correct, and cngmplgto;g Dgc!artimu of preparer (other than officer) is based on all information of which preparer has any knowledge,
A S | e~/
Sign Si gnaturé of Gtﬂner : Date
Here KAREN LUMPP SENIOR VP & CFO
Type or print name and title /\ B
Print/Type preparsr's name Preparef's, g0ty Date chek | ]| PTIN
Paid JULIUS C. GREEN, CPA /{,Q //(7// lhsleli—empiuyed P00350393
Preparer |Firm'sname g BARKER TILLY VIRCHOW /KRATJSE, LLP FirmsENp 39~0859910
Use Only | Firm's address . 1650 MARKET STREET, ‘LSUI E 4500
PHILADELPHIA, PA 19 341 Phons 10.215.,972.0701

May the 1RS discuss this return with the preparer shown above? (see instructions)

Yes [:j No

6832001 11-11-16

LHA For Paperwork Reduction Act Notice, see the separate instructions.
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Form 590 (2016) TRINITAS REGIONAL MEDICAL CENTER 22-3601678  page2

I'Part il [ Statement of Program Service Accomplishments

Check if Schedule O contains a response or hote to any lineinthis Part I ... e

1

Briefly describe the organization's mission:
TRINITAS REGIONAL MEDICAL CENTER IS A CATHOLIC COMMUNITY TEACHING

HOSPITAL SPONSORED BY THE SISTERS OF CHARITY OF SAINT ELIZABETH AND
ELIZABETHTOWN HEALTHCARE FOUNDATION. AT TRINTTAS REGIONAL MEDICAL
CENTER, WE DEDICATE OURSELVES TO GOD'S HEALING MISSTION. WE STRIVE TO

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

prior FOM 990 0F 990FZT ..ot L] Yos (XN
If "Yes," describe these new services on Schedule O.

Did the organization cease conducting, or make significant changes in how it conducts, any program services? .. . [:] Yes No
If "Yes," describe these changes on Schedute O.

Dascribe 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 senvice reported.

4a

(Code: ) (Expensass 2 6 6 1] 9 9 6 ’ 4 2 6 Iy including grars of § 0 . ) (ﬂavanuas 2 5 1 ¥ 0 3 4 I 2 8 8 » )
ESTABLISHED IN JANUARY 2000, FOLLOWING THE CONSOLIDATION OF ST.

ELIZABETH HOSPITAL AND ELIZABETH GENERAL MEDICAIL CENTER, TRINITAS
REGIONAL MEDICAL CENTER IS A FULL-SERVICE HEALTHCARE FACILITY SERVING
THOSE IN THE COMMUNITY IN NEED OF HEALTHCARE, REGARDLESS OF THEIR

ABTILITY TQO PAY. TRINITAS REGIONAL MEDICAL CENTER IS PROUD TO OQFFER
STATE-OF-THE~ART MEDICINE BACKED BY COMPASSTON AND COMPETENCE.

UTILIZING A FULL SPECTRUM CF SOPHISTICATED INPATIENT, OUTPATIENT AND
LONG-TERM CARE SERVICES, TRINITAS REGICONAL MEDICAL CENTER IS PROUD TO
HAVE FORGED A LIFELONG PARTNERSHIP WITH FAMILIES, PHYSICIANS AND
COMMUNITIES TO PROVIDE THE BEST CARE IN A SUPPORTIVE AND CARING
ENVIRONMENT .

4b

(Cads: } (Bxpanses § including grants of § } {Ravanua $ )

dc

(Gode: ) (Expensas 5 Including grants of $ ) (Revenua $ )

4d  Other program services {Describe in Schedule O))

(Expansas $ including grants of § } (Revenua § }
4e Total program service expenses = 266,996,426,
Form 990 (2015)

632002 11-11-16 SEE SCHEDULE O FOR CONTINUATION{S)




Form 990 {2016) TRINITAS REGIONAL MEDICAL CENTER 22-3601678 Page 3
[ Part IV-] Checklist of Required Schedules
Yes | No
1 s the organization described in section 501(c)(3) or 4847(a)(1) (oiher thar a private foundation}?
TEEYES," COMPIBLE SCHELIIE A ..o ettt e ee et e et 2 s e eaannns 1 | X
2 s the organization required to complete Schedule B, Schedule of Contributors? ... 2 L
3 Did the organizaticn engage in direct or indirect political campaign activities cn behalf of orin opposmon to candldates for
PUblic Offlce? Jf "Yes, " complete SCHETUIE C, FPAIT 1 oo oottt e ee et e ee et ettt eeee et ee et ees e ms e e eereenerenee 3 X
4 Section 501{c){3) organizations. Did the organization engage in lobbying activities, or have a section 531{n} election in effect
during the tax Year? [f "Yes," complefe SCREAUIE C, PAIT I ..o oottt eee et eee e e eeneeners s 4 i X
5 s the organization a section 501(c){4), 501{cH5}, or 50T{cHB} organization that receives membership dues, assessments, or
similar amounts as defined in Revenue Procedure 98-187 jf "Yes, " complete Schedule C, PA Il oo, 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the right to
pravide advice on the distribution or investment of amaunts in such funds or accourts? 7 "Yes," complete Schedufe D, Part { 6 X
7 Did the crganization receive or hold a conservation easement, including easements to preserve open space,
the environment, histotic land areas, or historic structures? jf "Yes, " complete Schedule D, Part If .. 7 X
8 Did the arganization maintain coltections of works of art, historical treasures, or other similar assets‘? ,'f "Yes, " compfete
SCABUIE Dy PAI M ... oo oo eeee oo e eee e eee oo oot 8 X
9 Did the organization report an amaunt in Part X, line 21, for escrow or custodial account fiability, serve as a custodian for
amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or debt negotiation services?
If "Yes," complete SChadula D, Part IV ... ettt ettt ea e sttt e s 9 X
10 Did the organizatian, directly or through a related organization, hold assets in temporarily restricted endowments, permanent
endowments, or quasi-endowments? If "Yes," complete Schedule D, PartV ... . |10 X
11  if the organization's answer to any of the following questions is "Yes,” then complete Schedule D Par‘ts VI VIF VIIi IX or X L L
as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 107 ff "Yes, " complete Schedule D,
Part Vi oo o 112 X
b Did the organization report an amount for mvestments other securmes in Part X Ime 12 that is 5% or more of 1ts total
assets reported in Part X, line 157 if "Yas, " 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 |ts total
assets reported In Part X, line 187 jf "Yes," complete Schedule D, FPart VIl ..o ee e 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 fr "Yes,* complete Schedule D, Part IX . - 11d X
e Did the organization report an amount for other tlabmtles in Part X, l|ne 25‘? j'f "yes‘ " compIete Schedun'e D Pan‘ X 11e | X
f Did the organization’s separate or consolidated financial staternents for the tax year include a footnote that addresses
the organization’s fiability for uncertain tax positions under FIN 48 (ASC 740)7 if "Yes," complete Schedula D, Part X ............ 111 | X
12a Did the organization obtain separate, independent audited financial statements for the tax year? Jf "Yes," complete
Schedule D, Parts XI and XIi 12a X
b Was the organization included in consohdatad mdependent aud|ted fmanmal statements for the tax year‘?
If "Yas," and if the organization answered "No" to line 712a, then completing Schedule D, Parts Xl and Xii is optional  ............... izb | X
13 Is the organization a school desctibed in section 1700)1}AHD? I "Yes," complete Schedule E 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? ... L14a X
b Did the aorganization have aggregate revenues or expenses of more than $10,000 from grantmakmg, fundralsmg, busmess,
investment, and program service activities outside the United States, or aggregate foreign investments valued at $100,000
or more? if "Yes, * complete Schedule F, Parts land IV . ceveeee. | 14D X
16 Did the organization report on Part X, column (A}, line 3 more than $5 (JOD of grants or other a55|stance to ar for any
foreign organization? jf "Yes," complete Schedule F, Parts if and IV e 1B X
16 Did the organizaticn report on Part IX, column {A}, line 3, more than $5,000 of aggregate grants ar other assmtance to
or for foreign individuals? jf "Yes, " complete Schedule F, Parts I and NV ..o 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part IX,
column {A), lines 6 and 11e? jf "Yes," complete Schedule G, Part! . U 4 X
18  Did the organization report more than $15,000 total of fundraising event gross Income and contrlbutlons on F‘art V|Il Imes
1c and 8a? /f "Yes," complete Schedule G, Partll ... 18 X
19 Did the organization report more than $15,000 of gross income frorn gaming actwntrﬂs on Part VJII ||ne Qa'? ff “Yes i
complate SEReUIR G Part Il oo 119 X
Form 990 {2016)

632003 11-11-16




Form 980 (2016) TRINITAS REGIONAL MEDICAL CENTER 22-3601678 Page 4

| Part IV | Checklist of Required Schedules ;onfinusa)

Yes | No
20a Did the organization operate one or more hospital fagifities? jr *Yes, " complete Schedule H vt 20a | X
b I "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? _____________________________ 200 | X
21 Did the organization report mare than $5,000 of grants or other assistance to any domestic organization or
domestic govemment on Part IX, column (&), line 1? Jf *Yes," complete Schedule i, Parts fand Il ..o e, 121 X
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A}, line 27 jf "Yes," complete Schedule I, Parts | and il ; e [ 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensatton of the organrzatlon s current
and former officers, directors, trustees, key employees, and highest compensated employees? jf "Yes,* complete
Schedule J . . 28| X
24a Did the orgamzatlon have a tax exempt bond issue wrth an outstandrng prlncspal amount of more than $1 00 000 as of the
last day of the year, that was Issued after December 31, 20027 jf "Yes, " answer lines 24b through 24d and complete
Schedufe K. If "No", go fo line 25a oo | 242 ] X
b Did the organization invest any proceeds of tax exempt bonds beyond a temporary penod exceptlon? _________________________________ 24b X
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year to defease
ANY BXBXEMPE BONAST | ... ... oiiiioeiee oo oo oo oottt 24c X
d Did the organization act as an "on behalf of* issuer for bonds outstanding at any time during theyear? ... [24d X
25a Section 501(c}(3), 501(c){4), and 501{c}{29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? ff "Yes," complete Schedule L, PArt{ oooooeoo oo 253 X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior vear, and
that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-E27 Jf *Yes,” complste
Schedule L, Part | . 25b X
26 Did the organization report any amount on Part )( lrne 5 6 ar 22 for recelvables from or payables to any current or
former officers, directors, trustees, key employees, highest compensated employees, or disqualified persons? jf "Yes,"
complete Scheciule L, Part if 26 | X
27 Did the organization provide a grant or other assrstance te an off icer, dlrector 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? Jf "Yes, * complete Schedule L, Part il .
28 Was the organization a party to a business transaction with one of the folIowrng part|es (see Sohedule L Part lV
instructions for applicable filing threshelds, conditions, and exceptions): : 3
a Acurrent or former officel, director, trustes, or key employes? |f “Yes,* complete Schedule L, Part IV . s | 282 X
b Afamily member of a current of former officer, director, trustee, or key employee? jf "Yes," complete Schedule L, Parf .'V 28b X
¢ An entity of which a current or former officer, directar, trustee, or key employee (or a family member thereof) was an efﬂcer,
director, trusiee, or direct or indirect owner? Jf "Yes," complete Schedule L, Fart IV . 28c X
28 Did the organization recelve more than $25,000 in nor-cash contributions? ff "Yes, " complete Schedule M 29 X
30 Did the organization receive contributions of art, historical treasures, or ather similar assets, or qualified conservation
contibutions? 7 "Yes, " complets Schedule M . 30 X
31 Did the organization liquidate, terminate, or dlssolve and cease operatrons'?
If "Yes," complete Schedule N, Part | . 31 X
32 Did the organization sell, exchange, dispose of, or transrer mare than 25% of lts net assets? ,lf "Yes # comp,fete
Schedule N, Part il ..o a2 X
33 Did the organization own 100% of an entlty d|sregarded as separate from the orgamzataon under Regulatlons
sections 301.7701-2 and 301.7701-3? ¥y *Yes," complete Schedule R, Part | 33 X
34 Was the organization related to any tax-exempt or taxable entity? /¢ "Yes," compiete Schedu.le R, Part l‘l m or lV and
Part V, line 1 34 | X
35a Did the organization have a controlled entlty wrthln the meanlng of sectlon 51 2(b){1 3) i BB X
b If "Yes" to line 353, did the organization receive any payment from or engage in any fransaction W|th a controlled entlty
within the meaning of section 512{b)(13)? If “Yes," complete Schedule R, Part V, e 2 ..ot 35b X
36 Section 501(c)(3) organizations, Did the organization make any transfers to an exempt non-charitable related organization?
If “Yes," complate Schedule R, Part V., line 2 26 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? Jf "Yes, " complete Schedule R, Part V! 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 19?
Note. All Form 990 filers are required to complete Schedute O .o, 1 38 1 X
Form 990 (2016}

632004 11-11-16




Form 990 (2016} TRINITAS REGIONAL MEDICAL CENTER 22-3601678  pageb

Part V! Statements Regarding Other IRS Filings and Tax Compliance

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

Yes | No
1a Enter the number reported in Bax 3 of Form 1096, Enter-0- ifnotapplicable . | 1a 216 ' '
b Enter the number of Forms W-2G included in ine 1a. Enter -0- if not applicable . .. ... ... 1h 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
(gambling) winnings t0 PHze WINNEIST ... .. o aiiriesirrcae et IS I T~ D -
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax Statements, 1
filed for the calendar year ending with or within the year covered by thisreturn 2a 2832} S
b If at least one is reported on line 2a, did the organization file all required federal employment tax retums? | 26 | X
Note. IFthe sum of lines 1a and 2a is greater than 250, you may be required to e-fije (see instructions) . N R
3a Did the organization have unrelated business gross income of $1,000 or mora during the year? 3a | X
b If "Yos," has it filed a Form 990-T for this year? jf *No, * to fine 3b, provide an explanation in Schedule O ... 3 | 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, securlties account, or other financlal account)? ... 1 4a X
b If "Yes," enter the name of the foreign country: P> 200
See instructions for filing requirements for FIRGEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR). :
Ba Was the organization a partty to a prohibited tax shelter transaction at any time during the tax year? ba X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? . ... ... 1 &b X
¢ If "Yes," fo line 5a or 5b, did the organization file Form 8886-T7 5¢
6a Does the crganization have annual gross receipts that are normaily greater than $1 OD 000 and d:d the orgamzat:on Snltmt
any coniributions that were not tax deductible as charitable contributions? 6a X
b if "Yes," did the organization include with every solicitation an express statement that such contrlbutaons or glfts
were nOttax deductiDIE? | sttt cereneeenees | OB
7 Organizations that may receive deductible contributions under section 170(c). FRRS RS R
a Did the organtzation recelve a payment in excess of $75 made partly as a contribution and partfy for goods and services provided to the payor? | 7a X
b If "Yes," did the organization nctify the donor of the value of the goods or services provided? 7h
¢ Did the organization sell, exchange, or otherwise dispose of tangible parsenal propetty for which it was reqmred
to file Form 82827 _ 7c 1 X
d If "Yes," indicate the number of Forms 8282 flled durmg the year | ?d l R Bt BRESS
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? .. ... Te X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . ... .. 7t X
g If the organization received a contribution of gualified inteltectual property, did the organization file Form 8899 as required? | | 7g
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-G7 7h
8 Sponsoring organizations maintaining donor advised funds, Did a donor advised fund maintained by the e
sponsoring organization have excess business holdings at any time during the year? 8
9  Sponsoring organizations maintaining denor advised funds. R
a Did the sponsoring organization make any taxable distributions under section 49667 e —— 9a
b Did the sponsoring organizaticn make a distribution to a donor, donor advisar, or related person? 9
10 Section 501{c}(7) organizations. Enter: il
a Initiation fees and capital contributions included on Part VI, line 12 1al  besgenndf i
b Gross receipts, included on Form 898, Part VIH, line 12, for public use of club facilities ... 10k
11 Section 501 c){12) organizations. Enter:
a Gross income from members or shareholders || ... 118
b Gross income from cther sources {Do not net amounts due or paid to other sources against
amounts due or received from them.) 11b BEEHAY B
12a Section 4947(a){1) non-exempt charitable trusts. Is the organization filing Form 990 in i|eu of Form 10417 i2a
b if "Yes," enter the amount of tax-exempt interest received or accrued duting the year  _................ | 12b g
13 Section 501{c})(29) gqualified nonprofit health insurance issuers,
a Is the organization licensed to issue qualified health plans in more than one state? .. ... 13a
Note. See the instructions for additional information the organization must report on Schadule O v
b Enter the amount of reserves the organization is required to maintain by the states in which the
organization is licensed to issue qualified health PIaNS e 18D
¢ Enter the amount of reservesonhand ... 13c [RA] R :
14a Did the organization receive any payments for |ndoor tannlng services dUNng e taX Year? 14a X
b_lf "Yes " has it filed a Form 720 to report these payments? jf “No." provide an explanation jn Schedufe Q 14b
Form 990 (2018)

832005 11-11-18




Form 990 (2018) TRINITAS REGICNAL MEDICAL CENTER 22-3601678 Page 6
Pa!’t__\fjl-'l Governance, Management, and Disclosure ror gach "es® response to fines 2 through 7k below, and for a "No" fesponse
to fine 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.
Check if Schedule O contains a response or note to any line inthis Part VI o
Section A. Governing Body and Management

Yes | No
1a Enter the number of voting members of the governing body at the end of the tax year .. ia O B S :
If there are material differences in voting rights among members of the governing body, or if the gaverning e
body delegated broad authority to an executive committee or similar committee, explain in Schedule 0. ;
b Enter the number of voting members included in line 1a, above, who are independent . 1b 16 e ST
2 Did any officer, director, trustee, or key employee have a family relationship or a business relat|onsh|p with any other ' S
officer, director, trustee, or Key emplOYER? et an st 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct supervision
of officers, directors, or trustees, or key employees to a management company or other Person? 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 890 was filed? 4 X
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? 5 X
6 Did the organization have members or stockholders? . e 6 X
7a Did the organization have membaers, stockholders, or other persons who had the powar tu elect or appmnt one or
more members of the governing body? B B 7a | X
b Are any governance decisions of the organization reserved to (or subject to appruval by) members stockholders or
persons other than the governing body? b X
8  Did the erganization contemporangously document the meeimgs helci or wnuen acuons undertaken durlng the year by the follawml: RS P
a The governing body? . oo eeeem oot eeeeeeeeeneeere. | 88 | B
b Each committee with authority to act on behalf ofthe governing body‘? gh | X
8 s there any officer, director, frustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization's mailing address? i “Yes " provide the names and addresses in Schedle O e creeiiene | 9 X
Section B. Policies qys section B requests information about policies not required by the fnternal Revenue Code,)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? ... . 102 X
b Jf "Yes," did the organization have written policies and procedures governing the a{:tlvltles of such chapters amhatas
and branches to ensure their operations are consistent with the organization’s exempt purposes? .. 10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? 1a} X
b Describe in Schedule O the process, if any, used by the organization to review this Form 290.
12a Did the organization have a written conflict of interest policy? /f "No,“go fo fine 13 ............... i 12 X
b Were officers, directors, or trustees, and key smployees required to disclose annually interests that could glve rise to conﬁlcts'? __________________ iob [ X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? jr *Yes, " describe
in Schedule O how this was done ... et eaenean 12¢ | X
13 Did the organization have a written whlstleblowar po!my'? __________________________________________________________________________________________________ 13 | X
14 Did the organization have a written document retention and destruction PoliCY Y e 14 X
16 Did the process for determining compensation of the following persons include a review and approval by independent b
persons, comparability data, and contemporaneous substantiation of the deliberation and decision? i
a The organization's CEO, Executive Director, or top management offlclal B X
b Other officers or key employees of the organization i 1Bn X
If "Yes® to line 15a or 15b, describe the process in Schedule O (see mstructlons) e R
16a Did the crganization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a e E
taxable entity during the year? ... . |18 X
b If "Yes," did the organization follow a wrltten pollcy or procedure requmng the organlzatlon to evaluate Its par’thIpatlon Smrpenn B
in joint venture arrangements under applicable federal tax law, and take steps to safeguard the organization's :
exempt status with respect 10 SUCh BITanNgemEents? . . e cnenee | 10D

Section C. Disclosure

17  List the states with which a copy of this Form 990 s required to be filed p-NJ

18  Section 6104 requires an organization to make its Forms 1023 {or 1024 if applicable), 990, and 990-F (Section 501{)(3)s only) available
for public inspection. Indicate how you made these available. Check all that apply.
|::] Own website [::] Another's website Upon request 1::] Other (explain in Schedule O)

19 Descripe in Schedule O whether (and If so, how) the organization made its governing documents, conflict of interest policy, and financial
statements available to the public during the tax year,

20 State the name, address, and telephone number of the person who possesses the organization's books and records:
FELICIA FORNAROTTO, CONTROLLER - 908-9394-8124
225 WILLIAMSON STREET, ELIZABETH, NJ 07207

632008 11-11-16

Form 980 (2016)
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TRINITAS REGIONAL MEDICAL CENTER

22-3601678 Page 9

Part VIl |

Statement of Revenue

Check i Schedule O conta;ns a response o note to any Ime in this Part Vil

(A
Total revenue

{B)
Refated or
exempt function
revenue

(C)
Unrelated
business

revenue

(D)
Revenue excluded
from tax under
sections
512 - 514

0 Qo T

ontributions, Gifts, Grants

- @Qa

Federated campaigns ... Hla

Membershipdues .. ... [1b

Fundraising events ... |1c

Related organizations . {1d

. 6,735,931,

Government grants (contnbutlons) 1e

54,229 328 | -

All ather contributions, gifts, grants, and
similar amounts not included above 1

423,575,

Moncash contributions included in Yines ta-1f: &

Total. Add lines 1a-1f ...

Program Service
Revenue
2 = 0 o0 oow

PATIENT SERVICE REVENUE

621980

61,388,834, """

Business Code| 1 i
240,369,475,

240,365,475,

SCHOCL OF NURSING TUITION

611110

7,664,408,

7,664,408,

ANCILLARY MEDICAL SERVICES

621390

948,197,

948,197,

STUDENT MEDICAL EDUCATICN

200095

928 526,

928,526,

MC/MA MEANINGFUL USE

621990

645,094,

645,094,

All other program service revenue
Total. Add lines 2a-2f .

500099

478,588,

478 58S,

>

251,034,288,

o

& o0 oo

Other Revenue

10 a

b Less: direct expenses

Investment income { ncrudlng dlwdends interest, and

other similar amounts)

Income from investment of tax -exempt bond proceeds >
Royalties ..o

3,297,711,

-10,8639. 3,308,580,

(i} Real

(i} Personal

Gross rents 3,203,

Less: rental expenses 1,223,

Rental income or (loss) 1,980,

Net renta) income or {Joss)

>

1,980, |

1,380,

Gross amount from sales of {i} Secuiities

(i) Other

assets other than inventory [L00,847 666,

L.ess; cost or other basis

and sales expenses 100,155 376,

592 290,

Gainor (loss) ...

~108,380,

Net gain or {loss) .

