Public Inspection Copy

Return of Organization Exempt From Income Tax

Form 9 9 O Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)

Department of the Treasury
Internal Revenue Service

P Do not enter Social Security numbers on this form as it may be made public.
P Information about Form 990 and its instructions is at www.irs.gov/form990.

Open to Public
Inspection

A For the 2018 calendar year, or tax year beginning , 2018, and ending
C Name of organizaton METHODI ST HEALTHCARE M NI STRI ES D Employer identification number
B check if applicable: OF SOUTH TEXAS, | NC.
] Moress Doing Business As 74-1287016
Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
| e | 4507 MEDI CAL DRI VE (210) 692- 0234
] Terminated City or town, state or province, country, and ZIP or foreign postal code
[ | Amendea SAN ANTONI O, TX 78229- 4401 G Grossreceipts § 278, 681, 162.
Application | F Name and address of principal officer: JAM E VESOLOWEKI H(a) Is this a group return for Yes No
LI pending subordinates?
SAME AS C ABOVE H(b) Are all subordinates included?B Yes g No
| Tax-exempt status: X | 501(c)(3) | | 501(c) ( ) « (insertno.) | | 4947(a)(1) or | | 527 If "No," attach a list. (see instructions)
J  Website: p WAV MHM ORG H(c) Group exemption number P

K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 1955| M State of legal domicile: X
Part | Summary
1 Briefly describe the organization's mission or most significant activities: _"_S_E_F\i\/_l _l\_l(i _|'|_U_|VP\_'\|_| IY_ ]—_O_ m_@'_ _?X _________
g| IMROVING THE PHYSI CAL, MENTAL AND SPIRITUAL HEALTH OF THSE LEAST
g| SERVED IN THE RO TEXAS CONFERENCE AREA OF THE UNITED METHODIST CHURCH
§ 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, line1a) . . . . . . . . . . . . . . ... 3 26.
ﬁ 4 Number of independent voting members of the governing body (Part VI, line1b) . . . . . . . . ... ... ... 4 26.
;E 5 Total number of individuals employed in calendar year 2018 (Part V, line2a), . . . . . . v v v v v v v i i s 5 507.
% 6 Total number of volunteers (estimate if NneCesSSary) | . . . . . v 0 e e e e e e e e e o 6 160.
<| 7a Total unrelated business revenue from Part VIII, column (C)line12 e e 7a 3, 409, 081.
b Net unrelated business taxable income from Form 990-T, iN€ 34 . . . . . v & v v v & 4 v v v a v v e m e w e 7b 3, 408, 861.
Prior Year Current Year
o| 8 Contributionsandgrants (PartVill, lineth) . . . . ... ...... 4, 358, 206. 5, 235, 104.
g 9 Program service revenue (Part VIll, line2g) , . . . ... ... ... PUBL?CC:)TI\TS';EETION 122,145, 612. 119, 764, 456.
E 10 Investment income (Part VIII, column (A), lines 3,4, and 7d), _ . . . 58, 456, 858. 46, 650, 707.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9c, 10c,and11e)_ . . . . . . ... .. 1, 335, 269. 1, 656, 559.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12), . . . . .. 186, 295, 945. 173, 306, 826.
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) _ . . . . . . . . ... ... 31, 791, 053. 34, 883, 247.
14 Benefits paid to or for members (Part IX, column (A), lined) . . . . . . . ... ... .... 0. 0.
2 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10)_ _ . . . . . 32,044, 131. 34, 162, 353.
g 16a Professional fundraising fees (Part IX, column (A), line11e) _ . . . . . . . . . ... .... 0. 0.
>3 b Total fundraising expenses (Part IX, column (D), line25)p» L 0 ).
Y117  Other expenses (Part IX, column (A), lines 11a-11d, 11f-24¢) . . . . . . . . . . . . . . .. 30, 745, 690. 29, 280, 481.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) _ . . . . ... .. 94, 580, 874. 98, 326, 081.
19 Revenue less expenses. Subtractline 18 fromline 12, . . . . . v v v v v v v v 0 v n v s 91, 715, 071. 74,980, 745.
S g Beginning of Current Year End of Year
85120 Total assets (Part e 16) . . . . . . ... ... 1,127,090, 572. | 1, 141, 912, 595.
<%|21  Total liabilities (Part X, € 26), . . . . . ..\t v sttt 38, 827, 144, 39, 290, 521.
%?_’ 22 Net assets or fund balances. Subtractline21fromline20, . . . . . v v v v v v v u v v n 1,088, 263, 428. | 1, 102, 622, 074.

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 TONY LOBASSO CFO
} Type or print name and title
) Print/Type preparer's name Preparer's signature Date Check I_, if PTIN
Eald MELVA SCOTT self-employed | P01207335
reparer

Usepomy Firms name B ERNST & YOUNG U. S. LLP FrmsEIN B 34- 6565596

Firm's address p» 425 HOUSTON ST. STE. 600 FORT WORTH, TX 76102 Phone no. 817-335-1900
May the IRS discuss this return with the preparer shown above? (see instructions) . . . . . . . . . . . . . . . . ... m Yes |_| No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2018)
JSA

8E1065 1.000
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Public Inspection Copy

METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Form 990 (2018) Page 2
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:

ATTACHMVENT 1

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 0r 990-EZ2, ., . . . .. L. i e e [Jves [XIno
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
LS o= e |:| Yes No
If "Yes," describe these changes on Schedule O.

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

4a (Code: ) (Expenses $ 34, 663, 715. including grants of $ 34,663, 715. ) (Revenue $ )
ATTACHVENT 2

4b (Code: ) (Expenses $ 18,717, 744. including grants of $ 219,532. ) (Revenue $ 77,041, )

MHM OANS AND OPERATES TWO PRI MARY CARE CLI NI CS AT TWO LOCATI ONS -
VWESLEY HEALTH & WELLNESS CENTER AND THE BI SHOP ERNEST T. DI XON,

JR CLINIC - I N SAN ANTONI O WHERE MEDI CAL, DENTAL, AND BEHAVI ORAL
HEALTH SERVI CES ARE OFFERED TO UNI NSURED | NDI VI DUALS AND FAM LI ES
VWHO DO NOT QUALI FY FOR ANY TYPE OF BENEFI TS SUCH AS MEDI CAI D OR
MEDI CARE. SERVI CES ARE BASED ON A SLI DI NG SCALE FEE, HOUSEHCOLD

I NCOVE AND FAM LY SI ZE. HOAEVER, NO ONE |'S DENI ED BASED ON THEI R
ABI LI TY TO PAY. MAM ALSO OPERATES SCHOOL BASED HEALTH CENTERS

VWH CH PROVI DE PRI MARY MEDI CAL CARE, DENTAL CARE, AND COUNSELI NG TO
SCHOOL- AGE CHI LDREN AND THEI R SI BI LI NGS UP TO THE AGE OF 21 IN TWD
SCHOOL DI STRI CTS.

4c

(Code: ) (Expenses $ 10, 437, 381. including grants of $ ) (Revenue $ )
THE WESLEY NURSE PROGRAM SPANS 86 SI TES THROUGHOUT SOUTH TEXAS,
AND IS MHM S LARGEST GEOGRAPHI C QUTREACH PROGRAM A KEY COMPONENT
VWESLEY NURSES UNDERTAKE IN THEI R COMMUNI TI ES | S PROVI DI NG HEALTH
EDUCATI ON, HEALTH PROMOTI ON, AND FACI LI TATI ON OF RESOURCES. VHI LE
THE WESLEY NURSE PROGRAM | S A COVPONENT OF MHM S ECUMENI CAL
OUTREACH, AND LOCATED W THI N CHURCHES, | T DOES NOT TEACH A

PARTI CULAR SET OF DENOM NATI ONAL BELI EFS. ALL WESLEY NURSE
PROGRAMS ARE FREE AND ALL MEMBERS OF THE COVMUNI TY ARE WELCOME.
PROGRAMS ARE OFFERED TO GROUPS OR ON AN | NDI VI DUAL BASI S.

4d

Other program services (Describe in Schedule O.)
(Expenses $ 22,239, 317. including grants of $ ) (Revenue $ 119, 687, 415. )

4e

Total program service expenses » 86, 058, 157.

JSA

8E1020 1.000

Form 990 (2018)
KL5721 1184 V 18-7. 1F 60010216 PACGE 3



Public Inspection Copy

METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Form 990 (2018) Page 3
Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete Schedule A. . . . . . . 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 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,Partl. . . . . . . . . i i i i i v it ittt e e 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. . . . . . . . .. . ' v v v v v e 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 98-197 If "Yes," complete Schedule C, Partlll . | 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, Part |, . . . . . . . . . @ it i it 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, Partll, . . . ... ... 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 . . . . . . . 0 o i i e e 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 temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes," complete Schedule D, PartV. . . . . . .. 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 . . . . . i v i i i s e i 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 1lla 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 i v i v it e e e e e e e e 11d X
e Did the organization report an amount for other liabilities in Part X, line 25?7 If "Yes," complete Schedule D, Part X . . . . . .. 11le 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 0 i i it it 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 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 XII is optional 12b X
13 Is the organization a school described in section 170(b)(1)(A)ii)? 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 . . . . . . . .. ... ... 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 i it it e et e e 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 . . . . . . 0 i v i i i s et s e e 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 thisreturn? . . . . . . 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
8E1021 1.000 Form 990 (2018)

KL5721 1184 V 18-7. 1F 60010216
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Public Inspection Copy

METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Form 990 (2018) 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?7 If "Yes," complete Schedule |, Partsland Il . . . . . . ... .. i 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 . . . . . . . i i i i i 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 i it i it it e e e n 24a X
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . . . . .. 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt boNds? . . . . . . L L L L e e e e e e e e e e e e e e e e e e e 24c¢
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?, . . . . .. 24d
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 e e e e e e e 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, 6, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If "Yes," complete Schedule L, Part . . . . . . . . ¢ v i i v i i i e e e e e e e e e e e 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If "Yes," complete Schedule L, Partlll . . ... .......... 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, or key employee? If "Yes," complete Schedule L, Part IV, . . . .. .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
SChedUlE L, Part IV . o o v v e e e e e e e e e e e e e e e e e e e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L,Partlv . . .. ... .. 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete ScheduleM . . . .| 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 i 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, . . . . . o i i i i s s i s e s e e e e et 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 Il, Il
orlV,and Part V, line L. . . . . . o o i it e et 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, PartV,line 2 , . . . . . . . . i it i i i i i et i 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, Part VI 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
19?7 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 260
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable . . . . . . .. 1b 0.
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize Winners? . . . . . v v v v v i v v e e e e e e e e e e e e e e e 1c X

JSA
8E1030 1.000

KL5721 1184 V 18-7. 1F 60010216

Form 990 (2018)
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Public Inspection Copy

METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Form 990 (2018) 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 507
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 in Schedule O . ... ... 3b X
4a Atany time during the calendar year, did the organization have aninterest in, or a signature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)?. . | 4a 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 o v i v v i i i i e s e 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? . . . . . . . L L e e e e e s s 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? . . . . . . . . . . L L 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 FOrM 82827 . . & .t v i v it 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? | 7€ 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 section4966? . . ... .. ... ...... 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 VIIl, line12 . . . . . . . . .. o ... 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilites . . . . [10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from membersorshareholders. . . . . . . . . o o oL o nn e e 1lla
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due orreceived fromthem.). . . . . . . . . .. L o oo oo o 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 plans in more thanonestate?. . . ... ... ... ...... 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 . . . . .. .. ... .. ... .... 13b
¢ Enterthe amountofreservesonhand. . . . . . . v i i vt i vt ittt et e et 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 in Schedule O . . . . . . 14b
15 Is the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) during the year? . . . . . . . . . . . . . i i 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 (2018)
JSA
8E1040 1.000
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Public Inspection Copy
Form 990 (2018) METHODI ST HEALTHCARE M NI STRI ES 74-1287016 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 in Schedule O. See instructions.
Check if Schedule O contains a response or note to any line inthis Part VI _ . . . . .. .. .. ... ... u..

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 26
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 in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . 1b 26
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?. . . . . . . . . . L L h e s e 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, or 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? . . . . . . . . . . o o i o L e e e e e 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 i i L L e e e e 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 oo i i i 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 i i i i i i e s e e i 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 in ScheduleO . . . . ... .... 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? . . . . . .. ... .. ... .. 000000 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
Y= LTt o 411117 37 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 it e e et e e e e e e e e e e et e e e 12¢| X
13 Did the organization have a written whistleblower policy?. . . . . . .« o v o v o 0 i s e e e e e 13 | X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . . .. .. .. ... 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 managementofficial . . . . . . .. .. ... . o000 15a| X
b Other officers or key employees of the organization . . . . . . . . . . v o v it it it i 15b | 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 during the Year? . . . .« v v v v i v i 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 such arrangements? . . . . . . . . . ... . it 16b| X

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)
(3)s only) available for public inspection. Indicate how you made these available. Check all that apply.

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

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

20 State the name address, and teleehone number of the person who possesses the or%anlzatlon's books and records »
TOWY L CFO 4507 "NEDI CAL E SAN ANTONIO, TX 78229 210- 692-0234
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Public Inspection Copy
Form 990 (2018) METHODI ST HEALTHCARE M NI STRI ES 74-1287016 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 lineinthisPartVIl . . . . . . ... ... o oo v i v oo |:|
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.

