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Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private
foundation§) po not enter social security numbers on this form as it may be made public.

Open to Public

* Go to www.irs.gov/Form990 for instructions and the latest information.

Inspection

A For the 2019 calendar year, or tax year beginning 01-01-2019

C Name of organization
KALEIDA HEALTH

, and ending 12-31-2019

B Check if applicable: D Employer identification number
| Address change
[ Name change
[ Initial return

Final
rreturn/terminated

| Amended return
[ Application pending}l

16-1533232
% ROBERT NESSELBUSH

Doing business as

E Telephone number

Number and street (or P.O. box if mail is not delivered to street address)
726 EXCHANGE STREET Suite 200

Room/suite
(716) 859-8836

City or town, state or province, country, and ZIP or foreign postal code
BUFFALO, NY 14210

G Gross receipts $ 1,701,078,323

F Name and address of principal officer: H(a) Is this a group return for

JODY LOMEO subordinates? [ Yes|¥ No
100 HIGH STREET .
H(b) Are all subordinates [ Yes[ No

BUFFALO,NY 14203
I Tax-exemptstatus: [ 501(c)3) [ 501(c) () * (insert no.)

included?
If "No," attach a list. (see instructions)

[ a947(a)(1)or [ 527

H(c i
J Website: ® WWW.KALEIDAHEALTH.ORG (€) Group exemption number »

L Year of formation: 1998 | M State of legal domicile: NY

K Form of organization: |\7 Corporation |_ Trust |_ Association |_ Other

Summary

1 Briefly describe the organization’s mission or most significant activities:
KALEIDA HEALTH PROVIDES HEALTHCARE SERVICES FOR THE EIGHT COUNTIES OF WNY AT FOUR ACUTE CARE, TWO LT
E CARE, AND OTHER OUTPATIENT AND PRIMARY CARE SITES.
g
=
z
:_‘:'5 2 Check this box [ if the organization discontinued its operations or disposed of more than 25% of its net assets.
= 3 Number of voting members of the governing body (Part VI, line1a) . . . . . . . . 3 16
E 4 Number of independent voting members of the governing body (Part VI, line 1b) . . . . . 4 13
'E 5 Total number of individuals employed in calendar year 2019 (PartV, line2a) . . . . . . 5 9,486
g 6 Total number of volunteers (estimate if necessary) . . . . . . .+ .+ .« . . . . 6 1,340
7a Total unrelated business revenue from Part VIII, column (C), line 12 7a 8,333,497
b Net unrelated business taxable income from Form 990-T, line 39 7b
Prior Year Current Year
@ 8 Contributions and grants (Part VIII, line 1h) 20,329,042 19,266,035
g 9 Program service revenue (Part VI, line 2g) 1,329,383,884 1,315,666,707
é 10 Investment income (Part VIIl, column (A), lines 3, 4, and 7d ) -2,087,622 -3,370,927
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢c, 10c, and 11e) 16,307,589 15,904,389
12 Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line 12) 1,363,932,893 1,347,466,204
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) . 612,375 724,777
14 Benefits paid to or for members (Part IX, column (A), line 4) . 0 0
$ 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 722,374,625 729,688,368
2] 16a Professional fundraising fees (Part IX, column (A), line 11e) 0 0
i b Total fundraising expenses (Part IX, column (D), line 25) 0
":d 17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24e) . 620,737,477 635,111,206
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) 1,343,724,477 1,365,524,351
19 Revenue less expenses. Subtract line 18 from line 12 . 20,208,416 -18,058,147
<3 $ Beginning of Current End of Year
E% Year
EE 20 Total assets (Part X, line 16) . 1,433,260,601 1,415,407,913
=E [21 Total liabilities (Part X, line 26) . 1,102,863,164 1,159,457,210
EE 22 Net assets or fund balances. Subtract line 21 from line 20 . 330,397,437 255,950,703

Signature Block

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

2020-11-11
Signature of officer Date
Sign
Here ROBERT NESSELBUSH CFO
’Type or print name and title
Print/Type preparer's name Preparer's signature Date . PTIN
. 2020-11-09 | €heck I if | pog247720
Paid self-employed
Firm's name I KPMG LLP Firm's EIN I
Preparer
Use Only Firm's address ™ 515 Broadway 4th Floor Phone no. (518) 427-4600
Albany, NY 122072974

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

[+ Yes [ No

For Paperwork Reduction Act Notice, see the separate instructions.

Cat. No. 11282Y
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Form 990 (2019) Page 2
Part 1l Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line in thisPartill . . . . . . . .+ .+ .+ .+ .+ . . ~

1 Briefly describe the organization’s mission:

KALEIDA HEALTH IS THE LARGEST HEALTHCARE PROVIDER IN WNY, SERVING THE AREA'S EIGHT COUNTIES WITH
COMPREHENSIVE SERVICES & PROGRAMS PROVIDED AT FOUR ACUTE CARE, TWO LONG TERM CARE, AS WELL AS OUTPATIENT &
PRIMARY CARE SITES.

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 990 or 990-EZ? . . . . « + 4 e 4 e e e e e | Yes [+ No
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
SErVICeS? « & 4 h e e e e e e e e e e e e e e e e [ Yes |+ No
If "Yes," describe these changes on Schedule O.

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

4a (Code: ) (Expenses $ 1,218,080,604 including grants of $ 724,777 ) (Revenue $ 2,627,171,858 )

KALEIDA HEALTH IS A VOLUNTARY, NOT-FOR-PROFIT; NEW YORK STATE DEPARTMENT OF HEALTH ARTICLE 28 LICENSED HOSPITAL-BASED HEALTHCARE DELIVERY
SYSTEM SERVICING THE COMMUNITIES OF WESTERN NEW YORK STATE AT VARIOUS LEVELS AND WITH FACILITIES IN MULTIPLE LOCATIONS THROUGHOUT THE
REGION. KALEIDA HEALTH INCLUDES THE BUFFALO GENERAL MEDICAL CENTER (BUFFALO GENERAL), MILLARD FILLMORE SUBURBAN HOSPITAL (MILLARD
SUBURBAN), OISHEI CHILDREN'S HOSPITAL (FORMERLY THE WOMEN & CHILDREN'S HOSPITAL OF BUFFALO), AND DEGRAFF MEMORIAL HOSPITAL (DEGRAFF). THE
ABOVE OPERATE UNDER ONE TAX IDENTIFICATION NUMBER. IN ADDITION TO THE FOUR KALEIDA HEALTH (KALEIDA) HOSPITALS, KALEIDA OPERATES UPPER
ALLEGHENY HEALTH SYSTEM, A SUBSIDIARY HEALTH SYSTEM WITH TWO HOSPITAL FACILITIES, TWO SKILLED NURSING FACILITIES, AND NUMEROUS OUTPATIENT
CLINICS. UPPER ALLEGHENY HEALTH SYSTEM FILES A SEPARATE IRS FORM 990 AND THEREFORE IS NOT INCLUDED WITHIN THIS FILING. OUR FAMILY OF HEALTH
CARE ORGANIZATIONS IS BLENDED TOGETHER INTO ONE FRAMEWORK FOR LEADERSHIP, GOVERNANCE, SHARED SERVICES, FINANCIAL INFRASTRUCTURE AND
INFORMATION TECHNOLOGY PLATFORMS. COLLECTIVELY, KALEIDA HEALTH'S MARKET SHARE IS 32.8% IN WESTERN NEW YORK, 40.7% IN ERIE COUNTY AND
31.31% IN NIAGARA COUNTY. ANNUALLY ONE MILLION COMBINED INPATIENT, EMERGENCY DEPARTMENT AND OUTPATIENT VISITS OCCUR AT THE HEALTH CARE
FACILITIES IN THE KALEIDA HEALTH SYSTEM, WHICH EMPLOYS APPROXIMATELY 9,400 STAFF AND HAVE APPROXIMATELY 2,400 MEDICAL STAFF MEMBERS. DURING
2019, THERE WERE 56,441 INPATIENT DISCHARGES, OF WHICH 27% WERE MEDICAID, 42% MEDICARE, 1% UNINSURED, AND 30% OTHER. KALEIDA HEALTH'S
MISSION IS TO ADVANCE THE HEALTH OF OUR COMMUNITY. OUR VISION IS TO PROVIDE COMPASSIONATE, HIGH-VALUE, QUALITY CARE, IMPROVING HEALTH IN
WESTERN NEW YORK AND BEYOND, EDUCATING FUTURE HEALTH CARE LEADERS AND DISCOVERING INNOVATIVE WAYS TO ADVANCE MEDICINE. OUR VALUES
CLEARLY STATE WHO WE ARE AND HOW WE PERFORM OUR WORK: CENTERED: REMAIN CENTERED AROUND THE PATIENT AND FAMILY. ACCOUNTABLE: BE
ACCOUNTABLE TO PATIENTS AND EACH OTHER. RESPECT: SHOW RESPECT AND INTEGRITY. EXCELLENCE: PROVIDE EXCELLENCE IN ALL WE DO. KALEIDA HEALTH'S
PROGRAMS AND AFFILIATES ARE LICENSED BY THE STATE OF NEW YORK DEPARTMENT OF HEALTH AND ACCREDITED BY DNV. KALEIDA IS CERTIFIED BY THE US
DEPARTMENT OF HEALTH AND HUMAN SERVICES FOR PARTICIPATION IN MEDICARE AND MEDICAID. THE ACCREDITATION COUNSEL FOR GRADUATE MEDICAL
EDUCATION APPROVES ALL RESIDENCY PROGRAMS FOR PHYSICIANS, AND THE AMERICAN DENTAL ASSOCIATION APPROVES ITS DENTAL AND ORAL SURGERY
PROGRAMS. KALEIDA IS ALSO A MEMBER OF THE COUNCIL OF TEACHING HOSPITALS, THE AMERICAN DENTAL ASSOCIATION, THE AMERICAN MEDICAL ASSOCIATION
AND THE GREATER NEW YORK HOSPITAL ASSOCIATION. OPERATION OF EMERGENCY ROOMS: KALEIDA HEALTH OPERATES FOUR EMERGENCY ROOMS, ONE IN
EACH OF THE ACUTE CARE HOSPITALS, GENERATING A TOTAL OF 170,459 PATIENT VISITS DURING 2019. THE EMERGENCY DEPARTMENTS, WHICH OPERATE 24
HOURS A DAY, SEVEN DAYS EACH WEEK, ARE OPEN TO ANYONE, REGARDLESS OF THEIR ABILITY TO PAY FOR SERVICES. BOARD OF DIRECTORS AND COMMUNITY
GUIDANCE: KALEIDA HEALTH MAINTAINS COMMUNITY CONTROL OVER THE CORPORATION THROUGH ITS BOARD OF DIRECTORS, COMPRISED OF COMMUNITY AND
FAITH LEADERS, AND LEADERS IN BUSINESS AND INDUSTRY, HEALTHCARE AND PHYSICIANS REPRESENTING THE MEDICAL STAFF OF KALEIDA HEALTH. THE
MAJORITY OF THE DIRECTORS RESIDE IN WESTERN NEW YORK AND EACH DIRECTOR SERVES A THREE-YEAR TERM. OPEN MEDICAL STAFF: AS CONFERRED BY
THE BOARD OF DIRECTORS, MEDICAL STAFF MEMBERSHIP IS OFFERED TO PROFESSIONALLY COMPETENT PHYSICIANS, DENTISTS, PODIATRISTS AND OTHER
SPECIFIED INDIVIDUALS, WHO CONTINUOUSLY MEET THE QUALIFICATIONS, STANDARDS AND REQUIREMENTS OUTLINED IN THE BYLAWS, RULES AND
REGULATIONS, POLICIES OF THE MEDICAL STAFF AND KALEIDA HEALTH, CONSISTENT WITH THE NEEDS OF KALEIDA HEALTH'S PATIENTS. STAFF MEMBERSHIP OR
PARTICULAR CLINICAL PRIVILEGES SHALL NOT BE DENIED ON THE BASIS OF AGE, SEX, SEXUAL ORIENTATION, RACE, COLOR, CREED, NATIONAL ORIGIN, A
DISABILITY UNRELATED TO THE ABILITY TO FULFILL PATIENT CARE AND MEDICAL STAFF RESPONSIBILITIES OR ANY OTHER CRITERION UNRELATED TO THE
EFFICIENT DELIVERY OF QUALITY PATIENT CARE, TO PROFESSIONAL QUALIFICATIONS OR TO THE NEEDS OF THE COMMUNITY, OR TO THE PURPOSES, NEEDS AND
CAPABILITIES OF KALEIDA HEALTH. EVERY MEMBER OF THE MEDICAL STAFF ASSISTS THE HOSPITALS IN FULFILLING OUR MISSION AND RESPONSIBILITY TO
PROVIDE EMERGENCY AND UNCOMPENSATED CARE FOR THOSE IN NEED. USE OF SURPLUS FUNDS: SURPLUS FUNDS ARE USED TO FURTHER THE MISSION AND
OPERATIONS OF KALEIDA HEALTH, SUCH AS REINVESTING IN COMMUNITY BENEFIT PROGRAMS, AND MAKING IMPROVEMENTS IN FACILITIES, PATIENT CARE,
MEDICAL, NURSING AND ALLIED HEALTH TRAINING, EDUCATION AND RESEARCH IN SUPPORT OF THE HEALTH NEEDS OF THE COMMUNITY. COMMUNITY BENEFIT
PROGRAMS AND SERVICES: KALEIDA HEALTH OFFERS NUMEROUS COMMUNITY BENEFIT PROGRAMS AND SERVICES IN RESPONSE TO THE COMMUNITY'S NEEDS, BY
IMPROVING ACCESS TO CARE, IMPROVE PUBLIC HEALTH, ADVANCE KNOWLEDGE AND RELIEVE GOVERNMENT PROGRAMS. THESE PROGRAMS ARE CONDUCTED IN
COMMUNITY-BASED SETTINGS SUCH AS SCHOOLS, CHURCHES, COMMUNITY CENTERS, SENIOR CENTERS AND PROGRAMS ARE ALSO OFFERED AT KALEIDA'S
HOSPITAL CAMPUSES AND FACILITIES. COMMUNITY BENEFIT PROGRAMS AND SERVICES INCLUDE HEALTH FAIRS, HEALTH SCREENINGS, HEALTH EDUCATION
LECTURES AND WORKSHOPS FOR COMMUNITY GROUPS AND THE GENERAL PUBLIC, SCHOOL HEALTH EDUCATION PROGRAMS, AND CONSUMER HEALTH
INFORMATION IN THE KALEIDA HEALTH LIBRARIES. KALEIDA ALSO OFFERS A NUMBER OF SUBSIDIZED HEALTH SERVICES SUCH AS OUTPATIENT CLINICS, LONG-
TERM CARE SERVICES, WOMEN'S HEALTH CENTERS, DIALYSIS SERVICES, BEHAVIORAL HEALTH SERVICES, SCHOOL-BASED HEALTH CENTERS, EARLY CHILDHOOD
PROGRAM, EARLY INTERVENTION SERVICES, FAMILY PLANNING SERVICES, WESTERN NEW YORK CLINICAL INFORMATION EXCHANGE AND HEALTH-E-LINK AND
DIAGNOSTIC, THERAPEUTIC AND REHABILITATION SERVICES FOR CHILDREN WITH SPECIAL NEEDS. KALEIDA'S HOSPITALS SERVE AS A MAJOR TEACHING AFFILIATE
OF THE STATE UNIVERSITY OF NEW YORK AT BUFFALO'S SCHOOL OF MEDICINE AND BIOMEDICAL SCIENCES AND DENTAL MEDICINE, WITH TRAINING TO 400
MEDICAL AND DENTAL RESIDENTS EACH YEAR. KALEIDA IS INVOLVED IN AND SPONSORS RESEARCH PROJECTS, AND WE PROVIDE LOAN FORGIVENESS FOR
PHYSICIANS TO ESTABLISH OR JOIN EXISTING PRACTICES THAT SERVE THE UNDERSERVED COMMUNITIES OF BUFFALO AND WESTERN NEW YORK. KALEIDA
OFFERS CLINICAL TRAINING FACILITIES AND SUPPORT FOR NURSING AND A NUMBER OF ALLIED HEALTH PROFESSIONAL TRAINING PROGRAMS AT LOCAL COLLEGES
AND UNIVERSITIES, AND OTHER PROFESSIONAL DEVELOPMENT/CONTINUING EDUCATION TRAINING PROGRAMS FOR COLLEAGUES FROM HEALTH CARE
ORGANIZATIONS ACROSS THE REGION.

4b (Code: ) (Expenses $ including grants of $ ) (Revenue $ )
4c (Code: ) (Expenses $ including grants of $ ) (Revenue $ )
4d Other program services (Describe in Schedule O.)

(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses & 1,218,080,604

Form 990 (2019)



Form 990 (2019) Page 3
Checklist of Required Schedules

Yes No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes," Yes
complete Schedule A P e . 1
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? ﬁ .. 2 Yes
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to No
candidates for public office? If "Yes," complete Schedule C, Part | 3
4 section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C, Part Il . a4 Yes
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If "Yes," complete Schedule C, Part Il ‘E 5 No
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the
right to provide advice on the distribution or investment of amounts in such funds or accounts? If "Yes," complete N
Schedule D,Part 1 L . . . . . e, 6 0
7 Did the organization receive or hold a conservation easement, including easements to preserve open space, N
the environment, historic land areas, or historic structures? If "Yes,” complete Schedule D, Part Il 7 0
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes," 8 No
complete Schedule D, Part Il &)
9 Did the organization report an amount in Part X, line 21 for escrow or custodial account liability; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or debt No
9

negotiation services? If "Yes," complete Schedule D, Part IV k.7

10 Did the otganization, difectly ot thtough & related organization, hold assets in temporarily restricted endowments,| 10 Yes
permanent endowments, or quasi endowments? If "Yes," complete Schedule D, Part V

11 If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI, VII,
VIII, IX, or X as applicable.

a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,” complete

Schedule D, PartVl. &l . . . . . . . . . . . . 11a | Yes
b Did the organization report an amount for investments—other securities in Part X line 12 that is 5% or more of
its total assets reported in Part X, line 16? If "Yes," complete Schedule D, Part VIl E e e e e e 11b No
¢ Did the organization report an amount for investments—program related in Part X, line 13 that is 5% or more of
its total assets reported in Part X, line 16? If "Yes,” complete Schedule D, Part VIl & . . . . . . . 1ic No
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 16? If "Yes," complete Schedule D, Part IXE e e . 11d | Yes
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, PartX 11e | ves
f Did the organization’s separate or consolidated financial statements for the tax year include a footnote that
addresses the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)? 11f | Yes
12a ffiaYﬁe"Wﬁlggtiswéﬁﬂﬁrpséﬁ%ﬂa)ﬁeﬁndependent audited financial statements for the tax year? If "Yes," complete
Schedule D, Parts XIand XII' & . . . . . . . . . . . . . ... 12a No
b Was the organization included in consolidated, independent audited financial statements for the tax year? 12b | Yes
If "Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XII is optional E
13 Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete Schedule E 13 No
14a Did the organization maintain an office, employees, or agents outside of the United States? . . . . . 14a No
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
!:)usiness, investment, and program service activities outside the United States, or aggregate foreign 14b | ves
investments valued at $100,000 or more? If "Yes," complete Schedule F, Parts I and IV
15 Drid the organization-report on Part @column (A), line 3, more than $5,000 of grants or other assistance to or for
any foreign organization? If "Yes,” complete Schedule F, Parts Il and IV . . . . . E 15 No
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes,” complete Schedule F, Parts IIl and IV . . . &) 16 No
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on 17 No

Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part I(see instructions)

18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Partll . . . . . . .+ .+ .+« .+« .« . 18 No

19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? I'f

"Yes," complete Schedule G, Part Il .. 19 No
20a Did the organization operate one or more hospital facilities? If "Yes,” complete Schedule H . . . . E 20a| Yes
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? ‘E 20b | v
esS
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or 21 Yes

domestic government on Part IX, column (A), line 1? If "Yes,” complete Schedule I, Parts I and II

Form 990 (2019)



Form 990 (2019) Page 4
Checklist of Required Schedules (continued)

Yes No
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on 22 N
Part IX, column (A), line 2? If “Yes,” complete Schedule I, Parts I and III 0
23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensatlon of the organization’s
current and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes," 23 Yes
complete Schedule J
24a Did the organization have a tax- exempt bond issue W|th an outstandlng prlnC|paI amount of more than $100,000
as of the last day of the year, that was issued after December 31, 2002? If “Yes,” answer lines 24b through 24d v
and complete Schedule K. If "No,” go to line 25a . . .+« + « v + &« 4 o« 4 a4 4 . 24a s
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . . 24b No
c Did the organization maintain an escrow account other than a refunding escrow at any time during the year N
to defease any tax-exempt bonds? . . . . . . . . . . . . . . . 24c °
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? 24d No
25a Section 5'01(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If "Yes," complete Schedule L, Partl . . . . 25a No

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ? I'f 25b No
"Yes," complete Schedule L, Part |

26 Did the organization.report.any.amount on Part X, line 5.0r 22 fer receivables from orﬁyables to any current or
former officer, director, trustee, key employee, creator or founder, substantial contributor, or 35% controlled 26 No
entity or family member of any of these persons?

27 Hidvese"siianletriSehssiede f@'ﬂdhﬁr other assistance to any current or former officer, director, trustee, key
employee, creator or founder, substantial contributor, or employee thereof, a grant selection committee member, 27 No
or to a 35% controlled entity (including an employee thereof) or family member of any of these persons?
If "Yes," completeSchedule L,Part |||'E

28 Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part IV
instructions for applicable filing thresholds, conditions, and exceptions):

"

a A current or former officer, director, trustee, key employee, creator or founder, or substantial contributor? If "Yes,

complete Schedule L, Part IV . .« . . . . e e e e No
b A family member of any individual described in line 28a? If "Yes," complete Schedule L, Part IV .
28b No
c A 35% controlled entity of one or more individuals and/or organizations described in lines 28a or 28b? If "Yes," v
complete Schedule L, PartIV . . . . . C e e e 28c €s
29 Did the organization receive more than $25 000 in non- cash contrlbutlons7 If ”Yes complete Schedule M . . 29 Yes

30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified N
conservation contributions? 30 o

31 Hidese' srBpictaisdaquiedfe, terminate,-or dissolve and cease operations? If"Yes, " completgchedule N, Part |

31 No
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes," complete
Schedule N, Partll . . . . . « « .« e e e e e e e e e e e 32 No
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? 33 | Yes
34 Y{a¥ahe rgaiatacshadifdd B3 hy-tax-exempt or taxable entity? If-"Yes," com;ﬁte Schedule R, Partll, III, or IV,
and PartV, line1 . . . . . . . . . P E 34 ves
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? 35a| Yes
b If ‘Yes’to line 35a, did the organization receive any payment from or engage in any transaction with a controlled 35b | Yes
entity within the meaning of section 512(b)(13)? If "Yes,” complete Schedule R, Part V, line 2
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related
organization? If "Yes,” complete Schedule R, Part V, line 2 . . . . .« v o « « . . . . = 36 No
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes,” complete Schedule R, Part VI ‘E 37 No
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 19?
Note. All Form 990 filers are required to complete Schedule O. . 38 ves
Part V Statements Regarding Other IRS Filings and Tax Compllance
Check if Schedule O contains a response or note to any line in thisPartv . . . . . . . . . . . [
Yes No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable 1a 564
b Enter’the number of Forms W-2G included in line 1a. Enter -0- if not applicable . 1b 0

c Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) winnings to prize winners? . . . . . . .+« 4w w e e e 1c Yes

Form 990 (2019)




Form 990 (2019) Page 5
Statements Regarding Other IRS Filings and Tax Compliance (continued)

2a Enter the number of employees reported on Form W-3, Transmittal of Wage and
Tax Statements, filed for the calendar year ending with or within the year covered

by thisreturn . . . . . . 4 . o h e e e e e 2a 9,486
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? 2b | Yes
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . . . 3a Yes
b If “Yes,” has it filed a Form 990-T for this year?If "No” to line 3b, provide an explanation in Schedule O . . . 3b Yes
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority 4a No

over, a financial account in a foreign country (such as a bank account, securities account, or other financial
b ctees)t)@nter the name of the foreign country: M
See instructions for filing requirements for FInCEN Form 114, Report of Foreign Bank and Financial Accounts

5a (TEARe organization a party to a prohibited tax shelter transaction at any time during the tax year? . . 5a No
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b No
c If "Yes," to line 5a or 5b, did the organization file Form 8886-T? . . . . . . . .+ .+ .« .« . 5c

6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the 6a No

organization solicit any contributions that were not tax deductible as charitable contributions?

b If "Yes," did the organization include with every solicitation an express statement that such contributions or gifts
were not tax deductible? . . . . . . . . . . . 0w e e e e 6b

7 Organizations that may receive deductible contributions under section 170(c).

a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods and 7a No
services provided to the payor?
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . . . . 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required to
file Form 8282? . . . .+« . h a e e e e e e e e e e 7c No
d If "Yes," indicate the number of Forms 8282 filed during the year . . . . | 7d |

e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?

