OMB No. 1545-0047

Return of Organization Exempt From Income Tax

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

m 990

Open to Public

Department of the Treasury

Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
A For the 2020 calendar year, or tax year beginning 07/ 01 | 2020, and ending 06/ 30, 20 21

C Name of organization D Employer identification number
B checkitamicabie: | BUTLER HEALTHCARE PROVI DERS 25- 0965274

Address
change

BUTLER MEMCRI AL HOSPI TAL

Number and street (or P.O. box if mail is not delivered to street address)

ONE HOSPI TAL WAY

Doing business as

Room/suite E Telephone number

(724) 284- 4166

Name change

Initial return

] 2?;'":2:5&”/ City or town, state or province, country, and ZIP or foreign postal code

: ::T;Ted BUTLER, PA 16001 G Gross receipts $ 313, 838, 849.
Application | F Name and address of principal officer: KENNETH P. DEFURI O H(a) s this a group return for

LI pending subordinates?

Yes
H(b) Are all subordinates included? Yes

If "No," attach a list. See instructions

No
No

ONE HOSPI TAL WAY, BUTLER, PA 16001

| Tax-exempt status: | X | 501(c)(3) | | 501(c) ( ) «__(insert no.) |
J website: p VWAV BUTLERHEALTHSYSTEM ORG

| 4947(a)(1) or | | 527

H(c) Group exemption number P

K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 1898| M State of legal domicile: PA
Summary
1 Briefly describe the organization's mission or most significant activities: THE M SSI ON OF BUTLER HEALTHCARE
g PROVI DERS D/ B/ A BUTLER MEMORI AL HOSPI TAL | S TO BE A HEALI NG PRESENCE
§ IN THE COWUNI Tl ES WE SERVE.
§ 2 Check this box P |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
8 3 Number of voting members of the governing body (Part VI, line 1a) . . . . . . . v v v o v v v e e e e e e e e 3 12.
ﬁ 4 Number of independent voting members of the governing body (Part VI, linelb), ., . . . . ... ... .. ... 4 10.
;E 5 Total number of individuals employed in calendar year 2020 (Part V, line2a), . . . . . . . v v v o & v v v o v« 5 2,198.
% 6 Total number of volunteers (estimate if NECESSANY) . . . . v v & v v vt e e e e m e e e m e e e e e e e 6 83.
<| 7a Total unrelated business revenue from Part VI, column (C),line12 . . . . v v v v e s e s e e e e e e e 7a 4, 199, 060.
b Net unrelated business taxable income from Form 990-T, Part [, ine 11 . . . . & & & v 4 & ¢ v & & & = = = » « = 7b 685, 989.
Prior Year Current Year
o| 8 Contributions and grants (Part VIIl, linelh), . . . . . . . . . . . i i i i v v i e e n 2,474, 339. 1, 923, 454.
g 9 Program servicerevenue (Part VIIL INe 29) . . . . . v o v v vt e e e e e e e e e e e e 264, 216, 354. 294, 870, 206.
E 10 Investment income (Part VIII, column (A), lines 3,4,and 7d), . . . . . . . . v v v o v v« . 5, 345, 250. 11, 788, 844.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢, 10c,and 11e), , . . . .. . . . . . 6, 205, 554. 5, 256, 345.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12)., . . . . .. 278,241, 497. 313, 838, 849.
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) , . . . . . . . .. .« ... 23, 351, 000. 29, 550, 000.
14 Benefits paid to or for members (Part IX, column (A), lined4) , . . . . .. . . .. o v .. 0. 0.
2 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), . . . . . . 133, 522, 192. 133, 552, 957.
g 16 a Professional fundraising fees (Part IX, column (A), line11e) , . . . . . . . . v v v o v v v . 0. 0.
< b Total fundraising expenses (Part IX, column (D), line 25) p 0.
- 17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24€) , . . . . . . & v v v o v v + « 126, 863, 966. 145, 837, 187.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A),line25) . . . .. ... .. 283, 737, 158. 308, 940, 144,
19 Revenue less expenses. Subtractline18fromline 12, . . . . v v v v v v o 4 v v muua -5, 495, 661. 4, 898, 705.
5 g Beginning of Current Year End of Year
8520 Total assels (PArtX, NE16) . . . . . . v v v e s et e e et e e 401, 551, 308. | 468, 960, 689.
<3121 Total liabilities (PartX, iN€26), . . . . v v v v v e et et e e e 195, 364, 803. | 215, 264, 722.
EE’ 22 Net assets or fund balances. Subtractline 21 fromlin€20. . . v v v v v v & v v v v w0 . 206, 186, 505. 253, 695, 967.

Part Il Signature Block

Under penalties of perjury, | declare that | 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.

Sign } Signature of officer Date
Here
} Type or print name and title
Print/Type preparer's name Preparer's signature Date Check if | PTIN
Eald ANNE E WHI TE /(VW 3/3/22 self-employed P01708202
reparer
Use Only Firmsname pBKD, LLP Firms EIN > 44- 0160260
Firm's address 200 E. MAIN ST. SUITE 700 FORT WAYNE, |N 46802 Phoneno.  260- 460- 4000

[X]ves | [No

Form 990 (2020)

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

For Paperwork Reduction Act Notice, see the separate instructions.

JSA
0E1010 2.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



BUTLER HEALTHCARE PROVI DERS 25-0965274

Form 990 (2020) Page 2
Part Il Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any lineinthisPart il . . . . . . .. . .. ... ... ......

1 Briefly describe the organization's mission:

ATTACHVENT 1

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ7 | e e
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
SBIVICES ?, 4 ittt i e e e e e e e e e e e e e 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.

|:| Yes No

4a (Code: ) (Expenses $ 277, 705, 464. including grants of $ 29, 550, 000. ) (Revenue $ 294,952,586, )
ATTACHVENT 2

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

4c (Code: ) (Expenses $ including grants of $ ) (Revenue $ )

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

4e Total program service expenses » 277, 705, 464.

JSA
0E1020 1.000 Form 990 (2020)

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18




BUTLER HEALTHCARE PROVI DERS 25- 0965274

Form 990 (2020) Page 3
Part IV 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,"
complete Schedule A. . . . . . . . L e e e e e e e e e e e e e e e e e e e e e e e e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors See instructions? . . . ... ... 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C,Part1. . . . . . . .. ... ... ... ... .. 3 X
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,Partll. . . . .. ... ... ..., 4 X
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 98-19? If "Yes," complete Schedule C, Part llI 5 X
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 Schedule D, Partl. . . . . . . . . . i i i it e e e e e e e e e e e e e e e e e 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, PartlIl, . . ... ... 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part Il . . . . . . . . o i it e e e e e e e e e e e e e e e e 8 X
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 negotiation services? If "Yes," complete Schedule D, PartIV . . . . . . . .. ... .. ..., 9 X
10 Did the organization, directly or through a related organization, hold assets in donor-restricted endowments
or in quasi endowments? If "Yes," complete Schedule D, PartV . . . . . . . . i i i i i v it e e e 10 X
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, Part VI . . . . . o v it st s e s e e e e e e e e e e e e e e e e e e e e e e e lla X
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 167 If "Yes," complete Schedule D, PartVIl . . . . .. ... ....... 11b X
¢ 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 167 If "Yes," complete Schedule D, PartVIll, . . . . ... ........ 1llc X
d Did the organization report an amount for other assets in Part X, line 15, that is 5% or more of its total assets
reported in Part X, line 167? If "Yes," complete Schedule D, Part IX. . . . . . . . i v i v it i i v et e e e 11d X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X . . . . . . 1l1le X
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)? If "Yes," complete Schedule D, Part X . . . . . 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,” complete
Schedule D, Parts Xland XIl. . . . . . o @ 0 0 o it ot it ot e e e e e e e e e e e e e e e e e e e e e e e e e e e e 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If
"Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XIl is optional 12b X
13 Is the organization a school described in section 170(b)(1)(A)(i))? If "Yes," complete Schedule E. . . . ... ... 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States?, . . . ... ... .. 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes," complete Schedule F,Partsland IV, . . . ... ... 14b X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes," complete Schedule F,Partslland IV . . . . . . . .. ... v 15 X
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, Partsllland IV . . . . . . ... ... ... 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part | See instructions . . . . ... .. ... 17 X
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, Part Il . . . . . . . . . . i i i i i it it it e e 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If"Yes," complete Schedule G, Part Il . . . . . . . i v i i s i e e e s e e e e e e e e e e e e e e e e 19 X
20a Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH . . . ... ... ... 20a| X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? . . . . . 20b X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If "Yes," complete Schedule |, Partsland Il , . . .. .. .. 21 X
JSA

0E1021 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Form 990 (2020) 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
Part IX, column (A), line 2? If "Yes," complete Schedule |, Partsland Il . . . . . .. .. ... 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete Schedule J, . . . . . . v o i i i i i s e s e e e e e e e e e e e e e e e e 23 X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes," answer lines 24b

through 24d and complete Schedule K. If "No," gotoline25a . . . . . . . . . . . . @ i i it it ittt e e e 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . . . . .. 24b X
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt DONAS 2, . . v v v i v i v e e e e e e e e e e e e e e e e e e e e e e e 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?, . . . . .. 24d X
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If "Yes," complete Schedule L,Part!, . . . .. ... .. .. 25a X

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?
If"Yes," complete Schedule L, Part I, . . . . . v v i v i s i s e e e e s e e e e e e e e e e e e e e e 25b X

26 Did the organization report any amount on Part X, line 5 or 22, for receivables from or 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? If "Yes," complete Schedule L, Partl, . . .. .. ... 26 X

27 Did the organization provide a grant or 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, or to a 35% controlled entity (including an employee thereof) or family member of any of these
persons? If "Yes," complete Schedule L, Part Il . . . . . . . @ v v i i i s e s e e e e e e e e e e e e e e e 27 X

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 . . . . . . o i it i i s e s e e e e e e e e e e e e e e e e e e e e 28a X
b A family member of any individual described in line 28a? If "Yes," complete Schedule L, PartIV. . . ... .. ... 28b X
¢ A 35% controlled entity of one or more individuals and/or organizations described in lines 28a or 28b? If
"Yes," complete Schedule L, Part IV . . . . . . o i it i i s e s e e e e e e e e e e e e e e e e e e e e 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M . . . . | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M, . . . . . . . . i i i it e e e e e e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N, Part| | 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part I, . . . . . i i i i s st s e s e e e e e e e e e e e e e e e e e e e e 32 X
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? If "Yes," complete Schedule R, Part1, . . . . . ... ... ... 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part II, Il
orlV,and Part V, line L. . . . . . o o it et e e e e e e e e e e e e e e e e e e e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? . .. ... .. ... ... 35a| X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V,line2 . . . . .. 35b X
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. . . . . . . . . . i i i i i i i v it it e e e 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R, PartVI . . . .| 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
197 Note: All Form 990 filers are required to complete Schedule O. 38 X
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any lineinthisPartV .. ............ e |:|
Yes | No
la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable . . . ... ... la 136
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 t0 Prize WINNErs? . . . v v v v v v i v v v o o v a e m e s e a s e a a s s s 1c X
JSA Form 990 (2020)

0E1030 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



BUTLER HEALTHCARE PROVI DERS 25- 0965274
Form 990 (2020) Page 5
Statements Regarding Other IRS Filings and Tax Compliance (continued)

Yes | No
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 this return. . | 2a 2,198
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
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 theyear?. . . ... ... .. 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No" to line 3b, provide an explanation on Schedule O . . ... .. 3b X
4a Atany time during the calendar year, did the organization have aninterest in, or asignature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)?. . | 4a X
b If "Yes," enter the name of the foreign country p»
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear?. . . . . . . .. 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
¢ If "Yes" to line 5a or 5b, did the organization file Form 8886-T? . . . . . . & v v v v i v i v it e e s e s 5¢c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributions? . . . . . .. .. .. 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible? . . . . . . oL L L e e e e e e e e e e e e e e e s 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 services provided to the payor? . . . . . . . i i i i it e e e e e e e e e e e e e e e e e e e e 7a X
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 FOIM 82827 .« v v v v v v ittt t t e e e e e e e e e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear . . . . . .. ... ... ... | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . . . . . 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C?. . 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time duringtheyear?. . . . . . . . . . . .. .. .. 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 4966? . . . . . . . . . .. v ... 9a
b Did the sponsoring organization 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 VIll, line12 . . ... ... ... ... 10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilities . . . . 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from membersorshareholders. . . . . . . . v o o oo oL o s d e e e lla
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem.). . . . . . . . . . o L o n o e e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 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 plansin morethanonestate?. . . . . . ... ... ... ... 13a
Note: See the instructions for additional 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 healthplans . . . . . . . .. ... oo o 13b
¢ Enterthe amountofreservesonhand. . . . . . . v i vttt it ettt e e 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . . . .. .. ... 14a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation on 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?. . . . . .« & o o i i it e e e e e e e e e e e e 15 X
If "Yes," see instructions and file Form 4720, Schedule N.
16 Is the organization an educational institution subject to the section 4968 excise tax on net investment income? | 16 X
If "Yes," complete Form 4720, Schedule O.

Form 990 (2020)
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Form 990 (2020) BUTLER HEALTHCARE PROVI DERS 25- 0965274 Page 6

Part VI Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No"
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes on Schedule O. See instructions.
Check if Schedule O contains a response or note to any line in this Part VI

Section A. Governing Body and Management

Yes | No
la Enter the number of voting members of the governing body at the end of the taxyear . . . .. la 12
If there 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 on Schedule O.
b Enter the number of voting members included on line 1a, above, who are independent. . . . . 1b 10
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or keyemployee?. . . . . . . &t i i i e e e e e s e e e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, trustees, or key employees to a management company or other person?. . . . 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . 5 X
6 Did the organization have members or stockholders? . . . . . . . v o v L i h e e e e e e e s 6 | X
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? . . . . . & o ¢ o it n e e e e e e s e e e e 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governingbody? . . . . . . . . o v i v it it n i e 7b | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing body 2, . . . i v i i i i s s e e e e e e e e e e e e e e e e e e e e e e e ga | X
b Each committee with authority to act on behalf of the governingbody?. . . . . ... ... ... ... ... ... 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses on Schedule O. . . . . ... ... 9 X
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? . . . . . . . .. . . v v i o v oo oo 10a X
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? . 11a| X
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," gotoline13 . . .. .. ... .. .. ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
FISE 10 CONMIICIS? & v v v v o v v et e e e e e e e e e e e e e e e e e e e e e e e e 12b| X
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule O oW thiSWas done .+ .« v v v v v v e i e e e e e e e e e e e e e e et et 12¢| X
13 Did the organization have a written whistleblower policy?. . . . . . . v v o i o L i s e e e e e e e s 13 | X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . . v o v o v o . 14 | X
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 . . . . . . .. .. oo oo v v oo oL 15a| X
b Other officers or key employees of the organization . . . . . . .« v v o v i v i i i i i s e s e e e e 15p | X
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 ataxable entity dUuring the YEar? . . « v v v v v v v v e e e e e e e e e e e e e e e e e e e e 16a X
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 sucharrangements?. . . . . . . . . . v v v vt i v v i e 16b

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed »

18 Section 6104 requires an organization to make its Forms 1023 (1024 or 1024-A, if applicable), 990, and 990-T (Section 501(c)
ﬁs only) available for public inspection. Indicate how you made these available. Check all that apply.

Own website Another's website Upon request |:| Other (explain on Schedule O)

19 Describe on 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
ERI'C HUSS ONE HGSPI TAL WAY BUTLER ' PA 16001 72

the or%anization's books and records p»
4-283-6666
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Form 990 (2020) BUTLER HEALTHCARE PROVI DERS 25- 0965274 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or noteto any lineinthisPart VIl . . . . . . . . v 0 i vt v i v it it v a e aa |:|
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

la 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.

e 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.

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

e 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.

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

e 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) Position (D) E) F)
Name and title Average (do not check more than one Reportable Reportable Estimated amount
hours box, unless person is both an compensation compensation of other
per week officer and a director/trustee) from the from related compensation
(list any os|s|o|lxlex|m organization organizations from the
hoursfor |2 &| 2| % 28 g (W-2/1099-MISC) | (W-2/1099-MISC) organization and
related 3| 5% 3 % 3|2 related organizations
organizations| S ;—’ §_J E—; o g
below 7 = a 3
dotted line) o 2 2
(1)KENNETH P DEFURI O 40. 00
PRESI DENT & CEO 22.00] X X 740, 645. 0. 275, 200.
(2)ELLT OTT SM TH 40. 00
CH EF MEDI CAL OFFI CER 20. 00 X 541, 9109. 0. 35, 322.
(3)NORVAN K. BEALS 40. 00
CH EF WELLNESS OFFI CER 20. 00 X 423, 560. 0. 62, 225.
(9)DAVI D ROTTI NGHAUS 40. 00
CHI EF MEDI CAL OFFI CER 20. 00 X 383, 906. 0. 57, 904.
(5)KAREN ALLEN 55. 00
VP PATI ENT SVC, CNO 0. X 321, 287. 0. 78, 442.
(6) THOVAS GENEVRO 4500
CH EF OPERATI NG OFFI CER 10. 00 X 308, 454. 0. 76, 853.
(7)STEVEN DAVI S 20. 00
PRESI DENT CLARI ON HEALTH 40. 00 X 318, 355. 0. 40, 073.
(8)PAULA L HOCPER 7/ 20- 8/ 20 40. 00
CH EF LEGAL OFFI CER 20. 00 X 309, 425. 0. 33, 349.
(9)ROGER LUTZ 40. 00
CH EF | NFORVATI ON OFFI CER 0. X 256, 118. 0. 68, 536.
(10)ERI C HUSS 40. 00
CH EF FI NANCI AL OFFI CER 15. 00 X 291, 645. 0. 26, 083.
(11) GREGORY P_HAUDACH 40. 00
PHARMACI ST 0. X 223, 234. 0. 35, 704.
(12) RANDY TEVKSBURY 40. 00
EXEC DI RECTOR OF REVENUE CYCLE 15. 00 X 232, 370. 0. 14, 267.
(13)DENNI S DEMBY ND 80
TRUSTEE 40.20| X 0. 187, 871. 12, 970.
(14) MARK KOVACH 40. 00
PHARMACI ST 0. X 157, 330. 0. 30, 104.

Form 990 (2020)
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Form 990 (2020) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation | compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 3| organization | (W-2/1099-MISC) from the
organizations 5 g__ E 8 g 55 g (W-2/1099-MISC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % § organizations
3 é g
15) MATTHEW SCHNUR 40. 00
~ PHARMACIST [« 0. | X 160, 280. 0. 26, 953.
16) THOVAS RARAI GH 40. 00
~ DIRECTOR CARDIOLOGY & IMMGNG | ¢ 0. | X 171, 601. 0. 14, 062.
17) H LLARY HARLAN 40. 00
O CHEFcow ] 15000 X 74, 584. 0. 4, 406.
18) MARGARET | RVI NE VEI R 2.00
~ TRUSTEE [ 1.00| X 0. 0. 0.
19) PATRI CK HAMPSON 2.00
~ TRUSTEE [ 1.00| X 0. 0. 0.
20) DELI A BOWMERS BI ANCHI N, ESQ 1.00
~  TRUSTEE BEGN 1/21 | 2.00| X 0. 0. 0.
21) LARRY RI CHERT 1.00
~  TRUSTEE BEGN 1/21 | 2.00] X 0. 0. 0.
22) TI MOTHY MORGUS 4.00
 CHAIRBEG@N 1/21 | 4.00] X X 0. 0. 0.
23) RAJIV SAWHNEY, DPT 2.00
- CORPORATE SECRETARY/ TREASURER | 2.00| X X 0. 0. 0.
24) JOSEPH GRUNENWALD, PHD 1.00
~ TRUSTEE | 2.00] X 0. 0. 0.
25) HOLLY HAMPE, D. SC. 1.00
~ TRUSTEE | 2.00] X 0. 0. 0.
1b Sub-total »| 4,914,713. 187, 871. 892, 453.
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2 0. 0. 0.
d Total (add liNeS 1b and 1C) « « v v v v v vt v e e e e e e »| 4,914, 713. 187, 871. 892, 453.
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 » 98
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 suchindividual . . . . .. ... ... .. ..., 3 X
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
INAIVIAUAT .+ . o e e e e e e e e e e e e e e e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 5 X
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
ATTACHVENT 3

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization p

20
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BUTLER HEALTHCARE PROVI DERS 25-0965274

Form 990 (2020) Page 8
WYl  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

GV (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation | compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for of‘ficer :ind a director/trustee) the organizations compensation
eated |23 Z13|8 |58 || organization | (W-2/1099-MISC) from the
organizations 5 g_ E a g E 2 g (W-2/1099-M|SC) organization
below dotted | © £ | & ERR and related
. o |35 s|®8 L
line) S| 2 g e organizations
c .y @
g | g | B
3|2 2
3 2
2
26) FRED PORT 1.00
TRUSTEE 2.00| X 0 0 0
27) CRAlI G THOVASMEYER 1.00
TRUSTEE 2.00| X 0 0 0
28) PATTI - ANN KANTERVAN 4.00
CHAI R END 12/ 20 4.00 X X 0. 0. 0.
29) MOHAEL FICRINA DO | 2.00]
TRUSTEE END 12/ 20 1.00| X 0 0 0
30) TRACY VITALE, ED. D 2.00
TRUSTEE END 12/ 20 1.00| X 0 0 0
1b Sub-total | e > 0 0 0
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & @ @ @ i i i i i i e e e e e e e e e »
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 » 98
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 suchindividual . . . . . . . . . . v v v v i v i v e e 3 X
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
INAIVIAUAT .+ . o e e e e e e e e e e e e e e e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 5 X

