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990 Return of Organization Exempt From Income Tax OMB NO 1545"0047

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except black lungbenefit trust or private foundation)Department ofthe Treasury Open tg Public
Imemamevenuesewlce ll-The organization may have to use a copy ofthis return to satisfy state reporting requirements Inspection

A For the 2008 calendar year, or tax year beginning 07-01-2008 and ending 06-30-2009

B Check if applicable

I- Address change

I- Name change

I- Initial return

I- Termination

I- Amended return

C Name of Orgamzatlon D Employer identification number
Please Community Hospital of San Bernardino
use IRS
label or
print or
type. See
Specific
Instruc­
tions.

9 5 - 1 6 4 3 3 7 3Doing Business As E Telephone number
(908) 887-6333

G Gross receipts $ 158,998,832
Number and street (or P O box if mail is not delivered to street address) Room/suite
1805 Medical Center Drive

City or town, state or country, and ZIP + 4
San Bernardino, CA 92411

I- Application pending

F Name and address ofPrincipal Officer
ED SORENSON CFO
1805 MEDICAL CNTR DRIVE

SAN BERNARDINO,CA 92411

H(a) Is this a group return for
affiliates? I-Yes I7No

H( b) Are all affiliates included? I- Yes I- No
1 Tax-exempt Status I7 501(c) ( 3) 1 (insert no) I- 4947(a)(1) or I- 527 (If"No," attach a list See instructions)
J Websil:e:ll- WWW CHWHEALTH ORG H(c) Group Exemption Numberhl- 0928

K Type of organization I7 Corporation I- trust I- association I- other ll­ L Year of Formation 1938 I M State of legal domicile CA

SummaryIEIIII
1

.AGIIWIIGB ll"-i GOVEIIIHIIGE

2

3

4

5

6

7a

b

Briefly describe the organizationfs mission or most significant activities

Community Hospital ofSan Bernardino is committed to furthering the healing ministry ofJesus, and to providing high-quality,
affordable healthcare to the community we serve

Check this box I- ifthe organization discontinued its operations or disposed of more than 25% ofits assets3 124 115 1,5576 37
Number ofvoting members ofthe governing body (Part VI, line la) . . . . . . .
Number ofindependent voting members ofthe governing body (Part VI, line 1b) .

Total number ofemployees (Part V, line 2a) . . . . .
Total number ofvolunteers (estimate if necessary) . . . . 7a 07b OTotal gross unrelated business revenue from Part VIII, line 12, column (C) .

Net unrelated business taxable income from Form 990-T, line 34 . .

8

9

10

11

12

lft-weni 5­

Current Year

804,345

157,356,829
298

837,360

PriorYear

901,152

155,838,376

91,393

796,147

Contributions and grants (Part VIII, line 1h) .

Programservicerevenue(PartVIII,line2g) . . . . .
Investment income (Part VIII, column (A), lines 3, 4, and 7d) . . .

Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9c, 10c, and 11e)

Total revenue-add lines 8 through 11 (must equal Part VIII, column (A), line
12) 157,627,068 158,998,832

13

14

15

Eiipeii-56-5

16a

b

17

18

19

5,000 10,0000 0Grants and similar amounts paid (Part IX, column (A), lines 1-3)

Benefits paid to or for members (Part IX, column (A), line 4)

Salaries, other compensation, employee benefits (Part IX, column (A), lines 5
10)

Professional fundraising fees (Part IX, column (A), line 11e)

01)
Other expenses (Part IX, column (A), lines 11a-11d,11f-24f)

95,830,203 101,885,6980 0
(Total fundraising expenses, Part IX, column (D), line 25

6 1 ,7 4 1 ,1 50

157,576,353

50,715

63,161,191

165,056,889

-6,058,057

Total expenses-add lines 13-17 (must equal Part IX, line 25, column (A))

Revenue less expenses Subtract line 18 from line 12

Net Assets 0-if
Fund Bsiances

20

21

22

Please
Sign
Here

Beginning of Year End of Year

Totalassets (Part X,line 16) 59,468,771 52,736,609
Totalliabilities (Part X,line 26) 46,788,102 46,892,996
Net assets orfund balances Subtract line 21 from line 20 12,680,669 5,843,613
Signature Block

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

I 2010-05-04, Sig nature of officer Date
ED SORENSON CHIEF FINANCIAL OFFICER

, Type or print name and title

Paid

Preparer"s

Use Only

preparer-S Date Check if Preparerfs PTIN (See Gen Inst )signature , Zilgolyed Il I­
Firmfs name (or yours KPMG LLPif self-employed), EIN I"
address, and ZIP + 4 55 sEcoND STREET su1TE 1400

Phone no ll (415) 963-5100
SAN FRANCISCO, CA 94105

May the IRS discuss this return with the preparer shown above? (See instructions) . I- Yes I- No

For Privacy Act and Paperwork Reduction Act Notice, see the separate instructions. Cat N o 1 1 282Y Form 990 (2008)



Form 990 (2008) page 2
Statement of Program Service Accomplishments (See the instructions.)

1 Briefly describe the organizationfs mission

Community Hospital of San Bernardino is a non-profit, full-service, acute care facility in business to provide acute inpatient care, long-term care and a wide range of
ancillary and therapeutic care to the community we serve Our vision is to create and provide health care solutions, and meet the health care needs of our community

2 Did the organization undertake any significant program services during the year which were not listed on
thepriorForm990or990-EZ? . . . . . . . . . . . . . . . . . . . . I-YesI7No
If"Yes," describe these new services on Schedule O

3 Did the organization cease conducting or make significant changes in how it conducts any programservices7......................... I-YesI7No
If"Yes," describe these changes on Schedule O

4 Describe the exempt purpose achievements for each ofthe organizationfs three largest program services by expenses
Section 501(c)(3) and (4) organizations and 4947(a)(1) trusts are required to report the amount ofgrants and allocations to
others, the total expenses, and revenue, ifany, for each program service reported

4a (Code ) (Expenses $ 148,022,928 including grants of $ 10,000 ) (Revenue $ 157,356,829 )
COMMUNITY HOSPITAL OF SAN BERNARDINO"S MISSION IS TO CONTRIBUTE TO THE HEALTH OF THE COMMUNITY THROUGH THE PROVISION OF QUALITY SERVICES
DELIVERED IN A COMPASSIONATE AND COST EFFECTIVE MANNER THE HOSPITAL IS LICENSED FOR 420 BEDS AND CURRENTLY HAS 338 BEDS THE HOSPITAL HAD

87,967 TOTAL PATIENT DAYS, 13,035 ADMISSIONS, AND 41,923 EMERGENCY ROOM VISITS INPATIENT SERVICES ACUTE PATIENT CARE, MATERNAL CHILD CARE,
MENTAL HEALTH CARE, NEUROLOGICAL CARE, AND A VARIETY OF OUTPATIENT CARE

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

4C (Code ) (Expenses $ including grants of $ ) (Revenue $ )

4d Other program services (Describe in Schedule O )
(Expenses $ including grants of$ ) (Revenue $ )

4e Total program service expenses $ 148,022,928 Must equal Part IX, L/ne 25, column (B).

Form 990 (zoos)



Form 99o (zoos) page 3
w checklist of Required schedules

1

2

3

4

5

6

7

8

9

10

11

12

13

14a

b

15

16

17

18

19

20

21

22

23

24a

b

c

d

25a

b

26

27

Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"comp/eteSchedu/eAE.....................
Is the organization required to complete Schedule B, Schedule ofContributors? E . . . . . . .
Did the organization engage in direct or indirect political campaign activities on behalfofor in opposition to
candidates for public office? If "Yes,"complete Schedule C, Part IE . . . . . . . . . .
Section 501(c)(3) organizations Did the organization engage in lobbying activities? If "Yes,"comp/ete Schedule C,Pe-rrII*E............................
Section 501(c)(4), 501(c)(5), and 501(c)(6) organizations Is the organization subject to the section 6033(e)
notice and reporting requirement and proxy tax? If "Yes,"complete Schedule C, Part III . . .

Did the organization maintain any donor advised funds or any accounts where donors have the right to provide
advice on the distribution or investment ofamounts in such funds or accounts? If "Yes,"complete
Schedule D, Part IE . . . . . . . . . . . . . . . . . . . . . . . .
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas or historic structures? If "Yes,"comp/ete Schedule D, Part IIE . . .

Did the organization maintain collections ofworks ofart, historical treasures, or other similar assets? If "Yes,"
comp/eteSchedu/eD,PartIIIE. . . . . . . . . . . . . . . . . . . .
Did the organization report an amount in Part X, line 21, serve as a custodian for amounts not listed in Part X, or
provide credit counseling, debt management, credit repair, or debt negotiation services? If "Yes,"
comp/eteSchedu/eD,PartIl/E . . . . . . . . . . . . . . . . . . .
Did the organization hold assets in term, permanent,or quasi-endowments? If "Yes,"complete Schedule D, Part l/E

Did the organization report an amount in Part X, lines 10,12,13,15,or 25? If "Yes,"complete Schedule D,
PartsVI,VII,VIII,IX,orXasapp//cab/e. . . . . . . . . . . . . . . . . E
Did the organization receive an audited financial statement forthe yearfor which it is completing this return
that was prepared in accordance with GAAP? If "Yes,"comp/ete Schedule D, Parts XI, XII, and XIII . .E

Is the organization a school as described in section 170(b)(1)(A)(ii)? If "Yes,"comp/ete ScheduleE

Did the organization maintain an office, employees, or agents outside ofthe U S ? . . . . . . . . .
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
business, and program service activities outside the U S ? If "Yes,"complete Schedu/eF, Part I . .

Did the organization report on Part IX, column (A), line 3, more than $5,000 ofgrants or assistance to any
organization or entity located outside the United States? If "Yes,"comp/ete Schedu/eF, Part II

Did the organization report on Part IX, column (A), line 3, more than $5,000 ofaggregate grants or assistance
to individuals located outside the United States? If "Yes,"complete Schedu/eF, Part III . .

Did the organization report more than $15,000 on Part IX, column (A), line 11e? If "Yes,"complete Schedule G,
Part I

Did the organizationPartII . . . . report more than $15,000 total on Part VIII, lines 1c and 8a? If "Yes,"complete Schedule G,

Did the organization report more than $15,000 on Part VIII, line 9a? If "Yes,"comp/ete Schedule G, Part III

Did the organization operate one or more hospitals? If "Yes,"complete ScheduleH . . . . . E

Did the organization
and II E
Did the organization
and III *E

Did the organization answer "Yes" to Part VII, Section A, questions 3, 4, or 5? If "Yes,"comp/ete Sch%ule

Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $100,000
as ofthe last day ofthe year, that was issued after December 31, 2002? If "Yes,"answer quest/ons 24b-24d and
complete Schedule K. If "No,"go to quest/on 25 . . . . . . . . . . . . . . .

report more than $5,000 on Part IX, column (A), line 1? If "Yes,"complete Schedule I, Parts I

report more than $5,000 on Part IX, column (A), line 2? If "Yes,"complete Schedule I, Parts I

Did the organization invest any proceeds oftax-exempt bonds beyond a temporary period exception? . .

Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . . . . . . . . . . . . . . . . . . . . .
Did the organization act as an "on behalfof" issuer for bonds outstanding at any time during the year? . . .

Section 501(c)(3) and 501(c)(4) organizations Did the organization engage in an excess benefit transaction with
a disqualified person during the year? If "Yes,"comp/ete Schedule L, PartI . . . . . . . . . E
Did the organization become aware that it had engaged in an excess benefit transaction with a disqualified person
from a prior year? If "Yes,"complete Schedule L, PartI . . . . . . . . . . . . . E
Was a loan to or by a current orformer officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as ofthe end ofthe organizationfs tax year? If "Yes,"complete Schedule L,Pe-rrII...........................*E
Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, or
substantial contributor, orto a person related to such an individual? If "Yes,"comp/ete Schedule L, Part HIE

1

2

3

4

5

6

7

8

9

10

11

12

13

14a

14b

15

16

17

18

19

20

21

22

23

24a

24b

24c

24d

25a

25b

Yes No
Yes

Yes

No

Yes

No

No

No

No

No

Yes

No

No

No

No

No

No

No

No

No

Yes

Yes

No

Yes

No

No

No

26 No
27 No

Form 990 (zoos)



Form 990 (zoos) page4
w checklist of Required schedules (continued)

28 During the tax year, did any person who is a current orformer officer, director, trustee, or key employee

a Have a direct business relationship with the organization (otherthan as an officer, director, trustee, or employee),
or an indirect business relationship through ownership of more than 35% in another entity (individually or
collectively with other person(s) listed in Part VII, Section A)? If "Yes/"complete Schedule L, Part

b Have a family member who had a direct or indirect business relationship with the organization? If "Yes,"
comp/eteSchedu/eL,PartIV. . . . . . . . . . . . . . . . . . . E

c Serve as an officer, director, trustee, key employee, partner, or member ofan entity (or a shareholder ofa
professional corporation) doing business with the organization? If "Yes,"comp/ete Schedule L, Part IV . E

29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes/"complete ScheduleM

30 Did the organization receive contributions ofart, historical treasures, or other similar assets, or qualified
conservationcontributions?If"Yes,"comp/eteSchedu/eM . . . . . . . . . . . .

31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,"comp/ete Schedule N,

32 Did the organization sell, exchange, dispose of, ortransfer more than 25% ofits net assets? If "Yes,"comp/ete
ScheduleN,PartII . . . . . . . . . .
Did the organization own 100% ofan entity disregarded as separate from the organization under Regulations
section 301 7701-2 and 301 7701-3? If "Yes/"complete Schedule R, PartI . . . . . . . . E
Was the organization related to any tax-exempt or taxable entity? If "Yes/"complete Schedule R, Parts II, III, IV,andV,//ne1.......................E
Is any related organization a controlled entity within the meaning ofsection 512(b)(13)? If "Yes/"complete
Schedu/eR,PartV,//ne2 . . . . . . . . . . . . . . . . . . . E
501(c)(3) organizations Did the organization make any transfers to an exempt non-charitable related
organization? If "Yes,"comp/ete Schedule R, Part V, //ne2 . . . . . . . . . . . E

33

34

35

36

37 Did the organization conduct more than 5 percent ofits activities through an entity that is not a related

organization and that is tre%ed as a partnership forfederal income tax purposes? If "Yes/"complete Schedule R,Part VI . . . .

28a

28b

28c

29

30

31

32

33

34

35

36

37

Yes No

No

Yes

No

No

No

No

No

No

Yes

Yes

No

No

Form 990 (zoos)



Forn199o(2oos) page 5
M Statements Regarding Other IRS Filings and Tax Compliance

1a

b

c

2a

b

3a

b

4a

b

5a

b

C

6a

b

7

a

b

c

d

e

f

9

h

8

9

a

b

10

a

b

11

a

b

12a

b

Enter the number reported in Box 3 of Form 1096, Annual Summary and Transmittal
of U.S. Information Returns. Enter -0- if not applicable . . . .