7e No
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f No
g If'the’organization received a contribution of qualified intellectual property, did the organization file Form 8899 as
required? . . . . . 4 h e e e e e e e 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a
Form 1098-C? . . .+ & & & & &« 4 a e e e e e e e e e e e e e e e 7m
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time during the year? 8
9 Sponsoring orgahizdtions ntaintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 49667? 9a
Did tHe sponsorihg drgahizdtion make a distribution to a donor, donor advisor, or related person? . . . 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIII, line 12 . . . 10a
Gross receipts, included on Form 990, Part VIII, line 12, for public use of club 10b
11 SEibAS01(c)(12) organizations. Enter:
a Gross income from members or shareholders . . . . . . . . . 11a
Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them.) . . . . . . . . . . 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the
year. 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more than one state? 13a
N;te..Set.e th;a in;tru.ctio.ns f.or a.dditional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states
in which the organization is licensed to issue qualified health plans . . . . 13b
c Enter the amount of reservesonhand . . . . . . . . . . . . 13c
14a Did the organization receive any payments for indoor tanning services during the tax year? . . . . . 14a No
b If "Yes," has it filed a Form 720 to report these payments?If "No," provide an explanation in Schedule O . . 14b
15 Is the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) during the year? 15 Yes
16 ié ‘tY.ieso.'I'g;a;eiia.slm;cah;nsll.mai.iﬁmzFtr;‘smit;tjlﬁ émja;tmléol\tr;e s.ecti.on 4.1968 excise tax on net investment income? 16 No

If "Yes," complete Form 4720, Schedule O. Form 990 (2019)
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Part VI Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No" response to lines

8a, 8b, or 10b below, describe the circumstances, processes, or changes i edule O. See instructions.
Check if Sc?leguﬁ]e O contains a response or no?e to any’line in tg|s ﬂér‘?‘iﬂ PR

Section A. Governing Body and Management

Yes No
1a Enter the number of voting members of the governing body at the end of the tax 1a 16
Yf®ere are material differences in voting rights among members of the governing
body, or if the governing body delegated broad authority to an executive committee
or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are
independent 1b 13
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any
other officer, director, trustee, or key employee? . . . . .+ .« .+ + &+« a4 4. e 2 No
3 Did the organization delegate control over management duties customarily performed by or under the direct 3 No
supervision of officers, directors or trustees, or key employees to a management company or other person?
Did the organization make any significant changes to its governing documents since the prior Form 990 was 4 No
Bladthe organization become aware during the year of a significant diversion of the organization’s assets? 5 No
Did the organization have members or stockholders? 6 No
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or
more members of the governing body? . . . . . . .+ 4 4w 44w e e e 7a No
b Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders,| 7b No
or persons other than the governing body? P .
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the
year by the following:
The governing body? . . .+ .« « + &+ 4 4 e e wa e a e 8a | Yes
b Each committee with authority to act on behalf of the governing body? 8b Yes
9 Is'there dny officer, 'diréctof, trustée, dr key employee listed in Part VII, Section A, who cannot be reached at the
organization’s mailing address? If "Yes," provide the names and addresses in Schedule O . . . . . . . 9 No
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes No
10a Did the organization have local chapters, branches, or affiliates? . . . . . . . .+ .+ .+ . . 10a No
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? 10b

11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing
the form? . . . . . . .+ &+ & v 4 4w 4w 4w e w4 w4 w . l11a Yes

b Describe in Schedule O the process, if any, used by the organization to review this Form 990.

12a Did the organization have a written conflict of interest policy? If "No," go to line 13 . . . . . .+ . 12a | Yes
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
rise to conflicts? . . . . . v 4 4w e e e e e e e e e e e 12b | Yes
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes," describe
in Schedule O how this was done . . + + « &« &« &« &« « o a aa e e 12c | Yes
13 Did the organization have a written whistleblower policy? . . . . . . . .+ .+ .+ .+ .« .« . . 13 Yes
14 Did the organization have a written document retention and destruction policy? . . . . . . . . . 14 Yes

15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?

a The organization’s CEO, Executive Director, or top management official . . . . . .+ .+ . .+ . . 15a | Yes

Other officers or key employees of the organization . . . . .+ .+ +« « + + « « « &« 4 15b | Yes

If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).

16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a
taxable entity during the year? . . . . . . + + 4 v 4w 16a | Yes

b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization’s exempt status with respect to such arrangements? . . . . . . . . . . . . 16b | Yes

Section C. Disclosure
17 List the states with which a copy of this Form 990 is required to be filedk
NY

18 Section 6104 requires an organization to make its Form 1023 (or 1024-A if applicable), 990, and 990-T
(501(c)(3)s only) available for public inspection. Indicate how you made these available. Check all that apply.
[+ own website [ Another's website [w Upon request [ other (explain in Schedule O)

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

20 State the name, address, and telephone number of the person who possesses the organization's books and records:
BROBERT NESSELBUSH 100 HIGH STREET FLOOR 11 BUFFALO,NY 14203 (716) 859-8836

Form 990 (2019)
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Part VIl Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors
Check if Schedule O contains a response or note to any line in this PartVIl . . . . .

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

Page 7

r

1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the organization’s
tax year.

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

® List all of the organization’s current key employees, if any. See instructions for definition of "key employee."

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

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

# List all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations.
See instructions for the order in which to list the persons above.

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

(A) (B) ©) (D) (E) (F)

Name and title Average Position (do not check Reportable Reportable Estimated
hours per more than one box, compensation compensation | amount of other
week (list unless person is both an from the from related compensation

any hours for officer and a organization organizations from the
related director/trustee) (W-2/1099- (W-2/1099- organization
organizations [ s [ _ g = [0 T MISC) MISC) and related
below dotted a o E = |z %@ 2 organizations
line == (2 |e |22 (3
) ZE|E (2|52 |2
£ | = s = | =
ge e o (B
il | =] o
= s 3
a8 = ] =
als| |°| &
o ;:':. a
B
L 1]
o
(1) JODY LOMEO 40.0
...................................................................................... X X 2,237,209 46,524
PRES/CEO EX-OFFICIO W/VOTE 05
(2) ALYSON SPAULDING 40.0
...................................................................................... X 1,302,368 74,397
GENERAL COUNSEL 0.0
(3) CHRISTOPHER MALLAVARAP 40.0
...................................................................................... X 963,244 40,254
EMPLOYED PHYSICIAN 0.0
(4) DAVID HUGHES MD 40.0
...................................................................................... X 958,489 44,851
EVP, CMO 1.0
(5) DONALD BOYD 40.0
...................................................................................... X 882,758 99,876
EVP BUSINESS DEVELOPMENT 1.0
(6) JONATHAN SWIATKOWSKI 40.0
...................................................................................... X 884,713 91,732
EVP, CFO (THRU MAY 2019) 0s
(7) CHERYL KLASS 40.0
...................................................................................... X 865,776 31,074
EVP, CHIEF NURSE EXECUTIVE 0.0
(8) CARROLL HARMON MD 40.0
...................................................................................... X 704,097 14,662
EMPLOYED PHYSICIAN 0.0
(9) CHRISTOPHER LANE 40.0
...................................................................................... X 622,923 88,334
SVP OPERATIONS BGMC 0.0
(10) KAVEH VALI MD 40.0
...................................................................................... X 652,115 37,241
EMPLOYED PHYSICIAN 0.0
(11) AARON HOFFMAN MD 40.0
...................................................................................... X 588,286 50,023
EMPLOYED PHYSICIAN 0.0
(12) ALLEGRA JAROS 40.0
...................................................................................... X 523,027 95,679
SVP OPERATIONS WCHOB 0.0
(13) KATHRYN BASS MD 40.0
...................................................................................... X 593,718 24,723
EMPLOYED PHYSICIAN 0.0
(14) DARCY CRAVEN 40.0
...................................................................................... X 578,245 35,107
SVP OPERATIONS MFS, DMH 0.0
(15) MICHAEL HUGHES 40.0
...................................................................................... X 533,099 63,327
SVP, PUBLIC AFFAIRS MARKETING 0.0
(16) ROBERT NESSELBUSH 40.0
...................................................................................... X 551,829 12,861
CHIEF FINANCIAL OFFICER 0.0
(17) JERRY VENABLE 40.0
...................................................................................... X 493,493 22,129
EVP, CHIEF HR OFCR (THRU OCT) 0.0

Form 990 (2019)



Form 990 (2019) Page 8
Part VII Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(A) (B) (©) (D) (E) (F)

Name and title Average Position (do not check Reportable Reportable Estimated
hours per more than one box, compensation compensation | amount of other
week (list unless person is both an from the from related compensation

any hours for officer and a organization organizations from the
related director/trustee) (W-2/1099- (W-2/1099- organization
organizations [ = = [0 T MISC) MISC) and related
below dotted | 2|3 % o |2 |2 organizations
line) = =, % £ |z %5 4
g o I e = -
c | = F e i
oa|e T 8o
S | B 2| 8
8 = o =
2 (5| |®| %
o % @
=3
i P
=3
(18) STEPHEN HARDY 40.0
....................................................................... 0.0 X 262,550 0 4,734
VP FINANGE - rrmmmmmmmmmmmmmmmmmmmm e
(19) GEORGE E MATTHEWS MD 1.0
....................................................................... ool x 160,170 0 31,233
DIRECTOR/CHIEF OF SERVICE [ rormeemeeseeeeees
(20) NICHOLAS J AQUINO MD
1.0
....................................................................... 0.0 X 0 0 0
DIRECTOR - rrmmmmmmmmmmmmmmmm e s
(21) LORRIE A CLEMO PHD
1.0
....................................................................... 00 X 0 0 0
DIRECTOR - rmmmmmmmmmmmmmmmmm e s
(22) GARY M CROSBY
1.0
....................................................................... 00 X 0 0 0
BIRECTOR s s
(23) FRANK CURCI
................................................................... X 0 0 0
CHAIRMAN
(24) ABEER EDDIB MD
................................................................... X 0 0 0
DIRECTOR (BEG. APRIL 2019)
(25) WILLIAM J HOCHUL JR 1
.0
....................................................................... 0.0 X 0 0 0
DIRECTOR (BEG. OCTOBER 2019) [ roroeeeeeeesesss
(26) MUHAMMED JAVED MD
................................................................... X 0 0 0
DIRECTOR (BEG. OCTOBER 2019)
(27) WILLIAM J MAGGIO JR 1.0
................................................................... : X 0 0 0
VICE CHAIR
(28) TIMOTHY G MCEVOY ESQ
1.0
....................................................................... 0.0 X 0 0 0
DIRECTOR (BEG. APRIL 2019) [ roreesmeseeeseess
(29) PAUL O'LEARY
1.0
....................................................................... 00 X 0 0 0
DIRECTOR - rmmmmmmmmmmmmmmmmm e s
(30) CHRISTOPHER ROSS
1.0
....................................................................... 00 X 0 0 0
TREAGURER | rmmmmmmmmmmmmmmmmmmmmm e
(31) MARY LOU RUSIN RN EDD 1
.0
....................................................................... 0.0 X 0 0 0
BIREGTOR s s
(32) FRANCISCO VASQUEZ PH 1
.0
....................................................................... 0.0 X 0 0 0
DIRECTOR i e
(33) DR DAVID MILLING
................................................................... X 0 0 0
SECRETARY
(34) CHRISTOPHER T GREENE
................................................................... X 0 0 0
DIRECTOR (THRU APRIL 2019)
(35) DARREN J KING
1.0
....................................................................... 0.0 X 0 0 0
DIRECTOR (THRU APRIL 2019) [ roreeseesseeseess
ib Sub-Total . . . . . . . . .+ .« . . . . . . L2
c Total from continuation sheets to Part VIl, SectionA . . . . >
d Total (add linesiband1ic) . . . . . . . . . . . > 14,358,109 0 908,761

2 Total number of individuals (including but not limited to those listed above) who received more than
$100,000 of reportable compensation from the organization ® 870

Yes No

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

on line 1a? If "Yes," complete Schedule J for such individual « « « « &« & &« 2« &« & = &« &« » 3 No
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the

organization and related organizations greater than $150,000? If "Yes," complete Schedule J for such

individual 4 Yes
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for

services rendered to the organization?If "Yes,” complete Schedule J for such person . « « « &« &« & & 5 Yes

Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization’s tax year.

(A) (B) ©

Name and business address Description of services Compensation
SODEXO MANAGEMENT INC, CLEANING & LAUNDRY 4,437,921
PO BOX 81049
WOBURN, MA 018131049
WNY RADIOLOGY LLC, RADIOLOGY SVCS 4,848,219
PO BOX 4029
BUFFALO, NY 14240
HURON CONSULTING SERVICES, CONSULTING SERVICES 5,098,802

3005 MOMENTUM PLACE
CHICAGO, IL 606895330
ENSEMBLE RCM LLC, CONSULTING SERVICES 1,835,126
9713 NORTHCROSS CENTER CT
HUNTERSVILLE, NC 28078
XANITOS INC, CLEANING & LAUNDRY 1,667,107
3809 WEST CHESTER PIKE SUITE 210
NEWTON SQUARE, PA 19073

2 Total number of independent contractors (including but not limited to those listed above) who received more than

$100,000 of compensation from the organization & 6 9

Form 990 (2019)
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Page 9

Statement of Revenue

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

r

(A)

Total revenue

(B)
Related or
exempt
function
revenue

©)
Unrelated
business
revenue

(D)
Revenue
excluded from

tax under sections

512 - 514

, Grants
ilar Amounts

1mi

Contributions, Gi
and Other S

la Federated campaigns . .
b Membership dues .
¢ Fundraising events .
d Related organizations
e

Government grants (contributions)

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

above
g Noncash contributions included in

lines 1a - 1f:$

h Total. Add lines la-1f .

1a

1b

1c

id

8,484,961

le

5,782,123

1f

4,998,951

ig

7,966,551

>

19,266,035

Program Sarvice Revenue

2a NET PATIENT SERVICE REVENUE

Business Code

623990

1,308,932,501

1,308,932,501

b MANAGEMENT FEES

561000

72,900

72,900

¢ LAB SERVICES

621500

6,661,306

6,661,306

f All other program service revenue.

9 Total. Add lines 2a-2f. . . .

1,315,666,707

Other Revenue

Investment income (including dividends, interest, and

other

49 MBA AP estment of tax-exempt bond proceeds B

5 Royalties

>

5,383,405

1,279,129

4,104,276

0

0

(i) Real

(ii) Personal

6a Gross rents 6a

2,325,492

b Less: rental

expenses 6b

c Rental
income or 6c

2,325,492

d (\SSPental income or (loss) .

2,325,492

148,077

2,177,415

(i) Securities

(ii) Other®

7a Gross amount
from sales of
assets other
than inventory

7a

344,763,521

94,266

b Less: costor
other basis and
sales expenses

7b

353,612,119

¢ Gain or (loss) 7c

-8,848,598

94,266

d Net gain or (loss) .

8a Gross income from fundraising events
(not including $ of
contributions reported on line 1c).
See Part IV, line18 . . . .

b Less: direct expenses

. s

-8,754,332

-8,754,332

8a

8b

c Net income or (loss) from fundraising events . .

9a Gross income from gaming
activities.

See Part 1V, line 19 .
Less: direct expenses

9a

9b

c Net income or (loss) from gaming activities . . -




10a Gross sales of inventory, less

returns and allowances 10a 0
b Less: cost of goods sold 10b 0
c Net income or (loss) from sales of inventory . 0
-
Miscellaneous Revenue Business Code
1lapReBATE REVENUE 900099 5,815,256 5,815,256
b MISCELLANEOUS INCOME 561000 3,919,219 3,919,219
€ MANAGEMENT & CONSULTING 541610 1,769,897 1,769,897
FEES
d All other revenue 2,074,525 802,753 172,085 1,099,687
e Total. Add lines 11a-11d |
13,578,897
12 Total revenue. See instructions . -
1,347,466,204 1,311,505,151 8,333,497 8,361,521

Form 990 (2019)
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Part IX Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).

Page 10

Check if Schedule O contains a response or note to any line in thisPartIX . . . . . . . . « . . .« . . |
Do not include amounts reported on lines 6b, (A) (B) (©) (D)
7b. 8b, 9b, and 10b of Part VIII Total expenses Program service Management and Fundraising

’ ’ ’ " expenses general expenses expenses
1 Grants and other assistance to domestic organizations 724,777 724,777

and domestic governments. See Part IV, line 21
2 Grants and other assistance to domestic individuals. See 0

PartlV, line22 . . . . . .+ .+ .+ . . .
3 Grants and other assistance to foreign organizations, 0

foreign governments, and foreign individuals. See Part IV,

lines 15 and 16.
4 Benefits paid to or for members 0
5 Compensation of current officers, directors, trustees, and 9,940,438 9,940,438

key employees . . . . . . . . . . .
6 Compensation not included above, to disqualified persons 0

(as defined under section 4958(f)(1)) and persons

described in section 4958(c)(3)(B)
7 Other salaries and wages . . . . . 554,572,191 521,205,055 33,367,136
8 Pension plan accruals and contributions (include section 33,918,351 28,369,341 5,549,010

401(k) and 403(b) employer contributions)

9 Other employee benefits . . . . . . . 90,319,654 81,925,587 8,394,067
10 Payroll taxes . . . .+ .+ .« .+ .+ . . . 40,937,734 38,249,597 2,688,137
11 Fees for services (non-employees):

aManagement . . . . . . 0

blLegal . . . . 2,325,297 1,116,590 1,208,707

c Accounting . . . . . . .. ... 516,250 41,250 475,000

dLobbying . . . . . . . . . . 352,119 352,119

e Professional fundraising services. See Part 1V, line 17 0

f Investment management fees . . . . . . 0

g Other (If line 11g amount exceeds 10% of line 25, 149,031,423 136,312,558 12,718,865

column (A) amount, list line 11g expenses on Schedule
0)
12 Advertising and promotion . . . . 3,552,980 2,591,643 961,337
13 Office expenses . . . . . . . 1,838,822 1,401,922 436,900
14 Information technology . . . . . . 0
15 Royalties . 0
16 Occupancy . .+ « « &« & o« aa . 23,679,174 7,302,861 16,376,313
17 Travel . . . . .+ + 0 4 ... 1,112,216 912,242 199,974
18 Payments of travel or entertainment expenses for any 0
federal, state, or local public officials .
19 Conferences, conventions, and meetings . . . . 0
20 Interest . . . . . . . . ... 18,473,950 14,779,160 3,694,790
21 Payments to affiliates . . . . . . 0
22 Depreciation, depletion, and amortization 66,180,176 49,259,019 16,921,157
23 Insurance 15,985,339 12,031,842 3,953,497
24 Other expenses. Itemize expenses not covered above
(List miscellaneous expenses in line 24e. If line 24e
amount exceeds 10% of line 25, column (A) amount, list
line 24e expenses on Schedule O.)
a HEALTHCARE SUPPLIES 258,889,888 258,858,949 30,939
b EQUIPMENT RENTAL & MAINTENANCE 39,163,369 17,278,548 21,884,821
¢ SERVICE CONTRACTS 15,208,323 13,147,551 2,060,772
d UTILITIES 7,574,315 5,379,886 2,194,429
e All other expenses 31,227,565 27,192,226 4,035,339
25 1,365,524,351 1,218,080,604 147,443,747 0

26

Total functional expenses. Add lines 1 through 24e

Joint costs. Complete this line only if the organization
reported in column (B) joint costs from a combined
educational campaign and fundraising solicitation.
Check here ® [ if following SOP 98-2 (ASC 958-720).

Form 990 (2019)
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Balance Sheet

Page 11

Check if Schedule O contains a response or note to any line in this Part IX B
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing 23,249,584 1 5,893,604
2 Savings and temporary cash investments 14,411,282 2 7,435,108
3 Pledges dnd grahts Fecéivable, net o 3 0
4 Accounts receivable, net 226,821,972 4 199,511,134
5 Loans and other payables to any current or former officer, director, trustee,
key employee, creator or founder, substantial contributor, or 35% o| s 0
controlled entity or family member of any of these persons
6 Laans and other.receivables from other disqualified persons (as defined
under section 4958(f)(1)), and persons described in section 4958(c)(3)(B) ol e 0
w| 7 Notes and loans receivable, net of 7 0
et
E-; Inventories for sale or use 35,985,553 8 40,819,247
& 9 Prepaid expenses and deferred charges 9,813,625| 9 14,521,394
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D | 10a 2,009,152,913
b Less: accumulated depreciation 10b 1,326,360,457 668,793,829 | 10c 682,792,456
11 Investments—publicly traded securities 103,249,212 11 93,488,370
12 Investments—other securities. See Part IV, line 11 43,405,115| 12 43,521,168
13 Investments—program-related. See Part IV, line 11 0] 13 0
14 Intangible assets 0 14 0
15 Other assets. See Part 1V, line 11 307,530,429 | 15 327,425,432
16 Total'assets.” Add lines 1 through 15 (must equal line 34) 1,433,260,601( 16 1,415,407,913
17 Accounts payable and accrued expenses 187,001,957 | 17 193,921,837
18 Grants payable 0] 18 0
19 Deferred revenue 0 19 0
20 Tax-exempt bond liabilities 9,804,851 20 7,707,376
w| 21 Escrow or custodial account liability. Complete Part IV of Schedule D 0] 21 0
Q
4=|22 Loans and other payables to any current or former officer, director, trustee,
—= key employee, creator or founder, substantial contributor, or 35%
=] ! .
@ controlled entity or family member of any of these persons 0| 22 0
=23  sécured mortgages and notes payable to unrelated third parties 338,425,223 | 23 318,429,450
24 Unsecured notes and loans payable to unrelated third parties 0 24 0
25 Other liabilities (including federal income tax, payables to related third 567,631,133| 25 639,398,547
parties, and other liabilities not included on lines 17 - 24).
Complete Part X of Schedule D
26 Total liabilities. Add lines 17 through 25 1,102,863,164 | 26 1,159,457,210
E; Organizations that follow FASB ASC 958, check here & v and complete
£ lines 27, 28, 32, and 33.
127 Net assets without donor restrictions 203,277,286 27 122,051,415
]
[
E 28 Net assets with donor restrictions 127,120,151 28 133,899,288
g Organizations that do not follow FASE ASC 958, check here ® | and
E complete lines 29 through 33.
o 29 Capital stock or trust principal, or current funds 29
Eﬁ: 30 Paid-in or capital surplus, or land, building or equipment fund 30
&" 31 Retained earnings, endowment, accumulated income, or other funds 31
E 32 Total net assets or fund balances 330,397,437 | 32 255,950,703
= (33 Totalliabilities dnd het"assets/fund bdlances 1,433,260,601| 33 1,415,407,913

Form 990 (2019)
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Part XI Reconcilliation of Net Assets

Check if Schedule O contains a response or note to any line in thisPartXl . . . . . . . . . . .+ .+ . . [v
1 Total revenue (must equal Part VIIl, column (A), line 12) 1 1,347,466,204
2 Total expenses (must equal Part IX, column (A), line 25) 2 1,365,524,351
3 Revenue less expenses. Subtract line 2 from line 1 3 -18,058,147
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) 4 330,397,437
5 Net unrealized gains (losses) on investments 5 9,078,343
6 Donated services and use of facilities 6
7 Investment expenses 7
8 Prior period adjustments 8 -28,282,956
9 Other changes in net assets or fund balances (explain in Schedule O) 9 -37,183,974
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line 33, column| 10 255,950,703
Financial Statements and Reporting
Check if Schedule O contains a response or note to any line in thisPartXIl . . . . . . . . .+ . . . . N
Yes No
4 Accounting method used to prepare the Form 990: [ cash [+ Accrual [ oOther
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? 2a No
If ‘Yes,’ check a box below to indicate whether the financial statements for the year were compiled or reviewed on
a separate basis, consolidated basis, or both:
B Separate basis [ consolidated basis [ Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? 2b Yes
If ‘Yes,” check a box below to indicate whether the financial statements for the year were audited on a separate
basis, consolidated basis, or both:
[ Separate basis [+ Consolidated basis [ Both consolidated and separate basis
c If "Yes," to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c Yes
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-133? 3a Yes
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3b Yes

Form 990 (2019)
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. . . OMB No. 1545-0047
SCHEDULE A Public Charity Status and Public Support
(Form 990 or 990EZ) Complete if the organization is a section 501(c)(3) organization or a section 20 1 9
4947(a)(1) nonexempt charitable trust.
Department of the Treasury I Attach to Form 990 or Form 990-EZ. o to Publi
Internal Revenue Service I Go to www.irs.gov/Form990 for instructions and the latest information.

Name of the organization
KALEIDA HEALTH

Employer identification number

16-1533232

m Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For lines 1 through 12, check only one box.)

.
2 [
3 v
a [
5 [
6 [
7
8 [

-

10 [

11 [

12 [
a [
b [~
c I
a I
e [

A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i).
A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ).)
A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).

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

An organization operated for the benefit of a college or university owned or operated by a governmental unit described in section
170(b)(1)(A)(iv). (Complete Part II.)

A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(v).

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

A community trust described in section 170(b)(1)(A)(vi). (Complete Part II.)

An agricultural research organization described in 170(b)(1)(A)(ix) operated in conjunction with a land-grant college or
university or a non-land grant college of agriculture. See instructions. Enter the name, city, and state of the college or university:

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

An organization organized and operated exclusively to test for public safety. See section 509(a)(4).

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of
one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check
the box in lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.

Type I. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving the
supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting
organization. You must complete Part IV, Sections A and B.