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

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization p
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Form 990 (2020) BUTLER HEALTHCARE PROVI DERS 25- 0965274 Page 9
Statement of Revenue
Check if Schedule O contains aresponse or note to any lineinthisPart VIl , . . . . .. .. .. ... ..o u.ue.. |:|
(GY (B) © (D)
Total revenue Related or exempt Unrelated Revenue excluded
function revenue business revenue from tax under
sections 512-514
L8| 1a Federated campaigns « « « « « « « la
:DE § b Membershipdues. . . . . . .. .. 1b
U’,E ¢ Fundraisingevents . . . . . . . .. ic
% 5 d Related organizations . . . . . . .. 1d 124, 401.
u;"é e Government grants (contributions) . . | le 1,799, 053.
g'(T) f All other contributions, gifts, grants,
EE and similar amounts not included above . | 1f 0.
;5 g Noncash contributions included in
gg linesla-1f. v & v v 4 v 4 v v . e . 19 [$
O®| h Total.Addlines1a-1f . v v v v v v v v v v v uu e .. > 1,923, 454.
Business Code
8 2a NET PATIENT SERVI CE REVENUE 621500 280, 110, 321. 280, 110, 321.
é () p OTHER OPERATI NG REVENUE 621500 14, 759, 885. 14, 759, 885.
e
g9 ¢
S| d
o
o e
e f  All other program service revenue . . . . .
g Total. Addlines2a-2f . « v v v v v u it u e > 294, 870, 206.
3 Investment income (including dividends, interest, and
other similar amounts). « « « v ¢ 4 & v 4 v v e w e e .. > 11, 766, 129. 11,766, 129.
4 Income from investment of tax-exempt bond proceeds . > 0.
5 Royalties v « v & v v v i v e e e e e e e e e e e s | 0.
(i) Real (ii) Personal
6a Grossrents . . . . . 6a 59, 665.
Less: rental expenses| 6b 0.
Rental income or (loss)|_6¢ 59, 665.
d Netrentalincomeor (I0SS) « + = & v« v v & v v v 0 v w v | 59, 665. 59, 665.
7a Gross amount from (i) Securities (ii) Other
sales of assets
other than inventory| 7a 22, 715.
g b Less: cost or other basis
§ and sales expenses . . | 7b
& ¢ Gainor(loss) . . .. | 7cC 22,715
5 d Netgainor(IoSs) « « « « ¢ v v & v+ & s 0 o v 0w a0 » 22, 715. 22, 715.
= | 8a Gross income from fundraising
© events (not including $
of contributions reported on line
1c). See Part1V, line18 . . . . . . . . 8a 0.
b Less:directexpenses . . . . . . . .. 8b
¢ Net income or (loss) from fundraising events. . . . . . . > 0.
9a Gross income from gaming
activities. See Part IV, line19 . . . .. 9a
Less: directexpenses . . « « v v 0 4. 9b
Net income or (loss) from gaming activities. . . . . . . » 0.
10a Gross sales of inventory, less
returns and allowances , . ... ... 10a
b Less:costofgoodssold. . . . . ... 10b 0.
¢ Net income or (loss) from sales of inventory, , . ., .. .. » 0.
» Business Code
§ g 11a NON PATIENT LAB 541380 1, 556, 794. 1, 556, 794.
c_CU % p PHARMACY 446110 2,102, 928. 2,102, 928.
E 5 ¢ CAFETERIA 900099 997, 620. 997, 620.
-%n: d Allotherrevenue . . « v v v v v v v v o . 539, 338. 539, 338.
e Total. Addlines 11a-11d + « « « + + s & 4 4 v 0040w > 5, 196, 680.
12 Total revenue. See instructions + . « v v v v v v 4 0w . » 313, 838, 849. 294, 952, 586. 4,199, 060. 12, 763, 749.
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Form 990 (2020) BUTLER HEALTHCARE PROVI DERS 25-0965274  page 10
Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).
Check if Schedule O contains a response or noteto any lineinthisPart IX . . . . . . . . i v i v it i i v e e e e e e
Do not include amounts reported on lines 6b, 7b, Total éﬁgenses Progra(ra)service Manag((e(r:TZent and Funcglrja)ising
8b, 9b, and 10b of Part VIIL expenses general expenses expenses
1 Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line21 . . . . 291 5501 000. 291 5501 000.
2 Grants and other assistance to domestic
individuals. See Part IV, line22 ., . . ... ... 0.
3 Grants and other assistance to foreign
organizations, foreign  governments, and
foreign individuals. See Part IV, lines 15 and 16 0.
4 Benefits paid to or formembers, , ., . ... .. 0.
5 Compensation of current officers, directors,
trustees, and key employees , . . . ... ... 4,478, 843. 4,478, 843.
6 Compensation not included above to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)B) , . . . . . 0.
7 Other salariesandwages | |, ., . . .. .. ... 97, 031, 064. 90, 098, 382. 6, 932, 682.
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 4,846, 686. 4, 301, 832. 544, 854.
9 Other employeebenefits . . . . . v . v v v v . 19, 999, 460. 17,751, 164. 2, 248, 296.
10 Payrolltaxes « + v v v v v s v v v s n e e e 7,196, 904. 6,387, 844. 809, 060.
11 Fees for services (nonemployees):
a Management ., . . .. .. .. ........ 0.
blegal . ... ... ..., 838, 741. 838, 741.
CAccounting . . . . .. v i vie . 118, 735. 118, 735.
dLobbYING . .\ vt i 0.
e Professional fundraising services. See Part IV, line 17, 0.
f Investment managementfees , ., ... ... 0.
g Other. (if line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O.)a W & & & 38’ 890’ 520. 34’ 518’ 531. 4’ 371’ 989.
12 Advertising and promotion _, , . . . ... ... 1,872, 750. 1, 662, 219. 210, 531.
13 Officeexpenses . . . . v« v v v v s v v v = 4,776, 253. 4,239, 317. 536, 936.
14 Information technology. . . . . . . . . .. .. 3, 281, 666. 2,912, 748. 368, 918.
15 Royalties, . . . . . v o i i v e e 0.
16 OCCUPANCY . o v v v eoeee e e e 8, 023, 981. 7,121, 942. 902, 039.
17 Travel | L . . . e e e e 198, 185. 175, 905. 22, 280.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings , . . . 0.
20 Interest . . . . . ... ... 3, 959, 081. 3, 959, 081.
21 Paymentsto affiliates. . . . . .. .. .. ... 0.
22 Depreciation, depletion, and amortization , , , ., 16, 825, 625. 14,934, 124. 1, 891, 501.
23 Inswrance . . . . . .. 2,609, 029. 2, 315, 728. 293, 301.
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses on line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
2MMEDI CAL AND OTHER SUPPLI ES 57, 111, 831. 50, 691, 442. 6, 420, 389.
p, BAD DEBT EXPENSE 6, 272, 461. 6, 272, 461.
<DUES AND SUBSCRI PTI ONS 516, 902. 458, 793. 58, 109.
4BANK AND CREDI T CARD FEES 398, 781. 353, 951. 44, 830.
e All other expenses 142, 646. 142, 646.
25 Total functional expenses. Add lines 1 through 24e 308: 940, 144. 277! 705: 464. 31, 234: 680.
26 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 p if
following SOP 98-2 (ASC 958-720) . . . . ... 0.
1sA Form 990 (2020)
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Form 990 (2020) Page 11
Balance Sheet
Check if Schedule O contains a response or note to any lineinthisPartX ... ... .............. |:|
(A (B)
Beginning of year End of year
1 Cash-non-interest-bearing . . . .. ... ... .. 3,624.1 3 3, 399.
2 Savings and temporary cashinvestments. . . . . . . .. ... 00 42,043, 667.| 2 25,978, 617.
3 Pledges and grantsreceivable,net . . . . ... ... . . 00 o0 o 0.] 3 0.
4 Accounts receivable, net. . . . . . ... Lo e e e e 23,780, 656. | 4 31, 248, 592.
5 Loans and other receivables from 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.] 5 0.
6 Loans and other receivables from other disqualified persons (as defined
under section 4958(f)(1)), and persons described in section 4958(c)(3)(B). . 0.] 6 0.
,g 7 Notesand loansreceivable,net. . . . . . ... .. o e 0.] 7 0.
®| 8 Inventoriesforsaleoruse. . .. ... ... .. ... i, 4,313,057.| 3 5, 170, 508.
<| 9 Prepaid expenses and deferred charges - - « « « v« v v vt v e 3,177,354.| ¢ 23, 300, 850.
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of Schedule D . . . . .. 10a| 389, 156, 776.
b Less: accumulated depreciation. . . . . . . . . . 10b | 246, 274, 438. 139, 804, 462. |10c | 142, 882, 338.
11 Investments - publicly traded securities. . . . . . ... ... ATCH 5 .. 163, 255, 240. | 11 184, 257, 213.
12 Investments - other securities. See Part IV, line11. . ... ... ... .. .. 0.] 12 0.
13 Investments - program-related. See Part IV, line 11, . . . ... ... ..... 13,569, 884. | 13 20, 124, 765.
14 Intangible @assets. . . . . . v . i i i e e e e e e e e e e e e e e e e 0.]14 0.
15 Otherassets.SeePartIV,line1l . . . . . . . . i i i it vt vt v v v v e 11, 603, 364. | 15 35, 994, 407.
16 Total assets. Add lines 1 through 15 (must equalline33) . .. .. ... .. 401, 551, 308. | 15 468, 960, 689.
17  Accounts payable and accrued eXpenses. . . . . v v v v b e e e e e e e e 35, 449, 263. | 17 39, 880, 412.
18 Grantspayable. . . . . . o i i i it e e e e e e e e e e e e e e 0.]18 0.
19 Deferredrevenue. . . . . . . v v v v i vt e e e e e e e e e e e e e 0.]19 0.
20 Tax-exemptbondliabilities., . . . . . . . . . i i i e e e e 115, 730, 000. | 20 111, 815, 000.
21 Escrow or custodial account liability. Complete Part IV of Schedule D. . . . . 0. 21 0.
@|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 thesepersons . . . . . .. ... 0.| 22 0.
—123  secured mortgages and notes payable to unrelated third parties . . . . . . . 21, 231, 427. | 23 20, 573, 275.
24 Unsecured notes and loans payable to unrelated third parties. . . . ... .. 0.] 24 0.
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of ScheduleD . . . . . ¢ o i it i it e e e e e e e e 22,954,113. | 25 42, 996, 035.
26 Total liabilities. Add lines 17 through 25. . . . . v v v vt v v v e i un e .. 195, 364, 803. | 26 215, 264, 722.
%) Organizations that follow FASB ASC 958, check here P |_X,
§ and complete lines 27, 28, 32, and 33.
S127  Net assets without dONOT reSrCtONS . + .+« v v v v v v v e e e e e s 205, 474, 981. | 27 251, 204, 764.
@128 Net assets with donor restrictions. . . . . . . ... 711,524.] 28 2,491, 203.
5 Organizations that do not follow FASB ASC 958, check here » |:|
'-'; and complete lines 29 through 33.
3 29 Capital stock or trust principal, or currentfunds . . . . .. ... ....... 29
E—) 30 Paid-in or capital surplus, or land, building, or equipmentfund. . . . .. ... 30
2 31 Retained earnings, endowment, accumulated income, or other funds. . . . . 31
|32 Totalnetassetsorfundbalances . . . . v v v v v v v it e e . 206, 186, 505. | 32 253, 695, 967.
<133 Total liabilities and net assets/fund balances. . . . . . ... ......... 401, 551, 308. | 33 468, 960, 689.
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

Form 990 (2020) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or noteto anylineinthis Part XI . . . . . . . 0 v i i i i v i v i vt o u e v
1 Total revenue (must equal Part VIII, column (A),line12) . . . . . . v o v i v i v i i i i s 1 313, 838, 849.
2 Total expenses (must equal Part IX, column (A),line25) . . . . . . v v v i i i i i h e 2 308, 940, 144.
3 Revenue less expenses. Subtractline2fromlinel. . . . . . . . o v o i i n s n e e e e 3 4, 898, 705.
4 Net assets or fund balances at beginning of year (must equal Part X, line 32, column (A)) . . . . . 4 206, 186, 505.
5 Net unrealized gains (losses) oninvestments . . . . . v & v v v v i v h s e e e e e e s 5 14, 647, 660.
6 Donated services and use of facilities . . . . . . . . 0 L o e e e e e e e e s 6 0.
7 INVEStMENE EXPENSES &+« v v & v v v vt s w h e s e e e e e e e e e e e e e e e 7 0.
8 Prior period adjustments . . . . . . . i h L h e e e e e e e e e e e e e e e s 8 6, 140, 689.
9 Other changes in net assets or fund balances (explain on Schedule O). . . . . . . ... ... ... 9 21,822, 408.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
e T (=) N 10 253, 695, 967.
Financial Statements and Reporting
Check if Schedule O contains a response or note to any lineinthisPartXIl. . . . . ... ... ... .. ..., |:|
Yes | No
1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
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 X
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:
|:| Separate basis |:| Consolidated basis |:| Both consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant? . . . . . . .. ... ... 2b | X
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 | X
If the organization changed either its oversight process or selection process during the tax year, explain on
Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-1332 « « v v v v vt e o e e et e e e e e e e e e e 3a | X
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 on Schedule O and describe any steps taken to undergo such audits . . . 3b | X
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SCHEDULE A Public Charity Status and Public Support | oM No. 1545-0047

(Form 990 or 990-EZ) Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2@2 0

Department of the Treasury

» Attach to Form 990 or Form 990-EZ.

Open to Public

Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
BUTLER HEALTHCARE PROVI DERS 25-0965274

Reason for Public Charity Status. (All organizations must complete this part.) See instructions.

The organization is not a private foundation because it is: (For lines 1 through 12, check only one box.)

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

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

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

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

5 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 Il.)

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

7 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 Il.)

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

9 An agricultural research organization described in section 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:

10 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 lIl.)

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

12 An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes
of one or more 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.

a 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.

b Type Il. 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.

c Type lll 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.

d Type lll 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.

e Check this box if the organization received a written determination from the IRS that it is a Type |, Type Il, Type llI
functionally integrated, or Type lll non-functionally integrated supporting organization.

f Enter the number of supported organizations . . . . . . . . . @ . i i i i i e e e e e e e e e e e e e e e e e e |:|

g Provide the following information about the supported organization(s).

(i) Name of supported organization (i) EIN (iii) Type of organization | (iv) Is the organization | (v) Amount of monetary (vi) Amount of
(described on lines 1-10 |listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)

Yes No

(A)

(B

©

(D)

B)

Total

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990 or 990-EZ) 2020
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule A (Form 990 or 990-EZ) 2020 Page 2
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 | or if the organization failed to qualify under
Part 1. If the organization fails to qualify under the tests listed below, please complete Part Ill.)
Section A. Public Support
Calendar year (or fiscal year beginning in) » (a) 2016 (b) 2017 (c) 2018 (d) 2019 (e) 2020 (f) Total

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

2  Taxrevenues levied for the
organization's benefit and either paid to
or expended onitsbehalf . . . . .. ..

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

Total. Add lines 1 through3. . . . . . .

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
Calendar year (or fiscal year beginning in) » (a) 2016 (b) 2017 (c) 2018 (d) 2019 (e) 2020 (f) Total
7 Amounts fromline4. . . . . . .. ...

8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from
similarsources . . . . v 4 h 0 e w e e

9 Net income from unrelated business
activities, whether or not the business
isregularly carriedon . . . . . . . ...

10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartVL) « . v v v v v v v v

11  Total support. Add lines 7 through 10 . .
12  Gross receipts from related activities, etc. (SE€ INSIIUCIONS) + = & & v & & 4 v 4 & v v v & v v e n e e s 12

13 First 5 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 thishoxandstop here. . . . . . . . o o i i i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e

Section C. Computation of Public Support Percentage

14  Public support percentage for 2020 (line 6, column (f), divided by line 11, column(f)) . . . .. . .. 14 %
15 Public support percentage from 2019 Schedule A, Partll,line14 . . . . . .. ... ... .. ... 15 %
16a 331/3% support test - 2020. If the organization did not check the box on line 13, and line 14 is 331/3 % or more, check this
box and stop here. The organization qualifies as a publicly supported organization. . . . . . . . . .« v v v v v v v o v v . > |:|
b 331/3% support test - 2019. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more, check
this box and stop here. The organization qualifies as a publicly supported organization . . . . .. ... ... .. ... .. > |:|

17a 10%-facts-and-circumstances test - 2020. 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
OFANIZATION. v v v v v e v e v e e e e e e e e e e e e e e e e e e e e e e e > [ ]

b 10%-facts-and-circumstances test - 2019. 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

010 =172 1 S » [ ]
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INSTIUCTIONS & v v v v v e v e e v e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e > |:|

Schedule A (Form 990 or 990-EZ) 2020
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BUTLER HEALTHCARE PROVI DERS 25-0965274
Schedule A (Form 990 or 990-EZ) 2020 Page 3

Wl Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part Il.)

Section A. Public Support
Calendar year (or fiscal year beginning in) P (a) 2016 (b) 2017 (c) 2018 (d) 2019 (e) 2020 (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 onitsbehalf . . . . . . ..

5 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . .
6 Total. Add lines 1 through5. . .. ...
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
¢ Addlines7aand7b. . . « « . v .. .
8 Public support. (Subtract line 7c from
iN€6.) v v v v vt vt w e e e e e
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2016 (b) 2017 (c) 2018 (d) 2019 (e) 2020 (f) Total
9 Amounts fromline6. . . ... ... ..
10a Gross income from interest, dividends,
payments received on securities loans,

rents, royalties, and income from similar
SOUFCES « + « = = « = = s & = = = s = » &«

b Unrelated business taxable income (less

section 511 taxes) from businesses
acquired after June 30,1975 . . . . . .
¢ Addlines10aand10b . . . . . . . ..
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
(ExplaininPartVL) , . .. .. .....

13 Total support. (Add lines 9, 10c, 11,

and12) . . . v h s e e e e e s
14 First 5 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 thisboxandstop here. . . . . . o v v v i i i v i i it i e i e e e w e e e e e e e e e e e e e e a e e »
Section C. Computation of Public Support Percentage
15 Public support percentage for 2020 (line 8, column (f), divided by line 13, column(f)) . . . .. .. ... ... 15 %
16  Public support percentage from 2019 Schedule A, Partlll, line15. . . . . & v v v i i v v v a v v v e w w e s 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2020 (line 10c, column (f), divided by line 13, column (f)), . . . . .. ... 17 %
18 Investment income percentage from 2019 Schedule A, Partlll, line 17 | , . . . . . . . & v o v o v v v o . 18 %

19a 331/3% support tests - 2020. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line

17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization . P

b 331/3% support tests - 2019. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P ’:’

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions | 2
JSA Schedule A (Form 990 or 990-EZ) 2020
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule A (Form 990 or 990-EZ) 2020 Page 4
Supporting Organizations
(Complete only if you checked a box in line 12 on Part I. If you checked box 12a, Part |, complete Sections A
and B. If you checked box 12b, Part |, complete Sections A and C. If you checked box 12c, Part |, complete
Sections A, D, and E. If you checked box 12d, Part |, 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
lines 3b and 3c 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

¢ 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 box 12a or 12b in Part |, answer lines 4b and 4c 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 or supervised by or in connection with its supported organizations. 4b

¢ 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 lines 5b and 5c 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 amendment to the organizing document). 5a

b Type | or Type Il only. Was any added or substituted supported organization part of a class already
designated in the organization's organizing document? 5b

¢ Substitutions only. Was the substitution the result of an event beyond the organization's control? 5¢C

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
(as 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 | 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 | 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

¢ 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 |l supporting organizations, and all Type Il 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

JSA
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule A (Form 990 or 990-EZ) 2020 Page 5
Supporting Organizations (continued)

Yes| No

11  Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in lines 11b and
11c below, the governing body of a supported organization? lla
A family member of a person described in line 11a above? 11b
A 35% controlled entity of a person described in line 11a or 11b above? If "Yes" to line 11a, 11b, or 11c, provide
detail in Part VI. llc
Section B. Type | Supporting Organizations

Yes| No

1 Did the governing body, members of the governing body, officers acting in their official capacity, or membership of one or
more supported organizations have the power to regularly appoint or elect at least a majority of the organization's officers,
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 officers, directors, or trustees were allocated among the
supported organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1

2 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. 2

Section C. Type Il Supporting Organizations

Yes| No

1  Were a majority of the organization's directors or trustees during the tax year also a majority of the directors
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 organization(s). 1

Section D. All Type lll Supporting Organizations

Yes| No

1 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 natification, and (iii) copies of
the organization's governing documents in effect on the date of notification, to the extent not previously
provided? 1

2 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). 2

3 By reason of the relationship described in line 2, above, 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 regard. 3

Section E. Type lll Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions).

a 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 The organization supported a governmental entity. Describe in Part VI how you supported a governmental entity (see instructions).

Yes| No

2 Activities Test. Answer lines 2a and 2b below.

a 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. 2a

b Did the activities described in line 2a, above, 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. 2b

3 Parent of Supported Organizations. Answer lines 3a and 3b below.
a 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? If "Yes" or "No," provide details in Part VI. 3a

b 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. 3b
Schedule A (Form 990 or 990-EZ) 2020

JSA 0E1230 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



BUTLER HEALTHCARE PROVI DERS 25-0965274

Schedule A (Form 990 or 990-EZ) 2020 Page 6
% Type Il 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 Ill non-functionally integrated supporting organizations must complete Sections A through E.
Section A - Adjusted Net Income (A) Prior Year ®) Curr_ent 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
gross income or for management, conservation, or maintenance of property
held for production of income (see instructions)
7 Other expenses (see instructions)
8 Adjusted Net Income (subtract lines 5, 6, and 7 from line 4) 8
Section B - Minimum Asset Amount (A) Prior Year ® Curr_ent 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):
a Average monthly value of securities la
b Average monthly cash balances 1b
¢ 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): le
2 Acquisition indebtedness applicable to non-exempt-use assets 2
3 Subtract line 2 from line 1d. 3
4 Cash deemed held for exempt use. Enter 0.015 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 0.035. 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 0.85 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 temporary reduction (see instructions). 6
7 |_, Check here if the current year is the organization's first as a non-functionally integrated Type Ill supporting organization

(see instructions).

Schedule A (Form 990 or 990-EZ) 2020
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

Schedule A (Form 990 or 990-EZ) 2020 Page 7
Type lll Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D - Distributions Current Year
1 Amounts paid to supported organizations to accomplish exempt purposes 1
2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity 2
3 Administrative expenses paid to accomplish exempt purposes of supported organizations 3
4 Amounts paid to acquire exempt-use assets 4
5 Qualified set-aside amounts (prior IRS approval required - provide details in Part VI) 5
6 Other distributions (describe in Part VI). See instructions. 6
7 Total annual distributions. Add lines 1 through 6. 7
8 Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions. 8
9 Distributable amount for 2020 from Section C, line 6 9
10 Line 8 amount divided by line 9 amount 10
Section E - Distribution Allocations (see instructions) A Underdig':)ributions Distri(glatable
Excess Distributions Pre-2020 Amount for 2020

1 Distributable amount for 2020 from Section C, line 6
Underdistributions, if any, for years prior to 2020
(reasonable cause required - explain in Part VI). See
instructions.

3 Excess distributions carryover, if any, to 2020

From?2015 .......

From?2016 .......

From 2017 .......

From?2018 .......

From2019 .......

Total of lines 3a through 3e

Applied to underdistributions of prior years

Applied to 2020 distributable amount

Carryover from 2015 not applied (see instructions)

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

4 Distributions for 2020 from
Section D, line 7: $

a Applied to underdistributions of prior years
b Applied to 2020 distributable amount
Remainder. Subtract lines 4a and 4b from line 4.

5 Remaining underdistributions for years prior to 2020, if
any. Subtract lines 3g and 4a from line 2. For result
greater than zero, explain in Part VI. See instructions.

6 Remaining underdistributions for 2020. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

7 Excess distributions carryover to 2021. Add lines 3j
and 4c.

8 Breakdown of line 7:

Excess from 2016, . . .

Excess from 2017, . . .

Excess from 2018, . . .

Excess from 2019, . . .

Excess from 2020, . . .

— || |™ o (a0 ||

o (ao|o|T|o

Schedule A (Form 990 or 990-EZ) 2020
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BUTLER HEALTHCARE PROVI DERS 25-0965274
Schedule A (Form 990 or 990-EZ) 2020 Page 8
Supplemental Information. Provide the explanations required by Part Il, line 10; Part ll, line 17a or 17b; Part
lll, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9¢c, 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.)

ISA Schedule A (Form 990 or 990-EZ) 2020
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Schedule B Schedule of Contributors OMS No. 1545-0047
(Form 990, 990-EZ,

or 990-PF) P Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@20
Department of the Treasury . . .

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

Name of the organization Employer identification number

BUTLER HEALTHCARE PROVI DERS
25- 0965274

Organization type (check one):
Filers of: Section:
Form 990 or 990-EZ 501(c)(3 ) (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

Ododnx

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 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 1/3% 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 II, 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 | (entering
"N/A" in column (b) instead of the contributor name and address), Il, and Ill.

|:| 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 during the YEar , . . . . . v vt v vt it e e e e e >3

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 990-PF, 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 for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 990-EZ, or 990-PF) (2020)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 2

Name of organizaton =~ BUILER HEAL THLARE FROVI DERS Employer identification number
25- 0965274
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 N A Person
Payroll
54, 366. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 N A Person
Payroll
121, 193. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 N A Person
Payroll
200, 136. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 N A Person
Payroll
669, 996. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
> N A Person
Payroll
753, 362. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
6 N A Person
Payroll
124, 401. Noncash
(Complete Part Il for
noncash contributions.)
ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2020)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 3

Name of organization

BUTLER HEALTHCARE PROVI DERS

Employer identification number

25- 0965274
Wl Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.

(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(gc):eived
Part | P property g (See instructions.)

$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(gc):eived
Part | P property g (See instructions.)

$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(gc):eived
Part | P property g (See instructions.)

$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(gc):eived
Part | P property g (See instructions.)

$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(gc):eived
Part | P property g (See instructions.)

$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(gc):eived
Part | P property g (See instructions.)

$

ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2020)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 4

Name of organization BUTLER HEALTHCARE PROVI DERS

Employer identification number

25- 0965274

2EIgQll} 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 lll, 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 Il 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
(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
(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
(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
ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2020)
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SCHEDULE C Political Campaign and Lobbying Activities | oM No. 1545-0047

(Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2@20

Department of the Treasury
Internal Revenue Service

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 11-B.

P Complete if the organization is described below. » Attach to Form 990 or Form 990-EZ. Open to Public
P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

® 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 35c (Proxy

Tax) (See separate instructions), then
® Section 501(c)(4), (5), or (6) organizations: Complete Part Ill.

Name of organization Employer identification number

BUTLER HEALTHCARE PROVI DERS 25-0965274

EYgAMM 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 (Seeinstructions) . . . . . . . . . .. .. ... ... > $

3 Volunteer hours for political campaign activities (See instructions). . . . . . . . v v v v v v o o . .

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, . . . . . > 3$
2 Enter the amount of any excise tax incurred by organization managers under section 4955 , , » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for thisyear? , . . . ... ... ...... Yes No
4a Was acormectionmade? . . . . . . . ... i e e e e e e e e e e Yes No
b If "Yes," describe in Part IV.
Part I-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function
ACUVILIES . L L L L L L e e e e e e e e e e e >3
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function activities . . . . . . ... ... L. e >3
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
e 17D L e e e e e e e e e e > $
4 Did the filing organization file Form 1120-POL forthisyear? . . . . . . . . . . . @ v i v i i e e e e e e e e u |_, 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 political

filing organization's contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization. If
none, enter -0-.

1)

2

(3)

(4)

(5)

(6)

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2020
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Schedule C (Form 990 or 990-EZ) 2020 BUTLER HEALTHCARE PROVI DERS 25- 0965274 Page 2

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

A Check >|_| if the 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 >|:| if the filing organization checked box A and "limited control" provisions apply.

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

la Total lobbying expenditures to influence public opinion (grassroots lobbying) . . . . .
Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .
Total lobbying expenditures (add lineslaand1b). . . ... ... ... ........
Other exempt purpose expenditures . . . . . . v v v v i v v v v b e e e e e
Total exempt purpose expenditures (add lines1cand1d). . . .. ... ... .. ...
Lobbying nontaxable amount. Enter the amount from the following table in both
columns.
If the amount on line 1e, column (a) or (b) is:| The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 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 line 1f) . . . ... ... ... ... ...
h Subtract line 1g from line 1a. If zeroorless,enter-0- . . . . . .. ... ... .....
i Subtract line 1f from line 1c. If zeroor less, enter-0-, . . . . . . . . . o v v v o v v ..
j If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720
reporting section 4911 taxforthisyear? . . . . v o v v i v i i i i i e e e e e e |:| Yes |:| No
4-Year Averaging Period Under Section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)

- O QO O T

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) Total
beginning in)

2a Lobbying nontaxable amount

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

Cc 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) 2020
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BUTLER HEALTHCARE PROVI DERS 25-0965274
Schedule C (Form 990 or 990-EZ) 2020 Page 3

EWHIE=0 Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

@ (b)

For each "Yes," response on lines la through 1i below, provide in Part IV a detailed
description of the lobbying 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:

a VOIUNEEIS? |, | L L e e e e e e X

b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)? X

c MediaadvertisementS? . . . . o v v i it e e e e e e e e e e e e e e e X

d Mailings to members, legislators, or the public?. . . . . . . . . . . . i i it it it e X

e Publications, or published or broadcast statements? . . . . . . . . . . i i it i e X

f Grants to other organizations for lobbying purposes? . . . . « . v o v i v i i i h s e s e e s X

g Direct contact with legislators, their staffs, government officials, or a legislative body? . . . . . . X

h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?. . . . X

i OtheractivitiesS? . . . . . . i i et ot e e e e e e e e e e e e e e e e e e X 40, 935.

j Total. Addlinesd1cthrough 1i . . . v v v v v v o i s e e s e s e e e s 40, 935.
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? . . . X

b If "Yes," enter the amount of any tax incurred under section4912. . . . . . . . . . v o v o v ..

¢ 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?. . . . .
RPN 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? ., , . . . ... ... ... ... .. 1
2 Did the organization make only in-house lobbying expenditures of $2,000 orless?. . . . ... .. ... .. . ... 2
3  Did the organization agree to carry over lobbying and political campaign activity expenditures from the prior year? | 3

EWRIERE 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 lll-A, lines 1 and 2, are answered "No" OR (b) Part Ill-A, line 3, is
answered "Yes."

Dues, assessments and similar amounts from Members . . . . . . . o v v v v e e e e e e e e e e e e e 1

Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of
political expenses for which the section 527(f) tax was paid).

B CUMTENEYAN e « v v v v e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 2a
Carryover from lastyear. . . . . o v v i h i e e e e e e e e e e e e e e e e e e e e e e e e 2b

oS 1o - 2¢c
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 NEXEYEar? « « « v v v v vt v i e e e e e e e e e e e e e e e
5 Taxable amount of lobbying and political expenditures (See instructions) . . . « v v v v v v v v @ v w0 e 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 II-B, line 1. Also, complete this part for any additional information.

PART I1-B, LINE 1, LOBBYI NG ACTI VI Tl ES:

A PORTI ON OF THE ANNUAL DUES PAI D TO THE HOSPI TAL ASSOCI ATI ON OF

PENNSYLVANI A AND THE AMERI CAN HOSPI TAL ASSOCI ATI ON ARE USED FOR LOBBYI NG

ISA Schedule C (Form 990 or 990-EZ) 2020
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

Schedule C (Form 990 or 990-EZ) 2020 Page 4
Part IV Supplemental Information (continued)

ISA Schedule C (Form 990 or 990-EZ) 2020
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SCHEDULE D . . OMB No. 1545-0047
(Form 990) Supplemental Financial Statements |
P Complete if the organization answered "Yes" on Form 990, 2@20

Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.
Department of the Treasury . » Attach to Form 990. Open to Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
BUTLER HEALTHCARE PROVI DERS 25- 0965274

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete if the organization answered "Yes" on Form 990, Part IV, line 6.
(a) Donor advised funds (b) Funds and other accounts

Total number atendofyear . . .........
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year) . .
Aggregate value atendofyear. . . ... ....
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
6 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 e e e e e e e e e e e e e e e e e e e e |:| Yes |:| No
Part Il Conservation Easements.
Complete if the organization answered "Yes" on Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (for example, recreation or education) Preservation of a 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

a b~ WN B

easement on the last day of the tax year. Held at the End of the Tax Year
a Total number of conservationeasements . . . . . . . . . . i i it i it a e .. 2a
b Total acreage restricted by conservationeasements . . . . ... ... ... ... .. 2b
¢ Number of conservation easements on a certified historic structure includedin(a). . . . . 2c
d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
historic structure listed in the National Register. . . . . . . . . . ¢ v v v v v vt v v v e 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year p
4 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 easementsit holds? . . . . . . . ¢ i v v v i v v v v v v v |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>3

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)

and section LTOMAB)M? . . .+ . . . oo e e e e e e e e e e [ ves [Tno
9 In Part XIIl, 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.
m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" on Form 990, Part IV, line 8.

la If the organization elected, as permitted under FASB 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 XllI the text of the footnote to its financial statements that describes these items.

