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Department of the Treasury
Internal Revenue Service

Return of Organization Exempt From Income Tax

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

*Th t h t fth turn t tisfy stat " ¢ Open to Public
€ organization may nave (o use a copy o IS return to satisty state reporting requirements Inspection

OMB No 1545-0047

2008

A For the 2008 calendar year, or tax year beginning 07-01-2008

B Check If applicable
I_ Address change

|_ Name change
I_ Initial return

|_ Termination

I_ Amended return

|_ Application pending

and ending 06-30-2009

C Name of organization

D Employer identification number

Please Community Hospital of San Bernardino
use IRS 95-1643373
label or Doing Business As E Telephone number
print or
tsYPe-_fs_ee (908)887-6333
pecitic Number and street (or P O box If mall Is not delivered to street address)| Room/suite .
:inosril:;uc- 1805 Medical Center Drive G Gross receipts $ 158,998,832

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

F Name and address of Principal Officer
ED SORENSON CFO

1805 MEDICAL CNTR DRIVE

SAN BERNARDINO,CA 92411

H(a) Is this a group return for
affiliates?

|_Yes |7No

H(b) Are all affiliates included? |_ Yes |_ No

I Tax-ex

V" 501(c) (3) M (insertno) [ 4947(a)(1) or [ 527

empt status

(If "No," attach a list See Iinstructions )

J Website: = WWW CHWHEALTH ORG

H(c) Group Exemption Number ® 0928

K Type of

organization 2 Corporation I trust] association [ other

L Year of Formation 1938 | M State of legal domicile CA

I8 Summary
1 Briefly describe the organization’s mission or most significant activities
Lt Community Hospital of San Bernardino 1s committed to furthering the healing ministry of Jesus, and to providing high-quality,
E affordable healthcare to the community we serve
-
E 2 Check this box [ if the organization discontinued its operations or disposed of more than 25% of its assets
:3 3 Number of voting members of the governing body (Part VI, line 1a) 3 12
j 4 Number of Independent voting members of the governing body (Part VI, ine1b) . . . . 4 11
L 5 Total number of employees (PartV, line 2a) 5 1,557
% 6 Total number of volunteers (estimate If necessary) 6 37
< 7a Total gross unrelated business revenue from Part VIII, line 12, column (C) 7a 0
b Net unrelated business taxable income from Form 990-T, line 34 7b 0
Prior Year Current Year
Contributions and grants (Part VIII, line 1h) 901,152 804,345
% Program service revenue (Part VIII, line 2g) 155,838,376 157,356,829
% 10 Investment income (Part VIII, column (A), lines 3,4, and 7d) 91,393 298
= 11 Other revenue (Part VIII, column (A), ines 5,6d, 8c,9c, 10c,and 11e) 796,147 837,360
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line
12) 157,627,068 158,998,832
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 5,000 10,000
14 Benefits paid to or for members (Part IX, column (A), line 4) 0 0
15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-
$ 10) 95,830,203 101,885,698
% 16a Professional fundraising fees (Part IX, column (A), ine 11e) 0 0
E b (Total fundraising expenses, Part IX, column (D), line 25 0 )
17 Other expenses (PartIX, column (A), ines 11a-11d, 11f-24f) 61,741,150 63,161,191
18 Total expenses—add lines 13-17 (must equal PartIX, line 25, column (A)) 157,576,353 165,056,889
19 Revenue less expenses Subtract line 18 from line 12 50,715 -6,058,057
= E Beginning of Year End of Year
E% 20 Total assets (Part X, line 16) 59,468,771 52,736,609
g; 21 Total lhlabilities (Part X, line 26) 46,788,102 46,892,996
EE 22 Net assets or fund balances Subtract line 21 from line 20 12,680,669 5,843,613

Signature Block

Under penalties of perjury, I declare that I have examined this return, Including accompanying schedules and statements, and to the best of my knowledge
and belief, It 1s true, correct, and complete Declaration of preparer (other than officer) I1s based on all Infformation of which preparer has any knowledge
Please 2010-05-04
ignature of officer ate
Sign S f off D
Here
ED SORENSON CHIEF FINANCIAL OFFICER
Type or print name and title
Preparer's } Date Check If Preparer’s PTIN (See Gen Inst)
. signature self-
Paid 9 empolyed I_
Preparer's [Fim's name (or yours | KPMG LLP
Use Only If self-employed), EIN ¥
address, and ZIP + 4 55 SECOND STREET SUITE 1400
Phone no k (415) 963-5100
SAN FRANCISCO, CA 94105
May the IRS discuss this return with the preparer shown above? (See Instructions) [ Yes | No

For Privacy Act and Paperwork Reduction Act Notice, see the separate instructions.

Cat No 11282Y

Form 990 (2008)



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

1 Briefly describe the organization’s mission
Community Hospital of San Bernardino I1s a non-profit, full-service, acute care facility in business to provide acute Inpatient care, long-term care and a wide range of
anclllary 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
the prior Form 990 or 990-EZ? . . . . . . . . . . . . . . . . . . . . |_Yes |7No
If “Yes,” describe these new services on Schedule O
3 Did the organization cease conducting or make significant changes in how it conducts any program
serV|ces7..........................I_Yes|7No
If “Yes,” describe these changes on Schedule O
4 Describe the exempt purpose achievements for each of the organization’s three largest program services by expenses
Section 501 (c)(3) and (4) organizations and 4947 (a)(1) trusts are required to report the amount of grants and allocations to
others, the total expenses, and revenue, If any, for each program service reported
da (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
4ab (Code ) (Expenses $ Including grants of $ ) (Revenue $ )
4c (Code ) (Expenses $ Including grants of $ ) (Revenue $ )
ad Other program services (Describe in Schedule O )
(Expenses $ including grants of $ ) (Revenue $ )
de Total program service expenses $ 148,022,928 Must equal Part IX, Line 25, column (B).

Form 990 (2008)



Form 990 (2008)
m Checklist of Required Schedules

10

11

12

13

14a

15

16

17

18

19

20

21

22

23

24a

25a

26

27

Page 3

Is the organization described in section 501 (c)(3) or4947(a)(1) (other than a private foundation)? If "Yes,”
complete Schedule A'E

Is the organization required to complete Schedule B, Schedule of Contributors? 'E .

Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes,” complete Schedule C, Part I

Section 501 (c)(3) organizations Did the organization engage in lobbying activities? If "Yes,” complete Schedule C,
Part II

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 of amounts in such funds or accounts? If "Yes,” complete
Schedule D, Part I'E

Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas or historic structures? If "Yes,” complete Schedule D, Part II

Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,”
complete Schedule D, Part II1 'E

Did the organization report an amount in Part X, line 21, serve as a custodian for amounts not listed in Part X, or
provide credit counseling, debt management, credit repair, or debt negotiation services? If "Yes,”
complete Schedule D, Part I

Did the organization hold assets In term, permanent,or quasi-endowments? If "Yes,” complete Schedule D, Part \/E

Did the organization report an amount in Part X, ines 10,12,13,15,0r 252 If "Yes,” complete Schedule D,
Parts VI, VII, VIII, IX, or X as applicable

Did the organization receive an audited financial statement for the year for which 1t 1s completing this return
that was prepared in accordance with GAAP? If "Yes,” complete Schedule D, Parts XI, XII, and XIII

Is the organization a school as described in section 170(b)(1)(A)(11)? If "Yes,” complete Schedule E

Did the organization maintain an office, employees, or agents outside of the 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 Schedule F, Part I

Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes,” complete Schedule F, Part II

Did the organization report on Part IX, column (A), ine 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If "Yes,” complete Schedule F, 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 organization report more than $15,000 total on Part VIII, lines 1c and 8a? If "Yes,” complete Schedule G,
Part II

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

Did the organization operate one or more hospitals? If "Yes,” complete ScheduleH . . . . . 'E
Did the organization report more than $5,000 on Part IX, column (A), line 1? If "Yes,” complete Schedule I, Parts I
and II

Did the organization report more than $5,000 on Part IX, column (A), line 2? If "Yes,” complete Schedule I, Parts I
and II1

Did the organization answer “Yes” to Part VII, Section A, questions 3,4, or 5? If "Yes,” complete Schedule
J

Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $100,000
as of the last day of the year, that was 1ssued after December 31, 20027 If "Yes,” answer questions 24b-24d and
complete Schedule K. If "No,” go to question 25

Did the organization invest any proceeds of tax-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 behalf of” 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,” complete Schedule L, Part I

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, Part I

Was a loan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization’s tax year? If "Yes,” complete Schedule L,

S S =)
Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, or
substantial contributor, or to a person related to such an individual? If "Yes,” complete Schedule L, Part III

Yes No

Yes
1
2 Yes

No

3

Yes
4
5
6 No
7 No
8 No
9 No
10 No
11 Yes
12 No
13 No
14a No
14b No
15 No
16 No
17 No
18 No
19 No
20 Yes
21 Yes
22 No
23 Yes
24a No
24b
24c
24d
25a No
25b No
26 No
27 No
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Form 990 (2008)

28

29

30

31

32

33

34

35

36

37

v

Part I

and V, Iine 1

Page 4
m Checklist of Required Schedules (Continued)
Yes No

During the tax year, did any person who I1s a current or former officer, director, trustee, or key employee
Have a direct business relationship with the organization (other than 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

28a No
Have a family member who had a direct or indirect business relationship with the organization? If "Yes,” v
complete Schedule L, Part IV 28b es
Serve as an officer, director, trustee, key employee, partner, or member of an entity (or a shareholder of a N
professional corporation) doing business with the organization? If "Yes,” complete Schedule L, Part IV . 28c °
Did the organization receive more than $25,000 in non-cash contributions? If "Yes,” complete Schedule M 29 No
Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified N
conservation contributions? If "Yes,” complete Schedule M 30 °
Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complete Schedule N, No

31
Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,” complete N
Schedule N, Part IT 32 °
Did the organization own 100% of an entity disregarded as separate from the organization under Regulations N
section 301 7701-2 and 301 7701-3? If "Yes,” complete Schedule R, Part I 33 °
Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Parts II, III, IV, v

34 es
Is any related organization a controlled entity within the meaning of section 512(b)(13)? If "Yes,” complete v
Schedule R, Part V, line 2 35 es
501(c)(3) organizations Did the organization make any transfers to an exempt non-charitable related "
organization? If "Yes,” complete Schedule R, Part V, Iine 2 36 °
Did the organization conduct more than 5 percent of its activities through an entity that i1s not a related N
organization and that i1s treated as a partnership for federal Income tax purposes? If "Yes,” complete Schedule R, 37 °

Part VI

Form 990 (2008)