Type I1. A supporting organization supervised or controlled in connection with its supported organization(s), by having control or
management of the supporting organization vested in the same persons that control or manage the supported organization(s). You
must complete Part IV, Sections A and C.

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

Type I1I non-functionally integrated. A supporting organization operated in connection with its supported organization(s) that is
not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness requirement
(see instructions). You must complete Part IV, Sections A and D, and Part V.

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

f  Enter the number of supported organizations

g Provide the following information about the supported organization(s).
(i) Name of supported (ii) EIN (i) Type of (iv) Is the organization (v) Amount of (vi) Amount of
organization organization listed in your governing monetary support | other support (see
(described on lines document? (see instructions) instructions)
1- 10 above (see
instructions))
Yes No
Total
For Paperwork Reduction Act Notice, see the Instructions for Cat. No. 11285F Schedule A (Form 990 or 990-EZ) 2019

Form 990 or 990-EZ.
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.m Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)
(Complete only if you checked the box on line 5, 7, or 8 of Part I or if the organization failed to qualify under
Part III. If the organization failed to qualify under the tests listed below, please complete Part III.)
Section A. Public Support
?::ef'l’:;’l ‘;:g’r beginning In) * (a) 2015 (b) 2016 (c) 2017 (d)2018 (e)2019 (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grant.") .
2 Tax revenues levied for the
organization's benefit and either
paid to or expended on its behalf

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

4 Total. Add lines 1 through 3

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

6 Public support. Subtract line 5 from
line 4.

Section B. Total Support
f::ef'l‘:;rl ‘;::’r beginning in) B (a) 2015 (b) 2016 (c) 2017 (d)2018 (e) 2019 (f) Total
7 Amounts from line 4.

8 Gross income from interest,
dividends, payments received on
securities loans, rents, royalties
and income from similar sources

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

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

11 Total support. Add lines 7 through

10
12 Gross receipts from related activities, etc. (see instructions) . . . . . . . . . . . . . . . . .. | 12 |
13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here . . . . .
Section C. Computation of Public Support Percentage
14 Public support percentage for 2019 (line 6, column (f) divided by line 11, column (f)) . . . . . . . . . 14
15 Public support percentage for 2018 Schedule A, Part II, line 14 . . . . . . . . . . . . . . . 15
16a 33 1/3% support test—2019. If the organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this box
and stop here. The organization qualifies as a publicly supported organization. . . . . A
b 33 1/3% support test—2018. If the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization. . . . . . . . . . . . . . . . . . ... Z

17a 10%-facts-and-circumstances test—2019. If the organization did not check a box on line 13, 16a, or 16b, and line 14
is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain
in Part VI how the organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly supported
Orgamization . . . . v . . e e e e e e e
b 10%-facts-and-circumstances test—2018. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.
Explain in Part VI how the organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly

supported organization . . . . . . . . L L L L L L J
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INSEFUCLIONS « v v v v v v v e e e e e e s

Schedule A (Form 990 or 990-EZ) 2019
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.m Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part I or if the organization failed to qualify under Part
II. If the organization fails to qualify under the tests listed below, please complete Part II.)
Section A. Public Support
?::ef'l’s‘:;’l “’,2: beginning In) * (a) 2015 (b) 2016 (c) 2017 (d)2018 (e)2019 (f) Total

1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.") .

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

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

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

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

6 Total. Add lines 1 through 5

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

b Amounts included on lines 2 and 3
received from other than
disqualified persons that exceed
the greater of $5,000 or 1% of the
amount on line 13 for the year.

¢ Add lines 7a and 7b.

8 Public support. (Subtract line 7c
from line 6.)

Section B. Total Support

(or fiscal yaar beginning in) b @201° |[®20fe (@207 (@208 (92078 [O T

9 Amounts from line 6.
10a Gross income from interest,
dividends, payments received on
securities loans, rents, royalties
and income from similar sources

b Unrelated business taxable income
(less section 511 taxes) from
businesses acquired after June 30,
1975.

¢ Add lines 10a and 10b.

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

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

13 Total support. (Add lines 9, 10c,

11, and 12.).
14 Fir’st five ye)ars. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3) organization,
check this box andstophere. . . . . . . . . . . . . . . ... e e e
Section C. Computation of Public Support Percentage
15 Public support percentage for 2019 (line 8, column (f) divided by line 13, column (f)) . . . . . . . . . 15
16 Public support percentage from 2018 Schedule A, Part III, line15. . . . . . . . . . . . . .. 16
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2019 (line 10c, column (f) divided by line 13, column (f)) . . . . . . 17
18 Investment income percentage from 2018 Schedule A, Part III, line 17 . . . . . . . . . . . .. 18
19a 331/3% support tests—2019. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line 17 is not
more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization. . . . . . . >
b 33 1/3% support tests—2018. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33 13% and line 18
is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization. . . . Z
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions . . . . I

Schedule A (Form 990 or 990-EZ) 2019
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Supporting Organizations

(Complete only if you checked a box on line 12 of Part I. If you checked 12a of Part I, complete Sections A and B. If you
checked 12b of Part I, complete Sections A and C. If you checked 12c of Part I, complete Sections A, D, and E. If you checked
12d of Part I, complete Sections A and D, and complete Part V.)

Section A. All Supporting Organizations

Yes | No

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

1
2 Did the organization have any supported organization that does not have an IRS determination of status under
section 509(a)(1) or (2)? If "Yes," explain in Part VI how the organization determined that the supported organization
was described in section 509(a)(1) or (2). 2
3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer (b)
and (c) below. 3a
b Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? If "Yes," describe in Part VI when and how the organization
made the determination. 3b
c Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B)
purposes? If "Yes," explain in Part VI what controls the organization put in place to ensure such use. 3c
4a Was any supported organization not organized in the United States ("foreign supported organization")? If "Yes” and if
you checked 12a or 12b in Part I, answer (b) and (c) below. 4a
b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign supported
organization? If "Yes,” describe in Part VI how the organization had such control and discretion despite being controlled 4b

or supervised by or in connection with its supported organizations.

c Did the organization support any foreign supported organization that does not have an IRS determination under
sections 501(c)(3) and 509(a)(1) or (2)? If “Yes,” explain in Part VI what controls the organization used to ensure that
all support to the foreign supported organization was used exclusively for section 170(c)(2)(B) purposes. 4c

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

5a
amendment to the organizing document).
b Type I or Type II only. Was any added or substituted supported organization part of a class already designated in the
organization's organizing document? 5b
c Substitutions only. Was the substitution the result of an event beyond the organization's control? 5c
6 Did the organization provide support (whether in the form of grants or the provision of services or facilities) to anyone
other than (i) its supported organizations, (ii) individuals that are part of the charitable class benefited by one or
more of its supported organizations, or (iii) other supporting organizations that also support or benefit one or more of
the filing organization’s supported organizations? If “Yes,” provide detail in Part VI. 6
7 Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor
(defined in section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity with
regard to a substantial contributor? If “Yes,” complete Part I of Schedule L (Form 990 or 990-EZ) . 7
8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 7? If
"Yes,” complete Part I of Schedule L (Form 990 or 990-EZ). 8
9a Was the organization controlled directly or indirectly at any time during the tax year by one or more disqualified
persons as defined in section 4946 (other than foundation managers and organizations described in section 509(a)
(1) or (2))? If “Yes,” provide detail in Part VI. 9a
b Did one or more disqualified persons (as defined in line 9a) hold a controlling interest in any entity in which the
supporting organization had an interest? If “Yes,” provide detail in Part VI. 9b
c Did a disqualified person (as defined in line 9a) have an ownership interest in, or derive any personal benefit from,
assets in which the supporting organization also had an interest? If "Yes,” provide detail in Part VI. 9c
10a Was the organization subject to the excess business holdings rules of section 4943 because of section 4943(f)
(regarding certain Type II supporting organizations, and all Type III non-functionally integrated supporting
organizations)? If "Yes,” answer line 10b below. 10a
b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to determine
whether the organization had excess business holdings). 10b

Schedule A (Form 990 or 990-EZ) 2019
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L1a @A Supporting Organizations (continued)

Page 5

11

b

[}

Has the organization accepted a gift or contribution from any of the following persons?

A person who directly or indirectly controls, either alone or together with persons described in (b) and (c) below, the
governing body of a supported organization?

A family member of a person described in (a) above?

A 35% controlled entity of a person described in (a) or (b) above? If "Yes” to a, b, or c, provide detail in Part VI.

Yes

No

11a

11b

11c

Section B. Type I Supporting Organizations

Did the directors, trustees, or membership of one or more supported organizations have the power to regularly
appoint or elect at least a majority of the organization’s directors or trustees at all times during the tax year? If "No,”
describe in Part VI how the supported organization(s) effectively operated, supervised, or controlled the organization’s
activities. If the organization had more than one supported organization, describe how the powers to appoint and/or remove
directors or trustees were allocated among the supported organizations and what conditions or restrictions, if any, applied
to such powers during the tax year.

Did the organization operate for the benefit of any supported organization other than the supported organization(s)
that operated, supervised, or controlled the supporting organization? If "Yes,” explain in Part VI how providing such
benefit carried out the purposes of the supported organization(s) that operated, supervised or controlled the supporting
organization.

Yes

No

Section C. Type II Supporting Organizations

1

Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors or
trustees of each of the organization’s supported organization(s)? If "No,” describe in Part VI how control or
management of the supporting organization was vested in the same persons that controlled or managed the supported

Yes

No

SeXBA“DF°ATV Type III Supporting Organizations

Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (i) a written notice describing the type and amount of support provided during the prior tax
year, (ii) a copy of the Form 990 that was most recently filed as of the date of notification, and (iii) copies of the
organization’s governing documents in effect on the date of notification, to the extent not previously provided?

Were any of the organization’s officers, directors, or trustees either (i) appointed or elected by the supported
organization(s) or (ii) serving on the governing body of a supported organization? If "No," explain in Part VI how the
organization maintained a close and continuous working relationship with the supported organization(s).

By reason of the relationship described in (2), did the organization’s supported organizations have a significant voice
in the organization’s investment policies and in directing the use of the organization’s income or assets at all times
during the tax year? If "Yes," describe in Part VI the role the organization’s supported organizations played in this

Yes

No

SedtfB E. Type III Functionally-Integrated Supporting Organizations

1
a

Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions):

[ The organization satisfied the Activities Test. Complete line 2 below.

b [ The organization is the parent of each of its supported organizations. Complete line 3 below.

c

B The organization supported a governmental entity. Describe in Part VI how you supported a government entity (see

instructions)

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

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

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

Parent of Supported Organizations. Answer (a) and (b) below.

Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or trustees of
each of the supported organizations? Provide details in Part VI.

Did the organization exercise a substantial degree of direction over the policies, programs and activities of each of
its supported organizations? If "Yes," describe in Part VI. the role played by the organization in this regard.

Yes

No

2a

2b

3a

3b

Schedule A (Form 990 or 990-EZ) 2019
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Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations

1 [ Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See
instructions. All other Type III non-functionally integrated supporting organizations must complete Sections A through E.

Section A - Adjusted Net Income (A) Prior Year (B) Current Year
(optional)
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross income (see instructions) 3
4 Add lines 1 through 3 4
5 Depreciation and depletion 5
6 Portion of operating expenses paid or incurred for production or collection of 6
gross income or for management, conservation, or maintenance of property held
for production of income (see instructions)
7 Other expenses (see instructions) 7
Adjusted Net Income (subtract lines 5, 6 and 7 from line 4)
Section B - Minimum Asset Amount (A) Prior Year (B) Current Year
(optional)
1 Aggregate fair market value of all non-exempt-use assets (see instructions for
short tax year or assets held for part of year): 1
a Average monthly value of securities 1a
b Average monthly cash balances 1b
c Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1c) 1d
e Discount claimed for blockage or other factors
(explain in detail in Part VI):
Acquisition indebtedness applicable to non-exempt use assets 2
Subtract line 2 from line 1d 3
4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,
see instructions). 4
5 Net value of non-exempt-use assets (subtract line 4 from line 3) 5
6 Multiply line 5 by .035 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, Column A) 1
2 Enter 85% of line 1 2
3 Minimum asset amount for prior year (from Section B, line 8, Column A) 3
4 Enter greater of line 2 or line 3 4
5 Income tax imposed in prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to emergency 6
temporary reduction (see instructions)
7 [ Check here if the current year is the organization's first as a non-functionally-integrated Type III supporting organization (see

instructions)

Schedule A (Form 990 or 990-EZ) 2019
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Type III Non-Functionally Integrated 509(a)(3) Supporting

(continued)

Section DUrBYABLIABRSs

Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

2 Amounts paid to perform activity that directly furthers exempt purposes of supported organizations, in

excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

(- I Y B - O]

Other distributions (describe in Part VI). See instructions

7 Total annual distributions. Add lines 1 through 6.

8 Distributions to attentive supported organizations to which the organization is responsive (provide

details in Part VI). See instructions

9 Distributable amount for 2019 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations
(see instructions)

(i)

Excess Distributions

(i) (i)
Underdistributions Distributable
Pre-2019 Amount for 2019

1 Distributable amount for 2019 from Section C, line 6

2 Underdistributions, if any, for years prior to 2019
(reasonable cause required-- explain in Part VI

See instructions.

Excess distributions carryover, if any, to 2019:

From 2014.

From 2016.

From 2017.

3
a
b From 2015.
c
d
e

From 2018.

f Total of lines 3a through e

g Applied to underdistributions of prior years

h Applied to 2019 distributable amount

i Carryover from 2014 not applied (see
instructions)

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

4 Distributions for 2019 from Section D, line 7:
$

a Applied to underdistributions of prior years

b Applied to 2019 distributable amount

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

5 Remaining underdistributions for years prior to
2019, if any. Subtract lines 3g and 4a from line 2.
If the amount is greater than zero, explain in Part VI

See instructions.

6 Remaining underdistributions for 2019. Subtract
lines 3h and 4b from line 1. If the amount is greater
than zero, explain in Part VI. See instructions.

7 Excess distributions carryover to 2020. Add lines
3j and 4c.

8 Breakdown of line 7:

Excess from 2015.

Excess from 2016.

Excess from 2017.

Excess from 2018.

ola|o|T|o

Excess from 2019.

Schedule A (Form 990 or 990-EZ) (2019)
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Supplemental Information. Provide the explanations required by Part II, line 10; Part II, line 17a or 17b; Part III, line 12;
Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9¢, 11a, 11b, and 11c; Part IV, Section B, lines 1 and 2; Part IV,
Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b, 3a and 3b; Part V, line 1; Part V,
Section B, line 1e; Part V Section D, lines 5, 6, and 8; and Part V, Section E, lines 2, 5, and 6. Also complete this part for any
additional information. (See instructions).

Facts And Circumstances Test

Return Reference Explanation
Schedule A (Form 990 or 990-EZ) 2019
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Schedule B Schedule of Contributors OB No. 15450047
(Form 990, 990-EZ,

or 990-PF) I Attach to Form 990, 990-EZ, or 990-PF. 201 9
Department of the Treasury = Go to www.irs.gov/Form990 for the latest information.

Internal Revenue Service

Name of the organization Employer identification number
KALEIDA HEALTH

16-1533232

Organization type (check one):

Filers of: Section:

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

Form 990-PF [ 501(c)(3) exempt private foundation
[ 4947(a)(1) nonexempt charitable trust treated as a private foundation

[ 501(c)(3) taxable private foundation

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

General Rule

[~ For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000 or more (in money or
other property) from any one contributor. Complete Parts | and Il. See instructions for determining a contributor's total contributions.

Special Rules

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

[~ For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one contributor,
during the year, total contributions of more than $1,000 exclusively for religious, charitable, scientific, literary, or educational purposes, or
for the prevention of cruelty to children or animals. Complete Parts |, 1I, and Il1.

[~ For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one contributor,
during the year, contributions exclusively for religious, charitable, etc., purposes, but no such contributions totaled more than $1,000. If
this box is checked, enter here the total contributions that were received during the year for an exclusively religious, charitable, etc.,
purpose. Don't complete any of the parts unless the General Rule applies to this organization because it received nonexclusively
religious, charitable, etc., contributions totaling $5,000 or more duringtheyear. . . . . . . . . k& §

Caution: An organization that isn't covered by the General Rule and/or the Special Rules doesn't file Schedule B (Form 990,
990-EZ, or 990-PF), but it must answer “No” on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ
or on its Form 990PF, Part |, line 2, to certify that it doesn't meet the filing requirements of Schedule B (Form 990,

990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the Instructions Cat. No. 30613X Schedule B (Form 990, 990-EZ, or 990-PF) (2019)
for Form 990, 990-EZ, or 990-PF.


http://www.irs.gov/form990

Schedule B (Form 990, 990-EZ, or 990-PF) (2019)

Page 2

Name of organization
KALEIDA HEALTH

16-1533232

Employer identification number

Contributors

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

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

RESTRICTED

$ RESTRICTED

[ Person
[ Payroll
[ Noncash

(Complete Part Il for noncash
contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

[ Person
I Payroll
[ Noncash

(Complete Part Il for noncash
contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

[ Person
I Payroll
[ Noncash

(Complete Part Il for noncash
contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

[ Person
[ Payroll
[ Noncash

(Complete Part Il for noncash
contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

[ Person
[ Payroll
[ Noncash

(Complete Part Il for noncash
contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

[ Person
I Payroll
[ Noncash

(Complete Part Il for noncash
contributions.)

Schedule B (Form 990, 990-EZ, or 990-PF) (2019)
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Page 3

Name of organization
KALEIDA HEALTH

Employer identification number

16-1533232
m Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.
(a) (c)
No. from Description of nOI‘f:E)lSh roperty given FMV (or estimate) Date ::«Zeived
Part | P property g (See instructions)
(a) (c)
No. from Description of norftI:e)lsh roperty given FMV (or estimate) Date :gt):eived
Part | P property g (See instructions)
(@) (c)
No. from Description of nOI‘f:E)lSh roperty given FMV (or estimate) Date ::«Zeived
Part | P property g (See instructions)
(a) (c)
No. from Description of norftI:e)lsh roperty given FMV (or estimate) Date :gt):eived
Part | P property g (See instructions)
$
(@) (c)
No. from Description of nOI‘f:E)lSh roperty given FMV (or estimate) Date ::«Zeived
Part | P property g (See instructions)
$
(a) (c)
No. from Description of norftI:e)lsh roperty given FMV (or estimate) Date :gt):eived
Part | P property g (See instructions)
$

Schedule B (Form 990, 990-EZ, or 990-PF) (2019)
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Page 4

Name of organization
KALEIDA HEALTH

Employer identification number

16-1533232

Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or (10) that
total more than $1,000 for the year from any one contributor. Complete columns (a) through (e) and the following

line entry. For organizations completing Part Ill, enter the total of exclusively religious, charitable, etc., contributions

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

Use duplicate copies of Part lll if additional space is needed.

(a)
No. from| (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP 4 Relationship of transferor to transferee
(@) . . - o
No. from| (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP 4 Relationship of transferor to transferee
(@) . . - o
No. from| (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP 4 Relationship of transferor to transferee
(a) , . - e
No. from| (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP 4 Relationship of transferor to transferee

Schedule B (Form 990, 990-EZ, or 990-PF) (2019)
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047

Form 990 or 990-EZ

( ) For Organizations Exempt From Income Tax Under section 501(c) and section 527 20 1 9

Department of the Treasury ) L ) -

Internal Revenue Service kComplete if the organization is described below. FAttach to Form 990 or Form 990-EZ. Open to Pl_-lbllC
*Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

If the organization answered "Yes" on Form 990, Part IV, Line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
# Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.
# Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.
# Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes" on Form 990, Part IV, Line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
# Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part II-B.
# Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.
If the organization answered "Yes" on Form 990, Part IV, Line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V,
line 35¢c (Proxy Tax) (see separate instructions), then
# Section 501(c)(4), (5), or (6) organizations: Complete Part Ill.

Name of the organization Employer identification number
KALEIDA HEALTH

16-1533232
m Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Provide a description of the organization’s direct and indirect political campaign activities in Part IV (see instructions for
definition of “political campaign activities")
2 Political campaign activity expenditures (see inStructions) ......ccccooviiiiiiiiiiiiiii > $

3 Volunteer hours for political campaign activities (see instructions) ...........cccceviiiiiiiiiiiiiii
-1a@8:] Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955 ...........vviiiiiiiinnnnnns $
2 Ent® the amount of any excise tax incurred by organization managers under section 4955 .........cccooevinnenn. $
3 If tlké organization incurred a section 4955 tax, did it file Form 4720 for this year? ........coocciiiiiiiiiiiiiiiiinnn, [~ Yes [~ No
d4a  Was a correCtion Made? ... | Yes [~ No

b If "Yes," describe in Part IV.
Complete if the organization is exempt under section 501(c), except section 501(c)(3).

1 Enter the amount directly expended by the filing organization for section 527 exempt function activities ..... $
Enter the amount of the filing organization's funds contributed to other organizations for section 527
eXeMPt FUNCLION @CHIVITIES «rurrrrrrrrriiiei i e e e e e e e e 3 $
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL, line 17b........... $
| 3
4 Did the filing organization file Form 1120-POL for this year? ........cccccceiiiiiiiiiiiiiiiiiii i [~ Yes [~ No

5 Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations to which the filing
organization made payments. For each organization listed, enter the amount paid from the filing organization’s funds. Also enter the
amount of political contributions received that were promptly and directly delivered to a separate political organization, such as a
separate segregated fund or a political action committee (PAC). If additional space is needed, provide information in Part IV.

(a) Name (b) Address (c)EIN (d) Amount paid from (e) Amount of
filing organization's |political contributions
funds. If none, enter received and

-0-. promptly and directly

delivered to a
separate political
organization. If none,
enter -0-.

6

For Paperwork Reduction Act Notice, see the instructions for Form 990 or 990-EZ. Cat. No. 50084S Schedule C (Form 990 or 990-EZ) 2019
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Schedule C (Form 990 or 990-EZ) 2019 Page 2

Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election
under section 501(h)).

A Check B[ ifthe filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's name, address, EIN,
expenses, and share of excess lobbying expenditures).
B Check M| ifthe filing organization checked box A and "limited control" provisions apply.

L. i ) (a) Filing (b) Affiliated group
Limits on Lobbying Expenditures organization's totals
(The term "expenditures" means amounts paid or incurred.) totals

la Total lobbying expenditures to influence public opinion (grass roots lobbying) .........ccccceeins

Total lobbying expenditures to influence a legislative body (direct lobbying) .....ccc.ccvvvievnnnenn.

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

Other exempt purpose eXpenditUres .......iiiiiiiiiiiiiiii

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

- 0 O n T

Lobbying nontaxable amount. Enter the amount from the following table in both
columns.

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

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

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

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

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

g Grassroots nontaxable amount (enter 25% of [iN€ 1f) ...oviiiiiiiiiiiiiii s

h Subtract line 1g from line 1a. If zero or less, enter -0-. ......cccciiiiirieiiniiieni e

i Subtract line 1f from line 1c. If zero or less, enter -0-. ...........

J If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720 reporting [~ ves No
section 4911 tax for this Year? ...

4-Year Averaging Period Under Section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five
columns below. See the separate instructions for lines 2a through 2f.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

beginning in) (a) 2016 (b) 2017 (c) 2018 (d) 2019 (e) Total

2a Lobbying nontaxable amount

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

c Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2019



Schedule C (Form 990 or 990-EZ) 2019 Page 3
Complete if the organization is exempt under section 501(c)(3) and has NOT
filed Form 5768 (election under section 501(h)).
For each "Yes" response on lines 1a through 1i below, provide in Part IV a detailed description of the lobbying (a) (b)
activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or referendum,
through the use of:
E T o T U o L Y=Y o= PP PP PPN Yes
b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)? ........ Yes
€ Media adVvertiSEMENTS? . e No
d Mailings to members, legislators, or the public? ... No
e Publications, or published or broadcast statements? ......ccoviiiiiiiiiin i No
f Grants to other organizations for [obbying PUrPOSES? ..uiiiiiiiiiiiiiiiii e Yes 200,188
g Direct contact with legislators, their staffs, government officials, or a legislative body? .....c...ccooevvnnnnen. Yes 151,931
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? .................. No
[ O L o o T=T - T f AV | =3 PPN No
j Total. Add lines 1¢ through 1i oo 352,119
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? ..... No
b If "Yes," enter the amount of any tax incurred under section 4912 ........cooviiiiiiiiiiinieeini s
c If "Yes," enter the amount of any tax incurred by organization managers under section 4912 ...................
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year? ......cccoevvvivvennans No
m Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or
section 501(c)(6).
Yes [ No
1 Were substantially all (90% or more) dues received nondeductible by members? .....c.cooeiiiiiiiiiiiinc s 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? ......... 2
3 Did the organization agree to carry over lobbying and political expenditures from the prior year? .......ccoovveviviiiiiiinniennnns 3

1@ Nel:] Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part III-A, lines 1 and 2, are answered "No" OR (b) Part III-A,

line 3, is answered “Yes."