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

(i) Revenue included on Form 990, Part VIl line 1. . .« v v o v v v v i e i e e e e e e e e e e >3
(ii) Assetsincluded in FOrm 990, Part X. . v & v v v o i v v v e e e e e e e e e e e e e e e e e >3

2 If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under FASB ASC 958 relating to these items:

a Revenueincluded on Form 990, Part VIl line 1, . . . . . . v i v i v i e e e e e e e e e e e e > 3
b Assets included in FOrm 990, Part X. « ¢ v v v v o v v vt v w b e e e e e e e e e e e e ke e e e e e e e e » ¢
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2020
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BUTLER HEALTHCARE PROVI DERS 25-0965274
Schedule D (Form 990) 2020 Page 2
Organizations 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 make significant use of its
collection items (check all that apply):

a Public exhibition d B Loan or exchange program
b Scholarly research e Other
c 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
Xiil.
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? . . . . . . EI Yes |:| No

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.
la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X?, . . . . . . . o i e e e e e [ Jves []No
b If "Yes," explain the arrangement in Part XIll and complete the following table:

Amount
c Beginningbalance . . . . . . . ... i e e e e e e e 1c
d Additionsduringtheyear. . . . . . . . . o i i it i i e e e e e e e 1d
e Distributionsduringtheyear. . . . . ... .. .. ittt le
f Endingbalance . . . . . . . . . . i e e e e e e e e 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? |_| Yes | | No
b If "Yes," explain the arrangement in Part XIll. Check here if the explanation has been providedonPart XIll , . ... .. ...
WAl Endowment Funds.
Complete if the organization answered "Yes" on Form 990, Part IV, line 10.
(@) Current year (b) Prior year (c) Two years back (d) Three years back (e) Four years back
la Beginning of year balance . . . . 452, 697. 447, 823. 444, 658. 443, 590. 442, 836.
Contributions . . . . .. .. ...
¢ Net investment earnings, gains,
and 10SSES .« + » v v e 680. 4,874. 3, 165. 1, 068. 754.
d Grants or scholarships . . . . ..
e Other expenditures for facilities
and programs. . . . . . .0 ...
f Administrative expenses . . . . .
g End of year balance. . . . . . . . 453, 377. 452, 697. 447, 823. 444, 658. 443, 590.
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment » %
Permanent endowment }M%
Term endowment »_ %

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

organization by: Yes | No
(i) Unrelated organizationS. . . . v v v v v v b e e e e e e e e e e e e e e e e e e e e e e e e e e e 3a(i) X
(i) Related organizations . . v v v v v v v v e e e e e e e e e e e e e e e e e e e e e e e e e e e 3a(ii)| X

b If "Yes" on line 3a(ii), are the related organizations listed as required on ScheduleR?. . . . . . . . .. .. .. .. 3b | X

4 Describe in Part Xlll the intended uses of the organization's endowment funds.
*FlsaVill Land, Bwldm%s and Equipment.

Complete if the organ|zat|0n answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.
Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
1a Land. .. v v v 2,577, 581. 2,577, 581.
b Buildings . . ... vuuvi.. 106, 211, 466.| 55, 834, 288. 50, 377, 178.
¢ Leasehold improvements, . . .. ... .. 8, 380, 134. 5, 555, 724. 2,824, 410.
d Equipment. . . . . . it 257,452, 462. (177, 117, 864. 80, 334, 598.
e Other . . . i i i ot u i iissan.. 14,535,133.| 7,766, 562. 6, 768, 571.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c.), . . . . . . > 142, 882, 338.
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule D (Form 990) 2020 Page 3
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 value (c) Method of valuation:
(including name of security) Cost or end-of-year market value

(1) Financial derivatives - « « « « « v v 4 o 0w a0
(2) Closely held equity interests « = « « « v v v v 0 v w
(3) Other
(G
(B)
©)
D)
6
(F)
(©)
(H)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) . B>
Investments - Program Related.
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)
©)]
(6)
(N
(8)
9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) . P
gl 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) OTHER ASSETS 2,190, 052.
(2) DUE FROM THI RD PARTY 2,025, 696.
(3) DUE FROM AFFI LI ATES 13, 882, 982.
(4) OTHER ASSETS 15, 416, 602.
(5) | NTEREST | N NET ASSETS 2,479, 075.
(6)
(N
(8)
9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.), . ., . . . . . v v v v v i e i e e e e e an s > 35, 994, 407.

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
(2) DUE TO AFFI LI ATES 8, 152, 664.
(3) ACCRUED | NTEREST PAYABLE 2,011, 047.
(4) TH RD PARTY PAYABLE 1, 300, 000.
(5) OTHER LI ABI LI TI ES 31, 532, 324.
(6)
™
(C)]
C)]
Total. (Column (b) must equal Form 990, Part X, col. (B) IN€ 25.) . v v v v v v v e e e e e e e e e e e e e » 42,996, 035.
2. Liability for uncertain tax positions. In Part XllI, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FASB ASC 740. Check here if the text of the footnote has been provided in Part XIII .
O 70 1.000 Schedule D (Form 990) 2020
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

Schedule D (Form 990) 2020 Page 4
Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.

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

a Net unrealized gains (losses) oninvestments . . . . .« . v o v v v v o v .. 2a

b Donated services and use of facilities . . . « « v v o 0 0o e n e e 2b

¢ Recoveriesof prioryeargrantS. . . « & v v v i i h s s e e e e e s 2¢c

d Other (DescribeinPart XIL) v v v v v v v vt e e e e e et et e e e 2d

e AddIlines 2athrough 2d . . v v v v i it e e e e e e e e e e e e e e 2e
3  Subtractline 2e from INE 1 v« v v v v v i e e e e e e e e e e e e e e e e e e e e e e 3
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

a Investment expenses not included on Form 990, Part VI, line7b. . . . . .. 4a

b Other (Describe iNPartXlIL) « v v v v v v v e e e e e e e e e e e e e e 4b

C AddliNES 48 and 4D .+ v v v v v i e e e e e e e e e e e e e e e e e e e e e e e e e 4c
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Partl, line 12.) . . . . « & o v v v o v v 5

EWPMIl Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.

1 Total expenses and losses per audited financial statements . . . . . . . . v . o o oo 0 e e e e 1
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilities . . .« . . v o 00 o0 e e e 2a

b Prioryearadjustments . . . . . . v i i i i e s e e e e e e e 2b

C OthErI0SSES. v v v v v v v et e e et e e e e e e e e e 2c

d Other (DescribeinPart XIL) v v v v v v v v e e e e e e e e e e e e e 2d

e Addlines2athrough2d . . . .« v o v i v it i e e e e e e e e 2e
3 Subtractline2e fromlinel . . . v v v it i it e e e e e e e e e 3
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part Vi, line7b . . . . . . . 4a

b Other (Describe iNPartXlIL) « v v v v v v v e e e e e e e e e e e e 4b

C AddliNES 48 and 4D .+ v v v v v i e e e e e e e e e e e e e e e e e e e e e e 4c
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part I, line 18.). . . . « « ¢ v v v o v v W 5

EWPMIIN Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part lll, 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.
SEE PAGE 5
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Schedule D (Form 990) 2020 BUTLER HEALTHCARE PROVI DERS 25- 0965274 Page 5
REISPMIIl Supplemental Information (continued)

SCHEDULE D, PART V, LINE 4

I NVESTMENT EARNI NGS W LL BE USED TO SUPPORT BUTLER HEALTHCARE PROVI DERS
OR OTHER RELATED ORGANI ZATI ONS PER THEI R RESTRI CTI VE PURPCSE (E. G
TECHNOLOGY AND CHARI TY CARE) OR | F NO RESTRI CTlI VE PURPOSE, AT THE

DI SCRETI ON OF THE BOARD TO SUPPORT | TS M SSI ON.

ASC 740 FOOTNOTE

MANAGEMENT HAS EVALUATED THEI R | NCOVE TAX PCSI TI ONS UNDER THE GUI DANCE

I NCLUDED I N ASC 740. BASED ON THEI R REVI EW MANAGEMENT HAS NOT | DENTI FI ED
ANY MATERI AL UNCERTAI N TAX POSI TI ONS TO BE RECORDED OR DI SCLOSED I N THE

FI NANCI AL STATEMENTS.
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SCHEDULE H Hospitals | ome No. 1545-0047

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

Attach to Form 990. i
ﬁ,‘fé’ﬁ{;{"ﬁg};fﬂ%gﬁﬁi“w » Go to www.irs.gov/Forr:QQO for instructions and the latest information. ﬁ][;epneé?ig#bllc
Name of the organization Employer identification number
BUTLER HEALTHCARE PROVI DERS 25- 0965274
Financial Assistance and Certain Other Community Benefits at Cost

Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . . . 1a| X
b If"Yes,"wasitawrittenpolicy?. . . . & v ¢ o i e e e e e e e e e e e e e e e e e 1b | X
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
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 X
100% 150% 200% |:| Other %
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: , . . .. .. ... ... 3b [ X
200% |:| 250% 300% h 350% 400% Other %
¢ 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"?, . . . . . . . . v i v i v it e 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . . .. .. .. sb | X
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 eligible for free or discounted care? . . . . . . .« . v i v i v i h i h e . 5c X
6a Did the organization prepare a community benefit report during the taxyear? . . . ... .. ..o 6a X
b If "Yes," did the organization make it available tothe public? . . . . . . . . . . . o v o v oo s e e 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 (a) Number of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government activities or served benefit expense revenue benefit expense of total
Programs programs (optional) (optional) expense
a Financial Assistance at cost
(from Worksheet 1) - - . . 2,457, 483. 2,457, 483. .81
b Medicaid (from Worksheet 3,
columna) - « v v oo on . 33, 753, 061. 25, 040, 653. 8,712, 408. 2.88
C Costs of other means-tested
S P e o 418, 800. 290, 071. 128, 729. . 04
d Total. Financial Assistance
overnment progtams + .+ . 36,629,344, | 25,330,724, | 11,298, 620. 3.73
Other Benefits
€ Community health improvement
e 86. 356. 86. 356. .03
f Health professions education
(from Worksheet5) . . . . 168' 380. 168’ 380. . 06
g Subsidized health services (from
Worksheet6) » o » o« + . . 7,829, 960. 6,971, 997. 857, 963. . 28
h Research (from Worksheet 7)
i Cashand in-kind contributions
f;;;,f;;gg*;g';y b_e”ff"_(”_"”] . 1, 095, 685. 1, 095, 685. . 36
i Total. Other Benefits « « » . 9, 180, 381. 6,971, 997. 2,208, 384. .73
k Total. Add lines 7d and 7j . 45, 809, 725. 32, 302, 721. 13, 507, 004. 4.46
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2020
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

Schedule H (Form 990) 2020 Page 2
Part Il 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 (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)

Physical improvements and housing

Economic development

Community support

Environmental improvements

(S0 F = KV |\ |

Leadership development and

training for community members

[«2]

Coalition building

7 Community health improvement

advocacy

8 Workforce development
9 Other

10 Total

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

2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount, . . . .. ... ... .. 2 6,272, 461.

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 3, 362, 039.

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 (includingDSHandIME) . . .. ... ... 5 37,254, 221.
6 Enter Medicare allowable costs of care relating to paymentsonline5 . ... ... ... 6 40, 403, 902.
7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . . . ... ... .. .. .. 7 - 3, 149, 681.
8 Describe in Part VI the extent to which any shortfall reported on 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 taxyear?. . . . . . . . v v o v v v v v v v v vt 9a | X

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? Describein PartVI , | . . . . . v & +v & + « » 9b X
Man agem ent Companies and Joint Ventures (owned 10% or more by officers, directors, 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 %
1BUTLER PHYSI ClI ANS LEASES MEDI CAL OFFI CE SPACE
2REALTY, LLC 16. 67000 11.11000
3
4
5
6
7
8
9
10
11
12
13
IsA Schedule H (Form 990) 2020
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BUTLER HEALTHCARE PROVI DERS 25-0965274

Schedule H (Form 990) 2020 Page 3
Facility Information
Section A. Hospital Facilities
(list in order of size, from largest to smallest - see instructions)
How many hospital facilities did the organization operate during
the tax year? 1
Name, address, primary website address, and state license
number (and if a group return, the name and EIN of the
subordinate hospital organization that operates the hospital
facility) Other (describe)

1 BUTLER MEMORI AL HOSPI TAL
ONE HOSPI TAL WAY
BUTLER PA 16001- 4670
VWAV BUTLERHEALTHSYSTEM ORG

sinoy z-43
18U10-43

Aujioey yoreasay

lendsoy pasuaoi
[endsoy s,uaipyo
lendsoy Buiyoea ]

|endsoy ssaooe [eond

Facility
reporting
group

[ea1Bins 7 [e2IpaW [RIBUSD

10

JSA
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule H (Form 990) 2020 Page 4
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)

Name of hospital facility or letter of facility reporting group BUTLER MEMORI AL HOSPI TAL

Line number of hospital facility, or line numbers of hospital
facilities in a facility 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? . . . . . . . . . . i i i i i e e e e e e e e e e 1 X

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 SectionC , . . . ... ... .. 2 X

3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skipto line 12 , . . . . . . . . . & . i i v i v v v v o v . 3 | X

If "Yes," indicate what the CHNA report describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

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

health needs of the community

How data was obtained

The significant health needs of the community

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

and minority groups

The process for identifying and prioritizing community health needs and services to meet the

community health needs

The process for consulting with persons representing the community's interests

The impact of any actions taken to address the significant health needs identified in the hospital

facility's prior CHNA(S)

j Other (describe in Section C)

4 Indicate the tax year the hospital facility last conducted a CHNA: 20 i

5 Inconducting its mostrecent 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 X

6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C 6a X

«
I [ [ [

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 X

Hospital facility's website (list url): WAV BUTLERHEAL THSYSTEM ORG ABOUT- BHS

- Other website (list url):

Made a paper copy available for public inspection without charge at the hospital facility

- 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," skipto line 11, _ . . . . . . ... ... ... ... 8 X

9 Indicate the tax year the hospital facility last adopted an implementation strategy: 2019
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? 10 | X

o 0O T o

b If "No," is the hospital facility's most recently adopted implementation strategy attached to this return?, . . . . . 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 50L(N)(3) 2 . . . . it i i i i i s e e e e e e e e e e e e e e e e 12a X
If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . .. ... ... 12b
If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

JSA
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Schedule H (Form 990) 2020 BUTLER HEALTHCARE PROVI DERS 25- 0965274 Page 5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group BUTLER MEMORI AL HOSPI TAL
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 X
If "Yes," indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200.0000 gy
___and FPG family income limit for eligibility for discounted care of 800.0000 g,
b || Income level other than FPG (describe in Section C)
c || Assetlevel
d [ | Medical indigency
e || Insurance status
f |1 Underinsurance status
g L[| Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients?. . . . . . . . v o v 0 v it i hn e n e 14 | X
15 Explained the method for applying for financial assistance?. . . . . . . . v v o v o v i i i d i s e e e s 15 | X
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):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d |:| Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| Other (describe in Section C)
16  Was widely publicized within the community served by the hospital facility? . . ... ... ........... 16 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a The FAP was widely available on a website (list url): SEE PART V, SECTION C
b The FAP application form was widely available on a website (list url): SEE PART V, SECTION C
c A plain language summary of the FAP was widely available on a website (list url): SEE PART V, SECTION C
d

[ [

00 K

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

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

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

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

Notified members of the community who are most likely to require financial assistance about availability
of the FAP

The FAP, FAP application form, and plain language summary of the FAP were translated into the
primary language(s) spoken by Limited English Proficiency (LEP) populations
Other (describe in Section C)
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule H (Form 990) 2020 Page 6
Facility Information (continued)

Billing and Collections
Name of hospital facility or letter of facility reporting group BUTLER MEMORI AL HOSPI TAL

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

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:

a || Reporting to credit agency(ies)
Selling an individual's debt to another party

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

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

d [__| Actions that require a legal or judicial process
|| Other similar actions (describe in Section C)
f | X] 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 X
If "Yes," check all actions in which the hospital facility or a third party engaged:
a || Reporting to credit agency(ies)
| Selling an individual's debt to another party
¢ || Deferring, denying, or requiring a payment before providing medically necessary care due to
~_nonpayment of a previous bill for care covered under the hospital facility's FAP
d [ | Actions that require a legal or judicial process
L__| Other similar actions (describe in Section C)

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

a
FAP at least 30 days before initiating those ECAs (if not, describe in Section C)

b Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section C)

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

d Made presumptive eligibility determinations (if not, describe in Section C)

e Other (describe in Section C)

—h

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 | X
If "No," indicate why:

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d |:| Other (describe in Section C)
Schedule H (Form 990) 2020
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Schedule H (Form 990) 2020 Page 7

Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)

Name of hospital facility or letter of facility reporting group BUTLER MEMORI AL HOSPI TAL

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.

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

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

c |:| 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-month period

d |:| The hospital facility used a prospective Medicare or Medicaid method

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering suCh Care? | . . . . . . . . o, 23 X
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? . . . . . . . . . . o i i it i e e e e e . 24 X

If "Yes," explain in Section C.

Schedule H (Form 990) 2020

JSA

0E1332 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule H (Form 990) 2020 Page 8
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, 15e, 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.

PART V, SECTION B, LINE 5

THERE |'S NOT A COUNTY HEALTH DEPARTMENT I N BUTLER COUNTY OR | TS PRI MARY
SERVI CE AREA. CURRENTLY, PENNSYLVANI A HAS SI X COUNTY HEALTH DEPARTMENTS
(ALLEGHENY, BUCKS, CHESTER, ERIE, MONTGOVERY, AND PHI LADELPH A) AND FOUR
MUNI Cl PAL HEALTH DEPARTMENTS ( ALLENTOAN, BETHLEHEM W LKES- BARRE, AND
YORK). SEVERAL PUBLI C HEALTH PROFESSI ONALS WERE CONSULTED | N THE PROCESS
OF THI S ASSESSMENT. SARAH M NI ON, AN EPI DEM OLOGY PH. D. CANDI DATE FROM
THE UNI VERSI TY OF Pl TTSBURGH GRADUATE SCHOOL OF PUBLI C HEALTH WAS
CONSULTED FOR HER RESEARCH ON MATERNAL AND FETAL HEALTH. AT THE
STAKEHOLDER MEETI NG THE REPRESENTATI VE FROM THE LI ONS CLUB OF BUTLER
COUNTY, HAS A DOCTORATE OF PUBLI C HEALTH. LASTLY, ONE OF THE LEADS ON THE
PRQJECT IS A MASTER OF PUBLI C HEALTH AND JURI S DOCTOR CANDI DATE AT THE

UNI VERSI TY OF Pl TTSBURGH.

IN JUNE OF 2019, REPRESENTATI VES FROM MANY ORGANI ZATI ONS W THI N BUTLER
COUNTY CAME TOGETHER TO DI SCUSS THE STRENGTHS AND NEEDS OF THE COVMUNI TY.
SEVERAL ORGANI ZATI ONS WERE UNABLE TO ATTEND THE | NI TI AL MEETI NG SO

I NDI VI DUAL MEETI NGS WERE SET UP TO DI SCUSS | SSUES THAT PERTAIN TO THEI R
RESPECTI VE POPULATI ONS. THE FOLLOW NG ORGANI ZATI ONS WERE REPRESENTED AT
El THER THE STAKEHOLDER MEETI NG OR W TH AN | NDI VI DUAL MEETI NG THE
VULNERABLE POPULATI ONS SERVED BY THE RESPECTI VE ORGANI ZATI ONS ARE

| DENTI FI ED AS WELL.

ALLI ANCE FOR NON- PROFI T RESOURCES (ANR)- FOOD | NSECURE | NDI VI DUALS

ARC OF BUTLER COUNTY- | NDI VI DUALS W TH | NTELLECTUAL AND DEVELOPMENTAL
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule H (Form 990) 2020 Page 8
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, 15e, 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.

DI SABI LI TI ES

BUTLER AREA SCHOOL DI STRI CT

BUTLER COUNTY CHI LDREN S CENTER- CHI LDREN AND LOW | NCOVE FAM LI ES

BUTLER COUNTY COVMMUNI TY COLLEGE

BUTLER COUNTY HUMAN SERVI CES- AG NG DRUG AND ALCOHOL, CHI LDREN &
YQUTH, FAI R HOUSI NG

BUTLER COUNTY PARKS AND RECREATI ON

BUTLER MEMORI AL HOSPI TAL- CARE MANAGEMENT

BUTLER TRANSPORTATI ON AUTHORI TY

CATHOLI C CHARI TI ES OF BUTLER COUNTY- PEOPLE LI VING | N SHELTERS,
HOMVELESS OR AT RI SK OF BEI NG HOVELESS. EXPECTANT AND NEW MOTHERS

CENTER FOR COVMUNI TY RESOURCES (CCR)- HOMVELESS, CHI LDREN AND ADULTS
W TH MENTAL | LLNESS (| NCLUDI NG SUBSTANCE USE), | NTELLECTUAL AND
DEVELOPMENTAL DI SABI LI TI ES, VETERANS, HIV + | NDI VI DUALS

COVMUNI TY CARE CONNECTI ONS- | NFANTS, CHI LDREN AND ADULTS WHO HAVE
DEVELOPMENTAL DELAYS OR DI SABI LI TI ES

COVMUNI TY OPTIONS I NC. - | NDI VI DUALS W TH DI SABI LI TI ES

GRAPEVI NE CENTER- | NDI VI DUALS W TH MENTAL | LLNESS, CO OCCURRI NG
DEPENDENCI ES, FORVMERLY | NCARCERATED, HOMELESS

LI ONS CLUB OF BUTLER COUNTY

MARS AREA SCHOOL DI STRI CT

MEALS ON WHEELS OF BUTLER COUNTY- HOVEBOUND | NDI VI DUALS

MONI TEAU SCHOOL DI STRI CT

NATI ONAL ALLI ANCE ON MENTAL | LLNESS(NAM ) -1 NDI VI DUALS W TH SEVERE

MENTAL | LLNESS AND THEI R FAM LI ES
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule H (Form 990) 2020 Page 8
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, 15e, 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.

SENECA VALLEY SCHOOL DI STRI CT

VETERANS SERVI CES- VETERANS

HERE, | NDI VI DUALS WERE ASKED TO DESCRI BE THE OVERALL HEALTH OF THE

REG ON. EACH ORGANI ZATI ON WAS ALSO ASKED TO | DENTI FY THE TOP THREE HEALTH
PRI ORI TI ES FOR THE AREA. THESE ANSWERS WERE COVPARED AMONGST THE GROUP.

I NDI VI DUALS WERE ALSO ASKED TO | NDI CATE ANY ORGANI ZATI ONS I N THE AREA
THAT ARE WORKI NG ON THE | SSUE. THE GROUP ALSO DI SCUSSED BARRI ERS THAT ARE
IN PLACE OR MAY ARI SE IN TRYI NG TO | MPLEMENT | MPROVEMENTS. | N THE

DI SCUSSI ON, OBESI TY AND CHRONI C DI SEASE WERE GROUPED TOCGETHER, HOWEVER | T
IS A LARGE ENOUGH | SSUE TO DI SCUSS ON | TS O\N. THE TOP THREE HEALTH

| SSUES STAKEHOLDERS | DENTI FI ED WERE CHRONI C DI SEASE (| NCLUDI NG OBESI TY),
MENTAL HEALTH AND SUBSTANCE ABUSE. STAKEHOLDERS ALSO | DENTI FI ED | SSUES
GROUPED UNDER HEALTH EDUCATI ON, ACCESS, CHH LDREN S HEALTH NEEDS,
TRANSPORTATI ON AND CARE TRANSI TION. WE ARE | N THE PROCESS OF CONDUCTI NG

A CHNA FCR 2022.

PART V, SECTION B, LINE 11

HEALTH AND WELLNESS EDUCATI ONAL OPPORTUNI TY:

- DEVELOPI NG AND | MPLEMENTI NG EDUCATI ONAL TEAMS FOR COVMUNI TY SUPPORT

- ADVANCI NG "LI FESTYLE MEDI Cl NE" | NI Tl ATI VES

- CONNECTI NG CHRONI C DI SEASE | NDI VI DUALS W TH EDUCATI ONAL CARE MANAGERS

- COLLABORATI NG W TH PAYER PARTNERS | N VALUE BASED HEALTH | NI TI ATI VES

PHYSI CI AN ACCESS DI FFI CULTI ES:
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule H (Form 990) 2020 Page 8
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, 15e, 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.

- RECRU T AND RETAI N PRI MARY CARE PHYSI Cl ANS FOR ENHANCED AVAI LABI LI TY
- EXPAND USE OF ADVANCED PRACTI CE PROVI DERS
- | MPLEMENT SYSTEM W DE SI NGLE ELECTRONI C HEALTH PLATFORM

- DEVELOP CARE PLANS TO SUPPORT CARE |IN THE COVMMUNI TY

SUBSTANCE USE DI SCRDER EFFORTS:

- SUPPCORT AND AUGVENT BMH DRUG AND ALCOHOL PROFESSI ONALS

- SUPPCORT ACCESS TO AVAI LABLE GRANTS TO FUND COVMMUNI TY SUPPCRT
I NI TI ATl VES

- EXPAND COMMUNI TY OUTREACH THROUGH SOCI AL WORK EFFORTS

- CONTI NUE SUPPORT FOR BIVH "OPI O D CENTER OF EXCELLENCE"

MENTAL AND BEHAVI ORAL HEALTH SUPPORT:
- GROW AND ENHANCE ACCESS TO BEHAVI ORAL HEALTH AND PSYCHI ATRI C RESOURCES

- COLLABORATE W TH COVMUNI TY AGENCI ES ENGACED | N COMMON ACTI VI TI ES

MAI NTAI N EMERGENCY DEPARTMENT SUPPORT ON BEHAVI ORAL HEALTH

- | MPROVE ACCESS THROUGH TOP OF LI CENSE | NI TI ATI VES

PART V, SECTION B, LINE 16A, 16B, 16C
HTTPS: / / WAV BUTLERHEALTHSYSTEM ORG PATI ENTS- VI SI TORS/ FOR- PATI ENTS/ FI NANCI A

L- SERVI CES/ CHARI TY- CARE- FI NANCI AL- ASSI STANCE/
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule H (Form 990) 2020 Page 9
Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 2
Name and address Type of Facility (describe)
1 BUTLER HEALTHCARE PROVI DERS PSYCH PSYCHI ATRI C AND CHEM CAL
ONE HOSPI TAL WAY DEPENDENCY
BUTLER PA 16001
> BUTLER HEALTHCARE PROVI DERS OP PSYCH QOUTPATI ENT BEHAVI ORAL HEALTH
216 NORTH WASHI NGTON STREET CLINIC
BUTLER PA 16001
3
4
5
6
7
8
9
10

Schedule H (Form 990) 2020
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

Schedule H (Form 990) 2020 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, 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.