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

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

©
(GY) (C)] Position (D) E) F)
Name and Title Average (do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation compensation from amount of
week (list any| officer and a director/trustee) from related other
hours for os|s| ol xlex| the organizations compensation
related |2 S| 2| 3 f‘: EL= % organization (W-2/1099-MISC) from the
organizations| 32 | S| S| 3|2 & | 8| (W-2/1099-MISC) organization
below dotted| 8 i—’ % 3 & 8 and related
line) g g § -?D organizations
(1)|\/| CHAEL J. LANE, M D. 4. 00
V CHAI R (CHAI R ELECT BEG 6/ 27) 0. X X 0. 0. 0.
(2)|\/| NDI ALTERMAN 4.00
V CHAI R (DI RECTOR BEG 6/ 27) 0. X X 0. 0. 0.
(3)AL| CE H. GANNON 4.00
CHAI R ELECT (CHAI R BEG 6/ 27) 0. X X 0. 0. 0.
(@JAVES A GARCI A 2.00
DI RECTOR NON- VOTI NG ( BEG 6/ 27) 0. X 0. 0. 0.
(5)LAVG\|NE GARRI SON 4.00
TREASURER (V CHAI R BEG 6/ 27) 0. X X 0. 0. 0.
(6)JOE E. JOHNSTON, M D, 2.00
DI RECTOR 0. X 0. 0. 0.
(7)LOTT MCI LHENNY 4. 00
SECRETARY ( DI RECTOR BEG 6/ 27) 0. X X 0. 0. 0.
(8)|\/| CHAEL F. PORTER, JR 4. 00
V CHAI R (DI RECTOR BEG 6/ 27) 0. X X 0. 0. 0.
(9)GEORGE N RI OKS 6. 00
CHAIR (I MM PAST CHAI R BEGS/ 27) 0. X X 0. 0. 0.
(10)PO_| N C. BARRAZA 2.00
DI RECTOR ( TERM 6/ 27) 0. X 0. 0. 0.
(11)DOUGLAS W BECKER 2.00
DI RECTOR ( TREASURER BEG 6/ 27) 0. X X 0. 0. 0.
(12)BO\|N| E K. BERRY 2.00
DI RECTOR 0. X 0. 0. 0.
(13)SCOTT D. BRYAN 2.00
DI RECTOR NON- VOTI NG 0. X 0. 0. 0.
(14)BLAS S. CATALANI I 2.00
DI RECTOR NON- VOTI NG 0. X 0. 0. 0.
JSA Form 990 (2018)
8E1041 1.000
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Public Inspection Copy

METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Form 990 (2018) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations é' g E E g :é—,g g (W-2/1 099-M|SC) organization
below dotted | & & | & s|laz|” and related
line) 9‘5 § % mg organizations
15) SAM DAWSON 2.00
~ DIRECTOR (SECRETARY BEG 6/27) | ¢ 0.] X X 0. 0. 0.
16) RINALDO J. GONZALEZ 2.00
 DIRECTOR 0.] X 0. 0. 0.
17) RICHARD T. d LBY 2.00
DIRECTOR NON-VOTING [ ¢ 0.] X 0. 0. 0.
18) REV. CGREG HACKETT 2.00
 DIRECTOR 0.] X 0. 0. 0.
19) DUDLEY HARRAL 2.00
DIRECTOR NON-VOTING [ ¢ 0.] X 0. 0. 0.
20) SUSAN W HOLMES 2.00
 DIRECTOR 0.] X 0. 0. 0.
21) SUSAN HELLUMS 2.00
 DIRECTOR (BEG 6/27) | ¢ 0.] X 0. 0. 0.
22) ALAN KRAMER 2.00
~ DIRECTOR (NEWBEG 6/27) | ¢ 0.] X 0. 0. 0.
23) R DAN JOHNSON 2.00
DIRECTOR NON-VOTING [ ¢ 0.] X 0. 0. 0.
24) MARGARET A. KELLEY, M D. 2.00
 DIRECTOR 0.] X 0. 0. 0.
25) REV. JAVI ER LEYVA 2.00
 DIRECTOR 0.] X 0. 0. 0.
Ib Sub-total e > 0. 0. 0.
c Total from continuation sheets to Part VII, Section A _ . . ... ....... | 2 2, 085, 287. 0. 357, 643.
d Total (add liNeS 2D and 1C) « v v v v v v v v v e e e e e e e e e »| 2,085,287, 0. 357, 643.
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 » 31
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 .+ 0 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 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson . ... ............ 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

Name and business address

B)

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 »

23

JSA
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METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Form 990 (2018) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (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 |23 | 2| Q18|38 || organization | (W-2/1099-MISC) from the
organizations gg E E g §§ g (W-2/1099-M|SC) organization
below dotted g, g_) g- 5|3 5 = and rlelat.ed
line) = 5 % % é organizations
°le g
g
26) NANCY MAY 2.00
~ DIRECTOR 0.] X 0. 0. 0.
27) REV. LAURA MERRI LL 2.00
 DIRECTOR 0.] X 0. 0. 0.
28) SAM O KRENT 2.00
 DIRECTOR T 0.] X 0. 0. 0.
29) KERWN L. OVERBY 2.00
DIRECTOR (TERM 6/27) | ¢ 0.] X 0. 0. 0.
30) THOVAS SANDER 2.00
 DIRECTOR (BEG 6/27) | ¢ 0.] X 0. 0. 0.
31) BI SHOP ROBERT SCHNASE 2.00
 DIRECTOR 0.] X 0. 0. 0.
32) DARRELL FRANK SM TH 2.00
ITMMPAST CHAIR (TERM 6/27) | ¢ 0.] X 0. 0. 0.
33) REV. CHARLES STEPHENS 2.00
 DIRECTOR T 0.] X 0. 0. 0.
34) JOHN F. STOLL, MD. 2.00
DIRECTOR NON-VOTING [ ¢ 0.] X 0. 0. 0.
35) REV. VIRG LI O VAZQUEZ- GARZA 2.00
 DIRECTOR 0.] X 0. 0. 0.
36) SHI RLEY S. WATKI NS 2.00
DIRECTOR (TERM 6/27) | ¢ 0.] X 0. 0. 0.
Ib Sub-total e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i e e e 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 » 31
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 .+ 0 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 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson . ... ............ 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 »

JSA
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METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Form 990 (2018) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations é' g E E g :é—,g g (W-2/1 099-M|SC) organization
below dotted | & & | & 3|23 = and related
line) 9‘5 § % mé organizations
37) PENDLETON W CKERSHAM M D. 2.00
~ DIRECTOR 0.] X 0. 0. 0.
38) KEVIN MORI ARTY 40. 00
~ PRESIDENT & CEO (TERM 6/30) | 0.] X X 332, 241. 0. 28, 939.
39) JAI ME VEESOLOWEKI 40. 00
____I5I§E_S_I_E3E_I\TI'__8:_C_E_O__(_B_E_G__l_0_/_1_) __________ 0.] X X 116, 061. 0. 17, 787.
40) MARCUS C. RANEY 40. 00
~ PRES. & INTERIM CEO (7/1-9/30) | 0.] X X 295, 054. 0. 35, 527.
41) BILL BALTHROPE 0.
~ DIR NONVOTING (TERM 6/27) | 2.00| X 0. 0. 0.
42) ANTHONY LOBASSO 40. 00
" CHIEF FINANCIAL OFFICER ~ |« 0. X 255, 355. 0. 38, 799.
43) GEORGE THOWVAS 40. 00
" CHIEF OPERATING OFFICER |« 0. X 252, 862. 0. 45, 884.
44) MARK HOLI DAY 40. 00
~ DIRECTOR OF IT & SERVICES = | ¢ 0. X 139, 489. 0. 32,093.
45) OANH MARONEY- OM TADE 40. 00
VP OF CLINICAL OPERATIONS | 0. X 192, 750. 0. 55, 698.
46) JENNI FER KNOULTON 40. 00
VP OF REGONAL OPERATIONS | ¢ 0. X 171, 253. 0. 43, 105.
47) CYNTH A MCCLOY 40. 00
" VP OF ACCOUNTING & CONTROLLER | 0. X 175, 722. 0. 37, 429.
Ib Sub-total e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i e e e 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 » 31
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 .+ 0 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 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson . ... ............ 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)
Name and business address

B)

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 »

JSA
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METHCODI ST HEALTHCARE M NI STRI ES

74-1287016

Form 990 (2018) Page 8
REVWRYIl  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (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 offi_cer a_nd a director/trustee) the organizations compensation
elaed |23 | 2| Q18|38 || organization | (W-2/1099-MISC) from the
organizations g' g E E % g § g (W-2/1 099-M|SC) organization
below dotted | & & | & s |25 = and related
line) g = |3 2 g organizations
c — @
@ | g °l B
g2 2
8 B
g
( 48) BRI DGET LAMVE- KERR 40. 00
DI RECTOR OF HUMAN RESOURCES 0 X 154, 500. 0. 22, 382.
Ib Sub-total e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i e e e 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 » 31
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 i i v i vt 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 .+ 0 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 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson . ... ............ 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)
Name and business address

B)

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 »

JSA
8E1055 1.000
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Form 990 (2018) METHODI ST HEALTHCARE M NI STRI ES 74-1287016 Page 9
WYl Statement of Revenue
Check if Schedule O contains a response or note to anylineinthisPartVIIl . . . ... ... ............... |:|
(GY) (C)] © (D)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512-514

w n . l
g 2| la Federated campaigns - . . . . . . . a
> .
52| b Membershipdues. .. ....... 1b
@< ¢ Fundraisingevents . . . . .. ... 1c
oS d Related organizations . . . . . . .. 1d
; E _—
2 D e Government grants (contributions) . . | 1e 5, 044, 107.
o
g o f Al other contributions, gifts, grants,
o <
-5 and similar amounts not included above . | 1f 190, 997.
S E g Noncash contributions included in lines 1a-1f: $ 0.
O h Total. Addlines1a-1f . . . & v v v v v 0 v e v e w e s » 5, 235, 104.
% Business Code
% 2a ORDI NARY | NCOME FROM MHS 622110 119, 641, 735. 119, 310, 319. 331, 416.
% b CLI NI C REVENUE- DI RECT MM 621498 77,041. 77,041,
(S) c WESLEY KI TCHEN- DI RECT MHM 900099 45, 680. 45, 680.
A d
El e
2 f  All other program service revenue . . . . .
a g Total. Addlines2a-2f . . . . & v & 4 i 4 a4 e u e e > 119, 764, 456.
3 Investment income  (including  dividends, interest,
and other similaramounts). « + « v & 4 4 e e w e e e s > 16, 046, 196. 3,077, 665. 12,968, 531.
4 Income from investment of tax-exempt bond proceeds . > 0.
5 Royalties .« « v & v v i i e e e e e e e e s » 0.
(i) Real (ii) Personal
6a Grossrents + « « + v v .. 1,591, 711.
Less: rental expenses . . . 0.
¢ Rental income or (loss) 1,591, 711.
d Netrentalincomeor (I0sS). « = « v v v & v v v 0 v w4 > 1,591, 711. 1,591, 711.
7a  Gross amount from sales of (i) Securities (i) Other
assets other than inventory 135, 978, 847.
b Less: cost or other basis
and sales expenses . . . . 105, 374, 336.
¢ Ganor(loss) - « - « . .. 30, 604, 511.
d Netgainor(loss) - - = = & & & & & & & & i i o e e > 30, 604, 511. 30, 604, 511.
o | 8a Gross income from fundraising
>
§ events (not including $
& of contributions reported on line 1c).
) SeePartIV,line18 . . « =« v v« o v . . a
<
IS Less: directexpenses .+ + &+ . 4 0 4. b 0.
Net income or (loss) from fundraising events . . . . . . » 0.
9a Gross income from gaming activities.
SeePart IV, line19 , . ... ...... a 0.
Less: directexpenses . + -+ . 4 0 4. b
Net income or (loss) from gaming activities. . . . . . . » 0.
10a Gross sales of inventory, less
returns and allowances ., . . ... ... a
b Less:costofgoodssold. . . . . . . .. b
¢ Net income or (loss) from sales of inventory, , . , .. .. » 0.
Miscellaneous Revenue Business Code
11a ALL OTHER REVENUE 900099 64, 848. 64, 848.
b
c
d Allotherrevenue . . . v v ¢ v v v o v .
e Total. Addlines 11a-11d « « « ¢ ¢ ¢ ¢ ¢ v v v v 0 v v s > 64, 848.
12 Total revenue. Seeinstructions. . . . = = & & & & & & . . » 173, 306, 826. 119, 433, 040. 3, 409, 081. 45,229, 601.
JSA Form 990 (2018)
8E1051 1.000
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Form 990 (2018) METHODI ST HEALTHCARE M NI STRI ES 74-1287016 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 lineinthisPartIX . ., . . . ... ... ...
Do not include amounts reported on lines 6b, 7b, Total eﬁpenses Progra(nB1)service Managt(e%)ent and Funcglrg)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 . . . . 341 6631 715. 341 6631 715.
2 Grants and other assistance to domestic
individuals. See Part IV, line22 . . . ... ... 219, 532. 219, 532.
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15and 16 , | , | . 0.
4 Benefits paid to or formembers, , , . ... .. 0.
5 Compensation of current officers, directors,
trustees, and keyemployees , . . . ... ... 1,418, 509. 1,418, 509.
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 . . . . . . . . . ... 24,920, 588. 22, 156, 730. 2,763, 858.
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 1,521, 838. 1, 254,128. 267, 710.
9 Other employeebenefits . . . . . . . . . . .. 4,438, 159. 3,457, 531. 980, 628.
10 Payrolltaxes . « « = v v v 0 i i hh a0 1,863, 259. 1, 600, 206. 263, 053.
11 Fees for services (non-employees):
a Management . . . .. ... ........ 0.
blegal . ....... ... 66, 219. 66, 219.
cAccounting . . .. ... i ieee .. 66, 500. 14, 000. 52, 500.
dlobbying . .................. 132, 500. 132, 500.
e Professional fundraising services. See Part IV, line 17, 0.
f Investment managementfees , ., ... ... 1, 904, 542. 1, 904, 542.
g Other. (if line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O.)s + = & « & 9’ 424’ 817. 8’ 583’ 064. 841’ 758.
12 Advertising and promotion _ , . . . ... ... 76, 289. 76, 289.
13 Officeexpenses . . . . . v v v v v v v v v 1, 559, 966. 1,364, 912. 195, 054.
14 Information technology. . . . . . . . ... .. 1,812, 278. 1, 265, 908. 546, 370.
15 Royalties, . . . . ... v v i i 0.
16 OCCUPANCY . .+ v v o e e 1, 078, 389. 845, 295. 233, 094.
17 Travel . . oo 1, 144, 791. 985, 384. 159, 407.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings , . ., . 314, 838. 255, 666. 59,172.
20 Interest , . . .. ... ... ... 49, 462. 49, 462.
21 Payments to affiliates. . . . ... .. .. ... 0.
22 Depreciation, depletion, and amortization | , , 2, 040, 239. 1,717,127. 323, 112.
23 INSUMANCE . . o o o o s e 264, 626. 183, 485. 81, 141.
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
aK-1 EXPENSES 2,230, 759. 2,230, 759.
p PHARMACY & DELI VERY 2,012, 109. 2,012, 1009.
<DENTAL SUPPLI ES 950, 715. 950, 715.
4FEDERAL | NCOVE TAX 720, 376. 720, 376.
e Al other expenses 3, 431, 066. 2,165, 391. 1, 265, 675.
25 Total functional expenses. Add lines 1 through 24e 981 326: 081. 86: 058, 157. 12, 267: 924.
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.
JSA Form 990 (2018)
8E1052 1.000
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METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Form 990 (2018) Page 11
Ei® @ 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 . . . .. ... ... ................ 1,999,667.] 1 829, 063.
2 Savings and temporary cashinvestments |, . . . . ... .. ... .. ... 7,745,531, | 2 11, 759, 850.
3 Pledges and grantsreceivable,net , ., . . . .. .. .. ... . . ... 0.] 3 0.
4 Accountsreceivable,net | ., . ... ... ... .. ... .0 ... 36, 719.| 4 50, 752.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L . . . ..\ ...\t s . 0.] 5 0.
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
* organizations (see instructions). Complete Part Il of ScheduleL . . . .. ... 0.] 6 0.
‘sn? 7 Notes and loans receivable, net | . . . . . . . . . . . .. 0.] 7 0.
2| 8 Inventories for sale OruSe . . . . ... ... e 0.] 8 0.
9 Prepaid expenses and deferredcharges . . . ... ... ... ... ... 793,648.] 9 1, 040, 030.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 54, 940, 461.
b Less: accumulated depreciation. . . . . . . . . . 10b 17,517, 961. 33, 355, 983. |10c 37, 422, 500
11 Investments - publicly traded securities ., . . . . ... .. .. . .. .. ... 390, 167, 926. | 11 338, 436, 854.
12 Investments - other securities. See Part IV, line 11, . . . . . . ... ..... 161, 147, 750. | 12 145, 068, 936.
13 Investments - program-related. See Part IV, line 11 _ ., . . . ... ... ... 531, 556, 220. | 13 607, 097, 501.
14 Intangible @SSets . . . . . ... ... e 0.]14 0.
15 Other assets. See Part IV, line 11 | . . . . . . . . . v v v i i 287,128. 15 207, 109.
16 Total assets. Add lines 1 through 15 (must equalline34) . .. ... .. .. 1,127,090, 572. | 1 |1, 141,912, 595.
17 Accounts payable and accrued expenses. . . . . . . . . . . it i v u .. 7,667,253 17 6, 956, 251.
18 Grantspayable . . . . . .. i it e e e 31,159, 891. | 18 32, 309, 810.
19 Deferred reVeNUE . . . . . v oo vt e et e et e e e 0.] 19 24, 460.
20  Tax-exempt bond liabiliies . . . ... ... ... 0.1 20 0.
21 Escrow or custodial account liability. Complete Part IV of Schedule D | | | . 0. 21 0.
@ 22 Loans and other payables to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
% disqualified persons. Complete Part Il of ScheduleL , , _ ., . ... ...... 0.| 22 0.
=123 Secured mortgages and notes payable to unrelated third parties | | , . . . . 0.| 23 0.
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 Schedule D . . . 0.] 25 0.
26 _ Total liabilities. Add lines 17 through 25, . . . . .. vt v v v o v o e 38, 827, 144. 26 39, 290, 521.
Organizations that follow SFAS 117 (ASC 958), check here » m and
3 complete lines 27 through 29, and lines 33 and 34.
S|27  Unrestricted netassets | ... L 1,088, 163, 428. | 27 |1, 102, 522, 074.
f_.g 28 Temporarily restricted netassets 0.| 28 0.
T|29 Permanently restricted netassets. . . .. ... ... ... ... 100, 000. | 29 100, 000.
T Organizations that do not follow SFAS 117 (ASC 958), check here P> |:| and
5 complete lines 30 through 34.
,g 30 Capital stock or trust principal, or currentfunds = = . . ... ..... 30
©131 Paid-in or capital surplus, or land, building, or equipmentfund = = 31
f 32 Retained earnings, endowment, accumulated income, or other funds = | 32
2(33 Total net assets or fund balances . 1, 088, 263, 428. | 33 |1, 102, 622, 074.
34 Total liabilities and net assets/fund balances. . . . ... ... ... ..... 1,127,090,572. | 34 |1, 141, 912, 595.
Form 990 (2018)
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METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Form 990 (2018) Page 12
Pl Reconciliation of Net Assets
Check if Schedule O contains a response or note to anylineinthisPart XI. . ... ... ............
1 Total revenue (must equal Part VIII, column (A),line 12) . . . . . . . . v i v i v i i e e e e e e e 1 173, 306, 826.
2 Total expenses (must equal Part IX, column (A),line25) . . . . ... ... ... .. ... 2 98, 326, 081.
3 Revenue less expenses. Subtractline2fromline 1. . .. ... ... . ... i, 3 74, 980, 745.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . . .. 4 1,088, 263, 428.
5 Net unrealized gains (losses)oninvestments . . . . . . . . . . ... ... 5 - 59, 579, 995.
6 Donated services and use of facilities . . . . . . . .. ... ... .. e 6 0.
7 INVEStMENt EXPENSES . & & v v v vt h ke ek e e e e e e e e e e e 7 0.
8 Prior period adjustments . . . . .. i i e e e e e e e e e e e e e e e e e e e e e e 8 0.
9 Other changes in net assets or fund balances (explainin Schedule O). . . ... .......... 9 -1, 042, 104.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
ek T () 10| 1,102,622, 074.
Financial Statements and Reporting
Check if Schedule O contains a response or note to any lineinthisPart Xll . ... ............... |:|
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 in
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-1337 . . . & o v o i i i s e s e s e s e s s e s e s e s s s 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 in Schedule O and describe any steps taken to undergo such audits. 3p | X
Form 990 (2018)
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SCHEDULE A Public Charity Status and Public Support | oME 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@1 8
P Attach to Form 990 or Form 990-EZ.

