[bookmark: _GoBack]Recommendations for Reporting Community Benefit Related to Coronavirus

As America’s hospitals respond to the unprecedented needs of their communities because of the coronavirus/COVID-19 pandemic, community benefit leaders have raised questions of how to identify and track reportable community benefits. Following are 1) preliminary suggestions for reporting community benefit expenses using the categories from Part I of the Internal Revenue Service (IRS) Form 990 Schedule H and the Catholic Health Association (CHA) Guide for Planning and Reporting Community Benefit and 2) questions and answers from a May 2020 webinar on what COVID-19 related expenses to report as community benefit.

These are recommendations from community benefit leaders based on their current experience. They are not exhaustive. They do not represent tax or legal advice.

As you assess what expenses may be reported as community benefit, also consider existing guidance from CHA and the IRS:
· What Counts Q&A on CHA website – Disaster Preparedness: https://www.chausa.org/communitybenefit/what-counts-q-a-listing/community- building-activities/disaster-preparedness.
· Guidance on reporting community benefit in CHA’s Guide to Planning and Reporting Community Benefit, Chapter 2
· IRS Instructions for the Form 990 Schedule H. at www.irs.gov/pub/irs-pdf/990sh.pdf. This guidance is also included in an Appendix to this document.
[bookmark: _Reporting_Categories_of]Reporting Categories of Community Benefit Services

Category 1: Financial Assistance
Free or discounted care provided to persons who cannot afford to pay and who meet the eligibility criteria of the hospital’s financial assistance policy. Hospitals may want to review their financial assistance policies and consider whether to make changes based on the current environment.

For billed COVID-19 vaccine services, report uncompensated costs of free or discounted vaccinations provided to persons who cannot afford to pay and who meet the eligibility criteria for financial assistance described in the hospital’s financial assistance policy (“FAP”).

Category 2: Government-Sponsored Means-Tested Health Care
Medicaid and other unpaid costs of public programs for low-income persons. Hospitals should monitor any federal, state or local policy changes related to eligibility for these programs during the crisis. They should also track any additional public payments that offset losses.

Report uncompensated costs of COVID-19 vaccine services provided to Medicaid recipients and other patients who are insured by means-tested public programs for low-income persons. 


Category 3: Community Benefit Services (sub-categories A-G)
Programs that respond to an identified community heath need and are designed to accomplish one or more community benefit objectives (improve access to health care services, enhance public health, advance medical knowledge, or relieve the burden of government to improve health). These examples are not intended to be an exhaustive list. 

A. Community Health Improvement Services

These activities are carried out to improve community health. They do not generate inpatient or outpatient bills, although they may involve a minimal fee. In all cases, be sure to identify and subtract from total expenses any restricted offsetting revenue.  This includes any grants received by the organization that are restricted for one of these community benefit activities. The grants would need to be reported as offsetting revenue on Schedule H, to the extent the hospital uses those grants to fund any such activity and reports its expenses for that activity as community benefit.  

· Community Health Education: Participation in awareness and education activities, including for COVID-19 vaccine, for the community and first responders, including production, translation and distribution of educational material, coordinating media response, public service announcements, and telephone hotlines for answering questions.
· Community-based Clinical Services including free or nominal cost services or screening for coronavirus, COVID-19 and flu immunizations, mobile units and offsite testing costs for the virus (for both patients and non-patients) offered to the broad community and not included in Category 1 or 2 or Subsidized Health Services. 
· Health Care Support Services, including
· Executive and other employee time spent planning for and recovering from the public health emergency or for planning for community COVID-19 vaccine services.
· Information and referral services.
· Community mental health services including support of self-care programs and crisis intervention.
· Social and Environmental Improvement Activities
· Activities related to responding to social needs in the community, including food and housing insecurity
· Disaster readiness and response over and above state and federal licensure requirements. (See https://www.chausa.org/communitybenefit/what-counts-q- a-listing/community-building-activities/disaster-preparedness). This may include participation in planning for community disaster preparedness, the establishment of command centers and regular huddles that are specific to disaster readiness and over and above licensure requirements and participation in community-wide assessments of community disaster
preparedness and resilience.


B. Health Professions Education
· Costs associated with educating health professionals related to treating/responding to coronavirus when education meets criteria for required degree, certificate or training. Education for health professionals that does not meet the criteria can be reported as Community Health Improvement Services, Community Health Education.

C. Subsidized Health Services
· Report costs of a program, clinical department or service line that as a whole loses money at the end of the fiscal year and was continued despite the loss because it met a need in the community (i.e. an emergency department, ICUs) and would otherwise not have been available or adequately available in the community. Report costs that remains after removing losses associated with financial assistance, Medicaid, other means-tested government programs, and bad debt. Be careful not to double count with other community benefit expenses. Offset with any payments for this purpose.
· Losses for a COVID-19 clinical service line established by the hospital may be reported in this category.

D. Research
· Report costs of research conducted regarding COVID-19, including screening, treatment, vaccine and impact on the health and welfare of communities, if the hospital intends to make or makes the findings available to the public (e.g. shared across professional disciplines and organizations), and only if the research is funded by a tax-exempt source (e.g., government, a non-profit foundation, or the tax-exempt hospital itself).

E. Cash and In-kind Donation
· Report costs of cash or in-kind contributions provided to community groups within and outside the local community and health care facilities that are restricted, in writing, to be used for one of the community benefit activities described herein, in response to the pandemic. Be sure to retain a restriction letter that the receiving organization must use the funds to support a community benefit activity.
· Assisting other hospitals and health care facilities not having the resources, capacity or expertise to meet COVID-19 response needs.
· Assisting other community organizations responding to the pandemic including support for mental health and substance abuse programs.
· In-kind contribution examples include donating medical, surgical and pharmaceutical supplies and providing staff to other organizations to conduct training or provide services, including training or services related to COVID-19 vaccination-related services and education (as described in Category A, above).
· Participation in community COVID-19 vaccination-related services and community education about vaccines (as described in Category A, above).
G.  Community Benefit Operations
· Report cost of community benefit operations (e.g., community benefit program administration, fundraising or grant writing for coronavirus-related community health improvement service) related to the coronavirus, including community vaccination and vaccine-related services, and not included above.
· Revisions to or updates of community health needs assessments (CHNAs) and implementation strategies necessitated by the pandemic.

Do not count:

· Loss of revenue due to canceled appointments, surgeries, procedures, etc. CHA community benefit guidelines recommend not counting as community benefit “opportunity costs” – the amount of revenue that could have been collected. However, loss of revenue may contribute to the need to subsidize needed programs or services (see above, Subsidized Health Services).
· Time spent by employees on their own time and the time of volunteers.
· The cost of vaccinating employees, including physicians, unless as part of a program/event open to the broad community. If employees, physicians, and patients participate in community events, open to the broad community, it is not necessary to exclude the cost of their vaccination services. 
· The costs of vaccinating hospital patients and residents of long-term care facilities unless they receive the vaccination as part of a program/event open to the broad community. (The vaccination costs of patients meeting the eligibility criteria for financial assistance as described in the hospital’s FAP is reported in Category 1, above. The vaccination costs provided to Medicaid recipients and other patients who are insured by means-tested public programs are reported in Category 2, above). 

Additional Considerations

We recognize that hospitals are experiencing significant unanticipated costs associated with their response to the coronavirus pandemic.

To the extent the costs are incurred for services that are not billed for inpatient or outpatient services, they may be reportable as community health improvement, such as community-based clinical services.

To the extent they are incurred for services that generate inpatient or outpatient revenue, such as most clinical services, they should not be reported as community health improvement.
Rather, they could be collected in a separate account or incorporated into the expenses reported in Categories 1 or 2 or Subsidized Health Services. This will probably apply to most unreimbursed costs related to surge capacity.



February 2021

We recommend working with finance staff to determine whether costs and payments are for community benefit activities and if any federal funds should be reported as off-setting revenue. We also recommend monitoring payment and financing developments through the Healthcare Financial Management Association https://www.hfma.org/topics/coronavirus.html
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Are coronavirus screenings considered community benefit? 

If screening for coronavirus is a billed service, it could be reported as community benefit when it is provided to someone under the hospital’s financial assistance policy. If the patient is a Medicaid beneficiary, the cost could be reported under Medicaid. If the screening is not a billed service but offered either free or at a nominal fee, it can be reported as Community Health Improvement, Community-based /Services, A2. Be sure to include fees collected as off-setting revenue. 

Setting up mobile units for screening that is billed would not be reported as community benefit.

Can mindfulness, meditation and support sessions offered to employees count under A3. Health Care Support Services due to COVID? I know we normally don't count activities for just employees but is there an exception to things now put in place for the mental/physical/emotional well-being of staff during this time. 

This is a wonderful support service for your employees. However, activities exclusively for staff members should not be reported on the IRS Form 990H. 

Would any education about COVID-19 such as mask fitting or infection control education for staff count under Health Professions Education or Community Education? 

Infection control education cannot be reported under Health Professions Education. The IRS 990 Schedule H instructions for reporting Health Professional Education is limited to education that results in a degree, certificate or training that is necessary to be licensed to practice as a health professional or continuing education that is necessary to retain state license or certification. 

Training related to providing care to billed patients should not be reported as community health improvement. However, such trainings could be reported as community benefit to the extent they are incurred for a community health improvement service, like the community-based clinical services (such as non-billed, free or nominal cost screening).  

Should we count employee and visitor screening and testing at hospital locations? 

Costs related to employee and visitor screening and testing would be considered part of the hospital’s infection control efforts that are a cost of doing business, required of all providers, and not community benefit. 

We originally had not planned on reporting surge capacity activities (e.g. staff time planning for surge) as community benefit but realize we probably should. Would you recommend reporting 100% of incident command time as community benefit? It seems that there is also a business need for these activities. 

IRS instructions for Form 990 Schedule H indicate that community disaster preparedness and response activities can be reported as community benefit. Here is an excerpt from the Instructions: 

[bookmark: _Hlk41739945]Community benefit activities or programs seek to achieve a community benefit objective, including improving access to health services, enhancing public health, advancing increased general knowledge, and relief of a government burden to improve health. This includes activities or programs that do the following ……. Strengthen community health resilience by improving the ability of a community to withstand and recover from public health emergencies. 

We interpret this to mean that administrative and clinical staff working with public health and community partners to prepare the community for disasters, including the COVID pandemic, could be reported as community benefit. Planning for patient care related activities and operations would not be included as community benefit. 

Our hospital had a COVID-19 war room setup.  I assume all of that time would count? 
See above. If the “war room” is engaged in helping the community prepare for and recover from the pandemic, it could be reported as community benefit. If it is dealing with hospital functions it would not.

If we are redeploying staff (salaried and hourly) to support required patient and associate screenings (such as temperature and symptom checks) would this count? 

Redeploying staff to other community organizations could be reported in E. Cash and In-Kind Contributions. Reassigning staff to address patient and staff screening would not be reported as community benefit unless the staff are engaged in activities that qualify as community benefit. 
Can we count programs that have a loss due to COVID due to lower census--could that be counted as a subsidized service? 

No, costs related to lower census, cancelled appointments and surgeries would be considered what finance people call “opportunity costs” and should not be reported as community benefit expense. However, these losses may be a factor in calculating the expense of subsidizing services.

What type of COVID advocacy efforts should be reported? 

Advocacy related to a community health need can be reported. This would include coverage for low-income persons and issues related to the social determinants of health. Advocacy related to hospital reimbursement should not be reported as community benefit. 

Can we count the cost for updating our infrastructure such as the cost associated with developing negative air pressure rooms or adding isolation rooms? 

We would not recommend counting the cost of the negative air pressure room or adding isolation rooms as community benefit.  Facility enhancements are incurred to enable employees to provide clinical services that generate inpatient or outpatient revenue and would not be considered community benefit for IRS 990H purposes.

Do clinical trials of a vaccination or medication count as community benefit?

If the clinical trials and vaccine research is being funded by the hospital, the government or another not-for-profit and the research will be shared (published in papers/journals, presented at conferences, etc.) we would recommend counting the cost as Category D. Research.  Remember to offset the cost with any grant funding (or other revenue received, such as license fees and royalties or COVID-19 reimbursement for research).

We have an COVID-19 associate support program which provides emergency financial support for groceries, rent/mortgage, utilities, etc. for our associates and families who have been impacted directly by COVID-19. Normally we would not consider counting this, but had been under the impression it would count due to some of the special exceptions for COVID-19 response?

Since this program is for employees only, we would not recommend counting the costs as community benefit.  However, we would recommend that you talk about this program in Part VI of the IRS 990H and any narrative report to the community. 


Accounting Question

This question was referred to Keith Hearle, President Verite Healthcare Consulting 

Hospitals often use cost-to-charge ratios to estimate the costs of financial assistance and Medicaid services.  Cost-to-charge ratios have been impacted by the interruption in services provided and costs incurred.  Are there recommendations on how to handle the impact of this to the cost-to-charge ratios used to estimate cost?  Should adjustments be made to normalize the impact to the ratios or should we simply use the ratios as calculated?

It’s important to calculate the ratio of patient care cost to charges (the ratio) as required by instructions to IRS Form 990, Schedule H.  Worksheet 2 (and its accompanying instructions) describe the expenses (and adjustments) that apply to the numerator of the ratio for the tax year being reported.  All expenses for the tax/fiscal year should be included (along with the adjustments specified in the Worksheet) – just like all allowable expenses for the year will be included in Medicare and Medicaid cost reports.  All charges for the tax year also should be included.

Note that many hospital organizations use Other Operating Revenue as a proxy for the expense associated with “Nonpatient care activities” (see Line 2 in Worksheet 2 in the Schedule H instructions).  Because many organizations also are reporting Provider Relief Fund payments in Other Operating Revenue, care should be taken not to include that revenue in Line 2 of the worksheet.  As stated in the instructions, organizations are instructed to include the actual cost of nonpatient care activities in that line.  Relying on Other Operating Revenue as a proxy value is allowed if the organization is “unable to establish the cost associated with nonpatient care activities.”  Organizations generally find that including the actual cost of these activities is most accurate.

Adjustments to normalize the impact of service interruptions and extraordinary expenses should not be made.

Please Take Note: The information provided above does not constitute legal or tax advice. The information is provided for informational/educational purposes only. Please consult with counsel regarding your organization's particular circumstances.

[bookmark: _APPENDIX]APPENDIX

Existing CHA and IRS Guidance on What Counts as Community Benefit

From CHA What Counts Q&A Website

DISASTER PREPAREDNESS

Question: What costs related to emergency/disaster preparedness can be counted as community benefit?

Recommendation: Costs for disaster readiness of your organization over and above accreditation, licensure requirements and standard practice may be reported as community building. Be careful not to double-count with in-kind donations and be certain that these expenses are not already captured in indirect costs.

Costs for community disaster readiness can be reported as community benefit.

The IRS instructions include as community health improvement, activities and programs that "strengthen the community health resilience by improving the ability of a community to withstand and recover from public health emergencies."

Report costs associated with:

· Participation in community-wide assessments of community disaster preparedness and resilience (not facility assessments).
· Report under Category G. Community Benefit Operations when done as part of the organization's broader community health needs assessment.
· Report under A 4Social and Environmental Improvement Activities when done as a separate assessment for community disaster preparedness.

· Participation in planning for preparing the community for disaster preparedness.
· Report under G. Community Benefit Operations when done as part of the organization's implementation strategy
· Report under A 4 Social and Environmental Improvement Activities when done as a separate plan for community disaster preparedness

· Participation in implementing plans associated with preparing the community for disaster preparedness (such as mental health resource costs associated with training, community partnerships, and outreach planning).
· Report under A 4 Social and Environmental Improvement Activities

· Assisting other hospitals and health care facilities not having the resources, capacity or expertise to meet their own preparedness needs. Examples of assistance include stockpiling medical,

surgical, and pharmaceutical supplies for other health care organizations or providing staff and community member training and drills.
· Report in category F3. Community Support. If contributions are financial, be sure to retain documentation from receiving organization that funds will be used to support a community benefit activity.

· Other costs for activities over and above accreditation, licensure requirements and standard practice.
· Report under F3. Community Support

Note: The instructions for IRS Form 990 Schedule H state that organizations can report as community health improvement programs or activities that "strengthen community health resilience by improving the ability of a community to withstand and recover from public health emergencies."

(Updated April 2015; Updated November 2015)
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Over the last 25 years, CHA and others in the field of community benefit have worked to 
create standard definitions and categories for community benefit programs and activities. 
Parts I and II of the Internal Revenue Service Form 990, Schedule H for Hospitals are based 
on the community benefit definitions and categories developed by CHA and its partners.


The use of standard definitions and categories has many benefits:


•	 �Helps organizations identify what activities and programs are and are not  
considered “community benefit.”


•	 Allows organizations and oversight agencies to reliably assess activities over time.


•	 Improves comparability across organizations.


•	 �Allows health care systems to consolidate and report on community benefit  
amounts reliably.


•	 �Improves integrity of reported numbers, both internally and externally.


In this chapter, you will learn how to:


	 1. Determine if a program or activity is a true community benefit.
	 2. �Determine the programs that should not be counted  


and reported as community benefit.	
	 3. �Distinguish programs and services for persons living in poverty from those  


for the broader community.
	 4. Categorize community benefit programs and activities.


The guidelines in this chapter are recommendations only. They are not legal advice. Be 
sure to check the most recent requirements from your state and the Internal Revenue 
Service regarding the reporting of community benefit information.


Chapter Two: Understanding What Counts 
and Does Not Count as Community Benefit


The guiding principle in determining a community  
benefit is that the activity or program responds to an 
identified community health need and is not provided 
primarily for organizational benefit.


2
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Guideline 1 
Determine if a program or activity is a true 
community benefit
Community benefits are programs or activities that provide treatment or promote health 
and healing in response to identified community health needs and meet at least one of these 
community benefit objectives:


•	 Improve access to health services.


•	 Enhance public health.


•	 Advance increased general knowledge.


•	 Relieve the burden of government to improve health.


This includes activities or programs that do the following.


•	 Are available broadly to the public and serve low-income consumers.


•	 �Reduce geographic, financial, or cultural barriers to accessing health services, and 
if they ceased would result in access problems (for example, longer wait times or 
increased travel distances).


•	 �Address federal, state, or local public health priorities such as eliminating disparities in 
access to health care services or disparities in health status among different populations.


•	 �Leverage or enhance public health department activities such as childhood 
immunization efforts.


•	 �Strengthen community health resilience by improving the ability of a community to 
withstand and recover from public health emergencies.


•	 �Otherwise would become the responsibility of government or another  
tax-exempt organization.


•	 �Advance increased general knowledge through education or research that benefits  
the public.
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The following section provides guidance on how to determine whether a program or activity 
is addressing a community health need and meets one or more community benefit objectives. 


Community need


The instructions for the IRS Form 990, Schedule H for Hospitals (Schedule H) state that 
community health need can be demonstrated through the following:


•	 A community health needs assessment developed or accessed by the organization, 


•	 �Documentation that demonstrated community need or a request from a public  
agency or community group was the basis for initiating or continuing the activity  
or program, or


•	 �The involvement of unrelated, collaborative tax-exempt or government organizations 
as partners in the activity or program carried out for the express purpose of improving 
community health. 


KEEP RECORDS ON THE NEEDS THAT DRIVE PROGRAMS


Records should document the community health need that the program seeks to address. This 
information can help to identify whether programs offer true community benefit, justify continuing 
the programs, and help tell the community benefit story. Check with your organization’s tax, legal or 
finance departments for policies regarding maintaining and retaining records.


Community benefit objectives


In addition to addressing a community health need, a community benefit program or activity 
must meet at least one community benefit objective:


Improve access to health care services – demonstrated when at least one of these criteria is met:


•	 The participants include underserved persons.


•	 The program reduces or eliminates a barrier to access.


•	 �The program is available broadly to the public and not only to insured persons  
and patients.


•	 If the program ceased to exist, the community would lose access to a needed service.
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Enhance public health – demonstrated when at least one of these criteria is met:


•	 ��The program is designed around public health goals or initiatives, such as eliminating 
health disparities or achieving goals described in Healthy People, the National 
Prevention Strategy or similar publications.