1 Dues, assessments and similar amounts from members ... 1
2 Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of political

expenses for which the section 527(f) tax was paid).
A CUMTENT YRAI ittt s s 2a
b Carryover from last year . 2b
Lo I - 1 PPN 2c
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues . 3
4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the excess

does the organization agree to carryover to the reasonable estimate of nondeductible lobbying and

political eXpenditure NEXE YEAI? it e e e e e 4
5 Taxable amount of lobbying and political expenditures (see instructions) .......cccceovviiiiiiiiiiiiiininnn 5

Part IV Supplemental Information

Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiliated group list); Part II-A, lines 1 and
2 (see instructions), and Part |I-B, line 1. Also, complete this part for any additional information.

Return Reference Explanation
GRANTS TO OTHER SCHEDULE C, PART II-B, QUESTIONS 1F AND 1G THE AMOUNT REFLECTED FOR PART II-B,
ORGANIZATIONS & DIRECT QUESTION 1F REPRESENTS THE PORTION OF THE DUES PAID TO THE GREATER NEW YORK
CONTACT WITH LEGISLATIVE HOSPITAL ASSOCIATION AND THE HEALTHCARE ASSOCIATION OF NEW YORK STATE
BODY ATTRIBUTABLE TO LOBBYING ACTIVITIES. THE AMOUNT REFLECTED FOR PART II-B,

QUESTION 1G REPRESENTS PAYMENTS MADE TO ORGANIZATIONS IN AN EFFORT TO
ADVOCATE ON THE ORGANIZATION'S BEHALF AT THE NEW YORK STATE AND FEDERAL LEVELS
AS IT SPECIFICALLY RELATES TO HEALTH CARE LEGISLATION AND REGULATORY ISSUES.

Schedule C (Form 990 or 990EZ) 2019
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. . OMB No. 1545-0047
SCHEDULE D Supplemental Financial Statements
(Form 990)
* Complete if the organization answered "Yes," on Form 990, 2 0 1 9
Part1V, line 6,7, 8,9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 123, or 12b.
Department of the Treasury = Attach to Form 990. Open to Public
Internal Revenue Service * Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number

KALEIDA HEALTH

16-1533232

lm Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.

Complete if the organization answered "Yes" on Form 990, Part IV, line 6.

a H W N =

(a) Donor advised funds (b) Funds and other accounts

Total number at end of year .

Aggregate value of contributions to (during year)

Aggregate value of grants from (during year)

Aggregate value at end of year .

Did the organization inform all donors and donor advisors in writing that the assets held in donor advised funds are
the organization’s property, subject to the organization’s exclusive legal control? . . . . . . . . . . . . [~ Yes| No

Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used only for
charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose conferring
impermissible private benefit? . . . . . . . . . L L. L L e e e | Yes| No

m Conservation Easements.

Complete if the organization answered "Yes" on Form 990, Part 1V, line 7.

1 Purpose(s) of conservation easements held by the organization (check all that apply).
[ Preservation of land for public use (e.g., recreation or education) [ Preservation of an historically important land area
[ Protection of natural habitat [ Preservation of a certified historic structure
[ Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year. | Held at the End of the Year

a Total number of conservation easements. . . . . . . . . . . . . . ..o oo 2a
Total acreage restricted by conservation easements 2b
Number of conservation easements on a certified historic structure included in (a) . . . . . 2c
Number of conservation easements included in (c) acquired after 7/25/06, and not on a 2d
historic structure listed in the National Register .

3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year ®
Number of states where property subject to conservation easement is located ™
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easements it holds? . . . . . . . . . . .. [~ Yes [ No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the
year
[ 3
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
]
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)
(B)(i) and section 170(h)(4)(B)(ii)? . . . . .« « .« . . . . e e e e e e e [~ Yes [ No
9 In Part XIII, describe how the organization reports conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes
the organization’s accounting for conservation easements.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" on Form 990, Part IV, line 8.
1a If the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public
service, provide, in Part XIII, the text of the footnote to its financial statements that describes these items.

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

(i) Revenue included on Form 990, Part VIII, line 1. . . . . . . . . . . . . . . ... ... ks
(ii)Assets included in Form 990, Part X . . . . . « « .« . . . . i e e s e s e s e e e kg
2 If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:
a Revenue included on Form 990, Part VIII, linel. . « . . « . . « . o« v o v v v v v v v v .. kg
b Assets included in Form 990, Part X . . « « . .« . . . . . .o S
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. Schedule D (Form 990) 2019

52283D


http://www.irs.gov/form990

Schedule D (Form 990) 2019 Page 2
Manizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply):

a [ Public exhibition d [~ Loan or exchange programs

[ scholarly research € [ Other

¢ [ Preservation for future generations

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

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

(-1a®\A Escrow and Custodial Arrangements.
Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or reported an amount on Form 990,
Part X, line 21.

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not

included on Form 990, Part X? . . . .« v v v v e e e e e e e e e [~ Yes | No
b If "Yes," explain the arrangement in Part XIII and complete the following table: Amount
C Beginning balance. . . . . . . . . . e e 1c
d Additions during the year. . . . . . . . . .t e e e e e e e e 1d
€ Distributions during the year. . . . . . . . . . ... le
f Endingbalance. . . . . . . . .. e 1f

2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account IiabiIity?I_ Yes [ No

b If "Yes," explain the arrangement in Part XIII. Check here if the explanation has been provided in Part XIII . ... [

CEIA A Endowment Funds.
Complete if the organization answered "Yes" on Form 990, Part IV, line 10.

I (@) Current year | (b) Prior year I (c) Two years back |(d) Three years backl (e) Four years back
la Beginning of year balance . . . . 26,993,388 27,593,062 25,527,409 29,821,659 30,738,989
b Contributions . . . 2,231,957 2,596,681 1,623,254 1,770,884 1,435,796
Net investment earnings, gains, and losses 1,328,801 -995,040 2,762,723 -3,706,203 -1,046,152
d Grants or scholarships
e Other expenditures for facilities
and programs 2,597,860 2,201,315 2,320,324 2,358,931 1,306,974
f Administrative expenses
g End of year balance . . . . . . 27,956,286 26,993,388 27,593,062 25,527,409 29,821,659

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment & 63.940 %

Permanent endowment I

The percentages on lines 2a, 2b, and 2c should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the

organization by: Yes | No
(i) unrelated organizations . . . .« . &+ 4 4 4w a4 a e e 3a(i) No
(ii) related organizations . . .+ .« 4 . 4 e e e e e 3a(ii) | Yes

b If "Yes" on 3a(ii), are the related organizations listed as required on Schedule R? 3b Yes

4 Describe in Part XIII the intended uses of the organization's endowment funds.
X148 Land, Buildings, and Equipment.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property (@) Cost or other basis (b) Cost or other basis (other) | (€) Accumulated depreciation (d) Book value
(investment)

1a Land . . . . R 6,713,867 6,713,867
b Buildings . . . . 838,829,336 438,826,612 400,002,724
c Leasehold improvements
d Equipment . . . . 1,147,053,575 876,284,844 270,768,731
e Other . . . . . 16,556,135 11,249,001 5,307,134
Total. Add lines 1a through le. (Column (d) must equal Form 990, Part X, column (B), line 10(c).) . . > 682,792,456

Schedule D (Form 990) 2019
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(L1ad"48] Investments—Other Securities.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11b.See Form 990, Part X, line 12.

(a) Description of security or category (b) Book (c) Method of valuation:
(including name of security) value Cost or end-of-year market value

(1) Financial derivatives

(2) Closely-held equity interests
(3)Other

(B)

(€)

(D)

(B)

(F)

(G)

(H)

(1

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

Part Investments—Program Related.
VIII Complete if the organization answered 'Yes' on Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

(a) Description of investment (b) Book value (c) Method of valuation:
Cost or end-of-year market
value

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

(10)

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

m Other Assets.

Complete if the organization answered 'Yes' on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description (b) Book value

(1)DEFERRED FINANCING 8,683,481
(2)INTEREST IN NET ASSETS OF FDNS 118,697,000
(3)OTHER RECEIVABLES 66,134,284
(4)OTHER ASSETS 14,365,644
(5)ESTIMATED 3RD PARTY PAYOR REC 33,145,023
(6)INTEREST IN NET ASSETS OF UAHS 86,400,000
(7)
(8)
(9)
(10)
Total. (Column (b) must equal Form 990, Part X, col.(B) line 15.) P e e e e e > 327,425,432

Other Liabilities.

Complete if the organization answered 'Yes' on Form 990, Part IV, line 11e or 11f.

See Form 990, Part X, line 25.
1. (a) Description of liability (b) Book value
(1) Federal income taxes 0
(8)
(9)
Total. (Column (b) must equal Form 990, Part X, col.(B) line 25.) - 639,398,547

2. Liability for uncertain tax positions. In Part XIII, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part

XIIT v

Schedule D (Form 990) 2019
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m Reconciliation of Revenue per Audited Financial Statements With Revenue per

Return.

Complete if the organization answered 'Yes' on Form 990, Part 1V, line 12a.

Total revenue, gains, and other support per audited financial statements . . . . . . . 1
Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Net unrealized gains (losses) on investments . . . . 2a
b Donated services and use of facilities . . . . . . . . . 2b
c Recoveries of prior year grants 2c
d Other (Describe in Part XIII.) 2d
e Add lines 2a through 2d 2e
3 Subtract line 2e from line 1 3
Amounts included on Form 990, Part VIII, line 12, but not on line 1:
a Investment expenses not included on Form 990, Part VIII, line 7b . 4a
Other (Describe in Part XIIIL.) 4b
Add lines 4a and 4b 4c
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part I, line 12.) . . . . 5

Im Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.

Complete if the organization answered 'Yes' on Form 990, Part 1V, line 12a.

Total expenses and losses per audited financial statements . . . . . . . . .+ . . 1
Amounts included on line 1 but not on Form 990, Part IX, line 25:
a Donated services and use of facilities . . . . . . . . . 2a
b  Prior year adjustments 2b
c Other losses 2c
d Other (Describe in Part XIII.) 2d
e Add lines 2a through 2d 2e
3 Subtract line 2e from line 1 3
Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part VIII, line 7b | 4a |
b Other (Describe in Part XIIIL.) | 4b | | |
¢ Add lines 4a and 4b
5 Total expenses. Add lines 3 and 4c¢. (This must equal Form 990, Part I, line 18.) 5

Supplemental Information

Provide the descriptions required for Part II, lines 3, 5, and 9; Part III, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line
2; Part XI, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional information.

Return Reference Explanation

INTENDED USE OF
ENDOWMENTS:

SCHEDULE D, PART V, QUESTION 4 THE FOLLOWING ARE THE INTENDED USES OF THE
ORGANIZATION'S ENDOWMENT FUNDS: 1) CAPITAL EXPANSION AND IMPROVEMENT 2)
ADVANCEMENT OF MEDICAL EDUCATION AND RESEARCH AND HEALTH CARE SERVICES 3)
SUPPORT PEDIATRIC HEALTH CARE SERVICES

FIN 48 FOOTNOTE:

SCHEDULE D, PART X, QUESTION 2 KALEIDA AND SUBSTANTIALLY ALL OF ITS AFFILIATES
HAVE BEEN DETERMINED BY THE INTERNAL REVENUE SERVICE TO BE ORGANIZATIONS
DESCRIBED IN INTERNAL REVENUE CODE (THE CODE) SECTION 501(C)(3) AND, THEREFORE,
ARE EXEMPT FROM FEDERAL INCOME TAXES ON RELATED INCOME PURSUANT TO SECTION
501(A) OF THE CODE. KALEIDA RECOGNIZES INCOME TAX POSITIONS ON RELATED INCOME
PURSUANT TO SECTION 501(A) OF THE CODE. KALEIDA RECOGNIZES INCOME TAX
POSITIONS WHEN IT IS MORE-LIKELY THAN-NOT THAT THE POSITION WILL BE SUSTAINABLE
BASED ON THE MERITS OF THE POSITION. MANAGEMENT HAS CONCLUDED THAT THERE ARE
NO MATERIAL UNCERTAIN TAX POSITIONS THAT NEED TO BE RECORDED.

Schedule D (Form 990) 2019



Additional Data Return to Form

Software ID:
Software Version:



lefile Public Visual Render

| objectid: 001 - Submission: 2015-01-16 |

TIN: 20-5478191]|

SCHEDULE F
(Form 990)

Department of the Treasury
Internal Revenue Service

Statement of Activities Outside the United States

¥ Complete if the organization answered "Yes" to Form 990, Part IV, line 14b, 15, or 16.

¥ Go to www.irs.gov/Form990 for instructions and the latest information.

® Attach to Form 990.

OMB No. 1545-0047

2019

Open to Public

Inspection

Name of the organization
KALEIDA HEALTH

Employer identification number

16-1533232

m General Information on Activities Outside the United States. Complete if the organization answered
"Yes" on Form 990, Part IV, line 14b.

1 For grantmakers. Does the organization maintain records to substantiate the amount of its grants
8itkr assistance, the grantees’ eligibility for the grants or assistance, and the selection criteria used
to award the grants or assistance?

| Yes [ No

2 For grantmakers. Describe in Part V the organization’s procedures for monitoring the use of its grants and other
assistance outside the United States.

3 Activites per Region. (The following Part I, line 3 table can be duplicated if additional space is needed.)

(a) Region

(b) Number of
offices in the
region

(c) Number of
employees,
agents, and
independent

contractors in the
region

(d) Activities conducted in
region (by type) (such as,
fundraising, program services,|
investments, grants to
recipients located in the
region)

(e) If activity listed in (d) is a
program service, describe
specific type of
service(s) in the region

(f) Total expenditures
for and investments
in the region

(1) Central America and the

Caribbean

Investments

48,719,607

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

(
10)

(
11)

(
12)

(
13)

(
14)

(
15)

(
16)

(
17)

3a Sub-total .

b Total from continuation sheets

to PartI.

c Totals (add lines 3a and 3b)

48,719,607

48,719,607

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

Cat.

No. 50082wW Schedule F (Form 990) 2019
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Grants and Other Assistance to Organizations or Entities Outside the United States. Complete if the organization answered "Yes" on Form 990,
Part IV, line 15, for any recipient who received more than $5,000. Part II can be duplicated if additional space is needed.

Page 2

1

(a) Name of
organization

(b) IRS code
section
and EIN (if
applicable)

(c) Region

(d) Purpose of
grant

(e) Amount of
cash grant

(f) Manner of
cash
disbursement

(g) Amount
of noncash
assistance

(h) Description
of noncash
assistance

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

(1)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

(
10)

(
11)

(
12)

(
13)

(
14)

(
15)

(
16)

2 Enter total number of recipient organizations listed above that are recognized as charities by the foreign country, recognized as

tax-exempt by the IRS, or for which the grantee or counsel has provided a section 501(c)(3) equivalency letter

| 4

3 Enter total number of other organizations or entities .

>

Schedule F (Form 990) 2019
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m Grants and Other Assistance to Individuals Outside the United States. Complete if the organization answered "Yes" on Form 990, Part IV, line 16.
Part III can be duplicated if additional space is needed.

(a) Type of grant or
assistance

(b) Region

(c) Number of
recipients

(d) Amount of
cash grant

(e) Manner of cash
disbursement

(f) Amount of
noncash
assistance

(g) Description
of noncash
assistance

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

(1)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

(
10)

(
11)

(
12)

13)

14)

15)

16)

17)

18)

Schedule F (Form 990) 2019
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Schedule F (Form 990) 2019 Page 4
-1 @AM Foreign Forms
Was the organization a U.S. transferor of property to a foreign corporation during the tax year? If "Yes," the
organization may be required to file Form 926, Return by a U.S. Transferor of Property to a Foreign Corporation (see
Instructions for Form 926) P [+ Yes | No
Did the organization have an interest in a foreign trust during the tax year? If "Yes," the organization may be
required to separately file Form 3520, Annual Return to Report Transactions with Foreign Trusts and Receipt of Certain
Foreign Gifts, and/or Form 3520-A, Annual Information Return of Foreign Trust With a U.S. Owner (see Instructions for
Forms 3520 and 3520-A; don't file with Form 990) [ Yes [¥No
Did the organization have an ownership interest in a foreign corporation during the tax year? If "Yes," the
organization may be required to file Form 5471, Information Return of U.S. Persons with Respect to Certain Foreign
Corporations. (see Instructions for Form 5471)
W Yes [ No
Was the organization a direct or indirect shareholder of a passive foreign investment company or a qualified
electing fund during the tax year? If "Yes,” the organization may be required to file Form 8621, Information Return by
a Shareholder of a Passive Foreign Investment Company or Qualified Electing Fund. (see Instructions for Form 8621) . ¥ Yes [ No
Did the organization have an ownership interest in a foreign partnership during the tax year? If "Yes," the
organization may be required to file Form 8865, Return of U.S. Persons with Respect to Certain Foreign Partnerships
(see Instructions for Form 8865) [+ Yes | No
Did the organization have any operations in or related to any boycotting countries during the tax year? If "Yes,"
the organization may be required to separately file Form 5713, International Boycott Report (see Instructions for Form - v
Yes ¥ No

5713; don't file with Form 990).

Schedule F (Form 990) 2019
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Supplemental Information

ReturnReference Explanation

Provide the information required by Part I, line 2 (monitoring of funds); Part I, line 3, column (f) (accounting
method; amounts of investments vs. expenditures per region); Part II, line 1 (accounting method); Part III
(accounting method); and Part III, column (c) (estimated number of recipients), as applicable. Also complete
this part to provide any additional information. See instructions.

SCHEDULE F, PART I, LINE 3, COLUMN [INVESTMENT AMOUNTS REPORTED ARE DERIVED FROM KALEIDA'S BOOKS AND RECORDS

F

WHICH ARE MAINTAINED ON AN ACCRUAL BASIS.

Schedule F (Form 990) 2019
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SCHEDULE H
(Form 990)

Department of the Treasury
Internal Revenue Service

Hospitals

* Attach to Form 990.

* Complete if the organization answered "Yes" on Form 990, Part IV, question 20.

* Go to www.irs.gov/Form990EZ for instructions and the latest information.

OMB No. 1545-0047

Open to Public
Inspection

Name of the organization

Employer identification number

KALEIDA HEALTH

16-1533232
m Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a 1a | Yes
b If "Yes," was it a written policy? P e e e e e e e e e e e ib | Yes
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of the
financial assistance policy to its various hospital facilities during the tax year.
[ Applied uniformly to all hospital facilities [ Applied uniformly to most hospital facilities
B Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of the
organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free care?
If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: 3a | Yes
[ 100% [ 150% [+ 200% [ oOther %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate
which of the following was the family income limit for eligibility for discounted care: 3pb | Yes
[~ 200% [ 250% [ 300%[ 350% I 400% [ Other %
c If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria
used for determining eligibility for free or discounted care. Include in the description whether the organization
used an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the tax
year provide for free or discounted care to the "medically indigent"? . 4 Yes
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during
the tax year? 5a | Yes
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? sh | Yes
c If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligibile for free or discounted care? . 5¢ No
6a Did the organization prepare a community benefit report during the tax year? | 6a No
b If "Yes," did the organization make it available to the public? . . . . . . . . . 6b
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit these
worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (@) Number of (b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community (f) Percent of
Means-Tested activities Sr prcl>grams (optional) benefit expense revenue benefit expense total expense
Government Programs (optional)
a Financial Assistance at cost
(from Worksheet 1) . 14,306,130 9,457,886 4,848,244 0.360 %
b Medicaid (from Worksheet 3,
column a) . . 396,045,575 277,711,674 118,333,901 8.670 %
c Costs of other means-tested
government programs (from
Worksheet 3, column b)
d Total Financial Assistance and
Means-Tested Government
Programs . 410,351,705 287,169,560 123,182,145 9.030 %
Other Benefits
e Community health improvement
services and community benefit
operations (from Worksheet 4). 4,515,467 4,515,647 0.330 %
f Health professions education
(from Worksheet 5) . 54,540,814 26,756,257 27,784,557 2.030 %
g Subsidized health services (from
Worksheet 6) 37,928,299 14,630,258 23,298,041 1.710 %
h Research (from Worksheet 7) .
i Cash and in-kind contributions
for community benefit (from
Worksheet 8)
i Total. Other Benefits 96,984,580 41,386,515 55,598,245 4.070 %
k Total. Add lines 7d and 7] 507,336,285 328,556,075 178,780,390 13.100 %

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

Cat. No. 50192T
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m Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the health

of the communities it serves.

(a) Number of (b) Persons served | (c) Total community | (d) Direct offsetting (e) Net community (f) Percent of
activities or programs (optional) building expense revenue building expense total expense
(optional)
1 Physical improvements and housing
2 Economic development
3 Community support
4 Environmental improvements
5 Leadership development and
training for community members
6 Coalition building
7 Community health improvement
advocacy 153 26,448 129,031 129,031
8 Workforce development
9 Other
10 Total 153 26,448 129,031 129,031
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
Statement No. 15?2 . . . . . . . 0 4w a e e e e e e e e e 1 |Yes
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount. . . . . . . 2
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy. Explain in Part VI
the methodology used by the organization to estimate this amount and the rationale, if
any, for including this portion of bad debt as community benefit. . . . . . . 3
4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt expense
or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare (including DSH and IME) | 5 | 183,404,063
6 EAter*Medicare dllowable costs of care relating to payments on line 5 | 6 | 174,636,891
7 Subtract line'6 ffom line 5. This is the surplus (or shortfall) | 7 | 8,767,172
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit.
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6.
Check the box that describes the method used:
[ Cost accounting system [* Cost to charge ratio | other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? . . . . . . . . . . 9a | Yes
b If "Yes," did the organization’s collection policy that applied to the largest number of its patients during the tax year
contain provisions on the collection practices to be followed for patients who are known to qualify for financial
assistance? Describe in Part VI 9 | Yes

Part IV -Management Companies and Joint Ventures (bwned 10% or more by officers; direttors, trustees, key employees, and physicians—see instructions)

(a) Name of entity (b) Description of primary (c) Organization's (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1 HARLEM ROAD LEASING MRI EQUIPMENT LEASING 50 % 50 %
2 AMTON IMAGING LLC HEALTH CARE SERVICES 50 % 50 %
3 SITEELLC REAL ESTATE LEASING CO 50.14 % 49.86 %
4 SOUTHTOWNS IMAGING IMAGING EQUIPMENT LEASING 70 % 30 %
5 GL MEDICAL BILLING MEDICAL BILLING 50 % 50 %
6 SOUTHTOWNS SURG CTR PHYSICIAN SERVICES 63.954 % 36.046 %
7
8
9
10
11
12
13
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Schedule H (Form 990) 2019

Page 2

Facility Information

Section A. Hospital Facilities E %‘ E EE' g g FI:E $
2 g | |o |5 na
(list in order of size from largest to smallest 2 .Ei g |5 s g |& D":.—’
—see instructions) = |5 & |2 |2 |5 ér ]
How many hospital facilities did the 2 |2 |2 |2 |2 |8 |@
organigation operate during the tax year? Y ﬁ. 2|2 | F
— E . |2 |E|F
Name, address, primary website address, g %_
and state license number (and if a group a =4
return, the name and EIN of the subordinate o Facility
hospital organization that operates the = Other (describe) reporting group
hospital facility)
1 BUFFALO GENERAL MEDICAL CENTER X | X X X A
100 HIGH STREET
BUFFALO,NY 14203
WWW.KALEIDAHEALTH.ORG
1401014H
2 OISHEI CHILDREN'S HOSPITAL X [ x| x| x X A
818 ELLICOTT STREET
BUFFALO,NY 14203
WWW.KALEIDAHEALTH.ORG
1401014H
3 MILLARD FILLMORE SUBURBAN HOSPITAL| X | X X X A
1540 MAPLE ROAD
WILLIAMSVILLE,NY 14221
WWW.KALEIDAHEALTH.ORG
1401014H
4 DEGRAFF MEMORIAL HOSPITAL X | X X X A

445 TREMONT STREET

NORTH TONAWANDA,NY 14120
WWW.KALEIDAHEALTH.ORG
1401014H

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

Page 4

GROUP A
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility 4
reporting group (from Part V, Section A):
Yes [ No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the current
tax year or the immediately preceding tax year?. s e e e e e e e e e 1 No
2 Was the hospital facility 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 of the acquisition in Section C.
2 No
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a community
health needs assessment (CHNA)? If "No," skip to line 12.
3 | Yes
If "Yes," indicate what the CHNA report describes (check all that apply):
al? A definition of the community served by the hospital facility
bl? Demographics of the community
c|7 Existing health care facilities and resources within the community that are available to respond to the health needs of
the community
dl? How data was obtained
el? The significant health needs of the community
£l Primary and chronic disease needs and other health issues of uninsured persons, low-income persons, and minority
groups
gW The process for identifying and prioritizing community health needs and services to meet the community health needs
hW The process for consulting with persons representing the community’s interests
_W The impact of any actions taken to address the significant health needs identified in the hospital facility's prior
i
CHNAC(s)
jl_ Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA: 20 19
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the
broad interests of the community served by the hospital facility, including those with special knowledge of or expertise in
public health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent
the community, and identify the persons the hospital facility consulted . 5| Yes
6 a Was the hospital facility’s CHNA conducted with one or more other hospital facmties? If "Yes," Iist the other hospital
facilities in Section C
6a| Yes
b Was the hospital facility’s CHNA conducted with one or more organizations other than hospital facilities?” If “Yes,"” list
the other organizations in Section C. 6b | Yes
7 Did the hospital facility make its CHNA report W|dely available to the public? 7 | Yes
If "Yes," indicate how the CHNA report was made widely available (check all that apply)
al? Hospital facility’s website (list url): SEE PART V
bl_ Other website (list url):
cl? Made a paper copy available for public inspection without charge at the hospital facility
d|_ Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line 11. . 8 | Yes
9 Indicate the tax year the hospital facility last adopted an implementation strategy 201 9
10 1Is the hospital facility's most recently adopted implementation strategy posted on a website? . 10 | Yes
a If "Yes" (list url): SEE PART V
b If "No," is the hospital facility’s most recently adopted implementation strategy attached to this return?
e e e e 10b
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most recently
conducted CHNA and any such needs that are not being addressed together with the reasons why such needs are not
being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a CHNA as
required by section 501(r)(3)?
. 12a No
be “Yes" on Iine 12a dld the organlzatlon f||e Form 4720 to report the section 4959 excise tax? 12b

cIf "Yes" on line 12b, what is the total amount of section 4959 excise tax the organization reported on Form 4720 for aII
of its hospital facilities? $