PART I, LINE 7

THE COSTI NG METHODOLOGY |'S BASED ON THE RATI O OF COST TO CHARGES FROM

BUTLER MEMORI AL HOSPI TAL' S ACCOUNTI NG SYSTEM

PART 11, LINE 2:

THE BAD DEBT EXPENSE | NCLUDED ON FORM 990, PART | X, LINE 25, COLUWN (A),
WAS SUBTRACTED FOR PURPOSES OF CALCULATI NG THE PERCENTACE IN TH S COLUWN

IS $6, 272, 461.

PART 11, LINE 4
THE FOOTNOTE DESCRI BI NG THE BAD DEBT EXPENSE CAN BE FOUND ON PAGE 10 OF

THE ATTACHED FI NANCI AL STATEMENTS.

PART 11, LINE 8

THE COSTI NG METHODOLOGY |'S BASED ON THE RATI O OF COST TO CHARGES FROM

BUTLER MEMORI AL HOSPI TAL' S ACCOUNTI NG SYSTEM

PART 11, LINE 9B
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

Schedule H (Form 990) 2020 Page 10
=E1g@VIl Supplemental Information

Provide the following information.

1

A

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

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.

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.

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

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

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.

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

PATI ENT FI NANCI AL SERVI CE REPRESENTATI VE W LL REVI EW THE PATI ENT' S

QUTSTANDI NG ACCOUNTS FOR PRI OR SERVI CES. ONCE THE APPLI CATI ON HAS BEEN

APPROVED IT WLL BE IN EFFECT FOR SI X MONTHS BEFORE AND AFTER THE

APPROVAL DATE, ABSENT A SI GNI FI CANT CHANGE | N PATI ENT' S FI NANCI AL

Cl RCUMSTANCES. BWMH W LL PRESUMPTI VELY QUALI FY PATI ENT FOR CHARITY CARE | F

THEY MEET CRI TERI A SUCH AS BEI NG FOOD STAMP ELI G BLE AND QUALI FYI NG FOR

SECTI ON 8 HOUSI NG

PART VI, LINE 2

VWH LE BMH HAS ALWAYS CONSI DERED THE NEEDS OF THE REG ON I T SERVES, | T HAS

FORMALLY BEEN CONDUCTI NG COMVUNI TY HEALTH ASSESSMENTS FOR OVER 20 YEARS.

THESE ASSESSMVENTS HAVE ALLOWED THE ORGANI ZATI ON TO APPROPRI ATELY ALLOCATE

RESOURCES AND DEVELOP SERVI CES THAT BEST SU T THE NEEDS OF BUTLER COUNTY

AND SURROUNDI NG REG ONS. DURI NG THE CHNA PROCESS | N ATTEMPT TO REACH AS

MANY PECPLE AND DI STI NCT POPULATI ONS AS PCOSSI BLE, BWMH DI STRI BUTED THE

SURVEY USI NG VARI QUS METHODS. CENSUS DATA SHOWNED THAT ONLY 66. 2% OF

HOUSEHOLDS | N BUTLER CI TY HAD BROADBAND | NTERNET, SO PAPER SURVEYS WERE

Cl RCULATED I N ADDI TI ON TO THE ONLI NE VERSI ON. STAKEHOLDERS AT THE | NI Tl AL

JSA
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BUTLER HEALTHCARE PROVI DERS

25- 0965274

Schedule H (Form 990) 2020 Page 10
=FYg@Vil Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and

9b.

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.

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.

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

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

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.

MEETI NG WERE G VEN SURVEYS TO TAKE BACK AND DI STRI BUTE TO THEI R

RESPECTI VE POPULATI ONS. THEY WERE ALSO ENCOURAGED TO PROMOTE THE ONLI NE
VERSI ON OF THE SURVEY AMONGST THEI R ORGANI ZATI ON. THE BUTLER COUNTY
COLLABCRATI VE FOR FAM LI ES ALSO DI STRI BUTED THE LI NK TO THE ONLI NE SURVEY
THROUGH THEIR EMAI L LI ST. THE BUTLER COUNTY COLLABCRATIVE FOR FAM LIES IS
A MULTI - AGENCY NETWORK THAT COLLABORATES TO PROVI DE SERVI CES FOR

I NDI VI DUALS AND FAM LI ES I N BUTLER COUNTY. BHS CARE MANAGERS DELI VERED
PAPER SURVEYS AND FLYERS TO DI STRI BUTE TO PRI MARY CARE OFFI CES I N THE
SERVI CE AREA. THE EMPLOYEE SURVEY PROWPTED EMPLOYEES WHO LI VE I N BUTLER
COUNTY TO TAKE THE GENERAL COVMUNI TY SURVEY UPON COVPLETI ON OF THE
EMPLOYEE SPECI FI C QUESTI ONNAI RE.  GENERAL COVMUNI TY SURVEYS WERE ALSO
TAKEN TO AN ENDOCRI NE OUTPATI ENT OFFI CE FOR ADDI TI ONAL DATA COLLECTI ON.
BUTLER MEMCORI AL HOSPI TAL COLLECTED 651 SURVEYS, THAT COVMUNI TY MEMBERS
COVPLETED EI THER ONLI NE OR ON PAPER. THE SURVEY ASKED SEVERAL QUESTI ONS
REGARDI NG THE | NDI VI DUAL' S HEALTH STATUS AND OTHER FACTORS LI NKED TO
HEALTH, LI KE DEMOGRAPHI CS AND PROXIM TY TO STORES W TH FRESH FRUI TS AND
VEGETABLES. A SUMVARY OF THE RESULTS FOUND THROUGH THE COVMUNI TY SURVEY

ARE SHOMN | N OUR RESPONSE FOR VI, LINE 4.
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

Schedule H (Form 990) 2020 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1

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

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.

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.

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

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

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.

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

organization, files a community benefit report.

PART VI, LINE 3

SUPPORTI NG THOSE | N NEED: BWH CHARI TY CARE AND COVMUNI TY BENEFI T - BMH

PROVI DES FREE CARE TO THOSE PATI ENTS WHO HAVE AN CBLI GATI ON AFTER

I NSURANCE PAYMENTS, | F ANY. THE AMOUNT OF FREE CARE | S DETERM NED BASED

ON THE PATI ENT' S | NCOVE AND FAM LY SI ZE. FREE CARE |'S PROVI DED TO THOSE

W TH | NCOVES UP TO 300% OF THE FEDERAL POVERTY GUI DELI NE.

TO I NFORM PATI ENTS OF THI S PROGRAM SI GNS ARE PCSTED I N ALL THE

REG STRATI ON AREAS NOTI FYI NG THE PUBLI C OF THE AVAI LABI LI TY OF OUR FREE

CARE PROGRAM MORE | NFORMATI ON | S AVAI LABLE | N THE PATI ENT HANDBOOK AND

ON THE SYSTEM WEBSI TE WAW BUTLERHEALTHSYSTEM ORG ON THE ABOUT BHS PAGE.

AT THE TI ME OF REQ STRATI ON, ANY PATI ENT THAT IS UNINSURED IS @ VEN A

PATI ENT NOTI CE OF FI NANCI AL Al D NOTI CE. THE NOTI CE | NSTRUCTS THE PATI ENT

TO CALL OR VI SIT THE PATI ENT FI NANCI AL ASSI STANCE DEPARTMENT. THE CHARI TY

CARE APPLI CATION | S ALSO ON THE BACK OF OUR PATI ENT STATEMENTS.

JSA
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule H (Form 990) 2020 Page 10
Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, 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.

PART VI, LINE 4

THE PRI MARY SERVI CE AREA FOR BUTLER MEMORI AL HOSPI TAL (BHM) WAS

| DENTI FI ED AS BUTLER COUNTY, PENNSYLVANI A. A MAJORITY OF PATI ENTS AND

VI SITS ORI G NATE FROM THE BUTLER AND SURROUNDI NG COUNTI ES. THE

I NDI VI DUALS THAT COMVE FROM SURROUNDI NG COUNTI ES TO RECElI VE MORE ADVANCED
SERVI CES | NCLUDE: ARMSTRONG, WESTMORELAND, CLARI ON, BEAVER, LAWRENCE,
MERCER, VENANGO, AND ALLEGHENY. FOR THE PURPOSE OF SECONDARY DATA
COLLECTI ON, CLARI ON COUNTY WAS DETERM NED TO BE THE COVMUNI TY SERVED.
APPROXI MATELY 80% OF THE HOSPI TAL' S RESI DENTS RESI DE W THI N THE COUNTY.

THIS | S | LLUSTRATED IN FI GURE 1.

BUTLER COUNTY PENNSYLVANI A
2019 POPULATI ON ESTI MATE 187, 853 12, 801, 989

POPULATI ON PERCENT CHANGE:

APRI L 2010-JULY 2019 2.2% 0. 8%

MEDI AN AGE 43. 3 YEARS 40. 8 YEARS
PERCENT UNDER 18 19. 7% 20. 6%
PERCENT 65 YEARS AND CLDER 19. 4% 18. 7%
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

Schedule H (Form 990) 2020 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1

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

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.

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.

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

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

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.

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

organization, files a community benefit report.

RACE AND ORI G N

VWH TE ALONE, NOT HI SPANI C OR

LATI NO, PERCENT 95. 8% 81. 6%

BLACK OR AFRI CAN AMERI CAN,

PERCENT 1. 4% 12%

AVERI CAN | NDI AN & ALASKAN

NATI VE ALONE, PERCENT 0.2% 0.4%
ASI AN ALONE, PERCENT 1.5% 3. 8%

H SPANI C OR LATI NO, PERCENT 1. 6% 7.8%
TWO OR MORE RACES, PERCENT 1.2% 2.1%
VETERANS (2015-2019) 13, 168 759, 474
EDUCATI ON

H GH SCHOOL GRADUATE OR HI GHER 94. 9% 90. 5%
BACHELOR S DEGREE OR H GHER 36. 0% 31. 4%
MEDI AN HOUSEHCLD | NCOMVE $70, 668 $61, 744

PER CAPI TAL | NCOVE | N PAST

12 MONTHS $37, 811 $34, 352

JSA
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule H (Form 990) 2020 Page 10
Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, 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.

PERSONS | N POVERTY, PERCENT 7.8% 12. 0%
PERCENT W TH A DI SABI LI TY UNDER

ACGE 65, 2015-2019 8. 4% 9. 8%
PERSONS W THOUT HEALTH

I NSURANCE UNDER AGE 65, PERCENT 4. 8% 7. 0%

TABLE: BUTLER COUNTY DEMOGRAPHI CS
(HTTPS: / / WAV CENSUS. GOV/ QUI CKFACTS/ FACT/ TABLE/ PA, BUTLERCOUNTYPENNSYLVANI A/

PST045219)

IN THE COUNTY, THERE | S A LARGE DI FFERENCE AMONG THE SOCI AL DETERM NANTS
OF HEALTH DEPENDI NG ON THE LOCATI ON I N THE COUNTY DUE TO HOW LARGE THE

GEOGRAPHI C AREA BUTLER COUNTY COVERS.

THE TABLE BELOW SHOWNS A SELECT NUMBER OF DI SPARI TI ES THAT EXI ST WTHI N
THE PRI MARY SERVI CE AREA OF BMH. THESE AREAS | NCLUDE: ADAMS TOMSHI P,
CRANBERRY TOWNSHI P, BUTLER CI TY, AND CENTER TOMNSHI P. BUTLER CITY IS IN

THE | MVEDI ATE AREA OF BWVH, AND CENTER TOAMNSHI P |'S I N NORTHERN BUTLER
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

Schedule H (Form 990) 2020 Page 10
=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, 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.

COUNTY.

ADAMS CRANBERRY BUTLER  CENTER
TOMSH P TOMSH P CTY TOMNNSHI P

(16046)  (16066) (16001) (16061)

H GH SCHOOL GRADUATE

OR HI GHER, PERCENT 98. 4% 96. 8% 89. 9% 95. 9%

BACHELOR S DEGREE

OR H GHER 65. 1% 59. 1% 20. 0% 35. 9%

MEDI AN HOUSEHOLD

I NCOVE, 2015-2019 $128, 484 $106,024  $31,361 $70, 412

PER CAPI TA | NCOMVE

PAST 12 MONTHS, 2015-2019 $62,005 $52, 186 $20, 821 $39, 492

PERSONS | N POVERTY,

PERCENT 2. 0% 3. 3% 27. 8% 5. 8%

PERCENT W TH A DI SABI LI TY,

UNDER ACE 65, 2015-2019 4. 0% 5.1% 19. 6% 13. 5%

PERSONS W THOUT HEALTH

JSA
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule H (Form 990) 2020 Page 10
Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, 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.

I NSURANCE 1. 0% 2.3% 5. 5% 3. 6%
HOUSEHOLDS W TH BROADBAND
I NTERNET SUBSCRI PTI ON,

2015- 2019 92. 6% 94. 1% 73. 4% 84. 6%

LOCKI NG AT THE DATA AT COUNTY LEVEL, THERE IS A SI GNI FI CANT PORTI ON OF
CQUR SERVI CE POPULATI ON BEI NG UNDER- REPRESENTED. FACTORS LI KE | NCOVE,

EDUCATI ON, AND DI SABI LI TY SEE A DRAVATI C DI FFERENCE ACROSS THE COUNTY.

PART VI, LINE 5

AS OF MARCH 2021, BUTLER HEALTH SYSTEM PLEDGED | TS PARTI Cl PATI ON | N GOCOD
FOOD, HEALTHY HOSPI TALS, A 5- YEAR CDC FUNDED STATEW DE | NI TI ATI VE TO
PROMOTE HEALTH AND WELLNESS | N HEALTH CARE SETTI NGS. BUTLER HEALTH SYSTEM

I'S THE 1ST HEALTH SYSTEM I N WESTERN PENNSYLVANI A W TH THE DESI GNATI ON.

THE GCOALS OF THE PROGRAM | NCLUDE:
I NCREASE OFFERI NG OF HEALTHI ER AND MORE SUSTAI NABLE FOOD AND BEVERAGE

CHAO CES
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule H (Form 990) 2020 Page 10
Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, 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.

ELI M NATE | NDUSTRI ALLY PRODUCED TRANS FATS

DECREASE THE SODI UM CONTENT | N AVAI LABLE FOCDS

DECREASE THE ADDED SUGAR | N BEVERAGES AND DESSERT OFFERI NGS
ALLOW | NDI VI DUALS TO MAKE | NFORMED CHO CES ABOUT WHAT THEY ARE

PURCHASI NG, SELECTI NG, AND EATI NG THROUGH LABELI NG OF MENU | TEMS

IN APRI L 2021 THE BUTLER MEMORI AL HOSPI TAL OPENED THE BHS FOCD | NSTI TUTE.
THE M SSI ON OF THE FOOD | NSTI TUTE IS TO | MPROVE THE COVMUNI TY' S HEALTH BY
LI NKI NG PATI ENTS TO A MORE NUTRI TI QUS LI FESTYLE BY PROVI DI NG ACCESS TO
HEALTHY FOCD OPTI ONS AND EMPOVERI NG LI FESTYLE SELF- MANAGEMENT THROUGH

EDUCATI ON, COACHI NG AND CONNECTI ON TO SERVI CES.

THE NUTRI TI ON HEALTH LI Al SON CONDUCTS NUTRI TI ON COUNSELI NG DURI NG THE
MONTHLY VI SIT, AND PATI ENTS HAVE ACCESS TO LI VE AND VI DEO FOCD
PREPARATI ONS AND HEALTHY RECI PES. PATI ENTS W LL BE CONNECTED TO OTHER
RESOURCES BASED ON NEED, AS DETERM NED BY | NTAKE. THE BHS DI ETARY
DEPARTMENT OBTAI NS THE FOOD PROVI DED FOR THE PROGRAM THROUGH A

COVPETI TI VE PRI CI NG PROCESS. ORDERS ARE PLACED TW CE WEEKLY TO KEEP FOOD
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BUTLER HEALTHCARE PROVI DERS

25- 0965274

Schedule H (Form 990) 2020 Page 10
=FYg@Vil Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and

9b.

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.

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.

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

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

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.

FRESH, REDUCE WASTE, AND LIM T THE POTENTI AL FOR FOOD OUTAGES.

THE FOOD | NSTI TUTE | S A FREE SERVI CE PROVI DED TO THE COMMUNI TY AND PART
OF BHS' S M SSION TO BE A HEALI NG PRESENCE | N THE COWUNI TY. THE BUTLER
HEALTH SYSTEM HAS MADE A SI GNI FI CANT FI NANCI AL | NVESTMENT | N DEVELCPI NG
THE FOOD | NSTI TUTE. THI S | NVESTMENT | NCLUDES PHYSI CAL SPACE,

REFRI GERATI ON, FURNI TURE, UTENSI LS, DI ETARY PERSONNEL, AND A FULL-TI ME
NUTRI TI ON HEALTH LI Al SON. BHS | S COW TTED TO THE PROGRAM S SUCCESS AND
CONTI NUES TO SEEK ADDI TI ONAL SUPPORT THROUGH GRANTS, MONETARY DONATI ONS,

AND | N- KI ND DONATI ONS.

BVH ALSO PROVI DES EVI DENCE- BASED LI FESTYLE COACHI NG EDUCATI ONAL SEM NARS.

THE RESEARCH- BASED APPROACHES | NCLUDE VOLUMETRI C WEI GHT MANAGEMENT,

DI ABETES LI FESTYLE COACHI NG DI ETARY APPROACHES TO STOP HYPERTENSI ON
(DASH), HEART- HEALTHY EATI NG LI FESTYLE, THE MEDI TERRANEAN LI FESTYLE, AND
PLANT- BASED EATI NG LI FESTYLE COACHI NG TO ADDRESS SELF- CARE WAS CREATED
DURI NG COVI D-19 TO ADDRESS THE FOUR PI LLARS OF HEALTH - EATI NG RI GHT,

MOVE MORE, STRESS LESS, AND SLEEP WELL. THI S FOUNDATI ON OF HEALTH | S

JSA
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule H (Form 990) 2020 Page 10
Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, 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.

VI TAL TO EMOTI ONAL AND PHYSI CAL WVELL- BEI NG AND HAS BEEN | NCORPORATED | NTO
OTHER ACTI VI TI ES. THE CLASSES ARE OFFERED VI RTUALLY WHI CH HAS HELPED
EXPAND THE OUTREACH TO | NCLUDE SURRCUNDI NG COUNTI ES. OVER THE PAST 12

MONTHS WE HAVE PROVI DED OVER 1, 100 EDUCATI ON HOURS TO OQUR COMMUNI TI ES.

THROUGH THE COWMUNI TY NEEDS ASSESSMENT AND THE DI RECT FEEDBACK FROM BHS
STAFF AND DEPARTMENTS TRANSPORTATI ON TQ' FROM CLI NI CAL SERVI CES WAS

| DENTI FI ED AS A BARRI ER FOR ACCESS TO HEALTHCARE. THE BHS FOUNDATI ON
STARTED THE PATI ENT TRANSPORTATI ON FUND TO SUPPORT THI S VI TAL NEED.

EACH YEAR BHS TRANSPORTS PATI ENTS FROM RURAL AREAS AROUND THE REGQ ON, AS
FAR- REACHI NG AS CLARI ON. RURAL TRANSPORTATI ON COSTS CAN BE COSTLY AND ARE
BASED ON THE M LEAGE TQ FROM THE HOSPI TAL. THE FUND SPENDS AN AVERAGE OF
$1, 500 PER MONTH ON PATI ENT TRANSPORTATI ON. BHS IS COMM TTED TO THE
PROGRAM S SUCCESS AND CONTI NUES TO SEEK ADDI TI ONAL SUPPORT THROUGH

GRANTS, MONETARY DONATI ONS, AND | N-KI ND DONATI ONS.

OTHER ACTIVITIES TO | MPROVE THE HEALTH OF CUR COVWMUNI TY | NCLUDE:

SCALES & AUTOVATI C BP CUFFS FOR CHF CLI NI C PATI ENTS
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

Schedule H (Form 990) 2020 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1

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

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.

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.

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

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

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.

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

PURCHASE OF VOCERA LI CENSES
BLANKET WARMER FOR THE ED

SUPPORT OF DI ABETI C PATI ENTS TO PROVI DE HEALTH COACHI NG FOR LI FESTYLE

CHANGES & VEI GHT LOSS CLASSES FOR CHRONI C DI SEASE

PURCHASED 3 ACCUVEI N FI NDERS
PURCHASE OF NEUROQUANT SOFTWARE

PURCHASE OF |- PADS FOR COVPASSI ONATE CARE ROUNDS- FOR PATI ENTS WHO VERE

ADM TTED TO THE HOSPI TAL WHEN VI SI TORS WERE NOT ALLOWED, BUTLER MEMORI AL

HOSPI TAL CREATED A " COVPASSI ON ROUND' THAT ALLOWED PATI ENTS TO USE

TABLETS TO CONNECT W TH THEI R LOVED ONES.

VACCI NE OQUTREACH PROGRAMS FOR THE HOMELESS AND UNDERSERVED

MANY OF OUR OUTREACH EFFORTS FOCUSED ON PROVI DI NG EMPLOYEE SUPPORT AND

ADJUSTI NG COVMUNI TY SERVI CES TO A VI RTUAL FORMAT:

VI RTUAL WORKFORCE SUPPCORT GROUPS FOR EMPLOYEES

"NO ONE DI ES ALONE" PROGRAM

"FEEDI NG OUR HEROES" | NI Tl ATI VE- PARTNERSHI P W TH LOCAL
RESTAURANTS, FOOD VENDORS AND LOCAL NONPROFI TS TO PROVI DE

FUNDI NG FOR MEALS TO FRONTLI NE WORKERS OF THE COVI D- 19

JSA
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Schedule H (Form 990) 2020 Page 10
=E1g@VIl Supplemental Information

Provide the following information.

1

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

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.

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

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

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.

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

PANDEM C.

IT IS I MPORTANT TO NOTE THAT THE COVI D- 19 PANDEM C HAS CREATED AN

I NCREASED AWARENESS OF SCOCI AL DETERM NANTS OF HEALTH AND THE NEED FOR

COVMUNI TY- | NTEGRATED CARE. | N JANUARY, 2021, THE HEALTH SYSTEM DEVELOPED

A

NEW PCSI TI ON OF CH EF COVMMUNI TY HEALTH OFFI CER TO FOCUS ON | NI TI ATI VES

SPECI FI C TO SOCI AL DETERM NANTS OF HEALTH.

PART VI, LINE 6

BUTLER HEALTH SYSTEM | S THE SOLE CORPORATE MEMBER OF BUTLER HEALTHCARE

PROVI DERS.

JSA
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SCHEDULE | Grants and Other Assistance to Organizations, | OMB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2020
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22.
Department of the Treasury > Attach to Form 990. Open to P.Ub”C
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization Employer identification number
BUTLER HEALTHCARE PROVI DERS 25- 0965274
2FETill 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 @ssiStanCe? . . . . .« v v v v b ittt e e e e e e e e e e e e e e e e e e e e Yes |:| No

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

eIl 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 Il can be duplicated if additional space is needed.

1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- ((ft)u MEIhOd of valuatioln (9) Description of (h) Purpose of grant
or government (if applicable) grant cash assistance 00K, Fch)llt\ééspprmsa, noncash assistance or assistance
(1) COMMUNI TY HEALTH CLINIC OF BUTLER
103 BONNI E DRI VE BUTLER, PA 16002 20- 4852135 |[501(C)(3) 50, 000. GENERAL SUPPORT
(2) BUTLER MEDI CAL PROVI DERS
ONE HOSPI TAL WAY BUTLER, PA 16002 25- 1441961 |[501(C)(3) 29, 500, 000. OPERATI NG SUPPORT
(3)
(4)
(5)
(6)
(7
(8)
(9)
(10)
(11)
(12)
2 Enter total number of section 501(c)(3) and government organizations listed inthe line1table . . . . . . . . . . . o v o v o v it v i i oo i o | 2 2.
3 Enter total number of other organizations listed inthe line 1table. . . . .« o v v 0 v i 0 v i s s e e e e e e e e e e e e e e »
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) 2020
JSA
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BUTLER HEALTHCARE PROVI DERS
Schedule | (Form 990) (2020)

25- 0965274
Page 2

Eladlll Grants and Other Assistance to Domestic Individuals. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance (b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
non-cash assistance

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

(f) Description of non-cash assistance

7

information.

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

PART |, LINE 2:

THE ORGANI ZATI ON' S BYLAWS CONTROL THE CONTRI BUTI ONS THAT CAN BE MADE AND

THE PROCESS RELATED TO SUCH.

JSA
0E1504 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18

Schedule | (Form 990) (2020)



SCHEDULE J Compensation Information |_ome no. 1545-0047

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees 2@20
» Complete if the organization answered "Yes" on Form 990, Part IV, line 23. o) Publi
Department of the Treasury . P Attach to Form_ 990. ) ) pen to U Ic
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
BUTLER HEALTHCARE PROVI DERS 25- 0965274

Questions Regarding Compensation

la

Check the appropriate 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 Ill to provide any relevant information regarding these items.

First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees

Discretionary spending account Personal services (such as maid, chauffeur, chef)

If any of the boxes on line la 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 Ill to
EXPIAIN L L e e e e e e e e e e e e e e e e e e e e e

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

Indicate which, if any, of the following the 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 IIl.
Compensation committee - Written employment contract

Independent compensation consultant Compensation survey or study

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

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:

If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part lIl.

Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.

For persons listed on Form 990, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:

The Organization? . . . . @ v v i it e st e e e e e e e e e e e e e e e e e e e e e e e e e e e e
Any related organization? . . . . . . . . L L i e e e e e e e e e e e e e e e e e e e e e e e e e
If “Yes" on line 5a or 5b, describe in Part lll.

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

The Organization? . . . . @ v v v it e s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e
Any related organization? . . . . . . . . L L i e e e e e e e e e e e e e e e e e e e e e e e e
If “Yes" on line 6a or 6b, describe in Part ll.

For persons listed on Form 990, Part VI, Section A, line la, did the organization provide any nonfixed
payments not described on lines 5 and 6? If "Yes," describeinPartlll. . . . ... ... ... ..... ...,
Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject

to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe
T = o

Yes No
1b
2
4a X
4 | X
4c X
5a X
5b X
6a X
6b X
7 X
8 X
9

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

JSA
0E1290 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18
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BUTLER HEALTHCARE PROVI DERS 25-0965274

Schedule J (Form 990) 2020 Page 2
2EgIl 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 aren't 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 VI, Section A, line 1a, applicable column (D) and (E) amounts for that
individual.