Form 990 (2008)
m Statements Regarding Other IRS Filings and Tax Compliance

l1a

2a

3a

da

5a

10

11

12a

Page B

Yes No

Enter the number reported in Box 3 of Form 1096, Annual Summary and Trans mittal
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 b

1 0
Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) winnings to prize winners? 1c Yes
Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements filed for the calendar year ending with or within the year covered by this
return . . . . . 4w h e e e e e e e e e e ] 2a 1,557
If at least one Is reported I1n 2a, did the organization file all required federal employment tax returns?
Note:If the sum of lines 1a and 2a s greater than 250, you may be required to e-file this return. 2b Yes
Did the organization have unrelated business gross income of $1,000 or more during the year covered by this
return? 3a No
If “Yes,” has 1t flled a Form 990-T for this year? If "No,” provide an explanation in Schedule O 3b
At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
account)? 4a No
If "Yes," enter the name of the foreign country
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 shelter transaction at any time during the tax year? 5a No
Did any taxable party notify the organization that it was oris a party to a prohibited tax shelter transaction? Sb No
If "Yes,”to 5a or 5b, did the organization file Form 8886-T, Disclosure by Tax-Exempt Entity Regarding Prohibited
Tax Shelter Transaction? 5¢
Did the organization solicit any contributions that were not tax deductible? 6a No
If “Yes,” did the organization include with every solicitation an express statement that such contributions or gifts
were not tax deductible? 6b
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 of $75 or 7a No
more?
If “Yes,” did the organization notify the donor of the value of the goods or services provided? 7b
Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required to
file Form 82827 7c No
If “Yes,” iIndicate the number of Forms 8282 filed during the year . . . . | 7d |
Did the organization, during the year, receive any funds, directly or indirectly, to pay premiums on a personal
benefit contract? 7e No
Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f No
For all contributions of qualified intellectual property, did the organization file Form 8899 as required? 79
For contributions of cars, boats, airplanes, and other vehicles, did the organization file a Form 1098-C as
required? 7h
Section 501(c)(3) and other sponsoring organizations maintaning donor advised funds and section 509(a)(3)
supporting organizations. Did the supporting organization, or a fund maintained by a sponsoring organization, have
excess business holdings at any time during the 8
year?
Section 501(c)(3) and other sponsoring organizations maintaining donor advised funds.
Did the organization make any taxable distributions under section 49662 9a
Did the organization make a distribution to a donor, donor advisor, or related person? 9b
Section 501(c)(7) organizations. Enter
Initiation fees and capital contributions included on Part VIII, ine 12 . . . 10a
Gross recelpts, Included on Form 990, Part VIII, line 12, for public use of club 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 Form 10417 12a

If “Yes,” enter the amount of tax-exempt interest received or accrued during the

year 12b

Form 990 (2008)



Form 990 (2008) Page 6
Governance, Management, and Disclosure (Sections A, B, and Crequest information
about policies not required by the Internal Revenue Code.)
Section A. Governing Body and Management
Yes No
For each "Yes ”response to lines 2-7 below, and for a "No” response to lines 8 or 9b below, describe the circumstances,
processes, or changes in Schedule O. See instructions.
1a Enter the number of voting members of the governing body . . 1a 12
b Enter the number of voting members that are independent . . 1ib 11
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any
other officer, director, trustee, or key employee? 2 No
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors or trustees, or key employees to a management company or other person? 3 No
4 Did the organization make any significant changes to its organizational documents since the prior Form 990 was
filed? No
Did the organization become aware during the year of a material diversion of the organization’s assets? No
Does the organization have members or stockholders? Yes
7a Does the organization have members, stockholders, or other persons who may elect one or more members of the
governing body? 7a Yes
b Are any decisions of the governing body subject to approval by members, stockholders, or other persons? 7b Yes
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the
year by the following
the governing body? 8a Yes
each committee with authority to act on behalf of the governing body? 8b Yes
9a Does the organization have local chapters, branches, or affillates? 9a No
b If“Yes,” does the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with those of the organization? 9b
10 Was a copy ofthe Form 990 provided to the organization’s governing body before 1t was filed? All organizations
must describe Iin Schedule O the process, if any, the organization uses to review the Form 990 10 No
11 Is there any officer, director or trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization’s mailing address? If “Yes,” provide the names and addresses in Schedule O 11 No
Section B. Policies
Yes No
12a Does the organization have a written conflict of interest policy? If "No”, gotoline 13 12a | Yes
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give rise
to conflicts? 12b | Yes
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe in Schedule O how this 1s done 12c | Yes
13 Does the organization have a written whistleblower policy? 13 Yes
14 Does the organization have a written document retention and destruction policy? 14 Yes
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision
a The organization’s CEO, Executive Director, or top management official? 15a No
b Other officers or key employees of the organization? 15b No
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 a
taxable entity during the year? 16a No
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
organization’s exempt status with respect to such arrangements? 16b

Section C. Disclosure

17
18

19

20

List the States with which a copy of this Form 990 1s required to be filed CA

Section 6104 requires an organization to make 1ts Form 1023 (or 1024 if applicable), 990, and 990-T (501(c)
(3)s only) available for public inspection Indicate how you make these available Check all that apply

[T own website [ another's website | upon request

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

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

ED SORENSON CFO

1805 MEDICAL CTR DRIVE
SAN BERNARDINO,CA 92411
(909) 887-6333

Form 990 (2008)



Form 990 (2008) Page 7

m 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 If additional space I1s needed

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

* List the organization’s five current highest compensated employees (other than an officer, director, trustee or key employee)

who recelved reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the
organization and any related organizations

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

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

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

[ Check this box If the organization did not compensate any officer, director, trustee or key employee

Q)
Position (check all
that apply) () (F)
e
(B) o — 3,1:3[ (D) Reportable Estimated
2= 35 o= Reportable amount of other
Average = @ = T compensation
(A) hours iy = R =4 compensation from related compensation
Name and Title ﬁ % = o | = | | from the from the
per oo =] _Q 5 -1:-8 o organizations
week g = z 3 |8 S |= organization (W- (W- 2/1099- organization and
=2 |5 | @ |® |2/1099MIsC) MISC) related
i '=_'=' o o organizations
[1E] o
s B
¢ A

Form 990 (2008)



Form 990 (2008)

m Continued

Page 8

Q)
Position (check all
that apply) (E) (F)
o T D Est ted
(B) o — 25 (D) Reportable stimate
2= 35 i = Reportable amount of other
Average =3 W 7 T compensation
(A) iy = L =4 compensation compensation
hours = = = I =t from related
Name and Title B = = o |7 ‘I'I from the from the
per oo =] _Q e o organizations
week o= = 15 % S |= | organization (W- (W- 2/1099 organization and
= o - -
Fl=lz2|g| 2 [ | 2/1099M1sC) MISC) related
= K o organizations
= o 2
s E
" -
ib Total - 2,025,758 939,897 319,490
2 Total number of individuals (including those in 1a) who received more than $100,000 in reportable
compensation from the organization®139
Yes No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated employee
on line 1a? If "Yes,” complete Schedule ] for such individual « « « « « &« &« &« 2« &« « &« = Yes
4 For any individual listed online 1a, 1s the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000°? If "Yes,” complete Schedule ] for such
individual = .« . & 4 4 4 e e w aw e mwmaw e w e w e a Yes
5 Did any person listed on line 1a recelve or accrue compensation from any unrelated organization for services
rendered to the organization? If "Yes,” complete Schedule J for suchperson « .« « « &« &« &« =« &« = No
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than
$100,000 of compensation from the organization
(A) (B) ©)
Name and business address Description of services Compensation
VAPRNET ANESTHESIOLOGY NETWORK
18685 MAIN ST SUITE 101 PMB 344 Medical Services 1,319,775
HUNTINGTON BEACH, CA 92648
ANGELICA TEXTILE SERVICES
925 S 8TH ST Laundry Services 862,819
COLTON, CA 92324
READYLINK HEALTHCARE
72030 METROPLEX DR D-419 Medical Services 807,824
THOUSAND PALMS, CA 92276
SAFEWAY CONSTRUCTION
1474 N MILLER DR Contractors 773,308
COLTON, CA 92324
NURSE STAFFING OF INLAND EMPIR
PO BOX 4729 Medical Services 423,066
WINTER PARK, FL 32793
2 Total number of Independent contractors (including those in 1) who received more than $100,000 in compensation 20
from the organization . .+ .« « « « & & & a2 a2 = =2 = w2 a a . T S

Form 990 (2008)



Form 990 (2008)

E Statement of Revenue

Page 9

(A) (B) Q) (D)
Total Revenue Related or Unrelated Revenue
Exempt Business Excluded from
Function Revenue Tax under IRC
Revenue 512,513,0r514
1a Federated campaigns . . 1a
it
"E'E b  Membership dues ..
T g ib
u"‘E c Fundraising events .
E“ T 1ic
== 340,000
ﬂ'hg d Related organizations . . .1d
wE e Government grants (contributions) 1e 464,345
==
E — f All other contributions, gifts, grants, and
= g similar amounts not Included above
23 1
"E.E g Noncash contributions included in
5 = lines 1a-1f $
h Total (Add lines 1a-1f) . 804,345
|
Business Code
@€
E 2a PATIENT REVENUE/CHARITY CARE 900,099 74,067,233 74,067,233
§ b MEDICAL OFFICE BUILDING 900,099 616,222 616,222
a c EDUCATION 900,099 6,306 6,306
La
= d MEDICARE/MEDICAID PAYMENTS 900,099 82,667,068 82,667,068
- , ,667, ,667,
% | e
=
m f All other program service revenue
=
=
& g Total. Add lines 2a-2f
* $ 157,356,829
3 Investment income (including dividends, interest
other similar amounts) . 298 298
[
a4 Income from Investment of tax-exempt bond proceeds . 0
[
5 Royalties 0
(1) Real (n) Personal
6a Gross Rents
b Less rental
expenses
c Rental iIncome
or (loss)
d Net rental iIncome or (loss) .
-
(1) Securities (n) Other
7a Gross amount
from sales of
assets other
than inventory
b Less cost or
other baslis and
sales expenses
c Gain or (loss)
d Net gain or (loss) 0
[
8a Gross Income from fundraising
events (not including
o s
= of contributions reported on line
5 1c) See PartIV,line 18
E Attach Schedule G If total exceeds
n $15000 . . . . . . .a
E b Less direct expenses . . .b
=
- [ Net income or (loss) from fundraising events . 0
o -
9a Gross income from gaming
activities See part IV, line 19
Complete Schedule G if total
exceeds $15,000
a
b Less direct expenses . . .b
[ Net income or (loss) from gaming activities 0
[
10a Gross sales of inventory, less
returns and allowances
a
b Less costofgoodssold . . b
[ Net income or (loss) from sales of inventory . - 0
Miscellaneous Revenue Business Code
11a CAFETERIA 900,099 498,599 498,599
b GIFT SHOPS 900,099 202,853 202,853
€ COMMISSIONS 900,099 82,894 82,894
53,014 53,014
All other revenue
Total. Add lines 11a-11d .e
$ 837,360
12 Total Revenue. Add lines 1h, 2g, 3,4, 5, 6d, 7d, 158,998,832 157,356,829 0 837,658
8¢,
9c¢,10c,and11le . . . . . . *