•	 The program yields measurable improvements in health status.


•	 The community’s health status would decline if the program ceased to exist.


•	 �A public health agency provides comparable services. (However, a community benefit 
program should not unnecessarily duplicate or compete with a public program.)


•	 The program is operated in collaboration with public health partners.


Advance increased medical knowledge – demonstrated when at least one of these criteria  
are met:


•	 �The program results in a degree, certificate or training that is needed to practice  
as a health professional.


•	 �The organization does not require trainees to work for the organization after 
completing training.


•	 �Health professional continuing education programs are open to professionals in  
the community, not exclusively for the organization’s employees and physicians.


•	 �The program involves health-related research that is funded by a tax-exempt source 
(e.g. NIH, a foundation or the organization itself ) and intended to be made publicly 
available and to be useful to other providers.


Relieve the burden of government to improve health – demonstrated when at least one of 
these criteria is met:


•	 �The program or activity relieves a government financial or programmatic burden 
for improving community health or for providing access to care for vulnerable or 
medically underserved persons.


•	 �The government provides the same or a similar service (for example, immunizations or 
Medicaid enrollment services).


•	 �The government provides financial support of the activity (for example, funding from 
the Centers for Disease Control and Prevention).


•	 �If the program ceased to exist, health-related cost to government or another tax-
exempt organization would increase.
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Guideline 2  
Determine what programs should not be 
counted and reported as community benefit
Reporting programs that are clearly not community benefit or are questionable can 
jeopardize the credibility of the health care organization’s community benefit report and 
undermine its community benefit efforts and the organization’s tax-exempt status.


Do not report programs and services as community benefit under the  
following circumstances:


•	 The program is provided primarily for marketing purposes.


°°  �Example: A seminar on hip replacements to motivate patients needing surgery to 
choose the hospital for the procedure.


•	 The program benefits the organization more than the community.


°° �Example: A flu clinic available only to the hospital’s employees designed to  
reduce absenteeism.


•	 �An objective, “prudent layperson” would question whether the program truly benefits 
the community.


°° Example: A health fair located in or proximate to an upscale shopping mall.


•	 The program or contribution is unrelated to health or the organization’s mission.


°° Example: Donating a scoreboard to local high school.


•	 The program represents a community benefit provided by another entity or individual.


°° Example: Activities performed by employees on their own time.


•	 �The program only serves the hospital’s patients post-discharge and has return on 
investment to the hospital as its primary purpose.


°° �Example: Targeted case management available exclusively to recently discharged 
patients and designed to reduce readmissions.


•	 �The program is targeted only to the organization’s “covered lives,” or individuals for 
whom the organization bears financial risk.
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°° �Example: Community health worker who visits only individuals who represent 
covered lives in an ACO affiliated with the organization.


•	 Access to the program is restricted to hospital employees or physicians.


°° �Example: Education program available only to/for your medical staff or emergency 
funds for employees and their families.


•	 �The activity represents a normal “cost of doing business,” is associated with the current 
standard of care or is required for licensure or accreditation. 


°° �Example: Staff development activities such as in-service training and facility 
licensure or accreditation requirements such as discharge planning or translation 
services provided at levels designed to meet minimum regulatory requirements.


Additional questions that may help determine whether a program is a community benefit or 
primarily represents organizational benefit include:


•	 �Is there a cost to the organization and can the expense for the activity be found in the 
organization’s financial statements (e.g., the Statement of Functional Expenses on IRS 
Form 990, Part IX)?


•	 Is the activity designed to address an identified community health need?


•	 Will the activity produce a measurable health outcome?


•	 Is the activity accessible to uninsured and low-income persons?


A RESOURCE FOR DETERMINING WHAT COUNTS AS COMMUNITY BENEFIT


Visit CHA’s website at www.chausa.org/whatcounts for questions that have been raised and 
recommendations for whether and how to report community benefit. 


See Appendix B for examples of activities or programs that should and should not be reported as 
community benefit.



www.chausa.org/whatcounts
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IRS NOTE 


The instructions for Schedule H give guidance as to what cannot be reported as  
community benefit:


“Activities or programs cannot be reported if they are provided primarily for marketing purposes 
and the program is more beneficial to the organization than to the community. For example, if the 
activity or program is designed primarily to increase referrals of patients with third-party coverage, 
required for licensure or accreditation, or restricted to individuals affiliated with the organization 
(employees and physicians of the organization).”


Guideline 3 
Distinguish programs and services for  
persons living in poverty from those for the 
broader community
When planning and reporting community benefit, some organizations separate programs and 
activities that assist low-income persons from those directed to the broader community. This 
is especially important for organizations that have a mission to serve low-income and other 
vulnerable persons so that the organizations can demonstrate they are living that mission. 


 
Programs for persons living in poverty


To determine who is considered a low-income or medically indigent person, a  
commonly used income benchmark is 200 percent of the federal poverty level  
(FPL, http://aspe.hhs.gov/poverty-guidelines).


Community benefit programs designed to reach persons living in poverty may include one or 
more of the following characteristics:


•	 �Most program users are in households that would qualify for financial assistance under 
your organization’s financial assistance policy or other means-tested public programs. 


•	 Most program users cannot afford needed health care services.



http://aspe.hhs.gov/poverty-guidelines





45  Chapter 2: Understanding What Counts and Does Not Count as Community Benefit


•	 �Most program users are uninsured or underinsured persons and/or experience barriers 
accessing health care.


•	 �Most program users are beneficiaries of Medicaid or state or local programs for 
medically indigent persons.


•	 �The program is intended to reduce health problems caused by or related to poverty.


•	 �The program is physically located in and draws most of its participants from an area 
known as low-income or identified as a medically underserved area (MUA) or a health 
professional shortage area (HPSA). Visit http://muafind.hrsa.gov/ to find information 
on MUAs, HPSAs and Medically Underserved Populations.


 
Programs for the broader community


Programs for the broader community are not focused on specific, low-income  
population groups and are aimed at improving the health and welfare of everyone living  
in the community. 


Programs offered to the broader community should always be accessible to and involve 
outreach for low-income and other vulnerable persons.


Guideline 4 
Categorize community benefit programs  
and activities
Standardized categories enable uniform reporting so that community benefit can be reliably 
reported internally and externally. This allows health systems to consolidate community 
benefit amounts and improves comparability among organizations.


See the Community Benefit Categories and Definitions reference at the end of this Guide, for a 
comprehensive list of community benefit services. 


ACCOUNTING FOR COMMUNITY BENEFIT


Refer to Chapter 4, Accounting for Community Benefit, for guidelines on how to account for and 
report expenses in each category of community benefit.



http://muafind.hrsa.gov
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Categories of community benefit include the following:


Refer to the instructions for the Schedule H for IRS definitions of these categories. The instructions 
can be accessed at www.irs.gov and on the CHA website at www.chausa.org/form990.


Financial assistance


Financial assistance (charity care) is free or discounted health services provided to persons 
who cannot afford to pay all or portions of their medical bills and who meet the criteria 
specified in the organization’s financial assistance policy.


Financial assistance is to be reported in terms of costs, not charges. Financial assistance 
does not include bad debt, which may be reported in Part III of Schedule H but not as 
community benefit. Financial assistance also does not include prompt payment discounts, or 
self-pay discounts made available to all uninsured patients regardless of income.


Unpaid co-pays for Medicaid and other low-income patients (e.g., those covered by health 
insurance purchased on healthcare.gov) can be reported as financial assistance if so specified 
in the organization’s financial assistance policy. Patients in these circumstances are referred to 
as “underinsured.”


REVIEW FINANCIAL ASSISTANCE POLICIES 


Be sure your organization’s polices are consistently applied, comply with federal and  
state requirements (including relevant provisions in 501(r) of the Internal Revenue Code)  
and allow sufficient flexibility to grant assistance for all persons unable to pay, even in  
the absence of complete information about their household means.  
See Chapter 4 for additional recommendations.


Medicaid and other means-tested public programs


Government-sponsored (public) means-tested programs have eligibility requirements tied  
to the recipient’s income and/or assets.


Means-tested public programs may include:


•	 Medicaid.


•	 Other means-tested government programs, including:


°° State Children’s Health Insurance Programs (SCHIP).



www.irs.gov

www.chausa.org/form990

healthcare.gov
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°° �Local and state government programs for low-income persons  
not eligible for Medicaid. 


Means-tested public program revenues and costs are reported in terms of total and net 
expense (with “net community benefit expense” determined by subtracting net patient 
revenue from total expense). 


MEDICARE SHOULD NOT BE REPORTED AS COMMUNITY BENEFIT 


Medicare is not a means-tested program and thus is not included in this category of community 
benefit. Medicare-funded programs are reportable as subsidized health services and in health 
professions education and research categories. Other Medicare revenues and costs may be 
reported on Parts III and VI of Schedule H but not as community benefit.


Community health improvement services


These activities are carried out to improve community health. Community health 
improvement activities do not generate inpatient or outpatient bills, although they may 
involve a nominal fee (e.g., $5 payment for flu shots provided in a community setting). 


Community health improvement activities may not be counted as community benefit if they 
are available only to individuals affiliated with the organization (e.g. employees and members 
of the medical staff.)


Examples of community health improvement services include:


•	 Community health education outreach such as:


°° Classes or lectures on disease conditions.


°° Support groups that go beyond the current standard of care.


°° Self-help programs for persons and families facing health problems.


•	 Community-based clinical services where there is no patient bill, including:


°° Screenings.


°° One-time or occasionally held clinics.


•	 Health care support services, such as:


°° �Enrollment assistance for health insurance through the health insurance marketplace, 
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Medicaid and other means-tested government-funded health programs.


°° �The cost of software tools that support decision making for granting financial 
assistance, if these tools are applied at the beginning of the patient experience 
or revenue cycle rather than at the end of the revenue cycle (e.g., as a means of 
reclassifying bad debt write-offs into financial assistance).


°° �Information and referral, but not exclusively to the organization or its  
affiliated physicians.


°° �Transportation to improve access for low income persons to health care in the 
community and not for the purpose of increasing referrals to the organization  
or its affiliated physicians. 


•	 Social and environmental improvement activities, such as:


°° �Removing materials such as asbestos and lead that harm residents in public housing.


°° �Working to improve availability of fresh fruits and vegetables in areas known as 
“food deserts.”


°° Violence prevention.


See Community-Building category definition later in this chapter for more guidance on what types 
of community-building activities may count as community health improvement. 


 


POST-DISCHARGE CARE AND COMMUNITY BENEFIT 


Services provided as part of a patient’s post-discharge care plan should not be reported as 
community benefit. Do not report routine discharge planning and most chronic disease/care 
management services (such as home visits or calls) for persons who have been hospitalized when 
those services are in follow-up to the hospitalization. Do not report services when the primary 
purpose of the service is to benefit the hospital organization, such as cost reduction  
or avoiding penalties.


However, in the following circumstances, chronic disease/care management services (such as peer 
counseling, health coaching and educational programs) should be reported as community benefit if 
they include all of these characteristics: 


•	Respond to an identified community need;
•	�Include outreach to persons who are vulnerable, disadvantaged and face barriers to accessing 


such health care services; and
•	�Go beyond routine discharge planning and standards of care.
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Health professions education


Educating future and current health care professionals is a distinguishing characteristic of 
not-for-profit health care and constitutes a community benefit recognized by IRS Revenue 
Ruling 69-545 and reportable on Schedule H. This category includes educational programs for 
physicians, interns and residents, medical students, nurses and nursing students, pastoral care 
trainees and other health professionals when that education is necessary for a degree, certificate 
or training that is required by state law, accrediting body or health profession specialty.


Do not include programs provided exclusively for the organization’s employees or medical staff, 
such as orientation programs or routine professional development. Include continuing medical 
and nursing education and education for other professionals only if such programs are open 
to other professionals in the community and the program is deemed eligible for continuing 
education credit by an accrediting or health care professional society (or other appropriate 
standard-setting or accrediting body).


Report activities designed to interest students in health professions as “workforce  
development” in the Community-Building category. This would include mentoring high school 
and other students.


IRS NOTE 


From the Schedule H instructions:


“Health professions education” means educational programs that result in a degree, certificate, or 
training that is necessary to be licensed to practice as a health professional, as required by state 
law, or continuing education that is necessary to retain state license or certification by a board 
in the individual’s health profession specialty. It does not include education or training programs 
available only to the organization’s employees and medical staff or scholarships provided to those 
individuals. However, it does include education programs if the primary purpose of such programs is 
to educate health professionals in the broader community. Costs for medical residents and interns 
can be included, even if they are considered “employees” for purposes of Form W-2, Wage and Tax 
Statement.”


Subsidized health services


Subsidized health services are patient care programs provided despite a financial loss so 
significant that losses remain after removing the effects of financial assistance, Medicaid 
shortfalls and bad debt. The services are provided because they meet identified community 
health needs and if these services were no longer offered, they would be unavailable in the 
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area, the community’s capacity to provide the services would be below the community’s need,  
or provision of the services would become the responsibility of government or another  
not-for-profit organization.


Subsidized health services can, if they meet the above qualifying criteria, include:


•	 Inpatient programs (such as addiction recovery and psychiatric units).


•	 �Outpatient programs (emergency and trauma services, satellite clinics designed to serve 
low-income communities and home health programs).


•	 �Services or care provided by physician clinics and skilled nursing facilities if such 
clinics or facilities satisfy the criteria for subsidized health services. Physician clinics 
should not be reported as subsidized health services if the hospital earns positive 
income (technical fees) from the work of those clinicians.


IRS NOTE 


Schedule H instructions state that if stand-alone physician clinics are included as subsidized 
services in Part I of Schedule H, the hospital must report the amount of those costs in Part VI.


Subsidized health services exclude ancillary services that support inpatient and ambulatory 
programs such as anesthesiology, radiology and laboratory departments. Also, when reporting 
the service be sure to report the whole service, not a subset of the service. For example the 
emergency department might be reported as a subsidized health service, but the costs of 
retaining on-call physicians within the department should not be reported separately if the 
emergency department as a whole does not qualify as a subsidized health service. 


Do not report a program as a subsidized health service if it: 


•	 Is not meeting an identified community health need.


•	 Experiences loss due to inefficiency or volatile reimbursement.


•	 �Has many competitors or excess capacity in the market and is not accessed by  
patients in need. 


Research
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Engaging in medical and health care research indicates the organization is concerned about 
the long-term welfare of the community at large and wants to generate and share knowledge 
that enhances the future of health care.


The instructions for Schedule H provide many examples of research activities that may be 
reported as community benefit, including activities to increase general knowledge about 
underlying biological mechanisms of health and disease, natural processes or principles 
affecting health or illness; epidemiology, health outcomes and effectiveness; and studies 
related to changes in the health care delivery system.


The IRS asks hospitals to report only research that produces increased general knowledge 
and that is funded by government or tax-exempt sources, such as the National Institutes 
of Health, foundations, or the organization itself. Information about industry-sponsored 
research that provides public benefit (e.g., where protocols call for broad publication of 
results) can be included in Part VI.


Cash and in-kind contributions for community benefit


This category includes the value of cash and in-kind services donated by the health care 
organization to support community benefits provided by others. Examples of in-kind services 
include hours spent by staff as part of their work assignment while on the organization’s 
work time, the cost of meeting space provided to community groups, and donations of food, 
equipment and supplies.


Cash and in-kind contributions may include:


•	 �Cash donations to tax-exempt entities and other organizations that provide 
community benefits.


•	 �In-kind donations such as meeting rooms, supplies, equipment and parking vouchers. 


For a cash contribution to be reportable as community benefit expense on Schedule H, the 
organization granting the funds must restrict in writing that the contribution is to be used 
for an activity or program that meets the criteria for a community benefit. Community 
organizations that receive these restricted cash contributions can use them for community 
benefit-related expenses (e.g., supporting medical education) or capital expenditures (e.g., 
renovating free clinic space). Cash and in-kind contributions that support community-
building activities are to be reported in the community-building category.
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RESTRICTING CONTRIBUTIONS 


Contributions from health care organizations to community organizations should be accompanied by a 
letter or comparable written communication restricting the funds to be used to carry out a community 
benefit activity, with community benefit as defined in Schedule H instructions.


Contributions should not be reported as community benefit if they: 


•	 �Are unrestricted and thus may be used by the recipient for activities other than 
community benefit.


•	 �Involve a quid pro quo, such as a Payment in Lieu of Taxes (PILOT) that benefits the 
organization that provides the contribution. Providing loans or funds that represent 
an investment in another organization (“contributions to the capital of another 
organization”) are other examples of quid pro quo arrangements that are not reportable 
as community benefit.


As with all community benefit programs, contributions must be intended to address 
community health needs. For example, the hospital should assure that any donated 
equipment and supplies are needed by the receiving organization or the community served 
by that organization before sending the contribution. 


See Guideline 1 in this chapter for more information about how the organization can demonstrate 
community need for a program or activity.


Contributions that themselves are funded by a restricted grant received by the organization may 
be reported as community benefit expense. For example, if an affiliated foundation provides a 
restricted grant to a hospital for a diabetes health education program, and the hospital shares a 
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portion of that grant with a community partner, the contribution to the partner is reportable 
as community benefit and the amount of the grant used for that purpose is reported as “direct 
offsetting revenue.”


Do not report as community benefit time spent by volunteers and staff members engaged in 
an activity on their own time.


DO NOT REPORT VOLUNTEER EFFORTS 


Volunteer efforts not on paid time are not an expense to the organization and therefore,  
cannot be counted. 


Example: A camp for children who have cancer is supported by the hospital. Each year the hospital 
sends a team of nurses to work at the camp and pays the nurses their regular salary.


Other staff members use vacation days to volunteer at the camp. The nurses’ time, which is an 
expense to the organization, can be reported as an in-kind community benefit expense but not the 
time of the other staff who are working as volunteers during their vacation.
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CONTRIBUTIONS TO THE CAPITAL NEEDS OF OTHER ENTITIES 


Questions frequently arise regarding whether contributions made by tax-exempt hospital 
organizations to help other entities (e.g., community health centers or free clinics) with their capital 
needs are reportable as community benefit. Such contributions can be in the form of cash grants 
that are used by the other entities for new buildings or equipment, or in the form of capital assets 
such as land or buildings donated by hospitals to others.


Contributions of this nature may be counted as community benefit under certain circumstances,  
as follows:


•	�Any cash contributions for capital needs are restricted in writing to a community benefit purpose. 
For example, if a hospital contributes $500,000 to a community clinic that will be used for a 
new building, the clinic is required to use the new building in a manner than enhances access 
to care for uninsured or Medicaid patients, subsidized health services, or for health profession 
education, or for other purposes that are defined as community benefit.


•	�The hospital is able to document its intent that in-kind contributions (for example, donating a 
building or land) also are to be used by the recipient entity for a community benefit purpose.


•	�The accounting for the cash or asset contributions yields an expense borne by the hospital 
organization that is reported in Part XI of the core Form 990 (Statement of Functional 
Expenses). For example, if the hospital donates a building with a remaining “book value”  
of $500,000, the loss associated with donating this asset is reported in Part XI of the core 
Form 990.


•	�Any asset (land, buildings) contributions are valued for community benefit purposes based on 
the accounting value placed on the asset when donated. For example, the value of a donated 
building is based on its “book value” (original cost minus accumulated depreciation) rather 
than a fair market value or appraisal estimate.


•	�The hospital organization does not retain a financial interest in the contributed assets, but 
instead has provided them out of a sense of “disinterested generosity.” Said another way, 
these cash or in-kind contributions may not be reported if they represent loans, advances 
or, as stated in Schedule H instructions: “contributions to the capital of another organization 
that are reportable in Part X of the core Form 990.” Part X of the core Form 990 is the 
organization’s Balance Sheet. Thus, contributions that result in a balance reported as an asset 
or investment on the organization’s Balance Sheet are not reportable as contributions for 
community benefit on Schedule H.
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CONTRIBUTIONS TO THE CAPITAL NEEDS OF OTHER ENTITIES (CONT.)