(B) Breakdown of W-2 and/or 1099-MISC compensation (C) Retirement and (D) Nontaxable (E) Total of columns (F) Compensation
(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other other deferred benefits (B)(i)-(D) in column (B) reported
compensation compensation reportable compensation as deferred on prior
compensation Form 990
KENNETH P DEFURI O 10) 676, 624. 0. 64, 021. 255, 487. 19, 713. 1, 015, 845.
|PRESI DENT & CEO (ii) 0. 0. 0.
ELLI OTT SM TH @ 521, 336. 0. 20, 583. 15, 675. 19, 647. 577, 241.
2CI-II EF MEDI CAL OFFI CER (ii) 0. 0. 0.
NCRMAN K. BEALS 10) 410, 290. 0. 13, 270. 47, 226. 14, 999. 485, 785.
3CI-II EF WELLNESS OFFI CER (ii) 0. 0. 0.
DAVI D ROTTI NGHAUS 10) 377, 602. 0. 6, 304. 38, 656. 19, 248. 441, 810.
4CI-II EF MEDI CAL OFFI CER (ii) 0. 0. 0.
KAREN ALLEN 0) 309, 576. 0. 11, 711. 58, 491. 19, 951. 399, 729.
oVP PATIENT SVC, CNO (i) 0. 0. 0.
THOVAS GENEVRO @) 296, 492. 0. 11, 962. 56, 921. 19, 932. 385, 307.
6CI-II EF OPERATI NG OFFI CER (ii) 0. 0. 0.
ERI C HUSS 10) 276, 142. 0. 15, 5083. 20, 417. 5, 666. 317, 728.
7CI-II EF FI NANCI AL OFFI CER (ii) 0. 0. 0.
ROGER LUTZ 10) 249, 814. 0. 6, 304. 48, 670. 19, 866. 324, 654.
8CI-II EF | NFORVATI ON OFFI CER (ii) 0. 0. 0.
STEVEN DAVI S 10) 295, 267. 0. 23, 088. 20, 650. 19, 423. 358, 428.
9PRESI DENT CLARI ON HEALTH (ii) 0. 0. 0.
RANDY TEWKSBURY 10) 201, 911. 24, 000. 6, 459. 0. 14, 267. 246, 637.
10EXEC DI RECTOR OF REVENUE CYCLE (ii) 0. 0. 0.
GREGORY P HAUDACH 10) 223, 234. 0. 0. 15, 994. 19, 710. 258, 938.
11PHARVAGEST (ii) 0. 0. 0.
THOVAS RARAI GH 10) 171, 601. 0. 0. 12, 571. 1, 491. 185, 663.
12Dl RECTOR CARDI OLOGY & | MAG NG (ii) 0. 0. 0.
MATTHEW SCHNUR 10) 160, 280. 0. 0. 7, 213. 19, 740. 187, 233.
1g"rARVRG ST (il 0. 0. 0.
MARK KOVACH [0) 157, 330. 0. 0. 10, 915. 19, 189. 187, 434.
14PHARMRAL ST (ii) 0. 0. 0.
DENNI' S DEMBY MD () 0. 0. 0. 0. 0. 0.
15  RUSTEE (i) 163, 925. 16, 343. 7, 603. 0. 12, 970. 200, 841.
PAULA L HOOPER 7/ 20-8/2] 294, 578. 0. 14, 847. 21, 322. 12, 027. 342, 774.
16CH EF LEGAL OFFI CER (i) 0. 0. 0.

Schedule J (Form 990) 2020
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BUTLER HEALTHCARE PROVI DERS 25-0965274

Schedule J (Form 990) 2020

=E13lI[l Supplemental Information

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

Page 3

PART |, LINES 4B:

4(B) THE ORGANI ZATI ON UTI LI ZES A SUPPLEMENTAL EXECUTI VE RETI REMENT
PROGRAM ( SERP) TO RECRUI T AND RETAI N LEADERSHI P TALENT. VESTI NG PERI ODS
ARE 5 AND 10 YEARS, FOR ALL EXECUTI VES, W TH THE EXCEPTI ON OF THE

PRESI DENT/ CEOQ, AT AGE 65. THE THI RD VESTI NG PERI OD FOR THE PRESI DENT/ CEO
I'S AGE 60. ELI G BLE EXECUTI VES RECEI VE DI STRI BUTI ONS UPON REACHI NG THE
VESTI NG PERI ODS. ALL CONTRI BUTI ONS TO THE SERP HAVE BEEN REPORTED

PREVI QUSLY AND ARE REPORTED ANNUALLY.

THE ANNUAL ACCRUAL AMOUNTS FOR CALENDER YEAR 2020 V\ERE:
KENNETH P DEFURI O, $242, 201; STEVEN DAVI S $20, 650; ERI C HUSS $24, 500;
H LLARY HARLAN $17,501; THOVAS GENEVRO $35, 546; KAREN ALLEN $37, 116;

NORVAN BEALS $28, 701; ROGER LUTZ $29, 932; DAVI D ROTTI NGHAUS $25, 831.

PART |, LINE 7:
EMPLOYEES ARE ELI G BLE AND RECEI VED BONUS COVPENSATI ON. BONUSES ARE NOT
GUARANTEED AND ARE AWARDED BASED ON BOARD APPROVED METRI CS VWH CH | NCLUDE

QUALITY, SERVICES, AND STRATEGQ C FI NANCI AL PERFORMANCE.

Schedule J (Form 990) 2020
JSA
0E1505 1.000
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BUTLER HEALTHCARE PROVI DERS 25-0965274

Schedule J (Form 990) 2020 Page 3
=E13lI[l Supplemental Information

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

IT 1S NOTED THAT I N RECOGNI TI ON OF THE MANY STRESSORS PLACED ON THE
ORGANI ZATI ON AS A RESULT OF THE COVI D- 19 PANDEM C, | NCLUDI NG FI NANCI AL

PRESSURES, NO BASE SALARY | NCREASES OR | NCENTI VE AWARDS WERE PAI D TO ANY

EXECUTI VE I N FY 2021.

Schedule J (Form 990) 2020
JSA
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GROUP 1
SCHEDULE K Supplemental Information on Tax-Exempt Bonds OMB No. 1545-0047

(Form 990) » Complete if the organization answered "Yes" on Form 990, Part IV, line 24a. Provide descriptions,
explanations, and any additional information in Part VI.
Department of the Treasury > Attach to Form 990. Oen to Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
BUTLER HEALTHCARE PROVI DERS 25- 0965274
Il  Bond Issues
(a) Issuer name (b) Issuer EIN (c) CUSIP # | (d) Date issued (e) Issue price (f) Description of purpose (9) Defeased bEahfgaolfnof ?i)nzr?gilﬁg
Issuer
Yes No | Yes No | Yes [No
A BUTLER COUNTY HOSPI TAL AUTHORI TY 25- 1458912 123592DR5 03/ 18/ 2015 100, 481, 533. | REFUND PRI OR | SSUE 04/ 29/ 09 X X X
B BUTLER COUNTY HOSPI TAL AUTHORI TY 25- 1458912 1235926QB | 04/ 29/ 2009 50, 000, 000. | CONSTRUCTI ON OF ADDI TI ON TO HOSPI T X X X
C
D
Proceeds
A B C D
1 Amountof bondS retired . v v v v v v v v v e e e e e e e e e e 21, 406, 533. 17, 260, 000.
2  Amountofbondslegallydefeased. . . . . v v v v i i i i e e e 9, 000, 000.
3 TOtal ProceedS OF ISSUE . » v v v v v v v v e e e e e e e e e e e e 100, 481, 533. 50, 000, 000.
4  Gross proceedsinreservefunds . . . . . . i i i i e u e e e e e e e e e e e e e s
5 Capitalized interest fromproceeds. . . . . . . v v i v v i v b i e e e e e e
6 Proceeds inrefunding @SCrOWS. . . . v v v v v v v i v v v v e v e e e e e ke e
7 ISSuance COStSfrOM ProCEEAS . + v v v v v v v v v et e v et e e et e e 1,411, 658. 833, 495.
8 Credit enhancement from proceeds . . . . . . v o v v v v b i i h e e e e e e e s
9  Working capital expenditures fromproceeds . . . . . . . . i i i i e e
10  Capital expenditures from ProCeedS . » v v v v v v v v v v v e e e e e e e 49, 165, 505.
11 Other Spent ProCeedS. . . . v v v v v v vt vt e w e e e e e e e e e e e e e e
12 Other UnSpent ProCeeaS . . v v v v v v vt v v i v e e e e e e e
13 Year of substantial completion . . . . . . v v v e e e e e 2015 2010
Yes No Yes No Yes No Yes No
14  Were the bonds issued as part of a refunding issue of tax-exempt bonds (or,
if issued prior to 2018, acurrent refundingissue)? . . . . . . . .. .0 e e e e X X
15 Were the bonds issued as part of a refunding issue of taxable bonds (or, if
issued prior to 2018, anadvance refunding issue)?. . . . . . . . . . i v e w ... X X
16 Has the final allocation of proceeds beenmade? . . . ... .. ... ... ... .. X X
17 Does the organization maintain adequate books and records to support the
final allocation of proceeds? . . . . . . . . . . . i i i it i e e e e X X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule K (Form 990) 2020
JSA
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BUTLER HEALTHCARE PROVI DERS 25- 0965274
Schedule K (Form 990) 2020 Page 2
EWHI} Private Business Use GROUP 1
D
1 Was the organization a partner in a partnership, or a member of an LLC, Yes No Yes No Yes No Yes No
which owned property financed by tax-exemptbonds? . . . . . . . . . ... 000 X X
2 Are there any lease arrangements that may result in private business use of
bond-financed property? . . . . . . i L i e e e e e e e e e s X X
3a Are there any management or service contracts that may result in private
business use of bond-financed property? . . . . . . . . i i i i e e e e e e e X X
b If "Yes" to line 3a, does the organization routinely engage bond counsel or other outside
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? . . . . . . i i e e e e e e e e e e e e a e 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?. .
4  Enter the percentage of financed property used in a private business use by entities
other than a section 501(c)(3) organization or a state or local government . . . . .. > % % % %
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 . . . .. ... > % % % %
6 Totaloflines4and5. . . . v v v v i v v i it i e e e e e e et e e e % % % %
7 Does the bond issue meet the private security or paymenttest? _ . . . . . ... ... .. X X
8a Has there been a sale or disposition of any of the bond-financed property to a
nongovernmental person other than a501(c)(3) organization since the bonds were issued? X X
b If "Yes" to line 8a, enter the percentage of bond-financed property sold or
disposed Of .+« @ v i i e e e e e e e e e e e e e % % % %
c If"Yes" to line 8a, was any remedial action taken pursuant to Regulations
sections 1.141-12 and 1.145-27 . . . . v i v i i i i i e e e e e e
9 Has the organization established written procedures to ensure that all
nonqualified bonds of the issue are remediated in accordance with the
requirements under Regulations sections 1.141-12 and 1.145-2? ., , . . .. ... .. .. X X
Arbitrage
D
1 Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield Reduction and Yes No Yes No Yes No Yes No
Penalty in Lieu of Arbitrage Rebate? . . « v v v v v v v v vt e e e e e e e e e X X
2 If"No" to line 1, did the following apply?
R e R TN e X X
b Exceptiontorebate? . . . i i i i i i i i i e et e e e e e e e eeeee e e X X
C Norebate due? . . . . . . v v vt i e e e e e e e e e e w e e e e e e e a e X X
If "Yes" to line 2c, provide in Part VI the date the rebate computation was
performed. . . . . . i e e e e e e e e e e e e e e e e e e e e e e e e s
3 Isthe bond issue avariable rate issuUe?. . . . . . . . . . 4 i e e e e e e e e e s X X
Schedule K (Form 990) 2020
JSA
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BUTLER HEALTHCARE PROVI DERS

Schedule K (Form 990) 2020
eEVM\YA Arbitrage (continued)

4a

25-0965274

Page 3

Has the organization or the governmental issuer entered into a qualified
hedge with respecttothe bond iSSUE?. « « & & v v & i v i b i 4 b e e e v a s a o aa s

Yes

Yes

Yes

No

Yes No

Name of provider =+« v v v v v v e e i e e e e e e e e e e e e e e e

Termofhedge. « v v @ v v v i i i e e e e e e e e e e e e e e e e

Was the hedge superintegrated?. . « « &« v v v e b v h e e e e e e e e e e

o |0 (T

Was the hedge terminated?. . . & v v v o i v i v i e i e e e e e e e e e e e e

S5a

Were gross proceeds invested in a guaranteed investment contract (GIC)? . . . . . . ..

b Name of provider . . . . . i i i i i i i e et e e e e e e e eeeeee e

(9]

L= 0010 (O e

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

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

Has the organization established written procedures to monitor the
requirements of SeCtion 1487 . . . . . o i i i i i e e e e e e e e e e e e e s

Procedures To Undertake Corrective Action

Has the organization established written procedures to ensure that violations
of federal tax requirements are timely identified and corrected through the
voluntary closing agreement program if self-remediation isn't available under

Yes

No

Yes

No

Yes

No

Yes No

X

X

Supplemental Information. Provide additional information for responses to questions on Schedule K. See instructions.

JSA
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BUTLER HEALTHCARE PROVI DERS 25-0965274

Schedule K (Form 990) 2020 Page 4

EAYN Supplemental Information. Provide additional information for responses to questions on Schedule K (see instructions) (Continued)

SCHEDULE K, PART |, BOND | SSUES:
(A) 1 SSUER NAME: BUTLER COUNTY HOSPI TAL AUTHORI TY

(F) DESCRI PTI ON OF PURPCSE: CONSTRUCTI ON OF ADDI TI ON TO HOSPI TAL

SCHEDULE K, PART |V, ARBITRAGE, LINE 2C
(A) | SSUER NAME: BUTLER COUNTY HOSPI TAL AUTHORI TY

DATE THE REBATE COMPUTATI ON WAS PERFORMED: 07/01/2019

JSA
0E1511 1.000

Schedule K (Form 990) 2020
3031RX D320 3/1/2022 9:56:21 AM V 20-7.18




SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@20
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number

BUTLER HEALTHCARE PROVI DERS 25- 0965274

FORM 990, PART VI, SECTION A, LINE 6
PER THE BY- LAWS OF THE ORGANI ZATI ON, THE ORGANI ZATI ON SHALL HAVE ONE

CORPORATE MEMBER, BUTLER HEALTH SYSTEM | NC. THERE SHALL BE NO OTHER

MEMBERS.

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

BUTLER HEALTH SYSTEM [INC., THE SOLE CORPCRATE MEMBER OF THE

ORGANI ZATI ON, APPO NTS THE MEMBERS OF THE BOARD OF TRUSTEES.

FORM 990, PART VI, SECTION A, LINE 7B:
AS PER THE BY- LAWS OF THE ORGANI ZATI ON, THE SUBJECT MATTERS OF THE POWERS

RESERVED TO THE MEMBER ARE AS FOLLOWE:

A. THE NUMBER OF TRUSTEES THAT WLL COWRI SE THE BOARD.

B. THE ELECTI ON OF TRUSTEES.

C. THE REMOVAL OF ANY TRUSTEE FOR CAUSE FROM THE CORPCRATI ON'S BOARD OF
TRUSTEES AND APPROVAL OF THE REPLACEMENT OF ANY SUCH REMOVED TRUSTEE FOR
THE UNEXPI RED PORTI ON OF THE TERM

D. THE ELECTI ON, RE-ELECTI ON, APPO NTMENT AND REAPPO NTMENT OF ALL

COFFI CERS OF THE BQARD.

E. THE AMENDMENT, REVI SI ON, OR RESTATEMENT OF THE CORPORATI ON' S

ARTI CLES OF | NCORPCRATI ON AND/ OR BY- LAWS.

F. THE ADOPTI ON OR CHANGE IN THE M SSI ON, PURPCSE, PHI LOSOPHY OR

OBJECTI VES OF THE CORPORATI ON.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2020)

JSA
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Schedule O (Form 990 or 990-EZ) 2020 Page 2

Name of the organization Employer identification number

BUTLER HEALTHCARE PROVI DERS 25- 0965274

G THE CHANGE | N THE GENERAL STRUCTURE COF THE CORPCRATI ON AS A
VOLUNTARY, NONPROFI T CORPCORATI ON.

H THE DI SSOLUTI ON, DI VI SI ON, CONVERSI ON OR LI QUI DATI ON OF THE

CORPORATI ON, THE CONSOLI DATI ON OR MERGER OF THE CORPORATI ON W TH ANOTHER
CORPORATI ON OR ENTITY, OR THE ACQUI SI TI ON OF SUBSTANTI ALLY ALL OF THE
ASSETS OF ANOTHER CORPCRATI ON COR ENTITY, SUBJECT TO THE PROVI SION OF THE
ARTI CLES OF | NCORPORATI ON.

. THE CORPORATI ON' S BORROW NG OF MONEY, | SSUANCE OF | NDEBTEDNESS

AND/ OR | NCURRENCE OF GUARANTEES, WHETHER I N A SI NGLE TRANSACTI ON OR A
SERI ES OF RELATED TRANSACTI ONS, WHETHER OR NOT SUCH BORROW NGS OR
GUARANTEES ARE TO BE SECURED BY A MORTGAGE, PLEDCGE OR OTHER LI EN ON THE
CORPORATI ON' S CURRENT OR FUTURE REAL PROPERTY, PERSONAL PROPERTY OR
ENDOWVENT FUNDS.

J. APPROVAL OF THE ANNUAL CAPI TAL AND OPERATI NG BUDGETS OF THE

CORPORATI ON AND ANY AMENDMENTS THERETO.

K. APPROVAL OF ANY CHARI TABLE DONATI ON BY THE CORPORATI ON, OTHER THAN
TO THE MEMBER OR ANY NONPROFI T ENTITY IN WHI CH THE MEMBER | S A SCLE
MEMBER, | N AN AMOUNT EXCEEDI NG $15, 000 PER DONEE OR | N AN AMOUNT

EXCEEDI NG $150, 000 | N THE AGGREGATE DURI NG ANY ONE FI SCAL YEAR

L. APPROVAL OF ANY TRANSFER OTHER THAN CHARI TABLE DONATI ONS OF THE
CORPORATI ON' S ASSETS UNLESS SPECI FI CALLY AUTHORI ZED I N THE CORPORATI ON' S
APPROVED BUDGETS.

M APPROVAL OF CHANGE OF MEMBERSHI P OR VOTI NG RI GATS OF THE MEMBER.

N. APPROVAL OF THE STRATEG C PLANS ANDY OR | NVESTMENT POLI CI ES OF THE

CORPORATI ON AND ANY SUBSI DI ARY CF THE CORPORATI ON.
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Schedule O (Form 990 or 990-EZ) 2020 Page 2
Name of the organization Employer identification number

BUTLER HEALTHCARE PROVI DERS 25- 0965274

FORM 990, PART VI, SECTION B, LINE 11B

THE COVPLETED 990 WAS PREPARED BY THE TAX DEPARTMENT OF AN EXTERNAL AUDI T
FIRM I N CONJUNCTI ON W TH HOSPI TAL STAFF AND REVI EWED BY THE CHI EF

FI NANCI AL OFFI CER. RELEVANT SECTI ONS WERE ALSO REVI EVED BY THE | N- HOUSE
COUNSEL. FORM 990 WAS PROVI DED TO THE AUDI T AND COWPLI ANCE COWM TTEE AND
THE BOARD OF TRUSTEES FOR REVI EW AND COMMVENT. AFTER THESE REVI EWS, BUT
PRI OR TO FI LING THE FULL BOARD OF TRUSTEES AND THE AUDI T AND COWPLI ANCE
COW TTEE WERE NOTI FI ED THAT THE FI NAL FORM 990 WAS AVAI LABLE FOR REVI EW

ON THE BOARD S SECURE WEBSI TE.

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

THE RESPONSES TO THE CONFLI CT OF | NTEREST DI SCLOSURE FORM ARE COLLECTED
AND REVI EWNED ANNUALLY BY THE CORPCRATE COWPLI ANCE OFFI CER, AND | N- HOUSE
COUNSEL AS NEEDED, WHO THEN REVI EW6 THE SAME W TH THE AUDI T AND

COVPLI ANCE COW TTEE OF THE BOARD OF TRUSTEES. CONFLI CT OF | NTEREST

DI SCLOSURE FORMS ARE COWVPLETED BY ALL TRUSTEES, OFFI CERS, COW TTEE
MEMBERS, MEMBERS OF MANAGEMENT, EMPLOYED PHYSI Cl ANS AS WELL AS THE
EXECUTI VE TEAM [N THE EVENT A RELATI ONSH P RESULTS | N A POTENTI AL
CONFLI CT FOR AN | SSUE BEI NG DI SCUSSED BY THE BOARD, THE TRUSTEE RECUSES
HI MSELF/ HERSELF FROM THE DI SCUSSI ON AND VOTE. THE RECUSAL | S DOCUMENTED
IN THE M NUTES. | N-HOUSE COUNSEL AND/ OR CORPORATE COWPLI ANCE OFFI CER

ATTENDS ALL BOARD MEETI NGS AND ENSURES THAT ANY NEEDED RECUSALS OCCUR.

FORM 990, PART VI, SECTION B, LINE 15A & 15B
THE BOARD OF TRUSTEES RECOGNI ZES THE GREAT CHALLENGES AND DI FFI CULTI ES

ISA Schedule O (Form 990 or 990-EZ) 2020
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Name of the organization Employer identification number

BUTLER HEALTHCARE PROVI DERS 25- 0965274

THAT HEALTHCARE EXECUTI VES FACE, PARTI CULARLY | N THE CURRENT ERA OF

NATI ONAL AND STATE HEALTHCARE REFORM | N ADDI TI ON, THE PI TTSBURGH

REG ONAL MARKET |'S HI GHLY COVPETI TI VE. THE BOARD COMPETES FOR AND SEEKS
EXECUTI VE TALENT ON A NATI ONAL BASIS. | T ENGAGES EXPERT COVPENSATI ON
CONSULTANTS, UTI LI ZI NG NATI ONAL COVPARATI VE DATA TO GUI DE THE

DETERM NATI ON OF COWPETI TI VE, APPROPRI ATE LEVELS OF COVPENSATI ON. THE
TOTAL COVPENSATI ON PROGRAM FOR EXECUTI VES CONSI STS OF CASH COVPENSATI ON
AND BENEFI TS. FACTORS TAKEN | NTO CONSI DERATI ON | N DETERM NI NG

COVPENSATI ON FOR EXECUTI VES | NCLUDE: MARKET DEMAND AND COMPETI TI ON FOR
SI'M LAR PCOSI TI ONS, EXPERI ENCE AND TENURE, AND ACTUAL PERFORMANCE AND
EFFECTI VENESS. BASED ON THESE AND OTHER PERTI NENT CRI TERI A, BHS TARGETS
TOTAL COVPENSATI ON TO FALL WTHI N A RANGE OF THE 25TH TO 75TH PERCENTI LE
OF THE MARKET. BHS EXECUTI VE COVPENSATI ON GENERALLY W LL NOT EXCEED THE
75TH PERCENTI LE OF THE MARKET. EXCEPTIONS TO THI S MAY BE SUBJECT TO

REVI EW AND RECOMVENDATI ON BY THE COVPENSATI ON COWM TTEE, VWHICH IN TURN | S
SUBJECT TO REVI EW AND APPROVAL BY THE BOARD OF TRUSTEES. EXCEPTI ONS MJUST
BE SUPPORTED BY ORGANI ZATI ONAL ANDY CR | NDI VI DUAL PERFORVMANCE, OR A
RETENTI OV RECRU TMENT Cl RCUMSTANCE THAT WARRANTS SUCH COVPENSATI ON. THE
COVPENSATI ON COW TTEE CONSI STS EXCLUSI VELY OF | NDEPENDENT | NDI VI DUALS
W TH NO REAL OR PERCEI VED CONFLI CTS OF | NTEREST | N RECOMVENDI NG EXECUTI VE
COVPENSATI ON GUI DELI NES AND LEVELS. THE BOARD OF TRUSTEES HAS THE FI NAL

APPROVAL OF ALL EXECUTI VE COVPENSATI ON DECI SI ONS.

VWH LE BENEFI TS ARE ACCOUNTED FOR | N SCHEDULE J, ACTUAL "TAKE HOVE' PAY TO

THE EXECUTI VE TYPI CALLY CONSI STS ONLY OF BASE SALARY AND ANY | NCENTI VE

ISA Schedule O (Form 990 or 990-EZ) 2020
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Schedule O (Form 990 or 990-EZ) 2020
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Name of the organization Employer identification number

BUTLER HEALTHCARE PROVI DERS 25- 0965274

AWARD, | F EARNED. APPL|I CABLE TAXES AND OTHER W THHOLDI NG ARE DEDUCTED.
ANNUAL | NCREASES | N BASE PAY, |F ANY, ARE BASED ON COWPETI TI VE MARKET
TRENDS FROM THE COVMPARI SON GROUP. SUPPLEMENTAL RETI REMENT BENEFI TS ARE
USED AS A VEHI CLE FOR EXECUTI VE RECRU TMENT AND RETENTI ON W TH

APPROPRI ATE VESTI NG PERI ODS. THE BOARD OF TRUSTEES REVI EWs AND APPROVES
EXECUTI VE COVMPENSATI ON I N I TS ENTI RETY, | NCLUDI NG THE USE OF "TALLY
SHEETS", WHI CH DI SCLOSE 100% OF EACH EXECUTI VE' S COVPENSATI ON. THE BOARD
OF TRUSTEES ENGAGES EXTERNAL COVPENSATI ON CONSULTANTS AND EXTERNAL LEGAL

EXPERTI SE TO ASSURE REASONABLENESS OF EXECUTI VE COVPENSATI ON LEVELS.

IT 1S NOTED THAT I N RECOGNI TI ON OF THE MANY STRESSORS PLACED ON THE
ORGANI ZATI ON AS A RESULT OF THE COVI D- 19 PANDEM C, | NCLUDI NG FI NANCI AL
PRESSURES, NO BASE SALARY | NCREASES OR | NCENTI VE AWARDS WERE PAI D TO ANY

EXECUTI VE I N FY 2021.

FORM 990, PART VI, SECTION C, LINE 19
HI STORI CAL FI NANCI AL | NFORVATI ON | S PROVI DED TO THE PUBLI C AT THE ANNUAL

PUBLI C BOARD MEETI NG BYLAWS, ARTI CLES OF | NCORPORATI ON AND THE CONFLI CT

OF | NTEREST POLI CY ARE POSTED ON THE VEBSI TE.