1a 171

Enter the number of Forms W-2G included in line 1a Enter -0- if not applicable b1 0

Did the organization comply with backup withholding rules for reportable payments to vendors
gaming (gambling)winnings to prize winners? . . . . . . . . . . . . .
Enter the number ofemployees reported on Form W-3, Transmittal of Wage and Tax
Statements filed forthe calendar year ending with or within the year covered by thisreturn . . . . . . . . . . . . . . . . . . . . . 2a

and reportable

1,557

Ifat least one is reported in 2a, did the organization file all required federal employment tax re
Note:If the sum of lines 1a and 2a is greater than 250, you may be required to e-file this return.

Did the organization have unrelated business gross income of$1,000 or more during the yearreturn?........................
turns? . .

covered by this

At any time during the calendar year, did the organization have an interest in, or a signature or other authority

If"Yes," has it filed a Form 990-T for this year? If "No,"provide an explanation in Schedule O .

oover, a financial account in a foreign country (such as a bank account, securities account, oraccount)?.......................
If"Yes," enterthe name ofthe foreign country

ther financial

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

Was the organization a party to a prohibited tax sheltertransaction at any time during the tax year? . .
Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction?

If"Yes," to 5a or 5b, did the organization file Form 8886-T, Disclosure by Tax-Exempt Entity RegTaxShelterTransaction?. . . . . . . . . . . . . . . . . . . . .
Did the organization solicit any contributions that were not tax deductible? . . . . .

arding Prohibited

If"Yes," did the organization include with every solicitation an express statement that such contributions or giftswerenottaxdeductible?. . . . . . . . . . . . . . . . . . .
Organizations that may receive deductible contributions under section 170(c).

Did the organization provide goods or services in exchange for any quid pro quo contribution o
more? . . . .
If"Yes," did the organization notify the donor ofthe value ofthe goods or services provided?

f$75 or

Did the organization sell, exchange, or otherwise dispose oftangible personal property for which it was required tofileForm8282?.....................
If"Yes," indicate the number of Forms 8282 filed during the year . I 7d I

Did the organization, during the year, receive any funds, directly or indirectly, to pay premiums on a personalbenefitcontract?.....................
Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . .

For all contributions ofqualified intellectual property, did the organization file Form 8899 as required? . .

For contributions ofcars, boats, airplanes, and other vehicles, did the organization file a Formrequired?.......................
Section 501(c)(3) and other sponsoring organizations maintaining donor advised funds and section
supporting organizations. Did the supporting organization, or a fund maintained by a sponsoring
excess business holdings at any time during theyear?.................
Section 501(c)(3) and other sponsoring organizations maintaining donor advised funds.

Did the organization make any taxable distributions under section 4966? . . . .

Did the organization make a distribution to a donor, donor advisor, or related person? .

Section 501(c)(7) organizations. E nter

Initiation fees and capital contributions included on Part VIII, line 12 . . . 10a

1098-C as

509(a)(3)
organization, have

Gross receipts, included on Form 990, Part VIII, line 12, for public use ofclub 10b
facilities

Section 501(c)(12) organizations Enter
Gross income from members or shareholders .

11a

Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them) . . . . . . . . . . 11b

Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Fo

If"Yes," enterthe amount oftax-exempt interest received or accrued during theyea, 12b rm 1041? . .

1c

2b

3a

3b

4a

5a

5b

5c

6a

6b

7a

7b

7c

7e

7f

7h

8

9a

9b

12a

Yes No

Yes

Yes

No

No

No

No

No

No

No

No

No

79

Form 990 (zoos)



Form 990 (zoos) pages
M Governance, Management, and Disclosure (Sections A B and Crequest information

about policies not required by the Internal Revenue Cbdle.)
Section A. Governing Body and Management

For each "Yes " response to l/nes 2-7 be/ow, and for a "No" response to l/nes 8 or 9b be/ow, describe the c/rcumstances

processes, or changes in Schedule O. See instructions.

1 21a Enterthe number ofvoting members ofthe governing body . 1a

/

b Enterthe number ofvoting members that are independent . . 1b 11

2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any
otherofficer,director,trustee,orkeyemployee? . . . . . . . . . . . . . . . . .

3 Did the organization delegate control over management duties customarily performed by or underthe direct
supervision of officers, directors ortrustees, or key employees to a management company or other person? .

4 Did the organization make any significant changes to its organizational documents since the prior Form 990 was
filed? . .

5 Did the organization become aware during the year ofa material diversion ofthe organizationfs assets? .

6 Does the organization have members or stockholders? . . . . . . . . . . . . . . .
7a governingbody?.........................

b Are any decisions ofthe governing body subject to approval by members, stockholders, or other persons? .

8 Did the organization contemporaneously document the meetings held or written actions undertaken during the
year by the following

athegoverningbody? . . . . . . . . . . . . .
b each committee with authority to act on behalfofthe governing body? .

9a Doestheorganizationhavelocalchapters,branches,oraffiliates? . . . . . . . . . . . .
b If"Yes," does the organization have written policies and procedures governing the activities ofsuch chapters,

affiliates, and branches to ensure their operations are consistent with those ofthe organization? . . . .
10 Was a copy ofthe Form 990 provided to the organizationfs governing body before it was filed? All organizations

must describe in Schedule O the process, ifany, the organization uses to review the Form 990 . . . .
11 Is there any officer, director or trustee, or key employee listed in Part VII, Section A, who cannot be reached a

the organizationfs mailing address? If"Yes," provide the names and addresses in Schedule O . . . . .

Does the organization have members, stockholders, or other persons who may elect one or more members ofthe

t

2

3

4

5

6

7a

7b

8a

8b

9a

9b

10

11

Yes No

No

No

No

No

Yes

Yes

Yes

Yes

Yes

No

No

No

Section B. Policies

12a Does the organization have a written conflict ofinterest policy? If "No", go to /me 13 . .

b Are officers, directors ortrustees, and key employees required to disclose annually interests that could give risetoconflicts?...........................
c Does the organization regularly and consistently monitor and enforce compliance with the policy? If"Yes,"describeinScheduleOhowthisisdone . . . . . . . . . . . . . . . . . .

13

14

15

Does the organization have a written whistleblower policy? . . . . . .
Does the organization have a written document retention and destruction policy? . . . . . . .
Did the process for determining compensation ofthe following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation ofthe deliberation and decision

a The organizationfs CEO, Executive Director, or top management official? . . . . . . . . . .
b Other officers or key employees ofthe organization? . . . . .

Describe the process in Schedule O

16a Did the organization invest in, contribute assets to, or participate in a Joint venture or similar arrangement with
7taxableentityduringtheyear . . . . . . . . . . . . . . . . . . . . . .

b If"Yes," has the organization adopted a written policy or procedure requiring the organization to evaluate its
participation in Joint venture arrangements under applicable Federal tax law, and taken steps to safeguard the
organizationfs exempt status with respect to such arrangements? . . . . . . . . . . . .

B

12a

12b

12c

13

14

15a

15b

16a

16b

Yes No
Yes

Yes

Yes

Yes

Yes

No

No

No

Section C. Disclosure

17 List the States with which a copy ofthis Form 990 is required to be filed CA

18

(3)s only) available for public inspection Indicate how you make these available Check all that apply
I- own website I- another"s website I7 upon request

19 Describe in Schedule O whether (and ifso, how), the organization makes its governing documents, conflict of
interest policy, and financial statements available to the public See Additional Data Table

20

ED SORENSON CFO
1805 MEDICAL CTR DRIVE

SAN BERN/-xRD1No,c/-x 92411
(909)887-6333

Section 6104 requires an organization to make its Form 1023 (or 1024 ifapplicable), 990, and 990-T (501(c)

State the name, physical address, and telephone number ofthe person who possesses the books and records ofthe organization

Form 990 (zoos)



Form 990 (zoos) page7
Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated

Employees, and Independent Contractors

Section A Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

1a Complete this table for all persons required to be listed Use Schedule J-2 ifadditional space is needed
* List all ofthe organizationfs current officers, directors, trustees (whether individuals or organizations) and key employees regardless
ofamount ofcompensation, and current key employees Enter -0- in columns (D), (E), and (F) if no compensation was paid

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

* List all ofthe organizationfs former officers, key employees, or highest compensated employees who received more than $100,000
of reportable compensation from the organization and any related organizations

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

List persons in the following order individual trustees or directors, institutional trustees, officers, key employees, highest
compensated employees, and former such persons
I- Check this box ifthe organization did not compensate any officer, director, trustee or key employee

(C)
Position (check all

(B)
Average
hours

per
week

(A)
Name and Title

401:64 ij in
I-IILJnpm-f-im)-L I:

lCI1"Ifll1SlJE*E*1-"3 "Ill-L El

3

1:: dine i-954eel

*.i:ii:ll.ua

-.9-L E H

aa
adLu::::l isIII-EIIESL

:I.lE*LlJ CI

(D)
Reportable
compensation
from the

organization (W­
2/1099MISC)

thatapply) (E) (F)
Reportable
compensation
from related
organizations
(W- 2/1099­
MISC)

Estimated
amount of other
compensation
from the

organization and
related
organizations

Form 990 (zoos)



Form 990 (2008) Page 8

Continued
(C)

Position (check all
that apply)

(E)(B) - - (D) Reportable1 Reportable(A) Average - Compensation compensationfrom relatedName and Title hours from theper organizations
Week - 1 - T organization (W- (W- 2/1099­- MISC)- 2/1099MISC)

10156113 10

-96-1m,i-L Izrnpm pu

6-6-10111 01-::11u1su

-9:: ,ug

ee"-In -dine *-I-93,4

aa 0 Lua
6-1061 adLuc::: 10-.9-LE H

16- 0:4LU

amount of other
compensation

organization and

organizations

F*

(F)
Estimated

from the

related

1b Total. . . . . . . . . . . . . . . . . . P" 2,025,758 939,897
319,490l

2 Total number ofindividuals (including those in 1a) who received more than $100,000 in reportable
compensation from the organizationhl-139

3 Did the organization list any former officer, director ortrustee, key employee, or highest compensated employee
on line 1a? If "Yes," complete Schedulelforsuch individual . . . . . . . . . . . . .

4 For any individual listed online 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If"Yes,"comp/ete Schedulelforsuchindividual . . . . . . . . . . . . . . . . . . . . . . . . . . .

5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization for services
rendered to the organization? If "Yes/"complete Schedulelforsuch person . . . . . . . . . .

Yes No

Yes

No

Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than

$100,000 ofcompensation from the organization(A) (B)
Name and business address Description of services

(C)
Compensation

VAPRNET ANESTHESIOLOGY NETWORK

18685 MAIN ST SUITE 101 PMB 344

HUNTINGTON BEACH, CA 92648

Medical Services 1,319,775

ANGELICA TEXTILE SERVICES

925 S 8TH ST

COLTON, CA 92324
Lau nd ry Services 862,819

READYl.INK HEALTHCARE

72030 METROPLEX DR D-419

THOUSAND PALMS, CA 92276

Medical Services 807,824

SAFEWAY CONSTRUCTION

1474 N MILLER DR

COLTON, CA 92324

Contractors 773,308

NURSE STAFFING OF INLAND EMPIR

PO BOX 4729

WINTER PARK, FL 32793

Medical Services 423,066

2 Total number ofindependent contractors (including those in 1) who received more than $100,000 in compensation
from the organization . . . . . . . . . . . . . . . . . . . . . . . . .ll­ 20

Form 990 (2008)
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Statement of Revenue
(A)

Total Revenue
(B)

Related or
Exempt
Function
Revenue

(C) (D)
Unrelated Revenue
Business Excluded from
Revenue Tax underIRC

512, 513, or 514

Contributions, igilts, grantsond other siini or sinounts

1a

b

c

d

e

f

9

h

Federated campaigns . 1a
Membership dues . . .wi
Fundraising events . .Ri

340,000

464,345

All other contributions, gifts, grants, and
similar amounts not included above

Related organizations . . .1d
Government grants (contributions) 1e

1f

Noncash contributions included in

lines 1a-1f $
Total (Add lines 1a-1f) . 804,345

Pro-1irarn5er11ise Ftevente

2a

b

c

d

e

f

Business Code

PATIENT REVENUE/CHARITY CARE 900,099 74,067,233 74,067,233

MEDICAL OFFICE BUILDING 900,099 616,222 616,222

EDUCATION 900,099 6,306 6,306

MEDICARE/MEDICAID PAYMENTS 900,099 82,667,068 82,667,068

All other program service revenue

TotaI.AddIines 2a-2f . . . .
P $ 157,356,829

Other Ftevenue

3

4

5

6a

b

c

d

Investment income (including dividends, interest

othersimilaramounts) . . . . . . . .
II­

Income from investment of tax-exempt bond proceeds I I
II­

Royalties . . . . . . . .

298 298

0

0

(i)Real (ii)Personal
Gross Rents

Less rental
expenses
Rental income

or (loss)

Netrentalincomeor(loss) . . . . .
II­

7a

b

c

d

(i)Securities (ii)Other
Gross amount
from sales of
assets other
than inventory
Less cost or
other basis and
sales expenses
Gain or (loss)

Net gain or (loss)
II­

0

8a

b

c

Gross income from fundraising
events (not including$ 1
ofcontributions reported on line
1c) See Part IV, line 18
Attach Schedule G if total exceeds

$15,000. . . . . . .a
Less directexpenses . . .b
Net income or (loss) from fundraising events . .

II­

0

9a

b

c

Gross income from gaming
activities See part IV, line 19
Complete Schedule G if total
exceeds $15,000

Less directexpenses . . .b
Net income or (loss) from gaming activities. . . F* 0

10a

b

c

Gross sales ofinventory, less
returns and allowances .

. . b
Net income or (loss) from sales ofinventory . .E

Less cost ofgoods sold
0

Miscellaneous Revenue Business Code
11a

b

c

d

e

CAFETERIA 9001099 498,599 498,599

GIFT sHoPs 9001099 202,853 202,853

coMM1ss1oNs 9001099 82,894 82,894

All other revenue
53,014 53,014

TotaI.AddIines11a-11d . . . . . . .
$837,360

12 Total Revenue. Add lines 1h, 2g, 3, 4, 5, 6d, 7d, 15819981832 15713501829
8c,9c,10c,and11e . E"

0 837,658

Form 990 (2008)



Form 990 (2008) page 10
M Statement of Functional Expenses

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

D

Do not include amounts reported on lines 6b, 7b, (A) Progmfflewlce Managefnfentand Fungmfslng
8b/ gb/ and 1-ob of Pa rt VIII- Total expenses expenses general expenses expenses

1 Grants and other assistance to governments and organizations
in the U S See Part IV, line 21

2 Grants and other assistance to individuals in the
U S See Part IV, line 22

3 Grants and other assistance to governments,
organizations and individuals outside the U S See
Part IV, lines 15 and 16

4 Benefits paid to or for members

5 Compensation ofcurrent officers, directors, trustees, and
key employees . . . .

6 Compensation not included above, to disqualified persons
(as defined under section 4958(f)(1)) and persons
described in section 4958(c)(3)(B) . . . .

7 Other salaries and wages

8 Pension plan contributions (include section 401(k) and section
403(b) employer contributions) . . . .

9 Otheremployeebenefits . .
10 Payrolltaxes . . . . . .
11 Fees for services (non-employees)

a Management. . . . . .
b Legal . .
c Accounting .
dLobbying.........
e Professionalfundraising SeePartIV,l/ne17 .

f Investmentmanagementfees . . . .
g Other . . . . . . .