Gross income from fundralsmg events (not

inciuding $ of
contributions reporied on line 1¢). See
Part IV, fine 18 a

Less: direct expenses

¢ Netincome or (loss) from fundralsmg events

Gross inceme from gaming activities, See
Part IV, line %9 . .. a

Net income or (loss) from gaming actMtles
Gross sales of inventory, less retums

and alfowances . ... a
b Less: costofgoodssoid b
¢ Netincome or (loss) from sales of lnventorv ..

108,389, |

583,910,

583,910,

Miscellaneous Revenue

11

12

CAFETERIA

722210

Business Code]"

1,011,830,

1,011,830,

WOMENS HEALTH CENTER

900059

140,287,

440,287,

LAACH - CARE ONE INCOME

900058

418,937,

418,937,

All other revenue .
Total. Add lines 11a-11d
Total revenue, See instructions.

812930

1,696,776,

286,164, 1,410,612,

3,567,830,

319 874,553,

251,034 288,

275,295,] 7,176,136,

632002 11-11-

16

Form 990 (2016)
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TRINITAS REGIONAL MEDICAL CENTER

22-3601678

Page 10

[ Part IX | Statement of Functional Expenses

Check if Schedula Q contanns a response ot hote to any line in this Part IX

]

: o - e
Do not inclide amaunts reported on fines &b, Total expenses Pragram service Management and Funcﬁrmsmg
7b, 8b, 9b, and 10b of Part Viil. exnenses general expenses expenses

1

Granis and other assistance to domestic organizations
ant domestic governments, See Part |V, line 21
Grants and other assistance to domestic
individuals. See Part IV, line22 . . . . .
Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals, See Part IV, lines 15and 16 |

4 Benefits paid to or for members
5  Compensation of current officers, directors,
trusteas, and key employees ... 4,686,346.| 3,984,800. 701,546,
6  Gompensation not included above, lo disquatified
persons (as defined under secticn 4958(f)(1)) and
persens described in section 4958(c){3)(B)
7 Other salaries and wages p25,557,780.{106,761,780.] 18,786,000.
8 Pansion plan aceruals ang con%rsblmuns (mnlude
section 401(k) and 403{b) employer contributions) 1,701,564.}] 1,446,840. 254,724.
9 Other employee benefits ... 14 , 227, 400.1 12 ,0097,558. 2, 129 ’ 842.
10 Payrolltaxes 9,898,093.| 8,416,348.] 1,481,745,
11 Fees for sewvices (non-employees):
a Management | .
boLegal .. 609,495, 518,240, 91,255.
¢ Accounting 134, 258. 114,156. 20,102,
d Labbying _ 226,636, 226,636,
e Professional fundralsmg services. See Par{ !V !lne 17 s
f [nvestment management fees .
g Other. {If line 31g amount exceeds 10% of lme 25
column (A) amount, list line 11g expenses on Sch0) | 22,269 ,475.] 19,127,925, 3,141,550.
12 Advertising and promotion 672,697, 571,979, 100,718.
13 Office expenses 948,957, BO6,876. 142,081.
14 Informationtechnology 6,090,207.] 5,178,363, 911,844,
15 Royaltles s
16 Occupancy ... 8,798,298. 7,480,890. 1,317,308.
17 Travel s
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
1@ Conferences, conventions, and meetings |
20 Interest 6,624,570, 5,632,719. 991 ,851.
21 Payments to afﬂllates
22 Depreciation, depletlon and amortization 1 10,356,091.f B8,805,546.| 1,550,545.
23 Insurance 3,188,145. 2,710,806, 477,339,
24 Other expenses. ltemize expenses not covered G : i e e
above. (List miscellaneous expenses in line 24e. if line |
24e amount exceeds 10% of line 25, column (A)
amount, list ine 24¢ expanses on Schadule 0.) T R s e e
a MEDICAL SUPPLIES 36,894,733.] 36,894,733,
p BAD DEBT EXPENSE 15,961,302.| 15,961,302,
¢ REPAIRS & MAINTENANCE 9,016,371, 7,666,412, 1,349,959,
d FEES, DUES & LICENSES 4,029,715, 3,426,374, 603,341,
e All other expenses 22,807,485.] 19,392,6759. 3,414,806,
25 Total functional expenses. Add lines 11hrough 24e [304,699,618.1266,996,426.] 37,703,192. 0.
26 Joint costs. Complete this line only if the organization
reported in column (B) joirt costs frem & combined
gcoucational campaign and fundraising solicitation,
Gheck here ) l::] if foilowing SOP 68-2 {ASG 658-720)
532010 11-11-16 Form 920 (2016)




Form 990 (2016}

TRINITAS REGIONAL MEDICAL CENTER

22-3601678

P;iqe 11

[Part X | Balance Sheet

Check if Schedule O contains a response or hote to any lineinthis Pant X

[

(A) (B)
Beginning of year End of year
1 Cash-nondnterestbearng ... 4,441.| 1 4,441.
2 Savings and temporary cash investments 122,467,218, 2 1 126,798,712.
3 Pledges and grants receivable, het 4,133,832.] 2 5,159,861,
4 Accounts recelvable, net . 23,651,821.] 4 25,599,155,
5  Loans and other receivables from current and former offtcers dlrectors, = L e s
trustees, key employees, and highest compensated employees, Complete . '
Part Il of Schedule L 150,162.] s
6 l.oans and other receivables from other disqualitied persons {as defined under ' O
section 4858(f)(1)), persons described in section 4958(c)(3)(B), and contributing
employers and sponsoring organizations of section 501 (¢){8) voluntary T
@ employees' beneficiary organizations (see instr}, Complete Part Il of SchL 2]
& 7 Notes and loans receivable, Net 7
2! 8 inventories forsaleoruse 2,144,686.] g 1.926,250.
9 Prepaid expenses and deferred charges 2,892,796.] 9 3,490,966,
10a Land, buildings, and equipment: cost or other Rt IERAc) R
basis. Complete Part VI of Schedule D 1wal 317,636,022, TR EE SRR i I e
b Less: accumulated depreclation 1op| 234,921,950, 81,913,144.}10c] 82,714,072,
11 Investments - publicly traded securities 145,193,915, 41 154,942,274,
12 investments - other securities, See Part IV, line ‘[1 _________________________________________ 403,606.] 12 431,083.
13 Investments - program-related. See Part IV, line 11 7,646,904.{ 13 7,062,702,
14 Intangible assets e 14
15  Other assets, See Part IV, line 11 6,670,086.] 15 6,413,946,
146 Total assets. Add lines 1 through 15 (must equal line34) 397,312,611.] 16| 415,133 ,634.
17  Accounts payable and accrued expenses 43,079,034, 17 45,697,094,
18 Grantspayable 18
18 Deferted FeVeNUE | .. oo 7,479,181.] 19 7,666,375,
20 Tax-exempt bond Habilities 1 127,605,000.| 20/ 123,485,000,
21 Escrow or custodial account liahility. Complete Fart IV of Scheduie D ‘‘‘‘‘‘‘‘‘‘‘
w | 22  Loans and other payables to current and former officers, directors, trustees,
% key employees, highest compensated employees, and disqualified persons.
% Complete Part It of Schedule L . ...
S | 23 Secured mortgages and notes payable to unreiaterj thlrd partles 1,774,132.] 23 0.
24 Unsecured notes and loans payable to unrelated third partles . ... 24
25  Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X of
Schedule D 65,609,287.] 25 69,864,512,
26  Total liabilities. Add Imes 1?throuqh 25 245, 546_, 634.| 28 | 246,712, 98]___.
Organizations that follow SFAS 117 (ASC 958), check < here > - and R S RN N b G
] complete lines 27 through 29, and lines 33 and 34. S R URR R e P B S i
2 |27  Unrestricted netassets ..., | 140,843,010.) 27| 158,272,965,
= |28 Temporarily restricted net assets 7,887,803, 28 7,006,854.
ﬂ 28  Permanently restricted net assets 3,035, 164.] 29 3, 140,794.
5 Organizations that do not follow SFAS 117 (ASC 958), check here B[ | Dol s
5 and complete lines 30 through 34,
% 30  Capital stock or trust principal, or curvent funds
ﬁ 31 Paid-in or capital surplus, or land, building, or equipment fund
3 32 Retained earnings, endowment, accumulated Incorme, or other funds
Z (33 Totalnetassetsorfundbalances . |1 151,765,977.] 33| 168,420,653,
184 Totalliabilities and net assets/fund balances . 397,312,611.} 34| 415,133,634,
Form 290 (z016)

632041 11-31-15




Form 990 (2016) TRINITAS REGIONAL MEDICAL CENTER 22-3601678 page12
Part Xl [ Reconciliation of Net Assets

Check if Schedute O contains aresponse ernotetoanviineinthis Part Xl .....coiiiiiiieieiiiiiee,
1 Total revenue {must equal Part VIN, cotumn (A), fine 12) 1.4..319,874,553.
2 Total expenses (must equal Part I, column (A 08 250 o 2 304,699,618.
3 Revenue less expenses. Subtract line 2 from ling 1 o . 3 15,174,935.
4 Net assets or fund balances at beginning of year (must squal Part X ine 33 calumn (A)) T Y 151,765,877,
5 Netunrealized gains osses) on investments s § 2,597,016,
6 Donated services and use of facilities &
7 Investment expenses 7
8  Priorperlod adjustments 8
9 Other changes in net assets or fund balances (explain in Schedule O} g -1,117,275.
10 Net assets or fund balances at end of year, Combine lines 3 through 9 (must equal Part X Ilne 33
column (B)) ... 10 168,420,653,
| Part XI l Financial Statements and Reporting
Check if Schedule O contains a response ornote to anyline inthis Part Xl ..o D

Yes | No
1 Accounting method used to prepare the Form 990: i::} Cash Accrual [:} Other I R
If the organization changed its method of accounting fram a prior year or checked "Other," explain in Schedule O.
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? .
If "Yes," check a box below to indicate whether the financial statements for the year were compiled or reviewed on a
separate basis, consolidated basis, or both:
D Separate basis [ 1 Consolidated basis [:] Both consolidated and separate basis
b Were the organization’s financiat statements audited by an independent accountant? .
if "Yes," check a box below to indicate whether the financial statements for the year were audlted ona separate basls
consolidated basis, or both:
C:] Separate basis Consolidated basis D Both consclidated and separate basis
e i "Yes"to line 2a or 2, does the organization have a committee that assumes responsibility for oversight of the audit,
review, or compilation of its financial statements and selection of an independent accountant?
If the organization changed either its oversight process or selection process during the tax year, 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 3a| X
b If "Yes," did the organization undergo ihe reqmred audtt ar audlts‘? h‘ the orgamzatuon did not undergo the requlred aud:t
or audits, explain why in Schedule O and describe any steps taken to undergo such audits ... o0 3h | X

Form 920 pote)

632012 11-11-16



SCHEDULE A . . . OMB No, 1545-0047
Form 860 or 990-E2) Public Charity Status and Public Support

Complete if the organization is a section 501{c){3) organization or a section
4947(a){1} nonexempt charitable trust.

Departmont of the Treasury P Attach to Form 990 or Form 980-EZ. CREN 0L

Irsternat Rovonue Service P Information about Schedule A (Form 990 or 890-EZ) and its Instructions is at_www.irs.gov/form990. 2o Inspection o

Name of the organization Employer ldentification number
TRINITAS REGIONAL MEDICAL CENTER 22-3601678

{Partl:] 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 12, check only one box.}

1 D A church, convention of churches, or assoclation of churches described in section 170{(b}{1){A}(i).

2 D A school described in section 170{b){1){A){ii). (Attach Schedule E (Form 990 or 990-E2Z).)

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

4 [] Amedical research organization operated in canjunction with a hospital described in section 170(b}{1}{A}{iii}. Enter the hospital's name,
city, and state:
An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170{b}{1){Alliv). (Complete Part IL)

A federal, state, or local government or governmental unit described in section 170{b){1){A)v}).
An organization that normally receives a substantial part of its support from a governmental unit or from the general public described in
section 170(b)(1){A}vi). (Complete Part i)
A community tiust described in section 170(b)( 1}{A}vi). (Complete Part Il.)
An agricubtural research arganization described in section 170{(b){1}{A){ix) operated in conjunction with a land-grant college
of university or a nor-land-grant college of agrictlture (see instructions), Enter the name, city, and state of the college or
university:
An organization that normally receives: (1) more than 33 1/3% of its support from contributions, membership fees, and gross receipts from
activities related to its exempt functions - subject te certain exceptions, and {2) no more than 33 1/3% of its support from gross investment
Income and unrelated business taxable income (less section 511 tax} from businesses acquired by the organization after June 30, 1975,
See section 509{a)(2). {Complete Part H.)
11 ] an organization organized and operated exclusively to test for public safety, See section 509(a){4).
12 [:] An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of one or
more publficly supported organizations described in section 503{(a){1} or section 509{a}(2). See section 509{a){3). Check the box in
fines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.
a [::E Type L. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving
the supported organization(s) the power to regulatly appoint or elect a majority of the directors or trustees of the supporting
organization. You must complete Part IV, Sections A and B.
b I::] Type li. A supporting organization supervised or controlled in cennection with its supported organization(s}, by having
control or management of the supporting organization vested in the same persons that cantrol or manage the supported
organization(s). You must complete Part IV, Sections A and C.
c C:l Type lli functionally integrated. A supporting organization operated in connection with, and functicnally integrated with,
its supported organization{s) (see instructions). You must complete Part IV, Sections A, D, and E.
d m Type lll nen-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 |V, Sections A and D, and Part V,

e l:___l Check this box if the organization received a written determination from the IRS that it is a Type |, Type 1l, Type Hl

functionally integrated, or Type Il non-functionally integrated supporting organization.

T Enter the number of supported organizZationS e | l
Provide the following information about the supported organization(s).

~ &

@0 o

U 00 0O O

10

q
li) Mame of supported (i} EIN {fii) Type of organization | 0V 5 e argarizaan fs{ﬁ% {v} Amount of monetary {vi} Amount of other
organization (desoribed on lines 110 M2 dooument support (see instructions) | suppost (see instructions)
abova (ses Instructions)) Yes No

Total Lo s EEEERRS : R TR H REEE:
LHA For Paperwark Reduction Act Notice, see the Instructions for Form 980 or 990-EZ. 6azo21 cs-24-16  Schedule A {Form 950 or 890-EZ) 2016




Schedule A (Form 990 or 980-67) 2016 TRINITAS REGIONAL MEDICAL CENTER 22-3601678 pPage2
[Partil] Support Schedule for Organizations Described in Sections T70(B)(THAJ(Iv) and 170{b)}{1)(A){vi)
{Complete only if you checked the box oniine 5, 7, or 8 of Part{ or if the organization failed to qualify under Part HI. If the organization
fails to gualify under the tests listed below, please complete Part lIL)
Section A. Public Support
Calendar year {or fiscal year beginning in) I {a) 2012 {b) 2013 {c} 2014 {d} 2015 {e) 2016 {f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.)
2 Tax revenues levied for the organ-
ization's benefit and either paid fo
ot expended on its behalf
2 The value of services or facilities
furnished by a governmental unit to
the organization without charge
4 Total, Add lines 1 through3
5 The pottion of total contributions
by each person (other than a
governmental unit or publicly
supported organization) included
on line 1 that exceeds 2% of the
amount shown on line 11,
column {f)

Public support. subtract line 5 from line 4.
Sectlon B. Total Support
Calendar year {or fiscal year beginning in) {a) 2012 [b) 2013 {c) 2014 {d) 2015 {e) 2016 (f} Total

7 Amounts fromlined

8 Gross income from interest,
dividends, payments received on
securlties [oans, rents, royaltles

and income from similar sources

9 Net income from unrelated business
activittes, whether or not the
business is reguiarly carnried on

10 Other income. Do not include gain
or loss from the sale of capital
assets (Explain in Part V1)

11 Total support. Add lines 7 thrm}gh 10 T LIRS

12 Gross receipts from related activities, elc. (See InstructioNS) 12 1

13 First five years. If the Form 9940 is for the organizatiory's first, second, third, fourth, or fifth tax year as a section 501{c)(3)

erganization, check this box and stop here ... o
Section C. Computation of Public Support Percentage
14 Public support percentage for 2016 {line 6, column {f) divided by line 11, column () ... 14 %

15 Public support percentage from 2015 Schedule A, Part [, line 14 . 15 %
16a 33 1/3% support test - 2016, If the crganization did not check the box on Ime 13 and line 14 is 33 1/3% or more, check this box and

stop here. The organization qualifies as a publicly supported organization P [::i
b 33 1/3% support test - 2015, |If the organization did not check a box on line 13 or 1Sa and Ilne 15 is 33 1/3% or more, check this box
and stop here. The arganization qualifies as a publicly supported organization e » D

17a 10% -facts-and-circumstances test - 2016. 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. Expiain in Part V] how the crganization
meets the "facts-and-circumstances” test. The arganization qualifies as a publicly supported organization | 2 [:I
b 10% -facts-and-circumstances test - 2015, |f the organization did not check a box on line 13, 16a, 16b, or 17a, and line 15 is 10% or
more, and if the organizaticn meets the "facts-and-circumstances” test, check this box and stop here. Explain in Part VI how the
organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly supported organization ... ... » E:l
18 Private foundation, If the organization did not check a box on line 13 168a,_18b, 17a, or 17b, check this box and seeg instructions ... ... » [:_—_|
Schedule A (Form 980 or 990-EZ) 2016

632022 09-21-16




Schedule A (Form 990 or 89062 2016 TRINITAS REGIONAL MEDICAL CENTER 22-3601678 Pagea
| Partl [ Support Schedule for Organizations Described in Section 509(a)(2)
(Compfete only if you checked the box on line 10 of Fart | or if the organization failed to qualify under Part I, If the organization fails to
qualify under the tests listed below, please complete Part 11.)
Section A. Public Support
Galendar year (or fiscal year beginning in) p {a) 2012 b} 2013 {c) 2414 {d) 2015 {e} 2016 {f} Total
1 Glits, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.")

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

3 Gross receipts from activities that
are hot an unrefated trade or bus-

iness under section513

4 Tax revenuss levied for the organ-
ization's benefit and either paid to
ofr expended on its behalf

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

6 Total. Add lines 1 through 5 .

7a Amounts included on lines 1, 2, and
3 received from disqualified persons

b Amounts included on ines 2 and 3 received
from other than disqualifled persons that
axcaad tha greater of $3,808 or 1% of the
amount on line 13 for tha year |

cAddlines7aand7b ...

8 Public support. (Sublracling 7c [rom fing 6.}
Section B. Total Support
Galendar year {or fiscal year beginning in) p»= {a) 2012 {b) 2013 (c} 2014 {d} 2015 {e) 2016 {f} Total

9 Amountsfromline6 ...
10a Gross income from interest,
dividends, payments received on
securities loans, rents, royalties
and income from similar sources
b Unrelated business taxable income
{less section 511 taxes) from businesses
acquired after June 30, 1975

cAddlines10aand 106 ...
11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is
regularly cariedon
12 Gther income, Do not include gain
or loss from the sale of capital
assets (Explain in Part V) —-eeeens
13 Total support, (Addfines 9, 106, 17, and 12.)

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

ChECk this BOX AN ST0P BFE oo i L iy iepirie ey eresreseasseeieets i e AL A A i st sz ne PP ]
Section C. Computation of Public Support Percentage
15 Public support percentage for 2016 (line 8, column (f) divided by line 13, column () ... 15 %
16 Public support percentage from 2015 Schedule A, Part [ fine 15 s )10, %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2046 fine 10¢, column (f} divided by line 13, column () ... 117 %
18 Investment income percentage from 2015 Schedule A, Part I, iNe 17 e, 18 %
19a 33 1/3% support tests - 2016, If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line 17 is not

rore than 33 1/3%, chack this box and  stop here. The organization qualifies as a publicly supported organization ... ... ... P [::]

b 33 1/3% support tests - 2015. If the organization did not check a box on ling 14 or line 19z, and line 16 is more than 33 1/3%, and

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

20 Private foundation, If the organization did not check a box on line 14, 19a, or 18b, check this box and see instructions ... » l::]

632023 09-21-18 Schedule A (Form 990 or 990-E2) 2016




Schadule A (Form 990 or 890-E7} 2016 TRINETAS REGIONAL MEDICAL CENTER

[PartIV] supporting Organizations

{Complete only if you checked a box in line 12 on Part . If you checked 12a of Part |, complete Sections A
and B, If you chacked 12b of Part |, complete Sections A and C. If you checked 12¢ of Part |, complete
Sections A, B, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V)

22-3601678 pagea

Section A. All Supporting Organizations

3a

4a

ba

Sa

10a

b

Are all of the organization's supported organizations Hsted by name In the organization’s governing
documents? Jf "No, " describe in Part \Wi how the supparted organizations are designated. If designated by
class or purpose, describe the designation. If historic and continuing relationship, expiain,

Did the organization have any supported organization that does not have an IRS determination of status
under section 508(a)(1) or (27 f "Yes," explain in Part VI how the organization determined that the supported
organizatioh was described in section 509(aj(1) or (2.

Did the arganization have a supported organization described in section 501(c){4), {8), or {6)? If "Yes, " answer
(b) and {c} below.

Did the organization confirm that each supported crganization gualified under section 501(c){4), (5), or {6} and
satisfied the public support tests under section 509{(a)2)? i *Yes," describe in Part VI when and how the
organization made the determination.

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

Was any supported organization not organized in the United States ("foreign supported organization™)? jr
"Yes, " and if you checked 12a or 12b in Part }, answer (b} and (c) below.

Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? jf "Yes," describe in Fart Vi how the organization had such control and discretion
daspiie being conirofled or supetvised by or in connection with its supported organizations.

Did the organization support any foreign supported organization that does not have an IRS determination
under sections 50Hc)(3) and 509(a)(1) ar (27 If “Yes, " explain in Part VI what controls the organization used
to ensure that all suppert to the foreign supported organization was used exclusively for section 170{c)(2)(B)
purposes.

Did the organization add, substitute, or remove any supported arganizations during the tax year? Jf "Yes,*
answer {b) and {c) below (if applicable). Also, provide detail in Fart VI, Including (i) the names and EIN
numbers of the supported organizations addad, substituted, or removed; (ii} the reasons for each such action;
(i) the authority under the organization's organizing document authorizing such action; and {iv) how the action
was accomplished (such as by amendment to the crganizing document).

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

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

Did the organization provide suppaort (whether in the form of grants or the provision of services or facilities) to
anyorte other than {) its supported organizations, {ii) individuals that are pan of the charitable class

benefited by one ar more of its supported organizations, or (i} other supporting organizations that also
support or henedit one or more of the filing organization’s supported organizations? Jf "Yas, * provide detail in
Part VI

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

Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 77
If "Yes," complets Part | of Schedule L {Form 990 or 980-E2).

Was the arganization 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 (21?7 Jf "Yes," provide detail in Part V.

Did one or more disqualified persons (as defined In line 9a} hold a controlling interest in any entity in which
the supporting organization had an interest? f “Yas,* provide detail in Part VI,

Did a disqualified person (as defined in line 9a) have an ownership interest in, or derive any personal benefit
from, assets in which the suppotting organization alsc had an interest? f "Yes, " provide detail in Part VI,
Was the organization subject to the excess business holdings rules of section 4943 because of section
4843(0) {regarding certain Type Il supporting organizations, and all Type Il non-functionally integrated
supporting organizations}? (f “Yes," answer 10b below.