Department of the Treasury i . X . .

Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Name of the organization METHODI ST HEALTHCARE M NI STRI ES Employer identification number

OF SOUTH TEXAS, | NC. 74-1287016

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.)

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

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

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

- A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the

hospital's name, city, and state:
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 I1.)

Open to Public

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 Il 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 . . . . . . . . . . . . . L 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) 2018
JSA
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METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Schedule A (Form 990 or 990-EZ) 2018 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 lll. 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) 2014 (b) 2015 (c) 2016 (d) 2017 (e) 2018 (f) Total

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

2  Tax revenues levied for the
organization's benefit and either paid
to or expended 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) 2014 (b) 2015 (c) 2016 (d) 2017 (e) 2018 (f) Total

7 Amounts fromlined4. . . . « . . . ...

8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from
similarsources . . . . v 4 0 0 w0 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
11 Total support. Add lines 7 through 10 . .
12  Gross receipts from related activities, etc. (seeinstructions) . . = « & v & & v v 4 4 i d e e e e e e e e 12
13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxand stop here. . . . . . v . v i v i it et et e e e e e e e e e e e e e e e e e e e e e e e » l:l
Section C. Computation of Public Support Percentage
14  Public support percentage for 2018 (line 6, column (f) divided by line 11, column (f)). . . . . . . .. 14 %
15 Public support percentage from 2017 Schedule A, Partll,line14 . . . . . . . .. ... ... ... 15 %
16a 331/3% support test - 2018. 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. . . . . ... ... ... ........ > |:|
b 331/3% support test - 2017. 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 - 2018. 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

Lo o =T 2= 7o o1 > |:|
b 10%-facts-and-circumstances test - 2017. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.
Explain in Part VI how the organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly

supported organization . . . . . . . . L 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 > |:|
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
NSITUCHIONS & & v vt ot ot e 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 e e e e e e e e e > |:|

Schedule A (Form 990 or 990-EZ) 2018
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METHCODI ST HEALTHCARE M NI STRI ES

Schedule A (Form 990 or 990-EZ) 2018
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 II.
If the organization fails to qualify under the tests listed below, please complete Part I1.)

74-1287016

Page 3

Section A. Public Support

Calendar year (or fiscal year beginning in) P

1

7a

Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.")
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 . « . « . .
Gross receipts from activities that are not an
unrelated trade or business under section 513 .
Tax revenues levied for the
organization's benefit and either paid to
orexpended onitsbehalf . . . . . . ..
The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . .
Total. Add lines 1 through5. . . . . ..
Amounts included on lines 1, 2, and 3

received from disqualified persons . . . .
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. . . . . . . .. ..
Public support. (Subtract line 7c from
iNEB.) v v v v v v i e i e e e e

() 2014

(b) 2015

(c) 2016

(d) 2017

(e) 2018

(f) Total

Section B. Total Support

Calendar year (or fiscal year beginning in) P

9
10a

11

12

13

14

Amounts fromline6. . . .. ... ...
Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from similar
SOUMCES « + « = = « = = = & = = = s = » &«

Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 . . . . . .
Add lines 10aand10b . . . . . . . ..

Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedon. « = v v 4 f  w e e e e e e

Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartVL) ., ... .......
Total support. (Add lines 9, 10c, 11,
and12.) « .« v f a i e e e e e

() 2014

(b) 2015

(c) 2016

(d) 2017

(e) 2018

(f) Total

First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and stop here

Section C. Computation of Public Support Percentage

15 Public support percentage for 2018 (line 8, column (f), divided by line 13, column(f)) . . . .. .. ... ... . 15 %
16 Public support percentage from 2017 Schedule A, Partlll, line15. . . . . . . . v o v v v v i v v v 0 v w v s 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2018 (line 10c, column (f), divided by line 13, column (f)), . . . . .. ... 17 %
18 Investment income percentage from 2017 Schedule A, Partlll, line 17 , , . . . . . . . & v o v o v o v o v . 18 %
19a 331/3% support tests - 2018. 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 . | 2 |:|

b 331/3% support tests - 2017. 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 | 2

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
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METHODI ST HEALTHCARE M NI STRI ES 74-1287016

Schedule A (Form 990 or 990-EZ) 2018 Page 4
Supporting Organizations

(Complete only if you checked a boxin line 12 on Part I. If you checked 12a of Part I, complete Sections A

and B. If you checked 12b of Part |, complete Sections A and C. If you checked 12c of Part |, complete

Sections A, D, and E. If you checked 12d of Part I, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes| No

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

2 Did the organization have any supported organization that does not have an IRS determination of status
under section 509(a)(1) or (2)? If "Yes," explain in Part VI how the organization determined that the supported
organization was described in section 509(a)(1) or (2). 2

3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
(b) and (c) below. 3a

b Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? If "Yes," describe in Part VI when and how the

organization made the determination. 3b

¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B)
purposes? If "Yes," explain in Part VI what controls the organization put in place to ensure such use. 3c

4a Was any supported organization not organized in the United States ("foreign supported organization")? If
"Yes," and if you checked 12a or 12b in Part |, answer (b) and (c) below. 4a

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? If "Yes," describe in Part VI how the organization had such control and discretion
despite being controlled 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 (b) and (c) below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (ii) the reasons for each such action;
(iii) the authority under the organization's organizing document authorizing such action; and (iv) how the action

was accomplished (such as by 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 VL. 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 Il supporting organizations, and all Type Il non-functionally integrated

supporting organizations)? If "Yes," answer 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 Schedule A (Form 990 or 990-EZ) 2018
8E1229 1.000
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METHCDI ST HEALTHCARE M NI STRI ES 74-1287016
Schedule A (Form 990 or 990-EZ) 2018 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 (b) and (c)
below, the governing body of a supported organization? lla
b A family member of a person described in (a) above? 11b
c A 35% controlled entity of a person described in (a) or (b) above? If "Yes" to a, b, or ¢, provide detail in Part VI. 1lic
Section B. Type | Supporting Organizations

Yes| No

1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization's directors or trustees at all times during the
tax year? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization's activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 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 notification, 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 (2), did the organization's supported organizations have a
significant voice in the organization's investment policies and in directing the use of the organization's
income or assets at all times during the tax year? If "Yes," describe in Part VI the role the organization's
supported organizations played in this 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 government entity (see instructions).

Yes| No

2 Activities Test. Answer (a) and (b) 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 (a) constitute activities that, but for the organization's involvement, one or more
of the organization's supported organization(s) would have been engaged in? If "Yes," explain in Part VI the
reasons for the organization's position that its supported organization(s) would have engaged in these
activities but for the organization's involvement. 2b

3 Parent of Supported Organizations. Answer (a) and (b) 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? 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) 2018
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METHCODI ST HEALTHCARE M NI STRI ES 74-1287016
Schedule A (Form 990 or 990-EZ) 2018 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.
(B) Current Year

(optional)

Section A - Adjusted Net Income (A) Prior Year

1 Net short-term capital gain

2 Recoveries of prior-year distributions

3 Other gross income (see instructions)

4 Add lines 1 through 3.

5 Depreciation and depletion

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

A ([W[IN (-

(B) Current Year

Section B - Minimum Asset Amount (A) Prior 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):

2 Acquisition indebtedness applicable to non-exempt-use assets 2

3 Subtract line 2 from line 1d.

4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,

see instructions).

5 Net value of non-exempt-use assets (subtract line 4 from line 3)

6 Multiply line 5 by .035.

7 Recoveries of prior-year distributions

8 Minimum Asset Amount (add line 7 to line 6)

w

o|~|o o~

Section C - Distributable Amount Current Year

1 Adjusted net income for prior year (from Section A, line 8, Column A)

2 Enter 85% of line 1.

3 Minimum asset amount for prior year (from Section B, line 8, Column A)

4 Enter greater of line 2 or line 3.

5 Income tax imposed in prior year

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 lll supporting organization (see
instructions).

A ([W[IN (-

Schedule A (Form 990 or 990-EZ) 2018
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74-1287016

Page 7

WA Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Section D - Distributions Current Year
1 Amounts paid to supported organizations to accomplish exempt purposes
2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity
3 Administrative expenses paid to accomplish exempt purposes of supported organizations
4  Amounts paid to acquire exempt-use assets
5 Qualified set-aside amounts (prior IRS approval required)
6 Other distributions (describe in Part VI). See instructions.
7 Total annual distributions. Add lines 1 through 6.
8 Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions.
9 Distributable amount for 2018 from Section C, line 6
10 Line 8 amount divided by line 9 amount

Section E - Distribution Allocations (see instructions)

0]

Excess Distributions

(i)
Underdistributions
Pre-2018

(iii)
Distributable
Amount for 2018

1 Distributable amount for 2018 from Section C, line 6

2 Underdistributions, if any, for years prior to 2018
(reasonable cause required - explain in Part VI). See
instructions.

3 Excess distributions carryover, if any, to 2018

a From2013 .......

b From2014 .......

¢ From2015 . ......

d From2016 .......

e From2017 .......

f  Total of lines 3a through e

g Applied to underdistributions of prior years

h  Applied to 2018 distributable amount

i Carryover from 2013 not applied (see instructions)
i Remainder. Subtract lines 3g, 3h, and 3i from 3f.

4 Distributions for 2018 from

Section D, line 7: $
a Applied to underdistributions of prior years
b  Applied to 2018 distributable amount
¢ Remainder. Subtract lines 4a and 4b from 4.

5 Remaining underdistributions for years prior to 2018, 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 2018. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

7 Excess distributions carryover to 2019. Add lines 3;j
and 4c.

8 Breakdown of line 7:

a Excess from2014. . ..
b Excess from 2015, ., . .
¢ Excess from 2016. . . .
d Excess from 2017. . ..
e Excess from 2018, . . .
Schedule A (Form 990 or 990-EZ) 2018
JSA
8E1232 1.000

KL5721 1184

V 18-7. 1F

60010216

PAGE 23



Public Inspection Copy

METHCODI ST HEALTHCARE M NI STRI ES 74-1287016

Schedule A (Form 990 or 990-EZ) 2018 Page 8

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

SCHEDULE A, PART |, LINE 3

METHODI ST HEALTHCARE M NI STRIES OF SOUTH TEXAS, |NC. HAS A DUAL PUBLIC
CHARI TY STATUS AS A SECTI ON 509(A) (1) AND A SECTI ON 509(A) (3) SUPPORTI NG
ORGANI ZATI ON.  METHODI ST HEALTHCARE M NI STRI ES OF SOUTH TEXAS, INC. IS A

HOSPI TAL AND SUPPCRTS THE RI O TEXAS CONFERENCE OF THE UNI TED METHODI ST

CHURCH.

JSA Schedule A (Form 990 or 990-EZ) 2018
8E1225 1.000
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; OMB No. 1545-0047
le B Schedule of Contributors °
990-EZ,
p Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@1 8
nue Service » Go to www.irs.gov/Form990 for the latest information.

Name of the organization

Employer identification number

METHODI ST HEALTHCARE M NI STRI ES

OF SQUTH TEXAS, | NC. 74-1287016

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
|:| 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 Il, line
13, 16a, or 16b, and that received from any one contributor, during the year, total contributions of the greater of (1)
$5,000; or (2) 2% of the amount on (i) Form 990, Part VIII, line 1h; or (ii) Form 990-EZ, line 1. Complete Parts | and l.

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 Il

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

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 1V, 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 Paperw

JSA
8E1251 1.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2018)

Page 2

Name of organization

VETHROD Sl

OF SQUTH TEXAS, | NC.