12 Advertising and promotion .

13 Officeexpenses . . .
14 Informationtechnology .

15 Royalties . .
16 Occupancy .17Travel............
18 Payments oftravel or entertainment expenses for any Federal,

state or local public officials . . . . . .
19 Conferences, conventions and meetings .
20 Interest . . . . . . . . .
21 Payments to affiliates . . . . .
22 Depreciation, depletion, and amortization .
23 Insurance . . . . . . . . . . . . . .
24 Other expenses-Itemize expenses not covered above (Expenses

grouped together and labeled miscellaneous may not exceed 5% of
total expenses shown on line 25 below)

a BAD DEBT

10,000 10,000

0

0

0

1,014,912 954,075 60,837

0

79,872,571 75,096,270

3,659,624 3,432,664 226,960

11,407,514 10,699,102 708,412

5,931,077 5,563,248 367,829

0

100,067 100,067

72,444 72,444

38,454 38,454

0

0

15,743,018 10,122,051 5,620,967

700,049 479 699,570

5,807,562 5,100,433 707,129

5,032,276 4,528,260 504,016

0

2,130,609 1,874,936 255,673

134,872 103,752 31,120

0

86,211 36,920 49,291

1,692,426 1,692,426

0

4,198,344 3,568,592 629,752

1,226,976 1,226,976

12,426,958 12,426,958 0

b LICENSES &TAXES 283,582 92,206 191,376

c DUES &SUBSCRIPTIONS 246,093 67,778 178,315

d MEDICAL SUPPLIES 11,387,348 11,387,348

e RECRUITING 207,115 207,115

f All other expenses 1,646,787 1,646,787 0
25 Total functional expenses. Add lines 1 through 24f 165,056,889 148,022,928 17,033,961 0
26 Joint Costs. Check I- iffollowing SO P 98-2 Complete this

line only ifthe organization reported in column (B)Joint
costs from a combined educational campaign and
fundraising solicitation

Form 990 (2008)



Form 990 (zoos) Page 11

M Balance Sheet
(A)

Beginning ofyear
(B)

End ofyear

1 Cash-non-interest-bearing . . . . 7,185 1 7,185

2 Savings and temporary cash investments . 3,606,862 2 -3,727,706

3 Pledges and grants receivable, net . . 3 12,175

4 Accountsreceivable,net . . . . . . . . . . . . . . . . 25,467,575 4 23,627,165

5 Receivables from current and former officers, directors, trustees, key employees or
other related parties Complete Part II of ScheduleL . . . . . . 5

6 Receivables from other disqualified persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B) Complete Part II of ScheduleL . . 6

7 Notesandloansreceivable,net . . . . . . . . . . . . 7

8 Inventoriesforsaleoruse . . . . 1,728,344 8 1,902,451

15

9 Prepaid expenses and deferred charges . 4,683,816 9 6,237,528

Asse

10a
Land, buildings, and equipment cost basis 10a 90,447,124

b Less accumulated depreciation Comp/etePart VI ofScheduleD . . . . . 10b 65,972,559 23,587,745 10c 24,474,565

11 Investments-publiclytradedsecurities . . . . . . . . . 11

12 Investments-other securities See Part IV, line 11 Complete Part VII of
ScheduleD . . . 12

13 Investments-program-related See Part IV, line 11 Complete Part VIII
of Schedule D . 13

14 Intangibleassets . . . . . . . 14

15 Other assets See Part IV, line 11 Complete Part IXofSchedu/e 387,244
15

203,246

16 Total assets. Add lines 1 through 15 (must equal /me 34) 59,468,771 16 52,736,609

17 Accounts payable and accrued expenses . 13,289,232 17 12,418,485

18 Grantspayable . . . . . . . 20,105 18 0

19 Deferredrevenue . . . 19

20 Tax-exemptbondliabilities . . . . . . . . 20

ie-an

21 Escrowaccountliability Comp/etePartIVofSchedu/eD . . 21

Li.:-"ihilll

22 Payable to current and former officers, directors, trustees, key
employees, highest compensated employees, and disqualified

persons Comp/etePartIIofSchedu/eL . . . . . . . . 22

23 Secured mortgages and notes payable to unrelated third parties . 23

24 Unsecured notes and loans payable . . . . 24

25 Other liabilities Complete PartXof ScheduleD . 33,478,765 25 34,474,511

26 Total liabilities. Add //nes 17 through 25 . . . . . 46,788,102 26 46,892,996

Organizations that follow SFAS 117, check here ll- I7 and complete lines 27
through 29, and lines 33 and 34.

27 Unrestrictednetassets . .

FICE* "5

12,680,669 27 5,843,613

Baia

28 Temporarily restricted net assets . 28

ntl

29 Permanentlyrestrictednetassets . . . . . 29

ta or Fu

Organizations that do not follow SFAS 117, check here ll- I- and complete
lines 30 through 34.

30 Capitalstockortrust principal,orcurrentfunds . . . . 30

"SE

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

A-5

32 Retained earnings, endowment, accumulated income, or otherfunds 32

Eli

33 Totalnetassetsorfundbalances . . . . . 12,680,669 33 5,843,613

N

34 Total liabilities and net assets/fund balances . 59,468,771 34 52,736,609

Financial Statements and Reporting

1 Accounting method used to prepare the Form 990 I-cash I7accrual I-other
2a Were the organizationls financial statements compiled or reviewed by an independent accountant? .

b Were the organizationls financial statements audited by an independent accountant? . . . .

c If"Yes" to lines 2a or 2b, does the organization have a committee that assumes responsibility for oversight ofthe
audit, review, or compilation ofits financial statements and selection ofan independent accountant?

3a As a result ofa federal award, was the organization required to undergo an audit or audits as set forth in the
SingleAuditActandOMBCircularA-133? . . . . . . . . . . . . . . . .

Yes No

No

No

No

b If"Yes," did the organization undergo the required audit or audits? . .

Form 990 (zoos)
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OMB No 1545-0047

SCHEDULE A Public Charity Status and Public Support(Form 99o0i99oEz) 8To be completed by all section 501(c)(3) organizations and section 4947(a)(1)
Department ofthe Treasury nonexempt charitable trusts.
lniemel Revenue Service Attach to Form 990 or Form 990-EZ. See separate instructions. Open t0 PubIiC

Inspection

Name of the organization Employer identification number
Community Hospital of San Bernardino

95-1643373

M Reason for Public Charity Status (to be completed by all organizations)-(See Instructions)
The organization is not a private foundation because it is (Please check only one organization)

1 I- A church,convention ofchurches,or association ofchurches described in Section 170(b)(1)(A)(i).
2 A school described in Section 170(b)(1)(A)(ii). (Attach Schedule E)
3 A hospital or a cooperative hospital service organization described in Section 170(b)(1)(A)(iii). (Attach Schedule H)

-ITI-I

4 A medical research organization operated in conjunction with a hospital described in Section 170(b)(1)(A)(iii). Enter the
hospital"s name, city, and state

5 I- An organization operated for the benefit ofa college or university owned or operated by a governmental unit described in
Section 170(b)(1)(A)(iv). (Complete Part II)

6 I- A federal, state, or local government or governmental unit described in Section 170(b)(1)(A)(v).
7 I- An organization that normally receives a substantial part ofits support from a governmental unit or from the general public

described in Section 170(b)(1)(A)(vi) (Complete Part II)
8 I- A community trust described in Section 170(b)(1)(A)(vi) (Complete Part II)
9 I- An organization that normally receives (1) more than 331/3% ofits support from contributions, membership fees, and gross

receipts from activities related to its exempt functions-subject to certain exceptions, and (2) no more than 331/3% of
its support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses

acquired by the organization afterJune 30,1975 See Section 509(a)(2). (Complete Part III)
10 An organization organized and operated exclusively to test for public safety See Section 509(a)(4). (See instructions)I­
11 I- An organization organized and operated exclusively for the benefit of, to perform the functions of, orto carry out the purposes of

one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2) See Section 509(a)(3). Check
the box that describes the type ofsupporting organization and complete lines 11e through 11h
a I-TypeI b I-TypeII c I-TypeIII - Functionallylntegrated d I-TypeIII - Other

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

f Ifthe organization received a written determination from the IRS that it is a Type I, Type II or Type III supporting organization,check this box I­
g Since August 17, 2006, has the organization accepted any gift or contribution from any ofthe

following persons?

(i) a person who directly or indirectly controls, either alone ortogether with persons described in (ii) No
and (iii) below, the governing body ofthe the supported organization?  No
(ii) a family member ofa person described in (i) above?  No
(iii) a 35% controlled entity ofa person described in (i) or (ii) above?  No

h Provide the following information about the organizations the organization supports

(i) Name of (ii) EIN (iii) Type oforganization (iv) Is the (v) Did you notify (vi) Is the (vii) Amount of
Supported (described on lines 1- 9 organization in the organization organization in support?

Organization above or IRC section col (i) listed in in col (i) ofyour col (i) organized
(See Instructions)) your governing support? in the U S ?

document?

Yes No Yes No Yes No

Total

For Paperwork Reduction ActNolice, see lhelnstruclions for Form 990 Cat No 1 1285F ScheduleA(Form 990 or 990-EZ)2008



ScheduleA (Form 990 or990-EZ)2008 Page2
i support schedule for organizations Described in IRC 17o(b)(1)(A)(iv) and 17o(b)(1)(A)(vi)

(Complete only if you checked the box on line 5, 7, or 8 of Part I.)
Public Support

Calendaryear (orfiscalyearbeginningin) (a)2004 (b)2005 (c)2006 (d)2007 (e)2008 (f)Total
1 Gifts, grants, contributions, and

membership fees received (Do not
include any "unusual grants ")

2 Tax revenues levied forthe organization"s
benefit and either paid to or expended on
its behalf

3 The value ofservices orfacilities
furnished by a governmental unit to the
organization without charge

4 TotaI.Add line 1-3
5 The portion oftotal contribution by each

person (other than a government unit or
publicly supported organization) included
on line 1 that exceed 2% ofthe amount
shown on line 11, column
(f)

6 Public Support subtract line 5 from line
4

Total Support
Calendaryear (orfiscalyearbeginningin) (a)2004 (b)2005 (c)2006 (d)2007 (e)2008 (f)Total
7 Amounts from line 4
8 Gross income from interest, dividends,

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

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

10 Other income Do not include gain or loss
from the sale ofcapital assets (Explain in
Part IV )

11 Total Support (Add lines 7 through 10)

12 Gross receipts from related activities, etc (See instructions) i 12 I
13 First Five Years. Ifthe Form 990 is for the organization s first, second, third, fourth, orfifth tax year as a 501(c)(3)organization, check this box and stop here PI­

Computation of Public Support Percentage
14 Public Support Percentage for 2008 (line 6 column (f) divided by line 11 column (f))

15 Public Support Percentage for 2007 Schedule A, Part IV-A, line 26f

16a 33 1/30/o Test - 2008. Ifthe organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this box
and stop here.The organization qualifies as a publicly supported organization PI­

b 33 1/30/o Test - 2007. Ifthe organization did not check the box on line 13 or 16a, and line 15 is 33 1/3% or more, check this
box and stop here.The organization qualifies as a publicly supported organization PI­

17a 100/o Facts and Circumstances Test - 2008. Ifthe organization did not check a box on line 13, 16a, or 16b and line 14 is 10% or
more, and Ifthe organization meets the "facts and circumstances" test, check this box and stop here. Explain in Part IV how the
organization meets the "facts and circumstances" test The organization qualifies as a publicly supported organization PI­

b 100/o Facts and Circumstances Test - 2007. Ifthe organization did not check a box on line 13, 16a, 16b, or 17a and line 15 is 10% or
more, and Ifthe organization meets the "facts and circumstances" test, check this box and stop here. Explain in Part IV how
the organization meets the "facts and circumstances" test The organization qualifies as a publicly supported organization FI­

18 Private Foundation. Ifthe organization did not check the box on line 13,16a,16b,17a or 17b, check this box and seeinstructions FI­
Schedule A (Form 990 or 990-EZ) 2008



ScheduleA (Form 990 or990-EZ)2008 Page3
1E support schedule for organizations Described in IRC 5o9(a)(2)

(Complete only if you checked the box on line 9 of Part I.)
Section A. Public Support

Calendaryear (orfiscalyearbeginningin) (a)2004 (b)2005 (c)2006 (d)2007 (e)2008 (f)Total
1 Gifts, grants, contributions, and

membership fees received (Do not
include any "unusual grants ")

2 Gross receipts from admissions,
merchandise sold or services performed,
orfacilities furnished in any activity that
is related to the organization"s tax­
exempt purpose

3 Gross receipts from activities that are
not an unrelated trade or business under
section 513

4 Tax revenues levied forthe
organization"s benefit and either paid to
or expended on its behalf

5 The value ofservices orfacilities
furnished by a governmental unit to the
organization without charge

6 TotaIAdd lines 1-5
7a Amounts included on lines 1, 2, and 3

received from disqualified persons
b Amounts included on lines 2 and 3

received from other than disqualified
persons that exceed the greater of 1% of
the total oflines 9, 10c, 11, and 12 for
the year or $5,000

c Total oflines 7a and 7b
8 Public Support (Substract line 7c from

line 6)

Total Support
Calendaryear (orfiscalyearbeginningin) (a)2004 (b)2005 (c)2006 (d)2007 (e)2008 (f)Total
9 Amounts from line 6

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 30 June, 1975

c Addlines 10a and 10b
11 Net income from unrelated business

activities not included in line 10b,
whether or not the business is regularly
carried on

12 Otherincome Do notinclude gain orloss
from the sale ofcapital assets
(Explain in Part IV )

13 Total Support (Add lines 9, 10c, 11 and
12)

14 First Five Years Ifthe Form 990 is for the organization"s first, second, third, fourth, orfifth tax year as a 501(c)(3) organization,check this box and stop here FI­
Computation of Public Support Percentage

15 Public Support Percentage for 2008 (line 8 column (f) divided by line 13 column (f)) 15
16 Public Support Percentage for 2007 Schedule A, Part IV-A, line 27g 15

Computation of Investment Income Percentage
17 Investment Income Percentage for 2008(line 10c column (f) divided by line 13 column (f)) 17
18 Investment Income Percentage from 2007 Schedule A, Part IV-A, line 27h 13
19a 33 1/30/o Tests - 2008. Ifthe organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line

17 is not more than 33 1/3%, check this box and stop here.The organization qualifies as a publicly supported organization FI­
b 33 1/30/o Tests-2007. Ifthe organization did not check a box on line 14 or line 19a, 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 FI­
20 Private Foundation Ifthe organization did not check a box on line 14,19a or 19b, check this box and see instructions FI­

Schedule A (Form 990 or 990-EZ) 2008



Schedule A (Form 990 or 990-EZ) 2008 Page 4

Supplemental Information. Complete this part to provide the information required by Part II, line 105
Part II, line 17a or 17b, or Part III, line 12. Provide and any other additional information. (see instructions)­

Facts and Circumstances Test

Schedule A (Form 990 or 990-EZ) 2008



SCHEDULE C Political Campaign and Lobbying Activities OMB NO 1545-0047(Form 990 or 990-EZ) , , , ,
For Organizations Exempt From Income Tax Under section 501 (c) and section 527Department ofthe Treasury ­

Internal Revenue Service To be completed by organizations described below. Attach to Form 990 or Form 990-EZ Open t0 PUDIIC
Inspection

If the organization answered "Yes," to Form 990, Part IV, Line 3, or Form 990-EZ, Part VI, line 46 (Political Campaign Activities)
l Section 501(c)(3) organizations complete Parts I-A and B Do not complete Part I-C
l Section 501(c) (other than section 501(c)(3)) organizations complete Parts I-A and C below Do not complete Part I-B
l Section 527 organizations complete Part I-A only
If the organization answered "Yes," to Form 990, Part IV, Line 4, or Form 990EZ, Part VI, line 47 (Lobbying Activities)
l Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)) complete Part ll-A Do not complete Part ll-B
l Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)) Complete Part ll-B Do not complete Part ll-A

If the organization answered "Yes," to Form 990, Part IV, Line 5 (Proxy Tax)
l Section 501(c)(4), (5), or (6) organizations complete Part lllName ofthe organization Employer identification number

Community Hospital of San Bernardino

95-1643373

E To be completed by all organizations exempt under section 501(c) and section 527
organizations. (See the instructions for Schedule C for details.)