{id the organization have any excess business holdings in the tax year? (iise Schedule C, Form 4720, to

determine whether the organization had excess business holdings,)

632024 03-21-16
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Schedule A {Form 990 or 090-£7) 2016 TRINITAS REGIONAL MEDICAL CENTER 22~3601678 pages
{ PartIV | Supporting Organizations (continyed)

Yes | No
11 Has the organization accepted a gift or contribution from any of the following persans? '
a A person who directly or indirectly controls, either alone or together with persons described in {b) and (c)
below, the governing body of a supported organization? 1a

b A family member of a person described In (a) above? 11b
c_A 35% controlled entity of a person described in (a) or {b) above? ff "Yas" 1o a b, or c. provide detafl in Part Vi 11¢
Section B. Type | Supporting Organizations

Yes | No

1 Did the directors, trustees, or membership of one or more supported organizations have the power to R
regularly appoint or elect at least a majority of the arganization’s directors or trustees at alfl times during the
tax year? If "No," desctibe in Part VI how the supported organization(s) effectively operated, supervised, or
controfled the organization's activities. If the crganization had more than one supported organization,
describe how the powers to appoint andfor remove direclors or trustees were allocaled among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax yaar. 1

2 Did the organization operate for the benefit of any supparted organization other than the supported RS
organization(s} that operated, supervised, or controlled the supporting organization? Jf "Ves," explain in
Part VI how providing such benefit carried out the purposes of the supported organization(s) that operated,

fon 2

) —— .
Section C. Type |l 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 IR F
or trustees of each of the organization’s supported organization(s)? Jf "No," describe in Part VI how control
ar management of the supporting organization was vested In the same persons that controlled or managed
the supportfed organization(s]

Section D. All Type lil Supporting Organizations

Yes | No

1 Did the organization provide to sach of its supported organizations, by the last day of the fifth month of the ool
arganization's tax year, {)) a written notice describing the type and amount of support provided during the prior tax
year, (i} a copy of the Form 990 that was most recently filed as of the date of notification, and (jii} coptes of the
organization's governing doguments in effect on the date of notification, 1o the extent not previously provided?

2 Were any of the organization's officers, directors, or trustees either §) appointed or elected by the supported
organization(s) or {if} serving on the govemning body of a supported organization? Jf “No," explain in Part Vi how
the organization maintained a close and continuous working relationship with the supported organizations).

3 By reason of the relationship described in (2), did the organization’s supported organizations have a
significant voice in the organization's investment policies and in directing the use of the organization's
income or assets at all times during the tax year? jf “Yes,” describe in Part Vi the role the organization's

- Slpported orgapizations Rlaved.in this regard 3
Section E. Type lll Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Infegral Part Test during the year (see instructions).
a I:j The organization satisfied the Activities Test, Complete Jine 2 below.
b [:] The organization is the parent of each of its supported organizations. Complete fine 3 below.
¢ [_] The organization supported a governmentat entity. Describe in Part VI how you suppotted a government entity (see instructions)
2 Activities Test. Answer (a) and (b} below. Yes | No
a Did substantially all of the organization's activities during the tax year directly further the exempt purposes of R B
the supported organizatian(s) to which the organization was responsive? Jf "Yes, * then in Part i identify
thase supported organizations and explain how these activities directly furthered thelr exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined

that these activities constituted substantially all of its activities.
b Did the activities described in {a) constitute activities that, but for the organization's involvement, ane or more

of the organization’s supported organization{s) would have been engaged in? Jf "Yes," explain in Part VI the
reasons for the organization's position that its supported organization{s) would have engaged in these
activities but for the organization's involvement.
3 Parent of Supported Organizations. Answer (a) and (b} below.
a Did the crganization have the power te regularly appoint or elect a majority of the officers, directors, or

trustees of each of the supported organizations? Provide dstails In Part Vi, 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each S
of its supported organizations? Jf "Yas," describe in Part VI the role played by the organization in this regard, 3b

632025 00-21-18 Schedule A {Form 990 or 990-EZ) 2016




Schedule A (Form 990 ar 990-67) 2016 TRINTITAS REGIONAL MEDICAL CENTER 22-3601678 Ppages
[Part V.1 Type IIl Non-Functionally Integrated 509{a)(3) Supporting Organizations
1 [:::l Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 {explain in Part VI.) See Instructions. All
other Type Ill non-functionally integrated supporiing organizations must complete Sections A through E.

B) Current Year
Section A - Adjusted Net Income (A) Prior Year ® {optional)

Net short-term capital gain

Recoveties of prior-year distributions

Other gross income (see instructions)

Add lines 1 through 3

Depreciation and depletion

Portion of operating expenses paid or incutred for production or
collection of gross income of for management, conservation, or
maintenance of property held for production of income {see instructions}
Other expenses (see instructions)

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

i | N |-

- [ P (A0 | VI P

=1 |

B} Current Year
Section B - Minimum Asset Amount {A) Prior Year ® {optional)

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

Average manthly cash balances

Fair market vaiue of other non-exemptuse assets

Total (add lines 1a, ib, and 1¢)

Discount claimed for blockage or other

factors {explain in datall in Part VI):

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

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

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

Multiply line 5 by 835

Recoveries of priorvear distributions

Minimum Asset Amount {add line 7 to line 6)

LT = [ I (= ]

]
L]

+a

o |~ [ ;s
Le- B L O [ B L4 B B~

Section G - Distributable Amount Current Year

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

Enter 85% of line 1

Minimum asset amount for prior vear {from Section B, line 8, Column A)

Enter greater of line 2 or line 3

Income tax imposed in prior year

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

emergency temporary reduction (see instructions) 6 | L L

D Check here if the current year is the organization's first as a non-functionally integrated Type Ili supporﬂng orgamzatmn (see
instructions).

(N PN 2 0 I

Erali [ I B - [ B U B

-~

Schedule A {Form 990 or 990-EZ) 2016
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Scheduls A (Form 980 or 980-E2) 2016 TRINITAS REGIONAL MEDICAL CENTER

22-3601678 PpPage7

[ Part V| Type Ill Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Section D - Distributions Current Year
1 Amounis paid to supported arganizations to accomplish exempt purposes
2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity
3 Administrative expenses paid to accomplish exempt purposes of supported organizations
4 Amounts paid fo acquire exempt-use assets
5§ Qualified set-aside amounts {prior IRS approval requlired)
6 Other distributions (describe in Part Vi). See instructions
7 Total annual distributions, Add lines 1 through 6
8 Distributions to attentive supportted organizations to which the organization is responsive
{provide details in Part V). See instructions
9 Distributable amount for 2016 from Section C, line 6
10 Line 8 amount divided by Line 9 amount
th (i} {ii)
Section E - Distribution Allocations (see instructions) Excess Distributions Undelgf;s:gél:lgmns Arlrjtirsl}:tb;jc:fglue‘ls

1 Distributable amount for 2016 from Section G, line 6

2 Underdistributions, if any, for years prior to 2016 (reason-
able cause required- explain in Part Vi). See instructions

L&)

Excess dlstrrbutlons carryover |f anv io 2016

From 2013

From 2014

From 2015

Totat of lines 3a through &

Applied to underdistributions of prior years

Applied to 2016 distributable amount

bl = T+ T b [ P I T SO ol ]

Carryover from 2011 not applied (see instructions)

Remainder. Subiract lines 3g, 3h, and 3i from 31,

—

S

Distributions for 2016 from Section D,
line 7: $

a _Applied to underdistributions of prior years

b _Applied to 2016 distributable amount

¢ _Hemainder. Subtract lines 4a and 4b from 4

5 Remaining underdistributions for years prior to 20186, if
any. Subtract lines 3g and 4a from line 2. For result greater
than zero, explain in Part V. See instructions

6 Remaining underdistributions for 2016, Subtract lines 3h
and 4b from line 1. For resuit greater than zero, explain in
Part VL. See instructions

7 Excess distributions carryover to 2017. Add lines 3
and 4c

8 Breakdown of line 7:_

Excess from 2013

Excess from 2014

Excess from 2015

o | |0 | |o

Excess from 2016

832027 09-21-16
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Schedule A (Form 990 or 990-E7) 2016 TRINITAS REGIONAL MEDICAL CENTER 22-3601678 pages

Part Vi | Supplemental Information. Provide the explanations required by Part Il, line 10; Part I, fine 17a ar 17b; Part Iil, fine 12;
Part by, Section A, lines 1, 2, 3b, 3¢, 4b, 4¢, 5a, 6, 9a, 9b, 9¢, 11a, 11b, and 11¢; Part IV, Section B, lines 1 and 2; Part IV, Section C,
line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b, 3a, and 3b; Part V, line 1; Part V, Section B, line 1e; Part V,
Section D, lines 5, 6, and 8; and Part V, Section E, lines 2, 5, and 6. Also complete this part for any additional information,
{See instructions)

£32028 09-21-18 Schedule A {Form 990 or 890-EZ) 2016




*# PUBLIC DISCLOSURE COPY **

Schedule B Schedule of Contributors M Mo 15550061

pvlobi R B Attach to Form 990, Form 990-EZ, of Form 930-PF.

5 B Information about Schedule B {Form 990, 990-EZ, or 990-PF) and 20 1 6
apartment of tha Traasury e . B

Internal Revenus Servica its instructions is at www_frs_gov/formggo .

Name of the organization Employer identification number

TRINITAS REGIONAL MEDICAL CENTER 22-3601678

Organization type {check ans):

Filers of: Section:

Form 990 or 990-EZ 501} 3 ) {enter number) erganization
4947 (a}(1} nonexempt charitable trust not treated as a private foundation
527 political organization

Form 980-PF 501(c){3) exempt private foundation

4847{@){1) nonexempt charitable trust treated as a private foundation

Oo0ool

50'Hc)(3) taxable private foundation

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

General Rule

For an organization filing Form 990, 990-EZ, or 990-PF that received, during the vear, contributions tetaling $5,000 ot more {in money ar
property} from any one contributor, Complete Parts | and H. See instructions for determining a contributor’s total contributions.

Special Rules

[}

Caution:
but it mu,

For an organization described in section 501{c}(3) filing Form 990 cr 89G-EZ that met the 33 1/3% support test of the regulations under
sections 509()(1) and 170b){1)ANvY, that checked Schedule A (Form 990 or 890-EZ), Part H, line 13, 16a, or 16h, and that received from

any one contributor, during the year, total contributions of the greater of (1) $5,000 or {2} 2% of tha amount on (i) Form 990, Part Vill, fine th,
ot (i) Form 990-EZ, line 1. Complete Parts | and Il

or an organization described in section 501 (c)(7), (8}, or (10} filing Form 990 or 990-E2 that received from any one contributor, during the
vear, total contributions of more than $1,000 exclusively for religious, charitable, scientific, literary, or educational purposes, or for
the prevention of cruelty to children or animals. Complete Parts |, I, and IH.

For an organization described in section 501(c){7), (8), or (10) filing Form 9%0 or 990-EZ that received frem any one contributor, during the
year, contributions exciusively for religious, charitatle, etc., purposes, but no such cantributions totaled more than $1,000. If this box

is checked, enter here the total contributions that were received during the year for an exciusively religious, charitable, etc.,

purpose. Don't complete any of the parts unless the General Rule applies to this organization because It received nonexciusively
religious, charitable, etc., contributions fotaling $5,000 or more during theyear ... . ... » &

An organization that isn’t covered by the Generat Rule and/or the Special Rules doesn't file Scheduls B (Form 990, 990-EZ, or 990-PF),
st answer "No" on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ ot on its Form 890-PF, Part |, line 2, to

certify that it doesn’t meet the f{iling requirements of Scheduie B (Form 990, 990-EZ, or 990-PF),

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 980, 990-EZ, or 990-PF.

Schedule B {(Form 980, 990-EZ, or 390-PF) {2016}
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Schedule B {Form 990, 9390-EZ, or 990-PF) (2016)

Page 2

Name of organization

TRINITAS REGIONAL MEDICAL CENTER

Employer identification number

22-3601678

Part | Contributors (See instructions). Use duplicate copies of Part 1 if additional space is needed.

{a)
No,

(b}
Name, address, and ZIP + 4

{c} {d)

Total contributions Type of contribution

1

$

Person
Payrol] D
6,715,931. Noncash [ |

{Complete Part (i for
noncash contributions.)

(a
No.

(b)
Name, address, and ZIP + 4

(c) (d)

Total contributions Type of contribution

Person
Payroll m
g,102. Moncash [ ]

{Camplete Part H for
noncash contributions.}

{a)
No.

{b)
Name, address, and ZIP + 4

c) {d)

Total contributions Type of contribution

§

Person
Payroll {:]
40,000. Noncash [ |

{Complets Part 1l for
noncash contributions.)

(a}
No.

(k)
Name, address, and ZIP + 4

(c) {d)
Total contributions Type of contribution

Person
Payroll ]
15,000. Noncash [ ]

(Complete Part IE for
noncash contributions.)

{a)
No,

(b}
Name, address, and ZIP + 4

{e} (d}

Total contributions Type of confribution

§

Persoh

Payrol D
29,000. Noncash { |

{Complete Part Il for
noncash contributions )

{a)
No.

(b}
Name, address, and ZIP + 4

{c} {d)

Total contributions Type of contribution

$

Person

Payroll |:|
21,000. Noncash | |

{Complete Part |} for
noncash contributions.)

623452 10-18-18
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

Page 2

Name of organization

TRINITAS REGIONAL MEDICAL CENTER

Employer identification number

22-3601678

P_a'r't 1°. Contributors (See instructions), Use duplicate coptes of Part | if additional space is needed.

(a}
No.

(b}
Name, address, and ZIP + 4

{©

Total confributions

{d)
Type of contribution

7

$

49,768.

Person
Payrolt (]
Noncash [ |

{Complete Part |l jor
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)

Type of contribution

9,000.

Person
Payroli E:I
Noncash [ |

{Complete Part It for
noncash contributions.)

{a)
No.

{b)

Name, address, and ZIP + 4

{c}

Total contributions

{d)

Type of contribution

20,000.

Person
Payroll D
MNoncash [ ]

{Complete Part H for
noncash contributions.)

{a)
No.

{b)

Name, address, and ZIP + 4

{c)

Total contrihutions

{d)

Type of contribution

Person [::I
Payroll l:]
Noncash [ ]

{Complete Part Il for
nonhcash contributions.}

{a}
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

Person D
Payroll (3
Nongash [ |}

{Complete Part H for
noncash contributions.)

{a)
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)

Type of contribution

Person l::]
Payroll D
Noncash [ |

{Complete Part It for
noncash contributions.)

$23452 10-18-18
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Schedule B (Form 990, 990-E2, or 990-PF) (2016)

Page 3

Name of organization

TRINITAS REGIONAL MEDICAL CENTER

Employer identification number

22-3601678

Partll Noncash Property (See instructions). Use duplicate copies of Part l] if additional space is needed.

{a)
(c)
fro[:"n Description of b " W al FMV {or estimate) Dat (:) eived
escription of noncash property given {See instructions) ate receive
Part
(a)
{c}
No.
° . ) i FMV {or estimate) (d)
from Description of noncash property given ) . Date received
(See instructions)
Part |
(a}
ic
frloor;w Desaription of o h ty gi FMV for estimate} Date r(:i ived
escription of noncash property given (See instructions) a €
Part |
(a)
{c)
No.
0 o {b) ) FMV {or estimate) () .
from Description of noncash property given . . Date received
{See instructions)
Part |
{a)
(c)
f:i)or;x o inti ¢ b) h b al FMV (or estimate) Dat !d)eived
escription of noncash property given (See instructions) ate rec
Part }
(a}
(c)
No- . ) ) FMV (of estimate) @
from Description of noncash properly given N . Date received
Part | (See instructions}

623453 10-18-16

Schedule B
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Schedule B (Form 986, 990-EZ, or 880-PF) (2G16) Page 4
Name of organization Employer identification nember

TRINITAS REGIONAL MEDICAL CENTER 22-3601678
Part 11l Exclusively religious, charitable, ets., contributions to organizations described in section 501(c){7), (8), or [10) that total mare than $1,000 for

the year from any one contributor. Gomplete columins (a) through (e} and the following line etry. Fer organizations
complsting Part I, enter {he tetal of exclusively religious, charilable, etc., contributions of $1,000 or fess for the year. {Enler this info. once.) $
Use duplicate copies of Part Hl if additional space is needed.
{a} No.
[grDrT' {b) Purpose of gift {c) Use of giit {d) Description of how gift is held
d
{e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
{a} No
!!’mrTI {b) Purpose of gift {c} Use of gift {d} Description of how gift is held
dal
{e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transteree
{a} No.
g‘;ﬂ {b) Purpose of gift (¢} Use of gift {d) Description of how gift is held
(e} Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
{a) No,
gﬂr'n {b} Purpose of gift {c) Use of gift {d} Description of how git is held
dl
{e)} Transfer of gift
Transferee’'s name, address, and ZIP + 4 Relationship of transferor to transferee

523454 10-18-16 Schedule B (Form 990, 850-E2, or 990-PF) (2016}



SCHEDULE C Political Campaign and Lobbying Activities OM Ne. 15450047

Form 980 or 990-EZ
{Fo ° ) For Qrganizations Exempt From Income Tax Under section 501{c) and section 527 20 1 6
P Complete if the organization is described below. P~ Attach to Form 980 or Form 990-EZ. | a0 Sl
=-Open-to Public

] % of the )
ot Hevant Sorvton p Infermation about Schedule G {Form 980 or 990-EZ) and its Instrustions is at www.irs.gov/form980. 1 Inspection:

Internnt Revenue Service

If the organization answered "Yes," on Form 890, Part IV, line 3, or Form 980-EZ, Part V, line 46 (Political Campaign Activities), then
® Section 501(¢)(3) organizations: Complete Parts |-A and B. Do not complete Part I-G.
® Section 501(c) {other than section 501{¢)(3)) organizations: Complete Parts |-A and C below. Do net complete Part I-B.
® Section 527 organizations: Complete Part [-A only.
If the arganization answered "Yes," on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, Iine 47 {L.obbying Activities), then
* Section 501(c}(3) organizations that have filed Form 5768 (election under section 501{n)): Complete Part ll-A. Do not complete Part i-B.
* Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501{)): Gomplete Part li-B. Do not complete Part II-A,
If the organization answered "Yes,"” on Form 990, Part [V, line 5 {Proxy Tax) (see separate instructions) or Form 890-EZ, Part V, line 35¢ (Proxy
Tax) (see separate instructions), then

* Section 501(c){4}, (5}, or {6) organizations: Complete Part 1),
Name of organization

Employer identification number

TRINITAS REGIONAL MEDICAL CENTER 22-3601678
[PartT-A] Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Provide a description of the organization's direct and indirect political campaign activities in Part IV.
2 Political campaign activity expenditUres ... s »5
3 Volunteer hours for political campaign activities .. e

[Part1-B| Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4956 . . ... |
2 Enter the amount of any excise tax incurred by organization managers under section4955 ... P $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? e E] Yes [:l No
daWas a correction MBART et e enen e L] ves Lo

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

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

exXempt IUNGHON BCUVILIES e e e >
3 Total exempt function expenditures. Add lines 1 and 2, Enter here and on Form 1120-P0L,

line 17k
4 Did the filing organization file Form 1120-POL for this year? E:] Yes [::] No
5 Enter the names, addresses and employer identification number (EIN) of all sectlon 527 political organizations to which the filing organization
made payments. For each organization Hsted, enter the amaunt 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. i none, enter -G-. promptly and directly
delivered to a separate
political arganization.
If none, enter -0-,

For Paperwork Reduction Act Notice, see the instructions for Form 990 or 990-EZ, Schedule C (Form 880 or 990-EZ) 2016

LHA
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Scheduls C {Form 990 or 990-E7) 2016 TRINTITAS REGIONAL MEDICAL CENTER

22-3601678 page2

{Part II-A | Complete if the organization is exempt under section 501(c})(3) and filed Form 5768 {election under

section 501(h)).

A Check M [::] if the filing organization belohgs to an affiliated group (and list in Part IV each affitiated group member's hame, address, EIN,

expenses, and share of excess lobbying expenditures),

B Check b D if the filing organization checked hox A and "limited control" provisions apply.

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

{a) Filing
organization’s
totals

(b} Affiliated group
totals

- 0 O 0O T M

Total lobbying expenditures to influence public opinion {grass roots lobbying)
Total iobbying expenditures to influence a legislative body (direct lobbying)
Total lobbying expenditures (add lines 1a and 1b)
Other exempt purpese expenditUres ... s
Total exempt purpose expenditures (add [ines Tcand 1d)
Lobbying nontaxable amount, Enter the amount from the following table in Hoth columns,

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

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

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.

Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000.

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

Over $17,000,000 $1,000,000.

oy —

Grassroots nontaxable amount (enter 25% of line 11)
Subftract line 1g from line 1a. If zero or less, enter -0-
Subtract line 1f from line 1c¢. if zero or less, enter -0-

4-Year Averaging Period Under section 501(h)

{Some organizations that made a section 501{h) election de not have o complete alt of the five columns below,

See the separate instructions for lines 2a through 21.)

l.obbying Expenditures During 4-Year Averaging Period

Calendar year

2013
(or fiscal year beginning in) (a)

{h) 2014 {c) 2015

(412016

{e) Total

2a

Lobbying nontaxable amount

Lobbying ceiling amount
{150% of line 2a, column{e)}

Total lobbying expenditures

d_Grassroots nontaxable amount

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

Grassroots lobbyving expenditures

632042 11-10-16
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Schedule G (Form 990 or 990-E7) 2016 TRINITAS REGIONAL MEDICAL CENTER 22-3601678 pages
] Part li-B | Complete it the organization is exempt under section 501{c){3) and has NOT filed Form 5768

(election under section 501{h}).

For each "Yes," response on lines Ta through 11 below, provide in Part 1V a detaifed description {a) (b}
of the lobbying activity. Yes No Amount

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

VORI | oottt eeeee et ea s et s st bbbt e
Paid staff or management (include compensation in expenses reported on lines 1c through 1i)?
Media advertiSBmMBNTST .. ..ot eb et rean i
Mailings to members, legislators, or the public?
Publications, or published or broadcast statements?
Grants 1o other organizations for oDYING PUIDOSES ? e et e e e ee e e e e e e seeeaa
Direct contact with legisiators, their staffs, government officiats, or a legisfative body?
Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?