FORM 990, PART X, LINE 9

CHANGE I N NET ASSETS OF BUTLER HEALTH FOUNDATI ON $ 97, 006
CHANGE | N PENSI ON ASSETS AND LI ABI LI TI ES $ 20,101, 935
CHANGE | N NON- CONTROLLI NG | NTEREST $ 298, 884
NET PERI ODI C PENSI ON BENEFI T $ 1,324,583
TOTAL $ 21,822,408
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Schedule O (Form 990 or 990-EZ) 2020 Page 2

Name of the organization Employer identification number

BUTLER HEALTHCARE PROVI DERS 25- 0965274
ATTACHVENT 1

FORM 990, PART 111, LINE 1 - CRGANI ZATION S M SSI ON

THE M SSI ON OF BUTLER HEALTHCARE PROVI DERS DY B/ A BUTLER MEMORI AL
HOSPI TAL 1S TO BE A HEALI NG PRESENCE | N THE COMMUNI TI ES WE SERVE.
BUTLER MEMORI AL HOSPI TAL AND BUTLER HEALTH SYSTEM EXI ST TO MAKE A
POSI TI VE DI FFERENCE I N THE LI VES OF PECPLE BY PROVI DI NG

COVPASSI ONATE, HI GH QUALI TY CARE AND COMFORT, AND | NSPI RI NG HEALTH

AND WVELL- BEI NG

ATTACHVENT 2

FORM 990, PART |11 - PROGRAM SERVI CE, LINE 4A

BUTLER HEALTHCARE PROVI DERS DY B/ A BUTLER MEMORI AL HOSPI TAL ( BMH)
I'S AN | NDEPENDENT, COMMUNI TY- BASED HOSPI TAL THAT HAS SERVED BUTLER
COUNTY, PA, AND THE SURROUNDI NG AREA FOR 123 YEARS. BMH EMPLOYS
APPROXI MATELY 2, 300 PECPLE. BWH HAS GROWN | NTO A REG ONAL REFERRAL
CENTER FOR THE AREAS. | T IS THE LARGEST HOSPI TAL FACI LI TY BETWEEN
PI TTSBURGH AND ERIE. I T I S COWRI SED OF 296 ACUTE CARE BEDS. BMH
SERVES APPROXI MATELY 12, 000 ACUTE CARE PATI ENTS ( ADM SSI ONS) AND
OVER 350, 000 QUTPATI ENTS EACH YEAR. BMH MAI NTAI NS A DEEP

COWM TMENT TO I TS COVWUNI TY, AS IS DEMONSTRATED THROUGH | TS BROAD
SERVI CES OFFERING | T PROVI DES ALL LEVELS OF CGENERAL MEDI CAL AND
SURG CAL CARE, EMERGENCY SERVI CES, OBSTETRI CS AND GYNECOLOGY

SERVI CES, A ROBUST PSYCHI ATRI C SERVI CE, DRUG AND ALCOHOL
TREATMENT, FAM LY SERVI CES, PREVENTATI VE & WELLNESS PROGRAMS AND
TERTI ARY CARDI OVASCULAR CARE. | T ALSO HAS A NETWORK CF

APPROXI MATELEY 60 CONVENI ENT, LOW COST QOUTPATI ENT SI TES THAT ARE

LOCATED IN COMVUNI TI ES THROUGH BUTLER COUNTY AND THE SURROUNDI NG

ISA Schedule O (Form 990 or 990-EZ) 2020
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

ATTACHVENT 2 ( CONT' D)

AREA. A DESCRI PTI ON OF THE TOP THREE SERVI CE LI NES FOLLOW

BUTLER MEMORI AL HOSPI TAL MEDI CAL | MAG NG SERVI CES PROVI DES THE
COVMUNI TI ES WE SERVE W TH EASY ACCESS TO THE LATEST MEDI CAL

I MAG NG TECHNCLOG ES. BUTLER MEMORI AL HOSPI TAL | MAG NG SERVI CES

| NCLUDE COMPUTERI ZED TOMOGRAPHY (CT), MEDI CAL RESONANCE | MAG NG
(MRI'), PET/CT, AND DI A TAL MAMVOGRAPHY. ADDI TI ONAL | MAG NG SERVI CE
| NCLUDE ULTRASOUND ( SONOGRAPHY), NUCLEAR MEDI CI NE, BONE DENSI TY
TESTI NG, X- RAYS AND FLUOROSCOPI C STUDI ES. BMH S | MAG NG STUDI ES
ARE | NTERPRETED BY ON- SI TE BOARD CERTI FI ED RADI OLOG STS TRAINED | N
THE FOLLOW NG SUBSPECI ALTI ES; | NTERVENTI ONAL RADI OLOGY, WOMEN S

I MAG NG, MUSCULOSKELETAL | MAG NG, BCDY | MAG NG, NEURCRADI CLOGY AND
ADVANCED VEI N CARE. BUTLER MEMCRI AL HOSPI TAL PROVI DED MEDI CAL

I MAG NG SERVI CES TO 112, 166 PATI ENTS.

CARDI OVASCULAR SERVI CES AT BUTLER MEMORI AL HOSPI TAL PROVI DE
ROUTI NE AND ADVANCED CARDI AC CARE, | NTERVENTI ONAL CARDI OLOGY,
ELECTROPHYSI OLOGY, CARDI AC SURGERY, VASCULAR SURGERY, THORACIC
SURGERY, | NTERVENTI ONAL RADI CLOGY AND CARDI AC REHABI LI TATI ON.
OTHER SERVI CE AREAS | NCLUDE A DEVI CE MANAGEMENT CLI NI C, VALVE
CLI NI C, HEART FAI LURE CLI NI C AND CHEST PAI N CENTER W TH PCl

ACCREDI TATI ON.

BUTLER MEMORI AL HOSPI TAL LABORATORY HAS STATE- OF- THE ART

I NSTRUVENTATI ON COMPLEMENTED BY PROFESSI ONAL EXPERTI SE | N

ISA Schedule O (Form 990 or 990-EZ) 2020
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

ATTACHVENT 2 ( CONT' D)

M CROBI OLOGY, PATHOLOGY, CHEM STRY, HEMATOLOGY AND CYTOLOGY. OUR
LABORATORY PROVI DES BLOOD WORK AND TESTI NG THROUGHOUT QOUR SERVI CE
AREA, FOR PATI ENTS, PHYSI CI AN OFFI CES AND LONG TERM CARE

FACI LI TIES AND | S ACCREDI TED BY THE COLLEGE OF AMERI CAN

PATHOLOG STS (CAP) AND LI CENSED BY THE CLI NI CAL LABORATORY

| MPROVEMENT ACT (CLIA). LABORATORY SERVI CES VARY BY LOCATI ON AND
COVER ALL OF THE FOLLOW NG AREAS: SURG CAL PATHOLOGY, MOLECULAR
DI AGNOSTI CS, DERVMATOPATHOLOGY, CYTOPATHOLOGY, HEMATOPATHOLOGY AND
TRANSFUSI ON MEDI CI NE. BUTLER MEMORI AL HOSPI TAL PROVI DE LABCRATORY

SERVI CE TO OVER 300, 000 PATI ENTS.

I'N ADDI TION TO OUR TOP THREE SERVI CES DESCRI BED | N SCHEDULE H,
BUTLER MEMORI AL HOSPI TAL HAD ADDI TI ONAL ACCOVPLI SHVENTS

SPECI FI CALLY RELATED TO THE COVI D-19 PANDEM C.

THROUGHOUT THE PANDEM C THE HEALTH AND SAFETY OF THE COMMUNI TY WAS
BUTLER MEMCORI AL HOSPI TAL' S HI GHEST PRI ORI TY. FROM JULY 2020- JUNE
2021, BWVH PERFCRMED 97, 000 COVI D TESTS FOR THE COVWUNI TY I N AN

CQUTPATI ENT SETTI NG

IN JANUARY OF 2021 BUTLER MEMORI AL HOSPI TAL STARTED DI STRI BUTI NG
DOSES OF THE VACCI NE TO THE PUBLIC. IN APRIL OF 2021 BUTLER
MEMORI AL HOSPI TAL PARTNERED W TH BUTLER COUNTY TO OPEN A VACCI NE
CLI NI C AT THE BUTLER CLEARVI EW MALL. THI' S CLI NI C ALONE VACCI NATED

ALMOST 33, 000 MEMBERS COF THE COMMUNI TY.
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BUTLER HEALTHCARE PROVI DERS 25- 0965274

ATTACHVENT 2 ( CONT' D)

AT THE CLINIC, BUTLER COUNTY COVMMUNI TY COLLEGE NURSI NG STUDENTS
VWERE G VEN AN OPPORTUNI TY TO GET AN EARLY START IN THE FI ELD BY
VOLUNTEERI NG AT THE CLI NI C. APPROXI MATELY 80 STUDENTS WERE ROTATED
THROUGH THE CLI NI C AND WERE ABLE PERFORM TASKS THAT ASSI STED | N
THE VACCI NE CLI NI C AND GAVE THEM REAL EXPERI ENCE I N THE FI ELD.
BUTLER MEMORI AL HOSPI TAL GAVE THE STUDENTS AN COPPCRTUNI TY TO NOT
ONLY ASSI ST THE COVMUNI TY DURI NG THE PANDEM C BUT ALSO A CHANCE TO

FURTHER DEVELCP THEIR CLI NI CAL SKI LLS.

BUTLER MEMORI AL HOSPI TAL ALSO WORKED W TH THE BUTLER COUNTY AREA
AGENCY ON AG NG AND BUTLER COUNTY CENTER FOR COMMUNI TY RESCURCES
TO VACCI NATE RESI DENTS WHO ARE 65 AND OLDER. THROUGH THE EFFORTS
OF THESE ORGANI ZATI ONS APPROXI MATELY 1, 200 RESI DENTS WERE ASSI STED

W TH SCHEDULI NG AND RECEI VI NG THEI R VACCI NE.

BY JUNE 2021 BUTLER MEMORI AL HOSPI TAL, THROUGH THE COVMMUNI TY W DE
EFFORTS TO GET AS MANY PEOPLE VACCI NATED AS POSSI BLE, BMH WAS

PROUD TO BE RECOGNI ZED AS HAVI NG THE 6TH HI GHEST VACCI NATI ON RATE
PER 100, 000 RESI DENTS IN THE COVWONWEALTH OF PA, W TH 80, 000 FULLY

VACCI NATED RESI DENTS.

ATTACHMENT 3

990, PART VII- COVPENSATI ON CF THE FI VE HI GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON
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Name of the organization

BUTLER HEALTHCARE PROVI DERS

Employer identification number

25- 0965274

ATTACHVENT 3 ( CONT' D)

990, PART VII- COVPENSATI ON CF THE FI VE HI GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS

QUEST DI AGNOSTI CS
875 GREENTREE ROAD, 4 PARKWAY CENTER
Pl TTSBURGH, PA 15220-3610

BUTLER ANESTHESI A ASSCCI ATES
PO BOX 737
EAST BUTLER, PA 16029

NAVI N, HAFFTY & ASSCOCI ATES
1900 WEST PARK DRI VE, SU TE 180
VESTBOROUGH, MA 01581

PBS MENTAL HEALTH ASSCClI ATES
901 E BRADY STREET, SU TE 103
BUTLER, PA 16001

METZ CULI NARY MANAGEMENT

TWO WOODLAND DRI VE
DALLAS, PA 18612

FORM 990, PART | X - OTHER FEES

DESCRI PTI ON

PURCHASED SERVI CES

PHYSI CI AN FEES

QUTSI DE MEDI CAL SERVI CES
OTHER SERVI CE FEES

TOTALS

DESCRI PTI ON OF SERVI CES

COVPENSATI ON

LABCRATORY SERVI CES 3, 759, 548.

ANESTHESI OLOGY 3, 528, 803.

COVPUTER CONSULTI NG 2,971, 106.

MEDI CAL CONSULTI NG 2,425, 000.

DI ETARY 2, 303, 733.

ATTACHVENT 4
(A (B) (O (D
TOTAL PROGRAM MANAGEMENT  FUNDRAI SI NG

FEES SERVI CE EXP. AND CGENERAL EXPENSES
15, 595, 927. 13, 842, 666. 1, 753, 261.
6, 442, 316. 5, 718, 085. 724, 231.
6, 780, 321. 6, 018, 092. 762, 229.
10, 071, 956. 8, 939, 688. 1,132, 268.
38, 890, 520. 34, 518, 531. 4,371, 989.

ATTACHMENT 5

JSA
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BUTLER HEALTHCARE PROVI DERS 25-0965274
ATTACHVENT 5 ( CONT' D)
FORM 990, PART X - | NVESTMENTS - PUBLI CLY TRADED SECURI TI ES
ENDI NG CcosT
DESCRI PTI ON BOOK VALUE OR FW
PUBLI CLY TRADED SECURI TY 184, 257, 213. FwW

TOTALS

184, 257, 213.

JSA
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BUTLER HEALTHCARE PROVI DERS 25-0965274

| OMB No. 1545-0047

(SFCE)'?E,DQJQLOE)R Related Organizations and Unrelated Partnerships
» Complete if the organization answered "Yes" on Form 990, Part 1V, line 33, 34, 35b, 36, or 37. 2@20
Department of the Treasury >AttaCh to Form 990. Open to Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
BUTLER HEALTHCARE PROVI DERS 25- 0965274
Identification of Disregarded Entities. Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
(CY] (b) ©) (d) (e) ) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
1)
(2)
3
4
(5
(6)
- Identification of Related Tax-Exempt Organizations. Complete if the organization answered "Yes" on Form 990, Part IV, line 34, because it had
LM one or more related tax-exempt organizations during the tax year.
(CY] (b) ©) (d) (e) ® )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity °‘L”n‘{i§ﬂf"
Yes No
(1) BUTLER FEALTH SYSTEM 25- 1441855
ONE HOSPTTAL VAY BUTLER ~PA 16001 HC DELIV SYST | PA 501(C) (3) |LINE 10 N A X
(2) BUTLER WEDI CAL PROVI DERS 25- 1441961
G\E HOSPTTAL VAY BUTLER ~PA 16001 PHYS PRACTI CE | PA 501(C)(3) |LINE 3 BHS X
(3) VAR CORGRATION 25- 1441960
ONE HOBPI TAL VAY BUTLER, PA 16001 REAL ESTATE PA 501(C) (3) LINE 12B, |1 |BHS X
(4) BUTLER HEALTH SYSTEM FOUNDATI ON 26- 1543883
ONE HOBPI TAL VAY BUTLER, PA 16001 FUNDRAI SI NG PA 501(C) (3) LINE 12A, 1 |BHS X
(5) CLARI ON HOSPI TAL 25-1010039
ONE HOSPT TAL DRI VE CLARION, PA 16214 HOSPI TAL PA 501(C) (3) LI NE 3 CHS X
(6) PEALTH SERVICES OF CLAR O 75- 3126134
ONE HOSPT TAL DRI VE CLARION, PA 16214 PHYSI CI ANS PA 501(C) (3) LI NE 3 CHS X
(7) OAR OV FEALTFCARE SYSTEM 25- 1534023
ONE HOSPI TAL DRI VE CLARTON, PA 16214 HOLDI NG CO PA 501(C) (3) LINE 12A, | |[BHS X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2020
JSA
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BUTLER HEALTHCARE PROVI DERS 25-0965274

: : : OMB No. 1545-0047
(SFCE)'?E,DQJQLOE)R Related Organizations and Unrelated Partnerships | >
» Complete if the organization answered "Yes" on Form 990, Part 1V, line 33, 34, 35b, 36, or 37. 2@20
Department of the Treasu >AttaCh to Form 990. Open to Public
,mgmal Revenue Service i P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
BUTLER HEALTHCARE PROVI DERS 25- 0965274
Identification of Disregarded Entities. Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
(CY] (b) ©) (d) (e) ) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
1)
(2)
3
4
(5
(6)
Identification of Related Tax-Exempt Organizations. Complete if the organization answered "Yes" on Form 990, Part IV, line 34, because it had
art one or more related tax-exempt organizations during the tax year.
(CY] (b) ©) (d) (e) ® )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity Czr:]‘tfifyfd
Yes No
(l) CLARI ON HOSPI TAL SELF I'NS. TRUST FUND 25-0766602
O\ FCSPTTAL DR VE CLARTGN PA 16214 SELF- I NS. PA 501(C)(3) |LINE 12A/1 |CHS X
(2) BUTLER WENORT AL FOBPT TAL AUXT LT ARY 25- 1457575
ONE HOGPT TAL VAY BUTLER, PA 16001-4670 AUXI LI ARY PA 501(C) (3) LI NE 10 BHS X
3
4
(5
(6)
)
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2020
JSA
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BUTLER HEALTHCARE PROVI DERS 25-0965274
Schedule R (Form 990) 2020 Page 2
=yl Identification of Related Organizations Taxable as a Partnership. Complete if the organization answered "Yes" on Form 990, Part IV, line 34,
because it had one or more related organizations treated as a partnership during the tax year.
@) (b) © (d (€). ® 9 (h) 0] 0] (k)
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- | pisproportionate Code V - UBI General or | Percentage
related organization domicile entity income (related, income year assets alocatins? | @amount in box 20 | managing | ownership
unrelated,
(state or excluded from of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512 - 514)
Yes| No Yes| No
(1) BUTLER AMBULATCRY SURGERY CENT
102 TECHNOLOGY DRI VE BUTLER, P | SURGERY PA N A N A 0 0. X 0 X
(2) BHS FASTERCARE 27- 1961562
ONE HOSPI TAL WAY BUTLER, PA 16 | URGENT CARE PA BHP RELATED - 313, 765. 999, 738. X 0 X 51. 0000
(3) BHS FASTER CARE LABORATORY SER
ONE HOSPI TAL WAY BUTLER, PA 16 | LAB SERVI CES PA BHP RELATED 0 0. X 0 X
(4)
(©)
(6)
(7)
Part IV Identification of Related Organizations Taxable as a Corporation or Trust. Complete if the organization answered "Yes" on Form 990, Part IV,
line 34, because it had one or more related organizations treated as a corporation or trust during the tax year.
(@) (b) © (d ) ® ©) (h) ()
Name, address, and EIN of related organization Primary activity Legal domicile | Direct controlling Type of entity Share of total Share of Percentage| _Section
(state or foreign| entity (C corp, S corp, or trust) income end-of-year assets |ownership Smlji(t?gl(lfé)
country) entity?
Yes|No
(1) PCA OF BUTLER, PC 25- 1351445
480 EAST JEFFERSON STREET BUTLER, PA 16001 PHYSI CI AN OFFI CE PA N A C CORP 0. 0. X
(2) CLARI ON DEVELOPMENT CORPORATI ON 25-1516298
ONE HOSPI TAL DRI VE CLARI ON, PA 16214 PHARVACY PA N A C CORP 0. 0. X
(3)
(4)
()
(6)
(7)
Schedule R (Form 990) 2020
JSA

0E1308 1.000

3031RX D320 3/1/2022
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BUTLER HEALTHCARE PROVI DERS 25-0965274
Schedule R (Form 990) 2020 Page 3

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 Il, I, or IV of this schedule. Yes| No
1 During the tax year, did the organization 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. . . . . . . . o v v i i i i s e e e e e e e e e e e e e e e e e e e e la X
b Gift, grant, or capital contribution to related organization(S) . . . . . . . . i i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e ib| X
¢ Gift, grant, or capital contribution from related organization(S). . . . . . . & & i i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e ic| X
d Loans or loan guarantees to or for related organization(S) . . . . . .« . i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1d X
e Loans or loan guarantees by related organization(S) . . . . . v i i i i i i i i e e e e e e e e e e e e e e e e e e e e e e e le X
f Dividends from related organization(S) . . . . . . . vt i et e e e e e e e e e e e e e e if
g Sale of assetstorelated Organization(S) . . . . . v v vt i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1g X
h Purchase of assets from related organization(S), . . . . . . . . . i i i i i i ittt e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e ih X
i Exchange of assets with related organization(s). . . . . . . & & it i i i i i i st e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1i X
i Lease of facilities, equipment, or other assets to related Organization(S). . . = . ¢ & v & 4 vt i b et e e e e e e e e e e e e e e e e e e e e e e e 1j | X
k Lease of facilities, equipment, or other assets from related organization(S) . . . & v v v v v vt v e b e e e e e e e e e e e e e e e e e e e e e e e 1k | X
| Performance of services or membership or fundraising solicitations for related organization(S) . . . . . v v v 4 v v v it e e e e e e e e e e e e e e ] X
m Performance of services or membership or fundraising solicitations by related organization(S). . . . v v v v v v i vt e e e e e e e e e e e e e e im| X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . vt v vt i i it b i e e e e e e e e e e e e e e e e in| X
o Sharing of paid employees with related organization(S) . . . . . . & . v i it i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 10| X
p Reimbursement paid to related organization(S) for EXPeNSES. « « « v v v vt v i h e e e e e e e e e e e e e e e e e e e e e e e e e e ip| X
g Reimbursement paid by related organization(s) for eXpenSeS . . v v v v v i h i h e e e e e e e e e e e e e e e e e e e e e e e e e 19| X
r Other transfer of cash or property to related organization(S) . . . . « & v v v v o v v v ot e e e e e e e e e e e e e e e e e e e e e e e e e ir X
s _Other transfer of cash or property from related organization(S). . . . . . v ot it v it i i e 4 e e e e e e e e e e e e e e e e e e e e e e e e eae e e e e e 1s X
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.
(@) (b) ©) (d)
Name of related organization Transaction Amount involved Method of determining
type (a-s) amount involved
(1)
(2)
(3)
(4)
(5)
(6)

JSA Schedule R (Form 990) 2020

0E1309 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



BUTLER HEALTHCARE PROVI DERS 25-0965274
Schedule R (Form 990) 2020 Page 4

Part VI 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) _ (b) (c) ) (e) () ()] (h) [0} [0} (k)
Name, address, and EIN of entity Primary activity Legal domicile Predominant Are all partners Share of Share of Disproportionate Code V - UBI General or |Percentage
(state or foreign income (related, section total income end-of-year allocations? amount in box 20 | managing |ownership
country) unrelated, excluded | 501(c)(3) assets of Schedule K-1 partner?
from tax under organizations? (Form 1065)

sections 512 -514)| yes | No Yes | No Yes | No

(1)

(2)

(3)

(4)

(5)

(6)

()

(8)

9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

Schedule R (Form 990) 2020

JSA
0E1310 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



BUTLER HEALTHCARE PROVI DERS 25- 0965274

Schedule R (Form 990) 2020 Page 5

WAl Supplemental Information
Provide additional information for responses to questions on Schedule R. See instructions.

Schedule R (Form 990) 2020

0E1510 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



RENT AND ROYALTY INCOME

Taxpayer's Name

BUTLER HEALTHCARE PROVI DERS

Identifying Number

25- 0965274

DESCRIPTION OF PROPERTY

RETAI L PHARMACY

| | Yes | | No | Did you actively participate in the operation of the activity during the tax year?

TYPE OF PROPERTY:

OTHER INCOME:

TOTAL GROSS INCOME . v v v v 4 v 4 v 4 v 4 v o 4 e 4 & a a w & w & 4 & 4 & & 4 & 0 & o & s a s a a s

OTHER EXPENSES:

DEPRECIATION (SHOWN BELOW) ., 4 v v v v v s e v v e e e e v m e e e a e e n s
LESS: Beneficiary's Portion . . . & v v v i v i v e e e e e e e e e e e e e e

AMORTIZATION

LESS: Beneficiary's Portion . . . . i v i i i h e e e e e e e e e e e e e
DEPLETION |, L . i . i it i it e e e e e e e e e e e e e e e e e e e
LESS: Beneficiary's Portion . . . & v v v i v it e e e e e e e e e e e e e
TOTAL EXPENSES . L i i i i it e v s s e s s a st s et s a s e s e e s a s e e e e e e e e e e e e e e e
TOTAL RENT OR ROYALTY INCOME (LOSS) « « @ & & & & & 4 & & & o & & o & o+ o o o & o & + o s o & o o + o o o & o o o o o o o o a

31, 146.

31, 146.

- 31, 146.

Less Amount to

Rentor Royalty . . . v v i v vt et e h e e e e e e e e e e e e e e e e e e e e e e
[ 2=T o =T o] 1= 4T ) o
L= 01 =1 4
Investment INterest EXPENSE . . . . & v 4 4 & v 4 4 s e e e e e e e e e e e e e e e e e e e e
Other EXPENSES . v & v v v v v v v v e s v v m e e n n e s s e e e e e e e e e e e
Net Income (LOSS) to Others . . . & v v v i i ittt e et e e m t e e m e e m e e e e e e e e
Net Rent or Royalty INCOME (LOSS) . & v v v v 4 4 v s n b v e m ot e s m n e s m e s m b s m e s s e s s e e s e e e

Deductible Rental Loss (if Applicable) . « v v v v v v v b b bt et e e e e e e e e e e e e e

SCHEDULE FOR DEPRECIATION CLAIMED

(b) Cost or (c) Date

(a) Description of property
unadjusted basis acquired

SEE ATTACHVENT

(e)

Bus.

%

(f) Basis for
depreciation

(g) Depreciation
in
prior years

(h)
Method

(i) Life
or
rate

(j) Depreciation
for this year

Totals . v v o i v u e e e e s

JSA
0E7000 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



RENT AND ROYALTY INCOME

Taxpayer's Name

BUTLER HEALTHCARE PROVI DERS

Identifying Number

25- 0965274

DESCRIPTION OF PROPERTY

NON PATI ENT LABORATORY

| | Yes | | No | Did you actively participate in the operation of the activity during the tax year?

TYPE OF PROPERTY:

REAL RENTAL | NCOVE

OTHER INCOME:

TOTAL GROSS INCOME . v v v v 4 v 4 v 4 v 4 v o 4 e 4 & a a w & w & 4 & 4 & & 4 & 0 & o & s a s a a s

OTHER EXPENSES:

DEPRECIATION (SHOWN BELOW) ., 4 v v v v v s e v v e e e e v m e e e a e e n s
LESS: Beneficiary's Portion . . . & v v v i v i v e e e e e e e e e e e e e e

AMORTIZATION

LESS: Beneficiary's Portion . . . . i v i i i h e e e e e e e e e e e e e
DEPLETION |, L . i . i it i it e e e e e e e e e e e e e e e e e e e
LESS: Beneficiary's Portion . . . & v v v i v it e e e e e e e e e e e e e
TOTAL EXPENSES . L i i i i it e v s s e s s a st s et s a s e s e e s a s e e e e e e e e e e e e e e e
TOTAL RENT OR ROYALTY INCOME (LOSS) « « @ & & & & & 4 & & & o & & o & o+ o o o & o & + o s o & o o + o o o & o o o o o o o o a

33, 402.

33, 402.

- 33, 402.

Less Amount to

Rentor Royalty . . . v v i v vt et e h e e e e e e e e e e e e e e e e e e e e e e
[ 2=T o =T o] 1= 4T ) o
L= 01 =1 4
Investment INterest EXPENSE . . . . & v 4 4 & v 4 4 s e e e e e e e e e e e e e e e e e e e e
Other EXPENSES . v & v v v v v v v v e s v v m e e n n e s s e e e e e e e e e e e
Net Income (LOSS) to Others . . . & v v v i i ittt e et e e m t e e m e e m e e e e e e e e
Net Rent or Royalty INCOME (LOSS) . & v v v v 4 4 v s n b v e m ot e s m n e s m e s m b s m e s s e s s e e s e e e

Deductible Rental Loss (if Applicable) . « v v v v v v v b b bt et e e e e e e e e e e e e e

SCHEDULE FOR DEPRECIATION CLAIMED

(b) Cost or (c) Date

(a) Description of property
unadjusted basis acquired

SEE ATTACHVENT

(e)

Bus.

%

(f) Basis for
depreciation

(g) Depreciation
in
prior years

(h)
Method

(i) Life
or
rate

(j) Depreciation
for this year

Totals . v v o i v u e e e e s

JSA
0E7000 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



BUTLER HEALTHCARE PROVI DERS

RENT AND ROYALTY SUMVARY

TOTAL DEPLETI ON OTHER
PROPERTY I NCOVE DEPRECI ATI ON  EXPENSES
RETAI L PHARMACY 31, 146.
NON PATI ENT LABORATO 33, 402.
TOTALS 64, 548.

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18

25- 0965274

ALLOMBLE
NET
| NCOVE

- 31, 146.
- 33, 402.

- 64, 548.




ESTIMATED TAX WORKSHEET FOR FORM 990-W

2021 Estimated Tax

100 % of Line A

100 o4 of tax on 2020 ) FOQM 990-T """""""""""

Required Annual Payment (Smaller of lines B or C)

Enter
Enter

Income tax withheld (if applicable)

Tmoow>

Balance (As rounded to the nearest multiple of )

25-0965274

A
B
c
D
E
......................... F 15, 200.