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).
Do not include amounts reported on lines 6b, 7b, (A) (B) (©) (D)
Total expenses Program service Management and Fundraising
8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to governments and organizations
inthe U S See PartIV,line21l 10,000 10,000
2 Grants and other assistance to individuals in the
US See PartlIV, line 22 0
3 Grants and other assistance to governments,
organizations and individuals outside the U S See
Part IV, lines 15 and 16 0
Benefits paid to or for members 0
5 Compensation of current officers, directors, trustees, and
key employees 1,014,912 954,075 60,837
6 Compensation not included above, to disqualified persons
(as defined under section 4958(f)(1)) and persons
described Iin section 4958(c)(3)(B) 0
7 Other salaries and wages 79,872,571 75,096,270
Pension plan contributions (include section 401 (k) and section
403(b) employer contributions) 3,659,624 3,432,664 226,960
9 Other employee benefits 11,407,514 10,699,102 708,412
10 Payroll taxes 5,931,077 5,563,248 367,829
11 Fees for services (non-employees)
a Management 0
b Legal 100,067 100,067
c Accounting 72,444 72,444
d Lobbying 38,454 38,454
e Professional fundraising See Part IV, line 17 0
f Investment management fees 0
g Other 15,743,018 10,122,051 5,620,967
12 Advertising and promotion 700,049 479 699,570
13 Office expenses 5,807,562 5,100,433 707,129
14 Information technology 5,032,276 4,528,260 504,016
15 Royalties 0
16 Occupancy 2,130,609 1,874,936 255,673
17  Travel 134,872 103,752 31,120
18 Payments of travel or entertainment expenses for any Federal,
state or local public officials 0
19 Conferences, conventions and meetings 86,211 36,920 49,291
20 Interest 1,692,426 1,692,426
21 Payments to affiliates 0
22 Depreciation, depletion, and amortization 4,198,344 3,568,592 629,752
23 Insurance 1,226,976 1,226,976
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 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 [~ if following SOP 98-2 Complete this
line only If the organization reported in column (B) joint
costs from a combined educational campaign and
fundraising solicitation

Form 990 (2008)
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Page 11

IXEEd Balance Sheet

(A) (B)
Beginning of year End of year
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 Accounts receivable, net 25,467,575 4 23,627,165
5 Recelvables from current and former officers, directors, trustees, key employees or
other related parties Complete Part II of Schedule L 5
6 Recelvables from other disqualified persons (as defined under section 4958 (f)(1)) and
persons described in section 4958(c)(3)(B) Complete Part II of Schedule L 6
7 Notes and loans receivable, net 7
Inventories for sale or use 1,728,344 8 1,902,451
ﬂ Prepaid expenses and deferred charges 4,683,816 9 6,237,528
E.'J-_, 10a
2 Land, buildings, and equipment cost basis 10a 90,447 124
b Less accumulated depreciation Complete Part VI of
Schedule D 10b 65,972,559 23,587,745| 10c 24,474,565
11 Investments—publicly traded securities 11
12 Investments—other securities See PartIV, line 11 Complete Part VII of
Schedule D 12
13 Investments—program-related See PartIV, line 11 Complete Part VIII
of Schedule D 13
14 Intangible assets 14
15 Other assets See Part IV, line 11 Complete Part IX of Schedule 387,244 203,246
D 15
16 Total assets. Add /ines 1 through 15 (must equal line 34) 59,468,771 16 52,736,609
17 Accounts payable and accrued expenses 13,289,232 17 12,418,485
18 Grants payable 20,105( 18 0
19 Deferred revenue 19
20 Tax-exempt bond habilities 20
E 21 Escrow account liability Complete Part IV of Schedule D 21
E 22 Payable to current and former officers, directors, trustees, key
ﬁ employees, highest compensated employees, and disqualified
| persons Complete Part II of Schedule L 22
23 Secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable 24
25 Other liabilities Complete Part X of Schedule D 33,478,765 25 34,474,511
26 Total liabilities. Add /ines 17 through 25 46,788,102| 26 46,892,996
™ Organizations that follow SFAS 117, check here & [" and complete lines 27
3 through 29, and lines 33 and 34.
5 27 Unrestricted net assets 12,680,669 27 5,843,613
E 28 Temporarily restricted net assets 28
E 29 Permanently restricted net assets 29
u:. Organizations that do not follow SFAS 117, check here & [ and complete
E lines 30 through 34.
- | 30 Capital stock or trust principal, or current funds 30
E 31 Paid-in or capital surplus, or land, building or equipment fund 31
&n 32 Retained earnings, endowment, accumulated income, or other funds 32
o [33 Total net assets or fund balances 12,680,669 33 5,843,613
= 34 Total lhabilities and net assets/fund balances 59,468,771| 34 52,736,609
m Financial Statements and Reporting
Yes No
1 Accounting method used to prepare the Form 990 |_cash |7accrual |_other
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a No
b Were the organization’s financial statements audited by an independent accountant? 2b No
c If"Yes”tolines 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the
audit, review, or compilation of its financial statements and selection of an iIndependent accountant? 2c
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the No
Single Audit Act and OMB CircularA-133? 3a
b If“Yes,” did the organization undergo the required audit or audits? 3b

Form 990 (2008)
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SCHEDULE A Public Charity Status and Public Support

OMB No 1545-0047

(Form 990 or 990EZ) 200 8
To be completed by all section 501(c)(3) organizations and section 4947(a)(1)

Department of the Treasury nonexempt charitable trusts.

Internal Revenue Service Attach to Form 990 or Form 990-EZ. See separate instructions. Open to Public
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 1s not a private foundation because it 1Is (Please check only one organization )

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

2 [T A school described in Section 170(b)(1)(A)(ii). (Attach Schedule E )

3 VM oA hospital or a cooperative hospital service organization described in Section 170(b)(1)(A)(iii). (Attach Schedule H )

4 [T 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 [T Anorganization operated for the benefit of a college or university owned or operated by a governmental unit described in
Section 170(b)(1)(A)(iv). (Complete Part II )

6 [T A federal, state, or local government or governmental unit described in Section 170(b)(1)(A)(v).

7 [T An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in Section 170(b)(1)(A)(vi) (Complete Part II )

8  a community trust described in Section 170(b)(1)(A)(vi) (Complete Part II )

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

10 [T  Anorganization organized and operated exclusively to test for public safety See Section 509(a)(4). (See instructions )

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

a |_TypeI b |_TypeII [ |_TypeIII - Functionally Integrated d |_TypeIII - Other

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

f If the organization received a written determination from the IRS thatitis a Type I, Type II or Type III supporting organization,
check this box

g Since August 17,2006, has the organization accepted any gift or contribution from any of the
following persons?
(i) a person who directly or indirectly controls, either alone or together with persons described in (i) Yes | No
and (1n) below, the governing body of the the supported organization? 11g(i) No
(ii) a family member of a person described In (1) above? 11g(ii) No
(iii) a 35% controlled entity of a person described in (1) or (11) above? 11g(iii) No

h Provide the following information about the organizations the organization supports

(i) Name of (ii) EIN (iii) Type of organization (iv) Is the (v) Did you notify (vi) Is the (vii) Amount of
Supported (described onlines 1- 9 organization in the organization organization in support?
Organization above or IRC section col (i) listed In in col (i) of your | col (i) organized
(See Instructions)) your governing support? inthe U S 7
document?
Yes No Yes No Yes No
Total

For Paperwork Reduction Act Notice, see the Instructions for Form 990 Cat No 11285F Schedule A (Form 990 or 990-EZ) 2008
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Page 2

BEEETESE Ssupport Schedule for Organizations Described in IRC 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

(Complete only If you checked the box on line 5, 7, or 8 of Part 1.)

Public Support

Calendar year (orfiscal year beginning in) (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 for the organization's
benefit and either paid to or expended on
its behalf

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

4 Total.Add line 1-3

5 The portion of total contribution by each
person (other than a government unit or
publicly supported organization) included
online 1 that exceed 2% of the amount
shown online 11, column

(f

6 Public Support subtract line 5 from line
4

Total Support

Calendar year (orfiscal year beginning in) (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 Netincome from unrelated business
activities, whether or not the business is
regularly carried on

10 Otherincome Do not include gain or loss
from the sale of capital assets (Explain in

Part IV )
11 Total Support (Add lines 7 through 10)
12 Gross recelpts from related activities, etc (See instructions ) | 12 |

13 First Five Years. If the Form 990 1s for the organization's first, second, third, fourth, or fifth tax yearas a 501 (c)(3)
organization, check this box and stop here LS

Computation of Public Support Percentage

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

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

16a 33 1/3% Test - 2008. If the organization did not check the box online 13, and line 14 1s 33 1/3% or more, check this box
and stop here. The organization qualifies as a publicly supported organization
b 33 1/3% Test - 2007. If the organization did not check the box online 13 or 16a, and line 15 1s 33 1/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization
17a 10% Facts and Circumstances Test - 2008. If the organization did not check a box online 13, 16a, or 16b and line 14 1s 10% or
more, and If the organization meets the "facts and circumstances" test, check this box and stop here. Explainin Part IV how the
organization meets the "facts and circumstances” test The organization qualifies as a publicly supported organization

N
N

.

b 10% Facts and Circumstances Test - 2007. If the organization did not check a box online 13, 16a, 16b,or17a and line 151s 10% or

more, and If the organization meets the "facts and circumstances” test, check this box and stop here. Explain in Part IV how
the organization meets the "facts and circumstances" test The organization qualifies as a publicly supported organization

18 Private Foundation. If the organization did not check the box online 13, 16a, 16b, 17a or 17b, check this box and see
instructions

2
2

Schedule A (Form 990 or 990-EZ) 2008
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Page 3

TRl Support Schedule for Organizations Described in IRC 509(a)(2)
(Complete only If you checked the box on lne 9,0f Part I. )

Section A. Public Support

Calendar year (orfiscal year beginning in) (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 recelpts from admissions,
merchandise sold or services performed,
or facilities furnished in any activity that
I1s related to the organization's tax-
exempt purpose