B A P e B

Other activities? |
Total, Add lines 1c through 11
Did the activities in line 1 cause the orgamzauon to be not descrlbed in sechon 501 (c (3)’? ____________
If "Yes," enter the amount of any tax incurred under section 4912

c It "Yes," enter the amount of any tax incurred by organization managers under sectlon 4912 ,,,,,,,,,
d If the filing organization incurred a section 4912 tax, did it file Form 4720 forthisyear? ... S
11 A]_ Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or sectmn

501(c}(6}.

e T = D2, 0T

X 226,636,
[T 226,636

)
-]

o

[Fart

Yes No

1 Were substantially all {90% or more) dues received nondeductible by members? .. 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or fess? ... 2

3 Did the organization agree to carry over Iobbwnq and political campaign activity expenditures from the prlar year? 3
{Part Ill-B| Complete if the organization is exempt under section 501 (c}{4), section 501(c}{5), or section

501(c){8} and if either (a) BOTH Part llI-A, lines 1 and 2, are answered "No," OR (b} Part llI-A, line 3, is
answered "Yes."
1 Dues, assessments and similar amounts from members 1

2 Section 162(g} nondeductible lobbying and political expenditures (do not include amounts of political
expenses for which the section 527{f) tax was paid). i
a Current year 2a

B Garryover IOM IBSLYBAN | . oo et eeeee e e e ee e ea e e s e eses ettt ar st s e 2h
c Total ... 2c

3 Aggregate amount repoﬂed in sechon 6033(&)(1){A} notlces of nandeductlbia 5ect|on 162(&) dues
4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the excess
does the organization agree to carryover to the reasonable estimate of nondeductible lobbying and political
BXPENGIUIE NBXLYBAIT oot teseess et eee e e e s ee e ee s bt eh e n e 4
Taxable amount of fobbying and politicat expenditures {see instructions) ... 5
|Part IV:]  Supplemental Information
Provide the descriptions requited for Part I-A, line 1; Part [-B, line 4; Part I-C, line 5; Part II-A (affiliated group list); Part II-A, lines 1 and 2 (see
instructions); and Part 11-B, line 1. Also, complete this part for any additional information.,
PART IT-B, LINE 1, LOBBYING ACTIVITIES:

THE MEDICAL CENTER PAID OUTSIDE ORGANIZATIONS TO LOBBY ON ITS BEHALF

REGARDING HEALTHCARE ISSUES. OPTIMUS PARTNERS WAS PATD $93,600 AND

WINNING STRATEGIES WASHINGTON WAS PATD $90,000 FOR THIS PURPOSE. THE

MEDICAL CENTER ALSO PAYS DUES TO NATIONAL AND STATE HOSPITAL

ASSOCTATIONS. A PORTION OF THE DUES ARE USED FOR LOBBYING PURPOSES BY
Schedule C {Form 980 or 990-E2) 2016

632043 11-10-16




Schadule C Form 890 or 990-£7) 2016 TRINITAS REGIONAL MEDICAL CENTER 22-3601678 ragea
[Part IV.| Supplemental Information continveq)

THE HOSPITAL ASSOCIATIONS. GREATER NEW YORK HOSPITAL ASSOCIATION USED

71.98% OF MEMBER DUES FOR LOBBEYING PURPOSES FOR A TOTAL OF $7,380. THE

AMERICAN HOSPITAL ASSOCIATION USEP 21.78% OF MEMBER DUES FOR LOBBYING

PURPOSES FOR A TOTAL OF $10,471. CATHOLIC HEALTHCARE PARTNERSHIP OF NEW

JERSEY USED 30.00% OF MEMBER DUES FOR LOBBYING PURPOSES FOR A TOTAL OF

$12,000. NEW JERSEY HOSPITAL ASSOCTIATION USED 20.00% OF MEMBER DUES FOR

LOBBYING PURPOSES FOR A TOTAL OF $13,185.

Schedule C {Form 990 or 990-EZ2) 2016
632044 11-10-18



. H OMB No. 1545-0047

SCHEDULE D Supplemental Financial Statements :
{Form 990} - Complete if the organization answered "Yes" on Form 990, 20 1 6

Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b. bl
Dopartmant of the Treasury P Attach to Form 999, ; Open tq Public
Interrat Rovarue Servios P Information about Schedule D (Form $80) and its instructions is at www irs gov/form3g0 - Inspection ..
Name of the organization Employer identitication number

TRINITAS REGIONAL MEDICAL CENTER 22-3601678

[Partl | Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if the
organization answered "Yes" on Form 990, Part iV, line 6.

{a} Donor advised funds {b} Funds and other accounts

Total number atend of year ..
Aggregate value of contributions to (durmg year)
Aggregate value of grants from (duting year)
Aggregate value at end of yaar .
Did the crganization inform all donors and donor advssors in writing that the assets held in denor advised funds
are the organization's property, subject to the organization's exclusive legal control? ... .. .. |:| Yes [ INe
6 Did the organization inform alf grantees, donors, and donor advisors in writing that grant funds can be used oniy
for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose conferting
impermissible private benefit? ... D Yes [::] No
[Part1l | Conservation Easements. Compiete |fthe orgamzatlon answered "Yes" on Form 99[3 Part !V Ime?
1 Purpose(s) of conservation easements hefd by the organization (check all that apply).
[:l Preservation of land for public use (e.g., recreation or education) [j Preservation of a histarically important land area
[:] Protection of natural habitat [:] Preservation of a certified historic structure
D Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conser_\.jation easernent on the last

Rk W N A

day of the tax year. ' Held at the End of the Tax Year
a Total number of conservation 8asements | . ... |28
b Total acreage restricted by conservation easements . 2b
¢ Number of conservation easements on a certified historic 5tructure moiuded in (a) ____________________________________ 2¢
d Number of conservation easements included in (c} acquired after 8/17/08, and not on a historic strusture
listed in the National Register . .. 2d
3 Number of conservation easements modsfled transferred releasecf extmgu:shed or termlnated by the organtzatlon during the tax
year p-
4 Number of states where property subject to conservation easement is located P
5 Does the organization have a written policy regarding the periodic manitoring, inspection, handling of
violations, and enforcement of the conservation easements it holds? . I::] Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of wofahone and enforcmg conservatson easements during the year
»

7  Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
&
8 [oes each conservation easement reported on line 2{d) above satisfy the requirements of section 170} (4)B){H)
and section 170 A)BYD? ... [ Ives [ino
9 In Part XHl, describe how the organization reports conservatron easements in tts revenue and expense statement and balance sheet, and
include, if applicable, the text of the footnote to the organization’s financial statements that describes the organization's accounting for

conservation easements.
Part lll | Organizations Maintaining Collections of Art, Historical Treasures, or Other Simitar Assets.

Complete if the organization answered "Yes" on Form 990, Part IV, line 8,
1a If the organization elected, as permitted under SFAS 116 {ASGC 958), not to report in its revenue statement and balance sheet works of art,
historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide, in Part XIi,
the text of the footnote to its financial statements that describes these items.

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

{i) Revenue included on Form 990, Part VIl INe T e
{i} Assets included in Form 990, Part X ... I ]

2 {f the organization received or held works of art, hlstot’lcal treasures or other srmrlar assets for financial gain, provide
the following amounts required to be reported under SFAS 116 {ASC 958) relating to these items:

a Revenue included on Form 890, Part VHll, line 1| et e et eer e PP B

h_Assets included in Form 990, Part X | ]

LHA For Paperwork Reduction Act Natice, see the Instructions for Form 990, Schedule D (Form 990) 2016
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Schedule D (Form 890) 2016 TRINITAS REGIONAL MEDICAL CENTER 22-3601678 page2
{Part Il | Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets ;oninyeq)
3 Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its collection items
{check all that apply):
a [::} Public exhibition d E:] Loan or exchange programs
b D Scholarly research e D Other
¢ [ Preservation for future generations
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpese in Part XIIE
5 During the year, did the organization solicit or receive danations of art, historical treasures, or other similar assets
to be sold to raise funds rather than to be maintained as part of the organization's collection? ... [::] Yes [ INo
Part IV Escrow and Custodial Arrangements. Complete if the arganization answered "Yes" on Form 990, Part IV, line 9, or
reported an amount on Form 990, Part X, line 21,

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not included
on Form 990, Part X7 .. e L1 Yes [ I No
b If "Yes," explain the arrangemant in Part XI!I and comp!ete the foElowmg table

Amount

Beginning Dalante .. et es e semes e ennesenennnenenenee |G

Additions during the year

Distributions during the year

Ending balance ... ... 1f
2a Didthe orgamzatlon |nc|ude an amount on Form 990 Part X Ime 21 for ESCrow of custocﬂal account Inablhty? ,,,,,,,,,,,,,,, |:| Yes l:] No

b If "Yes," explain the arrangement in Part Xlll. Check here if the explanation has been provided on Part Xill
[Part V. : | Endowment Funds. Complete if the organization answered "Yes" on Form 850, Part IV, fine 10.
{a} Current year {b) Prior year {e} Twa vears back | (d) Three years hack | (e} Four vears back

ol I - ¢

1a Beginning of year balance ...
Contributions ...
Net investment earnings, gains, and losses
Grants or scholarships
Other expenditures for facilities
and programs
Administrative expenses
g End of year balance .
2  Provide the estimated percentage ofthe current year end halance {ine 1g, column (2)) held as:
a Board designated or quasi-endowment P %
b Permanent endowment %
¢ Temporatily restricted endowment = %
The percentages on lines 2a, 2b, and 2c¢ should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the organization
by: Yes | No
(i) unrelated organizations || et ens s st nee s nenn e ecrrner B
(i) related organizations . SO UOPPOVUOUUUPUP L 11
b If "Yes" on line 3a(ii), are the related orgamzatmns ||sted as reqwred on Schedula R‘? 3b
4 Describe in Part Xlli the intended uses of the organization's endowment funds.
Part'Vi: | Land, Buildings, and Equipment.
Complate if the organization answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, fine 10.

Description of property {a) Cost or other {b} Cost or other {c} Accumulated {d) Book value
basis (investment) basis {othet) daprematlon
fa Land | 1,589,358.] . | 1,583,358,

b Buildings 154,764,403.1103, 569 098 .1 51,195,305.

o o0 o

-

c Leasehold improvements |

___________________________________________________ 150,331,992.(128,112,472,] 22,219,520,
e Other 10,950,269, 3,240,380.] 7,709,889.

Total. Add lines 1a through 1e. /Column (o must aqual Form 890, Part X, column (Bl line 100} oo, i P 1 82,714,072,
Schedule D (Form 990} 2016
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Schedute D (Form 990) 2015 TRINITAS REGIONAL MEDICAL CENTER 22-3601678 pPage3
{ Part VII| Investments - Other Securities.
Complete if the organization answered "Yes" on Form 990, Part [V, line 11b. See Form 990, Part X, line 12,
{a) Description of security or category gneiuding name of sscurity) {b) Book value {c} Method of valuation: Cast or end-of-year market value

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

(A

(B)

(93]

(D)

(5]

&)

(6)

(H
Total. (Col. (b) must equal Form 990, Part X, col. (B) line 12.) =
| Part Vlll| Investments - Program Related.

Complete if the organization answered "Yes" on Form 998, Part IV, line 11¢. See Form 990, Part X, line 13.
{a} Description of investment {b) Book value {c} Method of valuation: Cost or end-of-year market value

{1

(2}

(3)

(4}

(5

(6}

{7}

2

{9
Total. {Col. (i) must equal Form 990, Part X, col. (B) line 13.)
Part IX] Other Assets.

Complete if the arganization answered “Yes" on Form 990, Part IV, line 11d, See Form 590, Part X, line 15.
{a) Description {h) Book value

Complete if the organization answered "Yes" on Form 980, Part IV, line 11e or 111. See Form 990 F’art X line 25

1. {a) Description of liability (b) Book value
{1} Federal income taxes
() ACCRUED MALPRACTICE COSTS 1,700,000.
3 ESTIMATED SETTLEMENTS WITH
{44 THIRD-PARTY PAYORS 63,393,7890.
5y UNAMORTIZED BOND PREMIUM 2,896,169,
{5 CONSTRUCTION & RETATNAGE PAYABLE 1,874,554.
7}
(8
)

Total. (Cotumn (b} must equal Form 990, Part X, col (B1{ing 28) o »| 69,864,512.

2. Liability for uncertaln tax positions. In Part Xlli, provide the text of the footnote to the organization’s ﬂnancial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740). Checl here if the text of the footnote has been provided in Part Xl
Schedufe D {Form 990} 2016
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Schedule D (Form 990) 2016 TRINITAS REGIONAL MEDICAL CENTER 22-3601678 Ppage4d
|Part Xi | Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.

Compilete if the organization answered "Yes" on Form 990, Part IV, line 12a.

1 Totaf revenue, gains, and other support per audited financial statements |1 {321,355,517.
2  Amounts included on line-1 but not on Form 990, Part Vill, line 12: :

a Net unrealized gains (losses) oninvestments 25 2,597,016,

b Dcnated services and use of fACIBS 2b

¢ Recoveries of prior year Qrants e 2¢

d Other (Describe in Part XlIk) _l2d] -1,117,275.

e ADdiNES 28 TMOUGN 20 || ..o seeee s eee oo eeeeeeeeeeeeemeeem oo 2 | 1,479,741.

4  Amounts included on Form 990, Part VI, line 12, but not on line 1:
Investment expenses not included on Form 990, Part VI, line 7b

b Other {Describe in Part Xl

¢ Add lines 4a and 4b . 4c -1,223.

Total revenue, Add lines 3 and 4c. mus st mﬂ[fmﬁagmm 5 |319,874,553.

[ Part Xl [ Recongciliation of Expenses per Audited Financial Statements With Expenses per Return.

Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.

3 Subtract ling 2e from line 1 3 |319,875,776.

o]

1 Total expenses and fosses per audited financial stalements e 1 1304,700,841.
2 Amounts included on line 1 but not on Form 890, Part IX, line 25: AN

a Donated services and use of facilities 2a

b Prior year adjustments 2b

© OtherloSSES |, ... |28 :

d Other (Describe in Part XIL) ..o | 200 1,223.0

e Addlines 2athrough2d 2e 1,223,

3 Subtractine 2e from iNE 1 et
4 Amounts included on Form 880, Part IX, line 25, but not on line 1:

3 304,699,618,

a Investment expenses not included on Form 990, Part Vill, lne 7b ...l 4a

b Other PescribeinPart XIL) ... AR e

¢ Addlines4aand4h SO POPUOUROTORPUSUR K. . - 0.
Total expenses. Add lines 3and 4¢, (Thrs mm@mmm 13) e - 1L SR

| Part XHI] Supplemental Information.
Provide the descriptions required for Part I, lines 3, 5, and 9; Part Il lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line 2; Part Xi,
tines 2d and 4b; and Part Xll, lines 2d and 4b. Also complete this part to provide any additional information.

PART X, LINE 2:

THE MEDICAL CENTER ACCOUNTS FOR UNCERTAINTY IN INCOME TAXES RECOGNIZED IN

THE FINANCIAL STATEMENTS USING A RECOGNITION THRESHOLD OF

MORE-LIKELY-THAN-NOT AS TQ WHETHER THE UNCERTAINTY WILL BE SUSTAINED UPON

EXAMINATION BY THE APPROPRIATE TAXING AUTHORITY. MEASUREMENT QOF THE TAX

UNCERTAINTY QCCURS IF THE RECOGNITION THRESHOLD HAS BEEN MET. MANAGEMENT

DETERMINED THERE WERE NO TAX UNCERTAINTIES THAT MET THE RECOGNITION

THRESHOLD.

THE MEDICAL CENTER'S FEDERAL EXEMPT ORGANTZATION BUSINESS INCOME TAX

RETURNS FOR 2016, 2015, AND 2014 REMAIN SUBJECT TO EXAMINATION BY THE

INTERNAL REVENUE SERVICE.
632054 08-20-16 Schedule D {Form 990) 2016




Schedule D (Form 990) 2016 TRINITAS REGIONAL MEDICAL CENTER

22-3601678 pages

{Part XIll} Supplemental Information .oninueg

PART XI, LINE 2D - OTHER ADJUSTMENTS:

CHANGE IN BENEFICIAL INTEREST IN NET ASSETS OF FOUNDATION -584,202.
CHANGE IN FAIR VALUE OF INTEREST RATE SWAPS -533,073.
TOTAL TO SCHEDULE D, PART XTI, LINE 2D -1,117,275,
PART XT, LINE 4B - OTHER ADJUSTMENTS:

RENTAL EXPENSES -1.,223,
PART XIT, LINE 2D - OTHER ADJUSTMENTS:

RENTAL EXPENSES 1,223.

632055 08-26-16
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SCHEDULE H . OME No, 1545-0047
(Form 990) Hospitals
P Complete if the organization answered "Yes" on Form 990, Part iV, question 20, _ 20 16
Department of the Troasury P Attach to Form 990. .Oper 1o Publigi
Internal Revenus Servics P Information about Schedule H {Form 990) and its instructions is at www.irs.gov/forma9o . ~Inspechion 7
Name of the organization Employer identiﬁcaﬂon number
TRINITAS REGIONAL MEDICAL CENTER 22-3601678
[Part].} Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a 1a | X

B 1 'Yes," wWas it & WIHEN POCYT ..o ezt ettt s s et et r et nens s an e 1b X

If tha organization had multiple hospital Taciities, indicale which of the fallowing bast dascribes application of the financial assistance pelicy to its various hospital
2 facilitios during the tax year.

Applied uniformly to all hospital facilities D Applied uniformly to most hospital facilities
[ Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligiility criteria Ihat applied to the largest number of the crganization's patisnls during the tax year,

a Did the crganization use Federal Poverty Guidelines (FPG) as a factor in determining efigibility for providing free care?
If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care:
] 100% [ 1150% 200%  [_] Other %

b Did the arganization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate which
of the following was the family income limit for efigibikity for discounted care:

L1 200% [ o50% so0% | Jaso% [ ]400% ] Other %

¢ |f the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used for determining
eligibility for free or discounted care, Include In the description whether the organization used an asset test or other

threshold, regardless of income, as a factor in determining eligibifity for free or discounted care,

4  Did the organizalion's financial assistance polley that applisd to the largest number of its patlents during the 1ax year provide for free or discounted cars to the
"madically indigani®?

5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? |
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . ...
¢ If "Yes" to line 5b, as a result of budget considerations, was the arganization unable to provide free or discounted
care to a patient who was eligible for free or discounted care? .. ...

6a Did the organization prepare a community Denefit report during the tax year? e
b If "Yes," did the organization make It avallable £0 the PO

Gomplete tha follewing tabla using the worksheeis provided in iha Scheduls H instruclions. De not submit thess worksheets with the Scheduls H,

7 Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and (@) ot 0] Rene (6] T conmnty | A} Opeotetsetina | G o |
Means-Tested Government Programs | Progems (eplional {apticnal} Sxpoanse
a Financial Assistance at cost {from
Worksheet 1) 36501623.126848152.] 9653471. 3.34%
b Medicaid (from Warksheet 3,
columna) 86340253.[82294981.} 4045272.] 1.40%

¢ Costs of other means-tested
government programs {from
Worksheet 3, celumnb) ...

d Total Financial Assistance and

Means-Tested Governmant Programs ......... 1 2 2 8 4 1 8 7 6 1 0 9 1 4. 3 1 3 3 13 6 9 8 74

3.] 4.74%

Other Benefits
e Community health
improvement services and
community benefit operations

{from Worksheetd) ...
f Health professions education

{from Worksheet5) . ... 6960862.] 4830425, 2130437, L74%
g Subsidized health services

{frorm Worksheet &) 18756799.{13707938. 5048861.| 1.75%

h Research (from Worksheet 7)

i Cash and in-kind contributions
for community benefit (from
Worksheet 8)

j Total. Other Benefits

25717661 .[18538363.] 7179298, 2.49%

k Total, Add lines 7d and 7i ... H48559537[127681496[20878041.] 7.23%

632001 11-02-16  LHA For Paperwork Reduction Act Natice, see the Instructions for Form 990, Schedule H {Form 990} 2016




Schedule H (Form 990) 2016 TRINITAS REGIONAL MEDICAL CENTER 22-3601678 pagez
I Part m | Community Building Activities Complete this tablo if the organization conducted any community building activities duting ths
tax year, and describe in Part VI how its community building activities promoted the health of the communities it serves.

{a) Numbar of {b} Persans {ci Total {d) Oirect {e} Nat {f} Percant of
activities or programs setved (oplional} communily offsatiing revenue community tolal expense
{optional) building expensa building expense
1 Physical improvemenis and kousing
2 Economic development 382. 382. .00%
3 GCommunity support 7,733. 7,733. L00%
4 Environmental improvements
5 Leadership development and
training for community members 198. 198. L.00%
6 Coalition building
7 Community health improvement
advocacy 27,635, 5,974.| 21,661, L01%
8  Workforce development 191,746.] 31,985.| 159,761. .06%
9  Other
10__ Tolal 227,694, 37,559.] 183,735, .07%
| Part III—I Bad Debt, Medicare, & Collection Practices
Section A, Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financtal Management Association
2 Enter the amount of the organization's bad debt expense. Explain in Part V| the R B
methodology used by the organization to estimate this amount .. 2 2,915,605,

3  Enter the estimated amount of the organization’s bad debt expense attributable to
patients eligible under the organization's financial assistance policy. Explain in Part Vi the
methodology used by the organization {o estimate this amount and the rationale, if any,
for including this portion of bad debt as community benefit 3

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

Section B, Medicare

787,213,

80,839,349.

5  Enter total revenue recelved from Medicare (including DSH and IME} 5
6 Enter Medicare allowable costs of care relating to paymentson line 5 . 6 | 83,594,666,
7  Subtract ling 6 from line 5, This is the surplus (or shortfall} 7 -2,755,317.

8 Describe in Part Vi the extent to which any shortfall reported in Hine 7 should be treated as community benefit.
Also describe in Part VI the costing methodology or scurce used to determine the amount reported on line 8.
Check the hox that describes the method used:

Cost accounting system [:) Cost to charge ratio |:] Other
Section C, Collection Practices

9a Did the organization have a written debt collection policy during the QX Y ar T ga | X
b ™Yes," did ths organization's cellection policy that appliad fo the largest number of its patients during the tax year contain provisions on the
collection practices to be followsd for patients who are known to gualify for financial assistance? Deseribein PartVl ... | 9b | X

i PaﬁlVI Management companies and JOint Ventures (owned 10% or more by officers, direclors, rustess, kay employess, and physicians - ses instructions)

(b} Description of primary
activity of entity

{a} Name of entity

{c) Crganization’s
profit % or stock
ownership %

(d) Officers, direct-
ors, frustees, or
key employees'
profit % or stock

ownership %

(e} Physicians’
profit % or
stock
ownership %

632002 1-02-16
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| Part V| Facility Information

Section A, Hospital Facilities - B
(list in order of size, from largest to smallest) _I &t =5l < Eﬁ'
How many hospital facilities did the organization operate % 3 §- % ‘; E
during the tax year? 2 é? ; 8 _‘é’ § E »
Name, address, primary website address, and state license number T -é - =i 8| § § 5 Facility
{and Ef a group return, the name and. EIN of :the subordinate hospital @ £ g < E E 3 % reporting
organization that operates the hospitat facility) 3—. E :_;:—: § {E; A‘u:’ P;:. '% Other (describe) group
1 WILLIAMSON STREET CAMPUS
225 WILLIAMSON STREET
ELIZABETH, NJ 07207
WWW.TRINITASRMC.ORG
12007 XX X X A
2 NEW POINT CAMPUS
655 E JERSEY STREET
ELIZABETH, NJ 07206
WWW.TRINITASRMC.ORG PSYCHIATRY & LONG
12007 X X X TERM CARE A

632003 11-02-16 Schedule H {Form 990) 2016
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[Part V.| Facility Information 4o .imued)

Section B. Facility Policies and Practices
{Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facilily or letter of facility reporting group FACILITY REPORTING GROUP - A

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section Al: 1,2

Yes | No
Community Health Needs Assessment B
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
cutrent tax year or the immediately preceding tax year? i 1 X
2 Was the hospital facility acquired or placed into service as a tax exempt hosputa[ in the current tax year or
the immaediately preceding tax year? If "Yes,” provide details of the acquisition in Section C 2 X

3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNAY? 1f "No," skip to Ine 12 e,
if *Yes," indicate what the CHNA report describes {check all that apply):

A deflnition of the community served by the hospital facility

Demographics of the community

Existing heaith care facilities and resources within the community that are available to respond to the heaith needs

of the community

How data was obtained

The significant health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-incame persons, and minority

O T ow

el B =X
bbb bbb

groups
The process for identifying and prioritizing community health needs and services to mest the community health needs
The process for consuiting with persons representing the community's interests
The impact of any actions taken to address the significant health needs Identified in the hospital facility's prior CHNA(s)
Other (describe in Section C}
4 Indicate the tax vear the hospital facility last conducted a CHNA: 20 _ﬁ
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the broad
interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If *Yes," describe in Saction G how the hospital facility tock into account input from persons who represent the
community, and identify the persons the hospital facility consURed e
6a Was the hospital facility’s CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C el
b Was the hospital facility’'s CHNA conducted wﬁh one or more organlzatrons other %han hospital facslltles‘? If "Yeg
list the other organizations in Section C
7 Did the hospita] facility make its CHNA report Wldely ava;[able tu the publlc’?
if "Yes," indicate how the CHNA report was made widely available (check afl that apply)
[X} Hospital facility's website fist url); WWW. TRINITASRMC . ORG/COMMUNITY HEALTH NEED
m Other website {list ul):
Made a paper copy available for public inspection without charge at the hospital facility
Other {describe in Section G)
8 Did the hospital facitity adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line 11
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 1 5
10 |s the hospital facility's most recently adopted implementation strategy posted on a website?
alf "Yes," (istur): WWW.TRINITASRMC.ORG/COMMUNITY HEALTH NEEDS HTM
b If "No," is the hospital facility’s most recently adopted implementation strategy attached to this return?
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its mast

recently conducted CHMA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.