HEAL THCARE M NI STRI ES

Employer identification number

74-1287016

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

(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 Person
Payroll
4,991, 103. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 Person
Payroll
26, 767. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 Person
Payroll
26, 512. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 Person
Payroll
>, 905. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
7, 038. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
6 Person
Payroll
26, 238. Noncash
(Complete Part Il for
noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2018)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2018)

Page 2

Name of organization

VETHROD Sl

OF SQUTH TEXAS, | NC.

HEAL THCARE M NI STRI ES

Employer identification number

74-1287016

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

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

7

5, 000.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

116, 984.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

12, 472.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

JSA
8E1253 1.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2018)

Page 3

Name of organizaton ~METHODI ST HEALTHCARE M NI STRI ES
OF SOUTH TEXAS, | NC.

Employer identification number

74-1287016

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

(a) No. (b) (c) )
from Description of noncash property given FMV (or estimate) Date received
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.)
$
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2018)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2018)

Page 4

Name of organizaton METHODI ST HEALTHCARE M NI STRI ES

OF SQUTH TEXAS, | NC

Employer identification number

74-1287016

3EIgQlll 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 lll if additional space is needed.

(a) No.
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(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
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2018)
8E1255 1.000
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047

(Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2@1 8

Department of the Ti » Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ. Open to Public
epartment of the Ireasury . . . . . .
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

If the organization answered "Yes," on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
® Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.

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

® Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes," on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 11-B.

® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part 1I-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 III.
Name of organization METHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SOUTH TEXAS, | NC. 74-1287016
Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Provide a description of the organization's direct and indirect political campaign activities in Part IV. (see instructions for

definition of "political campaign activities")

2 Political campaign activity expenditures (see instructions) . . . . ... ... ... ... ..... »$

3 Volunteer hours for political campaign activities (seeinstructions). . . . . ... ... ... ....
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, , . . . . > $
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 acorrection made? . . . . . .. ... i e e e e e e e e e s 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
ACtVIIES . . . L L L e e e e e e > S
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function activities, , . . . . . ... .. e e e e e e > $
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
Ne 17D e e e e e e »$
4 Did the filing organization file Form 1120-POL for thisyear? . . . . . . . . . . . @ i i i i i e e et e e e |_, 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) 2018
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Schedule C (Form 990 or 990-EZ) 2018 METHODI ST HEALTHCARE M NI STRI ES 74-1287016 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 Pl:l 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 (grass roots lobbying)
Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .
Total lobbying expenditures (add lines1aand1b) . . . . . . ... ... ... .....
Other exempt purpose expenditures . . . . . . . . . . . i it it i
Total exempt purpose expenditures (add lines fcand1d). . . .. ... ........
Lobbying nontaxable amount. Enter the amount from the following table in both
columns.
If the amount on line 1e, column (a) or (b) is:| The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 1e.
Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,000,000 but not over $1,500,000 |$175,000 plus 10% of the excess over $1,000,000.
Over $1,500,000 but not over $17,000,000 |$225,000 plus 5% of the excess over $1,500,000.
Over $17,000,000 $1,000,000.
Grassroots nontaxable amount (enter25% ofline 1f) . . . . . .. .. ... ... ...
Subtract line 1g from line 1a. If zeroorless,enter-0- . . . . ... ... ........
Subtract line 1f from line 1c. If zeroorless, enter-0-, . . . . . . . . . . . v o v ...
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 @ 0 i i i i i i i e e e 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

= = T Q

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year (a) 2015 (b) 2016 (c) 2017 (d) 2018 (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) 2018
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Schedule C (Form 990 or 990-EZ) 2018 Page 3
Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).
For each "Yes," response on lines 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 Volunteers? , . . . . . e e e e e X

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

¢ Mediaadvertisements? . . . . . . . L e e e e e e e e e e X

d Mailings to members, legislators, orthe public?. . . . .. .. ... ... ... ueen.. X

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

f Grants to other organizations for lobbying purposes? . . . . . . . & v i v i i i hn i e X 73, 625.

g Direct contact with legislators, their staffs, government officials, or a legislative body? . . . . . . X 7, 075.

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

i Otheractivities? . . . . . . . . . e e e e e X 45, 599.

i Total. Ad e 1C throUGN 11 « « « « v v v v e e e e e e e e e e e e e e e e 126, 299.
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. . . . . . . .. ... .. ...

¢ 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?, . . . .
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 lll-A, line 3, is

answered "Yes."

5

Dues, assessments and similar amounts from members . . . . . . . . . . i it i 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).

O =Y 3 87T | 2a
Carryoverfrom lastyear. . . . . . ¢ i i i i i e e e e e e e e e e e e e e e e e 2b
Lo 2¢c
Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues. . . . . 3
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 nextyear? . . . . .« . . oL L e e e e e e e e e e e e e e 4
Taxable amount of lobbying and political expenditures (see instructions) . . . . . .. ... .. ....... 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 Il-A, lines 1 and
2 (see instructions); and Part II-B, line 1. Also, complete this part for any additional information.

SEE PACE 4

JSA

8E1266 1.000

KL5721 1184 V 18-7. 1F 60010216

Schedule C (Form 990 or 990-EZ) 2018

PAGE 32



Public Inspection Copy
METHODI ST HEALTHCARE M NI STRI ES 74-1287016

Schedule C (Form 990 or 990-EZ) 2018 Page 4
Part IV Supplemental Information (continued)

SCHEDULE C, PART I1-B:

LOBBYI NG ACTI VI TIES: FUNDI NG FOR PARTNERS TO FORMALLY COORDI NATE A

COALI TI ON THAT W LL FOCUS ON MOBI LI ZI NG | NTERESTED STAKEHOLDERS TO WORK
W TH STATE LEADERS TO | MPROVE POLI CI ES AND | NCREASE FUNDI NG FOR HEALTH
SERVI CES AND ACCESS TO CARE | N TEXAS; EXPLORE AND DI SCUSS STRATEG ES FOR

LEG SLATI VE SESSI ONS; REG STRATI ON FEES AND MEMBERSHI P DUES.

JSA Schedule C (Form 990 or 990-EZ) 2018
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SCHEDULE D . . . 1545
(Form 990) Supplemental Financial Statements OMB To. ToAo-00d
p Complete if the organization answered "Yes" on Form 990, 2@1 8

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 VETHODI ST HEALTHCARE M NI STRI ES Employer identification number

OF SOUTH TEXAS, | NC. 74-1287016

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 legalcontrol? . . . ... ... .. |:| 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 0 0 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 (e.g., 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~ WON B

easement on the last day of the tax year. Held at the End of the Tax Year

a Total number of conservationeasements . . . . . . . ... ... ... ... ... 2a

b Total acreage restricted by conservatoneasements . . . ... ... ... ......... 2b

¢ Number of conservation easements on a certified historic structure included in (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. . . . . . ... ... ... ... ... 2d

3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the

tax year »

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 easementsitholds? . ... ... ... ... ... .. .... |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
| 2
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 T70(ABYI? . . .+ o v v v e e e e e e e e e [ Jves [ no
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.
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 or?anization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XllI, the text of the footnote to its financial statements that describes these items.

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

(i) Revenue included on Form 990, Part VI, line 1. . .« v v o v v i v i i e e e e e e e e e e e >3
(ii) Assets included in Form 990, Part X. . . & v v v o i v v v e e s 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 SFAS 116 (ASC 958) relating to these items:

a Revenueincluded on Form 990, Part VIl line 1. . . . . . . . . i i i i i i i s e e e e e e e et e >3
b Assetsincluded in Form 990, Part X. . . . & . v & i v v i i i i e e e e e ke e e e e e e e e e e e e | )
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2018
JSA
8E1268 1.000
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Schedule D (Form 990) 2018 Page 2
*EGQIIl 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 are a significant use of its
collection items (check all that apply):

a Public exhibition d B Loan or exchange programs
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
XI1.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . |:| Yes EI 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

b If "Yes," explain the arrangement in Part XIll and complete the following table:

Amount
c Beginningbalance . . . . ... ... . ... e e e e 1c
d Additionsduringtheyear, . . . . .. ... ...ttt 1d
e Distributions duringtheyear, . . .. . ... ... ... ... le
f Endingbalance . . . . ... ... ... 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 Xlll. Check here if the explanation has been providedonPart XIll , . . .. .....
EIUAYA 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 . . . . 218, 922. 206, 142. 201, 733. 208, 344. 208, 539.
Contributions . . . . . .. .. ..
¢ Net investment earnings, gains,
and 10SSES .+ + » v v v e -5, 324. 20, 791. 7,419. -451. 5, 965.
d Grants or scholarships . . . . ..
e Other expenditures for facilities
and programs . « . . . .. v ... 6, 489. 8, 011. 3, 010. 6, 160. 6, 160.
f Administrative expenses . . . . .
g End of year balance. . . . . . . . 207, 1009. 218, 922. 206, 142. 201, 733. 208, 344.

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment p 52. 0000 o,

Permanent endowment p  48. 0000 o,
Temporarily restricted endowment p %
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 i i 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 . . . . . . . i i i 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

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

Complete if the organization answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.
Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
1a Land. . . v v vt e 3, 875, 759. 3, 875, 759.
b BuildingS .« . v v v e e e 41,801, 277.| 11,539, 047. 30, 262, 230.
¢ Leasehold improvements. . ... ... .. 38, 327. 21, 691. 16, 636.
d Equipment. . . ...t i i . 7,415,616.| 4,835, 077. 2, 580, 539.
e Other . . . i i i it iiis i 1,809,482.| 1,122, 146. 687, 336.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c.), . . . . . . > 37,422, 500.

Schedule D (Form 990) 2018
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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 , . . .. ... .........

(2) Closely held e terests _____________
(3) Other A &HK/E

(A) EVANSTO\I V\EATHERLON CFFSHORE 32,625, 177. FW
(8) BLACK DI AMOND LTD. 25, 624, 387. FW
(C)BALYASNY ATLAS GLOBAL | NVEST 24,705, 133. FW
(D) CHATHAM ASSET H GH YI ELD OFF. 17, 669, 369. FW
(E)ACL ALTERNATI VE FUND SAC LTD. 17, 265, 509. FW
(F) DOUBLE BLACK DI AMOND LTD. 14,716, 666. FW
(G) TEXAS METHODI ST FOUNDATI ON 2,834, 284. FW
(H)SElI' SPECI AL SI TUATI ONS FUND LP 2, 366, 663. FW
Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) P> 145, 068, 936.

WYl 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

(1) EQUITY OANERSHI P I N METHODI ST 607, 097, 501. COST
(2)
3)
4
(5)
(6)
)
(8)
(9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) P> 607, 097, 501.
Part IX 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)
(2
(3)
(4)
(5)
(6)
(1)
(8)
)
Total. (Column (b) must equal Form 990, Part X, col. (B)line 15.), , . . . . . . . . . i v v i v v i vt u v nnw >
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
ederal income taxes

(MF
2)
)
4)
®)
(6)
)
(8)
9

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) »

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 FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part Xill I:I

JSA
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KL5721 1184 V 18-7. 1F 60010216 PAGE 36




Public Inspection Copy
METHCODI ST HEALTHCARE M NI STRI ES 74-1287016
Schedule D (Form 990) 2018 Page 4

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 . . . . . .. .. ... .. .. .. 2a

b Donated services and use of facilities . . . . . . . .o oo oo e L 2b

¢ Recoveriesof prioryeargrants. . . . . . . . o o s i i e e 2¢c

d Other (DescribeinPartXIlL.) . . . . . o v v i vt v it i 2d

e Addlines 2athrough 2d . . .« v v i i i e e e e e e e e e 2e
3  Subtractline 2e from INE L. « « v« v v i v i i 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 VI, line 12, but not on line 1:

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

b Other (DescribeinPartXIIl) . . . . . v o v i v it it s e 4b

C AddliNES 48 and b 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 4c
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line 12.) . . . . . .« 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 . . . . . . . . . . oo v oo oo oL 1
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilities . . . . . . . . oo oo 0w e 2a

b Prioryearadjustments . . . . . ... . . o s e e e 2b

C OthErIOSSES. v v v v v v v et e e e e e e e e e e e e e 2c

d Other (DescribeinPartXIIL.) . . . . v o v v i v i v it i 2d

e Addlines2athrough2d . . . v o v o v i i e e e e e e e e e e e e 2e
3 Subtractline2e fromlinel . . . v v v v i v it i e 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 VIIl, line7b . . . . . . . 4a

b Other (DescribeinPartXIIl) . . . . . v o v i v it it 4b

C AddliNES 48 and b .+ 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 expenses. Add lines 3 and 4c. (This must equal Form 990, Part I, line 18.). . . . . . o v v v o v v 5

REWPMIIN 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 XlI, lines 2d and 4b. Also complete this part to provide any additional information.

| NTENDED USE OF ENDOAMENT FUNDS

SCHEDULE D, PART V, LINE 4:

MHM S ENDOAWENT CONSI STS OF TWO | NDI VI DUAL FUNDS ESTABLI SHED FCOR A

VARI ETY OF PURPOSES. THE ENDOAVENT | NCLUDES BOTH DONOR- RESTRI CTED FUNDS

AND FUNDS DESI GNATED BY THE BOARD TO FUNCTI ON AS ENDOWVENTS.

g%ﬁzm 1.000 Schedule D (Form 990) 2018

KL5721 1184 V 18-7. 1F 60010216 PAGE 37



Public Inspection Copy
Schedule D (Form 990) 2018 METHODI ST HEALTHCARE M NI STRI ES 74-1287016 Page 5
CEIS@MIIl Supplemental Information (continued)

ATTACHVENT 1

SCHEDULE D, PART VII1 - I NVESTMENTS - OTHER SECURI Tl ES

CasT
DESCRI PTI ON BOOK VALUE OR FW
OVERSEAS CAP PARTNERS, | NC. 1, 668, 930. FwW
SElI ENERGY DEBT FUND LP 1, 516, 567. FW
SElI CORP PROPERTI ES FUND, LP 1, 155, 432. FW
SEl STRUCTURED CREDI T FUND LP 1, 108, 635. FW
I NCUBE VENTURES ||, LP 730, 603. casT
TARGETED TECH. FUND I'I, LP 446, 221. CosT
TARGETED TECH. FUND I, LP 223, 380. casT
EAGLE | NCOVE APPRECI ATI ON 1| 217, 000. FW
SEI GLOBAL PRI VATE ASSETS |V 194, 980. FW

TOTALS 145, 068, 936.
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JSA
8E1226 1.000

KL5721 1184 V 18-7. 1F 60010216 PAGE 38



SCHEDULE H
(Form 990)

Department of the Treasury
Internal Revenue Service

Public Inspection Copy

Hospitals

OMB No. 1545-0047

P Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
» Attach to Form 990.
P Go to www.irs.gov/Form990 for instructions and the latest information.