Record of Estimated Tax Payments

Payment number (a) Date (b) Amount (¢) 2019 overpayment (d) Total amount paid and
credit applied credited (add (b) and (c))
1 10/ 15/ 2021 35, 819. ,
2 12/ 15/ 2021 35, 819. 35, 819.
3 03/ 15/ 2022 7, 600. 35, 819. 43, 4109.
4 06/ 15/ 2022 7, 600. 35, 817. 43, 417.
Total 15, 200. 143, 274. 158, 474.

ESTI MATED PAYMENTS MUST BE MADE USI NG THE ELECTRONI C FEDERAL

TAX PAYMENTS SYSTEM ( EFTPS) .
AMOUNTS VWHI CH NEED TO BE PAI D VI A THE ABOVE METHOD.

JSA
0E7093 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18
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Form 990'T

(and proxy tax under section 6033(e))

For calendar year 2020 or other tax year beginning 07/01 , 2020, and ending

Exempt Organization Business Income Tax Return

06/30 221

OMB No. 1545-0047

Department of the Treasury P Go to www.irs.gov/Form990T for instructions and the latest information.

Internal Revenue Service

P> Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3).

2020

Open to Public Inspection for |
501(c)(3) Orqanizations Only

A Check box if

Name of organization ( Check box if name changed and see instructions.)
address changed.

BUTLER HEALTHCARE PROVI DERS

D Employer identification number

25- 0965274

Number, street, and room or suite no. If a P.O. box, see instructions.

ONE HOSPI TAL WAY

B Exempt under section Print

or
X]s01(C)( 3 ) Type

E Group exemption number
(see instructions)

408(e) 220(e) City or town, state or province, country, and ZIP or foreign postal code

408A 530(a) BUTLER, PA 16001 F Check box if
268960 689 an amended return.

529(a) 529A |C Bookvalueofallassetsatend of Year. v v v v v v v & o v o & & & s & 4 » ! ! i

G Check organization type  » X 501(c) corporation | 501(c) trust 401(a) trust

Other trust Applicable reinsurance entity

H Check if filingonlyto p Claim credit from Form 8941

| Claim a refund shown on Form 2439

I Check if a 501(c)(3) organization filing a consolidated return with a 501(c)(2) titleholding corporation

J Enter the number of attached Schedules A (Form 990-T)

If "Yes," enter the name and identifying number of the parent corporation P>

L The books are in care of » ERI C HUSS

ONE HOSPI TAL WAY

Telephone number B> 724- 283- 6666

BUTLER PA 16001
Total Unrelated Business Taxable Income
1 Total of unrelated business taxable income computed from all unrelated trades or businesses (see
INSETUCHONS), L L L h st i i et e e et e e e e e e e e e e e e e e e e 1 763, 321.
I 2
3 Addlinesland 2, | . . . . ... e e e e e e e e e e e e e e e e e e e e e e e 3 763, 321.
4  Charitable contributions (see instructions for limitationrules) . . . . . . ... .. ... .. A TCH _1 ______ 4 76, 332.
5 Total unrelated business taxable income before net operating losses. Subtract line 4 fromline3 _ ., ., .. ... 5 686, 989.
6 Deduction for net operating l0SS. SEe INStrUCtONS, |, . . . . . & v & v o ot f e e e e e e e e e e e e e e e 6
7 Total of unrelated business taxable income before specific deduction and section 199A deduction.
Subtract line 6 from e 5 , . L . L L v v sttt e e e e e e e 7 686, 989.
8  Specific deduction (generally $1,000, but see instructions for exceptions) . . . . . . . . v v v & 4 v vt ww .. 8 1, 000.
9  Trusts. Section 199A deduction. See iNStruCtioNS, . . . . . & & & & & & & o o e e e e e e e e e e e 9
10 Total deductions. Add NS 8 AN 9 . + « v v v v v vt e e et e e et e e e e e e e 10 1, 000.
11 Unrelated business taxable income. Subtract line 10 from line 7. If line 10 is greater than line 7,
NG I N I N N A A A I 11 685, 989.
Tax Computation
1 Organizations taxable as corporations. Multiply Part I, line 11 by 21% (0.21) , . ., . . . . v & v & v o v = » » 1 144, 058.
2 Trusts taxable at trust rates. See instructions for tax computation. Income tax on the amount on
Part |, line 11 from: Tax rate schedule or |:| Schedule D (Form 1041), . . . . .. . ... .. »| 2
3 Proxytax. Seeinstructions . . . . . . o i i i i i i i e e e e e e e e e e e e e e e e e e e e e > | 3
4 Othertaxamounts. SEINSIIUCHONS . . . . . . . o i v i i it et e e e e e e e e e e e e e e e e e e 4
5 Alternative minimum tax (trustsonly). . . . . . . . . . o Lo e e e e e e e e e e e e e e e e e e e e 5
6 Tax on noncompliant facility income. See INStrUCtiONS |, . . . . & & v v 4 & v & & & + & & ® * s & s * = o + « 6
7  Total. Add lines 3 through 6 to line 1 or 2, whicheverapplies . . . « « v v v v v v v v v v v v e e e e e a s 7 144, 058.

For Paperwork Reduction Act Notice, see instructions.

JSA
0X2740 1.000

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18

Form 990-T (2020)



Form 990-T (2020) BUTLER HEALTHCARE PROVI DERS 25- 0965274 Page 2
EIgMlll Tax and Payments

1a Foreign tax credit (corporations attach Form 1118; trusts attach Form 1116). . . . . la
b Other credits (seeinstructions). . . . . . & v v v v v it e e e e e e e e e e 1b
C General business credit. Attach Form 3800 (see instructions) . . . « v v v v v v + &« 1c
d Credit for prior year minimum tax (attach Form 8801 0r8827). . . . . . . « . « . . 1d
e Total credits. Add lines 1lathrough 1d. . . . . & & & v v & i vttt e e e e s s e s e s e s e s s e le
2 SubtractlinelefromPartll, iNe 7 . . . & o v v v o b it e e e e e e e e e e e e e e e e e e e 2 144, 058.
3 Other taxes. Check if from: Form 4255 |:| Form 8611 |:| Form 8697 |:| Form 8866
Other (attach statement) . . & & v & v & & & & = & & & = & & = = & s = *+ & = = *+ # = s » 3
4 Total tax. Add lines 2 and 3 (see instructions). Check if includes tax previously deferred under
section 1294. Enter taxamounthere. . . . . . . . . . . . 0 f hhhh e e e ... > .4 144, 058.
5 2020 net 965 tax liability paid from Form 965-A or Form 965-B, Part Il, column (k), line4 . . . . .. . ... ... 5
6 a Payments: A 2019 overpayment creditedt02020 . . . . . . . . . .4 v i e ... 6a 287, 332.
b 2020 estimated tax payments. Check if section 643(g) election applies p |:| 6b
C Taxdepositedwith Form8868. . . . . . . . . . . . . . . o oot i v oo .. 6¢C
d Foreign organizations: Tax paid or withheld at source (see instructions) . . . . . .. 6d
e Backup withholding (seeinstructions) . . . . . & & v v ¢ 4 4 v 4 @ h v e e e s 6e
f Credit for small employer health insurance premiums (attach Form 8941) ., . . . . . 6f
g Other credits, adjustments, and payments: Form 2439
Form 4136 Other Total P> | 69
7  Total payments. Add lines 6athrough 60 . . . v & v v vt 4 v v f t e e e f e e e e e e e e e e e e e e e e 7 287, 332.
8  Estimated tax penalty (see instructions). Check if Form 2220 isattached. . . . . . & v v v & 4 v v v 0 4w s 4 |:| 8
9 Tax due. If line 7 is smaller than the total of lines 4,5, and 8, enteramountowed . . . . . & + + & & « « =« « « « »| 9
10 Overpayment. If line 7 is larger than the total of lines 4, 5, and 8, enter amountoverpaid. . . . . . « v v+ « 4 »| 10 143, 274.
1 Enter the amount of line 10 you want: Credited to 2021 estimated tax P> 143, 274. Refunded | 11

1
RETGW  Statements Regarding Certain Activities and Other Information (see instructions)
1 At any time during the 2020 calendar year, did the organization have an interest in or a signature or other authority | Yes | No

over a financial account (bank, securities, or other) in a foreign country? If "Yes," the organization may have to file
FinCEN Form 114, Report of Foreign Bank and Financial Accounts. If "Yes," enter the name of the foreign country
here p X

2 During the tax year, did the organization receive a distribution from, or was it the grantor of, or transferor to, a

L0 L =TT o 0 (1) X
If “Yes,” see instructions for other forms the organization may have to file.

3 Enter the amount of tax-exempt interest received or accrued during thetaxyear . . . + .« « .« « o . . . > 3$

4 a Did the organization change its method of accounting? (SEeinStructions) « « + = v & v v & v v 4 & 4 0 v s 0 4 v s m 4 n e X

b If 4a is "Yes," has the organization described the change on Form 990, 990-EZ, 990-PF, or Form 11287 If "No,"
explaininPartV. =« =« & & & & & & = & = 2 = = = &= = = = = = = = = = = = » &= » = = » &« s % = » % = % ®= » % s » ®# » *» s » % # % s » &»
Supplemental Information

Provide the explanation required by Part IV, line 4b. Also, provide any other additional information. See instructions.

Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
S_ true, correct, and complete. Declaration of preparer (other than taxpayer) is based on all information of which preparer has any knowledge.
Ign } } May the IRS discuss this return
Here | with the preparer shown below
Signature of officer Date Title (see instructions)?| X | ves No
Print/T " P 's signat
Paid rint/Type preparer's name reparer's mgnaz(re/ ) Date Check it PTIN
i ANNE E VH TE Anne UWida 3/3/22 selfemployed | P01708202
reparer
UsepOnI Fimsname W BKD, LLP Firms EN D> 44- 0160260
Y [Fims address » 200 E. MAIN ST. SUI TE 700, FORT WAYNE, | N 46802 Phone no. 260- 460- 4000
JSA
oX2741 1.000 Form 990-T (2020)

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



SCHEDULE A Unrelated Business Taxable Income | oms o 1545007
(Form 990-T) From an Unrelated Trade or Business 2@20

P Go to www.irs.gov/Form990T for instructions and the latest information.

Open to Public Inspection for

Department of the Treasury ! ; L T nSpe
Internal Revenue Service P> Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3). 501(c)(3) Organizations Only

A Name of the organization B Employer identification number
BUTLER HEALTHCARE PROVI DERS 25- 0965274
C Unrelated business activity code (see instructions) » 541380 D Sequence: 1 of 4

E Describe the unrelated trade or business» NON PATI ENT LABORATORY

=M Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
la Gross receipts or sales 1, 556, 794.
b Less returns and allowances ¢ Balance » | 1c 1, 556, 794.
2 Costof goods sold (Partlll,line8). . . . . ... oo v o u 2
3 Gross profit. Subtract line 2 fromlinelc . . . . ... ... ... 3 1, 556, 794. 1, 556, 794.
4a Capital gain net income (attach Sch D (Form 1041 or Form
1120)) (SeeinsStructions). « = + & v v v v v v h v e e e e e s 4a
Net gain (loss) (Form 4797) (attach Form 4797) (see instructions) | 4b
¢ Capital loss deduction fortrusts. . . . . . . . v v v v o oL 4c
5 Income (loss) from a partnership or an S corporation (attach
statement) . . . .. L L e e e e e e e e 5
6 Rentincome(PartlV) . ... ... ittt 6
7  Unrelated debt-financed income (PartV) . . . . . . .. .. ... 7
8 Interest, annuities, royalties, and rents from a controlled
organization(Part VI). . . . . & v v v v i i i s e e e e 8
9 Investment income of section 501(c)(7), (9), or (17)
organizations (PartVII). . . . . . v o v o v i i i s e 9
10 Exploited exempt activity income (Part VIIl). . . . . .. .. ... 10
11  Advertising income (PartIX). . . . . .« o v o v v o i h o e 11
12  Other income (see instructions; attach statement) . . . . . . .. 12
13 Total. Combine lines 3through 12 . . . v v v v v v v v o v w s 13 1, 556, 794. 1, 556, 794.

ETaMIlM Deductions Not Taken Elsewhere (See instructions for limitations on deductions) Deductions must be directly
connected with the unrelated business income

1 Compensation of officers, directors, and trustees (Part X) . . . « « v v v o v v v i i v it i s e e 1

2 SalariesandwagesS . - . v i v i h h e e e e e e e e e e e e e e e 2 312, 599.

3 Repairsandmaintenance . . . . v v v v i i h i h e e e e e e e e e e e e e e e e 3 13, 677.

N = - T o [ ) 4

5 Interest (attach statement) (SeeinStructions) . . = « & v v v v v v i i e e e e e e e e e e e e s 5

6 Taxesandlicenses. . . . v v v i i i i i e e e e e e e e e e e e e e e 6

7 Depreciation (attach Form 4562) (see instructions) . . . . « « v v v v o v . 7 33, 402.

8 Less depreciation claimed in Part lll and elsewhereonreturn. . . . . . . .. 8a 8b 33, 402.

9 Depletion. « v v v i e e e e e e e e e e e e e e e e e e e e e s 9
10  Contributions to deferred compensationplans. . . . . . & . v o o o L L n e e e s e e e e e 10
11 Employee benefitprograms . . . . . . . o i e e e e e s e e e e e e e 11 106, 596.
12 Excess exemptexpenses (Part VIII) . . . o v v v v o i i i i i s e e e s e e e e e e e e e e 12
13 Excessreadershipcosts (PartIX) . . . v o v v v v i i i i e s e e e e e e e e e e e e 13
14  Other deductions (attach statement) . . . . . . . o v 0 v i i i i i e s e e e e e e e s ATCH. 2| 14 772, 475.
15 Total deductions. Add lines 1 through 14 . . . . . . .t 0 v i i i i i e s s e e e s e s s s e s e 15 1, 238, 749.
16 Unrelated business income before net operating loss deduction. Subtract line 15 from Part |, line 13,

[0 11 . o T (3 16 318, 045.

17 Deduction for net operating 10Ss (See insStructions). . . « & v v v v o v i v i d i e e e e e e e e e 17
18  Unrelated business taxable income. Subtract line 17 from line16. . . . . . . . . . . . .. .. ... .. 18 318, 045.
For Paperwork Reduction Act Notice, see instructions. Schedule A (Form 990-T) 2020
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4562 Depreciation and Amortization OMB No. 1545-0172
Form (Including Information on Listed Property) 2@20
Department of the Treasury ) > Attach to your tax return. Attachment
Internal Revenue Service  (99) P Go to www.irs.gov/Form4562 for instructions and the latest information. Sequence No. 179
Name(s) shown on return Identifying number
BUTLER HEALTHCARE PROVI DERS 25- 0965274

Business or activity to which this form relates

NON PATI ENT LABORATORY

Election To Expense Certain Property Under Section 179
Note: If you have any listed property, complete Part V before you complete Part I.

1 Maximum amount (seeinstructions). . . . . . . . . . . ... i e e e e e e e e e e e e e e 1
2 Total cost of section 179 property placed in service (See INStructions), . . . . . & v & v & v o e e e e e e e 2
3 Threshold cost of section 179 property before reduction in limitation (see instructions) , . . . . . . . « « « v « « . 3
4 Reduction in limitation. Subtract line 3 from line 2. If zero or less, enter -0- | ., . . . . . . v & v o v o e e e e 4
5 Dollar limitation for tax year. Subtract line 4 from line 1. If zero or less, enter -0-. If married filing
separately, See iNStruUCtionS « s s & & & & = & & & & = % = & s = = = = s = & = % = = & = % = % s = % = = = = s = = = = s = 5
6 (a) Description of property (b) Cost (business use only) (c) Elected cost
7 Listed property. Enter the amount from1line 29, . . . . . . . . v o v o v o e e 7
Total elected cost of section 179 property. Add amounts in column (c), lines6and7 _ ., . . . . . . . .« . v . .. 8
Tentative deduction. Enter the smaller of line 5 0rline 8 | . . . . . vt v i v v e e e e e e e e e e e e e e 9
10 Carryover of disallowed deduction from line 13 of your 2019 FOrm 4562 | . . . . . . & v o v v v e e e e e e 10
11 Business income limitation. Enter the smaller of business income (not less than zero) or line 5. See instructions | | 11
12 Section 179 expense deduction. Add lines 9 and 10, but don't enter morethanline11 . , . . . . . .. .. .. .. 12
13 Carryover of disallowed deduction to 2021. Add lines 9 and 10, less line12 , , . P | 13 |

Note: Don't use Part Il or Part Il below for listed property. Instead, use Part V.
gl Special Depreciation Allowance and Other Depreciation (Don't include listed property. See instructions.)

14 Special depreciation allowance for qualified property (other than listed property) placed in service

during the tax year. See inStructions . , . . . . o v 0 v it i e e e e e e e e e e e e e e e 14
15 Property subject to section 168(f)(1) €leCtion ., . . . . v v v 4 v b e e e e e e e e e e e e e e e e e e e e 15
16 Other depreciation (including ACRS) . . . . . . . . . . . . . . & o\ o ottt et e . . 16
MACRS Depreciation (Don't include listed property. See instructions.)
Section A
17 MACRS deductions for assets placed in service in tax years beginning before 2020, . . . . . . . v v v v v & « o « 17 | 33, 402.

18 If you are electing to group any assets placed in service during the tax year into one or more general
assetaccounts,checkhere, . . . . . .. .. v v v v v et e e e e e e e e e e >
Section B - Assets Placed in Service During 2020 Tax Year Using the General Depreciation System

o (b) Month and year | (c) Basis for depreciation | q) Recovery ] o ]
(a) Classification of property placed in (business/investment use ) (e) Convention | (f) Method | (g) Depreciation deduction
service only - see instructions) period
19a 3-year property
b 5-year property
c 7-year property
d 10-year property
e 15-year property
f 20-year property
g 25-year property 25 yrs. S/L
h Residential rental 27.5 yrs. MM S/L
property 27.5 yrs. MM S/L
i Nonresidential real 39 yrs. MM S/L
property MM S/L
Section C - Assets Placed in Service During 2020 Tax Year Using the Alternative Depreciation System
20a Class life S/L
b 12-year 12 yrs. S/L
c 30-year 30 yrs. MM S/L
d 40-year 40 yrs. MM S/L
Summary (See instructions.)
21 Listed property. Enter amountfromline28 , , . . . . . . . . . e e e e e e 21
22 Total. Add amounts from line 12, lines 14 through 17, lines 19 and 20 in column (g), and line 21. Enter
here and on the appropriate lines of your return. Partnerships and S corporations - see instructions, , . . . ., . . .. 22 33, 402.
23 For assets shown above and placed in_service during the current year, enter the
portion of the basis attributable {0 SeCtion 263ACOSIS . v v v v v v v v v . x x e e e | 23 |
For Paperwork Reduction Act Notice, see separate instructions. Form 4562 (2020)
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Form 4562 (2020)

25- 0965274

Page 2

Listed Property (Include automobiles,

certain other

vehicles,

certain aircraft,

and

property used for

entertainment, recreation, or amusement.)

Note: For any vehicle for which you are using the standard mileage rate or deducting lease expense, complete only 24a,
24b, columns (a) through (c) of Section A, all of Section B, and Section C if applicable.

Section A - Depreciation and Other Information (Caution: See the instructions for limits for passenger automobiles.)
24a Do you have evidence to support the business/investment use claimed? ves | X| No | 24b Yes | X| No
(e)

If "Yes," is the evidence written?

Type of (?0) erty (list Dat (bl) d Bus(i(r:lzessl (d) . Basis for depreciation R (f) M E?]) d/ D (h) fi Elected Sf—?ction 179
ypvehiflespfirszl) iﬁ g(fr\%gg ing:rség]n‘igggse Cost or other basis (busmfssslrij?]‘l’;)smem sg:}i\ézry Cor?ver?tion c?gcrii((::ﬁolr?n cost
25 Special depreciation allowance for qualified listed property placed in service during
the tax year and used more than 50% in a qualified business use. See instructions , ., ., . ... ... 25
26 Property used more than 50% in a qualified business use:
%]
%]
%]
27 Property used 50% or less in a qualified business use:
%] S/L -
%] S/L -
%] S/L -
28 Add amounts in column (h), lines 25 through 27. Enter here and on line 21, page 1, . . ... .. .. 28
29 Add amounts in column (i), line 26. Enter here andonline 7, page 1. . . . . . . . i i i i i v it bttt v e u e 29

Section B - Information on Use of Vehicles
Complete this section for vehicles used by a sole proprietor, partner, or other "more than 5% owner," or related person. If you provided vehicles
to your employees, first answer the questions in Section C to see if you meet an exception to completing this section for those vehicles.

@) (b) (©) (d) (e) ®

Vehicle 1 Vehicle 2 Vehicle 3 Vehicle 4 Vehicle 5 Vehicle 6

30 Total business/investment miles driven during
the year (don't include commuting miles) , . .

Total commuting miles driven during the year .,
Total other personal (noncommuting)
milesdriven , . .. ... ... oo
Total miles driven during the year. Add
lines 30 through 32
Was

31
32

33

the vehicle available for personal

Yes No Yes No Yes No Yes No Yes No Yes No

34

35 Was the vehicle used primarily by a more
than 5% owner or related person?, . . ... ..
36 Is another vehicle available for personal
USE?. o v v v e i e v e e e e e e e

Section C - Questions for Employers Who Provide Vehicles for Use by Their Employees

Answer these questions to determine if you meet an exception to completing Section B for vehicles used by employees who aren't
more than 5% owners or related persons. See instructions.

37

Yes No

Do you maintain a written policy statement that prohibits all personal use of vehicles, including commuting, by
YOUr @MPlOYEES? . | L L L L i e e e e e e e e e

Do you maintain a written policy statement that prohibits personal use of vehicles, except commuting, by your
employees? See the instructions for vehicles used by corporate officers, directors, or 1% or more owners
Do you treat all use of vehicles by employees as personal USe? | . . . . . . . . o v i i i o e e e e e e
Do you provide more than five vehicles to your employees, obtain information from your employees about the
use of the vehicles, and retain the information received? | . . . . . . . . . 0 0 e
Do you meet the requirements concerning qualified automobile demonstration use? See instructions , , . .. ... ...
Note: If your answer to 37, 38, 39, 40, or 41 is "Yes," don't complete Section B for the covered vehicles.

RERAYl Amortization

38

39
40

41

(b) (e)
@ Date amortization © (d) Amortization (f)
Description of costs begins Amortizable amount Code section period or Amortization for this year
9 percentage
42 Amortization of costs that begins during your 2020 tax year (see instructions):
43 Amortization of costs that began before your 2020 taxyear_ . . . . . . ... ... ... 43
44 Total. Add amounts in column (f). See the instructions for wheretoreport . . . . . . . . ..o oo v 44

Form 4562 (2020)
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SCHEDULE A Unrelated Business Taxable Income | oms o 1545007
(Form 990-T) From an Unrelated Trade or Business 2@20

P Go to www.irs.gov/Form990T for instructions and the latest information.

Open to Public Inspection for

Department of the Treasury ! ; L T nSpe
Internal Revenue Service P> Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3). 501(c)(3) Organizations Only

A Name of the organization B Employer identification number
BUTLER HEALTHCARE PROVI DERS 25- 0965274
C Unrelated business activity code (see instructions) » 561000 D Sequence: 2 of 4

E Describe the unrelated trade or business» PHYSI CI AN Bl LLI NG

=M Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
la Gross receipts or sales 94, 062.
b Less returns and allowances ¢ Balance » | 1c 94, 062.
2 Costof goods sold (Partlll,line8). . . . . ... oo v o u 2
3 Gross profit. Subtract line 2 fromlinelc . . . . ... ... ... 3 94, 062. 94, 062.
4a Capital gain net income (attach Sch D (Form 1041 or Form
1120)) (SeeinsStructions). « = + & v v v v v v h v e e e e e s 4a
Net gain (loss) (Form 4797) (attach Form 4797) (see instructions) | 4b
¢ Capital loss deduction fortrusts. . . . . . . . v v v v o oL 4c
5 Income (loss) from a partnership or an S corporation (attach
statement) . . . .. L L e e e e e e e e 5
6 Rentincome(PartlV) . ... ... ittt 6
7  Unrelated debt-financed income (PartV) . . . . . . .. .. ... 7
8 Interest, annuities, royalties, and rents from a controlled
organization(Part VI). . . . . & v v v v i i i s e e e e 8
9 Investment income of section 501(c)(7), (9), or (17)
organizations (PartVII). . . . . . v o v o v i i i s e 9
10 Exploited exempt activity income (Part VIIl). . . . . .. .. ... 10
11  Advertising income (PartIX). . . . . .« o v o v v o i h o e 11
12  Other income (see instructions; attach statement) . . . . . . .. 12
13 Total. Combine lines 3through 12 . . . v v v v v v v v o v w s 13 94, 062. 94, 062.
ETaMIlM Deductions Not Taken Elsewhere (See instructions for limitations on deductions) Deductions must be directly
- connected with the unrelated business income
1 Compensation of officers, directors, and trustees (Part X) . . . « « v v v o v v v i i v it i s e e 1
2 SalariesandwagesS . - . v i v i h h e e e e e e e e e e e e e e e 2 S5, 817.
3 Repairsandmaintenance . . . . v v v v i i h i h e e e e e e e e e e e e e e e e 3
N = - T o [ ) 4
5 Interest (attach statement) (SeeinStructions) . . = « & v v v v v v i i e e e e e e e e e e e e s 5
6 Taxesandlicenses. . . . v v v i i i i i e e e e e e e e e e e e e e e 6
7 Depreciation (attach Form 4562) (see instructions) . . . . « « v v v v o v . 7
8 Less depreciation claimed in Part lll and elsewhereonreturn. . . . . . . .. 8a 8b
9 Depletion. « v v v i e e e e e e e e e e e e e e e e e e e e e s 9
10  Contributions to deferred compensationplans. . . . . . & . v o o o L L n e e e s e e e e e 10
11 Employee benefitprograms . . . . . . . o i e e e e e s e e e e e e e 11 19, 034.
12 Excess exemptexpenses (Part VIII) . . . o v v v v o i i i i i s e e e s e e e e e e e e e e 12
13 Excessreadershipcosts (PartIX) . . . v o v v v v i i i i e s e e e e e e e e e e e e 13
14  Other deductions (attach statement) . . . . . . . o v 0 v i i i i i e s e e e e e e e s ATCH. 3| 14 23, 239.
15 Total deductions. Add lines 1 through 14 . . . . . . .t 0 v i i i i i e s s e e e s e s s s e s e 15 98, 090.
16 Unrelated business income before net operating loss deduction. Subtract line 15 from Part |, line 13,
[0 11 . o T (3 16 -4,028.
17 Deduction for net operating 10Ss (See insStructions). . . « & v v v v o v i v i d i e e e e e e e e e 17
18  Unrelated business taxable income. Subtract line 17 from line 16. . . . . . . . . . . . . . . . . . . .. 18 -4, 028.
For Paperwork Reduction Act Notice, see instructions. Schedule A (Form 990-T) 2020
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SCHEDULE A Unrelated Business Taxable Income | oms o 1545007
(Form 990-T) From an Unrelated Trade or Business 2@20

P Go to www.irs.gov/Form990T for instructions and the latest information.