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

4 Tax revenues levied for the
organization's benefit and either paid to
or expended on its behalf

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

6 TotalAdd lines 1-5

7a A mounts Iincluded on lines 1, 2, and 3
received from disqualified persons

b A mounts Iincluded on lines 2 and 3
received from other than disqualified
persons that exceed the greater of 1% of
the total of lines 9, 10c, 11, and 12 for
the yearor $5,000

c Total oflines 7a and 7b

8 Public Support (Substract line 7c from
line 6)

Total Support

Calendar year (orfiscal year beginning in) (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

[ Add lines 10a and 10b

11 Net income from unrelated business
activities not included in line 10b,
whether or not the business 1s regularly
carried on

12 Other income Do notinclude gain or loss
from the sale of capital assets
(Explain in Part IV )

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

14 First Five Years If the Form 990 s for the organization's first, second, third, fourth, or fifth tax yearas a 501(c)(3) organization,

check this box and stop here L
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 16
Computation of Investment Income Percentage
17 InvestmentIncome Percentage for 2008 (line 10c column (f) divided by line 13 column (f)) 17
18 InvestmentIncome Percentage from 2007 Schedule A, Part IV-A, line 27h 18
19a 33 1/3% Tests - 2008. If the organization did not check the box on line 14, and line 15 1s more than 33 1/3%, and line
17 1s not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization L
b 33 1/3% Tests - 2007. If the organization did not check a box on line 14 or line 19a, and line 16 1s more than 33 1/3% and
line 18 1s not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization L
20 Private Foundation If the organization did not check a box on line 14, 19a or 19b, check this box and see Instructions L

Schedule A (Form 990 or 990-EZ) 2008
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-m Supplemental Information. Complete this part to provide the information required by Part II, ine 10;
Part II, ine 17a or 17b, or Part III, ine 12. Provide and any other additional information. (see instructions)

Facts and Circumstances Test

Schedule A (Form 990 or 990-EZ) 2008
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OMB No 1545-0047

SCHEDULE C Political Campaign and Lobbying Activities
(Form 990 or 990-EZ)

To be completed by organizations described below. Attach to Form 990 or Form 990-EZ Open to Public
Inspection

If the organization answered “Yes,” to Form 990, Part IV, Line 3, or Form 990-EZ, Part V|, line 46 (Political Campaign Activities)
# Section 501(c)(3) organizations complete Parts FA and B Do not complete Part |I-C

# Section 501(c) (other than section 501(c)(3)) organizations complete Parts I-A and C below Do not complete Part I-B

# Section 527 organizations complete Part A only

If the organization answered “Yes,” to Form 990, Part IV, Line 4, or Form 990EZ, Part V|, line 47 (Lobbying Activities)

# Section 501(c)(3) organizations that have filled Form 5768 (election under section 501(h)) complete Part IFA Do not complete Part I-B

# Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)) Complete Part IFB Do not complete Part II-A
If the organization answered “Yes,” to Form 990, Part IV, Line 5 (Proxy Tax)

# Section 501(c)(4), (5), or (6) organizations complete Part Il

For Organizations Exempt From Income Tax Under section 501(c) and section 527

Department of the Treasury
Internal Revenue Service

Name of the organization Employer identification number

Community Hospital of San Bernardino
95-1643373

m 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 of the organization's direct and indirect political campaign activities in Part IV

2 Political expenditures $

3 Volunteer hours

F1a@C:] To be completed by all organizations exempt under section 501(c)(3). (See the instructions
for Schedule C for detalls.)

1 Enter the amount of any excise tax incurred by the organization under section 4955

Enter the amount of any excise tax incurred by organization managers under section 4955

3 If the organization incurred in a section 4955 tax, did it file Form 4720 for this year? [~ Yes [ No

d4a Was a correction made? I_ Yes I_ No

b If"Yes," describe in Part IV

(F1aBC(¥ 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 of the filing organization's internal funds contributed to other organizations for section
527 exempt funtion activities $
3 Total of direct and indirect exempt function expenditures Add lines 1 and 2 and enter here and on Form
1120-POL, line17b $
4 Did the filing organization file Form 1120-POL for this year? [~ Yes [ No

State the names, addresses and Employer Identification Number (EIN) of all section 527 political organizations to which payments
were made Enter the amount paid and indicate If the amount was paid from the filing organization’s 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) If additional space I1s needed, provide information in Part IV

(a) Name

(b) Address

(c) EIN

(d) Amount paid from
filing organization's
internal funds If none,
enter -0-

(e) Amount of political
contributions received
and promptly and
directly delivered to a
separate political
organization If none,
enter -0-

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

Cat No 50084S

Schedule C (Form 990 or 990-EZ) 2008
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m 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 [T ifthe filing organization belongs to an affiliated group
B Check [ ifthe filing organization checked box A and "limited control" provisions apply

.. . . (a) Filing (b) Affiliated
Limits on Lobbying Expendltt._lres_ O rganization's Group
(The term "expenditures” means amounts paid or incurred.) Totals Totals

1la 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 Enter the amount from the following table in both
columns—
If the amount on line 1e, column (a)
or (b) is: The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 1e
Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000

Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000
Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000
Over $17,000,000 $1,000,000

g Grassroots nontaxable amount (enter 25% of line 1f)

h Subtract line 1g from line 1a Enter -0- if line g 1Is more than line a

i Subtract line 1ffrom line 1¢ Enter-0- ifline fis more than line ¢

Jj Ifthere 1s an amount other than zero on either line 1h or line 11, did the organization file Form 4720 reporting v N
section 4911 tax for this year? [ Yes [v 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

Calendar year (or fiscal year

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

2a Lobbying non-taxable amount

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

c Total lobbying expenditures

d Grassroots non-taxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2008
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(1 BIC:Y 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 detalls.)

(a) (b)
Yes No A mount
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? No
b Paid staff or management (include compensation in expenses reported on lines ¢ through 1)? No
c¢ Media advertisements? No
d Mailings to members, legislators, or the public? No
e Publications, or published or broadcast statements? No
f Grants to other organizations for lobbying purposes? Yes 66,771
g Direct contact with legislators, their staffs, government officials, or a legislative body? No
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any other means? No
i Otheractivities If"Yes," describe iInPart1IV No
j Total lines 1c through 66,771
1
2a Did the activities Iin line 1 cause the organization to be not described in section 501 (c)(3)? | No
b If"Yes" enter the amount of any tax incurred under section 4912
c If"Yes" enter the amount of any tax incurred by organization managers under section 4912
d Ifthe filing organization incurred a section 4912 tax, did it file Form 4720 for this year? | No

m 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.)

Yes | No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? 2
3 Did the organization agree to carryover lobbying and political expenditures from the prior year? 3

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

1 Dues, assessments and similar amounts from members 13
2 Section 162 (e) non-deductible lobbying and political expenditures (do not include amounts of political
expenses for which the section 527(f) tax was paid).
a Current Year 2a$
b Carryover from last year 2b $
Total 2c $
3 Aggregate amount reported In section 6033 (e)(1)(A) notices of nondeductible section 162(e) dues 3%
4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the excess
does the organization agree to carryover to the reasonable estimate of nondeductible lobbying and political
expenditure next year? 4%
Taxable amount of lobbying and political expenditures (line 2c total minus 3 and 4) 5%

m Supplemental Information

Complete this part to provide the descriptions required for Part [-A, ine 1, Part I-B, line 4, Part|I-C, ine 5, and Part II-B, line 11
Also, complete this part for any additional information

Identifier Return Reference Explanation

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 Assoclation $2,106 Catholic
Health Association $1,093 Hospital Association of So Cal
$25,118

Schedule C (Form 990 or 990EZ) 2008
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m Supplemental Information

Identifier

Return Reference

Explanation

Schedule C (Form 990 or 990EZ) 2008
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SCHEDULE D OMB No 1545-0047
Form 990 - -
( ) Supplemental Financial Statements 200 8
k- Attach to Form 990. To be completed by organizations t hat -
Department of the Treasury answered "Yes," to Form 990, Part 1V, line 6, 7, 8,9, 10, 11, or 12. Open to P.llbllc
Internal Revenue Service Inspection
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 of year
2 Aggregate Contributions to (during year)
3 Aggregate Grants from (during year)
4 Aggregate value at end of year
5 Did the organization inform all donors and donor advisors 1n writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legal control? [ Yes [ No
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 for the benefit of the donor or donor advisor or other
impermissible private benefit? [ Yes [ No
m Conservation Easements. Complete If the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply)
[T Preservation of land for public use (e g, recreation or pleasure) [T Preservation ofan historically importantly land area
[T Protection of natural habitat [T Preservation of certified historic structure
[ Preservation of open space
2 Complete lines 2a-2d If the organization held a qualified conservation contribution in the form of a conservation easement
on the last day of the tax year
-Held at the End of the Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
Number of conservation easements on a certified historic structure included in (a) 2c
d Number of conservation easements included in (c¢) acquired after 8/17/06 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during

the taxable year &

4 Number of states where property subject to conservation easement is located &

Does the organization have a written policy regarding the periodic monitoring, inspection, violations, and
enforcement of the conservation easements 1t holds? [~ Yes

6 Staff or volunteer hours devoted to monitoring, inspecting and enforcing easements during the year b

7 Amount of expenses Incurred in monitoring, inspecting, and enforcing easements during the year &= $

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section
170(h)(4)(B)(1) and 170(h)(4)(B)(11)? [~ Yes
9 In Part XIV, describe how the organization reports conservation easements In its revenue and expense statement, and

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

|_No

|_No

m 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 of public service,
provide, In Part XIV, the text of the footnote to its financial statements that describes these items

b Ifthe organization elected, as permitted under SFAS 116, to report in 1ts revenue statement and balance sheet works of art,
historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service,
provide the following amounts relating to these items

(i) Revenues included in Form 990, Part VIII, line 1 3
(ii) Assets included in Form 990, Part X 3
2 If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 relating to these items
@ Revenues included in Form 990, Part VIII, line 1 3
b Assets included in Form 990, Part X 3

For Paperwork Reduction Act Notice, see the Intructions for Form 990 Cat No 52283D Schedule D (Form 990) 2008
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Manizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3

b

[

a

5

Using the organization’s accession and other records, check any of the following that are a significant use of its collection
items (check all that apply)
[~ Public exhibition d [T Loan orexchange programs

|_ Scholarly research e |_ O ther

I_ Preservation for future generations

Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in
Part XIV

During the year, did the organization solicit or receive donations of art, historical treasures or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection? [~ Yes [ No

m Trust, Escrow and Custodial Arrangements. Complete If the organmization answered "Yes" to Form 990,