1 Provide a description ofthe organization"s direct and indirect political campaign activities in Part IV2 Political expenditures $
3 Volunteer hours

Part I-B To be completed by all organizations exempt under section 501(c)(3). (See the instructions
for Schedule C for details.)

1 Enter the amount ofany excise tax incurred by the organization under section 4955 $
2 Enter the amount ofany excise tax incurred by organization managers under section 4955 $
3 Ifthe organization incurred in a section 4955 tax, did it file Form 4720 forthis year? I- Yes I- No4a Was a correction made? I- Yes I- No
b If"Yes," describe in Part IV

Part I-C To be completed by all organizations exempt under section 501(c), except section 501(c)(3).
(See the instructions for Schedule C for details.)

1 Enter the amount directly expended by the filing organization for section 527 exempt function activities $

2 Enter the amount ofthe filing organization"s internal funds contributed to other organizations for section527 exempt funtion activities $
3 Total ofdirect and indirect exempt function expenditures Add lines 1 and 2 and enter here and on Form1120-POL,line17b $
4 Did the filing organization file Form 1120-POL for this year? I- Yes I- No
5 State the names, addresses and Employer Identification Number (EIN) ofall section 527 political organizations to which payments

were made Enterthe amount paid and indicate ifthe amount was paid from the filing organizationfs own internal funds or were
political contributions received and promptly and directly delivered to a separate political organization, such as a separate
segregated fund or a political action committee (PAC) Ifadditional space is needed, provide information in Part IV

(3) Name (b) Addfess (C) EIN (d) Amount paid from (e) Amount of polltlcal
filing organization-S contributions received

internal funds Ifnone, and promptly and
enter,0, directly delivered toa

separate political
organization Ifnone,

enter-0­

For Paperwork Reduction Act Notice, see the instructions for Form 990. C at N o 50 084S Schedule C (Form 990 or 990-EZ) 2008



Schedule C (Form 990 or 990-EZ) 2008 Page 2
To be completed by organizations exempt under section 501(c)(3) that filed Form 5768

(election under section 501(h)-). (See the instructions for Schedule C for details.)
A Check I- ifthe filing organization belongs to an affiliated group
B Check I- ifthe filing organization checked box A and "limited control" provisions apply

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

(a) Filing (b)Affiliated
Organization"s GroupTotals Totals

1a Total lobbying expenditures to influence public opinion (grass roots lobbying)

b Total lobbying expenditures to influence a legislative body (direct lobbying)

c Total lobbying expenditures (add lines 1a and 1b)

d Other exempt purpose expenditures

e Total exempt purpose expenditures (add lines 1c and 1d)

f Lobbying nontaxable amount Enterthe amount from the following table in both
columns­
If the amount online 1e, column (a)
or (b) is:
Not over $500,000

Over $500,000 but not over $1,000,000

Over $1,000,000 but not over $1,500,000

Over $1,500,000 but not over $17,000,000

over $17,000,000

The lobbying nontaxable amount is:
20% of the amount on line 1e

$100,000 plus 15% of the excess over $500,000

$175,000 plus 10% of the excess over $1,000,000

$225,000 plus 5% of the excess over $1,500,000

$1,000,000

g Grassroots nontaxable amount (enter 25% ofline lf)

h Subtract line 1g from line 1a Enter -0- ifline g is more than line a

i Subtract line lffrom line 1c Enter-0- ifline fis more than line c

j Ifthere is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720 reporting
section 4911 tax for this year? I-Yes I7 No

4-Year Averaging Period Under Section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five

columns below. See the instructions for lines 1a through 1f of the instructions.)

Lobbying Expenditures During 4-Year Averaging Period

calendaryefrforfiscalyear a 2005 b 2006 c 2007 d 2008 e Total
beginning in)

() () () () ()
2a Lobbying non-taxable amount

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

c Total lobbying expenditures

d Grassroots non-taxable amount

e Grassroots ceiling amount
(150% ofline d, column (e))

f Grassroots lobbying expenditures
Schedule C (Form 990 or 990-EZ) 2008
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Part II-B To be completed by organizations exempt under section 501(c)(3) that have NOT filed Form

5768 (election under section 501(h)-). (See the instructions for Schedule C for details.)(a) (b)
Yes No Amount

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

a Volunteers?
b Paid staffor management (include compensation in expenses reported on lines c through i)?
c Media advertisements?

d Mailings to members, legislators, or the public?

e Publications, or published or broadcast statements?
f Grants to other organizations for lobbying purposes?
g Direct contact with legislators, their staffs, government officials, or a legislative body?
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any other means?
i Other activities If"Yes," describe in Part IV
j Total lines 1c through

1i

2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)?
b If"Yes" enter the amount ofany tax incurred under section 4912
c If"Yes" enter the amount ofany tax incurred by organization managers under section 4912
d Ifthe filing organization incurred a section 4912 tax, did it file Form 4720 for this year?

NoW
No

No

No

Yes 66,771
No

No

No

66,771

No

No

To be completed by all organizations exempt under section 501(c)(4), section 501(c)(5), or
section 501(c)-(6). (See the instructions for Schedule C for details.)

1 Were substantially all (90% or more) dues received nondeductible by members?
2 Did the organization make only in-house lobbying expenditures of$2,000 or less?
3 Did the organization agree to carryover lobbying and political expenditures from the prior year?

Yes No

3

Part III-B To be completed by all organizations exempt under section 501(c)(4), section 501(c)(5), or
section 501(c)(6) if BOTH Part Ill-A, questions 1 and 2 are answered "No" OR if Part Ill-A,
question 3 is answered "Yes." (See the instructions for Schedule C for details.)

1 Dues, assessments and similar amounts from members $

2 Section 162(e) non-deductible lobbying and political expenditures (do notinclude amounts ofpolitical
expenses for which the section 527(f) tax was paid).

a CurrentYear
b Carryoverfromlast year
c Total

1

2b$
2c$

3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues 3 $
4 Ifnotices were sent and the amount on line 2c exceeds the amount on line 3, what portion ofthe excess

does the organization agree to carryoverto the reasonable estimate of nondeductible lobbying and political
expenditure next year?

5 Taxable amount oflobbying and political expenditures (line 2c total minus 3 and 4)

Supplemental Information
Complete this part to provide the descriptions required for Part I-A, line 1, Part I-B, line 4, Part I-C, line 5, and Part ll-B, line 1i
Also, complete this part for any additional information

Identifier Ret urn Reference Explanation

$25,118

PART II-B, LINE 1F Lobbying expenditures paid directly by the filing organization for
annual membership dues Innovative Federal Stratagies
$38,454 Lobbying expenditures paid by the Parent organization
for annual membership dues where expenses are allocated to
the hospital American Hospital Association $2,106 Catholic
Health Association $1,093 Hospital Association ofSo Cal

2a$

4$
5$
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Sugplemental Information

Identifier Ret urn Reference Explanation
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D OMB No 1545-0047
"0"" 990) Supplemental Financial Statements 8

ll- Attach to Form 990. To be completed by organizations that 0 en to PublicDepanmemofthe Treasury answered "Yes " to Form 990 Part IV line 6 7 8 9 10 11 or 12. PInlernaIRevenueSen/ice I I I I I I I I I Il1SpeCti0l1
Name of the organization Employer identification number
Community Hospital of San Bernardino

95-1643373

M Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if the
organization answered "Yes" to Form 990 Part IV, line 6.

(a) Donor advised funds (b) Funds and other accounts
1 Total number at end ofyear

2 Aggregate Contributions to (during year)

3 Aggregate Grants from (during year)

4 Aggregate value at end ofyear

5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization"s property, subject to the organization"s exclusive legal control? I- Yes I- N0

6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds may be
used only for charitable purposes and not forthe benefit ofthe donor or donor advisor or otherimpermissible private benefit? I- Yes I- N0

m Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) ofconservation easements held by the organization (check all that apply)

I- Preservation ofland for public use (e g ,recreation or pleasure) I- Preservation ofan historically importantly land area
I- Protection of natural habitat I- Preservation ofcertified historic structure
I- Preservation ofopen space

2 Complete lines 2a-2d ifthe organization held a qualified conservation contribution in the form ofa conservation easement
on the last day ofthe tax year

Held at the End of the Year

a Total number ofconservation easements 23
b Total acreage restricted by conservation easements 2b
C Number ofconservation easements on a certified historic structure included in (a) 2C
d Number ofconservation easements included in(c)acquired after 8/17/06 2d

3 Number ofconservation easements modified, transferred, released, extinguished, orterminated by the organization during

the taxable year ll­

4 Number ofstates where property subject to conservation easement is located ll­

5 Does the organization have a written policy regarding the periodic monitoring, inspection, violations, andenforcement ofthe conservation easements it holds? I- Yes I- N0
5 Staffor volunteer hours devoted to monitoring, inspecting and enforcing easements during the year ll­

7 Amount ofexpenses incurred in monitoring, inspecting, and enforcing easements during the year ll-$

8 Does each conservation easement reported on line 2(d) above satisfy the requirements ofsection17o(h)(4)(B)(i) and 17o(h)(4)(B)(ii)v I- Yes I- No
9 In Part XIV, describe how the organization reports conservation easements in its revenue and expense statement, and

balance sheet, and include, ifapplicable, the text ofthe footnote to the organizationfs financial statements that describes
the organizationfs accounting for conservation easements

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

1a Ifthe organization elected, as permitted under SFAS 116, 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 ofpublic service,
provide, in Part XIV, the text ofthe footnote to its financial statements that describes these items

b Ifthe organization elected, as permitted under SFAS 116, to report in its revenue statement and balance sheet works ofart,
historical treasures, or other similar assets held for public exhibition, education, or research in furtherance ofpublic service,
provide the following amounts relating to these items

(i) Revenues included in Form 990, Part VIII, line 1 ll-$
(ii)Assets included in Form 990,PartX ll-$

2 Ifthe organization received or held works ofart, historical treasures, or other similar assets forfinancial gain, provide the
following amounts required to be reported under SFAS 116 relating to these items

a Revenues included in Form 990, Part VIII, line 1 ll-$
b Assetsincluded in Form 990,PartX ll-$

For Paperwork Reduction Act Notice, see the Int ruct ions for Form 990 Cat N o 5228 3D Schedule D (Form 990) 2008



ScheduleD (Form 990)2008 Page 2
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (cont/nued)
3 Using the organizationls accession and other records, check any ofthe following that are a significant use ofits collection

items (check all that apply)

a I- public exhibition d I- Loan orexchange programs
b I- Scholarly research e I- Other
c I- Preservation forfuture generations

4 Provide a description ofthe organizationls collections and explain how they further the organizationls exempt purpose in
Part XIV

5 During the year, did the organization solicit or receive donations ofart, historical treasures or other similar
assets to be sold to raise funds ratherthan to be maintained as part ofthe organizationls collection? I- Yes I- N0

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

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets notincluded on Form 990,PartX7 I-YES I-N0
b If"Yes," explain why in Part XIV and complete the following table

AmountC Beginning balance 1Cd Additions during the year 1de Distributions during the year 1ef Ending balance 1f
2a Did the organizationinclude an amount on Form 990,PartX,line217 I-Yes I-No

b If"Yes,"explain the arrangement in Part XIV

m Endowment Funds. Complete if the organization answered "Yes" to Form 990 Part IV, line 10.
(a)Current Year I (b)Prior Year I (c)Two Years BackLI (d)Three Years Back I (e)Four Years Back

1a Beginning ofyear balance .
b Contributions . . . . .
c Investment earnings orlosses .
d Grants or scholarships . . .
e Otherexpenditures forfacilities

andprograms . . . . .
f Administrative expenses .

g End ofyear balance . . . . . .
2 Provide the estimated percentage ofthe year end balance held as

3 Board designated or quasi-endowment ll­

b Permanentendowment ll­

C Term endowment ll­

3a Are there endowment funds not in the possession ofthe organization that are held and administered fortheorganization by es No
(i)unrelatedorganizations . .
(ii)relatedorganizations . . . . . . . . . . . . . . . . .

b If"Yes" to 3a(ii), are the related organizations listed as required on Schedule R7 . . 3b I I
4 Describe in Part XIV the intended uses ofthe organization"s endowment funds

M Investments-Land, Buildings, and Equipment. See Form 990, Part X, line 10.C h b C h
Description of investment b(aaS)iS iC:iiE,3liCr)i:eEI) ( gasftigghcgrier (C) Depreciation (d) Book value1a Land . 799,341 799,34

bsuildings . . . . 68,565,478 53,879,715 14,685,763
c Leasehold improvements . .
dEquipment . . . . . 17,032,726 11,992,855 5,039,871
e other . . . . . . . . . . . . . . . . . 4,049,579 99,989 3,949,590

Total. Add lines 1a- le (Column (d) should equal Form 990, Part X, column (B), l/ne 10(c).) . . . . . . . ll- 24,474,565
Schedule D (Form 990) 2008
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Investments-Other Securities. See Form 990, Part X, line 12.

(a) Descrlptlon ofsecurlty or cateory (c) Method ofvaluatlon
(lncludlng name ofsecurlty) (b)BOok Value Cost or end-of-year market value

Flnanclal derlvatlves and otherflnanclal products

Closely-held equlty Interests

Other

Total. (Column (b) should equalForm 990, Part X, col (B) l/ne 12) V"

Investments-Program Related. See Form 990, Part X, line 13.
(a) Descrlptlon oflnvestment type (b) Book value (c) M ethod of valuatlon

Cost or end-of-year market value

Total. (Column (b) should equalForm 990, Part X, col (B) l/ne 13) V"

M Other Assets. See Form 990, Part X, line 15.(a) Descrlptlon (b) Book valueOTHER LONG TERM ASSETS 33,251PREPAID PENSION EXPENSE 169,995

Total. (Column (b) should equal Form 990, Part X, col.(B)l/ne 15.) . . . . . . . . . . . P­
Other Liabilities. See Form 990, Part X, line 25.