Some organizations are finding it straightforward to lease buildings to other entities rather than 
to donate them outright. Leases can incorporate terms that help assure the lessee provides 
community benefit in the leased space. Instead of providing leases with nominal (e.g., $1/year) 
lease payments – a structure that requires estimating and reporting as community benefit the 
expense borne by the hospital in maintaining the property, some organizations are providing 
leases based on fair market value and then are making a separate community benefit grant to 
the lessee organization.


For example, a hospital leases a building to a free clinic for $100,000 per year. It then makes 
an annual community benefit grant to the clinic of $100,000 (or more) that is restricted to a 
community benefit purpose. On a net basis, the free clinic is able to occupy the building in a budget-
neutral fashion. The hospital is able to report the $100,000 community benefit grant on Schedule H 
as a cash contribution – rather than valuing the arrangement solely as an in-kind transaction.


Contributions may be made outside of the community, for example, in response to global 
poverty or a natural disaster. However, contributions outside the community should not 
constitute a substantial proportion of the organization’s community benefit. Also, be aware 
that many taxing authorities do not consider funds used outside of the community as 
community benefit. Additionally, to be reported on Schedule H, the contributions must  
be restricted to a community benefit purpose.
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Community-building


IRS NOTE 


Schedule H instructions require hospitals to report community-building activities in Part II of the form 
rather than in the Part I community benefit table. Part VI requires hospitals to describe how these 
activities protect or improve the health of the communities served. The instructions also state that 
some community-building activities may also meet the definition of community benefit and instruct 
that organizations may report those activities under Part I, line 7(e) as community health improvement 
and not in Part II. 


See call out on page 54 titled “Community-building or Community health improvement?”  
for more guidance.


Community-building activities are programs that address underlying causes of health 
problems and thus improve health status and quality of life. They focus on the root  
causes of health problems such as poverty, homelessness and environmental hazards.  
These activities enhance community assets by offering the expertise and resources of the 
health care organization.


Examples of community-building activities include:


•	 Physical improvements and housing.


•	 Economic development.


•	 Community support.


•	 Environmental improvements.
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•	 Leadership development and training for community members.


•	 Coalition building.


•	 Community health improvement advocacy.


•	 Workforce development.


Schedule H instructions say that the organization should not report as environmental 
improvement “expenditures it made to reduce the environmental hazards caused by, or 
the environmental impact of, its own activities” unless the activity (i) is provided for the 
primary purpose of improving community health; (ii) addresses an environmental issue 
that is known to affect community health; and (iii) is subsidized by the organization at 
a net loss, and so long as the organization does not “engage in the activity primarily for 
marketing purposes.” 


Visit www.chausa.org/whatcounts for more detailed guidance on environmental activities that can 
be reported as community benefit.



www.chausa.org/whatcounts
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COMMUNITY-BUILDING OR COMMUNITY HEALTH IMPROVEMENT? 


An activity that might otherwise fit in one of the categories of community-building is reportable as 
community health improvement when the activity meets all IRS criteria for community health improvement.


Public health resources should be used to provide evidence that a community-building activity 
meets a community benefit objective and can be reported as community health improvement. 
These resources include, among others:


•	Healthy People. 
•	The Guide to Community Preventive Services, Centers for Disease Control and Prevention.
•	Aims of Public Health Quality, U.S. Department of Health and Human Services (HHS). 
•	National Prevention Strategy, National Prevention Council, HHS.
•	�Consensus Statement on Quality in the Public Health System and Priority Areas for 


Improvement of Public Health Quality, HHS.


Links to these resources can be found on the CHA website at www.chausa.org/guideresources.


These and other public health resources contain examples of activities that improve the health of 
people in the community by addressing the social and physical determinants of health. They can be 
referenced in hospitals’ community benefit records to document why the activity is being reported 
as community health improvement.


Visit www.chausa.org/whatcounts for examples of activities that are reportable as community 
health improvement (as long as the activity or program is carried out for purpose of improving 
community health and meets other criteria for community health improvement) and that are 
reportable as community-building.



www.chausa.org/guideresources

www.chausa.org/whatcounts
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Community benefit operations


Community benefit operations include costs associated with planning and operating 
community benefit programs.


Examples of community benefit operations include:


•	 Costs of assigned staff and other community benefit administration costs.


•	 Community health needs assessment.


•	 Evaluation of individual programs and activities.


•	 �Software that supports the community benefit program, such as the Community 
Benefit Inventory for Social Accountability (CBISA).


•	 �The organization’s costs incurred in writing grants or raising funds specifically for 
community benefit activities and programs.


•	 �Dues and program expenses for organizations that specifically support the community 
benefit program, such as the Association for Community Health Improvement and the 
American Public Health Association.
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IS IT COMMUNITY BENEFIT? 


The following questions can help determine whether a program or activity should be reported as a 
community benefit in the following categories: community health improvement, health professions 
education, subsidized health services, research or cash and in-kind contributions.


STEP ONE:


Does the program or activity:


•	Address a demonstrated community health need and
•	Seek to address at least one of the following community benefit objectives:


°° Improve access.


°° Enhance public health.


°° Advance generalizable knowledge.


°° Relieve government burden to improve health.


Does the program or activity:


•	Primarily benefit the community rather than the organization?
•	Result in measurable expense to the organization?


IF “NO” TO ANY OF THE QUESTIONS IN STEP I, IT IS NOT A COMMUNITY BENEFIT. 


IF “YES” TO ALL QUESTIONS IN STEP I, PROCEED TO STEP TWO.


STEP TWO:


Is the program or activity:


•	Provided primarily for marketing purposes?
•	�Standard practice, expected of all hospitals (such as activities required for accreditation, 


licensure, or to participate in Medicare)?
•	Provided primarily for the organization’s “covered lives”?
•	�Primarily for employees (not including interns, residents and fellows) and/or  


affiliated physicians?


IF “YES” TO ANY OF THE QUESTIONS IN STEP II, IT IS NOT A COMMUNITY BENEFIT. 


IF “NO” TO ALL QUESTIONS IN STEP II, PROCEED TO STEP THREE.
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STEP THREE:


If “Yes” to all questions


REPORT AS 
COMMUNITY BENEFIT


IT IS NOT A 
COMMUNITY BENEFIT


If “No” to any question


Is the program: 
 
A) An education 
program necessary 
for a degree, 
certificate or 
training to be 
licensed to practice 
as a health 
professional or 
 
B) Continuing 
education 
necessary to retain 
state licensure or 
certification and 
open to unaffiliated 
professionals?


Is research funded 
by government 
or not-for-profit 
organization?


Are the results 
generalizable 
(generalizability 
refers to the extent 
to which findings 
from a study 
apply to a wider 
population or to 
different contexts)?


Are results 
intended to be or 
actually shared 
with the public?


Is the program 
or activity carried 
out or supported for 
the primary purpose 
of improving 
community health?


Is it a clinical service 
such as a burn unit 
or mental health 
unit (not an ancillary 
service such as lab 
or radiology)?


Is it subsidized 
after subtracting 
Medicaid and other 
means-tested 
programs, bad 
debt and financial 
assistance?


Is it reasonable to 
conclude that if 
the organization 
no longer offered 
the service, the 
service would be 
unavailable in 
the community, 
the community’s 
capacity to provide 
the services 
would be below 
the community’s 
need, or the service 
would become 
the responsibility 
of government or 
another tax-exempt 
organization?


Is the loss unrelated 
to inefficiency 
or volatile 
reimbursement?


Is the contribution 
restricted to 
being used for a 
community benefit 
activity or purpose?


Community Health 
Improvement 


Program


Health Profession 
Education 
Program


Subsidized 
Health Service


Research
Cash and 
In-Kind 


Contribution
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Future Developments
For the latest information about 
developments related to Form 990 and its 
instructions, such as legislation enacted 
after they were published, go to IRS.gov/
Form990.


General Instructions
Note. Terms in bold are defined in the 
Glossary of the Instructions for Form 990.


Background. The Patient Protection and 
Affordable Care Act (Affordable Care Act), 
enacted March 23, 2010, P.L. No. 
111-148, added section 501(r) to the 
Code. Section 501(r) includes additional 
requirements a hospital organization 
must meet to qualify for tax exemption 
under section 501(c)(3) in tax years 
beginning after March 23, 2010. These 
additional requirements address a hospital 
organization's financial assistance policy; 
policy relating to emergency medical care; 
billing and collections; and charges for 
medical care. Also, for tax years beginning 
after March 23, 2012, the Affordable Care 
Act requires hospital organizations to 
conduct community health needs 
assessments.


Because section 501(r) requires a 
hospital organization to meet these 
requirements for each of its hospital 
facilities, Part V, Facility Information, has 
been expanded to include a Section A, 
Hospital Facilities. In this section, a 
hospital organization must list its hospital 
facilities; that is, its facilities that at any 
time during the tax year, were required to 
be licensed, registered, or similarly 
recognized as a hospital under state law. 
Part V also includes Section B, Facility 
Policies and Practices, for reporting of 
information on policies and practices 
addressed in section 501(r). The hospital 
organization must complete a separate 
Section B for each of its hospital facilities 
or facility reporting groups listed in 
Section A.


Section 6033(b)(15)(B) also requires 
hospital organizations to submit a copy of 
their audited financial statements to the 
IRS. Accordingly, a hospital organization 
that is required to file Form 990 must 
attach a copy of its most recent audited 
financial statements to its Form 990. If the 
organization was included in consolidated 
audited financial statements but not 
separate audited financial statements for 
the tax year, then it must attach a copy of 
the consolidated financial statements, 
including details of consolidation (see 
instructions for Form 990, Part IV, 
line 20b).


Part V, Section D, requires an 
organization to list all of its non-hospital 
health care facilities that it operated during 
the tax year, whether or not such facilities 
were required to be licensed or registered 


under state law. The organization 
shouldn't complete Part V, Section B, for 
any of these non-hospital facilities.


Sec. 501(r) final regulations are 
effective for tax years beginning 
after 12/29/15.


Purpose of Schedule
Hospital organizations use Schedule H 
(Form 990) to provide information on the 
activities and policies of, and community 
benefit provided by, its hospital facilities 
and other non-hospital health care 
facilities that it operated during the tax 
year. This includes facilities operated 
either directly or through disregarded 
entities or joint ventures.
Who Must File
An organization that answered “Yes” on 
Form 990, Part IV, line 20a, must 
complete and attach Schedule H to Form 
990.


Schedule H (Form 990) must be 
completed by a hospital organization 
that operated at any time during the tax 
year at least one hospital facility. A 
hospital facility is one that is required to be 
licensed, registered, or similarly 
recognized by a state as a hospital. A 
hospital organization may treat multiple 
buildings operated by a hospital 
organization under a single state license 
as a single hospital facility.


The organization must file a single 
Schedule H (Form 990) that combines 
information from:


1. Hospital facilities directly 
operated by the organization.


2. Hospital facilities operated by 
disregarded entities of which the 
organization is the sole member.


3. Other health care facilities and 
programs of the hospital organization or 
any of the entities described in 1 or 2, 
even if provided separately from the 
hospital's license.


4. Hospital facilities and other health 
care facilities and programs operated by 
any joint venture treated as a 
partnership, to the extent of the hospital 
organization's proportionate share of the 
joint venture.
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Proportionate share is defined as the 
ending capital account percentage listed 
on the Schedule K-1 (Form 1065), 
Partner's Share of Income, Deductions, 
Credits, etc., Part II, line J, for the 
partnership tax year ending in the 
organization's tax year being reported on 
the organization's Form 990. If 
Schedule K-1 (Form 1065) isn't available, 
the organization can use other business 
records to make a reasonable estimate, 
including the most recently available 
Schedule K-1 (Form 1065), adjusted as 
appropriate to reflect facts known to the 
organization, or information used for 
purposes of determining its proportionate 
share of the venture for the organization's 
financial statements.


5. In the case of a group return filed 
by the hospital organization, hospital 
facilities operated directly by members of 
the group exemption included in the 
group return, hospital facilities operated by 
a disregarded entity of which a member 
included in the group return is the sole 
member, hospital facilities operated by a 
joint venture treated as a partnership to 
the extent of the group member's 
proportionate share (determined in the 
manner described in 4, earlier), and other 
health care facilities or programs of a 
member included in the group return even 
if such programs are provided separately 
from the hospital's license.


Example. The organization is the sole 
member of a disregarded entity. The 
disregarded entity owns 50% of a joint 
venture treated as a partnership. The 
partnership in turn owns 50% of another 
joint venture treated as a partnership that 
operates a hospital and a freestanding 
outpatient clinic that isn't part of the 
hospital's license. (Assume the 
proportionate shares of the partnerships 
based on capital account percentages 
listed on the partnerships' Schedule K-1 
(Form 1065), Part II, line J, are also 50%.) 
The organization would report 25% (50% 
of 50%) of the hospital's and outpatient 
clinic's combined information on 
Schedule H (Form 990).


Note that while information from all the 
above sources is combined for purposes 
of Schedule H (Form 990), the 
organization is required to list and provide 
information regarding each of its hospital 
facilities in Part V, Sections A, B, and C 
whether operated directly by the 
organization or through a disregarded 
entity or joint venture treated as a 
partnership. In addition, the organization 
must list in Part V, Section D, each of its 
other health care facilities (for example, 
rehabilitation clinics, other outpatient 
clinics, diagnostic centers, skilled nursing 
facilities) that it operated during the tax 
year, whether operated directly by the 
organization or through a disregarded 


entity or a joint venture treated as a 
partnership.


Organizations aren't to report 
information from hospitals located outside 
the United States in Parts I, II, III, or V. 
Information from foreign joint ventures and 
partnerships must be reported in Part IV, 
Management Companies and Joint 
Ventures. Information concerning foreign 
hospitals and facilities may be described 
in Part VI.


Except as provided in Part IV, don't 
report on Schedule H (Form 990) 
information from an entity organized as a 
separate legal entity from the organization 
and treated as a corporation for federal 
income tax purposes (except for members 
of a group exemption included in a group 
return filed by the organization), even if 
such entity is affiliated with or otherwise 
related to the organization (for example, 
part of an affiliated health care system).
If an organization isn't required to file Form 
990 but chooses to do so, it must file a 
complete return and provide all of the 
information requested, including the 
required schedules.
An organization that didn't operate one or 
more facilities during the tax year that 
satisfy the definition of hospital facility, 
above, shouldn't file Schedule H (Form 
990).


The definition of hospital for 
Schedule A (Form 990), Public 
Charity Status and Public Support, 


Part I, line 3, and the definition of hospital 
for Schedule H (Form 990) aren't the 
same. Accordingly, an organization that 
checks box 3 in Part I of Schedule A (Form 
990) to report that it is a hospital or 
cooperative hospital service organization, 
must complete and attach Schedule H to 
Form 990 only if it meets the definition of 
hospital facility for purposes of 
Schedule H (Form 990), as explained 
above.


Specific Instructions
Part I. Financial 
Assistance and Certain 
Other Community Benefits 
at Cost
Part I requires reporting of financial 
assistance policies, the availability of 
community benefit reports, and the cost of 
financial assistance and other community 
benefit activities and programs. 
Worksheets and accompanying 
instructions are provided at the end of the 
instructions to this schedule to assist in 
completing the table in Part I, line 7.
Line 1. A financial assistance policy 
(FAP), sometimes referred to as a charity 
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care policy, is a policy describing how the 
organization will provide financial 
assistance at its hospital(s) and other 
facilities, if any. Financial assistance 
includes free or discounted health 
services provided to persons who meet 
the organization's criteria for financial 
assistance and are unable to pay for all or 
a portion of the services. Financial 
assistance doesn't include: bad debt or 
uncollectible charges that the organization 
recorded as revenue but wrote off due to a 
patient's failure to pay, or the cost of 
providing such care to such patients; the 
difference between the cost of care 
provided under Medicaid or other 
means-tested government programs or 
under Medicare and the revenue derived 
therefrom; self-pay or prompt pay 
discounts; or contractual adjustments with 
any third-party payors.
Line 2. Check only one of the three 
boxes. “Applied uniformly to all hospitals” 
means that all of the organization's 
hospital facilities use the same financial 
assistance policy. “Applied uniformly to 
most hospitals” means that the majority of 
the organization's hospital facilities use 
the same financial assistance policy. 
“Generally tailored to individual hospitals” 
means that the majority of the 
organization's hospital facilities use 
different financial assistance policies. If 
the organization operates only one 
hospital facility, check “Applied uniformly 
to all hospitals.”
Line 3. Answer lines 3a, 3b, and 3c 
based on the financial assistance eligibility 
criteria that apply to (1) the largest number 
of the organization's patients based on 
patient contacts or encounters or (2) if the 
organization doesn't operate its own 
hospital facility, the largest number of 
patients of a hospital facility operated by a 
joint venture in which the organization 
has an ownership interest. For example, if 
the organization has two hospital facilities, 
use the financial assistance eligibility 
criteria used by the hospital facility which 
has the most patient contacts or 
encounters during the tax year.


Line 3a. “Federal Poverty Guidelines” 
(FPG) are the Federal Poverty Guidelines 
published annually by the U.S. 
Department of Health and Human 
Services. If the organization has 
established a family or household income 
threshold that a patient must meet or fall 
below to qualify for free medical care, 
check the box in the “Yes” column and 
indicate the specific threshold by checking 
the appropriate box. For instance, if a 
patient's family or household income must 
be less than or equal to 250% of FPG for 
the patient to qualify for free care, then 
check the box marked “Other” and enter 
“250%.”
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Line 3b. If the organization has 
established a family or household income 
threshold that a patient must meet or fall 
below to qualify for discounted medical 
care, check the box in the “Yes” column 
and indicate the specific threshold by 
checking the appropriate box.


Line 3c. If applicable, describe the 
other criteria used, such as asset test or 
other means test or threshold for free or 
discounted care, in Part VI, line 1, of this 
schedule. An “asset test” includes (i) a 
limit on the amount of total or liquid assets 
that a patient or the patient's family or 
household can own for the patient to 
qualify for free or discounted care, and/or 
(ii) a criterion for determining the level of 
discounted medical care patients can 
receive, depending on the amount of 
assets that they and/or their families or 
households own.
Line 4. “Medically indigent” means 
persons whom the organization has 
determined are unable to pay some or all 
of their medical bills because their medical 
bills exceed a certain percentage of their 
family or household income or assets (for 
example, due to catastrophic costs or 
conditions), even though they have 
income or assets that otherwise exceed 
the generally applicable eligibility 
requirements for free or discounted care 
under the organization's financial 
assistance policy.
Line 5. Answer lines 5a, 5b, and 5c 
based on the organization's budgeted 
amounts under its financial assistance 
policy.


Line 5a. Answer “Yes,” if the 
organization established or had in place at 
any time during the tax year an annual or 
periodic budgeted amount of free or 
discounted care to be provided under its 
financial assistance policy. If “No,” skip to 
line 6a.


Line 5b. Answer “Yes,” if the free or 
discounted care the organization provided 
in the applicable period exceeded the 
budgeted amount of costs or charges for 
that period. If “No,” skip to line 6a.


Line 5c. Answer “Yes,” if the 
organization denied financial assistance to 
any patient eligible for free or discounted 
care under its financial assistance policy 
or under any of its hospital facilities' 
financial assistance policies because the 
organization's or the facility's financial 
assistance budget was exceeded.
Line 6. Answer lines 6a and 6b based on 
the community benefit report that the 
organization prepared for the organization 
as a whole during the tax year.


Line 6a. Answer “Yes” if the 
organization prepared a written report 
during the tax year that describes the 


organization's programs and services that 
promote the health of the community or 
communities served by the organization. If 
the organization's community benefit 
report is contained in a report prepared by 
a related organization, answer “Yes” and 
identify the related organization in Part VI, 
line 1. If “No,” skip to line 7.


Line 6b. Answer “Yes” if the 
organization made the community benefit 
report it prepared during the tax year 
available to the public.