PartI¥ line 9 or rg orted an amount on Form 990 Part X, line 21,

1la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? |_Yes |_No
b If"Yes," explain why in Part XIV and complete the following table
A mount
€ Beginning balance 1c
d Additions during the year id
€ Distributions during the year le
f  Ending balance if
2a Did the organization include an amount on Form 990, Part X, line 217 [~ Yes [ No
b If“Yes,” explainthe arrangement in Part XIV
m Endowment Funds. Complete If the organization answered "Yes" to Form 990, Part IV, line 10.
(a)Current Year | (b)Prior Year | (c)Two Years Back |(d)Three Years Back| (e)Four Years Back
1la Beginning of year balance
b Contributions
¢ Investment earnings or losses
Grants or scholarships
e Other expenditures for facilities
and programs
f Administrative expenses
g End ofyearbalance
2 Provide the estimated percentage of the year end balance held as
a Board designated or quasi-endowment M
b Permanent endowment M
€ Term endowment I
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by Yes | No
(i) unrelated organizations . . . . . . . & & 4 4 aaaw e e e e e e e | 3a(i)
(ii) related organizations 3a(ii)
b If"Yes" to 3a(u), are the related organizations listed as required on ScheduleR? . . . . . . . . . 3b
4 Describe in Part XIV the intended uses of the organization's endowment funds
m Investments—Land, Buildings, and Equipment. See Form 990, Part X, line 10.
Description of investment bgaszsc(?sbgsrtcriﬁﬁtr) (bg;:scisst(gtrhc:rt;er (c) Depreciation | (d) Book value
1a Land & .+ . v h e e e e e e 799,341 799,341
b Bulldings . .« + + & o« w e e e e e 68,565,478 53,879,715 14,685,763
c Leasehold improvements
d Equipment . +  + & v e e e e e e e 17,032,726 11,992,855 5,039,871
e Other . . & v v v v e e e e e 4,049,579 99,989 3,949,590
Total. Add lines 1a-1e (Column (d) should equal Form 990, Part X, column (B), ine 10(c).) . . .+ .« .+« .« . . W& 24,474,565

Schedule D (Form 990) 2008
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[EYix%:] Investments—Other Securities. See Form 990, Part X, line 12.

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

(b)Book value

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

Financial derivatives and other financial products

Closely-held equity interests

Other

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

|EI“H! Investments—Program Related. Se

e Form 990, Part X, line

13.

(a) Description of Investment type

(b) Book value

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

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

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

(a) Description

(b) Book value

OTHER LONG TERM ASSETS

33,251

PREPAID PENSION EXPENSE

169,995

Total. (Column (b) should equal Form 990, Part X, col.(B) line 15.)

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

(a) Description of Liability (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) Ine 25 ) m 34,474,511

In Part XIV, provide the text of the footnote to the organization's financial statements that reports the organization's hability for

uncertain tax positions under FIN 48

Schedule D (Form 990) 2008
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Page 4

Total revenue (Form 990, Part VIII, column (A), line 12)
Total expenses (Form 990, Part IX, column (A), line 25)

Excess or (deficit) for the year Subtract line 2 from line 1
Net unrealized gains (losses) on investments

Donated services and use of facilities

nvestment expenses

Prior period adjustments
Other (Describe in Part XIV)
Total adjustments (net) Add lines 4 - 8

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

VWi |N|do|nn |h |WIN|=

10

miﬂl Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

Total revenue, gains, and other support per audited financial statements 1
2 Amounts Iincluded on line 1 but not on Form 990, Part VIII, ine 12
a Net unrealized gains on Investments 2a
b Donated services and use of facilities 2b
c Recoveries of prior year grants 2c
d Other (Describe in Part XIV) 2d
e Add lines 2athrough 2d 2e
3 Subtract line 2e from line 1 3
Amounts Iincluded on Form 990, Part VIII, line 12, but noton line 1
Investment expenses not included on Form 990, Part VIII, line 7b da
Other (Describe in Part XIV) 4b
c Add lines 4a and 4b 4c
5 Total Revenue Add lines 3 and 4c. (This should equal Form 990, Part I, line 12 ) 5

miﬂﬂ Reconciliation of Expenses per Audited Financial Statements With Expenses per Return

Qa n T o

Total expenses and losses per audited financial statements
Amounts Iincluded on line 1 but not on Form 990, PartIX, line 25
Donated services and use of facilities

Prior year adjustments

Losses reported on Form 990, Part IX, line 25

Other (Describe in Part XIV)

Add lines 2athrough 2d

Subtract line 2e from line 1

Amounts Iincluded on Form 990, Part IX, line 25, but not on line 1:
Investment expenses not included on Form 990, Part VIII, line 7b
Other (Describe in Part XIV)

Add lines 4a and 4b

Total expenses Add lines 3 and 4c¢. (This should equal Form 990, Part I,

1
2a
2b
2c
2d
2e
3
da
4b
4c
line 18 ) 5

m Supplemental Information

Complete this part to provide the descriptions required for Part II, lines 3,5, and 9, Part I1I,

Part VvV, lines 2d and 4b

line 4, Part X, Part XI, line 8, Part XII, lines 2d and 4b, and Part XIII,

lines 1a and 4, Part XIV, lines 1b and 2b,

Identifier Return Reference

Explanation

FORM 990, PART X

The consolidated audited financial statements did not include a
FIN 48 footnote disclosure as the hability was determined not
material for reporting purposes

Schedule D (Form 990) 2008
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OMB No 1545-0047

SCHEDULE H Hospitals
(Form 990)

k- Attach to Form 990. To be completed by organizations t hat

Department of the Treasury answer "Yes" to Form 990, Part IV, line 20. Open to Public
Internal Revenue Service Inspection

Name 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 1a
b If"Yes," 1s it a written policy? 1b
2 Ifthe organization has multiple hospitals, indicate which of the following best describes application of the 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 of the
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 of the following 1s the family income limit for eligibility for free care 3a
I_ 100% I_ 150% I_ 200% I_ Other %
b Does the organization use FPG to determine eligibility for providing discounted care to low income individuals? If
"Yes," indicate which of the following I1s the family income limit for eligibility for discounted care 3b
|_200% |_250% I_ 300% I_ 350% |_400% I_Other %
c Ifthe organization does not use FPG to determine eligibility, describe in Part VI the income based criteria for
determining eligibility for free or discounted care Include in the description whether the organization uses an asset
test or other threshold, regardless of Income, to determine eligibility for free or discounted care
4 Does the organization's policy provide free or discounted care to the "medically indigent"? 4
5a Does the organization budget amounts for free 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 of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligibile for free or discounted care? 5c
6a Does the organization prepare an annual community benefit report? 6a
6b If"Yes," does the organization make i1t available to the public? 6b
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
Charity Care and activities or served (c) Total community (d) Direct offsetting (e) Net community benefit| (f) Percent of
Means-Tested Programs programs (optional) benefit expense revenue expense total expense
(optional) P

a Chanty care at cost (from
worksheets 1 and 2)

b Unreimbursed Medicaid (from
worksheet 3, column a)

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

d Total Charnty 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)

=

Research (from worksheet 7)

Cash and In-kind contributions
to community groups
(from worksheet 8)

j Total Other Benefits

k Total (line 7d and 73)

For Paperwork Reduction Act Notice, see the instructions for Form 990. Cat No 50192T Schedule H (Form 990) 2008
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Im Community Building Activities (Complete this table If the organization conducted any community building
activities) (Optional for 2008)

(@) Number of (b) Persons
activities or served (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
programs (optional) building expense revenue building expense total expense
(optional) P
1 physical mprovements and housing
2 Economic development
3 Community support
4 Environmental Improvements
5 Leadership development and training
for community members
Coalition building
Community health improvement
advocacy
8 Workforce development
9 Other
10 Total
m Bad Debt, Medicare, & Collection Practices (Optional for 2008)
Section A. Bad Debt Expense Yes | No
1 Does the organization report bad debt expense Iin accordance with Heathcare Financial Management Assoclation
Statement No 157 1
2 Enter the amount of the organization's bad debt expense (at cost) 2
3 Enter the estimated amount of the organization's bad debt expense (at cost)
attributable to patients eligible under the organization's charity care policy 3
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt expense
In addition, describe the costing methodology used in determining the amounts reported on lines 2 and 3, or rationale
for including other bad debt amounts In community benefit
Section B. Medicare
5 Enter total revenue received from Mecicare (including DSH and IME) . . . . . 5
6 Enter Medicare allowable costs of care relating to payments online5 . . . . .| 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 of the
following methods was used
I_ Cost accounting system I_ Cost to charge ratio I_ Other
Section C. Collection Practices
9a Does the organization have a written debt collection policy? 9a
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 or financial assistance? Describe in Part VI 9b
Management Companies and Joint Ventures (Optional for 2008)
(d) Officers,
directors
(b) Description of primary (c) Organization's trustees, clar key (e) Physicians
(a) Name of entity profit % or stock | employees' profit | profit % or stock
activity of entity
ownership % % ownership %
or stock
ownership%
1
2
3
a4
5
6
7
8
9
10
11
12
13
14

Schedule H (Form 990) 2008
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XX racility Information (Required for 2008)

Name and address Other

(Describe)

[EpdEaL pasuEa]
Eudsoy % uJp|yo
fEpdsoy Gunjama |
Ay ) Jamesay
84Ny +F—4H3
4241043

L2115 g EIpawl Elauen)
pdsoy 823038 BN

Community Hospital of San Bernardino
1805 Medical Center Dr X
San Barnardino, CA 92411

Comm Hosp of San Bernardino DP SNF
1805 Medical Center Dr Skilled Nursing
San Bernardino, CA 92411
Community Convalescent Center
1676 Medical Center Dr Skilled Nursing
San Bernardino, CA 92411

>
>

Schedule H (Form 990) 2008
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m Supplemental Information (Optional for 2008)

Complete this part to provide the following information
1 Provide the description required for PartI, line 3c, PartI, line 7, PartIII, ine 4, PartIII, ine 8, and Part III, line 9b

2 Needs Assessment. Describe how the organization assesses the health care needs of the communities 1t 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 1t serves

5 Community Building Activities. Describe how the organization's community building activities, as reported in Part II, promote the health
of the 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 of the community (e g, open medical staff, community board, use of surplus funds, etc )

7 Ifthe organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates In
promoting the health of the 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
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Schedule I OMB No 1545-0047
(Form 990) Grants and Other Assistance to Organizations, 2 0 0 8
Governments and Individuals in the U.S.

Department of the Treasury . i " " . Open to Public
Intemnal Revenue Service Complete if the organization answered "Yes,” on Form 990, Part IV, lines 21 or 22. Attach to Form 990.