-

2 0 o W

12a Did the organization incur an excise tax under section 4959 for the hospital facility’s failure to conduct a
CHNA as required by section BOTINE)T e
b i "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excise tax? ... ...
c [f "Yas" to line 12b, what is the total amount of sectich 4959 excise tax the organization repaorted on Form 4720
for all of its hospital facilities? $

Ga

12a

: 1Qb

12b

632004 11-02-18 Schedule H {Form 830} 2016




Schedule H (Form 980) 2016 TRINITAS REGIONAL MEDICAL CENTER

[Part V| Fagility Information ontinuad)

22-3601678 pages

Financial Assistance Policy [FAP)

Name of hospital facility or letter of facility reporting group FACILITY REPORTING GROUP -~ A

13

a

TR o o0 W

14
15

[=2

d

e
16

LT = S v B = A -

-

i3

Did the hospital facility have in place during the tax year a written financial assistance policy that:
Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care?
If *Yes," indicate the eligibility criterla explained in the FAP:
Federal poverty guidefines (FPG), with FPG family income limit for eligibility for free care of 200 %
and FPG family income limit for eligibility for discounted care of 300 %
Income level other than FPG (desctibe in Section G}
Asset level
Medical indigency
fhsurance status
Underinsurance status
Residency
Cther (describe in Section C)

IRz

Explained the basis for catculating amounts charged to patients?

Explained the method for applying for financial assistance?
If "Yes," indicate how the hospital facility's FAP or FAP application form (ncluding accompanying instructions)
explained the method for applying for financial assistance {chack all that apphy):
Described the information the hospital facility may require an individual to provide as part of his or her application
Described the supporting documentation the hospital facility may require an individual to submit as part of his
of her application
Provided the contact information of hospital facility staff who can provide an individuat with information
about the FAP and FAP application process
X | Provided the contact information of nonprofit organizations or government agenciss that may be sources
of assistance with FAP applications ‘
] Other {describe in Section G}
Was widely publicized within the community served by the hospital facility? .
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
The FAP was widely avaflable on a website (list ur]); SEE PART V, PAGE 8

Yes

No

13

The FAP application form was widely available an a website {list url SEE PART V, PAGE 8

A plain language summary of the FAP was widely avaitable ort a website (st urly:

The FAP was availabte upon request and without charge {in public locations in the hospital facility and by mail)
The FAP application form was available upon request and without charge (n public locations in the hospital
facility and by mail)

A plain language summary of the FAP was available upon request and without charge (in public locatians in

the hospital facility and by mail)

Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP,
by receiving a conspicuous written notice abeut the FAP on their billing statements, and via conspicuous public
displays or other measures reasonably calculated to attract patients’ attention

M bk

Notified members of the community who are most likely to require financial assistance about availabifity of the FAP
The FAP, FAP application form, and plain fanguage summary of the FAP were transiated into the primary language(s)

spoken by LLEP populations
Other (describe in Section C)

]

Schedule H (Form 980) 2016
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Schedule H {Form 990) 2016 TRINITAS REGIONAL MEDICAIL CENTER 22-3601678 Pages
[Pant¥:] Fagility Information 4oninueq

Billing and Collections
Name of hospital faclility or letter of facility reporting group FACILITY REPORTING GROUP - A

Yes | No

17 Did the hospital facifity have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authorized patty may take upon
PONPAYMEIE? | L. ool ee e eeeeee oo e e e e oo e e e s s eeeeee Lo oot s e e e s e et oes e e s e ee et se e e et e e 17 | X

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

Reporting to credit agency(es)

Selling an individual's debt to another patty

Deferring, denying, or requiring a payment before providing medically necessary care due to nonpayment of a

previous bill for care covered under the hospital facility’'s FAP

Actions that rerjuire a legal or judicial process

Other similar actfons (describe in Section C)

1 || None of these actions or other similar actions were permitted

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

Reporting to credit agency(es)

Selling an individual's debt to another party

Deferring, denying, or requiring a payment before providing medically hecessary care due to nonpayment of a

previous bill for care covered under the hospital facility's FAP

Actions that require a legal or judiclal process

Other similar actions (describe In Section C)

20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed {(whether or
not checked) in line 19 {check all that apply);

Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the

FAP at {east 30 days before initiating those ECAs

Made a reasonable effort to arally notify individuals about the FAP and FAP application pracess

Processed incomplete and complete FAP applications

Made presumptive eligibility determinations

Other {describe in Section C)

f | X | Noneof these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emargency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to

individuals regardless of their eligibility under the hospital facility's financial assistance policy?
It "Ne," Indicate why:
a [:] The hospital facility did not provide care for any emergency medical conditions

b [::] The hospital facility's policy was not in writing

[

d

L=

OO OCI

O T o

00 0oo

o o

Y

=<0000 O

LB T~ B~

The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Section C)
[] Other {describe in Section C)

Schedule H {(Form 880) 2016
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[PartV | Facility Information ;oninued

Charges 1o Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)

Name of hospital facility or letter of facility reporting group _ FACILITY REPORTING GROUP - A

22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-eligible
individuals for emergency or other medically necessary cars,

a [ | The hospital facility used a look-back methad based on claims allowed by Medicare fee-for-service during a prior
12-month period

b D The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and all private
health insurers that pay claims to the hospital facility during a prior 12-month period

c E The hospital facility used a look-back methed based on claims allowed by Medicaid, either alone or in combination

with Medicare fee-for-service and all private health insurers that pay claims to the hospital facility during a prior
12-month period

d The hospital facility used a prospective Medicare or Medicaid methad
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary setvices more than the amounts generally billad to individuals who had

INSUFANGCE GOVEHNG SUCT GAINBT || e s es s s em e ee e e hs b s en e

[f "Yes," explain in Section C.
24 During the tax year, did the hospital facility charge any FAP-gligible individual an amount equal to the gross charge for any

service provided to that indiVdURIT | e

It "Yes," explain in Section C.

| Yes | No

23

24 L

X d

Schedule H {Form 990) 2016
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Schedule H (Form 990) 2016 TRINITAS REGIONAL MEDICAL CENTER 22-3601678 pages
[PartV .| Facility Information ontinyed

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, &b, 7d, 11, 13b,
13h, 15¢, 18], 18e, 19¢, 20e, 21¢, 214, 23, and 24. If applicable, provide separate descriptions for each hospital facility in a facility reporting

group, designated by facility reporting group letter and hospital facility line number from Part V, Section A (A, 1," "A, 4," "B, 2," "B, 3," etc.) and
name of hospital facility.

SCHEDULE H, PART V, SECTION B. FACILITY REPORTING GROUP A

PART V, LINE 16A, FAP WEBSITE:

WWW.TRINITASRMC .ORG/PUBLIC INFORMATION POSTINGS.HTM

SCHEDULE H, PART V, SECTION B. FACILITY REPORTING GROUP A

PART V, LINE 16B, FAP APPLICATION WEBSITE:

WWW.TRINITASRMC.ORG/PUBLIC INFORMATTION POSTINGS.HTM

SCHEDULE H, PART V, SECTION B, FACILITY REPORTING GROUP A

FACILITY REPORTING GROUP A CONSISTS OF:

~ FACILITY 1: WILLIAMSON STREET CAMPUS

— FACILITY 2: NEW POINT CAMPUS

FACILITY REPORTING GROUP - A

PART V, SECTION B, LINE 5: TO GUIDE OUR COMMUNITY HEALTH IMPROVEMENT

EFFORTS, WE CONDUCTED A COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) FROM

JANUARY TQO OCTOBER 2016. THE 2016 CHNA BUILDS UPON OUR 2013 CHNA AND WAS

CONDUCTED IN A TIMELINE CONSISTENT WITH THE REQUIREMENTS SET FORTH IN THE

AFFORDABLE CARE ACT, THE PURPOSE OF THE CHNA WAS TC GATHER INFORMATION

ABOUT OUR LOCAL HEALTH NEEDS AND HEALTH BEHAVIORS.

IN CONDUCTING THE CHNA, WE EXAMINED A VARIETY OF HOUSEHOLD AND HEALTH

STATISTICS WITH THE INPUT OF OUR COMMUNITY PARTNERS TO PORTRAY A FULL

PICTURE OF THE HEALTH OF OUR COMMUNITY. WE WILL USE THESE FINDINGS TO

ENSURE THAT OUR COMMUNITY BENEFIT AND HEALTH IMPROVEMENT INITTIATIVES ARE

ALIGNED WITH THE HIGHEST NEEDS OF QUR COMMUNITY.
632008 11-02-16 Schedule H {Form 990} 2016
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{ Part V| Facility Information onmiuea)

Section G. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, fines 2, 3}, 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16j, 18e, 19e, 20e, 21¢, 21d, 23, and 24. If applicable, provide separate descriptions for each hospital facility in a facility reporting

group, designated by facility reporting group letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and
name of hospital facility,

THE 2016 CHNA WAS LED BY TRMC LEADERSHIP WITH PARTICIPATION OF CUR

COMMUNITY PARTNERS. WE ARE THANKFUL TO THE MANY HEALTH AND SOCIAL SERVICE

EXPERTS WHC LENT EXPERTISE AND INPUT TO THE CHNA PROCESS AND CONTINUE TO

PARTNER WITH TRMC TO ADDRESS HEALTH NEEDS IN OUR COMMUNTTY.

TRINITAS REGIONAL MEDICAL CENTER'S RESEARCH PARTNER, BAKER TILLY, ASSISTED

IN ALL PHASES OF THE CHNA INCLUDING PROJECT MANAGEMENT, QUANTITATIVE AND

QUALITATIVE DATA COLLECTION, REPORT WRITING, AND DEVELOPMENT OF THE

IMPLEMENTATION STRATEGY. BAKER TILLY'S EXPERTISE ENSURED THE VALIDITY OF

THE RESEARCH AND ASSISTED IN DEVELOPING A LONG-TERM ACTION PLAN TO ADDRESS

THE HIGHEST HEALTH NEEDS ACROSS UNION COUNTY.

THE 2016 CHNA WAS CONDUCTED BETWEEN SEPTEMBER 2015 AND OCTOBER 2016,

BUILDING UPON THE LAST CHNA CONDUCTED IN 2013. QUANTITATIVE AND

QUALITATIVE METHODS, REPRESENTING BOTH PRIMARY AND SECONDARY RESEARCH,

WERE USED T0 ILLUSTRATE AND COMPARE HEALTH TRENDS AND DISPARITIES ACROSS

UNION COUNTY. PRIMARY RESEARCH METHODS SCOLICITED INPUT FROM KEY COMMUNITY

STAKEHOLDERS REPRESENTING THE BROAD TINTERESTS OF THE COMMUNITY, INCLUDING

EXPERTS IN PUBLIC HEALTH AND INDIVIDUALS REPRESENTING MEDICALLY

UNDERSERVED, LOW-INCOME, AND MINORITY POPULATIONS. SECONDARY RESEARCH

METHODS SOUGHT TO IDENTIFY COMMUNITY HEALTH NEEDS ACROSS GEOGRAPHIC AREAS

AND POPULATIONS.

THE FOLLOWING RESEARCH WAS CONDUCTED TO DETERMINE COMMUNITY HEALTH NEEDS:

~ A REVIEW OF PUBLIC HEALTH AND DEMOGRAPHIC DATA PORTRAYING THE HEALTH AND

SOCIQECONOMIC STATUS OF THE COMMUNITY.

- A PARTNER FORUM WITH 25 COMMUNITY REPRESENTATIVES TQO SOLICIT INPUT ABOUT
632008 11-02-16 Schedule H (Form 990) 2016
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|.P_a_rt Vv E Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3], 6, 6a, 6b, 7d, 11, 13b,
13h, 15¢, 16j, 18e, 19¢, 20g, 21c, 21d, 23, and 24. If applicable, provide separate descriptions for each hospital facility in a facility reporting

group, designated by facility reporting group letter and hospital facility line number from Part V, Section A ("A, 1, "A, 4," "B, 2," "B, 3," etc)) and
name of hospital facility.

COMMUNITY HEALTH PRIORITIES, COMMUNITY ASSETS, GAPS IN SERVICES, AND

PARTNERSHIP CPPORTUNITIES.

FACILITY REPORTING GROUP - A

PART V, SECTION B, LINE 7D: ANNUAL COMMUNITY MEETING

FACILITY REPORTING GROUP - A

PART V, SECTION B, LINE 11:; THE PRIORITY AREAS THAT WERE IDENTIFIED WERE

AS FOLLOWS: ACCESS TO CARE, MENTAL HEALTH & SUBSTANCE ABUSE, CANCER, AND

CHRONIC DISEASE WITH FOCUS ON DIABETES, HEART DISEASE, AND OBESITY.

TRINITAS REGIONAL MEDICAL CENTER LEADERSHIP REVIEWED RESEARCH FINDINGS

FROM MHE 2016 CHNA, CONCURRENT REGIONAL INITIATIVES, AND COMMUNITY INPUT

IN DETERMINING PRIORITY HEALTH NEEDS ACROSS ITS SERVICE AREA. BASED ON THE

MEDICAL CENTER'S EXISTING SERVICES, RESOURCES, AND AREAS OF EXPERTISE,

TRINITAS LEADERSHIP DETERMINED TO ADOPT THE FOLLOWING PRIORITY HEALTH

NEEDS AS PART OF ITS 2016-2019 COMMUNITY HEALTH TMPLEMENTATION PLAN:

CANCER, CHRONIC DISEASE PREVENTION, AND MENTAL HEALTH & SUBSTANCE ABUSE.

WHILE THESE THREE AREAS WERE PRICRITIZED AND ADOPTED BY TRINITAS REGTONAL

MEDICAL CENTER AS PART OF ITS IMPLEMENTATICON PLAN, THE MEDICAL CENTER

CONTINUES TO WORK ACROSS THE OTHER IDENTIFIED COMMUNITY NEEDS. AS THE

NEEDS IDENTIFIED ARE NOT MUTUALLY EXCLUSIVE FROM ONE ANOTHER, IT IS THE

MEDICAL CENTER'S THOUGHTS THAT BY ADEQUATELY ADDRESSING THE THREE

PRIORITIZED AREAS, THE OTHER NEEDS WILL BE INDIRECTLY IMPACTED AS WELL.

632098 19-02-18 Schedule H (Form 980} 2016
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[Part V'] Facility Information (orsinieq)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility

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

How many norvhospital health care facilities did the organization operate during the tax year? 5

Name and address Type of Facility (describe)
1 LINDEN DIALYSIS CENTER
10 N WOOD AVENUER
LINDEN, NJ 07036 DIALYSIS CARE
2 TRINITAS MICU
1164 ELIZABETH AVENUE
ELIZABETH, NJ 07201 MOBILE CARE UNIT
3 WOMEN'S/PEDIATRIC HEALTH CENTER
65 JEFFERSON AVENUE
ELIZABETH, NJ 07201 CLINICS/FAMILY MEDICINE
4 TRINITAS REG MED CTR SCHOQOL OF NURSING
UNION COUNTY COLLEGE 12 W JERSEY STREER
ELIZABETH, NJ 07202 SCHOOL OF NURSING
5 WOMEN, TNFANTS & CHILDREN NUTRITION WI
1124 EAST JERSEY STREET
ELIZABETH, NJ 07201 NUTRITIONAL COUNSELING

Schedule H {Form 990} 2016
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[Part VIT Supplemental Information

Provide the following information,

1 Required descriptions. Provide the descriptions required for Part |, fines 3c, 6a, and 7; Part il and Partill, lines 2, 3, 4, 8 and
Sb.

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

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

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

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

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

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

PART T, LINE 7:

A COST TQO CHARGE RATIO WAS CALCULATED BY DIVIDING TOTAL OPERATING EXPENSE

BY GROSS REVENUE.

PART T, LINE 73:

NO COSTS ATTRIBUTABLE TO A PHYSICIAN CLINIC WERE INCLUDED TN THE

SUBSIDIZED HEALTH SERVICES FIGURE,

PART I, LN 7 COL(F):

$15,961,302 OF BAD DEBT EXPENSE WAS SUBTRACTED FROM TOTAL EXPENSES IN

CRDER TO CALCULATE THE PERCENT OF TOTAL EXPENSE IN COLUMN (F) OF LINE 7.

PART II, COMMUNITY BUILDING ACTIVITIES:

BASED ON QUR COMMUNITY BUILDING ACTIVITIES AND THE FINDINGS OF OUR NEEDS

ASSESSMENT, TRINITAS IS ABLE TO IDENTIFY THE HBEALTH NEEDS OF QUR COMMUNITY

AND PROMOTE THE HEALTH OF THE COMMUNITIES WE SERVE. THE MORE SIGNIFICANT

QOF THE IDENTIFTIED NEEDS INCLUDE DIABETES AND WEIGHT MANAGEMENT, PRE-NATAL

AND NEWBORN CARYE, HEART DISEASE TREATMENT, CANCER CARE AND KIDNEY DISEASE.
632100 11-02-16 Schedule H (Form 990) 2016
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{ Part Vi] Supplemental Information

Provide the follawing information.

1 Required descriptions. Provide the descriptions required for Part |, linas 3c, 6a, and 7; Part Il and Part il lines 2, 3, 4, 8 and
9h.

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

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

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

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

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

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

THESE NEEDS ARE PARTICULARLY RELEVANT TQO THE POPULATION WE SERVE AND ARE

CONSIDERED A PUBLIC HEALTH PRIORITY.

OUR EFFORTS IN THIS REGARD ARE NOT PROVIDED FOR MARKETING PURPOSES OR TO

INCREASE REFERRALS OF PATIENTS WITH THIRD PARTY TINSURANCE CCOVERAGE, IN

FULFILLMENT OF REGULATORY REQUIREMENTS OR CURRENT STANDARD OF CARE, QR TO

BENEFIT PERSCNS AFFILIATED WITH THE ORGANIZATION. RATHER, ALL OF QUR

EFFORTS DESCRIBED HEREIN ARE DESIGNED TO BENEFIT THE PEOPLE IN OUR

COMMUNITY .,

ALL OF QOUR COMMUNITY PROGRAMS ARE GENERALLY AVAILABLE BRQADLY IN THE

COMMUNITY AND TARGET THOSE PERSONS MOST IN NEED., THESE ACTIVITIES MAKE

PEOPLE AWARE OF THEIR HEALTHCARE OPTIONS AND ENCOURAGE THEM TO GET MORE

INFORMATION AND TREATMENT, IF NEEDED.

PART FfII, LINE 2:

A COST TO CHARGE RATIO WAS CALCULATED BY DIVIDING TOTAL OPERATING EXPENSE

BY GROSS REVENUE.
632100 11-02-1§ Schedule H (Form 990) 2016
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| Part Vi{ Supplemental Information

Provide the following information.

1 Reguired descriptions. Provide the descriptions reguired for Part |, lines 3c, 6a, and 7; Part Il and Part lli, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

PART IIT, LINE 3:

APPROXIMATELY 27% OF OUR BAD DEBT EXPENSE IS RELATED TO CHARITY PATIENTS

WITH INSUFFICIENT DOCUMENTATICN. MOST PATIENTS WITH BAD DEBT COULD NOT

OTHERWISE AFFORD CARE, THEREFCRE IT IS A COMMUNITY BENEFIT,

PART III, LINE 4:

PATIENT ACCOUNTS RECEIVABLE ARE REPORTED AT NET REALIZABLE VALUE. ACCOUNTS

ARE WRITTEN OFF WHEN THEY ARE DETERMINED TO BE UNCOLLECTIBLE BASED UPON

MANAGEMENT 'S ASSESSMENT OF INDIVIDUAL ACCOUNTS. IN EVALUATING THE

COLLECTABITLITY OF PATIENT ACCOUNTS RECEIVABLE, THE MEDICAL CENTER ANATYZES

ITS PAST HISTORY AND TDENTIFIES TRENDS FOR EACH OF ITS MAJOR PAYQOR SOURCES

CF REVENUE TO ESTIMATE THE APPROPRIATE ALLOWANCE FOR DOUBTFUL COLLECTIONS

AND PROVISION FOR DOUBTFUL COLLECTIONS. FOR RECEIVABLES ASSOCIATED WITH

SERVICES PROVIDED TO PATIENTS WITH THIRD PARTY TINSURANCE COVERAGE (PARTIAL

OR COMPLETE) AND PATIENTS WITH NO COVERAGE (PARTIAL OR NONE), THE MEDICAL

CENTER ANALYZES CONTRACTUALLY DUE AMOUNTS AND PROVIDES AN ALLOWANCE FOR

DOUBTFUL COLLECTIONS AND A PROVISION FOR DOUBTFUL COLLECTILONS, IF
632100 11-02-16 Schedule H (Form 990) 2016
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[ Part VI | Supplemental Information

Provide the following information.

1 Required descriptions. Pravide the descriptions required for Part |, lines 3¢, 6a, and 7; Part I and Part I}, lines 2, 3, 4, 8 and
ab.