Examples of how an organization 
can make its community benefit 
report available to the public are: 


to post the report on the organization's 
website, and to make a paper copy of the 
CHNA report available for public 
inspection upon request and without 
charge at the hospital facility.
Lines 7a through 7k. Report on the table 
(lines 7a through 7k), at cost, the 
organization's financial assistance (as 
defined in the instructions for line 1) and 
certain other community benefits. Report 
on line 7i contributions that the 
organization restricts, in writing, to one or 
more of the community benefit activities 
listed in lines 7a through 7h. Don't report 
such contributions on lines 7a through 7h. 
To calculate the amounts to be reported 
on the table, use the worksheets or other 
equivalent documentation that 
substantiates the information reported 
consistent with the methodology used on 
the worksheets. See the instructions to the 
worksheets for definitions of the various 
types of community benefit (for example, 
community health improvement services, 
health professions education, subsidized 
health services, research, etc.) to be 
reported on lines 7a through 7k. Don’t 
include bad debt in these amounts. Bad 
debt will be reported in Part III. 


If the organization completed 
worksheets other than on a 
combined basis (for example, 


facility by facility, joint venture by joint 
venture), the organization should combine 
all information from these worksheets for 
purposes of reporting amounts on the 
table. Only the portion of each joint 
venture or partnership that represents the 
organization's proportionate share, based 
on capital interest, can be reported on 
lines 7a through 7k (see Purpose of 
Schedule for instructions on aggregation).


Use the organization's most accurate 
costing methodology (cost accounting 
system, cost-to-charge ratio, or other) to 
calculate the amounts reported on the 
table. If the organization uses a 
cost-to-charge ratio, it can use Worksheet 
2, Ratio of Patient Care Cost to Charges, 
for this purpose. See the instructions for 
Part VI, line 1, regarding an explanation of 
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the costing methodology used to calculate 
the amounts reported on the table.


If the organization included any costs 
for a physician clinic as subsidized health 
services on Part I, line 7g, report these 
costs on Part VI, line 1.


If the organization included any bad 
debt expense on Form 990, Part IX, 
line 25, but subtracted this bad debt for 
purposes of calculating the amount 
reported on line 7, column (f), report this 
bad debt expense on Part VI, line 1.


The following are descriptions of the 
type of information reported in each 
column of the table.


Column (a). “Number of activities or 
programs” means the number of the 
organization's activities or programs 
conducted during the year that involve the 
community benefit reported on the line. 
Report each activity and program on only 
one line so that it isn't counted more than 
once. Reporting in this column is optional.


Column (b). “Persons served” means 
the number of patient contacts or 
encounters in accordance with the filing 
organization's records. Persons served 
can be reported in multiple rows, as 
services across different categories may 
be provided to the same patient. 
Reporting in this column is optional.


Column (c). “Total community benefit 
expense” means the total gross expense 
of the activity incurred during the year, 
calculated by using the pertinent 
worksheets for each line item. “Total 
community benefit expense” includes both 
“direct costs” and “indirect costs.” "Direct 
costs" means salaries and benefits, 
supplies, and other expenses directly 
related to the actual conduct of each 
activity or program. “Indirect costs” means 
costs that are shared by multiple activities 
or programs, such as facilities and 
administrative costs related to the 
organization's infrastructure (space, 
utilities, custodial services, security, 
information systems, administration, 
materials management, and others).


Column (d). “Direct offsetting 
revenue” means revenue from the activity 
during the year that offsets the total 
community benefit expense of that activity, 
as calculated on the worksheets for each 
line item. “Direct offsetting revenue” 
includes any revenue generated by the 
activity or program, such as payment or 
reimbursement for services provided to 
program patients.
 “Direct offsetting revenue” also includes 
restricted grants or contributions that the 
organization uses to provide a community 
benefit, such as a restricted grant to 
provide financial assistance or fund 
research. “Direct offsetting revenue” 
doesn't include unrestricted grants or 
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contributions that the organization uses to 
provide a community benefit. 
Organizations may describe any 
inconsistencies from reporting in prior 
years in Part VI.


Examples. The organization receives 
a restricted grant from an unrelated 
organization that must be used by the 
organization to provide financial 
assistance. The amount of the restricted 
grant is reportable as direct offsetting 
revenue on line 7a, column (d).


The organization receives an 
unrestricted grant from an unrelated 
organization. The organization decides to 
use the grant to increase the amount of 
financial assistance it provides. The 
amount of the unrestricted grant isn't 
reportable as direct offsetting revenue on 
line 7a, column (d).


Columns (e) and (f). Don't report 
negative numbers. If the net community 
benefit expense is less than $0, enter “0.” 
Similarly, don't report a negative percent in 
column (f), but enter “0.”


Group return filers. The “total 
expense” denominator for purposes of 
determining the percent of total expense 
for column (f) is the amount reported on 
Form 990, Part IX, line 25, column (A), of 
the group return.


Column (f) “percent of total 
expense” is based on column (e) 
“net community benefit expense,” 


rather than column (c) “total community 
benefit expense.” Organizations that 
report amounts of direct offsetting revenue 
also might wish to report total community 
benefit expense (Part I, line 7, column (c)) 
as a percentage of total expenses. 
Although this percentage cannot be 
reported in Part I, line 7, column (f), it can 
be reported on Schedule H (Form 990), 
Part VI, line 1.


Optional Worksheets for 
Part I, Line 7 (Financial 
Assistance and Certain 
Other Community Benefits 
at Cost)
Worksheets 1 through 8 are intended to 
assist the organization in completing 
Schedule H (Form 990), Part I, lines 7a 
through 7k. Use of the worksheets isn't 
required and they shouldn't be filed with 
Form 990. The organization can use 
alternative equivalent documentation, 
provided that the methodology described 
in these instructions (including the 
instructions to the worksheets) is followed. 
Regardless of whether the worksheets or 
alternative equivalent documentation is 
used to compile and report the required 
information, such documentation must be 
retained by the organization to 
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substantiate the information reported on 
Schedule H (Form 990). The worksheets 
or alternative equivalent documentation 
are to be completed using the 
organization's most accurate costing 
methodology, which can include a cost 
accounting system, cost-to-charge ratios, 
a combination thereof, or some other 
method.


If the organization is filing a group 
return or has a disregarded entity or an 
ownership interest in one or more joint 
ventures, the organization may find it 
helpful to complete the worksheets 
separately for the organization and for 
each disregarded entity, joint venture in 
which the organization had an ownership 
interest during the tax year, and group 
affiliate. In that case, the organization 
should combine all information from the 
worksheets for purposes of completing 
line 7. Complete the table by combining 
amounts from the organization's 
worksheets, amounts from disregarded 
entities or group affiliates, and amounts 
from joint ventures that are attributable to 
the organization's proportionate share of 
each joint venture, under the aggregation 
instruction in Purpose of Schedule.


See Worksheets 1 through 8 and 
specific instructions for the worksheets 
later in these instructions.


Part II. Community 
Building Activities
Report in this part the costs of the 
organization's activities that it engaged in 
during the tax year to protect or improve 
the community's health or safety, and that 
aren't reportable in Part I of this schedule. 
Some community building activities may 
also meet the definition of community 
benefit. Don't report in Part II community 
building costs that are reported on Part I, 
line 7, as community benefit (costs of a 
community health improvement service 
reportable on Part I, line 7e). An 
organization that reports information in this 
Part II must describe in Part VI how its 
community building activities promote the 
health of the communities it serves.


If the filing organization makes a grant 
to an organization to be used to 
accomplish one of the community building 
activities listed in this part, then the 
organization should include the amount of 
the grant on the appropriate line in Part II. 
If the organization makes a grant to a joint 
venture in which it has an ownership 
interest to be used to accomplish one of 
the community building activities listed in 
this part, report the grant on the 
appropriate line in Part II, but don't include 
in Part II the organization's proportionate 
share of the amount spent by the joint 
venture on such activities, to avoid double 
counting.


Line 1. “Physical improvements and 
housing” include, but aren't limited to, the 
provision or rehabilitation of housing for 
vulnerable populations, such as removing 
building materials that harm the health of 
the residents, neighborhood improvement 
or revitalization projects, provision of 
housing for vulnerable patients upon 
discharge from an inpatient facility, 
housing for low-income seniors, and the 
development or maintenance of parks and 
playgrounds to promote physical activity.
Line 2. “Economic development” can 
include, but isn't limited to, assisting small 
business development in neighborhoods 
with vulnerable populations and creating 
new employment opportunities in areas 
with high rates of joblessness.
Line 3. “Community support” can include, 
but isn't limited to, child care and 
mentoring programs for vulnerable 
populations or neighborhoods, 
neighborhood support groups, violence 
prevention programs, and disaster 
readiness and public health emergency 
activities, such as community disease 
surveillance or readiness training beyond 
what is required by accrediting bodies or 
government entities.
Line 4. “Environmental improvements” 
include, but aren't limited to, activities to 
address environmental hazards that affect 
community health, such as alleviation of 
water or air pollution, safe removal or 
treatment of garbage or other waste 
products, and other activities to protect the 
community from environmental hazards. 
The organization cannot include on this 
line or in this part expenditures made to 
comply with environmental laws and 
regulations that apply to activities of itself, 
its disregarded entity or entities, a joint 
venture in which it has an ownership 
interest, or a member of a group 
exemption included in a group return of 
which the organization is also a member. 
Similarly, the organization cannot include 
on this line or in this part expenditures 
made to reduce the environmental 
hazards caused by, or the environmental 
impact of, its own activities, or those of its 
disregarded entities, joint ventures, or 
group exemption members, unless the 
expenditures are for an environmental 
improvement activity that (i) is provided for 
the primary purpose of improving 
community health; (ii) addresses an 
environmental issue known to affect 
community health; and (iii) is subsidized 
by the organization at a net loss. An 
expenditure may not be reported on this 
line if the organization engages in the 
activity primarily for marketing purposes.
Line 5. “Leadership development and 
training for community members” includes, 
but isn't limited to, training in conflict 
resolution; civic, cultural, or language 
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skills; and medical interpreter skills for 
community residents.
Line 6. “Coalition building” includes, but 
isn't limited to, participation in community 
coalitions and other collaborative efforts 
with the community to address health and 
safety issues.
Line 7. “Community health improvement 
advocacy” includes, but isn't limited to, 
efforts to support policies and programs to 
safeguard or improve public health, 
access to health care services, housing, 
the environment, and transportation.
Line 8. “Workforce development” 
includes, but isn't limited to, recruitment of 
physicians and other health professionals 
to medical shortage areas or other areas 
designated as underserved, and 
collaboration with educational institutions 
to train and recruit health professionals 
needed in the community (other than the 
health professions education activities 
reported in Part I, line 7f).
Line 9. “Other” refers to community 
building activities that protect or improve 
the community's health or safety that 
aren't described in the categories listed in 
lines 1 through 8 above.


Refer to the instructions to Part I, line 7, 
columns (a) through (f), for descriptions of 
the types of information that should be 
reported in each column of Part II.


If the organization is filing a group 
return or has a disregarded entity or an 
ownership interest in one or more joint 
ventures, the organization may find it 
helpful to complete Part II separately for 
itself and for each disregarded entity, joint 
venture in which the organization had an 
ownership interest during the tax year, and 
group affiliate. The organization should 
combine the amounts from all such tables, 
according to the combined instructions in 
Purpose of Schedule, and include the 
combined information in Part II.


Part III. Bad Debt, 
Medicare, & Collection 
Practices
Section A. In this section, (a) report 
combined bad debt expense; (b) provide 
an estimate of how much bad debt 
expense, if any, reasonably could be 
attributable to persons who likely would 
qualify for financial assistance under the 
organization’s financial assistance policy; 
and (c) provide a rationale for what portion 
of bad debt, if any, the organization 
believes is community benefit. In addition, 
the organization must report whether it has 
adopted Healthcare Financial 
Management Association Statement No. 
15, Valuation and Financial Statement 
Presentation of Charity Care and Bad 
Debts by Institutional Healthcare 
Providers (“Statement 15”) and provide 


the text or page number of its footnote, if 
applicable, to its audited financial 
statements that describes the bad debt 
expense.


Line 1. Indicate if the organization 
reports bad debt expense in accordance 
with Statement 15.
Note. Statement 15 hasn't been adopted 
by the AICPA. The IRS doesn't require 
organizations to adopt Statement 15 or 
use it to determine bad debt expense or 
financial assistance costs. Some 
organizations may rely on Statement 15 in 
reporting bad debt expense and financial 
assistance in their audited financial 
statements. Statement 15 provides 
instructions for recordkeeping, valuation, 
and disclosure for bad debts.


Line 2. Use the most accurate system 
and methodology available to the 
organization to report bad debt expense. If 
only a portion of a patient’s bill for services 
is written off as a bad debt, include only 
the proportionate amount attributable to 
the bad debt. Include the organization’s 
proportionate share of the bad debt 
expense of joint ventures in which it had 
an ownership interest during the tax year.


Describe in Part VI the methodology 
used in determining the amount reported 
on line 2 as bad debt, including how the 
organization accounted for discounts and 
payments on patient accounts in 
determining bad debt expense.


Line 3. Provide an estimate of the 
amount of bad debt reported on line 2 that 
reasonably is attributable to patients who 
likely would qualify for financial assistance 
under the hospital's financial assistance 
policy as reported in Part I, lines 1 through 
4, but for whom insufficient information 
was obtained to determine their eligibility. 
Don't include this amount in Part I, 
line 7. Organizations can use any 
reasonable methodology to estimate this 
amount, such as record reviews, an 
assessment of financial assistance 
applications that were denied due to 
incomplete documentation, analysis of 
demographics, or other analytical 
methods.


Describe in Part VI the methodology 
used to determine the amount reported on 
line 3 and the rationale, if any, for 
including any portion of bad debt as 
community benefit.


Line 4. In Part VI, provide the footnote 
from the organization's audited financial 
statements on bad debt expense, if 
applicable, or the footnotes related to 
“accounts receivable,” "allowance for 
doubtful accounts," or similar 
designations. Alternatively, report the 
page number(s) on which the footnote or 
footnotes appear in the organization's 
most recent audited financial statements, 


which must be attached to this return. If 
the footnote or footnotes address only the 
filing organization's bad debt expense or 
“accounts receivable,” "allowance for 
doubtful accounts," or similar 
designations, provide the exact wording of 
the footnote or footnotes, or report the 
page number(s) in which the footnote or 
footnotes appear in the attached audited 
financial statements.


If the organization's financial 
statements include a footnote on these 
issues that also includes other 
information, report in Part VI only the 
relevant portions of the footnote. If the 
organization is a member of a group with 
consolidated financial statements, the 
organization can summarize that portion, if 
any, of the footnote or footnotes that 
apply. If the organization's financial 
statements don't include a footnote that 
discusses bad debt expense, “accounts 
receivable,” "allowance for doubtful 
accounts," or similar designations, include 
a statement in Part VI that the 
organization's audited financial 
statements don't include a footnote 
discussing these issues and explain how 
the organization's financial statements 
account for bad debt, if at all.
Section B. In this section, (a) combine 
allowable costs to provide services 
reimbursed by Medicare (don't include 
community benefit costs included in Part I, 
line 7), (b) combine Medicare 
reimbursements attributable to such costs, 
and (c) combine Medicare surplus or 
shortfall. Include in Section B only those 
allowable costs and Medicare 
reimbursements that are reported in the 
organization's Medicare Cost Report(s) for 
the year, including its share of any such 
allowable costs and reimbursement from 
disregarded entities and joint ventures 
in which it has an ownership interest. Don't 
include any Medicare-related expenses or 
revenue properly reported in Part I, line 7f 
or 7g.


In Part VI, the organization should 
describe what portion of its Medicare 
shortfall, if any, it believes should 
constitute community benefit, and explain 
its rationale for its position. As described 
below, the organization also can enter in 
Part VI the amount of any Medicare 
revenues and costs not included in its 
Medicare Cost Report(s) for the year, and 
can enter a reconciliation of the amounts 
reported in Section B (including the 
surplus or shortfall reported on line 7) and 
the total revenues and costs attributable to 
all of the organization's Medicare 
programs.


Line 5. Enter all net patient service 
revenue (for Medicare fee for service 
(FFS) patients) associated with the 
allowable costs the organization reports in 
its Medicare Cost Report(s) for the year, 
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including payments for indirect medical 
education (IME) (except for Medicare 
Advantage IME), Medicare 
disproportionate share hospital (DSH) 
revenue, coinsurance, patient deductibles, 
outliers, capital, bad debt, and any other 
amounts paid to the organization on the 
basis of its Medicare Cost Report. Don't 
include revenue related to subsidized 
health services as reported in Part I, 
line 7g (see Worksheet 6), research as 
reported in Part I, line 7h (see Worksheet 
7), or direct graduate medical education 
(GME) as reported in Part I, line 7f (see 
Worksheet 5). If the organization has more 
than one Medicare provider number, 
combine the revenue attributable to costs 
reported on the Medicare Cost Reports 
submitted under each provider number, 
and report the combined revenues on 
line 5.


Line 6. Enter all Medicare allowable 
costs reported in the organization's 
Medicare Cost Report(s), except those 
already reported in Part I, line 7g 
(subsidized health services) and costs 
associated with direct GME already 
reported in Part I, line 7f (health 
professions education). This can be 
determined using Worksheet A. If 
Worksheet A isn't used, the organization 
still must subtract the costs attributable to 
subsidized health services and direct 
GME from the Medicare allowable costs it 
enters on line 6. If the organization has 
more than one Medicare provider number, 
it should combine the costs reported in the 
Medicare Cost Report(s) submitted under 
each provider number and report the 
combined costs on line 6.


Worksheet A (Optional)


Worksheet A (Optional)


Complete Worksheets 5 and 6 before 
completing this Worksheet A.


1. Total Medicare allowable costs 
(from Medicare Cost Report) . . $


2. Total Medicare allowable costs 
(from line 1) included in 
Worksheet 6, line 3, col. (A) . . $


3. Total Medicare allowable costs 
(from line 1) included in 
Worksheet 5, line 8 (direct 
GME) . . . . . . . . . . . . . . . $


4. Total adjustments to Medicare 
allowable costs (add lines 2 and 
3) . . . . . . . . . . . . . . . . . $


5. Total Medicare allowable costs 
(line 1 minus line 4).
Enter this value in Part III, 
line 6. . . . . . . . . . . . . . . . $


Line 7. Subtract line 6 from the 
amount on line 5. If line 6 exceeds line 5, 


report the surplus (the shortfall) as a 
negative number.


Lines 5, 6, and 7 don't include 
certain Medicare program 
revenues and costs, and thus 


cannot reflect all of the organization's 
revenues and costs associated with its 
participation in Medicare programs. The 
organization can describe in Part VI the 
Medicare revenues and costs not included 
in its Medicare Cost Report(s) for the year 
(for example, revenues and costs for 
freestanding ambulatory surgery centers, 
physician services billed by the 
organization, clinical laboratory services, 
and revenues and costs of Medicare Part 
C and Part D programs). The organization 
can enter in Part VI, line 1, a reconciliation 
of amounts reportable in Section B 
(including the surplus or shortfall reported 
on line 7) and all of the organization's total 
revenues and total expenses attributable 
to Medicare programs.


Line 8. Check the box that best 
describes the costing methodology used 
to report the Medicare allowable costs on 
line 6. Describe this methodology in Part 
VI.


The organization must also describe in 
Part VI its rationale for treating the amount 
reported in Part III, line 7, or any portion of 
it, as a community benefit. An 
organization's rationale must have a 
reasonable basis. Don't include this 
amount in Part I, line 7.


If the organization received any prior 
year settlements for Medicare-related 
services in the current tax year, it can 
provide an explanation in Part VI, line 1.
Section C. In this section, report the 
organization's written debt collection 
policy.


Line 9a. Answer “Yes” if the 
organization had a written debt collection 
policy on the collection of amounts owed 
by patients during its tax year.


For purposes of line 9a, a “written debt 
collection policy” includes a written billing 
and collections policy, or in the case of an 
organization that doesn't have a separate 
written billing and collections policy, a 
written financial assistance policy that 
includes the actions the organization may 
take in the event of non-payment, 
including collection actions and reporting 
to credit agencies.