Open to Public Inspection for

Department of the Treasury ! ; L T nSpe
Internal Revenue Service P> Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3). 501(c)(3) Organizations Only

A Name of the organization B Employer identification number
BUTLER HEALTHCARE PROVI DERS 25- 0965274
C Unrelated business activity code (see instructions) p 446199 D Sequence: 3 of 4

E Describe the unrelated trade or business » DVE

=M Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
la Gross receipts or sales 445, 276.
b Less returns and allowances ¢ Balance » | 1c 445, 276.
2 Costof goods sold (Partlll,line8). . . . . ... oo v o u 2
3 Gross profit. Subtract line 2 fromlinelc . . . . ... ... ... 3 445, 276. 445, 276.
4a Capital gain net income (attach Sch D (Form 1041 or Form
1120)) (SeeinsStructions). « = + & v v v v v v h v e e e e e s 4a
Net gain (loss) (Form 4797) (attach Form 4797) (see instructions) | 4b
¢ Capital loss deduction fortrusts. . . . . . . . v v v v o oL 4c
5 Income (loss) from a partnership or an S corporation (attach
statement) . . . .. L L e e e e e e e e 5
6 Rentincome(PartlV) . ... ... ittt 6
7  Unrelated debt-financed income (PartV) . . . . . . .. .. ... 7
8 Interest, annuities, royalties, and rents from a controlled
organization(Part VI). . . . . & v v v v i i i s e e e e 8
9 Investment income of section 501(c)(7), (9), or (17)
organizations (PartVII). . . . . . v o v o v i i i s e 9
10 Exploited exempt activity income (Part VIIl). . . . . .. .. ... 10
11  Advertising income (PartIX). . . . . .« o v o v v o i h o e 11
12  Other income (see instructions; attach statement) . . . . . . .. 12
13 Total. Combine lines 3through 12 . . . v v v v v v v v o v w s 13 445, 276. 445, 276.
ETaMIlM Deductions Not Taken Elsewhere (See instructions for limitations on deductions) Deductions must be directly
- connected with the unrelated business income
1 Compensation of officers, directors, and trustees (Part X) . . . « « v v v o v v v i i v it i s e e 1
2 SalariesandwagesS . - . v i v i h h e e e e e e e e e e e e e e e 2
3 Repairsandmaintenance . . . . v v v v i i h i h e e e e e e e e e e e e e e e e 3
N = - T o [ ) 4
5 Interest (attach statement) (SeeinStructions) . . = « & v v v v v v i i e e e e e e e e e e e e s 5
6 Taxesandlicenses. . . . v v v i i i i i e e e e e e e e e e e e e e e 6
7 Depreciation (attach Form 4562) (see instructions) . . . . « « v v v v o v . 7
8 Less depreciation claimed in Part lll and elsewhereonreturn. . . . . . . .. 8a 8b
9 Depletion. « v v v i e e e e e e e e e e e e e e e e e e e e e s 9
10  Contributions to deferred compensationplans. . . . . . & . v o o o L L n e e e s e e e e e 10
11 Employee benefitprograms . . . . . . . o i e e e e e s e e e e e e e 11
12 Excess exemptexpenses (Part VIII) . . . o v v v v o i i i i i s e e e s e e e e e e e e e e 12
13 Excessreadershipcosts (PartIX) . . . v o v v v v i i i i e s e e e e e e e e e e e e 13
14  Other deductions (attach statement) . . . . . . . o v o v i i i i it s e e e e e e e e e 14
15 Total deductions. Add lines 1 through 14 . . . . . . .t 0 v i i i i i e s s e e e s e s s s e s e 15
16 Unrelated business income before net operating loss deduction. Subtract line 15 from Part |, line 13,
[0 11 . o T (3 16 445, 276.
17 Deduction for net operating 10Ss (See insStructions). . . « & v v v v o v i v i d i e e e e e e e e e 17
18  Unrelated business taxable income. Subtract line 17 from line16. . . . . . . . . . . . .. .. ... .. 18 445, 276.
For Paperwork Reduction Act Notice, see instructions. Schedule A (Form 990-T) 2020
JSA
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SCHEDULE A Unrelated Business Taxable Income | oms o 1545007
(Form 990-T) From an Unrelated Trade or Business 2@20

P Go to www.irs.gov/Form990T for instructions and the latest information.

Open to Public Inspection for

Department of the Treasury ! ; L T nSpe
Internal Revenue Service P> Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3). 501(c)(3) Organizations Only

A Name of the organization B Employer identification number
BUTLER HEALTHCARE PROVI DERS 25- 0965274
C Unrelated business activity code (see instructions) » 446110 D Sequence: 4 of 4

E Describe the unrelated trade or business» RETAI L PHARMACY

=M Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
la Gross receipts or sales 2,102, 928.
b Less returns and allowances ¢ Balance » | 1c 2,102, 928.
2 Costof goods sold (Partlll,line8). . . . . ... oo v o u 2
3 Gross profit. Subtract line 2 fromlinelc . . . . ... ... ... 3 2,102, 928. 2,102, 928.
4a Capital gain net income (attach Sch D (Form 1041 or Form
1120)) (SeeinsStructions). « = + & v v v v v v h v e e e e e s 4a
Net gain (loss) (Form 4797) (attach Form 4797) (see instructions) | 4b
¢ Capital loss deduction fortrusts. . . . . . . . v v v v o oL 4c
5 Income (loss) from a partnership or an S corporation (attach
statement) . . . .. L L e e e e e e e e 5
6 Rentincome(PartlV) . ... ... ittt 6
7  Unrelated debt-financed income (PartV) . . . . . . .. .. ... 7
8 Interest, annuities, royalties, and rents from a controlled
organization(Part VI). . . . . & v v v v i i i s e e e e 8
9 Investment income of section 501(c)(7), (9), or (17)
organizations (PartVII). . . . . . v o v o v i i i s e 9
10 Exploited exempt activity income (Part VIIl). . . . . .. .. ... 10
11  Advertising income (PartIX). . . . . .« o v o v v o i h o e 11
12  Other income (see instructions; attach statement) . . . . . . .. 12
13 Total. Combine lines 3through 12 . . . v v v v v v v v o v w s 13 2,102, 928. 2,102, 928.

ETaMIlM Deductions Not Taken Elsewhere (See instructions for limitations on deductions) Deductions must be directly
connected with the unrelated business income

1 Compensation of officers, directors, and trustees (Part X) . . . « « v v v o v v v i i v it i s e e 1

2 SalariesandwagesS . - . v i v i h h e e e e e e e e e e e e e e e 2 211, 181.

3 Repairsandmaintenance . . . . v v v v i i h i h e e e e e e e e e e e e e e e e 3 3, 885.

N = - T o [ ) 4

5 Interest (attach statement) (SeeinStructions) . . = « & v v v v v v i i e e e e e e e e e e e e s 5

6 Taxesandlicenses. . . . v v v i i i i i e e e e e e e e e e e e e e e 6

7 Depreciation (attach Form 4562) (see instructions) . . . . « « v v v v o v . 7 31, 146.

8 Less depreciation claimed in Part lll and elsewhereonreturn. . . . . . . .. 8a 8b 31, 146.

9 Depletion. « v v v i e e e e e e e e e e e e e e e e e e e e e s 9
10  Contributions to deferred compensationplans. . . . . . & . v o o o L L n e e e s e e e e e 10
11 Employee benefitprograms . . . . . . . o i e e e e e s e e e e e e e 11 57,591.
12 Excess exemptexpenses (Part VIII) . . . o v v v v o i i i i i s e e e s e e e e e e e e e e 12
13 Excessreadershipcosts (PartIX) . . . v o v v v v i i i i e s e e e e e e e e e e e e 13
14  Other deductions (attach statement) . . . . . . . o v 0 v i i i i i e s e e e e e e e s ATCH. 4| 14 2, 558, 363.
15 Total deductions. Add lines 1 through 14 . . . . . . .t 0 v i i i i i e s s e e e s e s s s e s e 15 2,862, 166.
16 Unrelated business income before net operating loss deduction. Subtract line 15 from Part |, line 13,

[0 11 . o T (3 16 - 759, 238.

17 Deduction for net operating 10Ss (See insStructions). . . « & v v v v o v i v i d i e e e e e e e e e 17
18  Unrelated business taxable income. Subtract line 17 from line16. . . . . . . . . . . . .. .. ... .. 18 - 759, 238.
For Paperwork Reduction Act Notice, see instructions. Schedule A (Form 990-T) 2020
JSA
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4562 Depreciation and Amortization OMB No. 1545-0172
Form (Including Information on Listed Property) 2@20
Department of the Treasury ) > Attach to your tax return. Attachment
Internal Revenue Service  (99) P Go to www.irs.gov/Form4562 for instructions and the latest information. Sequence No. 179
Name(s) shown on return Identifying number
BUTLER HEALTHCARE PROVI DERS 25- 0965274

Business or activity to which this form relates

RETAI L PHARVACY

Election To Expense Certain Property Under Section 179
Note: If you have any listed property, complete Part V before you complete Part I.

1 Maximum amount (seeinstructions). . . . . . . . . . . ... i e e e e e e e e e e e e e e 1
2 Total cost of section 179 property placed in service (See INStructions), . . . . . & v & v & v o e e e e e e e 2
3 Threshold cost of section 179 property before reduction in limitation (see instructions) , . . . . . . . « « « v « « . 3
4 Reduction in limitation. Subtract line 3 from line 2. If zero or less, enter -0- | ., . . . . . . v & v o v o e e e e 4
5 Dollar limitation for tax year. Subtract line 4 from line 1. If zero or less, enter -0-. If married filing
separately, See iNStruUCtionS « s s & & & & = & & & & = % = & s = = = = s = & = % = = & = % = % s = % = = = = s = = = = s = 5
6 (a) Description of property (b) Cost (business use only) (c) Elected cost
7 Listed property. Enter the amount from1line 29, . . . . . . . . v o v o v o e e 7
Total elected cost of section 179 property. Add amounts in column (c), lines6and7 _ ., . . . . . . . .« . v . .. 8
Tentative deduction. Enter the smaller of line 5 0rline 8 | . . . . . vt v i v v e e e e e e e e e e e e e e 9
10 Carryover of disallowed deduction from line 13 of your 2019 FOrm 4562 | . . . . . . & v o v v v e e e e e e 10
11 Business income limitation. Enter the smaller of business income (not less than zero) or line 5. See instructions | | 11
12 Section 179 expense deduction. Add lines 9 and 10, but don't enter morethanline11 . , . . . . . .. .. .. .. 12
13 Carryover of disallowed deduction to 2021. Add lines 9 and 10, less line12 , , . P | 13 |

Note: Don't use Part Il or Part Il below for listed property. Instead, use Part V.
gl Special Depreciation Allowance and Other Depreciation (Don't include listed property. See instructions.)

14 Special depreciation allowance for qualified property (other than listed property) placed in service

during the tax year. See inStructions . , . . . . o v 0 v it i e e e e e e e e e e e e e e e 14
15 Property subject to section 168(f)(1) €leCtion ., . . . . v v v 4 v b e e e e e e e e e e e e e e e e e e e e 15
16 Other depreciation (including ACRS) . . . . . . . . . . . . . . & o\ o ottt et e . . 16
MACRS Depreciation (Don't include listed property. See instructions.)
Section A
17 MACRS deductions for assets placed in service in tax years beginning before 2020, . . . . . . . v v v v v & « o « 17 | 31, 146.

18 If you are electing to group any assets placed in service during the tax year into one or more general
assetaccounts,checkhere, . . . . . .. .. v v v v v et e e e e e e e e e e >
Section B - Assets Placed in Service During 2020 Tax Year Using the General Depreciation System

o (b) Month and year | (c) Basis for depreciation | q) Recovery ] o ]
(a) Classification of property placed in (business/investment use ) (e) Convention | (f) Method | (g) Depreciation deduction
service only - see instructions) period
19a 3-year property
b 5-year property
c 7-year property
d 10-year property
e 15-year property
f 20-year property
g 25-year property 25 yrs. S/L
h Residential rental 27.5 yrs. MM S/L
property 27.5 yrs. MM S/L
i Nonresidential real 39 yrs. MM S/L
property MM S/L
Section C - Assets Placed in Service During 2020 Tax Year Using the Alternative Depreciation System
20a Class life S/L
b 12-year 12 yrs. S/L
c 30-year 30 yrs. MM S/L
d 40-year 40 yrs. MM S/L
Summary (See instructions.)
21 Listed property. Enter amountfromline28 , , . . . . . . . . . e e e e e e 21
22 Total. Add amounts from line 12, lines 14 through 17, lines 19 and 20 in column (g), and line 21. Enter
here and on the appropriate lines of your return. Partnerships and S corporations - see instructions, , . . . ., . . .. 22 31, 146.
23 For assets shown above and placed in_service during the current year, enter the
portion of the basis attributable {0 SeCtion 263ACOSIS . v v v v v v v v v . x x e e e | 23 |
For Paperwork Reduction Act Notice, see separate instructions. Form 4562 (2020)

A OSH3IRX D320 3/1/2022 9:56:21 AM V 20-7.18



Form 4562 (2020)

25- 0965274

Page 2

Listed Property (Include automobiles,

certain other

vehicles,

certain aircraft,

and

property used for

entertainment, recreation, or amusement.)

Note: For any vehicle for which you are using the standard mileage rate or deducting lease expense, complete only 24a,
24b, columns (a) through (c) of Section A, all of Section B, and Section C if applicable.

Section A - Depreciation and Other Information (Caution: See the instructions for limits for passenger automobiles.)
24a Do you have evidence to support the business/investment use claimed? ves | X| No | 24b Yes | X| No
(e)

If "Yes," is the evidence written?

Type of (?0) erty (list Dat (bl) d Bus(i(r:lzessl (d) . Basis for depreciation R (f) M E?]) d/ D (h) fi Elected Sf—?ction 179
ypvehiflespfirszl) iﬁ g(fr\%gg ing:rség]n‘igggse Cost or other basis (busmfssslrij?]‘l’;)smem sg:}i\ézry Cor?ver?tion c?gcrii((::ﬁolr?n cost
25 Special depreciation allowance for qualified listed property placed in service during
the tax year and used more than 50% in a qualified business use. See instructions , ., ., . ... ... 25
26 Property used more than 50% in a qualified business use:
%]
%]
%]
27 Property used 50% or less in a qualified business use:
%] S/L -
%] S/L -
%] S/L -
28 Add amounts in column (h), lines 25 through 27. Enter here and on line 21, page 1, . . ... .. .. 28
29 Add amounts in column (i), line 26. Enter here andonline 7, page 1. . . . . . . . i i i i i v it bttt v e u e 29

Section B - Information on Use of Vehicles
Complete this section for vehicles used by a sole proprietor, partner, or other "more than 5% owner," or related person. If you provided vehicles
to your employees, first answer the questions in Section C to see if you meet an exception to completing this section for those vehicles.

@) (b) (©) (d) (e) ®

Vehicle 1 Vehicle 2 Vehicle 3 Vehicle 4 Vehicle 5 Vehicle 6

30 Total business/investment miles driven during
the year (don't include commuting miles) , . .

Total commuting miles driven during the year .,
Total other personal (noncommuting)
milesdriven , . .. ... ... oo
Total miles driven during the year. Add
lines 30 through 32
Was

31
32

33

the vehicle available for personal

Yes No Yes No Yes No Yes No Yes No Yes No

34

35 Was the vehicle used primarily by a more
than 5% owner or related person?, . . ... ..
36 Is another vehicle available for personal
USE?. o v v v e i e v e e e e e e e

Section C - Questions for Employers Who Provide Vehicles for Use by Their Employees

Answer these questions to determine if you meet an exception to completing Section B for vehicles used by employees who aren't
more than 5% owners or related persons. See instructions.

37

Yes No

Do you maintain a written policy statement that prohibits all personal use of vehicles, including commuting, by
YOUr @MPlOYEES? . | L L L L i e e e e e e e e e

Do you maintain a written policy statement that prohibits personal use of vehicles, except commuting, by your
employees? See the instructions for vehicles used by corporate officers, directors, or 1% or more owners
Do you treat all use of vehicles by employees as personal USe? | . . . . . . . . o v i i i o e e e e e e
Do you provide more than five vehicles to your employees, obtain information from your employees about the
use of the vehicles, and retain the information received? | . . . . . . . . . 0 0 e
Do you meet the requirements concerning qualified automobile demonstration use? See instructions , , . .. ... ...
Note: If your answer to 37, 38, 39, 40, or 41 is "Yes," don't complete Section B for the covered vehicles.

RERAYl Amortization

38

39
40

41

(b) (e)
@ Date amortization © (d) Amortization (f)
Description of costs begins Amortizable amount Code section period or Amortization for this year
9 percentage
42 Amortization of costs that begins during your 2020 tax year (see instructions):
43 Amortization of costs that began before your 2020 taxyear_ . . . . . . ... ... ... 43
44 Total. Add amounts in column (f). See the instructions for wheretoreport . . . . . . . . ..o oo v 44

Form 4562 (2020)

JSA
0X2310 2.000
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BUTLER HEALTHCARE PROVI DERS 25-0965274

ATTACHVENT 1
FORM 990T - PART | LINE 4 - CHARI TABLE CONTRI BUTI ONS

UNRELATED TRADE OR BUSI NESS | NCOVE 763, 321.
TAXABLE | NCOVE FOR CHARI TABLE CONTRI BUTI ON LI M TATI ON 763, 321.
* 0

CHARI TABLE CONTRI BUTI ON LI M TATI ON (10% 76, 3}??;)
CHARI TABLE CONTRI BUTI ON 1, 145, 685.
CHARI TABLE CONTRI BUTI ON DEDUCTI ON ( SMALLER OF THE ABOVE TWD) . ... 76, 332.

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



BUTLER HEALTHCARE PROVI DERS 25-0965274

ATTACHVENT 2

SCHEDULE A: NON PATI ENT LABORATORY

PART Il LINE 14 - OTHER DEDUCTI ONS DETAI L

MEDI CAL SUPPLI ES 460, 088.
OFFI CE SUPPLI ES 11, 409.
LEASED EQUI PMENT 654.
EDUCATI ON 313.
ADM NI STRATI VE CCOSTS 300, 011.
TOTAL OTHER DEDUCTIONS ............... 772, 475.

ATTACHVENT 2

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



BUTLER HEALTHCARE PROVI DERS 25-0965274

ATTACHVENT 3
SCHEDULE A: PHYSI CI AN BI LLI NG
PART Il LINE 14 - OTHER DEDUCTI ONS DETAI L
OFFI CE SUPPLI ES 5, 729.
RENT 1, 453.
OTHER SUPPLI ES AND SERVI CES 2,416.
ADM NI STRATI VE CCOSTS 13, 641.
TOTAL OTHER DEDUCTIONS ............... 23, 239.
ATTACHMVENT 3

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



BUTLER HEALTHCARE PROVI DERS 25-0965274

ATTACHVENT 4

SCHEDULE A: RETAI L PHARVACY

PART Il LINE 14 - OTHER DEDUCTI ONS DETAI L

MEDI CAL SUPPLI ES 1, 885, 996.
OFFI CE SUPPLI ES 37, 433.
RENT 62, 491.
OTHER SUPPLI ES AND SERVI CES 20, 000.
ADM NI STRATI VE CCOSTS 552, 443.
TOTAL OTHER DEDUCTIONS ............... 2, 558, 363.

ATTACHMVENT 4

3031RX D320 3/1/2022 9:56:21 AM V 20-7.18



Butler Memorial Hospital
990-T NOL Investment Carryforward
Activity: Physician Billing

6/30/2021

Federal Federal Federal Federal Federal
Remaining NOL
NOL Used to be used in NOL used Remaining
Tax Year Taxable Income in PYs cY in CY NOL C/F
6/30/2020 (3,936) (3,936) (3,936)
6/30/2021 (4,028) (4,028) (4,028)
Total Losses (7,964) - (7,964) - (7,964)

NOL CF Used as of 6/30/2021
Remaining NOL CF

(7,$;64)




Butler Memorial Hospital
990-T NOL Investment Carryforward
Activity: Retail Pharmacy

6/30/2021
Federal Federal Federal Federal Federal
Remaining NOL
NOLUsed tobeusedin NOLused Remaining
Tax Year Taxable Income in PYs cY in CY NOL C/F
6/30/2019 (328,869) (328,869) (328,869)
6/30/2020 (65,478) (65,478) (65,478)
6/30/2021 (759,238) (759,238) (759,238)
Total Losses (1,153,585) - (1,153,585) - (1,153,585)

NOL CF Used as of 6/30/2021
Remaining NOL CF

(1,153,585)




Butler Memorial Hospital

Charitable Contributions Carryover

6/30/2021

Regular Tax Calculations

Prior Year Current Year Next Year
Expired, Utilized
Preceding Tax Excess or Reclassed to Carryovers
Year Contributions NOL Carryovers Reclassed to NOL Utilized Carryover
Current Year 1,069,353 1,069,353
Charitable Contribution Carryover Available To Next Year 1,069,353




BKDLLP

CPAs & Advisors Public Disclosure Rules for Form 990

Tax-exempt organizations are required to make a copy of their Form(s) 990 for the last three
years available for public inspection, and to provide copies of such forms to individuals or
organizations that request copies.

Following is a summary of the public disclosure rules, and a copy of your Form 990 that may be
used to comply with such rules. Please note that the public disclosure copy of Form 990 may
omit names and addresses of contributors. Form 990-T can be excluded only for returns filed
prior to August 18, 2006.

Public Inspection

Tax-exempt organizations must make Form 990 (and Form 990-T as shown above) available for
public inspection, and provide copies upon request, at its principal office and at certain regional
or district offices during normal business hours for three years from the due date of the return.

The following rules apply unless you make your public disclosure copy available on the World
Wide Web via the Internet:

e Anyone requesting a copy in person must be provided a copy on the day of the request.
If the request places an unusual burden on the organization (such as a request made just
before the close of the normal business day), the copy must be provided on the next
business day.

e Any request submitted in writing (via mail, etc.) must be honored within 30 days of
receipt of the request or prepayment of copying charges (if prepayment is required).

Fees

No fees may be charged for public inspection. However, you may charge a fee for providing
copies. Currently the permissible fee is $1.00 for the first page and $.15 for each additional
page. You may require that the fee be paid in advance.

Penalties

There are substantial penalties that may apply for failure to comply with either the public
inspection rules or the requirement to provide copies on request. However, there are rules
designed to protect tax-exempt organizations from harassment campaigns.

If you have questions about these rules, please contact your BKD representative.

BKD
TAX505 Public Disclosure Transmittal
9-06



BKDLLP

CPAs & Advisors Public Disclosure for Tax-Exempt Crganizations

Tax-exempt organizations are required to make a copy of their Forms 990 available for public
inspection, and to provide copies of such forms to individuals or organizations that request
copies. Alternatively, the Internet may be used to make these documents available. (See the
“Using the Internet” section which follows.) These rules apply to an organization’s Forms 990
for the last three years and to its application for exemption if it was filed after July 15, 1987. An
organization may exclude from the disclosure copy of its return the donor lists and Forms
990-T. Form 990-T can be excluded only for returns filed prior to August 18, 2006. A
failure to comply can result in an enforcement action by the IRS.

Effective for Returns Filed After August 17, 2006

The Pension Protection Act of 2006 extends the public inspection and disclosure requirements
and penalties applicable to Form 990 to Form 990-T of Code Section 501(c)(3) organizations.
Certain information may be withheld by the organization from public disclosure and inspection if
public availability would adversely affect the organization (e.g., information relating to a trade
secret, patent, process, style of work or apparatus of the organization).

While the rules create an additional burden, they also provide an opportunity for your
organization to showcase the community benefits that it provides. The rules also heighten the
need to carefully review all responses, including narrative explanations, contained on your Form
990/990-T before filing. '

Where Must Information be Provided?

Generally, an organization must make its documents available for public inspection at any
location where it has three or more employees. If the only services provided at the site are in
furtherance of exempt purposes and the site does not serve as an office for management staff, the
documents are not required to be made available there.

How Quickly Must Organizations Reply?

Requests for copies can be made in person or in writing. When requests are made in person, the
copies must generally be provided on the same business day. There are provisions for delays due
to unusual circumstances. However, in no event may the period of delay exceed five business
days. Unusual circumstances include times when those staff that are capable of fulfilling a
request are absent.

BKD
TAX506 Public Disclosure Rules

9-06



Written Requests

Requested copies generally must be mailed within 30 days from the date of the receipt of the
written request. However, if the organization requires advance payment of a reasonable fee for
copying and postage, it may provide the copies within 30 days from the date it receives payment
rather than the date of the original request.

What Can an Organization Charge?

You are currently allowed to charge a maximum fee of $1 for the first page and $.15 cents for
each subsequent page in addition to actual postage costs.

If any organization receives a written request for copies with no payment enclosed and the
organization requires payment in advance, the organization must request payment within seven
days from the date it received the request. An organization is required to accept a personal check
for written requests if it does not accept payment by credit card. If an organization does not
require prepayment and the requester does not enclose a prepayment with the request, the
organization must receive consent from a requester before providing copies for which the fee
charge for copying and postage would be in excess of $20.

Local or Subordinate Organizations

A local or subordinate organization that is covered by a group exemption letter is given
additional time for responding to some requests. If this type of organization receives a request
made in person for inspection of its application for tax exemption, the local organization is
required to acquire and make available the application for a group exemption letter filed by the
central or parent organization within not more than two weeks. The same general rule would
apply with respect to a local or subordinate organization that does not file its own Form
990/990-T but is covered under a group return. Again, the local or subordinate organization
must make the group return available for inspection within a reasonable period which is defined
as not more than two weeks. If the group return includes separate schedules with respect to each
local or subordinate organization, the local or subordinate organization may exclude or omit any
schedules relating only to other organizations which are included in the group return.

If a request is made for a personal inspection to a local or subordinate organization, it has the
option of mailing the return to the requester rather than allowing an inspection. However, if this
is done, the local or subordinate organization may not charge for the copying of the document
unless the requester consents to the charge. If a local or subordinate organization receives a
request for copies, then it must comply with the rules stated previously.

Using the Internet

As an alternative to providing copies, an organization may provide access to its exemption
application and Forms 990 (and Forms 990-T filed after August 17, 2006) through the Internet.
The information on the World Wide Web must be in such a format that it may be accessed,

BKD
TAX506 Public Disclosure Rules
9-06



-3-

downloaded, viewed or printed in the same format as the actual documents. Obviously, an
organization would need to make the Worldwide Web address available to the general public.

There is nothing that prevents others from posting your Forms 990 or 990-T and exemption
application on the Internet. Based on this fact and the potential strain on your organization’s
resources from providing copies, organizations should consider posting these documents on the
Internet.

What if the Requests are a Form of Harassment?

If an organization feels it is subject to a harassment campaign, it can file an application for a
harassment determination with the Internal Revenue Service. This would allow the organization
to suspend compliance with these requests. In addition, an organization may disregard requests
for copies in excess of two per month or four per year made by a single individual or sent from a
single address, without submitting an application for a harassment determination.

Conclusion

For better or worse, many organizations are going to see an increase in requests for their Forms
990 and 990-T. BKD is here to assist you in the preparation of your return to ensure that your
organization is putting its “best foot forward.”

Please contact our BKD advisor if you have questions about these rules.

BKD .
TAX506 Public Disclosure Rules

9-06
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