(a) Descrlptlon ofLlablllty (b) Amount
Federal Income Taxes

DUE TO RELATED PARTIES 29,909,689
PENSION PAYABLE 3,883,186
DEFERRED COMPENSATION 42,000
ASSET RET OBLIG LIABILITY 639,636

Total. (Column (b) should equal Form 990, Part X, col (B) l/ne 25) p. 34 I4 74 I5 1 1

In Part XIV, provlde the text ofthe footnote to the organlzatlon"s flnanclal statements that reports the organlzatlon"s llablllty for
uncertaln tax posltlons under FIN 48

Schedule D (Form 990) 2008
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im Reconciliation of Change in Net Assets from Form 990 to Financial Statements

1 Total revenue (Form 990, Part VIII, column (A), line 12)

2 Total expenses (Form 990, Part IX, column (A), line 25)

3 Excess or (deficit) forthe year Subtract line 2 from line 1

4 Net unrealized gains (losses) on investments

5 Donated services and use offacilities

5 Investment expenses

7 Prior period adjustments

8 Other(Describe in Part XIV)

9 Total adjustments (net) Add lines 4 - 8

10 Excess or (deficit) forthe year per financial statements Combine lines 3 and 9

1

2

3

4

5

6

7

8

9

10

Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
1 Totalrevenue,gains,and other support per audited financialstatements . . . . . . .
2 Amounts included on line 1 but not on Form 990, PartVIII, line 12

a Netunrealizedgainsoninvestments . . . . . . . .
b Donatedservices and useoffacilities .

c Recoveriesofprioryeargrants . .
d Other(DescribeinPartXIV) .
e Add lines 2a through 2d .

3 Subtractline2efromline1. . . . . . . . . . .
4 Amounts included on Form 990, PartVIII, line 12, but not on line 1

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

b Other(DescribeinPartXIV) . . . . . . . . . .
c Addlines4aand4b. . . . . . . . . . . . .

1

2c

. 2d

. 2a
2b

2e

3

. 4a
4b

5 Total Revenue Add lines 3and 4c. (This should equal Form 990, Part I, line 12 ) . . . . .

4c

5

Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1 Total expenses and losses per audited financial statements . .
2 Amounts included on line 1 but not on Form 990, Part IX, line 25
a Donated services and use offacilities . . . . . . .
b Prioryear adjustments . . . . . . .
c Losses reported on Form 990, Part IX, line 25 .

d Other(Describe in Part XIV) . . . . .
e Add lines 2a through 2d . .

3 Subtractline 2efromline1 . . . . . . . . . . .
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

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

b Other(Describe in Part XIV) . . . . . . . . . .
c Addlines4aand4b. . . . . . . . . . . . .

1

. 2d

. 2a
. 2b
. 2c

2e

3

. . 4a
. 4b

5 Total expenses Add lines 3and 4c. (This should equal Form 990, Part I, line 18) .

4c

5

Supplemental Information
Complete this part to provide the descriptions required for Part II, lines 3, 5, and 9, Part III, lines 1a and 4, Part XIV, lines 1b and 2b,
Part V, line 4, Part X, Part XI, line 8, Part XII, lines 2d and 4b, and Part XIII, lines 2d and 4b

Identifier Ret urn Reference Explanation
FORM 990, PART X The consolidated audited financial statements did not include a

FIN 48 footnote disclosure as the liability was determined not
material for reporting purposes

Schedule D (Form 990) 2008
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(Form 990)

ll- Attach to Form 990. To be completed by organizations that
Depanmemofthe Tleasuw answer "Yes" to Form 990, Part IV, line 20. Open to publicInternal Revenue Seri/ice Inspection
N ame of the organization Employer identification number
Community Hospital of San Bernardino

95-1643373

M Charity Care and Certain Other Community Benefits at Cost (Optional for 2008)
Yes No

1a Does the organization have a charity care policy? If"No," skip to question 6a . . la
bIf"Yes,"isitawrittenpolicy? . . . . . . . . . . . . . . . . . . . . . . . lb

2 Ifthe organization has multiple hospitals, indicate which ofthe following best describes application ofthe charity
care policy to the various hospitals

I- Applied uniformly to all hospitals I- Applied uniformly to most hospitals
I- Generally tailored to individual hospitals

3 Answer the following based on the charity care eligibility criteria that applies to the largest number ofthe
organization"s patients

a Does the organization use Federal Poverty Guidelines (FPG) to determine eligibility for providing free care to low

income individuals? If"Yes," indicate which ofthe following is the family income limit for eligibility for free care 3a

I- 100% I- 150% I- 200% I- Other 0/0
b Does the organization use FPG to determine eligibility for providing discounted care to low income individuals? If

"Yes," indicate which ofthe following is the family income limit for eligibility for discounted care . . . . 3b

I-200% I-250% I-300% I-350% I-400% I-Other
c Ifthe organization does not use FPG to determine eligibility, describe in Part VI the income based criteria for

determining eligibility forfree or discounted care Include in the description whetherthe organization uses an asset
test or otherthreshold, regardless ofincome, to determine eligibility forfree or discounted care

0/0

4 Does the organization"s policy provide free or discounted care to the "medically indigent"? . . . . 4
5a Does the organization budget amounts forfree or discounted care provided under its charity care policy? . 5a

b If"Yes," did the organization"s charity care expenses exceed the budgeted amount? . . . . . . . . . 5b
C If"Yes" to line 5b, as a result ofbudget considerations, was the organization unable to provide free or discounted

care to a patient who was eligibile forfree or discounted care? . . . . . . . . . . . . . . . 5c

6a Does the organization prepare an annual community benefit report? . . 5a
6b If"Yes,"doestheorganizationmakeitavailabletothepublic? . . . . . . . . . . . . . . 5b

Complete the following table using the worksheets provided in the Schedule H instructions Do not submit these
worksheets with the Schedule H

7 Charity Care and Certain Other Community Benefits at Cost

- (a) Number of (b) Persons
Cha rlty Care and activities or Served (c) Total community (d) Direct offsetting (e) Net community benefit (f) Percent of

Means-Tested programs (programls (Optional) benefit expense revenue expense total expenseoptiona

a Charity care at cost (from
worksheets 1 and 2) . .

b Unreimbursed Medicaid (from
worksheet 3, column a) .

c Unreimbursed costs-other
means-tested government
programs (from worksheet 3,
column b) . . . . .

d Total Charity Care and
Means-Tested Programs .

Other Benefits
e Community health improve­

ment services and community
benefit operations (from
(worksheet 4) . . . .

f Health professions education
(from worksheet 5) . .

g Subsidized health services
(from worksheet 6) . .

h Research (from worksheet 7)

i Cash and in-kind contributions
to community groups
(from worksheet 8) .

j Total Other Benefits .

k Total (line 7d and 71) . . .

For Paperwork Reduction Act Notice, see the instructions for Form 990. Cat N o 50 192T Schedule H (Form 990) 2008



ScheduleH (Form 990)2008 Page 2
M Community Building Activities (Complete this table if the organization conducted any community building

activities)-(Optiona/ for 2008)
(a) Number of (b) Persons
activities or Served (c) Total community (d) Direct offsetting (e) Net community (f) Percent of

(programls (Optional) building expense revenue building expense total expenseoptiona

1 Physical improvements and housing

2 Economic development

3 Community support

4 Environmental improvements

5 Leadership development and training
for community members

6 Coalition building

7 Community health improvement
advocacy

8 Workforce development

9 Other
10 Total

Bad Debt, Medicare, & Collection Practices (Optional for 2008)

Section A. Bad Debt Expense yes No
1 Does the organization report bad debt expense in accordance with Heathcare Financial Management AssociationStatementNo157.......................... 1
2 Enterthe amount ofthe organization"s bad debt expense (at cost) . . . . 2

3 Enter the estimated amount ofthe organization"s bad debt expense (at cost) I Iattributable to patients eligible under the organization"s charity care policy 3
4 Provide in Part VI the text ofthe footnote to the organization"s financial statements that describes bad debt expense

In addition, describe the costing methodology used in determining the amounts reported on lines 2 and 3, or rationale
for including other bad debt amounts in community benefit

Section B. Medicare

5 Entertotal revenue received from Mecicare (including DSH and IME) . . 5
6 Enter Medicare allowable costs ofcare relating to payments on line 5 . . 6
7 Enter line 5 less line 6-surplus or(shortfall) . . . . . . . . . . . 7
8 Describe in Part VI the extent to which any shortfall reported on line 7 should be treated as community benefit and

the costing methodology or source used to determine the amount reported on line 6 and indicate which ofthe
following methods was used

I- Cost accounting system I- Cost to charge ratio I- Other
Section C. Collection Practices

ga Doestheorganizationhaveawrittendebtcollectionpolicy? . . . . . . . . . . . . . . . ga
9b If"Yes," does the organization"s collection policy contain provisions on the collection practices to be followed for

patients who are known to qualify for charity care orfinancial assistance? Describe in Part VI . . . . . . 9b
M Management Companies and Joint Ventures (Optional for 2008)

(d) Officers,
directors

c Or anization"s trustees,or ke e Ph sicians"(b) Description ofprimary ( ) 3 , Y ( ) oy(a) Name ofentity profit /0 or stock employees profit profit /0 or stock
activity ofentity ownership % % ownership %

or stock
ownership%

1

2

3

4

5

6

7

8

9

10

11

12

13

14

Schedule H (Form 990) 2008
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W Facility Information (Required for 2008)

Name and address

131-:I PEEL EIU "I"GDL

open p:,ieI.e5ErieigeUD
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Lace-LEI.11:11-::Iei:ii.

l"EflJd"EIIILl EEEDDE IES IIJJQ

QLIDJEQEEH:Eine

einou ig-3-H3

JQLI1-J-ua

Other
(Describe)

Community Hospital ofSan Bernardino
1805 MedicaICenter Dr
San Barnardino,CA 92411

X X X
Comm Hosp ofSan Bernardino DP SNF1805 MedicaICenter Dr Skilled Nursing
San Bernardino, CA 92411
Community Convalescent Center1676 MedicaICenter Dr Skilled Nursing
San Bernardino, CA 92411

Schedule H (Form 990) 2008
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M Sugplemental Information (Optional for 2008)
Complete this part to provide the following information

1 Provide the description required for Part I, line 3c, Part I, line 7, Part III, line 4, Part III, line 8, and Part III, line 9b

2 Needs Assessment. Describe how the organization assesses the health care needs ofthe communities it serves

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
charity care policy

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

5 Community Building Activities. Describe how the organization"s community building activities, as reported in Part II, promote the health
ofthe communities the organization serves

6 Provide any other information important to describing how the organization"s hospitals or other health care facilities further its exempt
purpose by promoting the health ofthe community (e g ,open medical staff, community board, use ofsurplus funds, etc)

7 Ifthe organization is part ofan affiliated health care system, describe the respective roles ofthe organization and its affiliates in
promoting the health ofthe communites served

8 Ifapplicable, identify all states with which the organization, or a related organization, files a community benefit report

Schedule H (Form 990) 2008



efile GRAPHIC rint - DO NOT PROCESS As Filed Data - DLN: 934931260080schedule I 0MB No 1545-0047
(Form 990) Grants and Other Assistance to Organizations, 08Governments and Individuals in the U.S.

Department of the Treasury - - - ii ii - open to Public
Internal Revenue Service Complete if the organization answered Yes, on Form 990, Part IV, lines 21 or 22. Attach to Form 990. InspectionName of the organization Employer identification number
Community Hospital ofSan Bernardino 95-1643373

M General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount ofthe grants or assistance, the grantees" eligibility forthe grants or assistance, and

theselectioncriteriausedtoawardthegrantsorassistance7. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . I7YeS I-N
2 Describe in Part IV the organization"s procedures for monitoring the use ofgrant funds in the United States

m Grants and Other Assistance to Governments and Organizations in the United States. Complete if the organization answered "Yes" on
Form 990, Part IV, line 21 for any recipient that received more than $5,000. Check this box if no one recipient received more than $5,000. Use
Part IV and Schedule I-1 if additional space isneeded.................................PI­

1(a) Name and address of (b) EIN (c) IRC section (d) Amount ofcash (e) Amount of non- (f) Method ofvaluation (g) Description of (h) Purpose ofgrant
organization ifapplicable grant cash (book,FMV,appraisal, non-cash assistance or assistanceor government assistance other)

Catholic Charities1450 95-3516461 501 (c)(3) 10,000 0 N/A N/A Service forPoor
North D St
San Bernardino,CA 92405

2 Entertotal number ofsection 501(c)(3) and government 1organizations. . . . . . . . . . . . . . I*3 Entertotalnumberofotherorganizations. . . . . . . . . . . . P 0
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50055P Schedule I (Form 990) 2008
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Grants and Other Assistance to Individuals in the United States. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

Use Schedule I-1 (Form 990) if additional space is needed.

(a)Type ofgrant or assistance (b)Number of (c)A mount of (d)A mount of (e) Method ofvaluation (f)Description of non-cash assistance
recipients cash grant non-cash assistance (book,FMV,appraisal,

other)

Supplemental Information. Complete this part to provide the information required in Part I, line 2, and any other additional information.
See Additional Data Table

Identifier Ret urn Reference Explanation
Part I, Line 2 The hospital is a 501(c)(3) organization that uses a software package to document grant funding, to monitor and report

program outcomes and to formulate criteria for grant selections

Schedule I (Form 990) 2008



efile GRAPHIC rint - DO NOT PROCESS As Filed Data - DLN: 93493126008030. . OMBNO 1545-0047sehedute J Compensation Information(Form 990)For certain Officers, Directors, Trustees, Key Employees, and HighestCompensated Employees ­
Department etttte Tteeetttl/ ll- Attach to Form 990. To be completed by organizations open to Public
t"tEmEt REVENUE SEVVIEE that answered "Yes" to Form 990, Part IV, line 23. Inspection
Name of the organization Employer identification number
Community Hospital of San Bernardino

95-1643373

M Questions Regarding Compensation
Yes No

1a Check the appropiate box(es) ifthe organization provided any ofthe following to orfor a person listed in Form
990, Part VII, Section A, line la Complete Part III to provide any relevant information regarding these items

I- First class or chartertravel I- Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence

-I-I

-I-I

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

-I

-I

Discretionary spending account Personal services (e g , maid, chauffeur, chef)

b Ifline 1a is checked, did the organization follow a written policy regarding payment or reimbursement or
provision ofall the expenses described above? If"No," complete Part III to explain 1b

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
officers, directors, trustees, and the CEO/Executive Director, regarding the items checked in line la? 2

3 Indicate which, ifany, ofthe following the organization uses to establish the compensation ofthe
organization"s CEO/Executive Director Check all that apply
I- Compensation committee I- Written employment contract
I- Independent compensation consultant I- Compensation survey or study
I- Form 990 of other organizations I- Approval by the board or compensation committee

4 During the year, did any person listed in Form 990, Part VII, Section A, line la

a Receive a severance payment or change ofcontrol payment? 4a Yes
b Participate in, or receive payment from, a supplemental nonqualified retirement plan? 4b Yes
c Participate in, or receive payment from, an equity-based compensation arrangement? 4c No

If"Yes" to any oflines 4a-c, list the persons and provide the applicable amounts for each item in Part III

501(c)(3) and 501(c)(4) organizations only must complete lines 5-8.