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

95-1643373
m General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and
the selection criteria used to award the grants orassistance? . . . . .+ « « v + + & 4 4 h e e w e e e w o aaa e e e e e e e e a s ¥ Yes [ No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States

Im Grants and Other Assistance to Governments and Organizations in the United States. Complete If the organization answered "Yes" on
Form 990, Part IV, hine 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 Is

needed. . . .+ & & & v 4w e h e e e e e e e e e e e e e
1(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash (e) Amount of non- |(f) Method of valuation (g) Description of (h) Purpose of grant
organization iIf applicable grant cash (book, FMV, appraisal,| non-cash assistance or assistance
or government assistance other)
Catholic Charities1450 95-3516461 501 (c ) (3) 10,000 0 [N/A N/A Service for Poor
North D St

San Bernardino,CA 92405

2 Enter total number of section 501(c)(3) and government 1
organizations .+« o+ 4 4 e e e e e e e e e e e e e e e e e e e e
3 Enter total number of other organizations . . . . . .« . . 4 4 4w wa e e e e e e e e e e e e . 0

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50055P Schedule I (Form 990) 2008
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m Grants and Other Assistance to Individuals in the United States. Complete If the organization answered "Yes" on Form 990, Part IV, lne 22.
Use Schedule I-1 (Form 990) iIf additional space 1s needed.

(a)Type of grant or assistance

(b)Number of
reciplents

(c)A mount of
cash grant

(d)A mount of
non-cash assistance

(e) Method of valuation
(book, FMV, appraisal,
other)

(f)Description of non-cash assistance

BEEETEYA Supplemental Information. Complete this part to provide the information required in Part I, ine 2, and any other additional information.

See Additional Data Table

Identifier Return Reference

Explanation

Part I, Line 2

The hospitalis 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
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Schedule J Compensation Information

(Form 990)

For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees

Department of the Treasury Ik Attach to Form 990. To be completed by organizations
Internal Revenue Service that answered "Yes" to Form 990, Part 1V, line 23.

OMB No 1545-0047

2008

Open to Public
Inspection

Name of the organization
Community Hospital of San Bernardino

95-1643373

Employer identification number

m Questions Regarding Compensation

l1a

Check the appropiate box(es) iIf the organization provided any of the following to or for a person listed in Form

990, Part VII, Section A, line 1a Complete PartIII to provide any relevant information regarding these items
[T Firstclass or charter travel Housing allowance or residence for personal use
[T Travel for companions Payments for business use of personal residence

[T Tax idemnification and gross-up payments Health or social club dues or Initiation fees

171717

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

If ine 1a 1s checked, did the organization follow a written policy regarding payment or reimbursement or
provision of all the expenses described above? If "No," complete Part III to explain

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 1a?

Indicate which, If any, of the following the organization uses to establish the compensation of the

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
[T Form 990 of other organizations [T Approval by the board or compensation committee

During the year, did any person listed in Form 990, Part VII, Section A, line 1a
Recelve a severance payment or change of control payment?
Participate in, or recelve payment from, a supplemental nonqualified retirement plan?

Participate in, or recelve payment from, an equity-based compensation arrangement?
If"Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part II1

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

For persons listed in form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of

The organization?

Any related organization?

If"Yes," to line 5a or 5b, describe in Part III

For persons listed in form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of

The organization?

Any related organization?

If"Yes," to line 6a or 6b, describe in Part III

For persons listed in form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described inlines 5 and 6? If "Yes," describe In Part III

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," describe
in Part IT1

Yes | No
1ib
2
da | Yes
4b | Yes
4c No
5a No
5b No
6a No
6b No
7 No
8 No

For Privacy Act and Paperwork Reduction Act Notice, see the separate instructions. Cat No 50053T Schedule J (Form 990) 2008
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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 (1) and from related organizations described In the

instructions on row (1) Do not list any individuals that are not listed on Form 990, Part VII

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

(A) Name (B) Breakdown of W-2 and/or 1099-MISC compensation (C) Deferred (D) Nontaxable (E) Total of columns (F) Compensation
(i) Base (ii) Bonus & (iii) Other compensation benefits (B)(1)-(D) rgggrﬁng]rrzng;oF?E"zn
compensation Incentive compensation
compensation
Jeff Winter M 0 0 0 0 0 0 0
(m) 552,875 372,448 14,574 56,909 28,171 1,024,977 648,886
Diane Nitta (M 227,877 142,974 6,361 26,851 3,267 407,330 192,879
(m) 0 0 0 0 0 0 0
Edward Sorenson (M 228,424 69,126 15,437 17,152 11,578 341,717 178,412
(m) 0 0 0 0 0 0 0
Kimiko Ford (M 172,099 48,383 2,067 17,027 2,634 242,210 129,730
(m) 0 0 0 0 0 0 0
HAROLD NEWTON (M 169,817 34,903 1,563 17,160 13,132 236,575 114,898
(m) 0 0 0 0 0 0 0
LAWRENCE LAWLER (M 160,621 31,588 6,585 16,254 13,421 228,469 107,452
(m) 0 0 0 0 0 0 0
DAVID J EVANS (M 154,549 32,091 8,138 17,753 13,785 226,316 104,848
(m) 0 0 0 0 0 0 0
PHILLIP W LIANG (M 146,811 30,386 7,699 13,378 13,751 212,025 99,513
(m) 0 0 0 0 0 0 0
Tar Boulware (M 58,797 0 44,270 3,375 3,961 110,403 110,402
(m) 0 0 0 0 0 0 0
MARC MARCHETTI (M 168,276 41,139 3,777 16,249 13,682 243,123 120,394
(m) 0 0 0 0 0 0 0
(i)
(i)
(i)
(i)
(i)
(i)

Schedule J (Form 990) 2008
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m 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

Return
Reference

Explanation

Schl-1

Paul Rydan's compensation is for Chief of Staff Services provided to the organization

Schedule J, Part I,
Line 3

Although the organization employs personnel, the Organization relied on a related organization, Catholic Healthcare West, that used one or more of the
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 1ts 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 of a 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, iIf any, between the benefit provided under the CHW Excess Benefit Plan and the benefit
provided under the qualified benefit plan that substantially replaced the Excess Plan No benefit will vest under the 457 (f) plan before the later of the
attainment of age 62 while employed or the completion of 15 years of service 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 under this plan was frozen as of January 1, 2008 Certain listed persons participate in the
CHW Key Employee Share O ption 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 of CHW, in a form that would provide
incentives and rewards for meritorious performance and encourage the recipients' continuance as employees of CHW Grants of options could be made to any
employee who was eligible for the Company's Key Employee Retention Program

PART II -
SUPPLEMENTAL
DISCLOSURES

The organization's executive compensation philosophy 1s designed to assist the organization in attracting and retaining the caliber of executives required to
enable the organization to fulfill its mission of providing high quality healthcare for all persons regardless of their ability to pay for services, improving the
quality of life in the communities the organization serves, promoting employee satisfaction, and ensuring financial stability A substantial portion of executive
compensation is performance based and i1s linked to organizational goals approved in advance by the Compensation and Benefits Committee These goals
include attainment of annual and long-term financial performance, certain healthcare quality standards and the organization's commitment to serving the
poor and disenfranchised in the communities i1t serves Column (F) Compensation Reported in Prior Form 990 - Due to the requirements pursuant to the
revised Form 990, compensation and benefits information I1s 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 ] (Form 990) 2008
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95-1643373
Community Hospital of San Bernardino

Return to Form

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

(A) Name (B) Breakdown of W-2 and/or 1099-MISC compensation (C) Deferred (D) Nontaxable (E) Total of columns (F) C;)mpensatllon

. _ reported In prior Form

(i) Base (ii) Bonus & (iiii) Other compensation benefits (B)(1)-(D) 990 or Form 990-E7

Compensation Incentive compensation
compensation

Jeff Winter Q) 0 0 0 0 0 0 0
(m) 552,875 372,448 14,574 56,909 28,171 1,024,977 648,886
Diane Nitta (M 227,877 142,974 6,361 26,851 3,267 407,330 192,879
(m) 0 0 0 0 0 0 0
Edward Sorenson (M 228,424 69,126 15,437 17,152 11,578 341,717 178,412
(m) 0 0 0 0 0 0 0
Kimiko Ford (M 172,099 48,383 2,067 17,027 2,634 242,210 129,730
(m) 0 0 0 0 0 0 0
HAROLD NEWTON (M 169,817 34,903 1,563 17,160 13,132 236,575 114,898
(m) 0 0 0 0 0 0 0
LAWRENCE LAWLER (M 160,621 31,588 6,585 16,254 13,421 228,469 107,452
(m) 0 0 0 0 0 0 0
DAVID J EVANS (M 154,549 32,091 8,138 17,753 13,785 226,316 104,848
(m) 0 0 0 0 0 0 0
PHILLIP W LIANG (M 146,811 30,386 7,699 13,378 13,751 212,025 99,513
(m) 0 0 0 0 0 0 0
Tar Boulware (M 58,797 0 44,270 3,375 3,961 110,403 110,402
(m) 0 0 0 0 0 0 0
MARC MARCHETTI (M 168,276 41,139 3,777 16,249 13,682 243,123 120,394
(m) 0 0 0 0 0 0 0
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Schedule L Transactions with Interested Persons

(Form 990 or 990-EZ)
k- Attach to Form 990 or Form 990-EZ. 20 0 8

= To be completed by organizations that answered

Department of the Treasury "Yes" on Form 990, Part 1V, lines 25a, 25b, 26, 27, 28a, 28b, or 28c, Open to Public
Internal Revenue Service or Form 990-EZ, Part V lines 38b or 40b. Inspection

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

OMB No 1545-0047

95-1643373
m Excess Benefit Transactions (section 501(c)(3) and section 501 (c)(4) organizations only).
To be completed by organizations that answered "Yes" on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b

(c) Corrected?
Yes No

1 (a) Name of disqualified person (b) Description of transaction

2 Enter the amount of tax imposed on the organization managers or disqualified persons during the year under
section 4958 . . . . i ke e e e e e e e e e e e e e e e s

3 Enter the amount of tax, ifany, on line 2, above, reimbursed by the organization. . . . . . . 3

m Loans to and/or From Interested Persons
To be completed by organizations that answered "Yes" on Form 990, Part IV, line 26, or Form 990-EZ, Part V, line 38a

(b) Loan to or (e) In Appfrfo)ved (g)Written
from the
(a) Name of Interested person and orgamation? (c)Original p;lnmpal (d)Balance due| default? |by board or |agreement?
purpose amoun committee?
To | From Yes | No | Yes | No Yes | No
Total .. .e . 3

m Grants or Assistance Benefitting Interested Persons
To be completed by organizations that answered "Yes" on Form 990, Part IV, ine 27.