Line 9b. Answer “Yes” if the 
organization's written debt collection 
policy that applied to the facilities that 
served the largest number of the 
organization's patients during the tax year 
contained provisions for collecting 
amounts due from those patients who the 
organization knows qualify for financial 
assistance. If the organization answers 
“Yes,” describe in Part VI the collection 


TIP


practices that it follows for such patients, 
whether or not such practices apply 
specifically to such patients or more 
broadly to also cover other types of 
patients.


Part IV. Management 
Companies and Joint 
Ventures Owned 10% or 
More by Officers, 
Directors, Trustees, Key 
Employees, and 
Physicians
List any management company, joint 
venture, or other separate entity (whether 
treated as a partnership or a corporation), 
including joint ventures outside of the 
United States, of which the organization 
is a partner or shareholder:


1. In which persons described in 1a 
and/or 1b below owned, in the aggregate, 
more than 10% of the share of profits of 
such partnership or LLC interest, or stock 
of the corporation:


a. Persons who were officers, 
directors, trustees, or key employees 
of the organization at any time during the 
organization's tax year, and/or


b. Physicians who were employed as 
physicians by, or had staff privileges with, 
one or more of the organization's 
hospitals; and


2. That either:
a. Provided management services 


used by the organization in its provision of 
medical care, or


b. Provided medical care, or owned or 
provided real property, tangible personal 
property, or intangible property used by 
the organization or by others to provide 
medical care.


Examples of such joint ventures and 
management companies include:
• An ancillary joint venture formed by the 
organization and its officers or physicians 
to conduct an exempt or unrelated 
business activity,
• A company owned by the organization 
and its officers or physicians that owns 
and leases to the organization a hospital 
or other medical care facility, and
• A company that owns and leases to 
entities other than the organization’s 
diagnostic equipment or intellectual 
property used to provide medical care.


For purposes of Part IV, ownership 
interests can be direct or indirect. For 
example, if a joint venture reported in Part 
IV is owned, in part, by a physician group 
practice owned by staff physicians of the 
organization's hospital, report the 
physicians' indirect ownership interest in 
the joint venture in proportion to their 
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ownership share of the physician group 
practice.
Note. Don't include publicly traded 
entities or entities whose sole income is 
passive investment income from interest 
or dividends.


For purposes of Part IV, the aggregate 
percentage share of profits or stock 
ownership percentage of officers, 
directors, trustees, key employees, and 
physicians who are employed as 
physicians by, or have staff privileges with, 
one or more of the organization's hospitals 
is measured as of the earlier of the close 
of the tax year of the organization or the 
last day the organization was a member of 
the joint venture. All stock, whether 
common or preferred, is considered stock 
for purposes of determining the stock 
ownership percentage. Provide all the 
information requested below for each such 
entity.
Column (a). Enter the full legal name of 
the entity.
Column (b). Describe the primary 
business activity or activities conducted by 
the management company, joint 
venture, or separate entity.
Column (c). Enter the organization's 
percentage share of profits in the 
partnership or LLC, or stock in the entity 
that is owned by the organization.
Column (d). Enter the percentage share 
of profits or stock in the entity owned by all 
of the organization's current officers, 
directors, trustees, or key employees.
Column (e). Enter the percentage share 
of profits or stock in the entity owned by all 
physicians who are employees practicing 
as physicians or who have staff privileges 
with one or more of the organization's 
hospitals.


If a physician described above is also a 
current officer, director, trustee, or key 
employee of the organization, include his 
or her profits or stock percentage in 
column (d). Don't include this in column 
(e).


Part IV can be duplicated if more space 
is needed to list additional management 
companies and joint ventures.


Part V. Facility Information
In Part V, the organization must list all of 
its hospital facilities in Section A, 
complete separate Sections B and C for 
each of its hospital facilities or facility 
reporting groups listed in Section A, and 
list its non-hospital health care facilities in 
Section D.
Facility reporting groups. If the 
organization is able to check the same 
checkboxes for all Part V, Section B 
questions for more than one of its hospital 
facilities, it may file a single Section B and 


Section C for all facilities in that facility 
reporting group. For each of those 
facilities, the organization would assign 
and list the facility reporting group letter in 
the “Facility reporting group” column in 
Section A. Assign letter A to the facility 
reporting group with the greatest number 
of facilities, letter B to the group with the 
second greatest number of facilities, and 
so forth. For instance, three hospital 
facilities with identical answers to the 
Section B checkboxes would be assigned 
facility group letter A, while two other 
hospital facilities with identical answers 
would be assigned facility group letter B.
Section A. Complete Part V, Section A, 
by listing all of the organization's hospital 
facilities that it operated during the tax 
year. List these facilities in order of size 
from largest to smallest, measured by a 
reasonable method (for example, the 
number of patients served or total revenue 
per facility). “Hospital facilities” are 
facilities that, at any time during the tax 
year, were required to be licensed, 
registered, or similarly recognized as a 
hospital under state law. A hospital facility 
is operated by an organization whether the 
facility is operated directly by the 
organization or through a disregarded 
entity or joint venture treated as a 
partnership. For each hospital facility, list 
its name, address, primary website 
address, and state license number (and if 
a group return, the name and EIN of the 
subordinate hospital organization that 
operates the hospital facility), and check 
the applicable column(s).


“Licensed hospital” is a facility 
licensed, registered, or similarly 
recognized by a state as a hospital.


“General medical and surgical” refers 
to a hospital primarily engaged in 
providing diagnostic and medical 
treatment (both surgical and nonsurgical) 
to inpatients with a wide variety of medical 
conditions, and that may provide 
outpatient services, anatomical pathology 
services, diagnostic X-ray services, 
clinical laboratory services, operating 
room services, and pharmacy services.


“Children's hospital” is a center for 
provision of health care to children, and 
includes independent acute care 
children's hospitals, children's hospitals 
within larger medical centers, and 
independent children's specialty and 
rehabilitation hospitals.


“Teaching hospital” is a hospital that 
provides training to medical students, 
interns, residents, fellows, nurses, or other 
health professionals and providers, 
provided that such educational programs 
are accredited by the appropriate national 
accrediting body.


“Critical access hospital” (CAH) is a 
hospital designated as a CAH by a state 
that has established a State Medicare 


Rural Hospital Flexibility Program in 
accordance with Medicare rules.


“Research facility” is a facility that 
conducts research.


“ER–24 hours” refers to a facility that 
operates an emergency room 24 hours a 
day, 365 days a year.


“ER–other” refers to a facility that 
operates an emergency room for periods 
less than 24 hours a day, 365 days a year.


Complete the “Other (describe)” 
column for each hospital facility that the 
organization operates that isn't described 
in the other columns of Part V, Section A.


In the upper left hand corner of the Part 
V, Section A table, list the total number of 
hospital facilities that the organization 
operated during the tax year.


If the organization needs additional 
space to list all of its hospital facilities, it 
should duplicate Section A and use as 
many duplicate copies of Section A as 
needed, number each page, and 
renumber the line numbers in the left hand 
margin (an organization with 15 facilities 
should renumber lines 1–5 on the 2nd 
page as lines 11–15).
Section B. Section B requires reporting 
on a hospital facility by hospital facility 
basis. The organization must complete a 
Section B for each of its hospital facilities 
or facility reporting groups listed in 
Section A. At the top of each page of 
Section B, list the name of the hospital 
facility or the facility reporting group letter. 
In the space provided, list the line number 
of the hospital facility, or line numbers of 
the hospital facilities in a facility reporting 
group (from Part V, Section A).


If the organization could check the 
same checkboxes for all Part V, Section B 
questions for more than one of its hospital 
facilities, it may file a single Section B for 
all facilities in that facility reporting group.


References in these Section B 
instructions to a “hospital facility” taking a 
certain action mean that the hospital 
organization took action through or on 
behalf of the hospital facility.


Line 1. Answer “Yes” if the hospital 
facility was first licensed, registered, or 
similarly recognized by a state as a 
hospital facility in the current tax year or 
the immediately preceding tax year.


Line 2. Answer “Yes” if the hospital 
facility was acquired or placed into 
service as a tax-exempt hospital in the 
current tax year or the immediately 
preceding tax year. If “Yes,” provide 
details in Section C.


Lines 3 through 12c. A community 
health needs assessment (“CHNA”) is an 
assessment of the significant health needs 
of the community. To meet the 
requirements of section 501(r)(3), a CHNA 
must take into account input from persons 
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who represent the broad interests of the 
community served by the hospital facility, 
including those with special knowledge of 
or expertise in public health, and must be 
made widely available to the public. Each 
hospital facility must conduct a CHNA at 
least once every three years, and adopt 
an implementation strategy to meet the 
community health needs identified through 
such CHNA.


Line 3. Answer “Yes” if the hospital 
facility conducted a CHNA in the current 
tax year or in either of the two immediately 
preceding tax years. If “Yes,” indicate 
what the CHNA describes by checking all 
applicable boxes. If the CHNA describes 
information that doesn't have a 
corresponding checkbox, check line 3j, 
“Other,” and describe this information in 
Part V, Section C. If “No,” skip to line 12.


Line 3a. Check this box if the CHNA 
report defines the community served by 
the hospital facility and a description of 
how the community was determined.


Line 3c. Check this box if the CHNA 
report describes the resources potentially 
available to address the significant health 
needs identified through the CHNA, 
including existing health care facilities and 
resources within the community that are 
available to respond to the health needs of 
the community.


Line 3d. Check this box if the CHNA 
report describes the process and methods 
used to conduct the CHNA.


Line 3e. In Part V, Section C, indicate if 
the significant health needs are a 
prioritized description of the significant 
health needs of the community and 
identified through the CHNA. If not, 
explain how the health needs identified 
will be prioritized.


Line 3g. Check this box if the CHNA 
report describes the process and criteria 
used in identifying certain health needs as 
significant and prioritizing those significant 
health needs.


Line 3h. Check this box if the CHNA 
report describes how the hospital facility 
solicited and took into account input 
received from persons who represent the 
broad interests of the community it serves.


Line 3i. Check this box if the CHNA 
report describes the evaluation of the 
impact of any actions that were taken, 
since the hospital facility finished 
conducting its immediately preceding 
CHNA, to address the significant health 
needs identified in the hospital facility’s 
prior CHNA(s).


Line 5. Answer “Yes” if the hospital 
facility took into account input from 
persons who represent the broad interests 
of the community served by the hospital 
facility, including at least one state, local, 
tribal, or regional governmental public 
health department (or equivalent 


department or agency), or a State Office 
of Rural Health described in section 338J 
of the Public Health Service Act (42 
U.S.C. 254r), with knowledge, information, 
or expertise relevant to the health needs of 
that community, members of medically 
underserved, low-income, and minority 
populations in the community served by 
the hospital facility, or individuals or 
organizations serving or representing the 
interests of such populations; and written 
comments received on the hospital 
facility's most recently conducted CHNA 
and most recently adopted 
implementation strategy.


If the organization checked “Yes,” 
summarize in Part V, Section C, in general 
terms, how and over what time period 
such input was provided (for example, 
whether through meetings, focus groups, 
interviews, surveys, or written comments, 
and between what dates); the names of 
any organizations providing input; and 
describe the medically underserved, 
low-income, or minority populations being 
represented by organizations or 
individuals that provided input. A CHNA 
report doesn't need to name or otherwise 
identify any specific individual providing 
input on the CHNA. In the event a hospital 
facility solicits, but cannot obtain, input 
from a source required by line 5, the 
hospital facility's CHNA report also must 
describe the hospital facility's efforts to 
solicit input from such source.


Line 6a. Answer “Yes,” if the hospital 
facility's CHNA was conducted with one 
or more other hospital facilities. “One or 
more other hospital facilities” includes 
related and unrelated hospital facilities. If 
“Yes,” list in Part V, Section C, the other 
hospital facilities with which the hospital 
facility conducted its CHNA.


Line 6b. Answer “Yes,” if the hospital 
facility's CHNA was conducted with one 
or more organizations other than hospital 
facilities. If “Yes,” list in Part V, Section C, 
the other organizations with which the 
hospital facility conducted its CHNA.


Line 7. Answer “Yes,” if the hospital 
facility made its most recently conducted 
CHNA widely available to the public. If 
“Yes,” indicate how the hospital facility 
made the CHNA widely available to the 
public by checking all applicable boxes. If 
the hospital facility made the CHNA widely 
available to the public by means other 
than those listed in lines 7a through 7c, 
check line 7d, “Other,” and describe these 
means in Part V, Section C.


Line 7a. Check this box if the CHNA 
was made available on the hospital 
facility’s website or the hospital 
organization’s website. If line 7a is 
checked, list in the space provided the 
direct website address, or URL, where the 
CHNA can be accessed.


Line 7b. Check this box if the CHNA 
was made available on a website other 
than the hospital facility’s website or the 
hospital organization’s website. If line 7b is 
checked, list in the space provided the 
direct website address, or URL, where the 
CHNA can be accessed.


Line 7c. Check this box if a paper copy 
of the CHNA was made available for 
public inspection upon request and 
without charge at the hospital facility.


Line 8. Answer “Yes” if the hospital 
facility adopted an implementation 
strategy to meet the significant health 
needs identified through its most recently 
conducted CHNA. If “No,” skip to line 11.


Line 10. Answer “Yes” if the hospital 
facility’s most recently adopted 
implementation strategy is posted on a 
website. If “Yes,” answer line 10a. If “No,” 
skip to line 10b.


Line 10a. List in the space provided 
the direct website address, or URL, where 
the implementation strategy can be 
accessed and skip to line 11.


Line 10b. Answer “Yes” if the hospital 
facility’s most recently adopted 
implementation strategy is attached.


Line 11. Explain in Part V, Section C, 
how the hospital facility is addressing the 
significant needs identified in its most 
recently conducted CHNA and any such 
needs that aren't being addressed 
together with the reasons why such needs 
aren't being addressed. For example, a 
hospital facility might identify limited 
financial or other resources as reasons 
why it didn't take action to address a need 
identified in its most recently conducted 
CHNA.


Line 12a. Answer “Yes” if the 
organization was liable, at any time during 
the tax year, for the $50,000 excise tax 
incurred under section 4959 for failure to 
conduct a CHNA and adopt an 
implementation strategy as required under 
section 501(r)(3). Section 501(r)(3) 
requires each hospital facility to conduct 
a CHNA, in the tax year or in either of the 
immediately preceding two tax years, that 
takes into account input from persons who 
represent the broad interests of the 
community served by the facility, including 
those with special knowledge of or 
expertise in public health, and to make the 
CHNA widely available to the public. 
Section 501(r)(3) also requires each 
hospital facility to adopt an implementation 
strategy to meet the community health 
needs identified through its CHNA.


Line 12b. Answer “Yes” to line 12b if 
the organization answered “Yes” to 
line 12a and filed Form 4720, Return of 
Certain Excise Taxes Under Chapters 41 
and 42 of the Internal Revenue Code, to 
report the section 4959 excise tax it 
incurred. Answer “Yes” if the organization 
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filed Form 4720 during the tax year or after 
the tax year but prior to the filing of this 
return.


Line 12c. If line 12b is “Yes,” report the 
total amount of section 4959 excise tax 
the organization reported on Form 4720 
for all of its hospital facilities that incurred 
the tax.


Lines 13 through 16. See the 
instructions for Part I, line 1 of Schedule H 
(Form 990), for the definition of “financial 
assistance policy (FAP).” Answer “Yes” 
only if the FAP applies to all emergency 
and other medically necessary care 
provided by the hospital facility, including 
all such care provided in the hospital 
facility by a substantially related entity.


Line 13. Answer “Yes,” if, during the 
tax year, the hospital facility had a 
written financial assistance policy that 
explains eligibility criteria for financial 
assistance, and whether such assistance 
includes free or discounted care. If “Yes,” 
indicate the eligibility criteria explained in 
the FAP by checking all applicable boxes. 
If the FAP describes information that 
doesn't have a corresponding checkbox, 
check line 13h, “Other,” and describe this 
information in Part V, Section C.


Line 13a. See the instructions for Part 
I, line 3a of Schedule H (Form 990), for the 
definition of “Federal Poverty Guidelines” 
(FPG). Check this box if, during the tax 
year, the hospital facility had a written 
financial assistance policy that used FPG 
for determining eligibility for free or 
discounted medical care. Show the 
specific threshold by writing in the 
percentage amount. If the hospital facility 
used FPG for determining eligibility for 
free or discounted medical care, but not 
both free and discounted medical care, 
enter “000” in the percentage amount for 
which FPG wasn't used.


Line 13b. Check this box if the hospital 
facility used an income level other than 
FPG and explain in Part V, Section C, 
what criteria the hospital facility used to 
determine eligibility for free or discounted 
care (including whether the hospital facility 
used the income level of patients, patients’ 
families, or patients’ guarantors as a 
factor).


Line 13c. Check this box if the 
hospital facility used the asset level of 
patients, patients' families, or patients' 
guarantors as a factor in determining 
eligibility for financial assistance.


Line 13d. Check this box if the 
hospital facility considered whether 
patients were “medically indigent,” as 
defined in the instructions for Part I, line 4, 
of Schedule H (Form 990), in determining 
eligibility for financial assistance.


Line 13e. Check this box if the 
hospital facility used the insurance 
status of patients, patients' families, or 


patients' guarantors as a factor in 
determining eligibility for financial 
assistance.


Line 13g. Check this box if the 
hospital facility considered residency as 
a factor in determining eligibility for 
financial assistance.


Line 14. Answer “Yes,” if, during the 
tax year, the hospital facility had a 
written financial assistance policy that 
explained the basis for calculating 
amounts charged to patients.


Line 15. Answer “Yes,” if, during the 
tax year, the hospital facility had a 
written financial assistance policy that 
explained the method for applying for 
financial assistance. If “Yes,” indicate how 
the hospital facility’s FAP or FAP 
application form (including the 
accompanying instructions) explained the 
method for applying for financial 
assistance by checking all applicable 
boxes. If the FAP explains a method(s) for 
applying for financial assistance other 
than those listed in lines 15a through 15d, 
check 15e, “Other,” and explain the 
method(s) in Part V, Section C.


Line 15a. Check this box if the 
hospital facility described all of the 
information it may require an individual to 
provide as part of his or her application.


Line 15b. Check this box if the 
hospital facility described all of the 
supporting documentation it may require 
an individual to submit as part of his or her 
application.


Line 15c. Check this box if the 
hospital facility provided contact 
information of hospital facility staff that the 
hospital facility has identified as an 
available source of assistance with FAP 
applications.


Line 15d. Check this box if the 
hospital facility provided the contact 
information of a nonprofit organization or 
government agency that the hospital 
facility has identified as an available 
source of assistance with FAP 
applications.


Line 16. Answer “Yes,” if, during the 
tax year, the FAP was widely publicized 
within the community served by the 
hospital facility. If “Yes,” indicate how the 
hospital facility publicized the policy by 
checking all applicable boxes. If the 
hospital facility publicized the policy within 
the community served by the hospital 
facility by means that aren't listed in lines 
16a–16i, check line 16j, “Other,” and 
describe in Part V, Section C, how the 
financial assistance policy was publicized 
within the community served by the 
hospital facility.


Line 16g. Check this box if individuals 
were notified about the FAP by being 
offered a paper copy of the plain language 
summary of the FAP, by receiving a 


conspicuous written notice about the FAP 
on their billing statements, and via 
conspicuous public displays or other 
measures reasonably calculated to attract 
patients' attention.


Line 16i. Check this box if the FAP, 
FAP application form, and plain language 
summary of the FAP were translated into 
the primary language(s) spoken by 
Limited English Proficient population 
(LEP) populations, such as by translating 
these documents into the language(s) 
spoken by each LEP language group that 
constitutes the lesser of 1,000 individuals 
or 5 percent of the community served by 
the hospital facility or the population likely 
to be affected or encountered by the 
hospital facility.


Line 16j. “Other” measures to publicize 
the policy within the community served by 
the hospital facility may include, but 
aren't limited to, having registration 
personnel refer uninsured and/or 
low-income patients to financial 
counselors to discuss the policy. Check 
the box for line 16j if, instead of the 
detailed policy, the hospital facility 
provided a summary of the policy in a 
manner listed in lines 16a–16i.