5 For persons listed in form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues ofa The organization? 5a Nob Any related organization? 5b No
If"Yes," to line 5a or 5b, describe in Part III

6 For persons listed in form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings ofa The organization? 6a Nob Any related organization? 6b No
If"Yes," to line 6a or 6b, describe in Part III

7 For persons listed in form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not describedinlines 5 and 6? If"Yes," describein PartIII 7 N0

8 Were any amounts reported in Form 990, Part VII, paid or accured pursuant to a contract that was
subject to the initial contract exception described in Regs section 53 4958-4(a)(3)? If"Yes," describein Part III 8 No

For Privacy Act and Paperwork Reduction Act Notice, see the separate instructions. C at N o 50 0 5 3T Schedule J (Form 990) 2008



ScheduleJ (Form 990)2008 Page 2
M Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use Schedule J-1 if additional space needed.

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

Note.The sum ofcolumns (B)(i)-(iii) must equal the applicable column (D) or column (E) amounts on Form 990, Part VII, line 1a

(A) Name (B) Breakdown ofW-2 and/or 1099-MISC compensation (C) Deferred (D) Nontaxable (E) Total ofcolumns (F) C0mP@"5aU0"

incentivecompensation compensation
.. - reported in prior Form(i) Base (") Bows 8* (iii) other Compensatlon beneflts (Bw) (D) 990 or Form 990-Ez

compensation

Jeff Winter (I)

(II)

0

552375
0

372348
0

14374
0

56309
0

28371
0 0

L024377 648386
Diane Nitta (I)

(II)

227377
0

142374
0

6361
0

26351
0

3367
0

407330 1923790 0
Edward Sorenson (I)

(II)

228324
0

69326
0

15337
0

17,152
0

11378
0

341317 1783120 0
Kimiko Ford (I)

(II)

172399
0

48383
0

2367
0

17,027
0

2334
0

242310 1293300 0
HAROLD NEWTON (I)

(II)

169317
0

34303
0

1363
0

17,160
0

13332
0

236375 1143980 0
LAWRENCE LAWLER (I)

(II)

160321
0

31388
0

6385
0

16354
0

13321
0

228369 1073520 0
DAVID J EVANS (I)

(II)

154349
0

32391
0

8338
0

17353
0

13385
0

226316 1043480 0
PHILLIP WLIANG (I)

(II)

146311
0

30386
0

7399
0

13378
0

13351
0

212325 993130 0
Tari Boulware (I)

(II)

58397
0

0

0
44370

0
3375

0
3361

0
110303 1103020 0

MARC MARCHETTI (I)

(II)

168376
0

41339
0

3377
0

16349
0

13382
0

243323 1203940 0
(i)

(ii)

(i)

(ii)

(i)

(ii)

Schedule J (Form 990) 2008



ScheduleJ (Form 990)2008 Page 3
Supplemental Information

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

Identifier Ret um ExplanationReference

Sch J-1 Paul Rydan"s compensation is for ChiefofStaffServices provided to the organization
Schedule J, Part I, Although the organization employs personnel, the Organization relied on a related organization, Catholic Healthcare West, that used one or more ofthe
Line 3 methods described in Schedule J, Part I, Line 3, to establish the O rganization"s Service Area Leader"s compensation See Schedule O disclosure for Form

990, Part VI, Section B, Line 15a for additional information

PART I, LINE 4a Tari Boulware a former Key employee received a severance payout in the amount of$41,379 The organization"s key employees and its highest
compensated employees participate in a severance plan established by its supported organization The plan provides fair compensation, ranging from
payments of 1 month to 2 years of base compensation, depending on the executive"s position, in the event ofa position elimination or other involuntary
termination, in accordance with the guidelines

PART I, LINE 4b Certain listed persons hired prior to June 30, 2006 are eligible to participate in the CHW Executive Deferred Compensation Plan, a nonqualified 457(f) plan
which is intended to provide a benefit approximating the difference, ifany, between the benefit provided under the CHW Excess Benefit Plan and the benefit
provided underthe qualified benefit plan that substantially replaced the Excess Plan No benefit will vest underthe 457(f) plan before the later ofthe
attainment ofage 62 while employed orthe completion of 15 years ofservice Certain listed persons participate in the CHW Excess Benefit Plan, a
nonqualified supplemental benefit plan limited to participants in the CHW Retirement Plan whose benefits are affected by the limitations imposed by sections
401(a)(17) and 415 ofthe Internal Revenue Code Benefit service underthis plan was frozen as ofJanuary 1, 2008 Certain listed persons participate in the
CHW Key Employee Share Option Plan (KeySOP), which was frozen in May 2002 The KeySOP program was established in 2001 with the purpose of
providing additional compensation to eligible employees, commensurate with their contributions to the success ofCHW, in a form that would provide
incentives and rewards for meritorious performance and encourage the recipients" continuance as employees ofCHW Grants ofoptions could be made to any
employee who was eligible for the Company"s Key Employee Retention Program

PART II - The organization"s executive compensation philosophy is designed to assist the organization in attracting and retaining the caliber ofexecutives required to
SUPPLEMENTAL enable the organization to fulfill its mission ofproviding high quality healthcare for all persons regardless oftheir ability to pay for services, improving the
DISCLOSURES quality oflife in the communities the organization serves, promoting employee satisfaction, and ensuring financial stability A substantial portion ofexecutive

compensation is performance based and is linked to organizational goals approved in advance by the Compensation and Benefits Committee These goals
include attainment ofannual and long-term financial performance, certain healthcare quality standards and the organization"s commitment to serving the
poor and disenfranchised in the communities it serves Column (F) Compensation Reported in Prior Form 990 - Due to the requirements pursuant to the
revised Form 990, compensation and benefits information is presented for the calendar year ending within the organization"s tax year As such, amounts
reported in CHW"s 2007 Form 990 related to the period from January 1, 2008 through June 30,2008, have been repeated in the calendar 2008 reportable
compensation amounts in this 2008 Form 990 These amounts have been included in column (F) as amounts reported in a prior Form 990

Schedule J (Form 990) 2008



Additional Data Return to Farm I

Form 990, Schedule J, Part II - Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

Software ID:
Softwa re Version:

EIN: 95-1643373

Name: Community Hospital of San Bernardino

(A) Name (B) Breakdown ofW-2 and/or 1099-MISC compensation (C) Deferred (D) Nontaxable (E) Total ofcolumns (F) C0mP@"5aU0"
B 8, compensation benefits (B)(i)-(D) reported In prior Fon"(i) Base (H) onus (iii) other 990 Or Form 990-EZincentiveCompensation compensation

compensation

Jeff Winter
0

552375
0

372348
0

14374
0

56309
0

28371
0 0

L024377 648386
Diane Nitta 227377

0
142374

0
6361

0
26351

0
3367

0
407330 192379

0 0

Edward Sorenson 228324
0

69326
0

15337
0

17,152
0

11378
0

341317
0

178312
0

Kimiko Ford 172399
0

48383
0

2367
0

17,027
0

2334
0

242310
0

129330
0

HAROLD NEWTON 169317
0

34303
0

1363
0

17,160
0

13332
0

236375
0

114398
0

LAWRENCE LAWLER 160321
0

31388
0

6385
0

16354
0

13321
0

228369
0

107352
0

DAVID J EVANS 154349
0

32391
0

8338
0

17353
0

13385
0

226316
0

104348
0

PHILLIP WLIANG 146311
0

30386
0

7399
0

13378
0

13351
0

212325
0

99313
0

Tari Boulware 58397
0

O

O

44370
0

3375
0

3361
0

110303
0

110302
0

MARC MARCHETTI 168376
0

41339
0

3377
0

16349
0

13382
0

243323
0

120394
0



schedule I- Transactions with Interested Persons OMB N0 1545-0047
(Form 990 or 990-EZ)

ll- Attach to Form 990 or Form 990-EZ.
I ted b organizations that answeredll- To be comp e y

Deparimeniofihe Treasury "Yes" on Form 990, Part IV, lines 25a, 25b, 26, 27, 28a, 28b, or 28c, Open to Public
or Form 990-EZ, Part V lines 38b or 40b. InspectignInternal Revenue Service

Employer identification numberName of the organization
Community Hospital of San Bernardino

9 5 - 1 64 3 37 3

ti (section 501(c)(3) and section 501 (c)(4) organizations only).
b

M Excess Benefit Transac "ons
that answered "Yes" on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40

dv

To be completed by organizations
(c) Correcte1 (a) Name ofdisqualified pers OH (b) Description oftransaction Yes No

2 Enter the amount oftax imposed on the osection 4958 . . . . . . . .
3 Enterthe amount oftax,ifany,online 2,

rganization managers or disqualified persons during the year underiv $ I
above, reimbursed by the organization .

m Loans to and/or From Interested Persons
" " V,l 26 orForm990-EZ,PartV,line 38aTo be completed by organizations that answered Yes on Form 990, Part I ine ,

(f)

f th
(a) Name ofinterested person and O Lfglgatlin? (C) Vlglrgouirzt (d)BaIanCe due e committee?

(b) Loan to or (e) In Approved (g)Written
O al rmclpal d fault? by board or agreement?purpose V9

Y NoTo From Yes No Yes No es

Ttl F $
Grants or Assistance Benefitting Interested Persons

To be completed by organizations that answered "Yes" on Form 990, Part IV, line 27.

(a) Name ofinterested person (b)Relationship between interested person (c)A mount ofgrant or type ofasslstance
and the organization

@ Business Transactions Involving Interested Persons
To be completed by organizations that answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.

(e) Sharing of(b) Relationship
organization"sbetween interested (c) Amount of

(d) Description oftransaction revenues.,(a) Name ofinterested person person and the transaction
Yes Noorganization

Alvaro Bolivar Family Mem ofE
Bolivar

195,000 Brother in law physician recru No

Schedule L (Form 990 or 990-EZ) 2008For Paperwork Reduction Act Notice, see theIntructionsfor Form 990 Cat No 50056A



efile GRAPHIC rint - DO NOT PROCESS As Filed Data - DLN: 93493126008030SCHEDULE O .
(Form 990) Supplemental Information to Form 990 08
Department ofthe Treasury

OMB No 1545-0047

ll- Attach to Form 990. To be completed by organizations to provide additional information for
responses to specific questions for the Form 990 or to provide any additional information. 0Pel1 t0 PUbliCInternal Revenue Service Inspection

Name of the organization Employer identification number
Community Hospital of San Bernardino

95-1643373

Identifier
Return

Reference Explanation

PA RT VI ­

DISCLOSURE

GOV ERNA NCE,

NIA NA GEMENT,

FORM 990, PART VI, SECTION A, LINE6 The sole corporate member is Catholic Healthcare West, a 501(c)(3)

exempt organization FORM 990, PARTVI, SECTION A, LINE 7a CHW, as the sole corporate member, ratifies the

selection of members and the CI-IW Board approves new Board members of the organization FORM 990, PART

VI, SECTION A, LINE 7b Reserved rights of the corporate member include Adoption of Mission & Philosophy

statements, Amendment or restatement of the Articles of Incorporation and Bylaws, Dissolution of the
corporation, acquire another corporation, or create a subsidiary, Merging or consolidating w ith another
corporation, Participation as a general or limited partner in any venture, Incurring long-term indebtedness in

excess of normal operating requirements, Ratification of board member appointments & dismissals, Selection or
removal of independent auditors, Transactions outside the ordinary course of business FORM 990, PART VI,
SECTION A, LINE 10 The Board of Directors has delegated the review of the Form 990 to the Finance

Committee Management presented the draft of the Form 990 to the Finance Committee The draft was complete
except it excluded compensation information for directors w ho are also key executives of Catholic Healthcare
West, the filing organization"s sole member Compensation by Catholic Healthcare West to those directors has
been review ed by the Compensation and Benefits Committee of the Catholic Healthcare West Board of

Directors Subsequent to its review, the Finance and Investment Committee reported backto the Board
regarding its review and provided a draft to the Board of Directors, again excluding compensation for certain
directors FORM 990, PARTVI, SECTION B, LINE 12C The Organization has adopted CHWs Conflicts of Interest

Policy The Organization*s Board is charged w ith monitoring proposed or ongoing transactions for conflicts of

interest and addressing any potential or actual conflicts Pursuant to the Conflicts of Interest Policy, an annual
conflict of interest questionnaire, aimed at determining any family and business relationships and transactions
or other transactions that may pose a potential conflict, is distributed to all covered persons (e g , board
members, officers and executive leadership, key employees) Covered persons are required to disclose real or
potential conflicts at the time such conflicts arise When someone becomes a covered person and annually
thereafter, each covered person is required to sign a statement affirming that he/she (1) has received a copy
of the Conflicts of Interest Policy, (2) has read the Policy and understands said Policy, and (3) agrees to comply
w ith all requirements of the Policy, including completing the conflicts of interest questionnaire The completed

questionnaires are review ed by CI-IWs Legal Department and any persons w ith actual or potential conflicts are
informed via w ritten communication The procedures for addressing any conflict of interest include, but are not
limited to, the follow ing (1) the conflicting interest is fully disclosed to the Board, (2) the interested person

responds to factual questions related to the substance of the transaction or arrangement being considered,
after w hich he/she shall leave the meeting, (3) the person w ith the conflict of interest is excluded fromthe
discussion and approval of such transaction, (4) alternatives to the proposed transaction are investigated,
competitive bids or comparable valuations are obtained, (5) any conflicting issues during the course of a Board
meeting w hich cannot be resolved is referred to the Governance Committee, and (6) the transaction or action
must be approved by a majority of disinterested persons All conflicts of interest, w hether resolved or
unresolved, are reported in the Organization"s Form 990 FORM 990, PARTVI, SECTION B, LINE 15A Although

the organization employs personnel, the Service Area Leader"s compensation is set by a related organization,
Catholic Healthcare West (CHW) CHWs Compensation and Benefits department conducts an annual review
and analysis to provide benchmarking data for the total compensation and benefits package of the Service
Area Leader Appropriate comparability data for similarjobs in peer companies (both taxable and tax-exempt) is
obtained from independent third-party survey sources FORM 990, PARTVI, SECTION B, LINE 15B The

organization"s human resources department conducts an annual review and analysis to provide benchmarking
data for the total compensation and benefits package of key employees The compensation for these
individuals was based on the qualification and experience of the candidates Compensation is also review ed
annually as part of the merit increase process FORM 990, PART VI, SECTION B, LINE 19 Federaltax laws do

not mandate that the organization"s governing documents, conflict of interest policy and financial statements be
made available for public inspection The organization makes its financial statements available on its website
and upon request



Identifier Return Explanation
PART IV & PART XI - FINANCIAL FORM 990, PART Xl, LINE2 The organization"s financial statements were audited on a
STA TEMENTS/ REPORTING

consolidated basis and included in Catholic Healthcare West and Subordinate

Reference

Corporations" audited annual financial statements prepared in accordance w ith GAAP

Identifier
Return

Reference Explanation

Supplement
Part III ­

Community
Benefit

Report

SECTION 1 - OUALITATIVE DESCRIPTION OF COMMUNITY BENEFIT 1 Organizational Commitment to Providing