Schedule H (Form 990) 2019
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Facility Information (continued)
Financial Assistance Policy (FAP)

GROUP A
Name of hospital facility or letter of facility reporting group
Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? 13| Yes
If “Yes,” indicate the eligibility criteria explained in the FAP:
al¥ Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of
200. %
bl Ingpnrrteyeholheicaa fRG FesarisilitySRetiNBcEUnted care of 400. %
cl¥ Asset level
dl Medical indigency
el¥ Insurance status
fW Underinsurance discount
gl_ Residency
hl Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . .+ . . .« .« .+ .+ .« . . 14 | Yes
15 Explained the method for applying for financial assistance? . . . . . . . .+« .+« + « « + « « + & W . 15| Yes
If “Yes,” indicate how the hospital facility’s FAP or FAP application form (including accompanying instructions) explained
the method for applying for financial assistance (check all that apply):
al¥ Described the information the hospital facility may require an individual to provide as part of his or her application
bl¥ Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application
¥ Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process
dl Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications
el  Other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility? . . . . . . . . 16 | Yes

If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
aW The FAP was widely available on a website (list url):
WWW.KALEIDAHEALTH.ORG

bW The FAP application form was widely available on a website (list url):
WWW.KALEIDAHEALTH.ORG

c|7 A plain language summary of the FAP was widely available on a website (list url):
WWW.KALEIDAHEALTH.ORG
dl¥ The FAP was available upon request and without charge (in public locations in the hospital facility and by mail)

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

v A plain language summary of the FAP was available upon request and without charge (in public locations in the
hospital facility and by mail)

g|7 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
hiv NotHirdnmeemhers refathe oy el itha vekdotaretmast pikabnte' reqairddiinancial assistance about availability of the FAP
ilv The FAP, FAP application form, and plain language summary of the FAP were translated into the primary language(s)

spoken by LEP populations
jl¥ Other (describe in Section C)

Schedule H (Form 990) 2019
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Facility Information (continued)
Billing and Collections

GROUP A

Name of hospital facility or letter of facility reporting group

Yes | No

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party may take upon
nonpayment? . . . . . 4 4 s w s e e e e e e e e e e e 17 | Yes

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

al Reporting to credit agency(ies)
bl Selling an individual’s debt to another party
d Deferring, denying, or requiring a payment before providing medically necessary care due to nonpayment of a

previous
div Aptibnsrtbaterequéited legkr thubisipitardsesty's FAP

el  Other similar actions (describe in Section C)
£l None of these actions or other similar actions were permitted
19 Did the hospital facility or other authorized party perform any of the following actions during the tax year before making

reasonable efforts to determine the individual’s eligibility under the facility’s FAP? . . . . . . « +« « +« .« . 19 No
If "Yes," check all actions in which the hospital facility or a third party engaged:

al Reporting to credit agency(ies)

bl Selling an individual’s debt to another party

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

previous
dl  Astipfsrtbaterequited legiirahgubligpltardaersty's FAP

el Other similar actions (describe in Section C)
20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed
(whether or not checked) in line 19. (check all that apply):
al  Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of

the
bl Mpae atreasanzbldasfort torenaliatitifitindey BUALS (abaut, thestAb@nd SAPtappigation process (if not, describe in

Section C)
ol Processed incomplete and complete FAP applications (if not, describe in Section C)

dl_ Made presumptive eligibility determinations (if not, describe in Section C)
el Other (describe in Section C)
fl¥ None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care that
required the hospital facility to provide, without discrimination, care for emergency medical conditions to individuals
regardless of their eligibility under the hospital facility’s financial assistance policy? 21| Yes
If "No;" indicate why!

al The hospital facility did not provide care for any emergency medical conditions

bl The hospital facility’s policy was not in writing

cd  The hospital facility limited who was eligible to receive care for emergency medical conditions (describe in Section
df  other (describe in Section C)
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-1u A"l Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
GROUP A
Name of hospital facility or letter of facility reporting group
Yes | No
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.
al The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service during a prior 12-
month period
bl The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and all private
health insurers that pay claims to the hospital facility during a prior 12-month period
cW The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in combination
with
Medicare fee-for-service and all private health insurers that pay claims to the hospital facility during a prior 12-
dl Hitre hospital facility used a prospective Medicare or Medicaid method
23 Durir'?&rtir‘i’éj tax year, did the hospital facility charge 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? 23 No
if "Yes," explain in Section C.-
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross charge for
any service provided to that individual? . e e . 24 No

If "Yes," explain in Section C.

Schedule H (Form 990) 2019
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16j, 18e, 19¢, 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.

Form and Line Reference Explanation

PART V, SECTION B, LINE 5 GROUP A In conducting its 2019-2021 Community Health Needs Assessment-Community Service
Plan (CHNA-CSP), Kaleida Health took into account input from persons who represent the broad
interests of the community served by its hospitals located in Erie and Niagara counties, the primary
service area. For each county, Kaleida Health participated in collaborative work groups led by the Erie
County Department of Health and the Niagara County Department of Health and comprised of
representatives from other hospitals, organizations, agencies, and schools; and included input from the
community including the medically underserved. The Erie County work group launched their efforts on
May 17, 2018 and held regular meetings throughout 2018-2019. County-wide assessment activities
were conducted in 2019 including a consumer survey with 1,725 respondents to determine health
status and community health needs, health behaviors, barriers to health, healthcare access and
utilization, and demographic information. Input was received from the underserved with 16% of
respondents having incomes of less than $25,000 and 22% having incomes of $25,000-$50,000.
There were several distribution sites targeting the low income and underserved. Kaleida Health posted
the survey on the Kaleida Health public website, Kaleida Health employee website, and on Facebook
and Twitter. Throughout March to May 2019, six focus group sessions were conducted to capture
community input on the status of health and healthcare needs. Session locations targeted a geographic
cross-section of sites, ages, and income levels. In February and March 2019, Kaleida Health
collaborated with Catholic Health System and the Population Health Collaborative to host three
community stakeholder sessions with professionals from health, mental health and social services
organizations and obtained input on the communitys current health status, needs and issues. In
addition to the review of data from the NYS Prevention Agenda Dashboard and other reliable sources,
these activities helped to prioritize the health care needs of the county and the resulting
implementation strategies; and are included in Kaleida Healths 2019-2021 CHNA-CSP and aligned
with the Erie County Department of Health, Community Health Improvement Plan. The Niagara County
work group launched their efforts on September 17, 2018 and held regular meetings throughout 2018-
2019. County-wide assessment activities were conducted in 2019 including a consumer survey with
1,492 respondents to determine health status and community health needs, health behaviors, barriers
to health, healthcare access and utilization, and demographic information. Input was received from the
underserved with 11.11% of respondents having incomes of $10,000-$15,000, 9.01% having
incomes of $25,000-$35,000, and 15.77% having incomes of $35,000-$50,000. Survey links were
provided on the Niagara County Department of Healths website and Facebook page and shared with the
partnering hospitals for additional electronic and print dissemination. In-person survey distribution was
also conducted by various Niagara County public agencies and organizations. Kaleida Health and
DeGraff Memorial Hospital posted the surveys on the Kaleida Health public website, Kaleida Health
employee website, and on Facebook and Twitter. DeGraff also distributed paper copies throughout its
facilities and at various community locations. Six focus group sessions were conducted in February-
March 2019 at five Niagara County locations including hospitals, subsidized housing facilities and
community/senior centers. The focus groups were facilitated by Eastern Niagara Hospital, DeGraff
Memorial Hospital, Mount St. Marys Hospital and the Niagara County Department of Health.
IAdditionally, a countywide key stakeholder meeting was convened on August 6, 2019 with
representation from area health, mental health, and human service agencies. Information and data was
shared from the consumer health surveys and community focus group sessions and each organization
had an opportunity to share their experiences and provide input on county-wide health priorities. In
addition to the review of data from the NYS Prevention Agenda Dashboard and other reliable sources,
these activities helped to prioritize the health care needs of the county and the resulting
implementation strategies included in Kaleida Healths CHNA-CSP and aligned with the Niagara County
Department of Health, Community Health Improvement Plan. The Kaleida Health 2019-2021 CHNA-
CSP was approved by the Kaleida Health Board of Directors on December 2, 2019. It is available to the
public in the Community Health section of the Kaleida Health website at www.kaleidahealth.org and
specifically at http://kaleidahealth.org/community/publications.asp. A paper version is available upon
request at no charge at the hospitals. Written comments on the CHNA-CSP are invited from the public
through a link entitled Comment on Plan located next to the document through the above link. This
information is documented in the CHNA-CSP in the Dissemination to the Public section. No comments
on the CHNA-CSP were received in 2019.

Part V, Section B, Line 6A GROUP A KALEIDA HEALTH'S FOUR HOSPITALS ARE INCLUDED IN ITS 2019-2021 CHNA-CSP:
BUFFALO GENERAL MEDICAL CENTER, MILLARD FILLMORE SUBURBAN HOSPITAL, AND OISHEI
CHILDREN'S HOSPITAL, ALL LOCATED IN ERIE COUNTY, AND DEGRAFF MEMORIAL HOSPITAL
LOCATED IN NIAGARA COUNTY. IN ERIE COUNTY, KALEIDA HEALTH COLLABORATED ON THE
CHNA-CSP PROCESS THROUGH A PARTNERSHIP LED BY THE ERIE COUNTY DEPARTMENT OF
HEALTH AND INCLUDED UNRELATED HOSPITAL FACILITIES OF THE CATHOLIC HEALTH
SYSTEM AND BERTRAND CHAFFEE HOSPITAL. IN NIAGARA COUNTY, KALEIDA HEALTH
COLLABORATED ON THE CHNA-CSP PROCESS THROUGH A PARTNERSHIP LED BY THE
NIAGARA COUNTY DEPARTMENT OF HEALTH, AND INCLUDED THE FOLLOWING UNRELATED
HOSPITAL FACILITIES: NIAGARA FALLS MEMORIAL MEDICAL CENTER, MOUNT ST MARY
HOSPITAL, AND EASTERN NIAGARA HOSPITAL SYSTEM.

Part V, Section B, Line 6B GROUP A IN ERIE COUNTY, KALEIDA HEALTH COLLABORATED ON THE 2019-2021 CHNA-CSP
PROCESS WITH THE FOLLOWING ORGANIZATIONS OTHER THAN HOSPITAL FACILITIES: ERIE
COUNTY DEPARTMENT OF HEALTH, UNITED WAY OF BUFFALO AND ERIE COUNTY, BUFFALO
STATE COLLEGE, D'YOUVILLE COLLEGE, STATE UNIVERSITY OF NEW YORK AT BUFFALO,
AMERICAN HEART ASSOCIATION, AND THE POPULATION HEALTH COLLABORATIVE. IN
NIAGARA COUNTY, KALEIDA HEALTH COLLABORATED ON THE 2019-2021 CHNA-CSP
PROCESS WITH THE FOLLOWING ORGANIZATIONS OTHER THAN HOSPITAL FACILITIES:
NIAGARA COUNTY DEPARTMENT OF HEALTH, NIAGARA COUNTY DEPARTMENT OF MENTAL
HEALTH, AND THE POPULATION HEALTH COLLABORATIVE.

Part V, Section B, Lines 7 and 10 WWW.KALEIDAHEALTH.ORG/COMMUNITY/PUBLICATIONS.ASP PART V, SECTION B, LINE 11
GROUP A WITH HOSPITALS LOCATED IN BOTH ERIE AND NIAGARA COUNTIES, KALEIDA
HEALTH WORKED COLLABORATIVELY WITH WORK GROUPS LED BY THE ERIE COUNTRY
DEPARTMENT OF HEALTH AND THE NIAGARA COUNTY DEPARTMENT OF HEALTH TO REVIEW
HEALTH CARE DATA, DISSEMINATE CONSUMER SURVEYS AND CONDUCT FOCUS GROUP
SESSIONS TO PRIORITIZE SIGNIFICANT HEALTH NEEDS AND IMPLEMENTATION STRATEGIES
FOR EACH COUNTY. THE STRATEGIES FURTHER ALIGN WITH THE PRIORITY AREAS OF THE




Section C. Supplemental Information for Part V, Section B. Provide 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.

Form and Line Reference Explanation

NEW YORK STATE PREVENTION AGENDA. KALEIDA HEALTH INCLUDED THESE
COLLABORATIVE PRIORITY AREAS IN ITS 2019-2021 CHNA-CSP. Health Care Needs Addressed
in Kaleida Healths 2019-2021 CHNA-CSP: Chronic Disease Heart disease is the number one cause of
death in Erie and Niagara counties accounting for 183.2 per 100,000 population of all deaths in Erie
County and 232.4 per 100,000 in Niagara County (2019 County Health Rankings), and there is a high
incidence of risk factors among residents including high blood pressure, diabetes, obesity and smoking.
Heart disease further affects minority and underserved populations disproportionally. The mortality rate
for diseases of the heart per 100,000 population (age-adjusted) for Erie County is 217.5 for Non-
Hispanic, African Americans, 174.5 for whites, and 135.2 for Hispanics; and in Niagara County, the
mortality rates are 293.4 for Non-Hispanic, African Americans, 220.9 for whites, and 197.7 for
Hispanics (2014-2016, Erie County and Niagara County Health Indicators by Race/Ethnicity, NYS
Department of Health). In collaboration with the Erie County Department of Health and the Niagara
County Department of Health work groups, Kaleida Health selected Prevent Chronic Disease as one of
its NYS Prevention Agenda priorities. Kaleida Health hospitals identified the following community
health activities to address chronic disease in its 2019-2021 CHNA-CSP: Erie County - Healthy
Eating and Food Security Community Diabetes and Pre-Diabetes Nutrition Education and Mobile Food
Market (Disparity low income population), Worksite Nutrition and Physical Activity Programs -
Preventive Care and Management Cardiovascular Education and Screening Program in OB-GYN
Centers (Disparity female, Medicaid population), Chronic Disease Education and Screening Programs
for the Community, Health Literacy Task Force (collaborative county project) Niagara County - Healthy
Eating and Food Security Health Education for Children, Little Free Pantry (Disparity food insecure
population), Nutrition and Healthy Cooking Education - Preventive Care and Management Chronic
Disease Education and Screening Programs for the Community In 2019, Kaleida Health hospitals
provided the following: - 14 chronic disease education and screening events reaching an estimated
4,500 individuals including the underserved. - Chronic disease education through a physician-featured
Medically Speaking Program resulting in a range of 193 to 781 social media views depending on the
specific presentation. - Dietician-led nutrition education sessions focusing on chronic disease
including diabetes and pre-diabetes were provided to the underserved at three community locations to
increase skills and knowledge for healthy eating and decrease high rates of chronic disease among
high-risk populations. - Three Nutrition Tune-Up Days were held providing Kaleida Health employees
with one-on-one consults with a dietician focusing on healthy eating and wellness. - Cardiovascular
education and screening targeting low-income women was provided in the clinical setting for patients of
Kaleida Healths OB-GYN Centers where an estimated 81.5% (2018) of patient visits are reimbursed
through Medicaid. In 2019, 366 clinic patients presenting for their annual gynecological appointment
were screened for cardiovascular disease and provided education on the disease and its risk factors. -
A Little Free Pantry was set up at DeGraff Memorial Hospital to meet the communitys food security
needs. - DeGraff clinicians/volunteers provided health education through a Teddy Bear Clinic held
October 30, 2019 for 60 local school children ages 3-8 focusing on hand hygiene, triage, nutrition, and
exercise. Mental and Substance Use Disorders Kaleida Health, in collaboration with the Erie County
Department of Health and the Niagara County Department of Health identified the rising opioid
addiction problem as a dire area of concern for their communities. The problem has been on the rise
nationally and both counties have been significantly affected. In 2015 and 2016, opioid use increased
dramatically in New York State (NYS) and the counties of Erie and Niagara were largely impacted. In
2016, the opioid burden (crude rate per 100,000 population) was 352.2 in Erie County and 416.5 in
Niagara County, some of the highest rates in NYS. In addition to statistical data on opioid use, results
from Erie County and Niagara County consumer surveys and focus group sessions indicated the need
to address the problem. Kaleida Health identified the following community health activities in its 2019-
2021 CHNA-CSP to address the opioid addiction problem: Erie County and Niagara County - Buffalo
Matters Buprenorphine and Treatment Referral Program - Availability and Access and Linkage to
Opioid Overdose Reversal Medications - Medication and Syringe Drop Boxes in Hospital Emergency
Departments - Drug Take-Back Days In 2019, Kaleida Health hospitals provided the following: - 22
referrals to the newly launched Buffalo MATTERS program were made for patients in Kaleida Health
emergency departments including Buffalo General Medical Center (six referrals), DeGraff Memorial
Hospital (13 referrals), and Millard Fillmore Suburban Hospital (three referrals) to increase access to
the Buprenorphine-based opiate use disorder treatment and to immediately refer patients to treatment.
IThe online, real-time referral program provided directly in the emergency department connects patients
with a network of 20 Western New York treatment agencies. - In 2019, 9 Nalaxone Kits were provided
to patients/families in Kaleida Health emergency departments through the Kaleida Health Pharmacy -
In partnership with the Erie County Department of Health, Medication and Syringe Drop Boxes are
provided at the emergency departments of Buffalo General Medical Center/Gates Vascular Institute,
John R. Oishei Childrens Hospital, and Millard Fillmore Suburban Hospital in Erie County and DeGraff
Memorial Hospital in Niagara County. Erie County and Niagara County Sheriffs Offices pick up and
transport contents of drop boxes on a regular basis to Covanta Energy for incineration. - Two
Prescription Drug Take Back Days were held in 2019 at Millard Fillmore Suburban Hospital in Erie
County and two were held in 2019 at DeGraff Memorial Hospital in Niagara County. Maternal, Infant,
and Child Health The health of women, infants, children and their families is fundamental to population
health and is a priority area for the 2019-2024 NYS Prevention Agenda. Erie County and Niagara
County both have high rates of infant and maternal mortality, premature birth, low birthweight babies,
and teen pregnancy rates. These rates are affected by multiple disparities including race, poverty, and
lack of access to quality prenatal care, as well as other social determinants of health such as obesity,
smoking, substance use, and mental health disorders. Erie County and Niagara County infant mortality
rates are significantly higher than NYS rates: - The infant mortality rate per 1,000 live births (<1 year)
for Erie County is 7.3, and the rate for Niagara County is 6.8 while the NYS rate is 4.5. - The
percentage of low birthweight births (<2.5 kg) is 8.6% in Erie County, 7.5% in Niagara County versus
the NYS rate of 7.8%. Disparities exist among minority populations given that the percentage of low
birthweight babies in Erie County is 7.0% among the white population and 13.7% among the African
IAmerican/black population. - While the health benefits of breastfeeding are well documented and
promoted among new mothers, there is more work to be done to increase rates throughout Erie and
Niagara counties. The percentage of infants fed any breast milk in a delivery hospital is 75.2% in Erie
County, 69.3% in Niagara County, much lower than the NYS rate of 87.3%. Kaleida Healths delivery
hospitals of Oishei Childrens Hospital and Millard Fillmore Suburban Hospital are located in Erie
County. Therefore, Kaleida Health selected Maternal, Infant, and Child Health as one of its NYS
Prevention Agenda priorities for Erie County and identified the following community health activities to
address in its 2019-2021 CHNA-CSP: Erie County - Maternal and Womens Health Centering
Pregnancy Program (Disparity Medicaid population) - Perinatal and Infant Health Safe Sleep Initiative,
I[Yomingo Online Parent Education - Breastfeeding Promotion and Education Program In 2019, Kaleida




Section C. Supplemental Information for Part V, Section B. Provide 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.

Form and Line Reference Explanation

Health provided the following: - A

PART V, SECTION B, LINE 163] GROUP A INFORMATION THAT EXPLAINS HOW QUALIFIED PATIENTS CAN ACCESS FINANCIAL
IASSISTANCE THROUGH THE HOSPITAL IS INCLUDED ON BILLS AND STATEMENTS TO
PATIENTS. APPLICATION MATERIALS INCLUDE A NOTICE TO THE PATIENTS THAT ONCE THEY
SUBMIT A COMPLETED APPLICATION AND DOCUMENTATION, THEY MAY DISREGARD ANY
BILLS UNTIL THE HOSPITAL HAS RENDERED A WRITTEN DECISION ON THE APPLICATION. THE
HOSPITAL MAY NOT FORWARD ACCOUNTS TO COLLECTION WHILE AN APPLICATION IS
PENDING.
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Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a
HespitaldEaeriiye, from largest to smallest)

Page 9

]

How many non-hospital health care facilities did the organization operate during the tax year? 20

Name and address

Type of Facility (describe)

1

HIGHPOINTE ON MICHIGAN
1031 MICHIGAN AVE
BUFFALO,NY 14203

INPATIENT SKILLED NURSING FACILITY

CENTER FOR LABORATORY MEDICINE
115 FLINT ROAD
AMHERST,NY 14226

HOSPITAL BASED LAB SERVICES FACILITY

DEGRAFF SKILLED NURSING FACILITY
445 TREMONT STREET
NORTH TONAWANDA,NY 14120

INPATIENT SKILLED NURSING FACILITY

MILLARD FILLMORE SURGERY CENTER
215 KLEIN ROAD
WILLIAMSVILLE,NY 14221

AMBULATORY SURGERY CENTER

MAPLE WEST MEDICAL COMPLEX
705 MAPLE ROAD
AMHERST,NY 14221

MEDICAL SERVICES - OTHER MEDICAL SPECIALTIES

NORTH BUFFALO MEDICAL PARK
900 HERTEL AVE
BUFFALO,NY 14207

MEDICAL SERVICES - PRIMARY CARE, RADIOLOGY
OUTPATIENT, OUTPATIENT THERAPY SERVICES

KALEIDA HEALTH FAMILY PLANNING CENTER
1313 MAIN STREET
BUFFALO,NY 14209

MEDICAL SERVICES - PRIMARY CARE

TOWNE GARDEN PEDIATRICS
461 WILLIAM STREET
BUFFALO,NY 14204

MEDICAL SERVICES - PRIMARY CARE

SOUTHTOWNS SURGERY CENTER
5959 BIG TREE ROAD SUITE 100
ORCHARD PARK,NY 14217

AMBULATORY SURGERY CENTER

10

WCHOB WOMEN'S OBGYN HEALTH CENTER
462 GRIDER STREET
BUFFALO,NY 14215

MEDICAL SERVICES - PRIMARY CARE

11

WCHOB MCKINLEY OBGYN
3860 MCKINLEY PARKWAY
HAMBURG,NY 14219

MEDICAL SERVICES - PRIMARY CARE

12

WCHOB CHILD PROTECTION CENTER
556 FRANKLIN STREET
BUFFALO,NY 14202

MEDICAL SERVICES - PRIMARY CARE

13

STANLEY MAKOWSKI SBHC
1095 JEFFERSON AVE
BUFFALO,NY 14214

SCHOOL BASED PRIMARY CARE SERVICES

14

HILLERY PARK #27 SBHC
72 PAWNEE PARKWAY
BUFFALO,NY 14210

SCHOOL BASED PRIMARY CARE SERVICES

15

WESTMINSTER #86 SBHC
24 WESTMINSTER AVE
BUFFALO,NY 14215

SCHOOL BASED PRIMARY CARE SERVICES

16

DR LYDIA WRIGHT #89 SBHC
106 APPENHEIMER STREET
BUFFALO,NY 14214

SCHOOL BASED PRIMARY CARE SERVICES

17

BUILD ACADEMY #91 SBHC
340 FOUGERON STREET
BUFFALO,NY 14211

SCHOOL BASED PRIMARY CARE SERVICES

18

BUFFALO SCHOOL OF TECHNOLOGY SBHC
414 SOUTH DIVISION STREET
BUFFALO,NY 14204

SCHOOL BASED PRIMARY CARE SERVICES

19

HERMAN BADILLO #76 SBHC
315 CAROLINE STREET
BUFFALO,NY 14201

SCHOOL BASED PRIMARY CARE SERVICES

20

SOUTHTOWNS CLINIC
4535 SOUTHWESTERN BLVD
HAMBURG,NY 14075

MEDICAL SERVICES - PRIMARY CARE

(1]
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ETa AN Supplemental Information

Provide the following information.
1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II and Part III, lines 2, 3, 4, 8 and 9b.