Name of the organization

METHODI ST HEALTHCARE M NI STRI ES

2018

Open to Public
Inspection

Employer identification number

OF SOUTH TEXAS, | NC. 74-1287016
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?. . . . . . o i i e e e e e e e e e e e e e s 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% T:| 300% |y:| 350% 400% other _ ©00. 0000 o,
¢ 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™?. . . . . . . . . .. i v it it 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
c If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . . . . . . .. . v v n L 5¢c X
6a Did the organization prepare a community benefit report during the taxyear? . . . ... ... ... ... ... ... 6a | X
b If "Yes," did the organization make it available tothepublic? . . . . . . . . . . . . o o oo e 6b | X
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 | () Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government acﬁg/"r'aersngr served benefit expense revenue benefit expense of total
Programs {optional) (optional) expense
a Financial Assistance at cost
(from Worksheet 1) « + . 38, 334, 989. 1, 998, 837. 33, 366, 152. 3.84
b Medicaid (from Worksheet 3,
coUmNa) « « v v o o - . 88, 623, 339. 137, 169, 445.
C Costs of other means-tested
AR 933, 242. 829, 892. 103, 350. .01
d Total. Financial Assistance
Eovermont progtams + .+ | 127,891,570. | 139, 998, 174. 33, 469, 502. 3.85
Other Benefits
€ Community health improvement
ii;vri:ﬁznasnZ’fr:)‘:nmvn\‘,‘;:‘fsyhzz‘j;" . 52, 866, 059. 571, 465. 52, 294, 595. 6.01
f Health professions education
(from Worksheet 5) - . . . 1,774, 193. 45, 922. 1,728, 271. . 20
g Subsidized health services (from
Worksheet6) « & & & & &
h Research (from Worksheet 7)
i Cash and in-kind contributions
L@gmgg?y b_e”ff“_(f‘_"": . 34, 883, 247. 34, 883, 247. 3.84
i Total. Other Benefits « » » . 89, 523, 499. 617, 387. 88, 906, 113. 10. 05
k Total. Add lines 7d and 7] 217, 415, 069. 140, 615, 561. 122, 375, 615. 13.90
\'J:SOAr F;aEperxvork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2018
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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

activities or served building expense revenue
programs (optional)
(optional)

(d) Direct offsetting

(e) Net community
building expense

(f) Percent of
total expense

Physical improvements and housing

Economic development

Community support

Environmental improvements

g (b (W (N (P

Leadership development and

training for community members

[«2]

Coalition building

Community health improvement

advocacy

8

Workforce development

9

Other

10

Total

Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense

1

Did the organization report bad debt expense in accordance with Healthcare Financial Management Association

Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount_ , , . . . ... ... ..
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 , . . . . . .. ...
Provide in Part VI the text of the footnote to the organization's financial statements

expense or the page number on which this footnote is contained in the attached financial statements.

Section B. Medicare

5

6
7
8

Enter total revenue received from Medicare (including DSH and IME)
Enter Medicare allowable costs of care relating to payments on line 5
Subtract line 6 from line 5. This is the surplus (or shortfall)

Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported

on line 6. Check the box that describes the method used:
Cost accounting system |:| Cost to charge ratio

Other

Section C. Collection Practices

b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the

collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI

Yes No

.............. 1 X
2 8, 184, 133.

3 537, 599.

that describes bad debt

5 208, 343, 668.

6 225,901, 031.

7 -17,557, 363.
.............. 9a | X
.............. 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 %

1METH AMB SUR CTR MC |FREESTANDI NG ASC 54. 40000 45. 60000
2METH AMB SUR CTR NC |FREESTANDI NG ASC 65. 70000 34. 30000
3CTR SPECI AL SURGERY |FREESTANDI NG ASC 51. 00000 49. 00000
4METH AMB SUR CTR FREESTANDI NG ASC UNDER CONST. 76. 00000 24. 00000
5sCOVP RAD MGMTI SVCS I MAG NG SERVI CES 50. 00000 50. 00000
6
7
8
9

10

11

12

13

85 1.000 Schedule H (Form 990) 2018
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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?
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) group
1 METHODI ST HOSPI TAL
7700 FLOYD CURL DRI VE
SAN ANTI ONO TX 78229
WAV SAHEALTH. COM
000154 X | X X A
2 METHODI ST CHI LDREN S HOSPI TAL
7700 FLOYD CURL DRI VE
SAN ANTONI O TX 78229
WAV SAHEALTH. COM
000154 X X X A
3 METROPOLI TAN METHODI ST HOSPI TAL
1310 MCCULLOUGH AVENUE
SAN ANTONI O TX 78212
WAV SAHEALTH. COM
000154 X | X X A
4 METHODI ST SPECI ALTY & TRANSPLANT
8026 FLOYD CURL DRI VE
SAN ANTONI O TX 78229
WAV SAHEALTH. COM
000154 X | X X A
5 METHODI ST STONE OAK HOSPI TAL
1139 E. SONTERRA BOULEVARD
SAN ANTONI O TX 78258
WAV SAHEALTH. COM
008741 X | X X A
6 NORTHEAST METHODI ST HOSPI TAL
12412 JUDSON ROAD
SAN ANTONI O TX 78223
WAV SAHEALTH. COM
000154 X | X X A
7 METHODI ST TEXSAN HOSPI TAL
6700 IH 10 WEST
SAN ANTONI O TX 78201
WAV SAHEALTH. COM
000154 X | X X A
g METHODI ST AMBULATCORY SURGERY HOSPI TAL
9150 HUEBNER RQAD, SUI TE 100
SAN ANTONI O TX 78240
WAV SAHEALTH. COM
000681 X | X X A
9 METHODI ST HOSPI TAL SOUTH
1905 HI GHWAY 97 EAST

sinoy yz-43
J8y10-43

|eyidsoy pasuaor
[eydsoy s,uaipiyd
|endsoy Buiyoes |
Ayjioey yolessay

|eydsoy sseooe [eonl)

Facility
reporting

|e21Bins B [eoIpaW |Blausn)

JOURDANTON TX 48026
WAV SAHEALTH. COM
100391 X | X X B
10
JSA Schedule H (Form 990) 2018
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Facility Information (continued)

Section B. Facility Policies and Practices

(complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Page 4

Name of hospital facility or letter of facility reporting group A

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 1-8

Yes | No

Community Health Needs Assessment

1

6a

o 0O T o

12a

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 e e e e e e e e e
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 , . . . ... .. ...
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," skiptoline 12 , . . . . . . .. . . . & . v i ..
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 prioritizihng 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)

- Other (describe in Section C)

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

In conducting 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 , . . . . ... ..
Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . . . . . .. .. e
Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"

I [ [ [ [

If "Yes," indicate how the CHNA report was made widely available (check all that apply):

Hospital facility's website (list url): SEE PART V, SECTION C

Other website (list url): SEE PART V, SECTION C

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

- Other (describe in Section C)

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, . . . . . . ... .. ... .....
Indicate the tax year the hospital facility last adopted an implementation strategy: ZOL

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.

Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a

If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . ... ... ..
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? $

6a

6b

10

10b

12a

12b

JSA
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Facility Information (continued)
Section B. Facility Policies and Practices
(complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or letter of facility reporting group METHODI ST HOSPI TAL SQUTH
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 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," skiptoline 12 , . . . . . . .. . . . & . v i .. 3 X
If "Yes," indicate what the CHNA report describes (check all that apply):
a | | A definition of the community served by the hospital facility
b | | 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
d | | How data was obtained
e | | The significant health needs of the community
f L__| Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g |:| The process for identifying and prioritizihng community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i 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
5 In conducting 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
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 . . . . . . . . .. .. e 6a
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in SectionC | | . . . . . . . . ... ... ittt e e 6b
7 Did the hospital facility make its CHNA report widely available to the public? , . . . . ... ... ......... 7
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url):
b Other website (list url):
c Made a paper copy available for public inspection without charge at the hospital facility
d Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skipto line 11, . . . . . . ... .. ... ..... 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? , . . . . ... ... 10
a If "Yes," (list url):
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 501(r)(3)? . . . . . . i i i i i i e e e et 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? $
S 87 1.000 Schedule H (Form 990) 2018
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Schedule H (Form 990) 2018 METHODI ST HEALTHCARE M NI STRI ES 74-1287016 Page 5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group A
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 o,
~__and FPG family income limit for eligibility for discounted care of 500.0000 o,
b _X Income level other than FPG (describe in Section C)
c _X Asset level
d _X Medical indigency
e _X Insurance status
f _X Underinsurance status
g || Residency
h _X Other (describe in Section C)
14 Explained the basis for calculating amounts chargedtopatients?. . . . . . .. ... ... .. .......... 14 | X
15 Explained the method for applying for financial assistance?, . . . . . . . . . . . .. . . . @ e 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 The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
e The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
f A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g 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
h Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i 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
j Other (describe in Section C)
Schedule H (Form 990) 2018
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Schedule H (Form 990) 2018 METHODI ST HEALTHCARE M NI STRI ES 74-1287016 Page 5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group METHODI ST HOSPI TAL SOUTH
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 o,
~__and FPG family income limit for eligibility for discounted care of 500.0000 o,
b _X Income level other than FPG (describe in Section C)
c _X Asset level
d _X Medical indigency
e _X Insurance status
f _X Underinsurance status
g || Residency
h _X Other (describe in Section C)
14 Explained the basis for calculating amounts chargedtopatients?. . . . . . .. ... ... .. .......... 14 | X
15 Explained the method for applying for financial assistance?, . . . . . . . . . . . .. . . . @ e 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 The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
e The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
f A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g 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
h Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i 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
j Other (describe in Section C)
Schedule H (Form 990) 2018
JSA
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Facility Information (continued)

Billing and Collections
Name of hospital facility or letter of facility reporting group A

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
Actions that require a legal or judicial process
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
FAP at least 30 days before initiating those ECAs (if not, describe in Section C)
Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section C)
Processed incomplete and complete FAP applications (if not, describe in Section C)
Made presumptive eligibility determinations (if not, describe in Section C)
Other (describe in Section C)
f 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:

T o O T

[<})
[ >]>] [

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) 2018
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Facility Information (continued)
Billing and Collections
Name of hospital facility or letter of facility reporting group METHODI ST HOSPI TAL SOUTH
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
Actions that require a legal or judicial process
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
FAP at least 30 days before initiating those ECAs (if not, describe in Section C)
Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section C)
Processed incomplete and complete FAP applications (if not, describe in Section C)
Made presumptive eligibility determinations (if not, describe in Section C)
Other (describe in Section C)
f 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:

T o O T

[<})
[ >]>] [

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) 2018
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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 A

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? . . . . . . . . L 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? . . . . . . . . . . @it i e e e 24 X

If "Yes," explain in Section C.
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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 METHODI ST HOSPI TAL SOQUTH

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? . . . . . . . . L 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? . . . . . . . . . . @it i e e e 24 X

If "Yes," explain in Section C.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

SCHEDULE H, PART V, SEC B, LINE 2 (REPORTI NG GROUP B):

ON JUNE 30, 2017, METHODI ST HEALTHCARE SYSTEM OF SAN ANTONI O, LTD, LLP
ACQUI RED ALL OF THE | NTERESTS | N JOURDANTON HOSPI TAL CORPORATI ON, A TEXAS
CORPORATI ON D/ Bl A SOUTH TEXAS REG ONAL MEDI CAL CENTER, JOURDANTON CLI N C
ASSET HOLDI NG COVPANY, LLC, A DELAWARE LI M TED LI ABI LI TY COVPANY AND

TI MBERLAND MEDI CAL GROUP, A TEXAS NONPROFI T CORPORATI ON FOR APPROXI MATELY
$27.7 M LLION, | NCLUDI NG ACQUI SI TI ON RELATED COSTS OF $0.1 M LLI ON.
PURCHASE PRI CE AMOUNTS WERE ALLOCATED TO THE RELATED ASSETS ACQUI RED AND
LI ABI LI TI ES ASSUMED BASED UPON THEI R RESPECTI VE FAI R VALUES, AS

DETERM NED BY AN | NDEPENDENT THI RD- PARTY VALUATI ON USI NG A COVBI NATI ON CF
THE COST AND MARKET APPROACHES. THE MAJORITY OF THE PURCHASE PRI CE WAS
ALLOCATED TO PROPERTY, PLANT AND EQUI PMENT. AS OF DECEMBER 31, 2017, THE
AMOUNT OF THE PURCHASE PRI CE PAID I N EXCESS OF THE FAI R VALUE OF

| DENTI FI ABLE ASSETS ACQUI RED THAT | S RECORDED AS GOODW LL IS

APPROXI MATELY $6.9 M LLI ON. THE HOSPI TAL WAS RENAMED METHODI ST HOSPI TAL

SCQUTH.

SCHEDULE H, PART V, SEC B, LINE 3E (REPORTING GROUP A):
THE SI GNI FI CANT HEALTH NEEDS OF THE COMMUNI TY | DENTI FI ED I N EACH HOSPI TAL

FACI LITY' S CHNA ARE PRESENTED AS A PRI ORI TI ZED DESCRI PTI ON.

SCHEDULE H, PART V, SEC B, LINE 3J (REPORTING GROUP A):
IN 2016, EACH METHODI ST HOSPI TAL, ADOPTED THE HEALTH PRI ORI TY AREAS BASED
UPON THE BEXAR COUNTY COVMUNI TY HEALTH ASSESSMENT ( UNDERTAKEN BY THE

HEALTH COLLABCRATI VE), THE BEXAR COUNTY COVMUNI TY HEALTH | MPROVEMENT PLAN

JSA
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

(CH P) AND THE SA 2020 GOALS. ADDI TI ONAL | NFORVATI ON ABOUT THE HEALTH
COLLABCRATI VE' S ASSESSMENT PROCESS IS NOTED BELOW I T I'S | MPORTANT TO
NOTE THAT THE FI VE PRI ORI TY AREAS | DENTI FI ED I N THE PRI OR CHNA HAVE NOT
CHANGED I N THE 2016 PLAN. IN 2016, MHS' | MPLEMENTATI ON STRATEGY FOR 2017
- 2019, | NCLUDI NG AN EXECUTI ON PLAN AND PRI ORI TI ZATI ON OF HEALTH NEEDS,
SERVI CES AND METRI CS FOR EACH HOSPI TAL WERE PRESENTED TO AND APPROVED BY
THE MHAS COMMUNI TY BENEFI TS COW TTEE, THE MHS COVMUNI TY BOARD, THE MHS
BOARD OF GOVERNORS, AND THE METHODI ST HEALTHCARE M NI STRI ES BOARD OF

DI RECTORS.