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

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

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

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

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

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

NECESSARY. FOR RECETVABLES ASSOCIATED WITH PATIENTS WITH NO TNSURANCE OR

PARTTIAL TNSURANCE (WHICH INCLUDES BOTH PATIENTS WITHOUT INSURANCE AND

PATIENTS WITH DEDUCTIBLE AND COPAYMENT BALANCES DUE), THE MEDICAL CENTER

RECORDS A SIGNIFICANT PROVISION FOR DOUBTFUL COLLECTIONS IN THE PERICD OF

SERVICE ON THE BASIS OF ITS PAST EXPERIENCE, WHICH INDICATES THAT MANY

PATIENTS ARE UNABLE TO PAY THE PORTION OF THETR BILL. FOR WHICH THEY ARE

FINANCTALLY RESPONSIBLE. THE DIFFERENCE BETWEEN THE BILLED RATES AND THE

AMOUNTS ACTUALLY COLLECTED AFTER ALL REASONABLE COLLECTION EFFORTS HAVE

BEEN EXHAUSTED IS CHARGED OFF AGAINST THE ALLOWANCE FOR DOUBTFUL

COLLECTIONS.

PART III, LINE 8:

THE ENTIRE SHORTFALL SHOULD BE TREATED AS COMMUNITY BENEFIT SINCE THE

SHORTFALL IS A RESULT OF OUR LOCATION. PLEASE SEE RESPONSE TO SCHEDULE H,

PART VI, LINE 4 REGARDING COMMUNITY INFORMATION. WE PROVIDE CARE T0O THOSE

IN NEED OF IT, REGARDLESS OF THEIR ABTLITY TO PAY.

THE AMOUNT OF MEDICARE ALLOWABLE COSTS WAS ESTIMATED FROM THE COST
832300 11-02-16 Schedule H {Form 980} 2016
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[Part VIT Supplemental Information

Provide the following information,

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, Ba, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

2 Needs assessment. Dascriba how the organization assesses the health care needs of the communities It serves, in addition fo any
CHNAs reported in Part V, Section B.

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

4 Community Information. Desctibe the community the organization serves, taking Inte acceunt the geographic area and demographic
constituents it serves.

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

6 Affiliated health care system. If the organization is part of an afiiliated health care system, describe the raspective rolas of the organization
and its affiliates in promoting the health of the communities served.

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

ACCOUNTING SYSTEM.

PART ITI, LINE 9B:

IF A PATIENT QUALIFIES FOR FULL CHARITY CARE, THERE IS NO FURTHER

COLLECTION EFFORT. IF A PATIENT QUALIFIES FOR PARTIAL CHARITY CARE,

REGULAR COLLECTION PRACTICES ARE FOLLOWED.

PART VI, LINE 2:

QUR ASSESSMENT OF THE HFEALTH CARE NEEDS OF THE COMMUNITIES WE SERVE IS

DETERMINED THROUGH VARIOUS EFFORTS. FIRST, HOSPITAL PERSONNEL (SUCH AS OUR

EMERGENCY DEPARTMENT, CASE MANAGERS AND DISCHARGE PLANNING STAFF) IDENTIFY

HEALTH CARE NEEDS BASED ON THE ADMISSIONS/DISCHARGES AND OTHER HOSPITAL

DATA. IN ADDITION, THE HOSPITAL COMES TOGETHER WITH OUR COMMUNITY THROUGH

OUR ACTIVE INVOLVEMENT AND TINTERACTION TN CONNECTION WITH THE NUMEROUS

HEALTH INITIATIVES WE SPONSOR. THE INFORMATION WE DETERMINE THROUGH THESE

EFFORTS SERVES AS A BASIS T0 IDENTIFY HEALTH CARE NEEDS IN OUR COMMUNITY

AND TO APPROPRIATELY RESPOND TO THOSE NEEDS. SUCH PROGRAMS INCLUDE, FOR

EXAMPLE, COMMUNITY HEALTH EDUCATION, COMMUNITY PARTNERSHIPS, HOSPITAL
632100 11-02-16 Schedule H {Form 590} 2016
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{ Part VIT Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Partt I, lines 3¢, 6a, and 7; Partl and Part Il], lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

SERVICES QUTREACH PROGRAMS, HOSPITAL SUPPORT AND SERVICES IN THE COMMUNITY

AND COMMUNITY OUTREACH SERVICES.

TRINITAS' BENEFIT TO THE COMMUNITY IN 2016 TOTALED OVER $13.7 MILLION IN

UNPAID CHARITY CARE, COMMUNITY SERVICE ACTIVITIES, AND LOSSES INCURRED TN

CARING FOR MEDICAID BENEFICIARIES,

THESE COSTS ARE OVER AND ABOVE THE VALUE THAT TRINITAS BRINGS TO THE

COMMUNITY WHEN ONE CONSIDERS OQUR ROLE AS A MAJOR EMPLOYER, A DRIVER OF THE

LOCAL ECONOMY, A CHARITABLE INSTITUTION, AN EDUCATOR AND A COMMUNTITY

ADVOCATE.

EACH YEAR THE HOSPITAL PREPARES A COMMUNITY BENEFITS REPORT WHICH IS MADE

AVAILABLE TO THE PUBLIC.

PART VI, LINE 3:

TRINITAS UTILIZES MULTI-LANGUAGE SIGNS AND POSTERS THAT ARE CLEARLY

VISIBALE IN ALL OF OQUR HOSPITAL PATIENT IN-TAKE AREAS. THESE SIGNS AND
632300 11-02-36 Schedule H {Form 990) 2016
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Pravide the following information.

1 Required descriptions, Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part I and Part Hl, lines 2, 3, 4, 8 and
9b.

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

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

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

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

6 Afiiliated health care system, If the organization Is part of an affiliated health care system, describe the respective roles of the organization
and its affitiates in promoting the health of the communities served.

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

POSTERS, WHICH INCLUDE FINANCIAL ASSISTANCE CONTACT INFORMATION, BEXPLATN

QUR CHARITY CARE POLICIES AND INCLUDE INFORMATION REGARDING THE

ELIGIBILITY REQUIREMENTS FOR GOVERNMENTAL SPONSORED PROGRAMS AVAILABLE TO

ASSIST IN PAYING HOSPITAL BILLS. IN ADDITICON, OUR FINANCIAL COUNSELORES

SCREEN ALL PATIENTS IN ORDER TQ DETERMINE THETR ELIGIBILITY FOR

GOVERNMENTAL ASSISTANCE OR REDUCED BILLINGS UNDER OUR CHARITY CARE

POLICIES. THIS SCREENING PROCESS INCLUDES A DISCUSSION WITH PATIENTS OF

THE AVAILABILITY OF VARIQUS GOVERNMENT BENEFITS. IN ADDITION, OUR

FINANCIAL COUNSELORS ARE CAPABLE OF DISCUSSING THESE MATTERS WITH

NON-ENGLISH SPEAKING PATIENTS. TRINITAS PROVIDES A COPY OF ITS FINANCTAL

ASSISTANCE POLICY TO PATIENTS UPON ADMISSION TQ THE HOSPITAL, AS AN

ATTACHMENT TQ INVOICES, AND IT IS ALSO MADE AVAILABLE UPON REQUEST.

FINALLY, TRINITAS MAKES THIS POLICY ACCESSIBLE THROUGH ITS WEBSITE.

PART VI, LINE 4:

TRINITAS REGIONAL MEDICAL CENTER IS LOCATED IN THE CITY OF ELIZABETH, NJ

AND SERVES THOSE WHO LIVE AND WORK IN ELIZABETH AS WELL AS THOSE IN

EASTERN AND CENTRAL UNION COUNTY. ELIZABETH'S POPULATION IS APPROXIMATELY
632100 11-02-16 Schedule H (Form 990) 2016
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part |} and Part |l lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

128,000. THE POPULATION OF UNION COUNTY IS APPROXIMATELY 556,000. TRINITAS

REGIONAL MEDICAL CENTER DERIVES 65% OF THE TOTAL VOLUME FROM THE CITY OF

ELIZABETH. THE MEDIAN FAMILY INCOME IS LOW IN ELIZABETH AT $£44,016 AND

THIS INCOME IS USED TO SUPPORT AN AVERAGE FAMILY SIZE OF 3.43 MEMBERS.

THE NUMBER UNEMPLOYED TN ELTZABETH TS CURRENTLY AT 5.0% (COMPARED TQ THE

NEW JERSEY AVERAGE OF 4.7%).

TRINITAS REGIONAL MEDICAL CENTER PAYER MIX IS OVERLY REPRESENTATIVE OF THE

CHARTTY AND MEDICAID POPULATIONS. TRINITAS REGIONAL MEDICAL CENTER IS

PROVIDING 68% OF THE TQTAIL NUMBER OF COUNTY-WIDE CHARITY DAYS AND 67% OF

THE TOTAL NUMBER OF COUNTY-WIDE MEDICAID DAYS IN CONTRAST TO PROVIDING

ONLY 39% OF THE TOTAL COUNTY-WIDE PATIENT DAYS.

TRINITAS REGIONAL MEDICAIL CENTER IS A TRUE COMMUNITY HOSPITAL DEDICATED TO

SERVING THE POOR AND DISENFRANCHISED IN OUR COMMUNTTY, REGARDLESS OF THEIR

ABILITY 70 PAY. WE CONSISTENTLY MAINTAIN THE 7TH LARGEST CHARITY CARE AND

MEDICAID PROGRAM IN NEW JERSEY, AND TRINITAS REGIONAIL: MEDICAL CENTER IS
632100 11-02-16 ’ Schedule H {Form 990} 2016
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Provide the following infermation,

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, Ba, and 7; Part li and Part lll, lines 2, 3, 4, 8 and
gb.

2 Needs assessment, Desctibe how the organization assesses the health care needs of the communities it serves, in addition to any
CHNAs reported in Part V, Secticn B,

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

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

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

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

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

ONE OF THE STATE'S TOP SAFETY-NET HOSPITALS. WE ARE THE ONLY HOSPITAL IN

ELIZABETH, A DENSELY POPULATED IMMIGRANT CITY WHERE 23% OF ADULTS DO NOT

OWN A CAR, MEANING WE ARE THE ONLY VIABLE HFEALTHCARE OPTION FOR A

SIGNIFICANT PERCENTAGE OF THE LOCAL POPULATION. POVERTY IS ALSO AN ISSUE:

16% OF FAMILIES AND 20% OF INDIVIDUALS LIVE BELOW THE POVERTY LEVEL. MOUCH

LIKE THE CITY OF ELIZABETH, OUR PATTENT BASE IS 60% HISPANIC AND 21%

AFRICAN AMERICAN. OUR TOTAL SERVICE AREA ENCOMPASSES 65% OF ALL UNION

COUNTY HOUSEHOLDS AND B80% OF THE COUNTY'S POOREST RESIDENTS.

AS A SBAFETY NET HOSPITAL, WE ARE GUIDED BY A MISSION THAT PROMISES ACCESS

TO QUALITY MEDICAL CARE FOR ALL, REGARDLESS OF ABILITY TO PAY.

PART VI, LINE 5:

A MAJORITY OF THE BOARD OF TRUSTEES OF TRINITAS IS COMPRISED OF PERSONS

WHO RESIDE IN OUR PRIMARY AND SECONDARY SERVICE AREA AND ARE NEITHER

EMPLOYEES NOR CONTRACTORS OF THE ORGANIZATIONS, NOR FAMILY MEMBERS.

WE EXTEND MEDICAL STAFF PRIVILEGES TO ALL QUALIFIED PHYSICIANS TN QUR
632100 #1-02-16 Schedule H (Form 990) 2016
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Provide the following information.

1 Reaquired descriptions. Provide the descriptions required for Part |, lines 3¢, fia, and 7; Part  and Part |I}, lines 2, 3, 4, 8 and
9b.

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

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

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

5 Promotion of community health, Provide any other infermation important to describing how the organization’s hospital facilities or other health
care facilities further its exempt purpose by promoting the health of the community (2.g., open medical staff, community board, use of surplus
funds, etc.).

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

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

COMMUNITY FOR ALL OF OUR DEPARTMENTS.

TO THE EXTENT THAT WE GENERATE POSITIVE OPERATING MARGINS, SURPLUS FUNDS

ARE UTILIZED FOR IMPROVEMENTS IN PATIENT CARE, MEDICAL EDUCATION AND

REINVESTED IN QOUR BUILDING AND USED TO MEET QUR NEEDS FOR UPDATING

REQUIRED EQUIPMENT.

IN ADDITION, TO BETTER SERVE THE VARIETY OF NEEDS OF OUR COMMUNITY, WE

HAVE PARTNERED WITH A WIDE ARRAY OF COMMUNITY SERVICE AND OTHER

ORGANIZATIONS WHOSE PURPOSE AND INTEREST IS TQO PROMOTE THE HEALTH AND WELL

BEING OF THE COMMUNITY, THESE GROUPS INCLUDE: COMMUNITY ORGANIZATIONS,

FATTH BASED GROUPS, MUNICIPAL AND GOVERNMENT AGENCIFS, SENIOR CITIZENS

GROUPS, REGIONAL ALLIANCES, NOT-FOR-PROFIT SERVICE ORGANTZATIONS, BUSINESS

COMMUNITY AND FOUNDATIONS, SCHOOLS/MENTORING PARTNERSHIPS, MEDICAL CENTER

DEPARTMENTS WHICH PROVIDE COMMUNITY ACTIVITIES AND CHILDREN'S THERAPY

SERVICES.

PART VI, LINE 6:
g32i00 1+-02-16 Schedule H {Form 990) 2016
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Provide the following information.

1 Required descriptions, Provide the descripticns requlired for Part I, lines 3c, 6a, and 7; Part li and Part HI, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

AFFILIATES OF TRINITAS REGIONAL MEDICAL CENTER INCLUDE MARILLAC

CORPORATION, A WHOLLY-OWNED SUBSIDIARY OF THE MEDICAL CENTER. MARTILLAC, A

NOT-FOR-PROFIT, TAX-EXEMPT ORGANIZATION, OWNS AND OPERATES A MEDICAL

OFFICE BUILDING IN ELIZABETH, NJ. THE SOLE MEMBER OF THE MEDICAL CENTER IS

TRINITAS HEALTH (THE PARENT), ALSO A TAX-EXEMPT ORGANIZATION. OTHER

AFFILIATES INCLUDE TRINITAS HEALTHCARE CORPORATION AND SUBSTDIARY,

TRINITAS HEALTH SERVICES CORPORATION, AND TRINITAS HEALTH FOUNDATION. ALL

OF THESE AFFILIATES ARE NOT-FOR-PROFIT TAX-EXEMPT ORGANIZATIONS, EXCEPT

FOR TRINITAS HEALTH SERVICES CORPORATION WHICH IS A TAXABLE, FOR-PROFLIT

ENTITY.

THE MEDICAL CENTER, A TEACHING HOSPITAL AFFILTATED WITH THE UNIVERSITY OF

MEDICINE AND DENTISTRY OF NJ, OFFERS A WIDE ARRAY OF SERVICES INCLUDING

ACUTE CARE, LONG-TERM CARE, HOME CARE, HOSPICE AND OTHER COMMUNITY BASED

SERVICES, THE MEDICAL CENTER ALSCO OPERATES ONE OF THE LARGEST NURSING

SCHOOLS IN THE COUNTRY.

THE TRINITAS HEALTH FOUNDATION WAS ESTABLISHED TO SOLICIT CONTRIBUTIONS
632100 11-02-16 Schedule H {Form 990) 2016
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Provide the following information.

1 Required descriptions. Provide the descriptions requived for Part |, lines 3c, 6a, and 7; Part Il and Part Ili, lines 2, 3, 4, 8 and
gb.

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

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

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

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

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

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

FROM THE GENERAL PUBLIC SOLELY FOR THE FUNDING OF OPERATIONS AND CAPITAL

ACQUISITIONS BY THE MEDICAL CENTER.

PART VI, LINE 7, LIST OF STATES RECEIVING COMMUNITY BENEFIT REPORT:

NJT

832400 11-92-10 Schedute H {Form 590) 2016
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SCHEDULE L Transactions With Interested Persons OMsl Na. 1645-0047

{Form 980 or 990-EZ}{ = Complete if the organization answered "Yes" on Farm 930, Part IV, line 25a, 25h, 26, 27, 28a, 20 1 6
28h, or 28c, or Form 980-EZ, Part V, line 38a or 40b,
P Attach to Form 990 or Form 990-EZ.

Depariment of the Treasury N ] | OPEHTOPUb"C
Internal Revenus Service B Infermation about Schedule L {Form 980 or 990-EZ) and Its instructions is at www.irs. goviformes0. “nspectlon’
Name of the organization Employer identification number
TRINITAS REGIONAL MEDICAL CENTER 22-3601678
| Part | Excess Benefit Transactions (section 501(c)(3), section 501{c){4), and 501(c){29) organizations cnly}.
Complete if the organization answered "Yes" on Form 880, Part IV, line 25a or 25b, or Form 990-E7, Part V, line 40b.
b} Relationship between disqualified d} Cotrected?
{a} Name of disqualified person ) ege?sosn apndeorganizati;]n a {c) Description of transaction { Y’eso rec]:zo

2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year under

SBOHON AOBB e es e e eeee e e PP
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization | 3

| Part i | Loans to and/or From Interested Persons.

Complete if the organization answered "Yes" on Form 990-EZ, Part V, line 38a or Form 880, Part [V, line 26; or if the organization
reported an amount on Form 880, Part X, line 5, 6, or 22,

{a) Name of {b) Relationship | {c} Purpase |(d}Leanioor]  fe) Original (f) Balance due | ({g}In ’f_'g) ApBrovedt ) written
interested person with arganization of loan mga?l',';a“:n? principal amount defauit? cgmmittee? agraement?
To _{from Yes | No | Yes | No I Yes| No
GARY HORAN PRESIDENSPLIT DO X 27,166, 190,162, XX X
Ol i AR sttt | 190,162.] -

I Part ill' Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered "Yes" on Form 980, Part IV, line 27,

{a) Name of interested person {b) Relationship between {c} Amount of {d) Type of (e} FPurpose of
interested person and assistance assistance assistance
the organization

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 980 or 880-EZ. Schedule L (Form 990 or 890-EZ) 2016

SEE PART V FOR CONTINUATIONS

632131 10-24-16




Schedule | (Form 990 or 990-E7) 2016 TRINITAS REGIONAL MEDICAL CENTER 22-3601678 pagez
| Part IV | Business Transactions Involving Interested Persons.

Camplete if the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28¢.

(a} Name of interested person (b} Relationship between interested {c} Amount of {d} Description of é’?&fgﬁgﬂgﬂ?ﬁ
person and the organization transaction transaction revenues?
Yes No

Part V:| Supplemental Information

Provide additional information for responses to questions on Schedule L {see instructions).

SCHEDULE L, PART II, LOANS TCO AND FROM TNTERESTED FERSONS:

{A) NAME OF PERSON: GARY HORAN

{(B) RELATIONSHTP WITH ORGANIZATION: PRESIDENT & CEO

(C) PURPOSE OF LOAN: SPLIT DOLLAR INSURANCE AGREEMENT

Schedule L (Form 890 or 990-EZ) 2016
632132 10-24-10



SCHEDULE O Supplemental Information to Form 990 or 990-EZ CHE He T80T
{Form 990 or 990-E2) Complete to provide information for responses to specific questions on 20 1 6
Form 990 or 950-EZ or to provide any additionat information. h
Oepartment of the Treasury P Attach to Form 990 or 990-EZ. o Open tO Pub__!_tc_.. 3
Inlernal Ravenus Servica P Information about Schedule O {Form 990 or 990-E2) and its instructions is at_wwwi irs. gov/form990, “ o Inspection o
Name of the organization Employer identification number
TRINITAS REGIONAL MEDICAL CENTER 22-3601678

FORM 990, PART III, LINE 1, DESCRIPTION OF ORGANIZATION MISSION:

PROVIDE EXCELLENT, COMPASSIONATE HEALTHCARE TO THE PEOPLE AND

COMMUNITIES WE SERVE, INCLUDING THOSE AMONG US WHO ARE POOR AND

VULNERABLE.

FORM 990, PART III, LINE 4A, PROGRAM SERVICE ACCOMPLISHMENTS:

TRINITAS REGIONAL MEDICAL CENTER OFFERS A NUMBER OF CENTERS OF

EXCELLENCE AND SPECIALIZED MAJOR SERVICES, TINCLUDING BEHAVIORAL HEALTH,

BLOODLESS MEDICINE, CANCER CARE, CARDIQLOGY, DIABETES MANAGEMENT,

MATERNAL AND CHILD HEALTH, RENAL SERVICES, SCHOOL OF NURSING, SENIOR

SERVICES, SLEEP DISORDERS, WOMEN'S SERVICES, WOUND HEALTING AND MORE.

TRINITAS REGIONAL MEDICAL CENTER IS ALSO A CATHOLIC TEACHING HOSPITAL.

IN 2016, TRINITAS SERVED APPROXIMATELY 15,000 INPATIENTS, 70,300

EMERGENCY PATIENTS, 2,047 NEWBORNS AND 376,100 OUTPATIENTS. THE

TRINITAS FAMILY INCLUDES MORE THAN 2,700 EMPLOYEES, 500 PHYSICIANS, AND

OVER 200 VOLUNTEERS AND AUXILIANS.

INPATIENT SERVICES:

OPERATING ON TWO MAJOR CAMPUSES, TRINITAS HAS 549 BEDS, INCLUDING A

124-BED LONG-TERM CARE CENTER. TRINITAS PROVIDES COMPREHENSIVE

MEDICAL/SURGICAL SERVICES, EMERGENCY SERVICES, SENIOR SERVICES, ADULT

AND CHILD/ADOLESCENT PSYCHIATRIC CARE, CARDIAC CARE, CANCER SERVICES,

RENAL SERVICES, MATERNAL/CHILD HEALTH SERVICES INCLUDING A HIGH-RISK

NEWBORN NURSERY, A WOUND HEALING CENTER, AND A SLEEP DISORDERS CENTER.
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 950-EZ. Schedule O {Form 990 or 990-EZ) (2016}

632211 08-25-16




Schedute O (Form 990 or 990-£E7) (2016} Page 2
Name of the organization Employer identification number

TRINITAS REGIONAL MEDICAL CENTER 22-3601678

TRINITAS REGIONAL MEDICAL CENTER'S MAIN SERVICE AREA CONSISTS PRIMARILY

OF THE CITY OF ELIZABETH, WHICH IS THE FQURTH LARGEST CITY IN NEW

JERSEY. ITS 128,000 RESIDENTS REPRESENT A BROAD ETHNIC RANGE - TN FACT,

ROUGHLY HALF OF THE CITY'S RESIDENTS ARE OF HISPANTC DESCENT.

ADDITIONAL COMMUNITIES SERVED BY TRINTTAS INCLUDE LINDEN, HILLSIDE,

UNION, ROSELLE, ROSELLE PARK, RAHWAY, CRANFORD, CLARK AND COLONIA. THE

MEDICAL CENTER'S PRIMARY AND SECONDARY SERVICE AREAS COMPRISE OVER

317,000 INDIVIDUALS.

TRINITAS IS5 A TEACHING HOSPITAL, AND SERVES AS A MAJOR CLINICAL SITE

FOR THE ACCREDITED THREE-YEAR RESTIDENCY PROGRAM OF SETON HALL

UNIVERSITY SCHOOL OF GRADUATE MEDICAL EDUCATION INTERNAL MEDICINE. A

LEADER IN NURSING EDUCATION, THE TRINITAS SCHOCL OF NURSING ENROLLS

OVER 2,000 STUDENTS IN ITS FULL AND PART TIME PROGRAMS OF STUDY. THE

SCHOOL OF NURSING IS PART OF A COOPERATIVE EDUCATION PROGRAM WITH UNTION

COUNTY COLLEGE, AND IS CURRENTLY THE SECOND LARGEST NURSING SCHOOL IN

THE NATION.