Line 17. Answer “Yes,” if, during the 
tax year, the hospital facility had either 
a separate written billing and collections 
policy or a written financial assistance 
policy (“FAP”) that described any actions 
that the hospital facility (or other 
authorized party) may take related to 
obtaining payment of a bill for medical 
care, including, but not limited to, any 
extraordinary collection actions (ECAs); 
the process and time frames the hospital 
facility (or other authorized party) uses in 
taking those actions (including, but not 
limited to, the reasonable efforts it will 
make to determine whether an individual 
is FAP-eligible before engaging in ECAs); 
and the office, department, committee, or 
other body with the final authority or 
responsibility for determining that the 
hospital facility has made reasonable 
efforts to determine whether an individual 
is FAP-eligible and may therefore engage 
in ECAs against the individual.


Lines 18 and 19. “Other similar 
actions” don't include sending the patient 
a bill.
Note. Section 501(r)(6) requires a 
hospital facility to forego ECAs before the 
facility has made reasonable efforts to 
determine the individual's eligibility under 
the facility's FAP.


Line 18. Indicate what actions against 
an individual the hospital facility was 
permitted to take during the tax year under 
its policies before making reasonable 
efforts to determine the individual's 
eligibility under the facility's FAP by 
checking all applicable boxes.
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Line 18a. Check this box if the FAP 
permitted reporting adverse information 
about the individual to consumer credit 
reporting agencies or credit bureaus.


Line 18b. Check this box if the FAP 
permitted selling an individual's debt to 
another party. Don't check the box if, prior 
to the sale, the hospital facility entered into 
a legally binding written agreement with 
the purchaser of the debt pursuant to 
which the purchaser is prohibited from 
engaging in any ECAs to obtain payment 
for the care; the purchaser is prohibited 
from charging interest on the debt in 
excess of the rate in effect under section 
6621(a)(2) at the time the debt is sold; the 
debt is returnable to or recallable by the 
hospital facility upon a determination by 
the hospital facility or the purchaser that 
the individual is FAP-eligible; and, if the 
individual is determined to be FAP-eligible 
and the debt isn't returned to or recalled 
by the hospital facility, the purchaser is 
required to adhere to procedures specified 
in the agreement that ensure that the 
individual doesn't pay, and has no 
obligation to pay, the purchaser and the 
hospital facility together more than he or 
she is personally responsible for paying as 
a FAP-eligible individual.


Line 18c. Check this box if the FAP 
permitted deferring or denying, or 
requiring a payment before providing, 
medically necessary care because of an 
individual’s nonpayment of one or more 
bills for previously provided care covered 
under the hospital facility’s FAP.


Line 18d. Check this box if the FAP 
permitted actions that require a legal or 
judicial process, including but not limited 
to: placing a lien on an individual's real 
property; attaching or seizing an 
individual's bank account or any other 
personal property; commencing a civil 
action against an individual; causing an 
individual's arrest; causing an individual to 
be subject to a writ of body attachment; or 
garnishing an individual's wages. Don't 
include any liens that a hospital facility is 
entitled to assert under state law on the 
proceeds of a judgment, settlement, or 
compromise owed to an individual (or his 
or her representative) as a result of 
personal injuries for which the hospital 
facility provided care and if it files a claim 
in a bankruptcy proceeding.


Line 18e. If a hospital facility's policies 
permitted the facility to take an action or 
actions against an individual during the tax 
year similar to those listed in lines 18a 
through 18d before making reasonable 
efforts to determine the individual's 
eligibility under the facility's FAP, check 
line 18e, “Other similar actions,” and 
describe those actions in Part V, 
Section C.


Line 18f. If the hospital facility was 
permitted to make no such actions, check 


the box for line 18f, “None of these actions 
or similar actions were permitted.”


Line 19. Indicate any of the actions 
against an individual that the hospital 
facility took during the tax year before 
making reasonable efforts to determine 
the individual's eligibility under the facility's 
FAP by checking all applicable boxes. For 
purposes of this question, actions against 
an individual include actions to obtain 
payment for the care against any other 
individual who has accepted or is required 
to accept responsibility for the individual’s 
hospital bill for the care, and actions of the 
hospital facility includes actions of any 
purchaser of the individual’s debt, any 
debt collection agency or other party to 
which the hospital facility has referred the 
individual’s debt, or any substantially 
related entity.


Line 19a. Check this box if the hospital 
facility reported adverse information about 
the individual to consumer credit reporting 
agencies or credit bureaus before making 
reasonable efforts to determine the 
individual's eligibility under the facility's 
FAP.


Line 19b. Check this box if the hospital 
facility sold an individual's debt to another 
party before making reasonable efforts to 
determine the individual's eligibility under 
the facility's FAP. Don't check the box if, 
prior to the sale, the hospital facility 
entered into a legally binding written 
agreement with the purchaser of the debt 
pursuant to which the purchaser is 
prohibited from engaging in any ECAs to 
obtain payment for the care; the purchaser 
is prohibited from charging interest on the 
debt in excess of the rate in effect under 
section 6621(a)(2) at the time the debt is 
sold; the debt is returnable to or recallable 
by the hospital facility upon a 
determination by the hospital facility or the 
purchaser that the individual is 
FAP-eligible; and, if the individual is 
determined to be FAP-eligible and the 
debt isn't returned to or recalled by the 
hospital facility, the purchaser is required 
to adhere to procedures specified in the 
agreement that ensure that the individual 
doesn't pay, and has no obligation to pay, 
the purchaser and the hospital facility 
together more than he or she is personally 
responsible for paying as a FAP-eligible 
individual.


Line 19c. Check this box if the hospital 
facility deferred or denied, or required a 
payment before providing, medically 
necessary care because of an individual’s 
nonpayment of one or more bills for 
previously provided care covered under 
the hospital facility’s FAP.


Line 19d. Check this box if the hospital 
facility took legal action or pursued a 
judicial process, including but not limited 
to: placing a lien on an individual's real 
property; attaching or seizing an 


individual's bank account or any other 
personal property; commencing a civil 
action against an individual; causing an 
individual's arrest; causing an individual to 
be subject to a writ of body attachment; or 
garnishing an individual's wages. Don't 
include any liens that a hospital facility is 
entitled to assert under state law on the 
proceeds of a judgment settlement, or 
compromise owed to an individual (or his 
or her representative) as a result of 
personal injuries for which the hospital 
facility provided care and if it filed a claim 
in bankruptcy proceeding.


Line 19e. If the hospital facility took an 
action or actions against an individual 
during the tax year similar to those listed in 
lines 19a through 19d before making 
reasonable efforts to determine the 
individual's eligibility under the facility's 
FAP, check line 19e, “Other similar 
actions,” and describe those actions in 
Part V, Section C.


Line 20. Indicate which efforts the 
hospital facility or other authorized party 
made before initiating any of the actions 
listed (whether or not checked) in lines 
19a through 19d or described in Part V, 
Section C (describing “other similar 
actions” checked on line 18e or line 19e) 
by checking all applicable boxes in lines 
20a through 20d. If the hospital facility 
made efforts other than those listed in 
lines 20a through 20d before initiating any 
of the actions listed in lines 19a through 
19d or described in Part V, Section C 
(describing "other similar actions" checked 
on line 18e or line 19e), check the box for 
line 20e, “Other,” and describe in Part V, 
Section C.


If the hospital facility made no such 
efforts before initiating any of the actions 
listed (whether or not checked) in lines 
19a through 19d or described in Part V, 
Section C (describing “other similar 
actions” checked on line 18e or line 19e), 
check the box for line 20f, “None of these 
efforts were made.”


Line 20a. Check this box if the hospital 
facility or other authorized party provided 
individuals with a written notice that 
indicated financial assistance is available 
for eligible individuals, identified the 
ECA(s) that the hospital facility (or other 
authorized party) intended to initiate to 
obtain payment for the care, and stated a 
deadline after which such ECA(s) may be 
initiated that was no earlier than 30 days 
after the date that the written notice was 
provided, along with a plain language 
summary of the FAP. If not, describe in 
Section C.


Line 20b. Check this box if the hospital 
facility or other authorized party made a 
reasonable effort to orally notify 
individuals about the hospital facility’s FAP 
and about how the individual may obtain 
assistance with the FAP application 
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process at least 30 days before initiating 
ECAs. If not, describe in Section C.


Line 20c. Check this box if (1) when an 
individual who submitted an incomplete 
FAP application during the application 
period, the hospital facility or other 
authorized party notified the individual 
about how to complete the FAP 
application and gave the individual a 
reasonable opportunity to do so in 
accordance with Regulations section 
1.501(r)-6(c)(5); and (2) when an 
individual who submitted a complete FAP 
application during the application period, 
the hospital facility or other authorized 
party determined whether the individual is 
FAP-eligible for the care and otherwise 
met the requirements described in 
Regulations section 1.501(r)-6(c)(6). If not, 
describe in Section C.


Line 20d. Check this box if the hospital 
facility or other authorized party made 
presumptive eligibility determinations in 
accordance with Regulations section 
1.501(r)-6(c)(2). If not, describe in 
Section C.


Line 21. Answer “Yes,” if, during the 
tax year, the hospital facility had in 
place a written policy about emergency 
medical care that required the hospital 
facility to provide, without discrimination, 
care for emergency medical conditions to 
individuals without regard to their eligibility 
under the hospital facility's financial 
assistance policy. A hospital facility's 
emergency medical care policy doesn't 
meet this requirement unless it prohibits 
the hospital facility from engaging in 
actions that discourage individuals from 
seeking emergency medical care, such as 
by demanding that emergency department 
patients pay before receiving treatment for 
emergency medical conditions or by 
permitting debt collection activities that 
interfere with the provision, without 
discrimination, of emergency medical 
care. If “No,” indicate the reasons why the 
hospital facility didn't have a written 
nondiscriminatory policy relating to 
emergency medical care by checking all 
applicable boxes. If the reason the 
hospital facility didn't have a written 
nondiscriminatory policy relating to 
emergency medical care isn't listed in 
lines 21a through 21c, check line 21d, 
“Other,” and describe the reason(s) in Part 
V, Section C.


The hospital facility may check “Yes” if 
it had a written policy that required 
compliance with 42 U.S.C. 1395dd 
(Emergency Medical Treatment and 
Active Labor Act (EMTALA)).


For purposes of line 21, the term 
“emergency medical conditions” means:


(a) A medical condition manifesting 
itself by acute symptoms of sufficient 
severity (including severe pain) such that 
the absence of immediate medical 


attention could reasonably be expected to 
result in:


1. Placing the health of the individual 
(or, for a pregnant woman, the health of 
the woman or her unborn child) in serious 
jeopardy,


2. Serious impairment to bodily 
functions, or


3. Serious dysfunction of any bodily 
organ or part; or


(b) For a pregnant woman who is 
having contractions:


1. That there is inadequate time to 
effect a safe transfer to another hospital 
before delivery, or


2. That transfer may pose a threat to 
the health or safety of the woman or the 
unborn child.


Lines 22–24. For purposes of lines 22–
24, the term “FAP-eligible” means eligible 
for assistance under the hospital facility's 
financial assistance policy.


Line 22. Indicate how the hospital 
facility determined, during the tax year, the 
maximum amounts that can be charged to 
FAP-eligible individuals for emergency or 
other medically necessary care by 
checking the appropriate box.
Note. Under section 501(r)(5), the 
maximum amounts that can be charged to 
FAP-eligible individuals for emergency or 
other medically necessary care are the 
amounts generally billed to individuals 
who have insurance covering such care.


Line 23. Answer “Yes,” if, during the 
tax year, the hospital facility charged 
any FAP-eligible individual to whom the 
hospital facility provided emergency or 
other medically necessary services more 
than the amounts generally billed to 
individuals who had insurance covering 
such care. If “Yes,” explain in Part V, 
Section C, except as provided in the next 
paragraph.


The hospital facility may check “No” if 
it charged more than the amounts 
generally billed to individuals who had 
insurance covering such care to an 
individual if: the charge in excess of 
amounts generally billed (AGB) wasn't 
made or requested as a pre-condition of 
providing medically necessary care to the 
FAP-eligible individual; as of the time of 
the charge, the FAP-eligible individual 
hadn't submitted a complete FAP 
application and hadn't otherwise been 
determined by the hospital facility to be 
FAP-eligible for the care; and, if the 
individual subsequently submits a 
complete FAP application and is 
determined to be FAP-eligible for the care, 
the hospital facility refunds any amount 
that exceeds the amount he or she is 
determined to be personally responsible 
for paying as a FAP-eligible individual, 


unless such excess amount is less than 
$5.


Line 24. Answer “Yes,” if, during the 
tax year, the hospital facility charged 
any FAP-eligible individual an amount 
equal to the gross charge for any service 
provided to that individual, and explain in 
Part V, Section C, the circumstances in 
which it used gross charges. A bill that 
itemizes a reduction applied to a gross 
charge for a service doesn't need to be 
reported if the amount charged to the 
individual for such service is less than the 
amount of the gross charge.


The hospital facility may check “No” if it 
charged gross charges for any medical 
care covered under the FAP if: the charge 
in excess of AGB wasn't made or 
requested as a pre-condition of providing 
medically necessary care to the 
FAP-eligible individual; as of the time of 
the charge, the FAP-eligible individual 
hadn't submitted a complete FAP 
application and hadn't otherwise been 
determined by the hospital facility to be 
FAP-eligible for the care; and, if the 
individual subsequently submits a 
complete FAP application and is 
determined to be FAP-eligible for the care, 
the hospital facility refunds any amount 
that exceeds the amount he or she is 
determined to be personally responsible 
for paying as a FAP-eligible individual, 
unless such excess amount is less than 
$5.
Section C. Use Section C to provide 
descriptions required for Part V, Section B, 
lines 2, 3e, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 
15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 
20e, 21c, 21d, 23, and 24, as applicable. 
Complete a separate Section C for each 
hospital facility or facility reporting group 
for which the organization completed 
Section B; complete one Section C for 
each Section B.


If completing Section C for a single 
hospital facility, identify the specific name 
and line number (from Schedule H (Form 
990), Part V, Section A) of the hospital 
facility to which the responses in 
Section C relate.


If completing Section C for a facility 
reporting group, list the reporting group 
letter, then list each hospital facility in that 
group separately by name and line 
number (from Section A). For each 
hospital facility, provide the descriptions 
required for Part V, Section B, lines 2, 3j, 
5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 
19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 
23, and 24. If applicable, provide separate 
descriptions for each hospital facility in a 
facility reporting group, designated by 
facility reporting group letter and hospital 
facility line number from Part V, Section A 
(“A, 1,” “A, 4,” “B, 2,” “B, 3,” etc.) and 
name of hospital facility.
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• Line 2: If the organization checked 
“Yes,” provide details regarding the 
hospital facility(ies) acquired or placed 
into service as a tax-exempt hospital in the 
current tax year or the immediately 
preceding tax year.
• Line 3j: If the organization checked 
line 3j, describe the other content included 
in the hospital facility's CHNA report.
• Line 5: If the organization checked 
“Yes,” summarize, in general terms, how 
and over what time period such input was 
provided (for example, whether through 
meetings, focus groups, interviews, 
surveys, or written comments, and 
between what dates); the names of any 
organizations providing input; and 
describe the medically underserved, 
low-income, or minority populations being 
represented by organizations or 
individuals that provided input. A CHNA 
report doesn't need to name or otherwise 
identify any specific individual providing 
input on the CHNA. In the event a hospital 
facility solicits, but cannot obtain, input 
from a source required by line 5, the 
hospital facility's CHNA report also must 
describe the hospital facility's efforts to 
solicit input from such source.
• Line 6a: If the organization checked 
“Yes,” list the other hospital facilities with 
which the hospital facility conducted its 
CHNA.
• Line 6b: If the organization checked 
“Yes,” list the organizations other than 
hospital facilities with which the hospital 
facility conducted its CHNA.
• Line 7d: If the organization checked 
line 7d, describe the other means that the 
hospital facility used to make its CHNA 
widely available.
• Line 11: Describe how the hospital 
facility is addressing the significant health 
needs identified in its most recently 
conducted CHNA and any such needs 
that aren't being addressed together with 
the reasons why such needs aren't being 
addressed.
• Line 13b: Describe the criteria the 
hospital facility used to determine eligibility 
for free or discounted care (including 
whether the hospital facility used the 
income level of patients, patients’ families, 
or patients’ guarantors as a factor).
• Line 13h: If the organization checked 
line 13h, describe the other eligibility 
criteria used.
• Line 15e: If the organization checked 
line 15e, describe the other methods for 
applying for financial assistance.
• Line 16j: If the organization checked 
line 16j, describe other ways that the 
hospital facility publicized its financial 
assistance policy.
• Line 18e: If the organization checked 
line 18e, describe the other similar actions 
that the hospital facility was permitted to 
take under its policies during the tax year 
before making reasonable efforts to 


determine the individual's eligibility under 
the facility's FAP.
• Line 19e: If the organization checked 
line 19e, describe the other similar actions 
that the hospital facility was permitted to 
take under its policies during the tax year 
before making reasonable efforts to 
determine the individual's eligibility under 
the facility's FAP.
• Line 20e: If the organization checked 
line 20e, describe the other efforts that the 
hospital facility made.
• Line 21c: If the organization checked 
line 21c, describe how the hospital facility 
limited who was eligible to receive care for 
emergency services.
• Line 21d: If the organization checked 
line 21d, describe the other reasons why 
the hospital facility didn't have a written 
nondiscriminatory policy for emergency 
medical care.
• Line 23: If the organization checked 
“Yes” to line 23, explain the circumstances 
in which the hospital facility charged any 
FAP-eligible individual more than the 
amounts generally billed to individuals 
who had insurance covering such care.
• Line 24: If the organization answered 
“Yes” to line 24, explain the circumstances 
in which the hospital facility charged any 
FAP-eligible individual an amount equal to 
the gross charge for any service provided 
to that individual.
Section D.  Complete Part V, Section D, 
by listing all of the non-hospital health care 
facilities that the organization operated 
during the tax year. A facility is operated 
by an organization whether it is operated 
directly by the organization or through a 
disregarded entity or joint venture 
treated as a partnership. List each of 
these facilities in order of size from largest 
to smallest, measured by a reasonable 
method (for example, the number of 
patients served or total revenue per 
facility). For each non-hospital health care 
facility, list its name and address and 
describe the type of facility. These types 
of facilities may include, but aren't limited 
to, rehabilitation and other outpatient 
clinics, diagnostic centers, mobile clinics, 
and skilled nursing facilities.


List the total number of non-hospital 
health care facilities that the organization 
operated during the tax year.


If the organization needs additional 
space to list all of its non-hospital health 
care facilities, it should duplicate 
Section D and use as many duplicate 
copies of Section D as needed, number 
each page, and renumber the line 
numbers in the left hand margin (for 
example, an organization with 15 such 
facilities should renumber lines 1–5 on the 
2nd page as lines 11–15).


Part VI. Supplemental 
Information
 Use Part VI to provide the narrative 
explanations required by the following 
questions, and to supplement responses 
to other questions on Schedule H (Form 
990). In addition, use Part VI to make 
disclosures described in section 7 of Rev. 
Proc. 2015-21. Identify the specific part, 
section, and line number that the response 
supports, in the order in which they appear 
on Schedule H (Form 990). Part VI can be 
duplicated if more space is needed.


Rev. Proc. 2015-21, 2015-13 I.R.B. 
817, provides guidance regarding 
correction and disclosure procedures for 
hospital organizations to follow so that 
certain failures to meet the requirements 
of section 501(r) will be excused for 
purposes of sections 501(r)(1) and 501(r)
(2)(B). Section 7 of the revenue procedure 
provides that certain information must be 
disclosed on the organization’s Form 990. 
Provide this information in Part VI.


Line 1. Provide the following 
supplemental information.


Part I, line 3c. If applicable, describe 
the criteria used for determining eligibility 
for free or discounted care under the 
organization's financial assistance policy. 
Also describe whether the organization 
uses an asset test or other threshold, 
regardless of income, to determine 
eligibility for free or discounted care.


Part I, line 6a. If the organization's 
community benefit report is in a report 
prepared by a related organization, and 
not in a separate report prepared by the 
organization, identify the related 
organization and list its employer 
identification number.