IN ORDER TO ASSESS THE RURAL AREAS THAT METHODI ST HEALTHCARE SYSTEM
SERVES, MHS UTI LI ZED ASSESSMENT | NFORVATI ON FROM THE REG ONAL HEALTHCARE
PARTNERSHI P 6 PLAN SUBM TTED TO THE TEXAS HEALTH AND HUVAN SERVI CES

COW SSI ON AS PART OF THE MEDI CAI D 1115 WAl VER PROGRAM UNI VERSI TY
HEALTHCARE SYSTEM (RHP6 ANCHOR) LEAD TH S PROCESS WHI CH | NCLUDED MULTI PLE
MEETI NGS, CONFERENCE CALLS AND PUBLI C FORUMS. PARTI Cl PANTS IN TH S
PROCESS | NCLUDED HOSPI TAL CEGCS, COUNTY JUDGES, COUNTY COWM SSI ONERS,

PHYSI CI ANS FROM THE UNI VERSI TY OF TEXAS HEALTH SCI ENCE CENTER AT SAN
ANTONI O, UNI VERSI TY HEALTH SYSTEM AND CHRI STUS SANTA ROSA. | NPUT WAS ALSO
OBTAI NED FROM FEDERALLY QUALI FI ED HEALTH CENTERS, HOVE HEALTH AGENCI ES,

CI TY GOVERNMENT OFFI CI ALS, | NDI GENT CARE COORDI NATCRS, ADVOCACY GROUPS

AND HEALTHCARE ACCESS SAN ANTON O

MHM AND MHS ARE MEMBERS OF THE HEALTH COLLABCRATI VE (THC) WHI CH CONSI STS

OF THE FOLLOW NG ADDI TI ONAL MEMBERS: APPDDI CTI ON STUDI GS, BAPTI ST HEALTH
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

SYSTEM TENET HEALTHCARE, CHRI STUS SANTA ROSA HEALTH SYSTEM BEXAR COUNTY
DEPARTMENT OF COMMUNI TY RESOURCES, COVMUNI TY FI RST HEALTH PLANS, SAN
ANTONI O METROPCLI TAN HEALTH DI STRI CT ( METRO HEALTH), | NTERLEX

COVMUNI CATI ONS, OUR LADY OF THE LAKE UNI VERSI TY, SAN ANTONI O CLUBHOUSE,
UNI VERSI TY HEALTH SYSTEM THE UN VERSI TY OF THE | NCARNATE WORD, THE UT
HEALTH SCI ENCE CENTER AT SAN ANTONI O DEPT. OF FAM LY AND COVMUNI TY

MEDI CI NE, THE YMCA OF GREATER SAN ANTONI O AND COVMUNI TY MEMBERS AT LARGE.
FUNDERS OF THC COVMUNI TY HEALTH ASSESSMENT ARE BAPTI ST HEALTH FOUNDATI ON,
BEXAR COUNTY, THE KRONKOSKY CHARI TABLE FOUNDATI ON, THE UNI TED WAY COF SAN
ANTONI O, SAN ANTONI O METROPCOLI TAN HEALTH DEPARTMENT AND METHODI ST

HEALTHCARE M NI STRI ES.

AS NOTED ABOVE, METHODI ST HEALTHCARE SYSTEM | S A PARTNER OF THE HEALTH
COLLABCRATI VE. THE COLLABORATI VE UNDERTAKES A COUNTY- W DE COVMUNI TY
ASSESSMENT STUDY EVERY THREE YEARS TO GUI DE THE COVMUNI TY HEALTH

STRATEG C PLANNI NG PROCESS.

FOR THE CURRENT STUDY, THE HEALTH COLLABORATI VE ENGAGED HEALTH RESCURCES
I N ACTI ON AND COMMUNI TY | NFORMATI ON NOW (Cl : NOW TO COLLABORATE ON THE

PROCESS.

THC BASES | TS COMWUNI TY HEALTH ASSESSMENT ON THE SOCI AL DETERM NANT MODEL
VH CH VI EW6 QUTCOMES AS A PRODUCT OF HEALTH- RELATED BEHAVI ORS AND THE
BEHAVI ORS THEMSELVES AS A LI KELY PRCDUCT OF SOCI AL DYNAM CS AT THE LEVEL

OF THE SOCI AL CONTEXT OF THE NEI GHBORHOCD. THE BCCHNA USES DATA FROM THE
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

SAN ANTONI O METROPOLI TAN HEALTH DI STRI CT'' S ANNUAL HEALTH PRCFI LES, A
REPORT WHI CH LOOKS AT HEALTH TRENDS, AREA DEMOGRAPHI CS, | NFORVATI ON ON
PREVALENCE OF DI SEASE, AND OTHER FI NDI NGS. HEALTH PROFI LES LOOKS AT THE
POPULATI ON BY AGE, BY CGENDER AND BY RACE/ ETHNICI TY AS I T RELATES TO
CURRENT POPULATI ON, PRQIECTED POPULATI ON, BI RTH, EDUCATI ON, ZI P CODE AND
CENSUS TRACT. | T ALSO PROVI DES AN | N-DEPTH LOCK AT Bl RTH TRENDS,

I NCLUDI NG FERTI LI TY RATES, MATERNAL HEALTH, MATERNAL AGE AND ETHNI CI TY,
TEEN BI RTHS, LOW Bl RTH WEI GAT AND PREMATURE TRENDS AND MOTHER S BM AND
VEEI GHT GAIN. YOUTH | NDI CATORS EXAM NED | NCLUDE JUVEN LE PROBATI ON, FAM LY
VI OLENCE, | MVUNI ZATI ON RATES, AND CHI LD ABUSE. DEATHS ARE EXAM NED BY

| NFANT MORTALI TY RATE AND CAUSES, LI FE EXPECTANCY BY RACE/ ETHNI CI TY AND
GENDER, ALL CAUSES OF DEATH, AND YEARS OF POTENTI AL LI FE LOST. THE BC
CHNA ALSO DRAWS FROM THE FOLLOW NG DATA SOURCES: POPULATI ON AND HOUSI NG
DATA FROM THE U. S. CENSUS BUREAU, POPULATI ON ESTI MATES AND PROJECTI ONS
FROM THE TEXAS STATE DEMOGRAPHI C CENTER AT THE UNI VERSI TY OF TEXAS SAN
ANTONI G, SOCI AL AND ECONOM C CONDI TI ONS DATA FROM THE U. S. CENSUS BUREAU
AVERI CAN COVWWUNI TY SURVEY; CRI ME DATA FROM THE U. S. DEPARTMENT OF JUSTI CE
UNI FORM CRI ME REPORT; VI TAL STATI STICS; BEHAVI ORAL RI SK FACTOR

SURVEI LLANCE SYSTEM (BRFSS); | NJURY, HOSPI TAL DI SCHARGE, HOSPI TAL BED,
AND HEALTH PROFESSI ONS DATA FROM THE TEXAS DEPARTMENT OF STATE HEALTH
SERVI CES; MEDI CAI D AND PUBLI C BENEFI TS FROM THE TEXAS HEALTH AND HUMAN
SERVI CE COWM SSI ON; AND COVMUNI CABLE DI SEASE AND VI TAL STATI STI C DATA

FROM THE SAN ANTONI O METROPCLI TAN HEALTH DI STRI CT.

FI NALLY, DATA IS COLLECTED AT THE NEI GHBORHOOD LEVEL W TH THE | NTENT OF
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

DESCRI BI NG THE SOCI AL CONTEXTS THAT POSSI BLY G VE Rl SE TO HEALTH- RELATED
BEHAVI ORS DESCRI BED | N THE HEALTH PROFI LES AND BRFSS SURVEY DATA.

DI SCUSSI ON GROUPS AND | NTERVI EWs WERE CONDUCTED CI TY-W DE W TH OVER 160
PARTI Cl PANTS, RANG NG FROM COMMUNI TY RESI DENTS, SERVI CE PROVI DERS,
GOVERNMENT STAFF AND OFFI CI ALS, AND ADVOCATES FOR THE HEALTH OF BEXAR
COUNTY' S LOW | NCOVE, MEDI CALLY- UNDERSERVED AND M NORI TY POPULATI ONS.
THESE | NTERVI EW5 AND MEETI NGS TOOK PLACE DURI NG MARCH AND APRI L OF 2016.
THE HEALTH COLLABORATI VE CONTRACTED W TH COVMUNI TY | NFORVATI ON NOW
(Cl:NOW, A LOCAL DATA | NTERMEDI ARY SERVI NG SOUTH CENTRAL TEXAS, FOR
QUANTI TATI VE DATA COLLECTI ON AND ANALYSI S FOR DEVELOPMENT OF THE

ASSESSMVENT NARRATI VE.

USI NG | NFORMATI ON FROM THE COLLABORATI VE' S COMMUNI TY HEALTH NEEDS
ASSESSMENT, AS WELL AS OTHER DATA, METHODI ST HEALTHCARE SYSTEM DEVELOPED
I NDI VI DUAL PLANS FOR EACH CAWMPUS, WHI CH | NCLUDED A 3- YEAR PLAN FOR
2017-2019. THE | MPLEMENTATI ON STRATEGY | NCLUDES THE FOLLOW NG

COVMUNI CATI ON PLAN, PRICRITY I NI TI ATI VE WORK PLAN, ROLE AND

RESPONSI Bl LI TY ASSI GNMVENTS, AND MEASURES/ | NDI CATORS FOR SUCCESS ALONG

W TH BASEL| NE DATA. ADDI TI ONAL MONI TORI NG OF THE PLAN W LL OCCUR THROUGH
THE QUARTERLY COWMUNI TY BENEFI TS REPORTS TO THE MHS COVMUNI TY BENEFI TS
COW TTEE AND THE ANNUAL CHARI TY CARE REPORT. THE 2017-2019 PLAN HAS BEEN
APPROVED BY THE MHS COVMUNI TY BENEFI TS COMM TTEE, THE MHS COVMUNI TY
BOARD, MHS BOARD OF GOVERNORS AND THE METHODI ST HEALTHCARE M NI STRI ES

BOARD OF DI RECTORS.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

SCHEDULE H, PART V, SEC B, LINE 5 (REPORTI NG GROUP A):

AS NOTED ABOVE, DI SCUSSI ONS AND | NTERVI EWs6 WERE HELD W TH MULTI PLE
STAKEHCOLDERS I N THE COMMUNI TY. KEY REQA ONAL GROUPS AND CI TY OFFI ClI ALS

I NCLUDED THE FOLLOW NG HAVEN FOR HOPE, UNI VERSI TY HEALTH SYSTEM

NATI ONAL ALLI ANCE ON MENTAL HEALTH | LLNESS, SAN ANTONI O FOOD BANK, BEXAR
COUNTY ECONOM C DEVELOPMENT, SAN ANTONI O HOUSI NG AUTHORI TY, COVMUNI CARE,
SAN ANTONI O METROPOLI TAN HEALTH DI STRI CT, HEALTHY FUTURES OF TEXAS, THE
Rl VARD REPCRT, ROY MAAS YOUTH ALTERNATI VES, NELSON WOLFF, J.D. - BEXAR
COUNTY JUDGE, AND NORTHSI DE | NDEPENDENT SCHOOL DI STRI CT. OTHER DI SCUSSI ON
GROUPS | NCLUDED | NDI VI DUALS REPRESENTI NG FAI TH ORGANI ZATI ONS, SOCI AL
SERVI CE PROVI DERS, HOSPI TALS, PUBLI C HEALTH LEADERS, ACADEM C
RESEARCHERS, COMMUNI TY PLANNI NG AGENCI ES, COWMUNI TY FOCUSED

ORGANI ZATI ONS, | NDI VI DUAL COVMUNI TY MEMBERS, AND BUSI NESS LEADERS.

SCHEDULE H, PART V, SEC B, LINE 6A (REPORTING GROUP A):

THE COVMUNI TY NEEDS ASSESSMENT WAS CONDUCTED W TH THE FOLLOW NG HOSPI TAL
FACI LI TI ES: METHODI ST HEALTHCARE SYSTEM ( METHODI ST HOSPI TAL, METHODI ST
CHI LDREN S HOSPI TAL, A CAMPUS OF METHODI ST HOSPI TAL, METHODI ST SPECI ALTY
AND TRANSPLANT HCSPI TAL, A CAMPUS OF METHODI ST HOSPI TAL, METROPOLI TAN
METHODI ST HOSPI TAL, A CAMPUS OF METHODI ST HOSPI TAL, NORTHEAST METHCDI ST
HOSPI TAL, A CAMPUS OF METHODI ST HOSPI TAL, METHCDI ST TEXSAN HOSPI TAL, A
CAMPUS OF METHCDI ST HOSPI TAL, METHODI ST STONE QAK HOSPI TAL, METHCDI ST
AMBULATORY SURCERY HOSPI TAL - NORTHWEST); BAPTI ST HEALTH SYSTEM ( BAPTI ST
MEDI CAL CENTER, NORTH CENTRAL BAPTI ST HOSPI TAL, M SSI ON TRAI LS BAPTI ST

HOSPI TAL, ST. LUKE S BAPTI ST HOSPI TAL, NORTHEAST BAPTI ST HOSPI TAL) ;
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

CHRI STUS SANTA ROSA HEALTH SYSTEM ( CHRI STUS SANTA ROSA MEDI CAL CENTER,
CHRI STUS SANTA ROSA WESTOVER HI LLS, CHI LDREN S HOSPI TAL OF SAN ANTONI O) ;

AND UNI VERSI TY HOSPI TAL.

SCHEDULE H, PART V, SEC B, LINE 6B (REPORTI NG GROUP A):

I N ADDI TION TO THE HOSPI TAL FACI LI TI ES LI STED ABOVE, THE COVMUNI TY HEALTH
NEEDS ASSESSMENT WAS CONDUCTED |N CONJUNCTI ON W TH THE FOLLOW NG

NON- HOSPI TAL ORGANI ZATI ONS:  APPDDI CTI ON STUDI O, BEXAR COUNTY DEPARTMENT
OF COMMUNI TY RESOURCES, COMMUNI TY FI RST HEALTH PLANS, | NTERLEX

COVMMUNI CATI ONS, METHODI ST HEALTHCARE M NI STRIES OF SOQUTH TEXAS, |INC., THE
CITY OF SAN ANTONI O METROPOLI TAN HEALTH DI STRI CT, OUR LADY OF THE LAKE
UNI VERSI TY, SAN ANTONI O CLUBHOUSE, THE UNI VERSI TY OF THE | NCARNATE WORD,
THE UT HEALTH SCI ENCE CENTER AT SAN ANTONI O DEPARTMENT OF FAM LY AND
COMWMUNI TY MEDI CI NE, THE YMCA OF GREATER SAN ANTONI O, AND COWMUNI TY

MEMBERS AT LARGE.

SCHEDULE H, PART V, SEC B, LINE 7A ( REPORTI NG GROUP A):

HTTPS: / / SAHEALTH. COM ABOUT/ COMMUNI TY/ | NDEX. DOT

SCHEDULE H, PART V, SEC B, LINE 7B (REPORTI NG GROUP A):

HTTP: / / WAW HEALTHCOLLABORATI VE. NET/

SCHEDULE H, PART V, SEC B, LINE 10A (REPORTI NG GROUP A):

HTTPS: / / SAHEALTH. COM ABOUT/ COMMUNI TY/ | NDEX. DOT
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

SCHEDULE H, PART V, SEC B, LINE 11 (REPORTI NG GROUP A):

AS NOTED ABOVE, METHODI ST HEALTHCARE SYSTEM (MHS) HAS DEVELOPED A
COVMUNI TY HEALTH | MPROVEMENT PLAN BASED ON THE COVMUNI TY HEALTH NEEDS
ASSESSMENT. THI'S PLAN ADDRESSED ALL | TEMS | DENTI FI ED BY THE HEALTH
COLLABCRATI VE. PRI ORI TI ES AND SPECI FI C TACTI CS | NCLUDE THE FOLLOW NG

WTH THE | NI TI AL | MPLEMENTATI ON I N 2017, AND YEARLY UPDATES THROUGH 2019:

COVWUNI TY HEALTH PRICRITY NO 1: HEALTHY EATI NG AND ACTI VE LI VI NG

- COWUNITY GOAL - TO FOSTER SOCI AL CHANGE AND STRENGTHEN POSI Tl VE
BEHAVI ORS AROUND HEALTHY EATI NG AND ACTI VE LI VI NG TO ENSURE ACCESS TO
NUTRI TI QUS FOCDS AND BUI LD ENVI RONMVENTS THAT ENABLE ALL RESI DENTS TO MAKE

HEALTHY CHO CES AND LEAD HEALTHY LI VES.