THE INPATIENT CAPABILITIES OF TRINITAS REGIONAI, MEDICAL CENTER ARE

ORGANTZED AS FOLLOWS:

ACUTE CARE

9 SOUTH NURSING UNIT - 38 BEDS, MIXED MEDICAL/SURGICAL CAPABILITY

{GERIATRICS)

8 SOUTH NURSING UNIT - 38 BEDS, MEDICAL/SURGICAL WITH RENAL EMPHASIS;

TELEMETRY MONITORING AVATLABLE

7 S0UTH NURSING UNIT - 38 BEDS, TELEMETRY MONITORING AND STEP DOWN

6 SOUTH NURSING UNIT - 38 BEDS, MEDICAL/SURGICAL WITH SURGERY
632212 G8-25-16 Schedule O (Form 980 or 590-E2) (2016)




Schedule © {Form 990 or 990-E7) {2016) Page 2
Name of the organization Employer identification number

TRINITAS REGIONAL MEDICAL CENTER 22-3601678

EMPHASIS

6 NORTH NURSING UNIT - 31 BEDS, COVERFLOW

4 NORTH NURSING UNIT - 23 BEDS, MEDICAL/SURGICAL WITH ONCOLOGY

EMPHASIS; TELEMETRY MONITORING AVATLABLE

INTENSIVE CARE UNIT - 22 BEDS - MEDICAL/SURGICAL/CARDIAC CARE

OPERATING ROOMS - 6 MIXED ORS, 1 CYSTOSCOPY AND AN AMBULATORY SURGERY

CENTER

POST ANESTHESIA CARE UNIT (PACU) - 13 BAYS

COMMUNITY PERINATAL CENTER - INTERMEDIATE:

5 NORTH - 20 BEDS - MOTHER/BABY

WELL BABY HOLDING NURSERY - ADMITTING NURSERY AND HOLDING - 20

BASSINETS

INTERMEDIATE CARE NURSERY - 7 BASSINETS - STCK NEWBORNS, GROWING

PREEMIES

LABOR/DELIVERY - 7 LABOR/DELIVERY/RECOVERY ROOMS (LDRS}, 2 OPERATING

ROOMS, 2 POST ANESTHESIA CARE UNIT (PACU) BEDS

RENAL:

3 NORTH NURSING UNIT - 15 DIALYSIS STATIONS; PERITONEAL HOME

TRATNING; PRE-END STAGE RENAL DISEASE PROGRAM

LINDEN DIALYSIS CENTER - 15 QUTPATIENT DIALYSIS STATIONS

NEW POINT DIALYSIS CENTER - 14 OUTPATIENT DIALYSIS STATIONS

BEHAVIORAL HEALTH & PSYCHIATRY:

ADULT INPATIENT UNIT - 48 BEDS

CHILD INPATIENT UNIT - 40 BEDS
632212 08-26-16 Schedule O (Form 880 or 990-EZ} {2016)




Schedule O (Form 990 or 990-E2) (2016) Page 2
Name of the crganization Employer identification number
TRINITAS REGIONAL MEDICAL CENTER 22-3601678

STATEWIDE UNIT FOR DEVELOPMENTALLY DISABLED - 10 BEDS

RESIDENTIAL TREATMENT CENTER - 15 BEDS

OUTPATIENT SERVICES:

TRINITAS REGIONAL MEDTICAI, CENTER PROVIDES A NUMBER OF OUTPATIENT

CLIENT-SERVICE QOFFERINGS. THE MOST NOTABLE IS ITS TRINITAS

COMPREHENSIVE CANCER CARE CENTER WHICH COFFERS OUTPATIENT DIAGNOSTIC,

TREATMENT AND ANCILLARY SERVICES IN A COMFORTABLE ENVIRONMENT. THE

CENTER'S MULTIDISCIPLINARY, HOLISTIC APPRQACH INTEGRATES MEDICAL AND

RADIATION ONCOLOGY WITH PAIN MANAGEMENT, NUTRITION, PSYCHIATRY,

COMPLEMENTARY MEDICINE AND OTHER SERVICES. OTHER QUTPATIENT SERVICE

CENTERS INCLUDE :

ENDOSCOPY - 3 PROCEDURE ROOMS

PSYCHIATRY

WOUND CARE CENTER - 3 HYPERBARIC CHAMBERS

WOMEN'S HEALTH CENTER WITH DIABETES MANAGEMENT SESSIONS

PEDIATRIC HEALTH CENTER

DOROTHY B. HERSCH RESIDENCY-BASED MEDICAL CLINIC

TRINITAS REGIONAL MEDICAL CENTER ALSO OPERATES SEVERAL SUBSPECIALTY

CLINICS, INCLUDING:

CARDIOLOGY CLINIC

RENAL CLINIC

NEUROLOGY CLINIC

PATN MANAGEMENT CLINIC

NUTRITIONAL CLINIC
632212 08-26-16 Schedule O (Form 980 or 990-E2Z} [20116)




Schedule O (Form 990 or 930-E7) (2016) Page 2

Name of the organization Employer identification number
TRINITAS REGIONAL MEDICAL CENTER 22-3601678

SURGICAL CLINIC

ORTHOPEDIC CLINIC

INFECTIQUS DISEASE CLINIC

HEMATOLOGY /ONCOLOGY

ALLERGY CLINIC

NEURQSURGICAL CLINIC

ENT CLINIC

RHEUMATOLOGY CLINIC

GI CLINIC

PULMONARY CLINIC

PODIATRY CLINIC

PSYCHTATRIC CLINIC

FINALLY, TRINITAS OPERATES A 124-BED BROTHER BONAVENTURE EXTENDED CARE

CENTER THAT PROVIDES HEALTHCARE SERVICES TO THE AGED AND INFIRM.

EMERGENCY SERVICES:

THE TRINLITAS REGIONAL MEDICAL CENTER EMERGENCY DEPARTMENT IS5 A MODERN

FACILITY THAT HAS 15 ACUTE-CARE BEDS, A SIX-BED OBSERVATION AREA, A

SIX-BED "FAST TRACK" AREA FOR PATIENTS WITH MINOR ILLNESSES AND

INJURIES, TWO TRIAGE ROOMS AND A DECONTAMINATION SHOWER FACILITY. A

DESIGNATED CHEST PAIN CENTER, THE EMERGENCY DEPARTMENT IS OFTEN THE

FRONT DOOR FOR MANY PATIENTS WHO EXPERIENCE SUPERICR CARE THROUGH THE

SERVICES OF OUR CARDIOLOGY CENTER OF EXCELLENCE.

MANY PEQPLE HAVE A PERCEPTION OF AN EMERGENCY ROOM WITH EXTREMELY LONG

WAITING TIMES. TRINITAS HAS PUT FORTH A MAJOR EFFORT TO DISPEL THAT

NOTION IN PATIENTS' MINDS. TRINITAS HAS COMPUTERIZED ITS ENTIRE
632212 08-25-16 Schedule O (Form 990 or 890-EZ} {2016)




Schedule © (Form 890 or 980-E2) (2016) Page 2
Name of the arganization Employer identification number
TRINITAS REGIONAIL MEDICAL CENTER 22-3601678

EMERGENCY SERVICES OPERATIONS, AND CONSTANTLY MONITORS HOW LONG IT

TAKES A PERSON TO BE SEEN ONCE THEY ARRIVE IN THE WAITING AREA. THE

STAFF OF THE EMERGENCY DEPARTMENT MAKES EVERY EFFORT TO FURNISH TIMELY

DIAGNOSIS AND TREATMENT. IT PROVIDES BEDSIDE REGTSTRATION, WHICH SAVES

TIME FOR MANY PATIENTS. MOST LAB RESULTS ARE TRANSMITTED WITHIN 20

MINUTES OF TESTING., TRINTTAS HAS X-RAY FACTLITIES IN THE ER FOR FASTER,

OR IMMEDTATE, RESPONSE.

COCPERATIVE NURSING PROGRAM;

THE COOPERATIVE NURSING PROGRAM OFFERS A DIPLOMA TN NURSING FROM

TRINITAS SCHOOL OF NURSING AND AN ASSOCIATE IN SCIENCE DEGREE FROM

UNICON COUNTY COLLEGE UPON SUCCESSFUL COMPLETION OF THE CURRICULUM.

FULLY ACCREDITED BY THE NEW JERSEY BOARD OF NURSING AND THE NATIONAL

LEAGUE FCOR NURSING ACCREDITING COMMISSION, INC., THE PROGRAM OFFERS A

BASTIC COURSE OF STUDY IN NURSING. IT PROVIDES A SOUND THEORETTCAIL BASE

OF KNOWLEDGE IN THE NURSING, BIOLOGICAL, BEHAVIQORAL AND SOCIOLOGICAL

SCIENCES AND INTEGRATES THIS KNOWLEDGE INTO ACADEMIC AND PRACTICAL

EXPERIENCES WITHIN THE HEALTH AND ILLNESS CONTINUUM QOF CLIENT CARE.

UTILIZATION OF A VARIETY OF HEALTH CARE AGENCIES FACILITATES THE

APPLICATION OF ALL ASPECTS OF THE STUDENTS' LEARNING.

STUDENTS EARN A TOTAL OF 75 CREDITS IN THE COQPERATIVE NURSING PROGRAM.

UPON GRADUATION, STUDENTS ARE ELTGIBLE TQ SIT FOR THE NATIONAL COUNCIL

LICENSING EXAMINATION (NCLEX) FOR REGISTERED NURSE LICENSURE.

SCIENCE AND LIBERAL ARTS COURSES (GENERAL EDUCATION) MAY BE COMPLETED

AT THE ELIZABETH, PLAINFIELD, OR CRANFORD CAMPUS OF UNION COUNTY
632212 08-25-18 Schedule O {(Form 890 or 890-EZ) (2016}




Schedule O (Form 990 or 990-E7) 2016) Page 2
Name of the organization Employer identification number

TRINITAS REGIONAL MEDICAL CENTER 22-3601678

COLLEGE. NURSTING COURSES ARE CONDUCTED AT THE ELIZABETH CAMPUS BY THE

SCHOOL OF NURSING.

STUDENTS MAY BE GRANTED UP TO 22 COLLEGE CREDITS OF ADVANCED STANDING

TOWARD THE ASSOCIATE DEGREE. STUDENTS WITH AN ASSOCIATE, BACHELOR'S

AND/OR MASTER'S DEGREE MAY BE ELIGIBLE FOR THE DIPLOMA OPTICN.

INDIVIDUALS WISHING TO RECEIVE TRANSFER CREDIT FOR COLLEGE COURSES

REQUIRE GRADES OF "C" OR BETTER.

FORM 890, PART VI, SECTION A, LINE 1:

THE EXECUTIVE COMMITTEE OF THE MEDICAL, CENTER'S BOARD HAS THE POWER TO

TRANSACT ALL REGULAR BUSINESS DURING THE PERIOD BETWEEN MEETINGS OF ITS

RELATED BOARD OF TRUSTEES, PROVIDED THAT NO ACTION SHALL CONFLICT WITH THE

EXPRESS POLICIES OF THE BOARD AND FURTHER PROVIDED THAT ACTIONS TAKEN BY

THE EXECUTIVE COMMITTEE SHALL BE REPORTED AT THE NEXT REGULAR MEETING OF

THE BOARD, THE EXECUTIVE COMMITTEE MEMBERS CONSIST OF THE FOLLOWING

OFFICERS OF THE BOARD OF TRUSTEES: CHAIRPERSON, VICE CHAIRPERSON,

SECRETARY, TREASURER AND THE PRESIDENT OF THE MEDICAL: CENTER. OTHER

EXECUTIVE COMMITTEE MEMBERS MAY BE SELECTED BY THE CHATRPERSON AND APPROVED

BY THE BOARD OF TRUSTEES IN ACCORDANCE WITH ITS BYLAWS.

FORM §90, PART VI, SECTION A, LINE 6:

TRINITAS HEALTH IS THE SOLE MEMEER OF TRINITAS REGIONAL MEDICAL CENTER.

FORM 990, PART VI, SECTION A, LTINE "A:

TRINITAS HEALTH IS THE SOLE MEMBER OF TRINITAS REGIONAL MEDICAL CENTER.

THERE ARE CLASS A AND CLASS B MEMBERS OF TRINITAS HEALTH. THEY HAVE EQUAL

RIGHTS TO THE ELECTION AND REMOVAL OF TRUSTEES OF THE MEDICAL CENTER.
632242 08-25-16 Schedule O {Form 990 or 990-EZ) {2016)




Schedule O {Form 990 or 980-E2) (2016) Page 2
Name of the organization Employer identification number
TRINITAS REGIONAL MEDICAL CENTER 22-3601678

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

TRINITAS HEALTH IS THE SOLE MEMBER OF TRINITAS REGIONAL MEDICAL CENTER.

THERE ARE CLASS A AND CLASS B MEMBERS OF TRINITAS HEALTH. THEY HAVE EQUAL

RIGHTS TO:

I)THE AMENDMENT OF THE CERTIFICATE OF INCORPORATION OR THE BYLAWS OF THE

CORPORATION ;

II) THE MERGER OR CONSOLIDATION OF THE CORPORATION WITH ANY OTHER

CORPCRATION;

III) VOLUNTARY DISSOLUTION OR VOLUNTARY LIQUIDATION OF THE CORPORATION OR

THE SALE, LEASE, TRANSFER OR EXCHANGE OF ALL QR SUBSTANTIALLY ALL QOF ITS

PROPERTY OR ASSETS;

IV) THE SALE, LEASE, TRANSFER, EXCHANGE, OR ENCUMBRANCE OF ANY LAND,

BUILDINGS OR OTHER IMMOVABLE GOODS OR FIXED ASSETS OF THE CORPORATION OR IN

WHICH THE CORPORATION HAS OR WILL HAVE EQUITABLE OR LEGAL TITLE IN EXCESS

OF $5,341,000 (DOLLAR AMOUNTS TN ACCORDANCE WITH THE UNITED STATES

CONFERENCE OF CATHOLIC BISHOPS REGULATIONS)

V) THE INCURRENCE OF ANY DEBT (INCLUDING ANY REFINANCING OF INDEBTEDNESS

AND ANY LEASES THAT HAVE NOMINAL RESIDUAL VALUE AT THE END OF THEIR TERM

AND ARE USED TQ FINANCE THE ACQUISITICON OF CAPITAL ITEMS) IN EXCESS OF

§5,341,000 (DOLLAR AMOUNTS IN ACCORDANCE WITH THE UNITED STATES CONFERENCE

OF CATHOLIC BISHOPS REGULATIONS) ;

V1) THE APPOINTMENT OR REMOVAL OF THE CORPORATION'S PRESIDENT AND CHIEF

EXECUTIVE OFFICER;

VII) THE ACQUISITION OF ALL OR SUBSTANTIALLY ALL THE ASSETS OF ANOTHER

CORPORATION, PARTNERSHIPS, OR OTHER LEGAL ENTITIES OR THE CORPORATION

BECOMING THE CONTROLLING MEMBER COR THE CONTROLLING SHAREHOLDER OF ANGTHER

CORPORATION, AND;
632212 08-25-18 Schedule O {(Form 990 or 920-E2} {2016}




Schedule O (Form 980 or 990-EZ) {2016) Page 2
Name of the organization Employer identification number
TRINITAS REGIONAL MEDICAL CENTER 22-3601678

VIII) ANY OTHER MATTER THAT REQUIRES THE APPROVAL OF THE MEMBERS OF A

NONPROFIT CORPORATION.

FORM 5§50, PART VI, SECTION B, LINE 11B:

A COPY OF THE FORM 990 WAS PROVIDED TO EACH MEMBER OF THE EXECUTIVE

COMMITTEE OF THE TRINITAS REGIONAL MEDICAL CENTER BOARD OF TRUSTEES PRIOR

T0 ITS FILING WITH THE INTERNAL REVENUE SERVICE. THE FORM 990 WAS PRESENTED

IN DETAIL TO THE EXECUTIVE COMMITTEE BY THE MEDICAL CENTER'S TAX PREPARER.

COMMENTS, QUESTIONS AND/OR SUGGESTIONS FROM THAT MEETING WERE INCORPORATED

INTQ THE FINAL FORM 9890 PRIOR TO ITS FILING. THE EXECUTIVE COMMITTEE

APPROVED THE FORM 930 FOR FILING AFTER A FINAL REVIEW OF THE RETURN. AN

OVERVIEW ON THE FINAL VERSION OF THE FORM 390 WAS PRESENTED TO THE FULL

BOARD OQF TRUSTEES.

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

TRINITAS REGIONAL MEDICAL CENTER REQUIRES ALL OF ITS BOARD OF TRUSTEES, KEY

EMPLOYEES AND QOFFICERS TO COMPLETE AN ANNUAL CONFLICT OF INTEREST

DISCLOSURE QUESTIONNAIRE. THIS QUESTIONNAIRE IS REVIEWED BY THE MEDICAL

CENTER'S COMPLIANCE OFFICE TO ENSURE THAT NO MATERIAL CONFLICTS EXIST. TO

THE EXTENT THAT ANY CONFLICTS ARE DISCOVERED, THEY ARE RESOLVED

EXPEDITIOUSLY,

ANY BOARD MEMBER OR OFFICER HAVING AN ACTUAL OR POTENTIAL CONFLICT OF

INTEREST SHALL NOT BE PRESENT DURING THE DISCUSSION OF, AND THE VOTE ON,

THE TRANSACTICON OR ARRANGEMENT INVOLVING THE CONFLICT OF INTEREST. THE

CHATIRPERSON OF THE GOVERNING BOARD SHALL, IF APPROPRIATE, APPOINT A

DISINTERESTED PERSON OR COMMITTEE TO INVESTIGATE ALTERNATIVES TO THE

PROPOSED TRANSACTION. AFTER EXERCISING DUE DILIGENCE, THE GOVERNING BOARD
632212 G8-25-16 Schedule O (Form 990 or 980-EZ) (2016)
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Name of the organization Employer identiflcation number
TRINITAS REGIONAL MEDICAL CENTER 22-3601678

SHALL DETERMINE WHETHER THE ORGANIZATION CAN OBTAIN, WITH REASONABLE

EFFORTS, A MORE ADVANTAGEQUS TRANSACTION OR ARRANGEMENT FROM A PERSON OR

ENTITY THAT WOULD NOT GIVE RISE TO A CONFLICT OF INTEREST. IF A MORE

ADVANTAGEOUS TRANSACTION OR ARRANGEMENT IS NOT REASONABLY POSSTBLE UNDER

THE CIRCUMSTANCES NOT GIVING RISE TO A CONFLICT OF INTEREST, THE GOVERNING

BCARD SHALL DETERMINE BY A MAJORITY VOTE OF THE DISINTERESTED DIRECTORS

WHETHER THE TRANSACTION OR ARRANGEMENT IS IN THE ORGANIZATION'S BEST

INTEREST, FOR ITS OWN BENEFIT, AND WHETHER THE PROPOSED TRANSACTION IS FATR

AND REASONABLE.

FORM 950, PART VI, SECTION E, LINE 15:

THE EXECUTIVE COMPENSATION COMMITTEE OF THE BOARD OF TRUSTEES DETERMINES

EXECUTIVE SALARY AND THE SENIOR ADMINISTRATCOR DETERMINES STAFF SALARY. THE

EXECUTIVE COMPENSATION COMMITTEE IS COMPRISED OF INDEPENDENT BOARD MEMBERS,

AND DECISIONS REGARDING COMPENSATION ARE DOCUMENTED IN THE COMMITTEE

MEETING MINUTES. AN INDEPENDENT COMPENSATION CONSULTING FIRM REVIEWS THE

APPROPRIATENESS OF EXECUTIVE COMPENSATION ANNUALLY AND ENSURES THAT

COMPENSATION IS WITHIN FATR MARKET VALUE FOR THE INDUSTRY. THIS PROCESS

INCLUDES THE USE OF A SALARY SURVEY/STUDY.

FORM 890, PART VI, SECTION C, LINE 19:

THE ORGANIZATION'S GOVERNING DOCUMENTS, CONFLICT OF TNTEREST POLICY, AND

FINANCIAL STATEMENTS ARE MADE AVAILABLE UPON REQUEST.

FORM 9920, PART XTI, LINE 3, CHANGES IN NET ASSETS:

CHANGE IN BENEFICIAL INTEREST IN NET ASSETS OF FOUNDATION -584,202.
CHANGE IN FAIR VALUE OF TINTEREST RATE SWAPS -533.,073.
TOTAL TO FORM 990, PART XTI, LINE 9 -1,11%,275.

832212 08-25-16 Schedule O {Form 990 or 990-EZ) (2016}
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Schedufe R (Form 980) 2016 TRINITAS REGIONAL MEDICAL CENTER 22-3601678 Pagss
[ Part VIl | Supplemental Information.

Provide additional information for responses to questions on Schedule R. Sae instructions.

FORM 990, SCHEDULE R, PART VII

TRINITAS PHYSICIAN PRACTICE, LLC (EIN: 46-0961495, 240 WILLIAMSON

STREET, ELIZABETH, NJ 0720) IS CURRENTLY STRUCTURED AS A SINGLE MEMBER

LIMITED LTABILITY COMPANY WHOSE OWNERSHIP IS RESIDENT WITH DR. WILLIAM

J. MCHUGH, MEDICAL DIRECTOR OF TRINITAS REGIONAL MEDICAL CENTER

{"TRMC"). HOWEVER THE TRMC CONTROLS WHO HOLDS THE OWNERSHIP IN THE

ENTITY. THEREFORE, FOR PURPOSES OF COMPLETE TRANSPARENCY, TRMC IS

DISCLOSING THE RELATIONSHIP WITH TRINITAS PHYSICIAN PRACTICE, LLC AS A

RELATED ORGANIZATION.

532165 09-06-16 Schedule R (Form 990) 2016



Form 8868 Application for Automatic Extension of Time To File an
(Rev. January 2017) Exempt Organization Return OMB No. 15451705

Depariment of the Treasury P File a separate application for ea-mh return,
Internal Revenue Service P Information about Form 8868 and its instructions is at www.irs.gov/form8868 -

Electronic filing fs-file). You can efectronically file Form 8868 to reqguest a 6-month automatic extension of #me to file any of the
forms listed below with the exception of Form 8870, Information Return for Transfers Associated With Certain Personal Benefit
Contracts, for which an extension request must be sent to the IRS in paper format {see instructions), For more detalls on the electronic
filing of this farm, visit www.irs. gov/efile, click on Charities & Non-Profits, and click on e-fife for Charities and Non-Profits.

Automatic 6-Month Extension of Time. Only submit original {ho copies needed).

All corporations required to file an income tax return other than Form 890-T (including 1120-C filers), partnerships, REMICs, and trusts
must use Form 7004 to request an extension of time to file income tax returns,

Enter filer’s identifying number

Type or Name of exampt organization or other filer, see instructions, Employer identification number {EIN} or
print

I TRINITAS REGIONAL MEDICAL CENTER 22-3601678

d:; dﬁta or Number, street, and room or suite no. if a P.0. box, see instructions. Social security number {SSN)

filing your 225 WILLIAMSON STREET

return. See
instructions. | City, town or past office, state, and ZIF code. For a foreign address, see instructions.