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

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

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

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

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

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

Form and Line Reference Explanation
PART I, FINANCIAL ASSISTANT - [KALEIDA HEALTH HAS IMPLEMENTED AND COMMUNICATES ITS FINANCIAL ASSISTANCE
LINE 3C (CHARITY CARE) POLICY, WHICH ASSISTS LOW INCOME, UNINSURED OR UNDERINSURED

INDIVIDUALS WHO LACK THE FINANCIAL RESOURCES TO PAY FOR MEDICAL SERVICES
RENDERED. LEVELS OF DISCOUNTS ARE AWARDED BASED UPON INCOME AND ASSET
VERIFICATION AND IN ACCORDANCE WITH THE FEDERAL POVERTY GUIDELINES AS
PUBLISHED ANNUALLY BY THE U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES.
INDIVIDUALS ARE PROVIDED FINANCIAL ASSISTANCE CONTACT INFORMATION DURING
INTAKE AND REGISTRATION. THE APPLICANT FOR FREE OR REDUCED PRICE CARE WORKS
DIRECTLY WITH A MEMBER OF THE FINANCIAL COUNSELING OR CHARITY CARE TEAM FOR
FINANCIAL SCREENING AND ENROLLMENT IN A GOVERNMENT-FUNDED PROGRAM, IF
ELIGIBLE. AFTER REVIEW OF INCOME AND ASSETS, AN INDIVIDUAL MAY BE APPROVED FOR
FREE CARE (100% DISCOUNT) OR A DISCOUNT LEVEL OF 50, 60, 75, OR 90%, FOR
MEDICALLY NECESSARY SERVICES RENDERED AT A KALEIDA FACILITY, AS FOLLOWS: LESS
[THAN 200% OF FEDERAL POVERTY GUIDELINE IS AWARDED 100% DISCOUNT 200% - 249%
OF FEDERAL POVERTY GUIDELINE IS AWARDED 90% DISCOUNT 250% - 299% OF FEDERAL
POVERTY GUIDELINE IS AWARDED 75% DISCOUNT 300% - 349% OF FEDERAL POVERTY
GUIDELINE IS AWARDED 60% DISCOUNT 350% - 400% OF FEDERAL POVERTY GUIDELINE IS
AWARDED 50% DISCOUNT

WPART I, LINE 7 THE AMOUNTS REPORTED IN THE TABLE UNDER PART 1, LINE 7 WERE DETERMINED USING
THE HEALTH SYSTEM'S DECISION SUPPORT SOFTWARE PROGRAM AND REVENUE AND
EXPENSES FROM THE GENERAL LEDGER. THE OVERALL REVENUE AND EXPENSES INCLUDED
IN THE DECISION SUPPORT SOFTWARE PROGRAM WERE RECONCILED TO THE GENERAL
LEDGER WHICH RECONCILES TO THE AUDITED FINANCIAL STATEMENTS. THE DECISION
SUPPORT SOFTWARE PROGRAM ALLOCATES DIRECT COSTS TO EACH PATIENT ACCOUNT
BASED ON THE RESOURCES USED BY THAT PATIENT WITHIN THE SPECIFIC COST CENTER.
INDIRECT COSTS ARE ALLOCATED USING SIMILAR STEPDOWN METHODOLOGY USED BY CMS
IN THE INSTITUTIONAL COST REPORT.

IPART 1I Kaleida Healths Community Health Services supports a comprehensive program of community health
improvement advocacy. Outreach is conducted in multiple Western New York communities targeting
lvaried populations of all ages and ethnicities, including the medically underserved. Programs and
events promote the reduction of health disparities, access to care, and promote overall community
health and wellness; and include health education and screening, speakers on health-related topics,
and community referrals. Topics range from health insurance enrollment to diabetes, stroke, heart
disease, maternal and child health, and health career exploration. In 2019, Kaleida Health partnered
with several organizations and participated in 153 events to reach 26,448 individuals with community
service programming. All of the outreach programs are free and reach cross section of cultures,
ethnicities, economic demographics, languages, religions and all genders including LBGQ community.
Materials provided to community during outreach events include: information on Free PSA screenings;
Breast, Prostate, Colon Cancer; Stroke Prevention; Diabetes Prevention; Heart Disease and Risk
Factors; Childrens Health; Bariatric / Obesity / BMI; Family Planning; HPV/ STD/STI; Childrens
Medicaid Health Homes; Nutrition; Womens Health; Maternity including breast feeding; Kaleida Health
Wellness Series / Healthy You. While multiple events were held in various communities across Western
New York, the following took place in Buffalo, with several census tracts federally designated as
Medically Underserved Areas: - Near East Side and West Side Task Force 10th Annual, Passport to
Wellness, an outreach/wellness/medical screening outreach program was held at, local Tops grocery
markets targeting mostly Latino and African American communities; and the Broadway Market on
Buffalos east side, a medically underserved population where over 36 languages are spoken. - Buffalo
East High School - Speaker series with Kaleida Health employees sharing knowledge about their
careers with high school students who are preparing for careers as Certified Nursing Assistants, and
college preparation. East High school is located in African American community, 14215 zip code, with
high rates of health disparities, unemployment, underemployment and is a food desert. In addition,
students tour Buffalo General Medical Center, Gates Vascular Institute and Kaleida Labs. - Buffalo
Public Library Located in downtown Buffalo, two community wellness events sponsored by Hispanic
Heritage Council and the Erie County Public Library. - True Bethel Baptist Church, St. John Baptist
Church, Friendship Baptist Church, Linwood God of Christ, Greater Emmanuel Church of Christ, Shiloh
Baptist Church, Lincoln Methodist Church, Trinity Baptist Church, St. Lukes AME Church Family
Wellness Programs targeting congregations and surrounding underserved community. - Juneteenth
Festival Health and wellness education provided underneath the Health Pavilion. Festival is located on
Buffalos east side, attracts thousands of people of all age, races, religions, and ethnicities and
genders. - Pride Village Following Pride Parade, hundreds of walkers visit Pride Village. Pride Village
for health and wellness information. Target audience for this event are LGBTQ. - Komen Walk- Komen
Walk takes place in Buffalo, and open to survivors of Breast Cancer, and everyone interested in finding
cure for Breast Cancer. - In 2019, Kaleida Health conducted two mens prostate cancer outreach and
screening events targeting Buffalos African American and Hispanic population at the Rich Products
and True Bethel Baptist Church. Kaleida Health collaborated with WNY Urology and Cancer Care of
WNY; and with community and faith based organizations to promote the events including Buffalo
Municipal Housing Authority, Buffalo Branch NAACP, Buffalo United Front, Inc., Hispanic Heritage
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Council of WNY, Hispanic Pastors Association of WNY, Buffalo Block Clubs, local fraternities, Masonic
groups, Buffalo Peacemakers, and Stop the Violence groups. The programs are supported by Kaleida
Healths pledge to help decrease PSA cancer. - WUFO 1080 AM / Power 96.5 FM Airing every 2nd and
[4th Monday, the Great Lakes Health radio program, hosted by Kaleida Health features interviews with
guest speakers from Kaleida Health for hour on a variety of health and wellness topics. The WUFO
listenership is predominately urban, all ages, races, sexual orientations, and ethnic groups in WNY.
Listeners reached 81,600. - Buffalo Board of Block Clubs, Buffalo Public Schools and not-for-profit
organizations partner with Kaleida Health to provide health and wellness outreach and education at
multiple locations. - Second year collaborating with the Buffalo Bills and the Belle Community Center
which mostly serves Latino Community. During this event, several departments from Kaleida Health
offered wellness, free lab screenings adults and wellness information for all ages. - Kaleida Health
partnered with four senior citizen wellness programs and luncheons at the following locations: William
Emslie YMCA, Shiller Park Community Center, Canisius College and St. John Tower. - Worked along
with several Peace Maker organizations by providing, outreach and literature.

WPART III, SECTION A, LINE 2

BAD DEBT EXPENSE DUE TO THE ADOPTION OF ASU NO. 2014-09 - REVENUE FROM
CONTRACTS WITH CUSTOMERS (TOPIC 606) BAD DEBT EXPENSE IS NO LONGER REPORTED
ON THE AUDITED FINANCIAL STATEMENT. RATHER IT IS TREATED AS A PRICE CONCESSION.
PLEASE SEE THE FOLLOWING AUDITED FINANCIAL STATEMENT FOOTNOTE WHICH
DESCRIBES THIS PRONOUNCEMENT. RECENT ACCOUNTING PRONOUNCEMENTS - FOOTNOTE
2(t)(i) FROM THE AUDITED FINANCIAL STATEMENTS (i) UPON ADOPTION, THE MAJORITY OF
WHAT WAS CURRENTLY CLASSIFIED AS PROVISION FOR UNCOLLECTIBLE ACCOUNTS AND
PRESENTED AS A REDUCTION TO NET PATIENT SERVICE REVENUE ON THE CONSOLIDATED
STATEMENTS OF OPERATIONS AND CHANGES IN NET ASSETS IS TREATED AS A PRICE
CONCESSION THAT REDUCES THE TRNASACTION PRICE, WHICH IS REPORTED AS NET
PATIENT SERVICE REVENUE.

|PART III, LINE 8

[THERE ARE NO MEDICARE SHORTFALLS INCLUDED IN THE CALCULATION OF COMMUNITY
BENEFIT. COSTING METHODOLOGY USED TO DETERMINE THE MEDICARE ALLOWABLE COSTS
REPORTED IN THE MEDICARE COST REPORT, AS REFLECTED IN PART III, LINE 6: KALEIDA
HEALTH USED THE FILED, BUT UNAUDITED 2019 CMS MEDICARE COST REPORT TO
DETERMINE THE AMOUNTS REPORTED ON THESE LINES.

WPART III, SECTION C, LINE 9B

ONCE PATIENT LIABILITY HAS BEEN DETERMINED FOLLOWING PROCESSING OF
IAPPLICATIONS FOR GOVERNMENT ASSISTANCE, CHARITY CARE, AND/OR INSURANCE
CARRIER REMITTANCE, THE PATIENT STATEMENT IS MAILED FOR PAYMENT RECOVERY.
KALEIDA HEALTH HAS A PRE-COLLECTION PROCESS FOR ACCOUNTS WITH A POSITIVE
PATIENT BALANCE GREATER THAN $4.99 AND A FIRST BILL DATE OLDER THAN 60 DAYS, BUT
NOT PREVIOUSLY PAID IN FULL BY THE PATIENT (EXCLUDING ACCOUNTS FOR PATIENTS
THAT HAVE SUBMITTED A COMPLETED APPLICATION FOR CHARITY CARE, MEDICAID, OR
CHILD HEALTH PLUS, AND AN ELIGIBILITY DETERMINATION IS PENDING). UPON A PATIENT
EXPRESSING FINANCIAL CONCERN, THE PATIENT WILL BE OFFERED THE OPPORTUNITY TO
IAPPLY FOR FINANCIAL ASSISTANCE (CHARITY CARE). ONCE THE PATIENT SUBMITS THE
COMPLETED APPLICATION, THE ACCOUNT IS PLACED ON HOLD AND ALL COLLECTION
IACTIVITIES ARE SUSPENDED UNTIL AN ELIGIBILITY DETERMINATION IS MADE. IF THE
PATIENT IS ELIGIBLE FOR CHARITY CARE, THEN THE PATIENT IS NOTIFIED OF THE LEVEL OF
CHARITY CARE AWARDED. IF 100% CHARITY CARE IS AWARDED, THEN NO BILL IS SENT TO
THE PATIENT. IF LESS THAN 100% CHARITY CARE IS AWARDED, THEN THE PATIENT WILL
RECEIVE A BILL PURSUANT TO THE PRIVATE PAY COLLECTION POLICY. COMMUNITY HEALTH
NEEDS ASSESSMENT PROCESS KALEIDA HEALTH ASSESSES THE NEEDS OF THE COMMUNITY
[THROUGH A COMMUNITY HEALTH NEEDS ASSESSMENT-COMMUNITY SERVICE PLAN (CHNA-
CSP) WITH ITS MOST RECENT PLAN COMPLETED IN 2019. THE 2019-2021 CHNA-CSP IS
IAVAILABLE TO THE PUBLIC ON THE KALEIDA HEALTH WEBSITE AT
WWW.KALEIDAHEALTH.ORG/COMMUNITY/PUBLICATIONS.ASP AND A PRINTED COPY IS
IAVAILABLE UPON REQUEST AT NO CHARGE. WRITTEN COMMENTS ON THE 2019-2021 CHNA-
CSP ARE INVITED FROM THE PUBLIC THROUGH A LINK ENTITLED "COMMENT ON PLAN,"
LOCATED NEXT TO THE DOCUMENT THROUGH THE ABOVE LINK. IN ADDITION TO THE 2019-
2021 CHNA-CSP (AS REPORTED IN PART V, SECTION B), KALEIDA HEALTH STAFF ENGAGE IN
OTHER METHODS TO ASSESS THE NEEDS OF THE COMMUNITY. POVERTY TRENDS,
COMMUNITY HEALTH RESEARCH, AND LOCAL COMMUNITY HEALTH NEEDS ARE REVIEWED ONj
A REGULAR BASIS WHILE PLANNING SERVICES AND PROGRAMS. RESPONSIVE TO
COMMUNITY PRIORITIES, PROGRAM DEVELOPMENT AND SERVICES FILL IDENTIFIED GAPS
OR SUPPLEMENT EXSITING PROGRAMS. PATIENT EDUCATION OF ELIGIBILITY FOR
IASSISTANCE KALEIDA HEALTH INFORMS INDIVIDUALS OF FINANCIAL ASSISTANCE MADE
IAVAILABLE AT THE TIME OF REGISTRATION INTO THE INPATIENT, OUTPATIENT, EMERGENCY
DEPARTMENT AND LONG-TERM CARE FACILITY. POSTERS INFORMING THE PATIENT/FAMILY
OF ASSISTANCE ARE AVAILABLE THROUGHOUT THE KALEIDA LOCATIONS. BROCHURES AND
PAMPHLETS INFORMING THE COMMUNITY ARE WIDELY DISTRIBUTED IN THE COMMUNITY AT
HEALTH FAIRS, CHURCHES, SCHOOLS AND OTHER PUBLIC LOCATIONS. INFORMATION
REGARDING THE AVAILABILITY OF FINANCIAL ASSISTANCE AS WELL AS APPLICATION IS
IALSO MADE AVAILABLE THROUGH KALEIDA HEALTH'S WEBSITE. KALEIDA HEALTH OFFERS
IASSISTANCE TO INDIVIDUALS IN OUR COMMUNITY FOR ACCESSING AFFORDABLE HEALTH
CARE, INCLUDING: *NEW YORK STATE OF HEALTH, HEALTH PLAN MARKETPLACE: ASSISTS
WITH NAVIGATING, EDUCATING AND ENROLLMENT IN THE NY STATE OF HEALTH OFFERINGS.
DEDICATED AND STATE-TRAINED STAFF IS AVAILABLE TO ASSIST INDIVIDUALS IN PERSON
OR VIA THE PHONE. KALEIDA HEALTH OFFERS IN-PERSON APPOINTMENTS AT (4) FOUR
DIFFERENT SITE LOCATIONS. *FACILITATED ENROLLMENT: ASSISTS ELIGIBLE INDIVIDUALS
WITH HEALTH INSURANCE ENROLLMENT BY OFFERING EDUCATION AND APPLICATION
IASSISTANCE FOR MEDICAID, CHILD HEALTH PLUS, ESSENTIAL PLANS, STATE AID PROGRAM
FOR CHILDREN WITH SPECIAL NEEDS AND ALL QUALIFIED HEALTH PLANS MADE AVAILABLE
THROUGH THE NEW YORK STATE OF HEALTH, HEALTH PLAN MARKETPLACE. A DEDICATED
TELEPHONE NUMBER IS AVAILABLE AND INFORMATION IS PUBLISHED IN BROCHURES AT
KALEIDA SITES AND AT VARIOUS LOCATIONS THROUGHOUT THE COMMUNITY. *FINANCIAL
ASSISTANCE PROGRAM: AS DESCRIBED ABOVE, THE KALEIDA FINANCIAL ASSISTANCE
PROGRAM, IF ELIGIBLE, PROVIDES FREE OR REDUCED-PRICES FOR PATIENTS TREATED AT
KALEIDA HEALTH HOSPITALS OR LONG-TERM CARE FACILITIES. DISCOUNTS ARE AWARDED
BASED UPON INCOME AND ASSET VERIFICATION. *PRESUMPTIVE ELIGIBILITY: KALEIDA
HEALTH HAS SHOWN A WILLINGNESS TO EXTEND FINANCIAL ASSISTANCE TO NEEDY
PATIENTS WITH OUTSTANDING BILLS WHO HAVE NOT COMPLETED THE CHARITY
APPLICATION PROCESS. THIS IS ACHIEVED THROUGH AN AUTOMATED PARO SCORING
PROCESS USING PUBLIC RECORDS, REGIONAL COST OF LIVING, ESTIMATED HOUSEHOLD
INCOME THRESHOLDS, AND COMMUNITY DEMOGRAPHICS TO DERIVE AN ESTIMATED
FINANCIAL POSITION FOR EACH PATIENT. THOSE PATIENTS SCREENED THROUGH THIS

AUTOMATED PROCESS AND DEEMED ELIGIBLE ARE ADJUSTED OFF TO CHARITY CARE IN



LIEU OF BAD DEBT.

COMMUNITY INFORMATION

Kaleida Health serves Western New Yorks eight counties of Allegany, Cattaraugus, Chautauqua, Erie,
Genesee, Niagara, Orleans, and Wyoming. The population for the region is approximately 1.5 million
with Erie County and Niagara County comprising an estimated 1.1 million of this total. Three Kaleida
Health hospitals including Buffalo General Medical Center, Millard Fillmore Suburban Hospital, and
Oishei Childrens Hospital are located in Erie County, the hospitals primary service area. DeGraff
Memorial Hospital is located in Niagara County, its primary service area. DeGraff also serves a
number of Erie County residents given its location less than one mile from the Erie County border.
Each hospitals primary service area is defined as the county with the highest percentage of all WNY
counties for 2019 inpatient discharges, emergency department visits, and outpatient visits as
identified in the 2019-2021 CHNA-CSP. Erie County Erie County is located in the western portion of
New York State bordering Lake Erie, and also lies on the international border between the United
States and Canada. The following demographic statistics for Erie County are from the US Census,
Quick Facts, Population Estimates, July 1, 2018 as indicated in Kaleida Healths 2019-2021 CHNA-
CSP. The countys total population is 919,719 and is comprised of urban, suburban, and rural cities,
towns, and villages. Erie Countys median household income is $54,006, its poverty rate is 14.5%,
and 17.5% of its population is 65 years and over. Its largest city and county seat is Buffalo with a
population of 256,304. The city has a 30.9% poverty rate the median household income in Buffalo is
$34,268 while the median household income in Erie County is $54,006 and in New York State,
$62,765. Buffalo has the fourth highest youth poverty rate in the country. Of the 58,618 Buffalo
residents under 18 years of age, 27,678 or 47% of those children live below the federal poverty level.
[The Erie County youth poverty rate is 19.8% and the NYS rate is 20.8%. Only Detroit, Rochester and
Cleveland have worse youth poverty rates (Buffalo Business First, 1-15-19). Buffalo also has a high
minority population with 35.7% of its residents being black non-Hispanic and 11.7% Hispanic as
compared to 13% black non-Hispanic and 5.3% Hispanic for all of Erie County. Persons under 65
without health insurance comprise 6.9% of Erie Countys population and 10.7% of Buffalos population.
Buffalo General Medical Center and Oishei Childrens Hospital are located in the city of Buffalo and
serve a high percentage of Buffalos poor and underserved population. Most census tracts in Buffalo are
federally designated as Medically Underserved Areas. The town of Amherst is one of the countys
largest suburbs with a population of 125,659 and is home to Millard Fillmore Suburban Hospital. In
contrast to Buffalo, the town of Amherst has a poverty rate of 10.8% and the median household
income (in 2017 dollars) 2013-2017 is $72,459. Amhersts population is 80.7% white non-Hispanic.
The town also has 8.9% Asian population, comparable to the NYS rate of 9.1% while the Erie County
rate is 3.1%. The town has a significant senior population with 19.2% of residents 65 years and over,
and Millard Fillmore Suburban Hospital serves a high percentage of the towns aging population.
Niagara County Niagara County is located in the western portion of New York State, just north of
Buffalo (Erie County) and adjacent to Lake Ontario on its northern border and the Niagara River and
Canada on its western border. The following demographic statistics for Erie County are from the US
Census, Quick Facts, Population Estimates, July 1, 2018 as indicated in Kaleida Healths 2019-2021
CHNA-CSP. The countys total population is 210,433 and is comprised of urban, suburban, and rural
cities, towns, and villages. Niagara Countys median household income (in 2017 dollars) 2013-2017
is $51,656, its poverty rate is 12.4%, and 18.5% of its population is 65 years and over. Its cities
include Niagara Falls, population 48,148; North Tonawanda, population 30,372; and its county seat of
Lockport, population 20,434. These cities include a high proportion of the countys low income and
underserved population. 22.3% of Niagara Falls residents is Black/African American and the city has
a 27.5% poverty rate. Additionally, Niagara Falls is federally designated as an area with a Medically
Underserved Population. The poverty rate for North Tonawanda is 8.8%, and 15.4% for Lockport. The
percentage of residents under 65 years without health insurance ranges from 6.4% in Niagara Falls
and 5.1% in North Tonawanda and Lockport. Niagara County is also home to the Tuscarora
Reservation with a population of 1,288, a poverty rate of 13% and a median income of $32,500, much
lower than that of Niagara County. (Wikipedia, US Census 2000) North Tonawanda is home to DeGraff
Memorial Hospital and, a community hospital with a recently expanded, new state-of-the art
emergency room to better serve the growing emergency care needs of the community. During 2019,
there were 56,441 inpatient discharges, of which 27% were Medicaid, 42% Medicaid, 1% were
uninsured, and 30% were other. In addition to Kaleida Healths 3 hospitals in Erie County and 1
hospital in Niagara County, there are 9 other hospitals in Erie County and 3 other hospitals in Niagara
County serving Western New York per the New York State Department of Health website. More
information is available in the Kaleida Health 2019-2021 Community Health Needs Assessment-
Community Service Plan (CHNA-CSP). The document was completed in fall 2019, and can be found on
the Kaleida Health website at www.kaleidahealth.org/community/publications.asp. Printed copies
available upon request at no charge at Kaleida Health Hospitals. Written comments on the 2019-2021
CHNA-CSP are invited and a comment link is provided next to the plan found on the Kaleida Health
website. PROMOTION OF COMMUNITY HEALTH KALEIDA HEALTH'S MISSION IS TO "ADVANCE
THE HEALTH OF THE COMMUNITYITS VISION IS TO "PROVIDE COMPASSIONATE, HIGH-
VALUE, QUALITY CARE, IMPROVING HEALTH IN WESTERN NEW YORK AND BEYOND,
EDUCATING FUTURE HEALTH CARE LEADERS AND DISCOVERING INNOVATIVE WAYS TO
IADVANCE MEDICINE". KALEIDA HEALTH BOARD OF DIRECTORS KALEIDA HEALTH
MAINTAINS CONTROL OVER THE CORPORATION THROUGH ITS SELF-PERPETUATING, 16
MEMBER GOVERNING BOARD OF DIRECTORS. A MAJORITY OF THE BOARD OF DIRECTORS
RESIDES IN KALEIDA HEALTH'S PRIMARY SERVICE AREA OF ERIE AND NIAGARA COUNTIES
IAND IS NEITHER EMPLOYEES NOR INDEPENDENT CONTRACTORS OF KALEIDA HEALTH, NOR
FAMILY MEMBERS THEREOF. THE BOARD OF DIRECTORS IS COMPRISED OF COMMUNITY
LEADERS FROM THE BUSINESS, INDUSTRY, AND HEALTHCARE SECTORS, INCLUDING
PHYSICIANS WHO ARE ON THE MEDICAL STAFF. EACH DIRECTOR SIGNS A CONFLICT OF
INTEREST STATEMENT AND SERVES A THREE-YEAR TERM. JODEY LOMEO, PRESIDENT AND
CEO OF KALEIDA HEALTH SERVES AS AN EX-OFFICIO DIRECTOR WITH VOTING RIGHTS. USE
OF SURPLUS FUNDS SURPLUS FUNDS ARE USED TO FURTHER THE MISSION AND OPERATIONS
OF KALEIDA HEALTH, SUCH AS REINVESTING IN COMMUNITY BENEFIT PROGRAMS, AND
MAKING IMPROVEMENTS IN FACILITIES, PATIENT CARE, MEDICAL, NURSING, AND ALLIED
HEALTH TRAINING, EDUCATION AND RESEARCH IN SUPPORT OF THE HEALTH NEEDS OF THE
COMMUNITY. IN ADDITION TO THE COMMUNITY SERVICE PROGRAMS ADDRESSED IN
SECTION VI, PART II COMMUNITY BUILDING SECTION: KALEIDA HEALTH PROVIDES A
NUMBER OF ADDITIONAL PROGRAMS AND COLLABORATIONS. KALEIDA HEALTH IS
COMMITTED TO EDUCATION AND RESEARCH AS IT SERVES AS A MAJOR CLINICAL
[TEACHING AFFILIATE OF THE UNIVERSITY AT BUFFALO, JACOBS SCHOOL OF MEDICINE AND
BIOMEDICAL SCIENCES. THROUGH AFFILIATIONS WITH A NUMBER OF EDUCATIONAL
INSTITUTIONS, KALEIDA HEALTH ALSO PROVIDES A CLINICAL EXPERIENCE FOR HEALTH
CARE PROFESSIONALS IN TRAINING IN THE FIELDS OF PHARMACY, NURSING, PHYSICIAN
IASSISTANTS, SOCIAL WORK, AND REHABILITATION SERVICES. IN 2019, KALEIDA HEALTH
PRESENTED ITS SIXTH ANNUAL GATES VASCULAR INSTITUTE SYMPOSIUM: UPDATES IN

CARDIAC, VASCULAR, AND NEUROENDOVASCULAR MEDICINE FOR MEDICAL
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PROFESSIONALS AND STUDENTS. AS CONFERRED BY THE BOARD OF DIRECTORS, MEDICAL
STAFF MEMBERSHIP IS OFFERED TO PROFESSIONALLY COMPETENT PHYSICIANS, DENTISTS,
PODIATRISTS AND OTHER SPECIFIED INDIVIDUALS, WHO CONTINUOUSLY MEET THE
QUALIFICATIONS, STANDARDS AND REQUIREMENTS OUTLINED IN THE BYLAWS, RULES AND
REGULATIONS, POLICIES OF THE MEDICAL STAFF AND KALEIDA HEALTH, CONSISTENT WITH
HE NEEDS OF KALEIDA HEALTH'S PATIENTS. STAFF MEMBERSHIP OR PARTICULAR CLINICAL
PRIVILEGES SHALL NOT BE DENIED ON THE BASIS OF AGE, SEX, SEXUAL ORIENTATION,
RACE, COLOR, CREED, NATIONAL ORIGIN, A DISABILITY UNRELATED TO THE ABILITY TO
FULFILL PATIENT CARE AND MEDICAL STAFF RESPONSIBILITIES OR ANY OTHER CRITERION
UNRELATED TO THE EFFICIENT DELIVERY OF QUALITY PATIENT CARE, TO PROFESSIONAL
QUALIFICATIONS OR TO THE NEEDS OF THE COMMUNITY, OR TO THE PURPOSES, NEEDS,
AND CAPABILITIES OF KALEIDA HEALTH. EVERY MEMBER OF THE MEDIC
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?sgfﬂu;;;) Grants and Other Assistance to Organizations,
Governments and Individuals in the United States

Complete if the organization answered "Yes," on Form 990, Part IV, line 21 or 22,
I Attach to Form 990.
™ Go to www.irs.gov/Form990 for the latest information.