TACTICS - COVWUNI TY HEALTH PRICRITY NO 1:

- HOST ONE HEARTCHECK HEALTH FAIR THE HEALTH FAIR WLL BE HELD | N LONER
SOCI GECONOM C NEI GHBORHOODS PROVI DI NG THE COVWMUNI TY GLUCCSE, BLOGD
PRESSURE, FULL LIPI D PANEL CHOLESTEROL AND BM CHECKS, AS WELL AS

LI TERATURE. MHS ANTI Cl PATED SCREENI NG 200 PARTI Cl PANTS | N 2018. METHODI ST

PROVI DED SCREENI NGS FOR 815 | NDI VI DUALS I N 2018.

- HOST TWO CARDI AC CONNECTI ONS SERI ES W TH FOCUS ON HYPERTENSI ON,
DI ABETES AND HYPERLI PI DEM A. EACH EVENT | S LED BY PHYSI CI ANS AND MEDI CAL

PROFESSI ONALS. MHS ANTI Cl PATED 1500 ATTENDEES THROUGHOUT 2018. METHODI ST
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

HOSTED 20 EVENTS, PROVI DI NG | NFORMVATI ON TO 9, 441 ATTENDEES.

- PROVI DE HEARTMATTERS/ STROKEMATTERS, A FREE RESOURCE TO THE COMMUNI TY.
MHS ANTI Cl PATED THAT 20, 000 MEMBERS OF THE COVMUNI TY W LL RECEIVE TH S
MAGAZI NE I N 2018. I N 2018, THE MAGAZI NE WAS DI STRI BUTED TO 20, 500

I NDI VI DUALS.

- MHS WLL EMAIL E-NEWSLETTERS TO OVER 12, 000 SUBSCRI BERS ON HEART,
WOMEN S SERVI CES AND CHI LDREN S SERVI CES EACH MONTH I N 2018. I N 2018, A

TOTAL OF FORTY NI NE E- NEWBLETTERS WERE NAI LED.

- PRODUCE " KEEPI NG WELL", A COVMMUNI TY HEALTH AND WELLNESS MAGAZI NE
PUBLI SHED THREE TI MES PER YEAR AND AVAI LABLE I N ELECTRONI C AND HARD COPY
FORMAT. MHS ANTI Cl PATED A READERSHI P OF 250, 000 I N 2018. TWO EDI TI ONS OF

TH S MAGAZI NE WERE PUBLI SHED | N 2018.

- MHS EMPLOYER SOLUTI ONS PROGRAM HEALTHPOWER, W LL PARTNER W TH 195
LOCAL BUSI NESS WHI CH PARTI Cl PATE | N MHS- SPONSORED WELLNESS ACTI VI Tl ES,
I NCLUDI NG CHALLENGE WEI GH I NS, GLUCCSE AND BLOOD PRESSURE CHECKS. | N
2018, MHS ANTI Cl PATED REACHI NG 15, 849 | NDI VI DUALS AT 56 DI FFERENT

EVENTS.

- OFFER MORE THAN 600 55PLUS® SPONSORED LI NE DANCI NG CLASSES W TH AN
ANTI CI PATED ATTENDANCE TOTAL OF GREATER THAN 7,000 I N 2018. MHS SPONSCRED

2,943 EVENTS - LI NE DANCI NG, WALKER WVELLNESS, AND S| LVER SNEAKERS (I N
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

CONJUNCTI ON W TH THE YMCA) - DURI NG 2018. 63, 616 | NDI VI DUALS ATTENDED

THESE EVENTS.

- UTILI ZE SCCI AL MEDI A TO PUSH HEALTH AND WELLNESS TOPI CS, | NCLUDI NG
TOPI CS RELATED TO HEALTHY EATI NG AND ACTI VE LI VING TO THE COWMUNI TY VI A
FACEBOOK AND TW TTER AT LEAST TWO TI MES PER WEEK. MHS ANTI Cl PATED AN
I NCREASE I N TW TTER FOLLOAERS TO 6, 500 AND FACEBOCK TO 20,500 I N 2018.
ACTUAL RESULTS FOR 2018: 4,402 TW TTER FOLLONERS AND 22, 923 FACEBOCK

FANS.

- DONATE/ SPONSCR TO THE FCOLLOW NG NONPROFI TS: AMERI CAN CANCER SOCI ETY,
LEUKEM A AND LYMPHOVA SOCI ETY, MULTI PLE SCLERCSI S SOCI ETY, WOMVEN AND

G RLS' DEVELOPMENT, HARPER S EMBRACE, W NGS, SHARED BEAT, AMERI CAN

DI ABETES ASSOCI ATI ON EXPO, AS WELL AS OTHER MEDI CALLY RELATED

NON- PROFI TS.  MHS EXPECTED TO DONATE $170, 000 | N 2018. ACTUAL DONATI ONS | N

2018 TOTALED $396, 403.

- CONTI NUE | NVOLVEMENT W TH HEALTHY ME ( FORMERLY PRQJECT MEASURE UP) I N
PARTNERSH P W TH THE HEALTH COLLABORATI VE (THC). MHS PARTI Cl PATES IN THI S
SURVEI LLANCE AND SERVI CE PROGRAM Al MED AT DECREASI NG THE PREVALENCE OF
YOUTH OVERWEI GHAT AND OBESI TY | N BEXAR COUNTY THROUGH PROCGRAMS | N AREA
SCHOOL DI STRICTS. HEALTHY ME IS | MPLEMENTED I N NI NE SAN ANTONI O SCHOCL

DI STRI CTS. MHS ANTI Cl PATED REACHI NG OVER 10, 000 LI VES I N 2018. I N 2018,

THERE WERE 13, 194 PARTI Cl PANTS I N THE PROGRAM
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- CONTINUE I TS I NVOLVEMENT I N THE FAM LY FI TNESS PROGRAM | N PARTNERSHI P

W TH THC, MHS SUPPORTS FAM LY FI TNESS EVENTS W TH CERTI FI ED TRAI NERS AND
DI STRI BUTI ON OF HEALTH | NFORVATI ON THROUGH SEVERAL AREA SCHOCL DI STRI CTS.
MHS ANTI Cl PATED REACHI NG MORE THAN 6, 000 LIVES IN 2018. TOTALS FOR THESE

EVENTS HAVE BEEN | NCLUDED I N THE 2, 943 EVENTS NOTED ABOVE.

- DONATE IN KIND PRI NTI NG TO VARI QUS NON- PROFI TS | NCLUDI NG THE LEUKEM A
AND LYMPHOMA SOCI ETY, MJLTI PLE SCLERCSI S SOCI ETY AND OTHERS. THE
PROJECTED MONETARY VALUE FOR THE PRI NTI NG WAS $25, 000 I N 2018. THE

MONETARY VALUE OF ACTUAL PRI NTED MATERI ALS WAS $45, 506 FOR 2018.

- HELD A CEREAL DRI VE TO BENEFI T THE SAN ANTONI O FOOD BANK. | N 2018, ONE

FOOD DRI VE SPANNI NG SI X LOCATI ONS WAS HELD. 202, 000 SERVI NGS OF CEREAL

WERE COLLECTED IN THI'S DRIVE. THI S WLL FEED 20, 000 CH LDREN | N THE

COVMMUNI TY.

COMWUNI TY HEALTH PRICRITY NO 2: HEALTHY CH LD AND FAM LY DEVELOPMENT

- COWUNITY GOAL - TO MAKE PREGNANCY AND EARLY CHI LDHOOD THE FOCUS OF

SYSTEM LEVEL CHANGES THAT SUPPORT HEALTHY CHI LD AND FAM LY DEVELOPMENT.

TACTI CS: COWUNI TY HEALTH PRIORI TY NO. 2:

- COVWUNITY GOAL - OFFER COVPLI MENTARY PREGNANCY TESTI NG THROUGH I TS FI VE

FAM LY HEALTH CENTERS. MHS ANTI Cl PATED PROVI DI NG 10, 000 PREGNANCY TESTS
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

IN 2018. MHS PROVI DED 4,596 TESTS IN 2018, AND REFERRED 1, 093

I NDI VI DUALS. THERE HAS BEEN A CI TY-W DE DECLI NE | N OVERALL OB VOLUME. TWO
LOCATI ONS WERE CLOSED IN 2018, HOWNEVER METHODI ST W LL OPEN A NEW WOMEN S
CENTER IN THE FOURTH QUARTER OF 2018. VOLUMES FROM THI S CENTER W LL BE

I NCLUDED I N 2019 REPORTI NG

- CONTI NUE TO OFFER CALL- A-NURSE FCOR CHI LDREN - A TELEPHONE SERVI CE
OFFERI NG FREE MEDI CAL ADVI CE BY TRAI NED EMERGENCY CARE PEDI ATRI C NURSES
TO PARENTS OF SICK/ I NJURED CHI LDREN. THE CALL- A- NURSE FOR CHI LDREN
SERVICE | S AVAI LABLE FROM5 PPM TO 8 A M MONDAY THROUGH FRI DAY AND
ARCUND THE CLOCK ON WEEKENDS AND HOLI DAYS. MHS ANTI Cl PATED RECEI VI NG

70, 000 CALLS DURI NG 2018. THE CALL- A- NURSE LI NE RECEI VED 32,989 CALLS IN
2018. MHS MARKETI NG | S REVI EW NG THE DECLI NE, SOVE OF WHI CH | S ATTRI BUTED
TO THE AVAI LABI LI TY OF ONLI NE RESCURCES. | N ADDI TI ON, THE MARKET

CONTI NUES TO SEE GROMH I N THE NUMBER OF URGENT CARE CLINICS, AS WELL AS

EXTENDED HOURS FOR SOME PEDI ATRI C PRACTI CES.

- CONTI NUE TO OPERATE A COVWMUNI TY PHONE- I N HEALTH RESOURCE CALLED
HEALTHLI NE DURI NG NORVAL BUSI NESS HOURS. THE HEALTHLI NE OFFERS PHYSI ClI AN
REFERRALS, | NCLUDI NG PRI MARY CARE PHYSI CI ANS, FAM LY MEDI CI NE,

OBSTETRI Cl ANS AND GYNECOLOG STS THROUGH THE DOCTORSOURCE PROGRAM  MHS
ANTI CI PATED 8, 600 PHYSI Cl AN REFERRALS | N 2018. REFERRALS TO THE PHYSI Cl AN

SPECI ALTI ES NOTED ABOVE WERE 11, 073 I N 2018.

- CONTI NUE TO TEACH PROPER CAR SEAT | NSTALLATION TO THE COMMUNI TY THROUGH
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

CUR BUCKLE UP BABY CLASSES. MHS ANTI Cl PATED TEACHI NG THE | NSTALLATI ON OF
A COMBI NED TOTAL 230 CAR SEATS IN 2018 AT METHODI ST HOSPI TAL,

METROPOLI TAN METHODI ST HOSPI TAL, METHODI ST STONE QAK HOSPI TAL AND VARI QUS
COVMUNI TY EVENTS. SEVENTY CAR SEATS WERE DI STRI BUTED | N 2018, AND 227 CAR

SEATS | NSTALLED.

- OFFER THE COMMUNI TY PARENTI NG CLASSES | NCLUDI NG DADDY BOOT CAMP,
BREASTFEEDI NG GETTI NG READY FOR CHI LDBI RTH AND TOUR, PETS AND YOUR BABY,
CPR, NI CU ( NEONATAL | NTENSI VE CARE UNIT) CPR, BEYOND BABY BLUES CLASS

( POSTPARTUM DEPRESSI ON) AND CHI LDBI RTH EDUCATI ON CLASSES OFFERED | N

SPANI SH TO BE HELD AT METHODI ST HOSPI TAL, METROPCLI TAN METHCDI ST HOSPI TAL
AND METHCODI ST STONE OAK HOSPI TAL. MHS ANTI Cl PATED A COVBI NED TOTAL COF 995
CLASSES W TH 15, 000 ATTENDEES AT THE THREE HOSPI TALS. 9, 444 | NDI VI DUALS

ATTENDED THESE CLASSES | N 2018.

- CONTI NUE PROVI DI NG THE COMMUNI TY W TH FREE LACTATI ON CONSULTATI ONS (I'N
PERSON AND BY PHONE). MHS ANTI Cl PATED A COMBI NED TOTAL OF 40, 000
CONSULTATI ONS (I NCLUDI NG I N PERSON AND BY PHONE) | N 2018 AT METHODI ST
HOSPI TAL, METROPCLI TAN METHODI ST HOSPI TAL, METHODI ST STONE OAK HOSPI TAL

AND METHCDI ST WOMEN S CENTER. MHS PROVI DED 37, 023 CONSULTATI ONS | N 2018.

- PARTNER WTH THC TO PROMOTE | MVUNI ZATI ONS OF CHI LDREN AND ADULTS TO
| MPROVE COMMUNI TY HEALTH. THC AND MHS ANTI Cl PATED AN | NCREASE I N THE
| MMUNI ZATI ONS COLLABORATI VE (|1 ZSA) PARTNER LI ST BY 10 PERCENT BY 2018.

MHS AND THC SPONSORED ONE | MVUNI ZATI ON EVENT I N 2018, AND 20 ATTENDED.
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- PARTNER WTH THC TO PROMOTE THE SAN ANTONI O HEALTH LI TERACY | NI TI ATI VE
(SAHLI) TO ENSURE LI TERACY IS A CORE COMPONENT OF COVMUNI TY HEALTH SO
THAT FAM LI ES CAN UNDERSTAND HEALTH | NFORMATI ON AND MAKE | NFORMED
HEALTH- RELATED DECI SI ONS. MHS AND THC SPONSORED ONE EVENT | N 2018 AND 24

I NDI VI DUALS ATTENDED.

COMWMUNI TY HEALTH PRICRITY NO 3: SAFE COVMUNI TI ES

- COWUNITY GOAL - TO DEVELOP SAFE NEI GHBORHOCDS BY | DENTI FYI NG WHAT
WORKS LOCALLY, PLANNI NG HOW TO REPLI CATE SUCCESS | N OUR NEI GHBORHOODS,
AND ENHANCI NG SYSTEMS THAT RESPOND EFFECTI VELY TO COMMUNI TY | DENTI FI ED

SAFETY NEEDS.

TACTICS - COVWUNI TY HEALTH PRICRITY NO 3:

- CONTI NUE OUR | NVOLVEMENT W TH CHI LD ABUSE RESOURCE EDUCATI ON ( CARE)
TEAM - AN EFFORT | NVOLVI NG MHS, SAPD, EMERGENCY MEDI CAL SERVI CES ( EMS),
LOCAL PEDI ATRI CI ANS AND MANY MORE TO OBJECTI VELY HANDLE AND SUPPORT

CHI LDREN AND FAM LI ES AFFECTED BY CHI LD ABUSE I N 2018. MHS COORDI NATED

FOURTEEN CONSULTS I N 2018.

- CONTI NUE QUR PARTI CI PATI ON W TH THE SEXUAL ASSAULT RESPONSE TEAM MHS
FUNDS THI S | NTEGRATED COMMUNI TY EFFORT TO TREAT SEXUAL ASSAULT SURVI VORS

W TH SPECI ALLY TRAI NED SEXUAL ASSAULT NURSE EXAM NERS ( SANES). MHS
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

ASSI STED W TH MORE THAN 500 SEXUAL ASSAULT CASES I N 2018. MHS SART TEAM
ASSI STED WTH 970 CASES I N 2018. MHS ALSO SPONSCRED S| XTEEN SART

EDUCATI ON EVENTS I N 2018, W TH 156 | N ATTENDANCE.