ELIZABETH, NJ 07207

Enter the Return Code for the return that this application is for (file a separate application for each veturn) | 0 I 1 |
Application Return | Application Return
Is For Code fls For Code
Form 590 or Form 890-EZ ™ Form 880-T (corporation} ‘ 07
Form 990-BL. 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 (other than individual) 09
Form 8990-PF 04 Form 5227 10
Form 990-T {sec. 401(a) or 408(a) trust) 05 Forim 6069 1
Form 990-T {trust other than above) 06 Form 8870 12

FELICIA FORNAROTTO, CONTROLLER
® Thebooksareinthecareof p 225 WILLIAMSON STREET - ELIZABETH, NJ 07207

Telephone No.p» 908-994-8124 Fax No.
® |f the organization does not have an office or place of husiness in the United States, check thisbox . | [:]
& )i this is for a Group Return, enter the organization’s four digit Group Exemption Number (GEN) . If this is for the whole group, check this
box [ 7. i1fitis for part of the group, check this box IZ:] and attach a list with the names and EINs of all members the extension is for,
1 Irequest an automatic 6-month extension of time untit NOVEMBER 15, 2017 1o fiie the exempt organization retum

for the organization named above. The extension is for the crganization's return for:

> calendaryear 2016 or
| 3 D tax year beginning , and ending
2 [fthe tax year entered in line 1 is for less than 12 months, check reason: |:] Initial return §:| Final return
[:} Change in accounting petiod
3a If this application is for Forms 990-BL, 990-PF, 990-T, 4720, or 6068, enter the tentative tax, less any
nonrefundable credits, See instructions. 3| % 0.
b If this application is for Forms 890-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit. 3b | $ 0.
¢ Balance due, Subtract line 3b from line 3a. Include your payment with this form, if required,
by using EFTPS (Electronic Federal Tax Payment System). See instructions. 3c | $ 0.
Caution: If you are going to make an electronic funds withdrawal {direct debit) with this Form 8868, see Form 8453-EQ and Form 8873-EC for payment
Instructions.

LHA  For Privacy Act and Paperwork Reduction Act Notice, see instructions, Form 8868 (Rev. 1-2017)

623841 01-13-17




EXTENDED TO NOVEMBER 15, 2017

rom 990-T Exempt Organization Business Income Tax Return OMB o, 15650687
(and proxy tax under section 6033(e))

For calendar year 2016 or other tax year beginning , and ending . :20 1 6

P> Information about Form 990-T and its instructions is available at www.irs. gov/iformg9at,

Department of the Tre_asury Dpen Io PUblc Inspection for

Internal Revenus Servica - Do rot enter SSN numbers on this form as it may be made public if vour organization is a 50%(c)(3). S01(cHa) Crganizalions Only

A Check box if Name of organization ( [_J Gheck box if name changed ard see instructions.) D e cation nuimber
address changed instruations.)

B Exemptunder sectior | Print [ TRINITAS REGIONAL MEDICAL CENTER 22-3601678
X1s501e 3 ) O | Kumber, street, and room or suite no. If a P.C. hox, see instrugtions. B inted blieinons aclivily codles
T J408(e) [J220(e)| P | 225 WILLIAMSON STREET
E] 408A []53[%(;1 ity or town, state or province, country, and ZIP or foreign postal code
I ] 528(2) ELIZABETH, NJ 07207 541800

Spok adao orilassets IF_Group exemption number (See nstructions.} |
415133634 . |a Gheck organization typs P> 501(c) corporation L] 501(g) trust [ 1 401¢a) rust [ other st
H Desgribe the organization's primary unrelated business activity, I SEE STATEMENT 1
1 During the tax year, was the corporalion a subsidiary in an affiliated group or a parent-subsidiary controlled group? > L—__] Yes Mo
If "Yes," enter the name and identifying number of the parent corporation. »

J Thebooks arein care of P FELICIA FORNAROTTO, CONTROLLER Telephone number B 908-994-8124

[Partt| Unrelated Trade or Business Income {A) Income {B) Expenses (C) Net
ja Gross receipts or sales B e NSO L ] [t R res

b Less returns and allowances cBalance . P | 18
2 Costof goods sold (Schedule A Re 7). e 2
Gross profit, Subtractline 2 from line 1¢ 3
4a Capital gain ret income (attach Schedule DY 4a
b Het gain {loss) (Form 4797, Part I}, line 17) {attach Form 4797} .. ... 4b
¢ Capital loss deduction for TUStS ¢ R
&  Incoma (luss) from partnarships and S corporations (attach statement) 5 -10,8609. [ iy -10,869.
& Rentingcome (Schedule G} ... ... [
7 Unrelated debi-financed income {Schedufe E} 7
8 Interest, annuities, royalties, and rents from controlled organizations (Sch. Fy 8
9 Investment income of a section 501(c)(7), (9), or (17) organization (Schedula G} [ 9

10 Exploited exempt activity income (Schedule ) ..o

1 Advertising income (Schedule ) 11 286,164, 462,019.1 -175,855.

12 Other inceme (See instructions; attach schedute) . 12 R R

Tota! Combine lines 3through 12 oo 13 275,285, 462,019.] -18B6,724.

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

14 Compensalion of officers, directors, and trustees (Schedule K) . . e 4
15 SAANES ANBWATES e e et b s s aR e ee et ket 15
16 Repairs and maintenance 16
17 B BlS ettt et 17
18 |Interest {atlach schedule} i8
19 TaBS ANGUIGENSES oottt e et et ee ettt ee e ettt st 18
26 Charitable contbutions {See instructions 108 Tmitalion TUES) o e i, 20
21 Depreciafion {atach Form4862) e 21 i
22 Less depreciation claimed on Scheduls A and elsewhers enrsturn 22a 22b
B DDIEION et e e e et ee e et nb s 23
24 Contributions to deferred compensation PIENS . e e e 24
25 Employee benefit programs . 25
26  Excess exempt expenses (Schedule 1) 26
27  Excess readership costs (Schedule J) 27
28 Other deductions (Atlach SChEAUEB) | .. .. it ee e 28
29 Total deductions. Add lines 14 000UGN 28 oo 29 0.
30  Uarelated business taxable income before net operating loss deduction. Subtract line 29 from ne 43 . ... 30 -186,724.
31 Net operating loss deduction (limited to the amounton line 30Y SEE STATEMENT 2 | 3
32 Unrelated business taxabla income hefore specific deduction. Subtract ine 31from iRe 30 32 -186,724.
33 Specific dedustion (Generally $1,000, but see line 33 instructions for exceptians) 33 1,000.
84  Unrelated business taxable fncome. Subtract line 33 from line 32. I line 33 is greater than line 32, enter the smatler of zero or
BB B0 i e e 34 -186,724.

623701 oi-ie-17  LHA  For Paperwoik Reduction Act Notice, see instructions, Form 990-T (2018)



Form 950-T {2016) TRINITAS REGIONAL MEDICAL CENTER 22-3601678 Page 2
[ Part i | Tax Computation
35 Organizations Yaxable as Corporations. See instructions for tax computation.
Controlled group members (sections 1561 and 1563) check here B~ [ see instructions and;
a Enfer your share of the $50,000, $25,000, and $9,925,000 taxable income bragkets (in that order):

() [ | @l | @ls
b Enter organization's share of: (1) Additional 5% tax {not more than $11,750) % J
(2) Additional 3% tax (not more than $100,000) ... 1% | B
¢ Ircometax onthe amount on line 34 e P | 35 0.
36  Trusts Taxable at Trust Rates. See instructions for tax computation. Income tax on the amount on ling 34 from: B
[ Tax rate schedule or [ Schecule D (Form 1049) e > | 36
37 Proxy tax, SeeINSUUCHONS e P | 37
38 Altermative MU X et et ee e 38
39 Tax on Non-Gompliant Facility Income. Saeinstructions 33
Total. Add fines 37, 38 and 3¢ to line 35¢ or 36, whichever applies 40 0.
[ Part JV.| Tax and Payments
4ta Foreign tax credit (corporations attach Form 1118; trusis attach Form 1116y ... [41a
b Other credits {(see InStructons} s 41b
¢ General business credit. ABach FOrm 3800 41¢g
d Credit for prior year minimum tax {atfach Form 8801 0r BB27) . L4d sl
¢ Total oredits. Add fines A1a through d1d s Ale
42 Subtract iNg 418 FrOM NG 40 | . iioiiseesiisinsceoos e esssssess oo eeeesss s e 42 0.
43 Other taxes. Check if from: [ Form 4255 [_| Form 8611 [__] Form 8697 [ Form 8866 [__| Other tattach schocute) |43
44 Totaltax, Addiines 42 and 43 44 0.
45 3 Payments. A 2015 overpayment credited 10 2018 4ba
b 2016 estimated fax paYMeNts e, 45b
¢ Taxdeposited with Farm 8868 e 45¢
d Foreign organizations: Tax paid or withheld at source (seeinstructons) . i, 45d
¢ Backup withholding (sseinstructions) . 45¢
f Credit for small employer health insurance premiums (Aitach Form 8941) 45¢
g Other credits and payments: [:] Form 2439
[ Form 4136 [ other 459
46  Total payments. Add lines 45a rough 450 e
47  Estimated tax penalty {see instructions). Ghack if Form 2220 is attached D ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
48  Tax due. If line 46 is less than the total of fines 44 and 47, enter amount ewed > 0.
49 QOverpayment. If line 46 is larger than the total of lings 44 and 47, enter amount overpaid . ... ... »- 0.
50 Enter the amount of line 49 you want; Credited to 2017 astimated tax | Refunded =
[PartV'| Statements Regarding Certain Activities and Other Information (see instructions)
51  Atany fime during the 2016 calendar year, did the organization have an interest in or a sigrature or other authority Yes | Mo

over a firancial account (bank, securities, or other) in a foreign country? If YES, the organization may have to file
FinGEN Form 114, Report of Foreign Bank and Financiat Accounts. If YES, enter the name of the foraign country
here
52 During the tax year, did the organization receive & distribution from, or was it the granfor of, or transferor to, a foreign trust? . ...
I YES, sea instructions for other forms the organization may have to file.
53  Enter the amount of tax-exempt interest received or accrued during the tax year =

Under panaltles of perjury, | declare that | have examined this return, including accompanying schedules and statements, and te the basl of my knowledge and belief, # is rus,
Slgn chracI?,a{:d cun:plsﬁa Daclaraticn c;f preparer {other than taxpayer) is based on all informatfon of which preparer has any knowladga.
I B ! May the IRS discuss this return with
Here > E iy ] | // /é’ /%b SENIOR VP &. CFO the preparer shown below [see
Slgnature of, off;car R Date Title instructions)? [ % § Yes § | No
Pnnt.’Typa preparer's name Pre S Signatare Date Check it |PTIN
Paid JULIUS C. GREEN, / / self- employed
Preparer CPA | o ft7 P00350393
Use Only [Fimsname » BAKER TILLY VIHCHOW KRAUSE, LLP Firm's EIN & 39-0859910
1650 MARKET FT};};!ET, SUITE 4500
Firm's address » PHILADELPHIA|, FA 19103-7341 Phonepo. 215.972.0701
v Form 990-T (2016)

623715 01-18-17



Form 990-T (z016) TRINITAS REGIONAL MEDICAL CENTER 22~3601678 Page 3

Schedule A'- Cast of Goods Sold. enter method of inventory valuation b N/A

1 Inveniory at beginning of year 1 6 Inventoryatendofvear . ... 6
2 Purchases 2 7 Gost of goods sold, Subtractiine § R
3 Costoflabor 3 from line 5. Enter here and In Part |,
4a Additional section 263A cosls e 2 e 7
(attach schedute) ... 43 8 Do the rules of section 263A (with respect to Yes | No .
h Other costs {attach schedule) b property producsd or acquired for resala} apply to FRUEN pEae
5 Total, Addlines ithroughdb ... 1 & the organizalion? ...

Schedule C - Rent Income {From Real Property and Personal Property Leased With Real Property}
(see instructions)

1. Description of property

{1
@
)
4
2. Rentreceived or accrued
- " 3{a) Deduotions direatly connacled with the incoma in
a) From persanal property (if the percentage of b} From reat and persenal property (if the percentage
( ) rant for personal property is more than ( )of rent for personal properly exceads 50% or if calumns 2{a} and 2(0) attach schadute)
10% birt not mora than 50%) the rent is based on profit or incorme)
n
2
(83}
)
Total 0. | Total 0.
{¢) Total income. Adg totals of columns 2(a) and 2(n). Enter (b) Totat deductions.
Eer here and on page 1,
here and on page 1, Part 1, line 6, cofumn (A 0 . JPart] line 6, column @) 0.
LIt Mimh i Ul ST S ST ST TS P ST § Y
Schedule E - Unrelated Debt-Financed Income (ses instructions)
3, Deductions dirsstly connected with or aioceble
2. Gross Incoma fram to debt-financed property
or allocabia o dabt- } N .
it - . d) Straight line d fation Other deduction
1, Description of debi-financad property financed property ( ) ?;i!lacﬁn:ch\:pd:ﬁ:)a o (b)anac:rsc;adz!:) s
{1}
2}
3
{4
4, Amount of average acquisition b, Average adjusted basis 8, Column 4 divided 7. Gross income B, Aflocable deductions
debt on or allocabls to debl-financed of or allocabla lo by celumn 5 reperlabla (column {calumn & X total of columns
property {attach scheduls) debi-financed praperty 2 x column 6) 3(n) and 3B}
(attach sohaduls)
4] %
] %
&)
() %
Enler here and on page 1, Enter here and on page 1,
Parti, Iine 7, column (A) Part §, fine 7, column (B),
OIS e oo > 0. 0.
Total dividends-received dedustions includedincolumn B ... > 0.

Form $90-T (2016)
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Form 990-T 2016y TRINITAS REGIONAL MEDICAL CENTER 22-3601678
Schedule F - interest, Annuities, Royalties, and Rents From Controlled Organizations (see instructions)

Exempt Controlled Organizations

Page 4

1. Name of contrelled organization

2. Employer
identificatton

3. Netunrelated ncoma
(fass} {sas Inslruclions)

4, Tolat of spacified
payments mads

B. Parl of calumn 4 that is
hstudad Tn the conbrelling

B. Daductions directly
connected with insomea

numbar

organizalion's gross incoma

incojumn 5

{1}

)

()]

@

Nonexempt Controlled Otganizations

7. Taxabla lncoms 8. WNetunrelatad income {loss) 9. Total of specified payments 10, Partof column 9 that is included 11. Dsductions directly connnoted
{see Instructions) mada in the contralfing organization's with Insama i column 19
gross Income
)
2
3
4
Add calumns § and 10. Add columns 6 and 11.
Enler hers and on page 1, Part |, Enter here and on page 1, Part |,
lina 8, column (A}, line 8, eclumn {B),
TOUIS oo s | - 0. 0.

Schedule G - Investment Income of a Section 501{c){7), (9), or (17) Organization

{see instructions)

3. Daductions 4. Set-asid B. Total deductions
1. Dasgription of incoma 2. Amount of incoma diractly connected it :'a? ;s' and set-asides
{attach schedula) (attach schedula) {col. 3 plus col. 4)
{1}
{2
)
) _
Enter hera and on page 1, |35 .*{ Enter here and on page 1,
Part |, line 9, column {A). “JPartl, line 8, column {B).
Totals - 0.| 0.

Schedule I - Exploited Exempt Activity Income, Other

(see instructions)

Than Advertising lhébrﬁe

3. Expenses

4, Net income {loss)

7. Excess exempt

2. Gross 3 from urrelated trade or 5. Gressincome
1. Dascripticn of unrelatad business d:ﬁfhﬂzrf,z:';?f;:d business (column 2 from aclivity that fﬂ.riiz;tjaz}zstso ;);E;T:;E;Jo::;
exploitad activity income from of unralated minus celumn 8). ¥ a is rot unrelated column 5 bt ot more Lhan

trade or business

business Inceme

gain, comptils cols. 5

businsss income

celumn 4).

through 7,
m
)
@
)
Enter hore and on Enter here and on £nter here and
page 1, Parti, paga 3, Part|, on page 1,
lina 10, col. {A}. lina 10, col. (B}, Partll, line 26.
Totals ..o 0. 0. 0.

Schedule J - Advertising Income  (see instructions)

Income From Periodicals Reported on a Consolidated Basis

1. Name of periodical

2. Gross
adverlising
incomo

3. Diraat
adverlising cosls

4, Advertising gain
or {loss) (col. 2 minus
col. 3) If & gain, computs
cals. 5ihrough 7.

6. Readership
costs

5. Gireulation
income

7. Excess readership
costs (column & minus
column b, but not moera

than column 4}

)
&
3)
4
Totals {carry to Part[t, line {5)) ... W 0. 0. 0.
Form 990-T 2016)

623731 01-18-17




Form 990-7 (2018) TRINITAS REGIONAL MEDICAL CENTER 22-3601678 Page &
Part 1] | Income From Periodicals Reported on a Separate Basis (For each periodical listed in Part I, fill in
" columns 2 through 7 on a line-by-line basis.)

7. @ 4, Advertising gain 7. Excess rezdership
d. tr_c.ss 3. Diract or {loss) {col. 2 minus 5. Circutation 6, Readorship costs {oolumn 6 minus
1. Nams of periodical 2 i:ﬂ&'ﬂ::!:g atvertising costs | col. 3). If & gain, compute insome costs cofumn 5, but not more
cols. 5 throtgh 7. than calumn 4).
(1) HEALTHY EDGE 286,164.| 462,019, -175,855,
@
&)
@
Totals fromPartl ... > 0. 0. 0.
Enter here and on Enter hers and on Entsr here and
page 1, Parti, page 1, Partl, an paga 1,
tine 11, col. (A}, line 11, ol. (8). Pant I, line 27,
Totals, Pare !l (lines 1-6) ... | 286,164,] 462,019, |- e 0.
Schedule K - Compensation of Officers, Direciors, and Trustees (ses instructions}
3, Percent of 4, Compensation altributabte
1. Name 2. Tille "mi‘?;‘:‘ifsd 0 toﬂ uanuI:{ioé b:s'rnass
{1 %
2 %
@ %
4 %
Total. Enter hereandonpage 1, Bart W ine 14 oo > .
Form 980-T (2016)

623732 01-18-17




TRINITAS REGIONAL MEDICAL CENTER

22-3601678

FORM 990-T DESCRIPTION OF ORGANIZATION'S PRIMARY UNRELATED
BUSINESS ACTIVITY

STATEMENT 1

MAGAZINE ADVERTISING; INVESTMENT IN LIMITED PARTNERSHIP

TO FORM 530-T, PAGE 1

FORM 950-T NET OPERATING LOSS DEDUCTION STATEMENT 2
LOSS

PREVIOQOUSLY LOSS AVATLABLE
TAX YEAR LOSS SUSTAINED APPLIED REMAINING THIS YEAR
12/31/08 8,010, 1,864. 6,146. 6,146.
12/31/10 14,462, 0. 14,462, 14,462,
12/31/11 538,224, 0. 538,224. 538,224.
12/31/12 288,365, 0. 288,365. 288, 365.
12/31/13 141,169. 0. 141,1685. 141,169,
12/31/14 218,135, 0. 218,135, 218,135,
12/31/15 264,769, 0. 264,769, 264,769,
NOL CARRYOVER AVAILABLE THIS YEAR 1,471,270, 1,471,270.
FORM 990-T INCOME (LOSS) FROM PARTNERSHIPS STATEMENT 3

NET INCOME

PARTNERSHIP NAME GROSS INCOME DEDUCTIONS OR (LOSS)
INVESTMENT IN SUMMIT PRIVATE
INVESTMENTS II, LP (EIN:
38-3649799) -10,869. a. -10,869.
TOTAL TO FORM 990-T, PAGE 1, LINE 5 ~-10,869. 0. ~10,869.

STATEMENT{S)} 1, 2,

3




Form 8868 Application for Automatic Extension of Time To File an
(Rev. January 2017) Exempt Organization Return OMB No. 15461709

Bepariment of o Tragsury P File a separate application for each return.

internal Revenue Service P Information about Form 8868 and its instructions is at www.irs.gov/form8gss -

Electronic filing (e-file). You can electronically file Form 8868 to reguest a 6-month automatic extenslon of time to file any of the
forms listed below with the exception of Form 8870, Information Return for Transfers Associated With Certain Personal Benefit
Contracts, for which an extension request must be sent to the IRS in paper format (see instructions). For more details on the electronic
filing of this farm, visit waww.irs. goviefle, click on Charities & Non-Profits, and click on g-file for Charities and Non-Profits,

Automatic 6-Month Extension of Time. Only submit original (no copies needed).

All corporations required to file an income tax return other than Form 990-T (including 1120-G filers), partnerships, REMICs, and trusts
must use Form 7004 to request an extension of time to file income tax returns,

Enter filer’s identifying number

Type or | Name of exempt organization or other filer, see instructions. Employer identification number (EIN} or
print
S TRINITAS REGIONAL MEDICAL CENTER 22-3601678
due datafor | Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)
firgyar | 225 WILLIAMSON STREET
instructions. | City, town or post office, state, and ZIP code. For a foreign address, see Instructions,
ELIZABETH, NJ 07207

Enter the Return Code for the refum that this application is for (file a separate application for each returny | 0 | 7 !
Application Return ] Application Return
is For Code ]Is For Code
Form 890 or Form 980-EZ 01 Form 894-T {cotparation) 07
Form 990-BL 02 Form 1041-A 08
Form 4720 {ndividual) 03 Form 4720 (other than individual) 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a} trust) 05 Form 6069 11
Form 980-T (trust other than above) 08 Form 8870 12

FELICIA FORNAROTTO, CONTROLLER
® Thebooksareinthecareof p 225 WILLIAMSON STREET - ELIZABETH, NJ 07207

Telephone No.p» 908~994-8124 Fax No.
& [f the organization does not have an office or place of business in the United States, check this box ., > D
& [f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . {f this is for the whole group, check this
box P [::] . If it is for part of the group, check this box » {:] and attach a list with the names and EINs of all members the extension is for.
1 lrequest an automatic 6-month extension of time until NOVEMBER 15, 2017 | tofile the exempt organization return

for the organization named above. The extension is for the organization’s return for:

> calendar year 2016 or
» {::] tax year beginning , and ending
2 i the tax year entered in line 1 is for less than 12 months, check reasoty: |:] Initial return D Final return
[:] Change in accounting period

3a If this application is for Forms 990-BL, $90-PF, 890-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions, 3a| % 0.
b if this application is for Forms 990-PF, 990-T, 4720, or 8069, enter any refundable credits and
estimated tax payments made, Include any prior year overpayment allowed as a credit. 3| $ 0.
c Balance due. Subtract fine 3b from line 3a. Include your payment with this form, if required,
by using EFTPS {Electronic Federal Tax Payment System). See instructions. 3c | $ 0.

Caution: If you are going to make an electronic funds withdrawal {ditect debit) with this Form 8868, see Form 8453-EC and Form 8879-EO for payment
instructions,

LHA  For Privacy Act and Paperwork Reduction Act Notice, see instructions, Form 8868 (Rev. 1-2017)
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