Community Benefit A Our Mission Community Hospital of San Bernardino, a subsidiary of Catholic Healthcare West

(CHW), dedicates resources to - Delivering compassionate, high-quality, affordable health services, - Serving and
advocating for our sisters and brothers w ho are poor and disenfranchised, and - Partnering w ith others in the
community to improve the quality of life For nearly a century, Community Hospital of San Bernardino has supported

our mission by providing healthcare services and educational programs to the Inland Empire Community Our

mission is to improve and strengthen the way we deliver compassionate, high quality and affordable healthcare to
our community Community Hospital of San Bernardino 1805 Medical Center Drive San Bernardino, California, 92411

(909) 887-6333 http //www chsb org/ B Community Benefit Follow ing is a description of the activities that the

hospital has undertaken in order to address identified community needs within its mission and financial capacity,
and the process by w hich the hospital developed the plan in consultation w ith the community California hospitals

are mandated by CA State Senate Bill 697, and all Cl-IW hospitals are required to - Complete a Community Needs

and Assets Assessment every 3 years - Establish priorities in collaboration w ith community stakeholders - Plan and
monitor progress toward established outcomes Major Community Benefit Activities include - Community Education

Programs and support activities, targeting a vulnerable population documented in the Community Needs Index (CNI)

to have the highest level of unmet needs - Behavioral health crisis assessment and referral service - Daily
transportation for clients of behavioral health partial day treatment program- Senior drive through flue clinic ­
Community case managed crisis intervention, specializing in families w ith children 0-5 years of age - Donation of

over 19,000 square feet of building space to house outreach and charity operations for Catholic Charities, Focus
92411 Community Homework Center, African American Health Institute of san Bernardino County, Latino Health

Collaborative, and the Community Health Information and Education Center - Meals and refreshments for community

meetings, forums, support groups and outreach holiday events - Collaboration w ith Catholic Charities in support of

Focus 92411 Homework Center - Collaboration w ith SBMC in the provision of culturally appropriate diabetic

education and intervention, including strategies, protocols and processes of inpatients and outpatients ­
Collaboration w ith American Lung Association (ALA), Inland Empire Health Plan (IEHP), San Bernardino Unified

School District, Molina Healthcare and La Salle Medical Associates to provide pediatric asthma

aw areness/prevention classes designed to reach the most vulnerable neighborhoods of our community ­
Collaboration w ith culturally diverse community based organizations to define the practices for a culturally diverse

community based organizations to define the practices for a culturally competent organization Geographic Area
and Target Population Community Demographics - Population 612,399 - Diversity 20% Caucasian, 61% Hispanic,

12% African American, 4% Asian, 3% Other - Average Income 41,888 - Uninsured 5 9% - 8 0% - Unemployed

35 6% - No HS Diploma 35% Catholic Healthcare West developed a Community Needs Index (CNI) that considers in

aggregate the socio-economic barriers residents face Each geographic service area, determined by 80% or more
of hospital discharges, was considered The higher the score, the greater risk residents of the zip code have in
needing health services Cl-lWs community benefit efforts have a primary focus on the areas with disproportionate
unmet health-related needs Primary Service Area CNI Score 92411 5 0 92376 4 8 92410 5 0 92335 4 8 92404 5 0
92407 4 6 92405 5 0 92336 3 6 92324 4 8 92346 4 2 92316 4 6 Total 4 6 Major trends, needs, and problems in the
community Needs Assessment Survey Priorities - Medical services are needed for low/no-income vulnerable
populations - Lack of health insurance - Lack of available specialty care - High cost of medications and difficulty

accessing medications - Lack of affordable dental and vision care services (even w ith insurance) - Lack of trust in
medical professionals, feelings of disenfranchisement - Immigration status is a barrier to care - Hours of service
are limited and make access difficult for those w ho work - Not being informed of available resources - Bureaucratic
delays in processing requests for services, long waits for care Major strategies to address identified needs and
problems Community Hospital of San Bernardino*s Community Benefit programs are either clinical or non-clinical in

nature, and include activities and/or programs that provide treatment and/or promote health and healing that are ­
Responsive to identified health priorities determined in collaboration w ith community stakeholders, - Focused on

persons w ho are poor, disenfranchised or located in an area w ith disproportionate unmet health needs, ­
Integrated into the facility"s strategic planning and budgeting process, and - Planned and implemented w ith program

objectives and measurable outcomes that are beneficial to community stakeholders In defining the community
served by Community Hospital of San Bernardino, strong consideration was focused upon specific resources,
including OSHPD"s definition of community as the service area, as well as demographic information provided by

regional or local government agencies, reimbursement agencies, University studies/surveys, and the United States
Census Bureau In addition, recognition of pertinent information regarding the patients or clients that are served in
this program, other criteria that has been considered includes - Needs to serve -those w ho demonstrate the
greatest need for services - Can most readily serve -those in the hospitals immediate vicinity - Identified in the
Community Need Index (CNI) -those key ambulatory sensitive conditions that must be appropriately addressed for
those living in neighboring zip codes that are measured to be within the 4 2 to 5 0 category of most needy ­
Identified in the Community Needs Assessment (CNA) -those prioritized service elements that are identified in the

2008 CNA Hospitals relationships w ith community organizations to improve community health, improve access to

health care, or in other ways benefit the community With the assistance of the Healthcare Association of Southern
California, CHSB continues to value a partnership role in the Inland Empire Community Benefit Collaborative This

partnership has been made up of the following hospitals and agencies - Community Hospital of San Bernardino ­
St Bernardine Medical Center - Loma Linda University Medical Center/Children"s Hospital- Kaiser Permanente

Medical Center, Fontana - San Antonio Regional Medical Center - Redlands Community Hospital- Arrow head

Regional Medical Center - Redlands Community Hospital- Arrow head United Way - Inland Empire United Way



identifier Return
Reference Explanation

Community
Benefit

Report
Continued

Dedicated staffs to assist the community benefit effort The hospital has dedicated staff to coordinate the community
benefit efforts C Payment assistance policy for low-income persons and its communication to the public CATHOLIC
HEALTHCARE WEST SUMIVIARY OF PATIENT FINANCIAL ASSISTANCE POLICY Policy Overview Catholic Healthcare

West (CHW) is committed to providing financial assistance to persons w ho have health care needs and are
uninsured or under-insured, ineligible for a government program, and otherwise unable to pay for medically
necessary care based on their individual financial situations Consistent w ith its mission to deliver compassionate,
high quality, affordable health care services, and to advocate for those w ho are poor and disenfranchised, CHW
strives to ensure that the financial capacity of people w ho need health care services does not prevent them from
seeking or receiving care Financial assistance is not considered to be a substitute for personal responsibility, and
patients are expected to cooperate w ith CHWs procedures for obtaining financial assistance, and to contribute to
the cost of their care based on individual ability to pay Individuals w ith financial capacity to purchase health
insurance shall be encouraged to do so as a means of assuring access to health care services Eligibility for Patient
Financial Assistance - Eligibility for financial assistance w ill be considered for those individuals w ho are uninsured,

ineligible for any government health care benefit program, and unable to pay for their care, based upon a
determination of financial need in accordance w ith the policy - The granting of financial assistance shall be based
on an individualized determination of financial need, and shall not take into account age, gender, race, or immigration

status, sexual orientation or religious affiliation Determination of Financial Need - Financial need w ill be determined

through an individual assessment that may include - an application process in w hich the patient or the patient"s
guarantor is required to cooperate and supply all documentation necessary to make the determination of financial
need, -the use of external publicly available data sources that provide information on a patient"s or a patient"s
guarantor*s ability to pay, - a reasonable effort by the CHW facility to explore and assist patients in applying for

appropriate alternative sources of payment and coverage from public and private payment programs, and w ill take
into account the patient"s assets and other financial resources - It is preferred but not required that a request for
financial assistance and a determination of financial need occur prior to rendering of services The need for financial
assistance may be re-evaluated at each subsequent rendering of services, or at any time additional information
relevant to the eligibility of the patient for financial assistance becomes know n - CI-IWs values of human dignity and

stewardship shall be reflected in the application process, financial need determination and granting of financial
assistance Requests for financial assistance shall be processed promptly, and the CI-IW facility shall notify the
patient or applicant in w riting within 30 days of receipt of a completed application Patient Financial Assistance

Guidelines Services eligible under the policy w ill be made available to the patient on a sliding fee scale, in

accordance w ith financial need as determined by the Federal Poverty Level (FPL) in effect at the time of the
determination as follows - Patients w hose income is at or below 200% of the FPL are eligible to receive free care, ­
Patients w hose income is above 200% but not more than 350% of the FPL are eligible to receive services at the
average rates of payment the CHW facility would receive from Medicare, Medicaid (Medi-Cal), Healthy Families, or

any other government-sponsored health program in w hich the hospital participates, w hichever is greater in amount
for the same services, - Patients w hose income is above 350% but not more than 500% of the FPL are eligible to
receive services at 135% of the average rates the CI-IW facility would receive from Medicare, Medicaid (Medi-Cal),

Healthy Families, or any other government-sponsored health program in w hich the hospital participates, w hichever

is greater for the same services, - Patients w hose income exceeds 500% of the FPL may be eligible to receive
discounted rates on a case-by-case basis based on their specific circumstances, such as catastrophic illness or
medical indigence, at the discretion of the CHW facility CHWs administrative policy for Eligibility and Application for

Payment Assistance shall define w hat qualifies as income for these purposes Communication of the Financial
Assistance Programto Patients and the Public - Information about patient financial assistance available from CHW,
including a contact number, shall be disseminated by the CHW facility by various means, including the publication of

notices in patient bills and by posting notices in the Emergency and Admitting Departments, and at other public places

as the CI-IW facility may elect Such information shall be provided in the primary languages spoken by the populations

served by the CHW facility - Any member of the CHW facility staff or medical staff may make referral of patients for

financial assistance The patient or a family member, a close friend or associate of the patient may also make a
request for financial assistance Budgeting and Reporting - Specific dollar amounts and annual plans for patient
financial assistance w ill be included within the Social Accountability Budget of the CI-IW facility CI-IW facilities w ill

report patient financial assistance calculated at cost in the annual Social Accountability Report and may voluntarily
report such information as deemed appropriate - Patient financial assistance statistics shall be disclosed in annual
financial statements but shall not include amounts that are properly considered to be bad debt or contractual
discounts Relationship to Collection Policies - CI-IW system management shall develop policies and procedures for
internal and external collection practices by CHW facilities that take into account the extent to w hich the patient

qualifies for financial assistance, a patient"s good faith effort to apply for a governmental program or for financial
assistance from CHW, and a patient"s good faith effort to comply w ith his or her payment agreements w ith the CI-IW

facility - For patients w ho qualify for financial assistance and w ho are cooperating in good faith to resolve their
hospital bills, CHW facilities may offer interest-free extended payment plans to eligible patients w ill not impose wage

garnishments or liens on primary residences and w ill not send unpaid bills to outside collection agencies Regulatory
Requirements In implementing this policy, CI-IW management and CI-IW facilities shall comply with all federal, state

and local laws, rules and regulations that may apply to activities conducted pursuant to this policy



Identifier
Return

Reference Explanation

Community
Benefit

Report
Continued

2 Organizational Description for Tax Exemption The hospital - operates an emergency roomthat is open to all
persons regardless of ability to pay, - has an open medical staff with privileges available to all qualified physicians in
the area, - has a governing body in w hich independent persons representative of the community comprise a
majority, - does not engage in medical or scientific research programs, - engages in the training and education of
health care professionals, - participates in Medicaid, Medicare, Cl-IAMPUS, Tricare and/or other government­

sponsored health care programs 3 Description of Community Benefit Programs - Health Information and Education
Center HlECwas launched in March 2000 This program corresponds directly to the priorities identified in the CAN
for access to healthcare and resource information that is understandable by the target population The programs
focus upon the needs of pregnant/new mothers and children 0-5, providing a high correlation to the identified need
associated w ith the maternal/child population in the CHSB service area - Pediatric Asthma Education Since 2002,
CHSB Cardiopulmonary Services and Inland Empire Health Plan (IEHP) have been partners in offering and providing

bilingual classes for families w ith young children w ho are diagnosed w ith asthma These classes are integrated into
the HIEC curriculum and calendar The goal of these classes is to ensure that caregivers and their asthmatic children
are provided information that best supports them as they adjust their lifestyle in an effort to control asthma and
prevent incidents that require emergency intervention either by Emergency Room visits or hospital admissions ­
Diabetes Education Awareness and Prevention Program The project has been mobilized and w ill continue to
outreach into the community As a FY07-08 product of the Diabetes Task Force (now know n as San Bernardino
Collaborative), this program delivery option is well publicized and is an option that addresses a need for providing
information and services to local community partner organizations in their facilities A major component

aw areness/prevention is a focus on exercise and diet, as each impacts proper weight management (obesity) and
how this has such a positive effect in stabilizing blood glucose levels Whenever possible, cooking classes in
English and Spanish are added to reinforce the effectiveness of this program 4 Links to Additional Community
Benefit Information Payment assistance information

http //www chsb org/About-Us/Business-Office/CSA-M063819 Community benefit report
http //www chw health org/stellent/groups/public/@xinternet-con-csa/documen ts/w ebcontent/csa-m060207 pdf
SECTION 2 - OUANTIFIABLE COMMUNITY BENEFIT UNSPONSORED COMMUNITY BENEFIT EXPENSE Unsponsored

community benefits are programs or activities that provide treatment and/or promote health and healing as a
response to identified community needs These benefits (a) generate a low or negative margin, (b) respond to the
needs of special populations, such as persons living in poverty and other disenfranchised persons, (c) supply
services or programs that would likely be discontinued, or would need to be provided by another not-for-profit or
government provider, if the decision was made on a purely financial basis, (d) respond to public health needs,
and/or (e) involve education or research that improves overall community health Benefits for the Poor include
services provided to persons w ho are economically poor or are medically indigent and cannot afford to pay for
healthcare services because they have inadequate resources and/or are uninsured or underinsured Benefits for
the Broader Community refer to persons in the general community, beyond and including those in a target population

Most services for the broader community are aimed at improving the health and welfare of the overall community

Traditional Charity Care is free or discounted health services provided to persons w ho cannot afford to pay and
w ho meet CHWs criteria for payment assistance Net Community Benefit, excluding the unpaid cost of Medicare, is
the total cost incurred after deducting direct offsetting revenue from government reimbursement, patients, donations
and other sources The following is a summary of Community Hospital of San Bernardino*s community benefits for

the year ended June 30, 2009, in terms of services to the poor and benefits for the broader community, w hich has
been prepared in accordance w ith the Catholic Health Association of the United States" publication, A Guide for

Planning and Reporting Community Benefit Community Hospital of San Bernardino Complete Summary of Community

Benefit Classified as to Poor and Broader Community For period 7/1/2008 through 6/30/2009 Persons Net Comm % of

Served Ben Exp Exp Benefits for the Poor Traditional Charity Care 1,428 3,858,493 2 4% Unpaid Costs of
Medicaid/Medi-Cal 37,516 1,341,157 0 8% Other Public Programs 234 685,858 0 4% Community Services Community
Health Services 39,122 253,359 0 2% Health Professions Education 0 0 0 0% Subsidized Health Services 0 0 0 0%