(b)Relationship between interested person
and the organization

(a) Name of Interested person (c)Amount of grant or type of assistance

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

(b) Relationship (e) Sharing of
between interested (c) Amount of organization's
(a) Name of interested person person and the transaction (d) Description of transaction revenues?
organization Yes No
Alvaro Bolivar Family Mem of E 195,000 |Brother in law physician recru No
Bolivar

For Paperwork Reduction Act Notice, see the Intructions for Form 990 Cat No 50056A Schedule L (Form 990 or 990-EZ) 2008
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(SFS,,:I EQIOD)ULE ° Supplemental Information to Form 990 2 0 0 8

k- Attach to Form 990. To be completed by organizations to provide additional information for

Department of the Treasury o . . . B N "
responses to specific questions for the Form 990 or to provide any additional information. Open to Public
Internal Revenue Service I -
nspection
Name of the organization Employer identification number

Community Hospital of San Bernardino

95-1643373

Identifier Return Explanation
Reference

FORM 990, PART VI, SECTION A, LINE 6 The sole corporate member 1s Catholic Healthcare West, a 501(c)(3)
exempt organization FORM 990, PART VI, SECTION A, LINE 7a CHW, as the sole corporate member, ratifies the
selection of members and the CHW 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 Bylaw s, Dissolution of the
corporation, acquire another corporation, or create a subsidiary, Merging or consolidating w th another
corporation, Participation as a general or limted 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 V|,
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 fiing 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
Drrectors Subsequent to its review, the Finance and Investment Committee reported back to the Board
regarding its review and provided a draft to the Board of Directors, again excluding compensation for certain
directors FORM 990, PART VI, SECTION B, LINE 12C The Organization has adopted CHW's Conflicts of Interest
Policy The Organization's Board 1s 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, amed 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
PART VI- potential conflicts at the time such conflicts arise When someone becomes a covered person and annually
GOV ERNANCE, thereafter, each covered person is required to sign a statement affirming that he/she (1) has received a copy
MANA GEMENT, of the Conflicts of Interest Policy, (2) has read the Policy and understands said Policy, and (3) agrees to comply
DISCLOSURE w ith all requirements of the Policy, including completing the conflicts of interest questionnaire The completed
questionnaires are review ed by CHW's 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
imted 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 1s 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, PART VI, 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) CHW's 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 comparabillity data for similar jobs in peer companies (both taxable and tax-exempt) I1s
obtained fromindependent third-party survey sources FORM 990, PART VI, 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 w as based on the qualfication and experience of the candidates Compensation 1s also review ed
annually as part of the merit increase process FORM 990, PART VI, SECTION B, LINE 19 Federal tax law s do
not mandate that the organization's governing documents, conflict of interest policy and financial statements be
made avallable for public Inspection The organization makes tts financial statements available on tts w ebsite
and upon request




Identifier
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Reference Explanation

PART IV & PART XI - FINANCIAL

FORM 990, PART XI, LINE 2 The organization's financial statements w ere audited on a
consolidated basis and included in Catholic Healthcare West and Subordinate

STATEMENTS/REFORTING Corporations' audited annual financial statements prepared in accordance w ith GAAP
Identifier Return Explanation
Reference

Supplement
Part Il -
Community
Benefit
Report

SECTION 1 - QUALITATIVE 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 qualtty 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 w e deliver compassionate, high qualty 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 1s a description of the activities that the
hospital has undertaken in order to address identified community needs w ithin its mission and financial capacity,
and the process by w hich the hospital developed the plan in consultation w ith the community California hosptals
are mandated by CA State Senate BIll 697, and all CHW 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 tow ard established outcomes Major Community Beneft 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 - Dally
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 bullding space to house outreach and charity operations for Catholic Chartties, Focus
92411 Community Homew ork 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 holday events - Collaboration w ith Catholic Charities in support of
Focus 92411 Homew ork 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, determned 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 CHW's community benefit efforts have a primary focus on the areas w ith disproportionate
unmet health-related needs Primary Service Area CNIScore 92411 50 92376 4 8 92410 50 923354 8 9240450
92407 4 6 92405 50 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 avallable 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 1s a barrier to care - Hours of service
are imted and make access difficult for those w ho w ork - Not being informed of available resources - Bureaucratic
delays in processing requests for services, long w aits for care Major strategies to address identified needs and
problems Community Hospital of San Bernardino's Community Benefit programs are etther 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 th disproportionate unmet health needs, -
Integrated into the facilty'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 Hospttal of San Bernardino, strong consideration w as focused upon specific resources,
iIncluding OSHPD's definition of community as the service area, as w ell 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 readlly serve - those In the hospital's immediate vicintty - 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 w ithin 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 Hospital's relationships w ith community organizations to improve community health, improve access to
health care, or In other ways beneft 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 follow ing hospttals and agencies - Community Hospttal 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 Hospttal - Arrow head Unted Way - Inland Empire United Way
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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 SUMMARY OF PATIENT FINANCIAL ASSISTANCE POLICY Policy Overview Catholic Healthcare
West (CHW) 1s 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 otherw ise unable to pay for medically
necessary care based on their individual financial situations Consistent w ith its mission to deliver compassionate,
high qualtty, 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 I1s not considered to be a substitute for personal responsibilty, and
patients are expected to cooperate w ith CHW's procedures for obtaining financial assistance, and to contribute to
the cost of their care based on individual abilty to pay Individuals w ith financial capactity 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,
iIneligible 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 iIimmigration
status, sexual orientation or religious affilation Determination of Financial Need - Financial need w Il be determined
through an individual assessment that may include - an application process in w hich the patient or the patient's
guarantor I1s required to cooperate and supply all documentation necessary to make the determnation 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 facilty 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 - ltis 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 known - CHW's values of human dignity and
stew ardship 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 CHW facilty shall notify the
patient or applicant in w riting w ithin 30 days of receipt of a completed application Patient Financial Assistance
Guidelines Services eligible under the policy w ill be made avallable 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 I1s at or below 200% of the FPL are eligible to receive free care, -
Patients w hose income I1s above 200% but not more than 350% of the FPL are eligible to receive services at the
average rates of payment the CHW facility w ould receive from Medicare, Medicaid (Medi-Cal), Healthy Families, or
any other government-sponsored health program in w hich the hospital participates, w hichever 1s greater in amount
for the same services, - Patients whose income I1s above 350% but not more than 500% of the FPL are eligible to
receive services at 135% of the average rates the CHW facilty w ould 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 therr specific circumstances, such as catastrophic illness or
medical indigence, at the discretion of the CHW facilty CHW's 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 CHW faclility 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 facilty 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 w ithin the Social Accountability Budget of the CHW facility CHW facilities will
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 - CHW system management shall develop policies and procedures for
iInternal and external collection practices by CHW facilties that take into account the extent to w hich the patient
qualfies for financial assistance, a patient's good faith effort to apply for a governmental programor for financial
assistance from CHW, and a patient's good fath effort to comply w ith his or her payment agreements w ith the CHW
facilty - For patients w ho qualify for financial assistance and w ho are cooperating in good fatth to resolve therr
hospital bills, CHW facilities may offer interest-free extended payment plans to eligible patients w ill not impose w age
garnishments or liens on primary residences and w ill not send unpaid bills to outside collection agencies Regulatory
Requirements In implementing this policy, CHW management and CHW facilities shall comply w ith all federal, state
and local law s, rules and regulations that may apply to activities conducted pursuant to this policy
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2 Organizational Description for Tax Exemption The hospttal - operates an emergency roomthat s open to all
persons regardless of abilty to pay, - has an open medical staff w ith 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, CHAMPUS, Tricare and/or other government-
sponsored health care programs 3 Description of Community Benefit Programs - Health Information and Education
Center HIEC w as 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
assoclated 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 hospttal admissions -
Diabetes Education Aw areness 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 programdelivery option 1s w ell publicized and I1s an option that addresses a need for providing
information and services to local community partner organizations in therr facilites A major component

aw areness/prevention is a focus on exercise and diet, as each impacts proper w eight 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 /v ww chsb org/About_Us/Business_Office/CSA_M063819 Community benefit report

http /v ww chw health org/stellent/groups/public/@xinternet_con_csa/documen ts/w ebcontent/csa_m060207 pdf
SECTION 2 - QUANTIFIABLE 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 identifled 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 w ould likely be discontinued, or w ould need to be provided by another not-for-profit or
government provider, If the decision w as made on a purely financial basis, (d) respond to public health needs,
and/or (e) iInvolve 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 w elfare of the overall community
Tradttional Charity Care is free or discounted health services provided to persons w ho cannot afford to pay and

w ho meet CHW's 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 follow ing 1s 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 Communty 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 0 1% 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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Name of the organization Employer identification number
Community Hospital of San Bernardino

95-1643373
IEEYEEE 1dentification of Disregarded Entities
(A) (B) (<) (D) (E) (F)
Name, address, and EIN of disregarded entity Primary activity Legal domiclle (state Total Income End-of-year assets Direct controlling
or foreign country) entity
IEEYTEil 1dentification of Related Tax-Exempt Organizations
(A) (B) (<) (D) (E) (F)
Name, address, and EIN of related organization Primary activity Legal domiclle (state Exempt Code section Public chanty 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 Healthcare West
185 Berry Street Hospital CA 501(c)(3) 3 NA
San Francisco, CA94107
94-1196203
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IEXYTE5iid Identification of Related Organizations Taxable as a Partnership

© (E) @ o) ) )
(A) (B) Legal (D) (F) e Isproprtionate - eneral or
Name, address, and EIN of Primary activity domicile Direct controlling Predom|r|1antd Share of total iIncome Share of end-of allocations? Code V—UBL amount managing
related organization (state or entity Income(related, year assets on partner?
Investment, Box 20 of K-1
foreign
unrelated)
country)
Yes No Yes | No
IEEYTEA 1dentification of Related Organizations Taxable as a Corporation or Trust
F
(A) (B) ©) (D) (E) chare ) (@) (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 ownership
foreign or trust) assets
country)

Schedule R (Form 990) 2008



Schedule R (Form 990) 2008 Page 3

XS Transactions with Related Organizations

Note. Complete line 1 If any entity 1s listed in Parts II, III orlIV Yes | No
1 During the tax year, did the orgranization engage 1n any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest (ii) annuities (iii) royalties (iv) rent from a controlled entity la No
b Gift, grant, or capital contribution to other organization(s) ib No
c Gift, grant, or capital contribution from other organization(s) 1c | Yes
d Loans orloan guarantees to or for other organization(s) id No
e Loans orloan guarantees by other organization(s) le | Yes
f Sale ofassets to other organization(s) 1f No
g Purchase of assets from other organization(s) 1g No
h Exchange of assets 1ih No
i Lease offacilities, equipment, or other assets to other organization(s) 1i No
j Lease offacilities, equipment, or other assets from other organization(s) 1j No
k Performance of services or membership or fundraising solicitations for other organization(s) 1k No
I Performance of services or membership or fundraising solicitations by other organization(s) 11 No
m Sharing of facilities, equipment, mailing lists, or other assets im No
n Sharing of paid employees in No
o Reimbursement paid to other organization for expenses 1o No
Reimbursement paid by other organization for expenses 1p | Yes
q Othertransfer of cash or property to other organization(s) 1q No
r Othertransfer of cash or property from other organization(s) ir No