OMB No. 1545-0047

2019

Open to Public
Inspection

Department of the
Treasury
Internal Revenue Service

Name of the organization
KALEIDA HEALTH

Employer identification number

16-1533232

m General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and
the selection criteria used to award the grants or assistance? . .. .

W Yes [ No

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

m Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete if the organization answered "Yes" on Form 990, Part IV, line 21, for any recipient
that received more than $5,000. Part II can be duplicated if additional space is needed.

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash (e) Amount of non- [(f) Method of valuation (g) Description of (h) Purpose of grant
organization (if applicable) grant cash (book, FMV, appraisal, noncash assistance or assistance
or government assistance other)
(1) UNIVERSITY 16-1406947 N/A 150,000 FMV SPONSORSHIP
ORTHOPEDIC SERVICE CONTRIBUTION
5500 MAIN STREET CONTRIBUTION
SUITE 107 SPONSORSHIP
BUFFALO,NY 14221 SPONSORSHIP
SPONSORSHIP
SPONSORSHIP
SPONSORSHIP
(2) JACOBS INSTITUTION 26-3085485 501(C)(3) 200,000 FMV SPONSORSHIP
INC CONTRIBUTION
875 ELLICOTT ST 5TH FL
BUFFALO,NY 14203
(3) WNY HEALTHENET 04-3726634 N/A 106,000 FMV CONTRIBUTION
2745 GEORGE URBAN SPONSORSHIP
BLVD SPONSORSHIP
SUITE 202 SPONSORSHIP
DEPEW,NY 14043
(4) AMERICAN HEART 13-5613797 501(C)(3) 15,000 FMV SPONSORSHIP
ASSOCIATION SPONSORSHIP
7272 GREENVILLE AVE SPONSORSHIP
DALLAS,TX 75231 SPONSORSHIP
(5) CONNECTLIFE 16-1172453 501(C)(3) 15,000 FMV SPONSORSHIP
4444 BRYAN AND SPONSORSHIP
STRATTON WAY SPONSORSHIP
WILLIAMSVILLE,NY SPONSORSHIP
14221
(6) MERCY FLIGHT 22-2560963 N/A 10,000 FMV SPONSORSHIP
100 AMHERST VILLA ROAD SPONSORSHIP
BUFFALO,NY 14225 SPONSORSHIP
SPONSORSHIP
(7) KEVIN GUEST HOUSE 23-7218160 501(C)(3) 12,000 FMV SPONSORSHIP
782 ELLICOTT STREET SPONSORSHIP
BUFFALO,NY 14203 SPONSORSHIP
SPONSORSHIP
(8) UB FOUNDATION 16-1372561 501(C)(3) 129,000 FMV SPONSORSHIP
916 KIMBALL TOWER SPONSORSHIP
BUFFALO,NY 14214 SPONSORSHIP
SPONSORSHIP
(9) MAKE A WISH 11-2645641 501(C)(3) 11,000 FMV SPONSORSHIP
FOUNDATION OF WNY SPONSORSHIP
1000 SYLVAN PARKWAY SPONSORSHIP
AMHERST,NY 14228 CONTRIBUTION
(10) AMERICAN CANCER 16-0743902 501(C)(3) 10,000 FMV SPONSORSHIP
SOCIETY SPONSORSHIP
101 JOHN JAMES
AUDUBON PKWY
AMHERST,NY 14228
(11) ERIE COUNTY 83-0382654 501(C)(3) 10,000 FMV SPONSORSHIP
MEDICAL CENTER SPONSORSHIP
462 GRIDER STREET
BUFFALO,NY 14215
(12) NORTH TONAWANDA 82-5234556 501(C)(3) 10,000 FMV SPONSORSHIP
BOTANCIAL GRADEN CONTRIBUTION
134 MAIN STREET
N TONAWANDA,NY 14120
(13) ST JOSEPH 22-3137812 N/A 10,000 FMV SPONSORSHIP
COLLEGIATE SPONSORSHIP
INSTITUTION
845 KENMORE AVENUE
BUFFALO,NY 14223
(14) ST BONAVENTURE 16-0643150 501(C)(3) 10,000 FMV SPONSORSHIP
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UNIVERSITY SPONSORSHIP
PO BOX G

ST BONAVENTURE,NY

14778

(15) CHILD & FAMILY 16-1004825 501(C)(3) 7,500 FMV SPONSORSHIP
SERVICES SPONSORSHIP

844 DELAWARE AVENUE
BUFFALO,NY 14209

(16) PROFESSIONAL 16-0743301 501(C)(3) 7,500 FMV SPONSORSHIP
NURSES ASSOCIATION SPONSORSHIP
4511 MAIN STREET REAR
SNYDER,NY 14226

(17) ECMC LIFELINE 22-3283946 501(C)(3) 6,577 FMV SPONSORSHIP
FOUNDATION SPONSORSHIP
462 GRIDER STREET
BUFFALO,NY 14215

(18) DAEMEN COLLEGE 16-0759798 501(C)(3) 5,200 FMV SPONSORSHIP
4380 MAIN STREET SPONSORSHIP
AMHERST,NY 14226

2 Enter total number of section 501(c)(3) and government organizations listed in the line 1 table 14
3 Enter total number of other organizations listed in the line 1 table. . . . . . . .+« + + « « v v v w4 e e e e e 4

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50055P Schedule I (Form 990) 2019
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Grants and Other Assistance to Domestic Individuals. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.
Part III can be duplicated if additional space is needed.

(a) Type of grant or assistance (b) Number of (c) Amount of (d) Amount of (e) Method of valuation (f) Description of noncash assistance
recipients cash grant noncash assistance (book,
FMV, appraisal, other)

(1)

(2)

(3)

(4)

(3)

(6)

(7)

Part IV Supplemental Information. Provide the information required in Part I, line 2; Part III, column (b); and any other additional information.

Return Reference Explanation

Form 990, Schedule I: PART I, LINE 2 DESCRIPTION OF ORGANIZATION'S PROCEDURES FOR MONITORING THE USE OF GRANTS: KALEIDA HEALTH MAKES
CONTRIBUTIONS TO ORGANIZATONS IN WESTERN NEW YORK THAT ALSO HAVE HEALTH CARE RELATED ACTIVITIES. ALL CONTRIBUTIONS
MUST BE APPROVED BY THE GOVERNING BODY BEFORE MONEY IS DISTRIBUTED.

Schedule I (Form 990) 2019
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Schedule J Compensation Information OMB No. 1545-0047
(Form 990)

For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees 2 0 1 9

* Complete if the organization answered "Yes" on Form 990, Part 1V, line 23.
= Attach to Form 990.

Department of the Treasury * Go to www.irs.gov/Form990 for instructions and the latest information. Open to Public
Internal Revenue Service Inspection

Name of the organization Employer identification number
KALEIDA HEALTH

16-1533232
m Questions Regarding Compensation
Yes | No
1la Check the appropiate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part III to provide any relevant information regarding these items.
[ First-class or charter travel B Housing allowance or residence for personal use
[ Travel for companions [ Payments for business use of personal residence
[~ Tax idemnification and gross-up payments [+ Health or social club dues or initiation fees
| Discretionary spending account | Personal services (e.g., maid, chauffeur, chef)
b If any of the boxes on Line 1a are checked, did the organization follow a written policy regarding payment or
reimbursement or provision of all of the expenses described above? If "No," complete Part III to explain ib | Yes
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all 2 Yes
directors, trustees, officers, including the CEO/Executive Director, regarding the items checked on Line 1a?.
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods
used by a related organization to establish compensation of the CEO/Executive Director, but explain in Part III.
[ Compensation committee W written employment contract
[ Independent compensation consultant [ Compensation survey or study
[+ Form 990 of other organizations [v* Approval by the board or compensation committee
4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment? . . . . . . . . . . . . . 4a | Yes
Participate in, or receive payment from, a supplemental nonqualified retirement plan? 4b | Yes
c Participatein, or receive payment from, an equity-based compensation arrangement? 4c N o
If "Yes". to any.of lines 4a-c, list the persons and provide the applicable amounts for each item in Part III.
Only 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization? . . . . . . . . .. ... 5a No
b Any related organization? . . . . . . . ... ..o 5b No
If "Yes," on line 5a or 5b, describe in Part III.
6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization?. . . . . . . . . . .. 6a No
b Any related organization? . . . . . . . . . . . . . . . . . . . . . . 6b No
If "Yes," on line 6a or 6b, describe in Part III.
7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any nonfixed
payments not described in lines 5 and 6? If "Yes," describe in Part III. . . . . . . . . . . . 7 Yes
8 Were any amounts reported on Form 990, Part VII, paid or accured pursuant to a contract that was
subject to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe
in Part IIT . . . . . . . . . . . . . . . . . . . . . . . . . . 8 No
9 If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in Regulations
section 53.4958-6(c)? . 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50053T Schedule J (Form 990) 2019
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m Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ii). Do not list any individuals that are not listed on Form 990, Part VII.
Note. The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that individual.

(A) Name and Title

(B) Breakdown of W-2 and/or 1099-MISC compensation

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation in

(i) Base (ii) Bonus & incentive (iii) Other other deferred benefits (B)(i)-(D) column (B) reported
compensation compensation reportable compensation as deferred on prior
compensation Form 990
1JODY LOMEO 0) 1,171,572 237,950 827,687 26,933 19,591 2,283,733 604,982
PRES/CEO EX-OFFICIO W/VOTE |V 7| mmm e e e e e e e e e | o o o e e el e e el e e e ol e e el et e el e e
(ii) - -
2ALYSON SPAULDING 0) 470,078 52,375 779,915 57,717 16,680 1,376,765 77,780
L= ] 01U ] e s I O U (I
(ii) - -
3DAVID HUGHES MD 0) 574,467 72,800 311,222 28,038 16,813 1,003,340 220,210
EVP,CMO N e e e e e e e el e ) e el il el e
(ii) - -
4JONATHAN SWIATKOWSKI 0) 434,689 19,675 430,349 74,868 16,864 976,445 179,518
EVP, CFO (THRU MAY 2019) | M| o m e e e e e e e e e | e o o e e e el e e el o e e el e el e el e e
(i) - -
5DONALD BOYD 0) 639,769 75,000 167,989 83,090 16,786 982,634 0
EVP BUSINESS DEVELOPMENT | 77| e e e e e e e e m o | Ll e e e e e e e e e e e e el e et e | me e e e e e e e e e
(ii) - -
6CHRISTOPHER LANE (0] 545,117 51,200 26,606 71,532 16,802 711,257 0
SVP OPERATIONS BGMC [ V7] e e e e e e e e e o | L L e c o] e o e el me e e e e e et e e e e e me e
(ii) - -
7CHERYL KLASS 0) 548,136 66,000 251,640 23,443 7,631 896,850 0
EVP, CHIEF NURSE EXECUTIVE | V7| cmmmmmm e e e e e | e o e el e e el e e ol mme e el me et e e e oo
(i) - -
8ALLEGRA JAROS 0) 454,078 43,000 25,949 78,985 16,694 618,706 0
SVP OPERATIONS WCHOB [ V7| e e e e e e m e e e o | L e e e c e e e e e e e e m e e e e e e e e eee | mmm e e e o2
(i) - -
9MICHAEL HUGHES 0) 356,944 41,250 134,905 62,614 713 596,426 82,508
SVP, PUBLIC AFFAIRS MARKETING [ V7| e c e e e m e e e e | Ll e e e e o] o e e el e e e el e el mme el e
(ii) - -
10DARCY CRAVEN 0) 507,056 44,700 26,489 18,391 16,716 613,352 0
SVP OPERATIONS MFS, DMH [ 27| oo oo o oo o e oo o | L e e e e o] e e e e e m et e e e e et e eee | mme e | e e o2
(ii) - -
11AARON HOFFMAN MD 0) 587,325 0 961 33,124 16,899 638,309 0
EMPLOYED PHYSICIAN | 5 o e et e e e o | Ll e e e e e e e e e e e e e e ee e e et el e e e e et o
(ii) - -
12CHRISTOPHER MALLAVARAPU MD 0] 960,535 0 2,709 23,369 16,885 1,003,498 0
LMo o ] (o U e 1 [ O [
(i) - -
13CARROLL HARMON MD 0) 699,000 0 5,097 13,467 1,195 718,759 0
LMo ] (o U e e (L O O [
(ii) - -
14KAVEH VALLI MD 0) 651,597 518 36,264 977 689,356 0
L1 M@= e = (@ 7 [ I [ [ [ U E
(i) - -
15JERRY VENABLE 0) 309,450 46,200 137,843 5,600 16,529 515,622 0
EVP, CHIEF HR OFCR (THRUOCT) | "7| mmmmmmm e e e e e | e e e el e e e el e e e ol mme e el me e e el e e oo
(i) - -
16KATHRYN BASS MD 0] 591,004 2,714 23,685 1,038 618,441 0
[ K0 = e = (@ . [ e 1 L [ U
(i) - -
17ROBERT NESSELBUSH (i 532,202 0 19,627 5,600 7,261 564,690 0
L0038 = L0 Y I (= e I S T (P
(ii) - -
18STEPHEN HARDY (i 260,195 2,355 0 4,734 267,284 0
R 3 1 = [ e 1 1 e O N [
(ii) - -
19GEORGE E MATTHEWS MD 0] 160,170 31,233 191,403 0
DIRECTOR/CHIEF OF SERVICE =~ | 77| o e e e e e e o | L e e e e e e e e e e e e e e e eec)]l e e e e | me e e e e e e e a2
(ii) - -
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m Supplemental Information

Provide the information, explanation, or descriptions required for Part I, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part II. Also complete this part for any additional information.

Return Reference

HEALTH OR SOCIAL CLUB DUES

Explanation

SCHEDULE J, PART I, LINE 1A AS PART OF THEIR COMPENSATION PACKAGE, OFFICERS AND KEY EMPLOYEES OF THE ORGANIZATION ARE
ENTITLED TO CHOOSE AS AN EXECUTIVE PERK THE BENEFIT OF BUSINESS RELATED SOCIAL DUES OR INITIATION FEES. SCHEDULE J, PART
I, LINE 4A JERRY VENABLE RECEIVED A SEVERANCE PAYMENT IN THE AMOUNT OF $106,876. THIS AMOUNT IS INCLUDED IN SCHEDULE J,
PART II, COLUMN (B)(III).

EXECUTIVE DEFERRED
RETIREMENT PLAN

SCHEDULE J, PART I, LINE 4B DURING THE YEAR, CERTAIN OFFICERS AND KEY EMPLOYEES LISTED ON FORM 990, PART VII, SECTION A
PARTICIPATED IN AN EXECUTIVE DEFERRED RETIREMENT PLAN. AS REQUIRED, KALEIDA HAS REPORTED DISTRIBUTIONS MADE UNDER THIS
PLAN TO THE PLAN PARTICIPANTS ON SCHEDULE J, PART II, COLUMN (B)(III). ALL DISTRIBUTIONS MADE ARE CALCULATED USING A
COMBINATION OF INDIVIDUALIZED DEMOGRAPHIC INPUTS INCLUDING BOTH HISTORICAL COMPENSATION AS WELL AS THE INDIVIDUALS
AGE. ADDITIONALLY, DEFERRED RETIREMENT BENEFITS NOT YET PAID HAVE BEEN REPORTED ON SCHEDULE J, PART II, COLUMN (C). THE
FOLLOWING OFFICERS AND KEY EMPLOYEES ACHIEVED CERTAIN VESTING MILESTONES DURING 2019 AND AS SUCH RECEIVED
DISTRIBUTIONS (SHOWN BELOW) UNDER THE TERMS OF AN EXECUTIVE DEFERRED RETIREMENT PLAN. A PORTION OF THESE
DISTRIBUTIONS FOR EACH OF THESE INDIVIDUALS HAVE BEEN PREVIOUSLY REPORTED ON SCHEDULE J, COLUMN(C) IN PRIOR YEAR IRS
FORM 990S, WHICH ARE REPORTED IN COLUMN (F) ON THE 2019 SCHEDULE J. DAVID HUGHES, MD $277,570 MICHAEL HUGHES $101,911
JODY LOMEO $780,162 ALYSON SPAULDING $352,088 JONATHAN SWIATKOWSKI $225,830

COMPENSATION FROM
UNRELATED ORGANIZATIONS:

DR. GEORGE MATTHEWS, A CURRENT BOARD MEMBER, IS COMPENSATED FOR HIS SERVICES AS CHIEF OF SERVICE FOR KALEIDA HEALTH.

Schedule J (Form 990) 2019
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Schedule K . OMB No. 1545-0047
(Form 990) Supplemental Information on Tax-Exempt Bonds
= Complete if the organization answered "Yes" to Form 990, Part VI, line 24a. Provide descriptions, 20 1 9
explanations, and any additional information in Part VI.
Department of the Treasury » Attach to Form 990. Open to Public
Internal Revenue Service *Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
KALEIDA HEALTH
16-1533232
Bl Bond Issues
(a) Issuer name (b) Issuer EIN (c) CUSIP # (d) Date issued (e) Issue price (f) Description of purpose (g) Defeased (h)On (i) Pool
behalf of financing
issuer

Yes No Yes No Yes No

A DORMITORY AUTHORITY - 14-6000293 09-30-2016 7,650,258 |LEASE OF EQUIPMENT X X X
STATE OF NEW YORK

B DORMITORY AUTHORITY - 14-6000293 09-30-2016 7,349,742 |LEASE OF EQUIPMENT X X X
STATE OF NEW YORK

A B C D
1 Amount of bonds retired. . . . . . . . . . 0 0 40w a . a 3,312,051 3,181,948
2 Amount of bonds legally defeased. . . . . . . .+ . . . . . . 0 0
3 Total proceeds of issue. . . . .+ .+ .+ &+« o+ 44w e 7,650,258 7,349,742
4 Gross proceeds in reserve funds. . . . . . . . . . . . . 0 0
5 Capitalized interest from proceeds. . . . . .+ .+ . .+ .+ « . . 0 0
6 Proceeds in refunding escrows. . . . . . . . . . . . . . . 0 0
7 Issuance costs from proceeds. . .+ .« .« + + o+ 4 4w a4 104,266 0
8 Credit enhancement from proceeds. . . . . .+ .+ .+« « .+ .« . . 0 0
9 Working capital expenditures from proceeds 0 0
10 Capital expenditures from proceeds. . . . . . .+ .« .« .+ .+ . . 7,545,992 6,748,676
11 Other spent proceeds. . . . .+ .+ .+« .+ .« « .« . . 0 0
12 Other unspent proceeds. . . . . .+ .« .+« + .« .« . . 0 601,066
13 Year of substantial completion .
Yes No Yes No Yes No Yes No
14 Were the bonds issued as part of a current refunding issue of tax-exempt
bonds (or, if issued prior to 2018, a current refunding issue)? X X
15 Were the bonds issued as part of an advance refunding issue of taxable
bonds (or, if issued prior to 2018, an advance refunding issue)? X X
16 Has the final allocation of proceeds been made?. . . . . . . . . . X X
17 Does the organization maintain adequate books and records to support the final allocation
of proceeds?. . . . . . .
Private Business Use
A B C D
Yes No Yes No Yes No Yes No
1 Was the organization a partner in a partnership, or a member of an LLC, which owned
property financed by tax-exempt bonds? . P P e e X X
2 Are there any lease arrangements that may result in private business use of bond- X X
financed property?. . . . .+ . .+« .+ 4 4 a4
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50193E

Schedule K (Form 990) 2019
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Private Business Use (Continued)
B C
Yes No Yes No Yes No Yes No
3a Are there any management or service contracts that may result in private business use of X X
bond-financed property? . .
b If "Yes" to line 3a, does the organlzatlon routlnely engage bond counsel or other outside X X
counsel to review any management or service contracts relating to the financed property?
c Are there any research agreements that may result in private business use of bond-
financed property? . X X
d If "Yes" to line 3c, does the organization routinely engage bond counsel or other outside
counsel to review any research agreements relating to the financed property?
a4 Enter the percentage of financed property used in a private business use by entities other 0 0
than a section 501(c)(3) organization or a state or local government. . . . & 0 % &
5 Enter the percentage of financed property used in a private business use as a result of
unrelated trade or business activity carried on by your organization, another section %
501(c)(3) organization, or a state or local government. . . . . . . . . &
Total of lines 4 and 5. %
Does the bond issue meet the private security or payment test? . X X
8a Has there been a sale or disposition of any of the bond-financed property to a
nongovernmental person other than a 501(c)(3) organization since the bonds were X X
issued?. .
b If "Yes" to line 8a, enter the percentage of bond fmanced property sold or disposed of. %
c If "Yes" to line 8a, was any remedial action taken pursuant to Regulations sections X X
1.141-12 and 1.145-27?. e . .
9 Has the organization established written procedures to ensure that aII nonqualified bonds
of the issue are remediated in accordance with the requirements under X X
Regulations sections 1.141-12 and 1.145-27?.
CEIRSVAl Arbitrage
A C
Yes No Yes No Yes No Yes No
1 Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield Reduction and X X
Penalty in Lieu of Arbitrage Rebate? .
2 If "No" to line 1, did the following apply? .
a Rebate not dueyet?. . . . . . . X X
b Exception to rebate? . X
c No rebate due? .
If "Yes" to line 2¢, provide in Part VI the date the rebate
computation was performed . .
3 Is the bond issue a variable rate issue? . X X
4a Has the organization or the governmental issuer entered into a qualified X X
hedge with respect to the bond issue?
b Name of provider. 0
Term of hedge .
Was the hedge superintegrated? .
e Was the hedge terminated? .

Schedule K (Form 990) 2019
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Arbitrage (Continued)

Yes No Yes No Yes No Yes No
5a Were gross proceeds invested in a guaranteed investment contract (GIC)? X

b Name of provider. . . . . . . . . . 0 0

Term of GIC.

Was the regulatory safe harbor for establishing the fair market value of the
GIC satisfied? .

6 Were any gross proceeds invested beyond an available temporary period?

7 Has the organization established written procedures to monitor the
: . X X
requirements of section 148?. . .

Procedures To Undertake Corrective Action

"""" Yes No Yes No Yes No Yes No

Has the organization established written procedures to ensure that
violations of federal tax requirements are timely identified and corrected X X
through the voluntary closing agreement program if self-remediation is not

available under applicable regulations?

Part VI Supplemental Information. Provide additional information for responses to questions on Schedule K. (See instructions).
Return Reference

SCHEDULE K, PART III, LINE 9,
PART IV, LINE 7 AND PART V

Explanation

KALEIDA HEALTH DOES NOT CURRENTLY HAVE WRITTEN POLICIES AND PROCEDURES IN PLACE BUT MANAGEMENT REGULARLY REVIEWS
POST-ISSUANCE COMPLIANCE OBLIGATIONS TO ENSURE THERE ARE NO VIOLATIONS OF FEDERAL TAX REQUIREMENTS. KALEIDA HEALTH IS
CURRENTLY IN THE PROCESS OF ADOPTING WRITTEN POLICIES AND PROCEDURES.