Part I, line 7g. If applicable, describe 
if the organization included as subsidized 
health services any costs attributable to a 
physician clinic, and report such costs the 
organization included.


Part I, line 7, column (f). If 
applicable, enter the bad debt expense 
included on Form 990, Part IX, line 25, 
column (A) (but subtracted for purposes of 
calculating the percentages in this 
column).


Part I, line 7. Provide an explanation 
of the costing methodology used to 
calculate the amounts reported for each 
line in the table. If a cost accounting 
system was used, indicate whether the 
cost accounting system addresses all 
patient segments (for example, inpatient, 
outpatient, emergency room, private 
insurance, Medicaid, Medicare, 
uninsured, or self pay). Also, indicate if a 
cost-to-charge ratio was used for any of 
the figures in the table. Describe whether 
this cost-to-charge ratio was derived from 
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Worksheet 2, Ratio of Patient Care 
Cost-to-Charges, and, if not, what kind of 
cost-to-charge ratio was used and how it 
was derived. If some other costing 
methodology was used besides a cost 
accounting system, cost-to-charge ratio, 
or a combination of the two, describe the 
method used.


Part II.  Describe how the 
organization’s community building 
activities, as reported in Part II, promote 
the health of the community or 
communities the organization serves.


Part III, line 2. Describe the 
methodology used to determine the 
amount in Part III, line 2, including how the 
organization accounts for discounts and 
payments on patient accounts in 
determining bad debt expense.


Part III, line 3. Describe the 
methodology used to determine the 
amount reported on line 3. Also describe 
the rationale, if any, for including any 
portion of bad debt as community benefit.


Part III, line 4. Provide, if applicable, 
the text of the footnote to the 
organization's financial statements that 
describes bad debt expense, or report the 
page number(s) of the organization's most 
recent audited financial statements on 
which the footnote appears. If the 
organization's financial statements include 
a footnote on these issues that also 
includes other information, report only the 
relevant portions of the footnote. If the 
organization's financial statements don't 
contain such a footnote, enter that the 
organization's financial statements don't 
include such a footnote, and explain how 
the financial statements account for bad 
debt, if at all.


Part III, line 8. Describe the costing 
methodology used to determine the 
Medicare allowable costs reported in Part 
III, line 6. Describe, if applicable, the 
extent to which any shortfall reported in 
Part III, line 7, should be treated as a 
community benefit, and the rationale for 
the organization's position.


Part III, line 9b. If the organization has 
a written debt collection policy and 
answered “Yes,” to Part III, line 9b, 
describe the collection practices in the 
policy that apply to patients who it knows 
qualify for financial assistance, whether 
the practices apply specifically to such 
patients or also cover other types of 
patients.
Line 2. If applicable, describe whether 
and how the organization assesses the 
health care needs of the community or 
communities it serves, in addition to any 
CHNA reported in Part V, Section B.
Line 3. Describe how the organization 
informs and educates patients and 


persons who are billed for patient care 
about their eligibility for assistance under 
federal, state, or local government 
programs or under the organization's 
financial assistance policy. For example, 
enter whether the organization posts its 
financial assistance policy, or a summary 
thereof, applications for financial 
assistance, and financial assistance 
contact information in admissions areas, 
emergency rooms, and other areas of the 
organization's facilities where eligible 
patients are likely to be present; provides 
a copy of the policy, or a summary thereof, 
applications for financial assistance, and 
financial assistance contact information to 
patients as part of the intake process; 
provides a copy of the policy, or a 
summary thereof, applications for financial 
assistance, and financial assistance 
contact information to patients with 
discharge materials; includes the policy, or 
a summary thereof, an application for 
financial assistance, and financial 
assistance contact information, in patient 
bills; or discusses with the patient the 
availability of various government benefits, 
such as Medicaid or state programs, and 
assists the patient with qualification for 
such programs, where applicable.
Line 4. Describe the community or 
communities the organization serves, 
taking into account the geographic service 
area(s) (urban, suburban, rural, etc.), the 
demographics of the community or 
communities (population, average income, 
percentages of community residents with 
incomes below the federal poverty 
guideline, percentage of the hospital's and 
community's patients who are uninsured 
or Medicaid recipients, etc.), the number 
of other hospitals serving the community 
or communities, and whether one or more 
federally designated medically 
underserved areas or populations are 
present in the community.
Line 5. 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 
or communities, including but not limited 
to whether:
• A majority of the organization's 
governing body is comprised of persons 
who reside in the organization's primary 
service area who are neither employees 
nor independent contractors of the 
organization, nor family members 
thereof;
• The organization extends medical staff 
privileges to all qualified physicians in its 
community for some or all of its 
departments or specialties; and
• How the organization applies surplus 
funds to improvements in patient care, 
medical education, and research.


Line 6. If the organization is part of an 
affiliated health care system, describe the 
roles of the organization and its affiliates in 
promoting the health of the communities 
served by the system. For purposes of this 
question, an “affiliated health care system” 
is a system that includes affiliates under 
common governance or control, or that 
cooperate in providing health care 
services to their community or 
communities.
Line 7. Identify all states with which the 
organization files (or a related 
organization files on its behalf) a 
community benefit report. Report only 
those states in which the organization's 
own community benefit report is filed, 
either by the organization itself or by a 
related organization on the organization's 
behalf.


Worksheet 1. Financial 
Assistance at Cost (Part I, 
Line 7a)
Worksheet 1 can be used to calculate the 
organization's financial assistance 
(sometimes referred to as “charity care”) 
at cost reported on Part I, line 7a. Refer to 
instructions for Part I, line 1, for the 
definition of financial assistance.
Line 1. Enter the gross patient charges 
written off to financial assistance pursuant 
to the organization's financial assistance 
policies. “Gross patient charges” means 
the total charges at the organization's full 
established rates for the provision of 
patient care services before deductions 
from revenue are applied.
Line 3. Multiply line 1 by line 2, or enter 
estimated cost based on the 
organization's cost accounting 
methodology. Organizations with a cost 
accounting system or a cost accounting 
method more accurate than the ratio of 
patient care cost to charges from 
Worksheet 2 can rely on that method to 
estimate financial assistance cost. An 
organization that doesn't use Worksheet 2 
to determine a ratio of patient care cost to 
charges should make any necessary 
adjustments for patient care charges and 
community benefit programs to avoid 
double counting.
Line 4. Enter the Medicaid/provider 
taxes, fees, and assessments paid by the 
organization, if payments received from an 
uncompensated care pool or DSH 
program in the organization's home state 
are intended primarily to offset the cost of 
financial assistance. If the payments are 
primarily intended to offset the cost of 
Medicaid services, then report this amount 
on Worksheet 3, line 4, column (A). If the 
primary purpose of the taxes or payments 
hasn't been made clear by state regulation 
or law, then the organization can allocate 
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the taxes or payments proportionately 
between Worksheet 1, line 4, and 
Worksheet 3, line 4, column (A), based on 
a reasonable estimate of which portions 
are intended for financial assistance and 
Medicaid, respectively. “Medicaid provider 
taxes” means amounts paid or transferred 
by the organization to one or more states 
as a mechanism to generate federal 
Medicaid DSH funds (portions of the cost 
of the tax generally is promised back to 
organizations either through an increase in 
the Medicaid reimbursement rate or 
through direct appropriation).


Line 6. “Revenue from uncompensated 
care pools or programs” means payments 
received from a state, including Upper 
Payment Limit (UPL) funding and 
Medicaid DSH funds, as direct offsetting 
revenue for financial assistance or to 
enhance Medicaid reimbursement rates. If 
such payments are primarily to offset the 
cost of Medicaid services, then report this 
amount on Worksheet 3, line 7, column 
(A). If the primary purpose of the 
payments hasn't been made clear by state 
regulation or law, then the organization 


can allocate the payments proportionately 
between Worksheet 1, line 6, and 
Worksheet 3, line 7, column (A), based on 
a reasonable estimate of which portions 
are intended for financial assistance and 
Medicaid, respectively.
Line 7. Include the amount of any other 
offsetting revenue, including any restricted 
grants received by the organization.


Financial Assistance at Cost (Part I, line 7a)Worksheet 1.
Keep for Your Records


Gross patient charges
1. Amount of gross patient charges written off under financial assistance policies . . . . . . . . . . . . 1.  


Total community benefit expense
2. Ratio of patient care cost to charges (from Worksheet 2, if used) . . . . . . . . . . . . . . . . . . . . . . . 2.  
3. Estimated cost (multiply line 1 by line 2, or obtain from cost accounting) . . . . . . . . . . . . . . . . . 3.  
4. Medicaid provider taxes, fees, and assessments . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.  
5. Total community benefit expense (add lines 3 and 4; enter on Part I, line 7a, column 


(c)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.  


Direct offsetting revenue
6. Revenue from uncompensated care pools or programs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6.  
7. Other direct offsetting revenue . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7.  
8. Total direct offsetting revenue (add lines 6 and 7; enter on Part I, line 7a, column 


(d)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.  
9. Net community benefit expense (subtract line 8 from line 5; enter on Part I, line 7a, 


column (e)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9.  
10.  Total expense (enter amount from Form 990, Part IX, line 25, column (A), including the 


organization's share of joint venture expenses, and excluding any bad debt expense included 
in Part IX, line 25) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10.  


11. Percent of total expense
(divide line 9 by line 10; enter on Part I, line 7a, column (f)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11. %


Worksheet 2. Ratio of 
Patient Care Cost to 
Charges
Worksheet 2 can be used to calculate the 
organization's ratio of patient care cost to 
charges. An organization that doesn't use 
Worksheet 2 to determine a ratio of patient 
care cost to charges should make any 
necessary adjustments for patient care 
charges and community benefit programs 
to avoid double counting.
Line 1. Enter the organization's total 
operating expenses (excluding bad debt 
expense) from its most recent audited 
financial statements.


Line 2. Enter the cost of nonpatient care 
activities. “Nonpatient care activities” 
include health care operations that 
generate “other operating revenue” such 
as nonpatient food sales, supplies sold to 
nonpatients, and medical records 
abstracting. The cost of nonpatient care 
activities doesn't include any total 
community benefit expense reported on 
Worksheets 1 through 8.


If the organization is unable to establish 
the cost associated with nonpatient care 
activities, use other operating revenue 
from its most recent audited financial 
statement as a proxy for these costs. This 
proxy assumes no markup exists for other 
operating revenue compared to the cost of 


nonpatient care activities. Alternatively, if 
other operating revenue provides a 
markup compared to the cost of 
nonpatient care activities, the organization 
can assume such a markup exists when 
completing line 2.
Line 3. Enter the Medicaid provider 
taxes, fees, and assessments paid by the 
organization included on line 1, so this 
expenditure isn't double-counted when the 
ratio of patient care cost to charges is 
applied.
Line 4. Enter the sum of the total 
community benefit expenses included in 
“Total operating expense” on line 1 and 
reported on Part I, lines 7e, 7f, 7h, and 7i, 
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column (c), so these expenses aren't 
double-counted when the ratio of patient 
care cost to charges is applied.


Also include in line 4 the total 
community benefit expense reported on 
Part I, lines 7a, 7b, 7c, and 7g, column (c), 
if the organization hasn't relied on the ratio 
of patient care cost to charges from this 
worksheet to determine these expenses, 
but rather has relied on a cost accounting 
system or other cost accounting method to 


estimate costs of financial assistance, 
Medicaid or other means-tested 
government programs, or subsidized 
health services.
Line 5. Enter the gross expense of 
community building activities reported in 
Part II of Schedule H (Form 990).
Line 9. Enter the gross patient charges 
for any community benefit activities or 
programs for which the organization hasn't 


relied on the ratio of patient care cost to 
charges from this worksheet to determine 
the expenses of such activities or 
programs. For example, if the organization 
uses a cost accounting system or another 
cost accounting method to estimate total 
community benefit expense for Medicaid 
or any other means-tested government 
programs, enter gross charges for those 
programs in line 9.


Ratio of Patient Care Cost to Charges
(can be used for other worksheets)


Worksheet 2.
Keep for Your Records


Patient care cost
1. Total operating expense . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.  


Less adjustments
2. Nonpatient care activities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2.  
3. Medicaid provider taxes, fees, and assessments . . . . . . . . . . . . . . . . . 3.  
4. Total community benefit expense . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.  
5. Total community building expense . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.  
6.  Total adjustments (add lines 2 through 5) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6.  
7. Adjusted patient care cost (subtract line 6 from line 1) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7.  


Patient care charges
8. Gross patient charges . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.  


Less: adjustments
9. Gross charges for community benefit programs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9.  


10. Adjusted patient care charges (subtract line 9 from line 8) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10.  
Calculation of ratio of patient care cost to charges


11. Ratio of patient care cost to charges (divide line 7 by line 10; report on the applicable lines of 
Worksheets 1, 3, or 6) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11. %


Worksheet 3. Medicaid 
and Other Means-Tested 
Government Health 
Programs (Part I, Lines 7b 
and 7c)
Worksheet 3 can be used to report the 
cost of Medicaid and other means-tested 
government health programs. A 
“means-tested government program” is a 
government health program for which 
eligibility depends on the recipient's 
income or asset level.


“Medicaid” means the United States 
health program for individuals and families 
with low incomes and resources. “Other 
means-tested government programs” 
means government-sponsored health 
programs where eligibility for benefits or 


coverage is determined by income or 
assets. Examples include:
• The State Children's Health Insurance 
Program (SCHIP), a United States 
federal government program that gives 
funds to states in order to provide health 
insurance to families with children; and
• Other federal, state, or local health care 
programs.


Report Medicaid and other 
means-tested government program 
revenues and expenses from all states, 
not just from the organization's home 
state.
Line 1, column (A). Enter the gross 
patient charges for Medicaid services. 
Include gross patient charges for all 
Medicaid recipients, including those 
enrolled in managed care plans. In certain 
states, SCHIP functions as an expansion 
of the Medicaid program, and 


reimbursements from SCHIP aren't 
distinguishable from regular Medicaid 
reimbursements. Hospitals that cannot 
distinguish their SCHIP reimbursements 
from their Medicaid reimbursements can 
report SCHIP charges, costs, and 
offsetting revenue under column (A).
Line 1, column (B). Enter the amount of 
gross patient charges for other 
means-tested government health 
programs.
Line 3, column (A). Enter the estimated 
cost for Medicaid services. Multiply line 1, 
column (A) by line 2, column (A), or enter 
estimated cost based on the 
organization's cost accounting system or 
method. Organizations with a cost 
accounting system or a cost accounting 
method more accurate than the ratio of 
patient care cost to charges from 
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Worksheet 2 can rely on that system or 
method to estimate the cost of Medicaid 
services. Organizations relying on a cost 
accounting system or method other than 
the ratio of patient care cost to charges 
from Worksheet 2 should use care not to 
double-count community benefit expenses 
fully accounted for elsewhere on 
Schedule H (Form 990), Part I, line 7, such 
as the cost of health professions 
education, community health improvement 
services, community benefit operations, 
subsidized health services, and research.
Line 3, column (B). Enter the estimated 
cost for services provided to patients who 
receive health benefits from other 
means-tested government health 
programs.
Line 4, column (A). Enter the Medicaid 
provider taxes, fees, and assessments 
paid by the organization if payments 
received from an uncompensated care 
pool, UPL program, or Medicaid DSH 
program in the organization's home state 
are intended primarily to offset the cost of 
Medicaid services. If such payments are 
primarily intended to offset the cost of 
financial assistance, then report this 
amount on Worksheet 1, line 4. If the 
primary purpose of such taxes or 
payments hasn't been made clear by state 
regulation or law, then the organization 
can allocate portions of such taxes or 
payments proportionately between 
Worksheet 1, line 4, and Worksheet 3, 
line 4, column (A), based on a reasonable 
estimate of which portions are intended for 
financial assistance and Medicaid, 
respectively.
Line 6, column (A). Enter the net patient 
service revenue for Medicaid services, 
including revenue associated with 
Medicaid recipients enrolled in managed 
care plans. Don't include Medicaid 
reimbursement for direct graduate medical 
education (GME) costs, which should be 
reported on Worksheet 5, line 9. Include 
Medicaid reimbursement for indirect GME 
costs, including the indirect IME portion of 
children's health GME. The direct portion 
of children's health GME should be 
reported on Worksheet 5, line 10. Also 
include Medicaid disproportionate share 
hospital (DSH) revenue and UPL funding. 
“Net patient service revenue” means 
payments expected to be received from 
patients or third-party payers for patient 
services performed during the year. “Net 
patient service revenue” also includes 
revenue for services performed during 
prior years.


Organizations can describe in Part VI 
the amount of prior year Medicaid revenue 
included in Part I, line 7b.


Amounts received from a Medicaid 
program as “reimbursement for direct 
GME” or IME should be treated the way 


the Medicaid program that provides 
reimbursement classifies the funds.
Line 7, column (A). Enter revenue 
received from uncompensated care pools 
or programs if payments received from an 
uncompensated care pool, UPL program, 
or Medicaid DSH program in the 
organization's home state are intended 
primarily to offset the cost of Medicaid 
services. If such payments are primarily 
intended to offset the cost of charity care, 
then report this amount on Worksheet 1, 
line 6. If the primary purpose of such 
payments hasn't been made clear by state 
regulation or law, then the organization 
can allocate the payments proportionately 
between Worksheet 1, line 6, and 
Worksheet 3, line 7, column (A), based on 
a reasonable estimate of which portions 
are intended for financial assistance and 
Medicaid, respectively.


Worksheet 4. Community 
Health Improvement 
Services and Community 
Benefit Operations (Part I, 
Line 7e)
Worksheet 4 can be used to report the net 
cost of community health improvement 
services and community benefit 
operations.


“Community health improvement 
services” means activities or programs, 
subsidized by the health care 
organization, carried out or supported for 
the express purpose of improving 
community health. Such services don't 
generate inpatient or outpatient revenue, 
although there may be a nominal patient 
fee or sliding scale fee for these services.


“Community benefit operations” 
means:
• Activities associated with conducting 
community health needs assessments,
• Community benefit program 
administration, and
• The organization's activities associated 
with fundraising or grant writing for 
community benefit programs.


Activities or programs cannot be 
reported if they are provided primarily for 
marketing purposes or if they are more 
beneficial to the organization than to the 
community. For example, the activity or 
program may not be reported if it is 
designed primarily to increase referrals of 
patients with third-party coverage, 
required for licensure or accreditation, or 
restricted to individuals affiliated with the 
organization (employees and physicians 
of the organization).


To be reported, community need for 
the activity or program must be 
established. Community need can be 
demonstrated through the following.


• A CHNA conducted or accessed by the 
organization.
• Documentation that demonstrated 
community need or a request from a 
public health agency or community group 
was the basis for initiating or continuing 
the activity or program.
• The involvement of unrelated, 
collaborative tax-exempt or government 
organizations as partners in the activity or 
program carried out for the express 
purpose of improving community health.


Community benefit activities or 
programs also seek to achieve a 
community benefit objective, including 
improving access to health services, 
enhancing public health, advancing 
increased general knowledge, and relief of 
a government burden to improve health. 
This includes activities or programs that 
do the following.
• Are available broadly to the public and 
serve low-income consumers.
• Reduce geographic, financial, or 
cultural barriers to accessing health 
services, and if they ceased would result 
in access problems (for example, longer 
wait times or increased travel distances).
• Address federal, state, or local public 
health priorities such as eliminating 
disparities in access to health care 
services or disparities in health status 
among different populations.
• Leverage or enhance public health 
department activities such as childhood 
immunization efforts.
• Strengthen community health resilience 
by improving the ability of a community to 
withstand and recover from public health 
emergencies.
• Otherwise would become the 
responsibility of government or another 
tax-exempt organization.
• Advance increased general knowledge 
through education or research that 
benefits the public.
Lines 1a through 1j, column (A). Enter 
the name of each reported community 
health improvement activity or program 
and total community benefit expense for 
each. Include both direct costs and 
indirect costs in total community benefit 
expense. Use additional worksheets if the 
organization reports more than 10 
community health improvement activities 
or programs.
Lines 3a through 3d, column (A). Enter 
the name of each reported community 
benefit operations activity or program and 
total community benefit expense for each. 
Include both direct costs and indirect 
costs in total community benefit expense. 
Use additional worksheets if the 
organization reports more than four 
community benefit operations activities or 
programs.