2 Ifthe answer to any of the above I1s "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds

B)
(A) ( (©)

Name of other organization(s) Transaction Amount Involved

type(a-r)

(1) Community Hosp of San Bernardino Foundation c 340,000
(2)
3)
(4)
(5)
(6)

Schedule R (Form 990) 2008



Schedule R (Form 990) 2008 Page 4
IEXYE278 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 of its activities (measured by total assets
or gross revenue) that was not a related organization See Iinstructions regarding exclusion for certain investment partnerships
D
(© A (E) (F) (@) (H)
(A) (B) Legal domicile partners Share of Disproprtionate Code V—UBI General or
Name, address, and EIN of entity Primary activity (state or foreign section end-of-year allocations? amount on Box managing
country) 501(c)(3) assets 20 of K-1 partner?
organizations?
Yes No Yes No Yes No

Schedule R (Form 990) 2008



Additional Data

Software ID:

Software Version:

EIN: 95-1643373
Name: Community Hospital of San Bernardino
Form 990, Part VII - Section Aaa
Q)
Position (check all
that apply)
T T (D) (E) Estl(rlr:lted
(B) F— = == Reportable
=] = g= Reportable amount of other
Average =3 @ = T compensation
(A) 23 =) o (2 compensation compensation
Name and Title hours 5= =3 o from the from related from the
er kE = _Q T jloo|o organizations
p = O =) = al= g
week g = = s |3 ERE] organization (W- (W- 2/1099- organization and
=25 | 9| | 2/1099MIsC) MISC) related
el ‘:_'=' e o organizations
[1E] o
s B
¢ z
Dr Albert Karnig , Director 10 X 0 0 0
Dr Betty Daniels , Director 10 X 0 0 0
Dr Bharti Jain, Director 10 X 0 0 0
Dr Eunice Bolivar, Director 10 X 0 0 0
Frank Lyman, Secretary 10 X X 0 0 0
John Nolan Esq, Chair 10 X X 0 0 0
Dr Kumarvelu Bala , Director 10 X 0 0 0
Manuel Acosta , Director (Thru 10 X 0 0 0
4/23/09)
Margaret Hill , Director 10 X 0 0 0
Marvin Reiter CPA , Director 10 X 0 0 0
Dr Paul Ryan, Director 10 X 12,000 0 0
DrVellore Muraligopal , Director 10 X 0 0 0
Jeff Winter , President, Group O perations 10 X 0 939,897 85,080
2:\72;& Nitta , Service Area Leader (VP & 400 X 377,212 0 30,118
Edward Sorenson , Hospital VP & CFO 40 0 X 312,987 28,730
Kimiko Ford , VP MISSION SERVICES 40 0 X 222,549 19,661
HAROLD NEWTON , Sr Director of 400 X 206,283 0 30,292
Ancillary Servi
LAWRENCE LAWLER , Sr Director of 400 X 198,794 0 29,675
Neuro/Behavior
DAVID J EVANS , Controller 40 0 X 194,778 0 31,538
PHILLIP WLIANG, Sr Director 400 X 184,896 0 27,129
Ancillary Svs (res
MARC MARCHETTI , VP BUSINESS 40 0 X 213,192 0 29,931
DEVELOPMENT
Tari Boulware , Former Key Employee 400 X 103,067 0 7,336
(Thru 5/08)




Fom 3 868 Application for Extension of Time To File an

(Rev Apri 2009) Exempt Organization Return OMB No. 1545-1709
Depart f th .

Infe";a:":g\fe%ueeslﬁiac?w P File a separate application for each return.

s if you are filing for an Automatic 3-Month Extension, complete only Part1and check thisbox . . . ... ....... » |X_|

» [fyou are fiiing for an Additional {Not Automatic) 3-Month Extension, complete only Part I (on page 2 of this form).
Do not complete Part Il unfess you have already been granted an automatic 3-month extension on a previously filed Form 8868,

mutomatic 3-Month Extension of Time. Only submit original (no copies needed).
A corporation required to file Form 990-T and requesting an automatic 6-month extension - check this box and complete

T I 2 » [

All other corporations {including 1120-C filers}, partnerships, REMICs, and trusts must use Form 7004 fo request an extension of
time to file income tax retumns.

Electronic Filing {e-fife). Generally, you can electronically file Form 8868 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 addrional {not automatic) 3-month extension or (2) you file Forms 990-BL, 6069, or 8870, group
returns, or a composite or consolidated From 820-T Instead, you must submit the fully completed and signed page 2 (Part 1l) of Form
8868 For more details on the electronic filing of this form, visgt www.irs.gov/efile and click on e-file for Chartfies & Nonprofits.

Type or Name of Exempt Organization Employer identification number
print COMMUNITY HOSPITAL OF SAN BERNARDINO 95-1643373
File by the Number, streef, and room or suite no. If a P.O box, see instruclions.
gll:r?gd;t)irfﬂf 1805 MEDICAL CENTER DRIVE
retun See City, town or post office, state, and ZIP ¢ode. For a foreign address, see instructions.
mstructions SAN BERNARDINO, CA 92411
Check type of return to be filed (file a separate application for each return).
Form 980 Form 990-T (corporation) Form 4720
Form 990-BL Form 980-T (sec. 401(a) or 408(a) trust) Form 5227
Form 980-EZ Form 980-T (trust other than above} Form 6069
Form 990-PF Form 1041-A Form 8870

e The books are in the care of » COMM. HOSP OF SAN BERNARDINO

Telephone No. p- 909-887-6333 FAX No »
e If the organization does not have an office or place of business in the United States, check thisbox . . . . ... ....... » | ]
e Ifthis 1s for a Group Return, enter the organization's four digit Group Exemption Number (GEN) if this is
far the whole group, check this bax - > . If it 1s for part of the group, check this box . . ’L_, and attach a list with the
names and EINs of ali members the extension will cover
1 1 request an automatc 3-month (6 months for a corporation required to file Form 990-T) extension of time
untilFEBRUARY 15 ,2010 1o file the exempt organization return for the organization named above The extension is

for the organization's return for

> - calendar year or
> tax year begimning JULY 1 , 2008 , and ending JUNE 30 ., 2009

2 If this tax year I1s for less than 12 months, check reason I:l initiat return D Final return I:l Change in accounting pericd

3a If this application is for Form 980-BL, 990-PF, 990-T, 4720, or 8069, enter the tentative tax, less any

nonrefundable credits See instructions s3al$ NONE

b H this application s for Form 990-PF or 990-T, enter any refundable credits and estimated tax payments
made. Include any prior year overpayment allowed as a credil.

NONE
¢ Balance Due, Subtract line 3b from §ine 3a Include your payment with this form, or, if required, deposit
with FTD coupon or, if required, by using EFTPS (Electronic Federal Tax Payment System). See
Instructions 3c|$ NONE

Caution. If you are going to make an electronic fund withdrawal with this Form 8868, see Form 8453-EQ and Form 8879-EO
for payment mstructions

For Privacy Act and Paperwork Reduction Act Notice, see Instructions. Form 8868 (Rev 4-2000)

J5A
8F8054 3 000



Form 8668 (Rev 4-2009) Page 2
® |f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il and check thisbox | | . | | | . b1 X
Note. Only complete Part Il if you have already been granted an automatic 3-month extension an a previously filed Form 8868

* |f you are filing for an Automatic 3-Month Extension, complete only Part | {on page 1)

Additional {Not Automatic) 3-Month Extension of Time. Only file the original (no copies needed).

Mame of Exempt Organization Employer identification number

o | COMMUNITY HOSPITAL OF SAN BERNARDINO 95-1643373
File by the Number, street, and room or suite no If a P O box, see instruclions. For IRS use only
g:‘gﬁgmr 1805 MEDICAL CENTER DRIVE

fiing the City, town or post office, state, and ZIP code For a foreign address, see instructions

e oot | SAN BERNARDINO, CA 92411

Check type of return to be filed (File_a separate application for each return)’

Form 990 Form 990-PF Form 1041-A Form 6069
- Form 990-BL Form 890-T {sec 401{a) or 408(a) trust} Form 4720 Form 8870
Form 890-EZ Form 990-T (trust other than above) Form 5227

STOP! Do not complete Part ll if you were not already granted an autornatic 3-month extension on a previously filed Form 8868.
o The books are inthe care of B _COMM. HOSP OF SAN BERNARDINO

Telephone No. » 209-887-6333 FAXNo »
® |f the organization does not have an office or place of busmess in the United States, check thisbox . . . . . . .. . ... ... > D
® If this 1s for a Group Return, enter the organization's four digit Group Exemption Number {(GEN) If this 1s
for the whole group, check thisbox . . » |:] . Af it 1s for part of the group, check thisbox | | » and attach a

list with the names and EINs of all members the extension is for.
4 irequest an additional 3-month extension of time until 05/17/2010
& For calendar year , of other tax year beginning 07/01/2008 ,and ending 06/30/2009

6 If this tax year is for less than 12 months, check reason L_J Initial return ! Final return |_| Change in accounting period
7 State in detail why you need the extension INFGRMATION NECESSARY TO PREPARE A COMPLETE AND ACCURATE

RETURN IS5 NOT YET AVAILABLE.

8a |If this application s for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions.

b If this application is for Form 990-PF, 990-T, 4720, or 6069, enier any refundable credits and estimated
tax payments made iInclude any prior year overpayment allowed as a credit and any amount paid e
previously with Form 8868. 8bi s NONE

¢ Balance Due. Subtract line 8b from Hine Ba Include your payment with this form, or, if required, depost
with FTD coupon or, If required, by using EFTPS (Electronic Federal Tax Payment System). See instructions.  |8¢| $ NONE

Signature and Verification

Under penalties of perjury, | declare that | have examined this form, including accompanying schedules and statements, and 1o the best of my knowledge and behef,
It is true, correct, and complele, and that | am authonzed to prepare this form

Signature - /%’,&’W éj 5‘{’@’ Title P C, //jt Date P» G;L/-l //4'

Form 8868 (Rev 4-2009)

NONE

JEA
8F8055 3 000