Schedule K (Form 990) 2019
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Schedule L Transactions with Interested Persons OMB No. 1545-0047
(Form 990 or 990-EZ) | m complete if the organization answered "Yes" on Form 990, Part IV, lines 25a, 25b, 26, 27,
28a, 28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
B Attach to Form 990 or Form 990-EZ.

Department of the Treasury *Go to www.irs.gov/Form990 for instructions and the latest information. Open to Public
Internal Revenue Service Inspection

Name of the organization Employer identification number
KALEIDA HEALTH

16-1533232
m Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and section 501(c)(29) organizations only).
Complete if the organization answered "Yes" on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.
1 (a) Name of disqualified person (b) Relationship between disqualified person (c) Description of (d)
and organization transaction Corrected?

Yes No

2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year under
section 4958.
3 Enter the amount af tax, if any, on line 2, abpve, reimbuyrsed by the organization. . . . . .. . >

m Loans to and/or From Interested Persons.
Complete if the organization answered "Yes" on Form 990-EZ, Part V, line 38a, or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22

(a) Name of [(b) Relationship (c) (d) Loan to or from the [(e) Original| (f) Balance (g) In (h) (i) Written
interested with Purpose of organization? principal due default? | Approved agreement?
person organization loan amount by board or
committee?
To From Yes| No | Yes | No |Yes No
Total L. |

Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 27.
(a) Name of interested (b) Relationship between | (c) Amount of assistance (d) Type of assistance (e) Purpose of assistance
person interested person and the
organization

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 50056A Schedule L (Form 990 or 990-EZ) 2019
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(1484 Business Transactions Involving Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part 1V, line 28a, 28b, or 28c.

(a) Name of interested person (b) Relationship (c) Amount of (d) Description of transaction [(e) Sharing of
between interested transaction organization's

person and the revenues?

organization Yes No

(1) TOPS MARKETS LLC SEE PART V 274,876|SEE PART V No

Supplemental Information

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

Return Reference Explanation
BUSINESS TRANSACTIONS SCHEDULE L, PART IV TOPS MARKETS LLC: FRANK CURCI IS THE CHAIRMAN OF THE BOARD
INVOLVING INTERESTED AND A GREATER THAN 35% OWNER OF TOPS MARKETS LLC, WHICH HAD A PHARMACY
PERSONS [DISPENSING CONTRACT WITH THE ORGANIZATION DURING THE YEAR.

Schedule L (Form 990 or 990-EZ) 2019
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SCHEDULE M
(Form 990)

Department of the Treasury
Internal Revenue Service

Noncash Contributions

OMB No. 1545-0047

rComplete if the organizations answered "Yes" on Form 990, Part IV, lines 29 or 30. 20 1 9
» Attach to Form 990.

»Go to www.irs.gov/Form990 for the latest information.

Open to Public
Inspection

Name of the organization
KALEIDA HEALTH

m Types of Property

u b WNR

© 0 N O

10
11
12
13

14

15
16
17
18
19
20
21
22
23

25
26
27

Employer identification number

16-1533232

Art—Works of art
Art—Historical treasures
Art—Fractional interests
Books and publications
Clothing and household
goods P
Cars and other vehicles
Boats and planes
Intellectual property
Securities—Publicly traded
Securities—Closely held stock

Securities—Partnership, LLC,
or trust interests

Securities—Miscellaneous

Qualified conservation
contribution—Historic
structures

Qualified conservation
contribution—Other

Real estate—Residential
Real estate—Commercial
Real estate—Other
Collectibles
Food inventory
Drugs and medical supplies
Taxidermy
Historical artifacts
Scientific specimens
Archeological artifacts
Other (VARIOUS
MEDICAL
EQUIPMENT
LD I
Otherw (—— )
Other® (—— )
Other® (— )

(a)
Check if
applicable

(b)
Number of contributions
or items contributed

(c)
Noncash contribution
amounts reported on

Form 990, Part VIII, line

ig

(d)
Method of determining
noncash contribution amounts

7,966,551|REPLACEMENT COST

29

31
32a

b
33

Number of Forms 8283 received by the organization during the tax year for contributions
for which the organization completed Form 8283, Part IV, Donee Acknowledgement

29

Yes | No
30a During the year, did the organization receive by contribution any property reported in Part I, lines 1 through 28, that
j* > b7 fon ot least three years from the date of the initial contribution, and which isn't required to be used for
exempt purposes for the entire holding period? 30a No
If."Ye.s," .des.crib;a th.e aFran.gen;ent. in i’art. II..
Does the organization have a gift acceptance policy that requires the review of any nonstandard contributions? 31 [ Yes
Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
contributions? 32a No
If "Yes," describe in Part II.
If the organization didn't report an amount in column (c) for a type of property for which column (a) is checked,
describe in Part II.

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

Cat. No. 51227]

Schedule M (Form 990) (2019)
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Supplemental Information. Provide the information required by Part I, lines 30b, 32b, and 33, and whether the
organization is reporting in Part I, column (b), the number of contributions, the number of items received, or a

combination of both. Also complete this part for any additional information.
Return Reference Explanation

Schedule M (Form 990) (2019)
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SCHEDULE O
(Form 990 or 990-EZ)

Department of the Treasury
Internal Revenue Service

OMB No. 1545-0047

Open to Public
Inspection

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on
Form 990 or 990-EZ or to provide any additional information.
* Attach to Form 990 or 990-EZ.
* Go to www.irs.gov/Form990 for the latest information.

Name of the organization
KALEIDA HEALTH

Employer identification number

16-1533232
Return Explanation
Reference

REVIEW PROCESS | Form 990, Part VI, Line 11b ORGANIZATION'S MANAGEMENT, IN CONSULTATION WITH THE ORGANIZATION'S TAX

FOR FORM 990 ADVISORS, KPMG, REVIEW THE FORM 990. THE FINANCIAL REVIEW IS BASED ON THE ORGANIZATION'S AUDITED
FINANCIAL STATEMENTS FOR THE RELEVANT TIME PERIOD. BEFORE THE FORM 990 IS FILED WITH THE IRS, THE FINANCE
COMMITTEE OF THE ORGANIZATION'S BOARD OF DIRECTORS REVIEWS THE FORM 990 AND PROVIDES A COPY OF THE
SAME TO THE ORGANIZATION'S FULL BOARD OF DIRECTORS.

CONFLICT OF Form 990, Part VI, Section B, Line 12c UPON EMPLOYMENT AND ANNUALLY THEREAFTER EACH KEY EMPLOYEE AND

INTEREST POLICY | OFFICER OF THE ORGANIZATION IS REQUIRED TO COMPLETE A CONFLICT OF INTEREST AND DISCLOSURE FORM,
PROVIDING SUFFICIENT INFORMATION ABOUT HIS/HER PERSONAL INTERESTS AND RELATIONSHIPS SO THE
ORGANZATION CAN (1) DETERMINE WHETHER ANY POTENTIAL OR ACTUAL CONFLICTS OF INTEREST MAY EXIST, AND
(2) MONITOR WORK OR SERVICE ASSIGNMENTS TO AVOID PLACING THE KEY EMPLOYEE, OFFICER OR DIRECTOR IN A
POSITION WHERE THERE MAY BE POTENTIAL, ACTUAL, OR EVEN APPEARANCE, OF A CONFLICT OF INTEREST OR A
QUESTION OF OBJECTIVITY. THE COMPLETED CONFLICTS OF INTEREST AND DISCLOSURE FORMS FOR DIRECTORS ARE
RETURNED TO THE ORGANIZATION.

COMPENSATION Form 990, PART VI, SECTION B, QUESTIONS 15A & 15B ON A REGULAR BASIS, THE ORGANIZATION PROVIDES

APPROVAL DOCUMENTATION TO THE COMPENSATION COMMITTEE OF THE BOARD WITH RESPECT TO THE COMPENSATION OF THE

PROCESS ORGANIZATION'S OFFICERS AND KEY EMPLOYEES FOR REVIEW AND APPROVAL. SUCH INFORMATION IS COMPILED BY
AN INDEPENDENT COMPENSATION CONSULTANT AND INCLUDES COMPARABLE DATA FROM SIMILAR SIZE TAX-EXEMPT
ORGANIZATIONS IN THE WESTERN NEW YORK COMMUNITY AS WELL AS COMPENSATION FOR THESE POSITIONS (AS
DISCLOSED ON FORM 990) WITH OTHER ORGANIZATIONS IN THE HEALTH CARE INDUSTRY THAT ARE OF SIMILAR SIZE,
DEMOGRAPHICS AND GEOGRAPHY. REVIEW AND APPROVAL OF THE COMPENSATION ARRANGEMENT BY THE
COMPENSATION COMMITTEE IS DOCUMENTED.

ACCESS TO Form 990, Part VI, SECTION C, Line 19 THE ORGANIZATION MAKES ITS GOVERNING DOCUMENTS, CONFLICT OF

ORGANIZATIONAL | INTEREST POLICY AND FINANCIAL STATEMENTS AVAILABLE TO THE PUBLIC UPON REQUEST AT ITS OFFICE AT 726

DOCUMENTS EXCHANGE STREET, SUITE 200, BUFFALO, NY 14210. ANOMINAL FEE IS CHARGED IF COPIES ARE REQUESTED. FORM
990, PART XI, LINE 8 DURING 2019, KALEIDA ADOPTED ASU NO. 2014-09, REVENUE FROM CONTRACTS WITH
CUSTOMERS (TOPIC 606). UPON ADOPTION, KALEIDA ENHANCED ITS METHODOLOGY TO RECOGNIZE REVENUE TO
CONFORM TO THE STANDARD. THE PRIOR PERIOD ADJUSTMENT REPORTED ON PART X, LINE 8 IS DUE TO THIS
ADOPTION.

FORM 990, PART | OTHER CHANGES IN NET ASSETS OR FUND BALANCES MINORITY INTEREST IN SUBSIDIARY 16,409,166 DECREASE IN

XI, LINE9 PENSION LIABILITY (55,584,000) OTHER TRANSFERS NET (3,654,140) CHANGE IN VALUE OF FOUNDATIONS 1,142,000
CHANGE IN VALUE OF UAHS 4,503,000 ------------ TOTAL (37,183,974)

FORM 990 PART IX | DESCRIPTION:PHYSICIAN AND PURCHASED SVCS TOTAL FEES:XXX-XX-XXXX

LINE 11G

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

Cat. No. 51056K Schedule O (Form 990 or 990-EZ) 2019
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SCHEDULE R
(Form 990)

Department of the Treasury
Internal Revenue Service

Related Organizations and Unrelated Partnerships

* Attach to Form 990.
* Go to www.irs.gov/Form990 for instructions and the latest information.

* Complete if the organization answered "Yes" on Form 990, Part 1V, line 33, 34, 35b, 36, or 37.

OMB No. 1545-0047

Open to Public
Inspection

Name of the organization
KALEIDA HEALTH

Employer identification number

16-1533232

IZIZEN 1dentification of Disregarded Entities. Complete if the organization answered "Yes" on Form 990, Part IV, line 33.

(a)
Name, address, and EIN (if applicable) of disregarded entity

(b)
Primary activity

(c)
Legal domicile (state
or foreign country)

(d)
Total income

(e)
End-of-year assets

(f)
Direct controlling
entity

(1) KALEIDA MCO LLC

726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210

16-1570311

DORMANT

NY

(2) KALEIDAIPA LLC

726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210

16-1570380

DORMANT

NY

(3) KALEIDA WNYT LLC

726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210

45-3189404

HEALTH CARE

NY

-1,479,027

-880,096 |KH

(4) KALEIDA SERVICES LLC
2100 WEHRLE DRIVE
WILLIAMSVILLE, NY 14221
47-2284036

ADULT DAYCARE

NY

127,715

555,114 (KH

(5) MFSC LLC

726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210

26-1582864

HEALTH CARE

NY

77,078

3,662,960 |KH

m Identification of Related Tax-Exempt Organizations. Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had one
or more related tax-exempt organizations during the tax year.

(a) (b) (c) (d) (e) (9)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public charity status Direct controlling Section
or foreign country) (if section 501(c)(3)) entity 512(b)
(13)
controlled
entity?
Yes| No
(1)MILLARD FILLMORE AMBULATORY SURGER CTR SUPPORT ORG NY 501(C)(3) 12A KH Yes
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
16-1307129
(2)VNA HOME CARE SERVICES HOME HLTHCARE NY 501(C)(3) 10 KH Yes
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
16-1491203
(3)VNA OF WESTERN NEW YORK HOME HLTHCARE NY 501(C)(3) 10 KH Yes
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
16-0743214
(4)VISK SUPPORT ORG NY 501(C)(3) 10 KH Yes
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
22-2738425
(5)KALEIDA HEALTH FOUNDATION FUNDRAISING NY 501(C)(3) 7 KH Yes
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
16-1579143
(6)THE WOMEN & CHILDREN'S HOSP OF BFLO FDN FUNDRAISING NY 501(C)(3) 7 KH Yes
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
16-1332044
(7)CHILDREN'S HEALTH HOME OF WNY INC PED HOME HLTH NY 501(C)(3) 10 KH Yes
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
81-4086046
(8)UPPER ALLEGHENY HEALTH SYSTEM INC SUPPORT ORG NY 501(C)(3) 12A KH Yes
515 MAIN STREET
OLEAN, NY 14760
27-1255425
(9)OLEAN GENERAL HOSPITAL HOSPITAL NY 501(C)(3) 3 BRMC Yes
515 MAIN STREET
OLEAN, NY 14760
16-0743102
(10)BRADFORD REGIONAL MED SVCS PHYS. GROUP NY 501(C)(3) 3 BRMC Yes
116 INTERSTATE PARKWAY
BRADFORD, PA 16701
23-2875157
(11)HEALTH SYSTEM PHYSICIAN PC PHYS. GROUP NY 501(C)(3) 10 OGH Yes
130 SOUTH UNION STREET
OLEAN, NY 14760
46-4304317

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

Cat. No. 50135Y
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EILEiE] Identification of Related Organizations Taxable as a Partnership. Complete if the organization answered "Yes" on Form 990, Part 1V, line 34,
because it had one or more related organizations treated as a partnership during the tax year.

(a) (b) () (d) (e) (9) (h) (i) (6} (k)
Name, address, and EIN of Primary activity Legal Direct Predominant | Share of total [Share of end- |Disproprtionate| Code V-UBI |General or| Percentage
related organization domicile| controlling [income(related, of-year allocations? amount in | managing ownership
(state entity unrelated, assets box 20 of | partner?
or excluded from Schedule K-
foreign tax under 1
country) sections 512- (Form
514) 1065)
Yes No Yes| No
(1) HARLEM ROAD LEASING LLC EQUIPMENT NY KALEIDA UNRELATED 68,779 187,435 No 0| Yes 50.000 %
LEASING HEALTH
3435 MAIN STREET
BUFFALO, NY 14214
20-5588135
(2) AMTON IMAGING LLC HEALTH CARE NY KALEIDA RELATED -1,101,734 -5,154,538 No 0 | Yes 50.000 %
WNYI
199 PARK CLUB LANE SUITE 300
WILLIAMSVILLE, NY 14221
26-2925470
(3) SITEE LLC REAL ESTATE NY KPI EXCLUDED 112,735 1,630,004 No No 50.148 %
MGMT
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
27-2124795
(4) SOUTHTOWNS IMAGING LLC EQUIPMENT NY KALEIDA UNRELATED -390,522 1,661,024 No 0| Yes 70.000 %
LEASING WNYI
5959 BIG TREE ROAD SUITE 105
ORCHARD PARK, NY 14127
47-1123230
(5) COLLABORATIVE CARE VENTURES LLC HEALTH CARE NY KALEIDA EXCLUDED -1,067,351 4,511,279 No 0 No 60.000 %
HEALTH
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
47-2365690
(6) GREAT LAKES MEDICAL BILLING SVCS LLC MEDICAL BILLING NY KALEIDA EXCLUDED -67,771 -386,582 No 0 No 50.000 %
WNYI
199 PARK CLUB LANE SUITE 300
WILLIAMSVILLE, NY 14221
46-1668448
(7) ALTUS MANAGEMENT LLC GROUP NY KALEIDA EXCLUDED 259,656 2,293,315 No 0 No 59.193 %
PURCHASING HEALTH
840 AERO DRIVE SUITE 150
CHEEKTOWAGA, NY 14225
90-0149133
(8) SOUTHTOWNS SURGERY CENTER LLC HEALTH CARE NY KALEIDA EXCLUDED 123,094 4,934,537 No 0| Yes 63.171 %
HEALTH
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
46-4742028

1AM Identification of Related Organizations Taxable
34 because it had one or more related organizations treated as a corporation or trust during the tax year.

as a Corporation or Trust. Complete if the organization answered "Yes" on Form 990, Part IV, line

(a) (b) () (d) (e) (9) (h) (i)
Name, address, and EIN of Primary activity Legal Direct controlling | Type of entity Share of total Share of end-of- Percentage Section 512(b)
related organization domicile entity (C corp, S corp, income year ownership (13) controlled
(state or foreign or trust) assets entity?
country) Yes No
(1)KALEIDA PROPERTIES INC PROP MGMT SVCS NY KALEIDA HEALTH |C Corp 1,080,306 11,274,638 10.000 % Yes
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
22-2738483
(2)WESTLINK CORPORATION MED & DIAGN SVCS NY KALEIDA HEALTH [C Corp -25 100,456 10.000 % Yes
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
16-1354421
(3)GREAT LAKES INTEGRATED NETWORK INC HEALTH CARE NY KALEIDA HEALTH |C Corp -2,224 4,448,250 50.000 % No
726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
82-3184375
(4)KHBC INC HEALTH CARE NY GREAT LAKES INT|C CORP -5,007,677 442,141 50.000 % No

726 EXCHANGE STREET SUITE 200
BUFFALO, NY 14210
82-3184375

Schedule R (Form 990) 2019
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Transactions With Related Organizations. Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.

Note. Complete line 1 if any entity is listed in Parts II, III, or IV of this schedule. Yes | No
1 During the tax year, did the orgranization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii)annuities, (iii) royalties, or (iv) rent from a controlled entity . - . . . . . . . .+ .+ .+ .+ .« . . . 1a No
b Gift, grant, or capital contribution to related organization(s) « + « « « « +  « 4 4 4w a e aa e e e ib No
c Gift, grant, or capital contribution from related organization(s) « « « « « &« .+« . w4 4 4w aaw e e e 1c | Yes
d Loans or loan guarantees to or for related organization(s) = « = « o+« o+ 4 4 4 . aaa o aa o aa o aaaaaaa id | Yes
e Loans or loan guarantees by related organization(s) - . =« « « .« . . 4 4w w4 4 4w a ww e e e le | Yes
f Dividends from related organization(s) =« = +« + « & 4+ x4 44w e e e e 1f No
g Sale of assets to related organization(s) « - = + + .+« 4 4 4w w w e e s aw e e 1g No
h Purchase of assets from related organization(s) + = « « « « « « &« a4 a4 aaa e a e 1h No
i Exchange of assets with related organization(s) + « « = « « « « « 4 4 4 a4 aaaa e e 1i No
J Lease of facilities, equipment, or other assets to related organization(s) = =« =+ « « + « « 4 4 4 4« 4w e aaaa 1j | Yes
k Lease of facilities, equipment, or other assets from related organization(s) = =« = « « « « « o+« « a xxaaaaa a4 s 1k | Yes
I Performance of services or membership or fundraising solicitations for related organization(s) il | Yes
* rh pérformance’of Services or ' mefbership of fuhdrdising solicitatibns’by related organization(s) « = « « « « « & « . 44 4. im No
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) - . =« « « « « =« + « « « « & . . . in No
0 Sharing of paid employees with related organization(s) - « « « « « «  « 4 w4 w a e aaaa e w o aaa e 1lo | Yes
Reimbursement paid to related organization(s) for expenses « « « « « .+« 4 4 4 4 . 4w e wa e w s aaaaaa 1p No
Reimbursement paid by related organization(s) for expenses « « « + + .« « 4 4 4 4 4w e w e wa e w e a 1q | Yes
r Other transfer of cash or property to related organization(s) - - =+ - « « & « « &« + . . 4 . w4 e e e e e e e e 1r | Yes
S Other transfer of cash or property from related organization(s) - =« « « = « « « « .« . . 4« 4«4 .. a . 1s | Yes
2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
(a) (b) (c) (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)
(1)MILLARD FILLMORE AMBULATORY SURGERY CENTER c 520,410 ACTUAL COST
(2)VNA HOME CARE SERVICES o 215,782 ACTUAL COST
(3)VNA HOME CARE SERVICES q 2,589,324 ACTUAL COST
(4)VNA HOME CARE SERVICES e 186,932 ACTUAL COST
(5)VNA OF WESTERN NEW YORK o 849,840 ACTUAL COST
(6)VNA OF WESTERN NEW YORK | 358,004 ACTUAL COST
(7)VNA OF WESTERN NEW YORK q 17,968,573 ACTUAL COST
(8)VNA OF WESTERN NEW YORK d 204,469 ACTUAL COST
(9)KALEIDA PROPERTIES INC q 116,255 ACTUAL COST
(10)KALEIDA PROPERTIES INC d 793,369 ACTUAL COST
(11)SITEE LLC k 233,450 ACTUAL COST
(12)VISK d 300,450 ACTUAL COST
(13)WOMEN AND CHILDREN'S HOSPITAL FOUNDATION c 4,511,419 ACTUAL COST
(14)WOMEN AND CHILDREN'S HOSPITAL FOUNDATION s 2,266,926 ACTUAL COST
(15)WOMEN AND CHILDREN'S HOSPITAL FOUNDATION d 2,491,779 ACTUAL COST
(16)KALEIDA HEALTH FOUNDATION c 3,450,616 ACTUAL COST
(17)KALEIDA HEALTH FOUNDATION s 6,316,202 ACTUAL COST
(18)KALEIDA HEALTH FOUNDATION d 1,047,756 ACTUAL COST
(19)NORTHTOWN VENTURES LLC d 684 ACTUAL COST
(20)SOUTHTOWNS IMAGING LLC d 1,760,809 ACTUAL COST
(21)SOUTHTOWNS IMAGING LLC j 274,699 ACTUAL COST
(22)SOUTHTOWNS IMAGING LLC q 211,534 ACTUAL COST
(23)SOUTHTOWNS IMAGING LLC | 17,466 ACTUAL COST
(24)SOUTHTOWNS SURGERY CENTER LLC | 950,898 ACTUAL COST
(25)SOUTHTOWNS SURGERY CENTER LLC j 818,031 ACTUAL COST
(26)SOUTHTOWNS SURGERY CENTER LLC r 221,773 ACTUAL COST




(a) (b) () (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)
(27)SOUTHTOWNS SURGERY CENTER LLC 4,590,414 ACTUAL COST
(28)COLLABORATIVE CARE VENTURES LLC 92,127 ACTUAL COST
(29)COLLABORATIVE CARE VENTURES LLC 2,383,658 ACTUAL COST
(30)CHILDREN'S HOME HEALTH OF WNY INC 47,375 ACTUAL COST
(31)CHILDREN'S HOME HEALTH OF WNY INC 62,507 ACTUAL COST
(32)CHILDREN'S HOME HEALTH OF WNY INC 141,143 ACTUAL COST
(33)OLEAN GENERAL HOSPITAL 896,017 ACTUAL COST
(34)UAHS 1,125,826 ACTUAL COST
(35)UAHS 4,916,372 ACTUAL COST
(36)UAHS 2,047,191 ACTUAL COST
(37)HEALTH SYSTEM PHYSICIANS PC 468,400 ACTUAL COST
(38)HEALTH SYSTEM PHYSICIANS PC 84,783 ACTUAL COST
(39)HEALTH SYSTEM PHYSICIANS PC 2,755,382 ACTUAL COST
(40)BRADFORD REGIONAL MEDICAL SERVICES PC 155,672 ACTUAL COST
(41)BRADFORD REGIONAL MEDICAL SERVICES PC 159,728 ACTUAL COST
(42)BRADFORD REGIONAL MEDICAL SERVICES PC 813,414 ACTUAL COST
(43)GREAT LAKES INTEGRATED NETWORK INC 2,378,802 ACTUAL COST
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1Al Unrelated Organizations Taxable as a Partnership. Complete if the organization answered "Yes" on Form 990, Part IV, line 37.

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

(a)
Name, address, and EIN of entity

(b)
Primary activity

()
Legal
domicile
(state or
foreign
country)

(d)
Predominant
income
(related,
unrelated,
excluded from
tax under
sections 512-
514)

(e)

Are all partners
section
501(c)(3)
organizations?

Yes No

)
Share of
total
income

(9)
Share of
end-of-year
assets

(h)
Disproprtionate
allocations?

Yes

(i)
Code V-UBI
amount in
box 20
of Schedule
K-1
(Form 1065)

(O}
General or
managing
partner?

Yes

(k)
Percentage
ownership

Schedule R (Form 990) 2019
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-1a Al Supplemental Information

Provide additional information for responses to questions on Schedule R. (see instructions).
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