Report total community benefit 
expense, direct offsetting revenue, and 


-16- Instructions for Schedule H







Page 17 of 24  Fileid: … s/I990SCHH/2019/A/XML/Cycle03/source 14:32 - 12-Nov-2019
The type and rule above prints on all proofs including departmental reproduction proofs. MUST be removed before printing.


net community benefit expense for each 
line item.


Worksheet 5. Health 
Professions Education 
(Part I, Line 7f)
Worksheet 5 can be used to report the net 
cost of health professions education.


“Health professions education” means 
educational programs that result in a 
degree, certificate, or training necessary 
to be licensed to practice as a health 
professional, as required by state law, or 
continuing education necessary to retain 
state license or certification by a board in 
the individual's health profession 
specialty. It doesn't include education or 
training programs available exclusively to 
the organization's employees and 
medical staff or scholarships provided to 
those individuals. However, it does 
include education programs if the primary 


purpose of such programs is to educate 
health professionals in the broader 
community. Costs for medical residents 
and interns can be included, even if they 
are considered “employees” for purposes 
of Form W-2, Wage and Tax Statement.


Examples of health professions 
education activities or programs that 
should and shouldn't be reported are as 
follows.


Medicaid and Other Means-Tested Government Health 
Programs (Part I, lines 7b and 7c)


Worksheet 3.
Keep for Your Records


 (A)
Medicaid


(B)
Other 


means-tested 
government health 


programs


Gross patient charges
1. Gross patient charges from the programs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.


Total community benefit expense
2. Ratio of patient care cost to charges (from Worksheet 2, if used) . . . . . . . . . . . . . . 2. % %


3. Cost (multiply line 1 by line 2, or obtain from cost accounting) . . . . . . . . . . . . . . . . 3.


4. Medicaid provider taxes, fees, and assessments . . . . . . . . . . . . . . . . . . . . . . . . . . 4.


5. Total community benefit expense Total community benefit expense (add lines 3 
and 4; enter amount from column (A) on Part I, line 7b, column (c); and enter amount 
from column (B) on Part I, line 7c, column (c)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.


Direct offsetting revenue
6. Net patient service revenue . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6.


7. Payments from uncompensated care pools or programs . . . . . . . . . . . . . . . . . . . . 7.


8. Other revenue . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.


9. Total direct offsetting revenue (add lines 6 through 8; enter amount from column 
(A) on Part I, line 7b, column (d), and enter amount from column (B) on Part I, line 7c, 
column (d)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9.


10. Net community benefit expense (subtract line 9 from line 5; enter amount from 
column (A) on Part I, line 7b, column (e); enter amount from column (B) on Part I, 
line 7c, column (e)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10.


11. Total expense (enter amount from Form 990, Part IX, line 25, column (A), including 
the organization's share of joint venture expenses, and excluding any bad debt 
expense included in Part IX, line 25, in both columns (A) and (B)) . . . . . . . . . . . . . 11.


12. Percent of total expense (line 10 divided by line 11; enter amount from column (A) 
on Part I, line 7b, column (f); enter amount from column (B) on Part I, line 7c, column 
(f)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12. % %
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Community Health Improvement Services and Community 
Benefit Operations (Part I, line 7e)


Worksheet 4.
Keep for Your Records


(A)
Total 


community 
benefit 
expense


(B)
Direct 


offsetting 
revenue


(C)
Net 


community 
benefit 


expense 
(subtract col. 


(B) from col. (A) 
for lines 1–5)


1. Community health improvement services
a. 1a.


b. 1b.


c. 1c.


d. 1d.


e. 1e.


f. 1f.


g. 1g.


h. 1h.


i. 1i.


j. 1j.


2.  Worksheet subtotal (add lines 1a through 1j) . . . . . . . . . . . . . . . . . . . 2.


3. Community benefit operations
a. 3a.


b. 3b.


c. 3c.


d. 3d.


4. Worksheet subtotal (add lines 3a through 3d) . . . . . . . . . . . . . . . . . . .  4.


5. Worksheet total (add lines 2 and 4; enter amounts from columns 
(A), (B), and (C) on Part I, line 7e, columns (c), (d), and (e), 
respectively) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  5.


6. Total expense (enter amount from Form 990, Part IX, line 25, column 
(A), including the organization's share of joint venture expenses, and 
excluding any bad debt expense included in Part IX, line 25) . . . . . .  6.


7. Percent of total expense (line 5, column (C) divided by line 6; enter 
amount on Part I, line 7e, column (f)) . . . . . . . . . . . . . . . . . . . . . . . . . . 7.
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Activity or 
Program Report


Example 
Rationale


Scholarships 
for community 
members


Yes More benefit to 
community 
than 
organization


Scholarships 
for staff 
members


No More benefit to 
organization 
than community


Continuing 
medical 
education for 
community 
physicians


Yes Accessible to 
all qualified 
physicians


Continuing 
medical 
education for 
own medical 
staff


No Restricted to 
own medical 
staff members


Nurse 
education if 
graduates are 
free to seek 
employment at 
any organization


Yes More benefit to 
community 
than 
organization


Nurse 
education if 
graduates are 
required to 
become the 
organization's 
employees


No Program 
designed 
primarily to 
benefit the 
organization


Lines 1 through 6. Include both direct 
and indirect costs. Direct costs of health 
professions education don't include costs 
related to Ph.D. students and 
post-doctoral students, which are to be 
reported on Worksheet 7, Research. See 
the instructions for Part I, line 7, column 
(c), for the definition of “indirect costs.” 
"Indirect costs" don't include the estimated 
cost of “indirect medical education.”


Direct costs of health professions 
education include the following.
• Stipends, fringe benefits of interns, 
residents, and fellows in accredited 
graduate medical education programs.
• Salaries and fringe benefits of faculty 
directly related to intern and resident 
education.
• Salaries and fringe benefits of faculty 
directly related to teaching:


1. Medical students,
2. Students enrolled in nursing 


programs that are licensed by state law or, 
if licensing isn't required, accredited by the 
recognized national professional 
organization for the particular activity,


3. Students enrolled in allied health 
professions education programs, licensed 
by state law or, if licensing isn't required, 
accredited by the recognized national 
professional organization for the particular 
activity, including, but not limited to, 


programs in pharmacy, occupational 
therapy, dietetics, and pastoral care, and


4. Continuing health professions 
education open to all qualified individuals 
in the community, including payment for 
development of online or other 
computer-based training accepted as 
continuing health professions education 
by the relevant professional organization.
• Scholarships provided by the 
organization to community members.
Line 8. Enter Medicare reimbursement 
for direct GME, reimbursement for 
approved nursing and allied health 
education activities, and direct GME 
reimbursement received for services 
provided to Medicare Advantage patients. 
For a children's hospital that receives 
children's GME payments from Health 
Resources and Services Administration 
(HRSA), count that portion of the payment 
equivalent to Medicare direct GME. Don't 
include indirect GME reimbursement 
provided by Medicare or Medicaid.
Line 9. Enter Medicaid reimbursement for 
direct GME, including only that portion of 
Medicaid GME payment equivalent to 
Medicare direct GME and that can be 
explicitly segregated by the organization 
from other Medicaid net patient revenue. 
Don't include indirect GME reimbursement 
provided by Medicaid, which is to be 
reported on Worksheet 3, Unreimbursed 
Medicaid and Other Means-Tested 
Government Programs. Include Medicaid 
reimbursement for nursing and allied 
health education. If your state pays 
Medicaid GME reimbursement as a lump 
sum that includes both direct and indirect 
payments, use reasonable methods to 
estimate the portion of the lump sum that 
is direct (for example, the percent of total 
Medicare GME payments that is direct).
Line 10. Enter revenue received for 
continuing health professions education 
reimbursement or tuition.
Line 11. Enter other revenue received for 
health professions education activities 
associated with expenses reported in 
Worksheet 5, line 7.


Worksheet 6. Subsidized 
Health Services (Part I, 
Line 7g)
Worksheet 6 can be used to calculate the 
net cost of subsidized health services. 
Complete Worksheet 6 for each 
subsidized health service and report in 
Part I the total for all subsidized health 
services combined.


“Subsidized health services” means 
clinical services provided despite a 
financial loss to the organization. The 
financial loss is measured after removing 
losses associated with bad debt, financial 
assistance, Medicaid, and other 


means-tested government programs. 
Losses attributable to these items aren't 
included when determining which clinical 
services are subsidized health services 
because they are reported as community 
benefit elsewhere in Part I or as bad debt 
in Part III. Losses attributable to these 
items are also excluded when measuring 
the losses generated by the subsidized 
health services. In addition, in order to 
qualify as a subsidized health service, the 
organization must provide the service 
because it meets an identified community 
need. A service meets an identified 
community need if it is reasonable to 
conclude that if the organization no longer 
offered the service:
• The service would be unavailable in the 
community,
• The community's capacity to provide 
the service would be below the 
community's need, or
• The service would become the 
responsibility of government or another 
tax-exempt organization.


Subsidized health services can include 
qualifying inpatient programs (for 
example, neonatal intensive care, 
addiction recovery, and inpatient 
psychiatric units) and outpatient programs 
(emergency and trauma services, satellite 
clinics designed to serve low-income 
communities, and home health programs). 
Subsidized health services generally 
exclude ancillary services that support 
inpatient and ambulatory programs such 
as anesthesiology, radiology, and 
laboratory departments. Subsidized health 
services include services or care provided 
at physician clinics and skilled nursing 
facilities if such clinics or facilities satisfy 
the general criteria for subsidized health 
services. An organization that includes 
any costs associated with stand-alone 
physician clinics (not other facilities at 
which physicians provide services) as 
subsidized health services in Part I, 
line 7g, must describe that it has done so 
and report in Part VI such costs included 
in Part I, line 7g.
Note. The organization can report a 
physician clinic as a subsidized health 
service only if the organization operated 
the clinic and associated hospital services 
at a financial loss to the organization 
during the year.
Line 3, columns (A) through (D). Enter 
the estimated cost for each subsidized 
health service. For column (B), enter bad 
debt amounts attributable to the 
subsidized health service measured by 
cost. For column (C), enter amounts 
attributable to the subsidized health 
service for patients who are recipients of 
Medicaid and other means-tested 
government health programs. For column 
(D), enter financial assistance amounts 
attributable to the subsidized health 
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service measured by cost. Multiply line 1 
by line 2 or enter the estimated expense of 
each subsidized health service based on 
the organization's cost accounting. 
Organizations with a cost accounting 
system or method more accurate than the 
ratio of patient care cost to charges from 
Worksheet 2 can rely on that system or 
method to estimate the cost of each 
subsidized health service.


Worksheet 7. Research 
(Part I, Line 7h)
Worksheet 7 can be used to report the 
cost of research conducted by the 
organization.


Research means any study or 
investigation the goal of which is to 
generate increased generalizable 
knowledge made available to the public 
(for example, knowledge about underlying 
biological mechanisms of health and 
disease, natural processes, or principles 
affecting health or illness; evaluation of 
safety and efficacy of interventions for 
disease such as clinical trials and studies 
of therapeutic protocols; laboratory-based 
studies; epidemiology, health outcomes, 
and effectiveness; behavioral or 
sociological studies related to health, 
delivery of care, or prevention; studies 
related to changes in the health care 
delivery system; and communication of 
findings and observations, including 
publication in a medical journal.) The 
organization can include the cost of 
internally funded research it conducts, as 
well as the cost of research it conducts 
funded by a tax-exempt or government 
entity.


The organization cannot include in Part 
I, line 7h, direct or indirect costs of 
research funded by an individual or an 
organization that isn't a tax-exempt or 
government entity. However, the 
organization can describe in Part VI any 
research it conducts that isn't funded by 
tax-exempt or government entities, 
including the cost of such research, the 
identity of the funder, how the results of 
such research are made available to the 
public, if at all, and whether the results are 
made available to the public at no cost or 
nominal cost.


Examples of costs of research include, 
but aren't limited to, salaries and benefits 
of researchers and staff, including 
stipends for research trainees (Ph.D. 
candidates or fellows); facilities for 
collection and storage of research, data, 
and samples; animal facilities; equipment; 
supplies; tests conducted for research 
rather than patient care; statistical and 
computer support; compliance (for 
example, accreditation for human subjects 
protection, biosafety, Health Insurance 
Portability and Accountability Act (HIPAA), 


etc.); and dissemination of research 
results.
Line 1. Define direct costs under the 
guidelines and definitions published by the 
National Institutes of Health.
Line 2. Define indirect costs under the 
guidelines and definitions published by the 
National Institutes of Health.
Line 4. Enter license fees and royalties 
the organization received during the tax 
year that are directly associated with 
research that the organization has (in any 
tax year) reported on Schedule H as 
community benefit.
Line 5. An example of “other revenue” is 
Medicare reimbursement associated with 
any research expense reported as 
community benefit.


Worksheet 8. Cash and 
In-Kind Contributions for 
Community Benefit (Part I, 
Line 7i)
Worksheet 8 can be used to report cash 
contributions or grants and the cost of 
in-kind contributions that support financial 
assistance, health professions education, 
and other community benefit activities 
reportable in Part I, lines 7a through 7h. 
Report such contributions on line 7i, and 
not on lines 7a through 7h.


“Cash and in-kind contributions” means 
contributions made by the organization to 
health care organizations and other 
community groups restricted, in writing, to 
one or more of the community benefit 
activities described in the table in Part I, 
line 7 (and the related worksheets and 
instructions). “In-kind contributions” 
include the cost of staff hours donated by 


Health Professions 
Education (Part I, line 7f)


Worksheet 5.


Keep for Your Records
Totals


Total community benefit expense
1. Medical students . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.  
2. Interns, residents, and fellows . . . . . . . . . . . . . . . . . . . . . . 2.  
3. Nurses . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3.  
4. Other allied health professions, students . . . . . . . . . . . . . 4.  
5. Continuing health professions education . . . . . . . . . . . . . 5.  
6. Other students . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6.  
7. Total community benefit expense (add lines 1 through 


6; enter on Part I, line 7f, column (c)) . . . . . . . . . . . . . . . . 7.  
Direct offsetting revenue


8. Medicare reimbursement for direct GME . . . . . . . . . . . . . 8.  
9. Medicaid reimbursement for direct GME . . . . . . . . . . . . . 9.  


10. Continuing health professions education reimbursement/
tuition . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10.  


11. Other revenue . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11.  
12. Total direct offsetting revenue (add lines 8 through 11; 


enter on Part I, line 7f, column (d)) . . . . . . . . . . . . . . . . . . 12.  
13. Net community benefit expense (line 7 minus line 12; 


enter on Part I, line 7f, column (e)) . . . . . . . . . . . . . . . . . . 13.  
14. Total expense (enter amount from Form 990, Part IX, 


line 25, column (A), including the organization's share of 
joint venture expenses, and excluding any bad debt 
expense included in Part IX, line 25) . . . . . . . . . . . . . . . . 14.  


15. Percent of total expense (line 13 divided by line 14; 
enter amount on Part I, line 7f, column (f)) . . . . . . . . . . . . 15. %
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Subsidized Health Services (Part I, line 7g)Worksheet 6. Keep for Your Records


Program name: ______________________________


(A)
Total 


subsidized 
health 
service 
program


(B)
Bad debt


(C)
Medicaid and 
other means- 


tested 
government 


health 
programs


(D)
Financial 
assistance


(E)
Totals 


(subtract 
columns (B), 
(C), and (D) 
from column 


(A))
Gross patient charges 
1. Gross patient charges from program(s) . . . . . . . . . 1.
Total community benefit expense
2. Ratio of patient care cost to charges (from 


Worksheet 2, if used) . . . . . . . . . . . . . . . . . . . . . . 2. % % % %
3. Total community benefit expense (multiply line 1 


by line 2, or obtain from cost accounting; enter 
column (E) on Part I, line 7g, column (c)) . . . . . . . . 3.


Direct offsetting revenue
4. Net patient service revenue . . . . . . . . . . . . . . . . . 4.
5. Other revenue . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.
6. Total direct offsetting revenue (add lines 4 and 5; 


enter column (E) on Part I, line 7g, column 
(d)). . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6.


7. Net community benefit expense (subtract line 6 
from line 3; enter column (E) on Part I, line 7g, 
column (e)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7.


8. Total expense (enter amount from Form 990, Part 
IX, line 25, column (A), including the organization's 
share of joint venture expenses, and excluding any 
bad debt expense included in Part IX, 
line 25) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8. $


9. Percent of total expense (line 7, column (E) 
divided by line 8; enter on Part I, line 7g, column 
(f)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9. %
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the organization to the community while 
on the organization's payroll, indirect cost 
of space donated to tax-exempt 
community groups (such as for meetings), 
and the financial value (generally 
measured at cost) of donated food, 
equipment, and supplies.


Don't report as cash or in-kind 
contributions any payments that the 
organization makes in exchange for a 
service, facility, or product, or that the 
organization makes primarily to obtain an 
economic or physical benefit; for example, 
payments made in lieu of taxes that the 
organization makes to prevent or forestall 
local or state property tax assessments, 


and a teaching hospital's payments to its 
affiliated medical school for intern or 
resident supervision services by the 
school's faculty members.


Report cash contributions and grants 
made by the organization to entities and 
community groups that share the 
organization's goals and mission. Don't 
report cash or in-kind contributions 
contributed by employees, or emergency 
funds provided by the organization to the 
organization's employees; loans, 
advances, or contributions to the capital of 
another organization that are reportable in 
Part X of the core Form 990; or 
unrestricted grants or gifts to another 


organization that can, at the discretion of 
the grantee organization, be used other 
than to provide the type of community 
benefit described in the table in Part I, 
line 7.
Special rule for grants to joint ven-
tures. If the organization makes a grant to 
a joint venture in which it has an 
ownership interest to be used to 
accomplish one of the community benefit 
activities reportable in the table, in Part I, 
line 7, report the grant on line 7i, but don't 
include the organization's proportionate 
share of the amount spent by the joint 
venture on such activities in any other 
part of the table, to avoid double-counting.


Research (Part I, line 7h)Worksheet 7. Keep for Your Records
Total community benefit expense
1. Direct costs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.  
2. Indirect costs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2.  
3. Total community benefit expense (add lines 1 and 2; enter on Part I, line 7h, column 


(c)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3.  
Direct offsetting revenue
4. License fees and royalties . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.  
5. Other revenue . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.  
6. Total direct offsetting revenue (add lines 4 and 5; enter on Part I, line 7h, column (d)) . . . . . . 6.  
7. Net community benefit expense (subtract line 6 from line 3; enter on Part I, line 7h, 


column (e)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7.  
8. Total expense (enter amount from Form 990, Part IX, line 25, column (A), including the 


organization's share of joint venture expenses, and excluding any bad debt expense included in 
Part IX, line 25) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.  


9. Percent of total expense
(divide line 7 by line 8; enter on Part I, line 7h, column (f)) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9. %
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Cash and In-Kind Contributions for Community Benefit
(Part I, line 7i)


Worksheet 8.
Keep for Your Records


(A)
Cash contrib- 


utions


(B)
In-kind 
contrib- 
utions


(C)
Total


1. Total community benefit expense (enter amount from 
column (C) on Part I, line 7i, column (c)) . . . . . . . . . . . . . 1.


2. Direct offsetting revenue (enter amount from column 
(C) on Part I, line 7i, column (d)) . . . . . . . . . . . . . . . . . . . . 2.


3. Net community benefit expense (subtract line 2 from 
line 1; enter on Part I, line 7i, column (e)) . . . . . . . . . . . . . 3.


4. Total expense (enter amount from Form 990, Part IX, 
line 25, column (A), including the organization's share of 
joint venture expenses, and excluding any bad debt 
expense included in Part IX, line 25) . . . . . . . . . . . . . . . . 4.


5. Percent of total expense (divide line 3 by line 4; enter 
on Part I, line 7i, column (f)) . . . . . . . . . . . . . . . . . . . . . . . . 5. %
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