Cash and In Kind Contributions 408 196,498 0 1% Community Building Activities 0 9,850 0 0% Community Benefit

Operations 0 248,530 0 2% Total Community Services 39,530 708,237 0 4% Total Benefits for the Poor 78,708

6,593,745 4 0% Benefits for the Broader Community Community Services Community Services Community Health
Services 10,911 497,424 03% Health Professions Education 20 300,004 0 2% Subsidized Health Services 0 0 0 0%

Cash and In Kind Contributions 5,181 101,143 01% Community Building Activities 65 2,263 0 0% Community Benefit

Operations 0 0 0 0% Total Community Services 16,177 900,834 0 6% Total Benefits for the Broader Community

23,318 4,984,410 3 0% Total Excluding Unpaid Cost of Medicare 94,885 7,494,579 4 6% Unpaid Costs of Medicare

7,141 4,083,576 2 5% Grand Total Including Unpaid Cost of Medicare 102,026 11,578,155 7 1%
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efile GRAPHIC Tint - D0 NOT PROCESS AS Filed Data - DLNI 9349312600803()
SCHEDULE R Related Organizations and Unrelated Partnerships OMB N0 1545-0047
F rmio 990) zoos

ll- Attach to Form 990. To be completed by organizations that answerd "Yes" to Form 990, Part IV, lines 33, 34, 35, 36, or 37. ­Deparlmeniofihe TISGSUW ll- See separate instructions. open to P-ubhcInternal Revenue Service InspectlonName of the organization Employer identification number
Community Hospital of San Bernardino

95-1643373

M Identification of Disregarded Entities(A) (B) (C) (D) (E) (F)
Name, address, and EIN of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controllingor foreign country) entity

M Identification of Related Tax-Exempt Organizations(A) (B) (C) (D) (E) (F)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public charity status Direct controlling

or foreign country) (if section 501(c)(3)) entity

Community Hospital Foundation

1805 Medical Center Drive Fund raising CA 501 (C)(3) 11, Type I NA
San Bernardino, CA92411
95-3051931

Catholic Healthca re West

185 Berry Street Hospital CA 501(c)(3) 3 NA
San Francisco, CA94107
94-1196203

For Paperwork Reduction Act Notice, see the Instructions for Form 990. C at N o 50 1 3 5Y Schedule R (Form 990) 2008



ScheduleR(Form990)2008 Page 2
ME Identification of Related Organizations Taxable as a Partnership

(C)(A) (B) Legal
Name, address, and EIN of Primary activity domicilerelated organization (state or

foreign
country)

(H) (J)(D) (E) (F) (G) Disproprtionate (I) General orPredominant Share of end-of- Code V-UBI amount
Direct controlling Share of total income ts BHOCBUOHS7 on managingincome(related, year asseentity investment

unrelated)

7
Box 20 of K-1 partner

Ya No Ya No

M Identification of Related Organizations Taxable as a Corporation or Trust
F(A) (B) (C) (D) (E) Shanjol ma, (G) (H)

Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Income Share of Percentage(state or entity (C corp, S corp, end-of-year ownershipforeign or trust) assets
country)

Schedule R (Form 990) 2008



ScheduleR(Form990)2008 Page 3
M Transactions with Related Organizations

Note. Complete line 1 ifany entity is listed in Parts II, III orIV Yes N0
1 During the tax year, did the orgranization engage in any ofthe following transactions with one or more related organizations listed in Parts II-IV?

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

b Gift, grant, or capital contribution to other organization(s)

c Gift, grant, or capital contribution from other organization(s)

d Loans or loan guarantees to or for other organization(s)

e Loans or loan guarantees by other organization(s)

f Sale ofassets to other organization(s)

g Purchase ofassets from other organization(s)

h Exchange ofassets

i Lease offacilities, equipment, or other assets to other organization(s)

j Lease offacilities, equipment, or other assets from other orga nization(s)

k Performance ofservices or membership orfundraising solicitations for other organization(s)

I Performance ofservices or membership orfundraising solicitations by other organization(s)

m Sharing offacilities, equipment, mailing lists, or other assets

n Sharing of paid employees

o Reimbursement paid to other organization for expenses

p Reimbursement paid by other organization for expenses

q Othertransfer ofcash or property to other organization(s)

r Othertransfer ofcash or property from other organization(s)

1a No
1b No
1c Yes
1d No
1e Yes

1f No
1g No
1h No
1i No

1j No
1k No
1I No
1m No
1n No

1o No
1p Yes

1q No
1r No

2 Ifthe answer to any ofthe above is "Yes," see the instruction
(B)(A) Transactions for information on who must complete this line, including covered relationships and transaction thresholds

(C)Name of other organization(s) Amount Involved
type(a-r)

(1) Community Hosp of San Bernardino Foundation C 340,000

(2)

(3)

(4)

(5)

(5)

Schedule R (Form 990) 2008



Schedule R (Form 990) 2008 Page 4

M Unrelated Organizations Taxable as a Partnership

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent ofits activities (measured by
or gross revenue) that was not a related organization See instructions regarding exclusion for certain investment partnerships

total assets

D

country) 501(C)(3) assets 20 of
organizations?Ya No Ya No

( )(C) Are all (E) (F) (G)(A) (B) Legal domicile partners Share of DISPVOPVUOUEYG Code V-UBI
Name, address, and EIN of entity Primary activity (state or foreign Section end-of-year BIIOCBUOHS7 amount on Box

(H)
General or

managing
K-1 partner?

Ya No

Schedule R (Form 990) 2008



Additional Data

Form 990, Part VII - Section Aaa

Software ID:
Software Version:

EIN: 95-1643373

Name: Community Hospital of San Bernardino

(A)
Name and Title

(C)
Position (check all

that apply)

(B) ­
Average ­

101 113 10
-96-19111 uhm# pu

$6

"II115lJ6915111 9101

aa 1.i:ii:iLua

196-I. Ei H

i-354

compensation
from related
organizations
(W- 2/1099­

compensation

eeiu duie

di.u0:I

Uzl

organization (W­
2/1099MISC)

III-5 IE SL El

.lE*LlJ

Estimated
amount of other
compensation

from the

organization and

organizations

DrAlbert Karnig , Director 0

Dr Betty Daniels , Director 0

Dr Bharti Jain , Director 0

Dr Eunice Bolivar, Director 0

Frank Lyman , Secretary X X 0

John Nolan Esq , Chair X X 0

Dr Kumarvelu Bala, Director 0

Manuel Acosta , Director (Thru
4/23/09)

0

Margaret Hill, Director 0

Marvin Reiter CPA ,Director 0

Dr Paul Ryan, Director 0

DrVellore Muraligopal , Director 0 X 0 0

JeffWinter, President, Group O perations 1O X 0 85,080

Diane Nitta,Service Area Leader(VP & 40
CNE)

30,118

Edward Sorenson,HospitalVP &CFO 40 28,730

Klrnlko Ford,VP MISSION SERVICES 40 19,661

HAROLD NEWTON ,Sr Director of 40
Ancillary Servi

30,292

LAWRENCE LAWLER,SrDirectorof 40
Neuro/Behavior

29,675

DAVID J EVANS ,Controller 31,538

PHILLIP W LIANG ,Sr Director
Ancillary Svs (res

27,129

MARC MARCHETTI,VP BUSINESS 40
DEVELOPMENT

29,931

Tari Boulware , Former Key Employee 40
(Thru 5/08)

7,336



rem 8868 Application for Extension of Time To File an
ine Apiiizooe Exempt Organization Return OMB N0. ,5,,5,,7,,9D rt i ith T . . .
Inigiagagyefwegexiiuw Y Y in P File a separate application foreach return. Wm H
0 lf you are filing for an Automatic 3-Month Extension, complete only Part I and check this box . I I , U , , I I . - I - U.  X
I lf you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part It (on page 2 of this form).
Do not complete Part ll unless yoiuwhave already been granted an automatic 3-month extension on a previously filed Form 8668.

m Automatic 3-Month Extension of Time. Only submit original (no copies needed), 1
A corporation required to file Form 990-T and requesting an automatic 6-month extension - check this box and complete
Part l only . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. .V ij
All other corporations (including 1120-C filers), partnerships, RED/llCs, and trusts must use Form 7004 to request an extension of
time to file income tax returns.

Electronic Filing (e-tile). Generally, you can electronically file Fomi B868 if you want a 3-month automatic extension of time to file
one of the returns noted below (6 months for a corporation required to file Form 990-T) However, you cannot file Form 8868
electronically if (1) you want the additional (not automatic) Bhmonth extension or (2) you file Forms 990-BL, 6069, or 8870, group
returns, or a composite or consolidated From 990-IT instead, you must submit the fully completed and signed page 2 (Part ll) of Form
8868 For more details on the electronic filing of this form, visit www.irs.gioy,fefile and cliyckyyown e-iileyfor Qharrties 8. Nonprofits.

Type or it K Name of Exerript Organization Employer identincatlon number
print COMMUNITY7 HQSPITAL on SAN BERNARDINO 95-1643373
File by the Number, street, and room or suite no, It al5iVO" box, see instructions.
due date fm 18705 MEDICAL CENTER DRIVE
mggnygfe City, town or post office, state, and ZIP code. For a foreign address, see instructions.

*"S""C"""S san BERNARDINO, CA 92411
Check type of return to he filed (file a se arate application for each return). if 7
Form 990 Forrn 990-T (corporation) Form 4720
- Form 990-BL Form 990-T (sec. 401(a) or 4OB(a) trust) Form 5227
- Form 990-EZ Form 990-T (trust other than above) Form 6069- Form 990-PF Form 1D41vA Form 8870
o The books are in the care of P COMM- HOSP OF SAN BERNARDINO

Telephone No. b 909- 397* 5335 7 Y.,,,,,,,, H  FAX No V    wwwfwwww 7

0 li the organization does not have an office or place of business in the United States, check this box , , I , , , , I I I . ,A ,P E

I if this is for a Group Return, enter the@anization"s four digit Group Exemption Number (GEN) if this 55for the whole group, check this box - * . lf it is for part ofthe group, check this box. . *ij and attach a list with the
names and ElNs ot all mem bers the extensiottwill,.oove,r N W ..

1 l request an automatic 3-month (6 months for a corporation required to file Form 990-T) extension of time
untilFE13RUPfRY 15 ,$2010  .to file the exempt organization return for the organization named above The extension isfor the organizations return for .
p - calendaryear or
p tax year beginning JULY 1 ,g2YQQWi3W ,and ending JUNE 30 H , 2009

2 lf this tax year is for less than 12 months, check reason lj initial return lj Final return lj Change in accounting period

3a lf this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, iess any V Y
nonrefundable credits Seeinstructions 337 7$ W NQNE

ii if iiiie eppiieeiieii ie rei Perm 990-PF or 990-T, enter any refundable erediis emi eeiiiiieied tex pieymeiiie"

made. Include any prior year overpayment allowed as a credit. 3b $ NONE
c Balance Due( Subtract line 3b from line 3a include your payment with this form, or, if required, deposit  if

with FTD coupon or, if required, by using EFTPS (Electronic Federal Tax Payment System). SeeY fffff *instructions H    $ NONE
Caution. If you are going to make an electronic fund withdrawal with this Form 8868, see Form 3453450 and Ferm 3ai79-EoW  VV

for payment instructions

For Privacy Act and Paperwork Reduction Act Notice, see instructions. Form 8868 (Rev 4-2009)

JSA

BFBD54 3 DUO



59535565 (Rev 4-2009) I  I I I I I WWII  I Page 2

0 If you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part ll and check this box I I I I I II I pI X I
Note. Only complete Part II if you have already been granted an automatic 3-month extension on a previously tiled Form 8868

0 If you are filing for an Automatic 3-Month ExtensionI,Ig:IoIrnpIeteIQnIy Part I (on pagejlf

Aririiiieriegnet Auiemaiiei 3-ivieriin Exieneieri ef Time. oral" fiieihe eIrigiInai (ne eepiee rieeeieri).

File bythe Number, street, and room or Que no If a P Ofbrox. see instructions.  For IRS use only T T

firing the Cilyftownnorpostoffice. slate. and ZIP code For a foreign address, see instructions
return. See ti? i-:Ig-55553 fg:--g4I1qrg.r&rfr2r":iE"r*I-"-ESL :2:-1-r"1L:fr:-.-*- -Ezirsrrti.r.a3:ul3Ee-511535

T E i "Narrzie oi Exempt Organization Y  Employer identification numberOl" Isvfr.:-*.7-tizfgf
print COMMUNITY HOSPITAL OE"  IIBERNARDINO  95­

g5fggjI1gIDI 1eo5 MEDICAL CENTER DRIVE II

eerie-err. SAN B-WASHING, Cs. 9241.1
Check type of return to be filed (File a separate application for each return)"Perm ssc Perm seo-PF Form 1041-A
- Perm seo-BL Perm seo-T ieee 4o1(a)er4os(e)iruen Perm 4720

Form 990-EZ ForgjII990-TI(tIrusII other than above) Form 52I2I7III "I

Form B069

Form B870

STOPI Do not complete Part II if you were not already granted an automatic I3-month extension IoIriIIaIIrn"eviously filed Form tIIIIlI6tlI.

o The books are inthe care of P EOMM- H059 OE SAN BERNARQINO
Telephone Ne. r 909-337-63321  FAxNe r  , I

0 If the organization does not have an office or place of business in the United States, check this box , I , , , , , , , , , , ,, , P EI
I If this is for a Group Return, enter the organizations four digit Group Exemption Number (GEN) If this is
for the whole group, check this box I I I P Ij . It it is for part of the group, check this box I I I P I and attach a
list with the names and ElNs of all members the extension is for.

4 I request an additional 3-month extension of time until 05 /17/QQIQI II I II  I I
5 Forcalendar year ,or other tax year beginning O7/G1/2008 and ending 05/3IOII/I2009 I

-ICI

if this tax year is for less than *I2 months, check reason I Initial return I FInal return Change in accounting period
Stare in derail Why you need the extern-,ron TNEGRMATTON EIECESERRIEIITO PIREIRaRE A COMPLETE AND ACCIQRIRITE

RETURN Ts NoT YET AvATLReLE.III

Ba If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits, See insItIruIctions. II YW  II I II I7* 83 $ NONE

b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and estimated

tax payments made include any prior year overpayment allowed as a credit and any amount paid

previously with Form 8868.  I I VIII  II IIIYIIII

-".Lf?I
1:24.? C

. -5,5,

Bb S NONE
e Balance Due. Subtract line Sb from iine Ba Include your payment with this form, or, if required, deposit

with FTD coupon gr, if required, by using EFTPS (Electronic Federal Iax Payment System). See instructions. ag  NONE
Signature and Verification

Under penalties of perjury, I declare that I have examined this form, including accompanying schedules and statements. and to the best of my knowledge and beliei,
it is true, correct, and complete, and that I am authonzed to prepare this form

signature V M42/4@4-J Q  Title P C //gt  Date b an-F/1 // 0*/ HW I H Perm 8868 (Rev 4-zoos)

JSA

-BFBD55 3 ODD