- SPONSOR EDUCATI ONAL PROGRAMS ON ELDER ABUSE. I N 2018, MHS HELD ONE

PROGRAM FOR TWELVE ATTENDEES.

- CONTI NUE OPERATI NG THE HEALTHBUS. THE MHS HEALTHBUS PROVI DES
TRANSPORTATI ON TO MHS FACI LI TI ES FOR THE UNDERSERVED LI VI NG I N LOWV
SOCI CECONOM C AREAS. MHS ANTI Cl PATED 11, 474 TRANSPORTS I N 2018. MHS

PROVI DED 12, 074 TRANSPORTS | N 2018.

COVWUNI TY HEALTH PRICRITY NO 4: BEHAVI ORAL HEALTH AND MENTAL

- COWUNITY GOAL - TO | MPROVE COVPREHENSI VE BEHAVI CRAL HEALTH SERVI CES

AND ACCESS FOR ALL.

TACTICS - COVWUNI TY HEALTH PRICRITY NO 4:

- MHS WLL EXPAND I TS TELEMEDI Cl NE PROGRAM TO | NCLUDE BEHAVI ORAL HEALTH
AND SUBSTANCE ABUSE PATI ENTS. THE BEHAVI ORAL HEALTH TELEMEDI CI NE PROGRAM
WLL ALLOW | MPROVED ACCESS TO PSYCHI ATRI STS AS WELL AS PLACEMENT TO THE
APPROPRI ATE SETTI NG OVER THE NEXT THREE YEARS, MHS ANTI Cl PATED

I NCREASI NG THE NUMBER OF BEHAVI ORAL TELEMEDI CI NE CONSULTS TO 3, 275. MHS

PROVI DED 4, 556 BEHAVI ORAL HEALTH TELEMEDI CI NE CONSULTS | N CALENDAR YEAR
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

2018.

- SPONSOR THE NATI ONAL ALLI ANCE ON MENTAL | LLNESS (NAM) WALK WTH A
DONATI ON OF $1, 000 I N 2018. MHS PROVI DED MONETARY DONATI ONS AND PRI NTED

MATERI ALS | N 2018, AS WELL AS SPONSCRI NG THE NAM WALK.

- CONTI NUE TO OPERATE A COVMUNI TY PHONE- I N HEALTH RESOURCE CALLED
HEALTHLI NE DURI NG NORVAL BUSI NESS HOURS. THE HEALTHLI NE OFFERS PHYSI Cl AN
REFERRALS, | NCLUDI NG THOSE FOR PSYCHI ATRI STS AND OTHER BEHAVI ORAL AND
MENTAL WELL- BEI NG PHYSI Cl ANS, THROUGH THE DOCTORSOURCE PROGRAM MHS

ANTI CI PATED 8, 600 PHYSI Cl AN REFERRALS I N 2018 THROUGH OUR HEALTHLI NE.

THERE WERE 11, 073 PHYSI Cl AN REFERRALS | N 2018.

- PROVI DE A MEMORI AL SERVI CE AT EACH HOSPI TAL FACI LI TY ONCE EACH QUARTER
FOR THOSE PERSON S FAM LI ES WHO HAVE DI ED DURI NG THE QUARTER. | NVI TATI ONS
WLL BE SENT TO FAM LY MEMBERS TO BE PART OF THE MEMCORI AL SERVI CES AS
PART OF THE GRI EVI NG PROCESS. ALSO TO PROVI DE/ PARTNER | N BEREAVEMENT
PROGRAMS TO THE COMMUNI TY SUCH AS NO ONE DI ES ALONE (NODA), SERVICE OF
LEAVES AND WALK TO REMEMBER. PASTORAL CARE PROVI DED BEREAVEMENT SUPPORT

TO 17,771 | NDI VI DUALS | N 2018.

- PARTI Cl PATE | N THE BEXAR COUNTY CONSUMER AND FAM LY SUPPORT CONFERENCE,
A PROGRAM OF THE CENTER FOR HOPE | N SAN ANTONI O, | NCLUDI NG | N- KI ND
PRI NTI NG DONATI ONS FOR THE ANNUAL CONSUMER CONFERENCE ( CENTER FOR HOPE

PROVI DES MENTAL HEALTH, DEVELOPMENTAL DI SABI LI TY AND SUBSTANCE ABUSE
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

SERVI CES | N BEXAR COUNTY). ANNUALLY, MHS PROVI DED AN | N-KI ND PRI NT

DONATI ON OF 500 PROGRAMS FOR THE CONFERENCE | N 2018.

COWUNI TY HEALTH PRICRITY NO 5: SEXUAL HEALTH

- COVWUNITY GOAL - ENSURE THAT MALES AND FEMALES HAVE ACCESS TO EDUCATI ON

AND RESOURCES TO PROMOTE SEXUAL HEALTH.

TACTICS - COVWUNI TY HEALTH PRICRITY NO 65:

- I N COLLABORATI ON W TH SAN ANTONI O METROPCOLI TAN HEALTH DI STRI CT WE
ENCOURAGE AREA PHYSI Cl ANS TO MAKE SYPHI LI S SCREENI NGS AVAI LABLE TO WOMVEN
IN THEI R THI RD TRI MESTER OF PREGNANCY TO REDUCE THE NUMBER OF CASES OF
CONGENI TAL SYPHI LI S BY 80 PERCENT BY THE YEAR 2020. MHS HELD ONE EVENT

FOCUSI NG ON STDS | N 2018.

- PARTNER WTH THC AND THE H 'V SUMM T. THC AND MHS ANTI Cl PATED HOSTI NG A
LEARNI NG WORKSHOP, AN ANNUAL ORAL SYMPOSI UM W TH AETC (Al DS EDUCATI ONAL
TRAI NI NG CENTERS) AND THE RYAN WH TE PROGRAM MHS PROVI DED 1, 093

| LLUSTRATED PAVPHLETS IN 2018 AND HOSTED 7 HI V TESTI NG EVENTS.

THE | NFORVATI ON ABOVE REFLECTS THE PLAN FOR MHS SYSTEM RESULTS FROM

METHODI ST HOSPI TAL ARE AS FOLLOWS:

COVWUNI TY HEALTH PRICRITY NO 1: HEALTHY EATI NG AND ACTI VE LI VI NG
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- PROVI DE DI ABETES EDUCATI ON TO PATI ENTS. METHODI ST HOSPI TAL W LL MONI TOR
AND REPORT THE NUMBER OF CLASSES AND | NDI VI DUAL | NSTRUCTI ON PROVI DED TO
PATI ENTS. | N 2018, METHODI ST HOSPI TAL DI ABETES EDUCATORS HAD 1, 813

VI SITS.

- PROVI DE SPEAKERS FOR WOVANPLUS® AND 55PLUS® PROGRAMS. METHODI ST
HOSPI TAL ANTI CI PATED AT LEAST EI GAT METHODI ST HOSPI TAL CREDENTI ALED
PHYSI CI ANS WLL HOLD COVMUNI TY SPEAKI NG ENGAGEMENTS | N 2018. METHODI ST

HOSPI TAL PROVI DED 10 SPEAKERS FOR WOVANPLUS® AND 55PLUS® PROGRANS.

- PROVI DE SAN ANTONI O FOOD BANK COLLECTI ON AND SUPPCRT. METHODI ST
HOSPI TAL ANTI Cl PATED AT LEAST ONE MAJOR FOOD DRI VE FOR ALL EMPLOYEES TO
SUPPORT THE SAN ANTONI O FOOD BANK | N 2018. METHODI ST HOSPI TAL HELD ONE

FOOD DRI VE TO SUPPORT THE SAN ANTONI O FOOD BANK | N 2018.

- I N CONJUNCTI ON W TH MHS, PARTNER W TH THC TO PROMOTE THE SAN ANTONI O
HEALTH LI TERACY | NI TI ATI VE (SAHLI) TO ENSURE LI TERACY IS A CORE COVPONENT
OF COMUNI TY HEALTH SO THAT FAM LI ES CAN UNDERSTAND HEALTH | NFORMATI ON
AND MAKE | NFORMED HEALTH- RELATED DECI SI ONS. METHODI ST AND THC SPONSORED

ONE EVENT I N 2018.

COVWUNI TY HEALTH PRICRITY NO 2: HEALTHY CH LD AND FAM LY DEVELOPMENT

- OFFER THE COVMUNI TY PARENTI NG CLASSES | NCLUDI NG BUCKLE UP BABY, DADDY
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

BOOT CAMP, BREASTFEEDI NG GETTI NG READY FOR CHI LDBI RTH AND TOUR, PETS AND
YOUR BABY, CPR, N CU (NEONATAL | NTENSI VE CARE UNI T) CPR, BEYOND BABY
BLUES CLASS ( POSTPARTUM DEPRESSI ON) AND CHI LDBI RTH EDUCATI ON CLASSES
OFFERED | N SPANI SH. METHODI ST HOSPI TAL ANTI Cl PATED 515 CLASSES TO BE

HELD. I N 2018, METHODI ST HOSPI TAL HELD 629 CLASSES W TH 6, 515 ATTENDEES.

- CONTI NUE PROVI DI NG THE COMMUNI TY W TH FREE LACTATI ON CONSULTATI ONS (I'N
PERSON AND BY PHONE). METHODI ST HOSPI TAL ANTI Cl PATED A COVBI NED TOTAL OF
17,625 CONSULTATI ONS (I NCLUDI NG | N PERSON AND BY PHONE) I N 2018. 37,023

CONSULTATI ONS WERE PROVI DED I N 2018 SYSTEMA DE.

- DI STRI BUTE CALL- A- NURSE MAGNETS. THE CALL- A-NURSE PROGRAM | S A
TELEPHONE SERVI CE OFFERI NG FREE MEDI CAL ADVI CE BY TRAI NED EMERGENCY CARE
PEDI ATRI C NURSES TO PARENTS OF SI CK/ I NJURED CHI LDREN. THE CALL- A- NURSE
FOR CHI LDREN SERVI CE | S AVAI LABLE FROM5 PPM TO 8 A M MONDAY THROUGH
FRI DAY AND AROUND THE CLOCK ON WEEKENDS AND HOLI DAYS. METHODI ST HOSPI TAL
ANTI ClI PATED DI STRI BUTI NG 300 MAGNETS I N 2018. METHODI ST HOSPI TAL

DI STRI BUTED 1, 250 MAGNETS I N 2018.

COMWMUNI TY HEALTH PRICRITY NO 3: SAFE COVMUNI TI ES

- DI STRI BUTE LI TERATURE ON THE FOLLOW NG HELMET SAFETY; PO SON CONTRCL

AND DOMESTI C VI OLENCE. 560 PI ECES OF LI TERATURE WERE DI STRI BUTED I N 2018.

COVWUNI TY HEALTH PRICRITY NO 4: BEHAVI ORAL HEALTH AND MENTAL

JSA
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- TH'S COWUNI TY HEALTH PRIORITY | S PART OF THE OVERALL METHODI ST

HEALTHCARE SYSTEM PLAN, AND | S ADDRESSED AT THE SYSTEM LEVEL.

COMWUNI TY HEALTH PRIOCRITY NO 5: SEXUAL HEALTH

- METHODI ST HOSPI TAL HAS DEVELOPED TWO EDUCATI ONAL BROCHURES ABOUT STDS.

THREE HUNDRED THI RTY FI VE BROCHURES WERE DI STRI BUTED I N 2018.

- METHODI ST HOSPI TAL ALSO DI STRI BUTED OTHER EDUCATI ONAL MATERI ALS TO THE

FAM LY HEALTH CENTERS. 210 PI ECES OF LI TERATURE WERE DI STRI BUTED | N 2018.

RESULTS FROM METHODI ST CHI LDREN S HOSPI TAL (" METHODI ST CHI LDREN S') ARE

AS FOLLOWE:

COVWUNI TY HEALTH PRICRITY NO 1: HEALTHY EATI NG AND ACTI VE LI VI NG

- CONTI NUE | NVOLVEMENT W TH HEALTHY ME ( FORMERLY PRQIECT MEASURE UP) I N
PARTNERSH P W TH THE HEALTH COLLABORATI VE (THC). METHODI ST HEALTHCARE

PARTI Cl PATES I N THI S SURVEI LLANCE AND SERVI CE PROGRAM Al MED

AT DECREASI NG THE PREVALENCE OF YOUTH OVERWEI GHT AND OBESI TY | N BEXAR

COUNTY THROUGH PROGRAMS | N AREA SCHOCL DI STRI CTS. HEALTHY ME | S

| MPLEMENTED | N NI NE SAN ANTONI O SCHOOL DI STRI CTS. METHODI ST HEALTHCARE
ANTI CI PATED REACHI NG OVER 10, 000 LIVES IN 2018. IN 2018, THERE WERE

13, 194 PARTI CI PANTS | N THE PROGRAM
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- USE STAFF VOLUNTEERS TO PLAN, ORGANI ZE AND EXECUTE THE LI TTLE HERCES
PROM METHCDI ST CHI LDREN S HOSPI TAL W LL HOLD ONE PROM W TH AN EXPECTED

ATTENDANCE COF 100 CHI LDREN. METHODI ST HELD ONE PROM | N 2018.

- LAUNCH LOOK GOOD FEEL BETTER FOR TEENS. THIS IS THE FI RST AND ONLY LOOK
GO0D FEEL BETTER PROGRAM I N TEXAS. THI S AMERI CAN CANCER SOCI ETY PROGRAM
I'S SPECI ALLY DESI GNED FOR TEENS AGES 13 TO 18 TO HELP W TH THE NMANY
CHANGES THEI R LI VES AND BODI ES ARE GO NG THROUGH DURI NG CANCER TREATMENT.
THESE CHANGES | NCLUDE HAI R LGSS, WEI GHT LOSS OR GAI'N, SOCI AL CHALLENGES,
SCHOOL ABSENTEEI SM  AND MORE. METHCDI ST CHI LDREN S HOSPI TAL W LL HOLD

THI' S EVENT AS NEEDED I N 2018. FOUR EVENTS WERE HELD I N 2018.

- PARTI Cl PATE I N PI LOT FOR A DAY WHI CH ALLOAS A PEDI ATRI C ONCOLOGY

PATI ENT AND HI S/ HER FAM LY GO TO THE 149TH FI GHTER W NG AT LACKLAND Al R
FORCE BASE TO BECOMVE A "FI GATER PILOT FOR A DAY." THE PATI ENTS ARE G VEN
A FLIGHT SU T, GET TO FLY IN THE SI MULATOR, SIT IN A REAL F-16 JET, AND
WATCH TAKE- OFFS AS WELL AS LEARN ABOUT THE DI FFERENT EQUI PMENT THE PI LOTS
USE. METHODI ST CHI LDREN S HOSPI TAL W LL PARTI Cl PATE AS NEEDED | N 2018.

ONE EVENT WAS HELD I N 2018.

- PARTI Cl PATE | N ANNUAL BOO BASH SPONSORED BY THE AMERI CAN CANCER
SOCI ETY. AN EVENT IN WHI CH CHI LDREN RECOVERI NG OR BATTLI NG CANCER ARE
ABLE TO TRI CK- OR- TREAT I N A SAFE, FUN ENVI RONMENT. METHODI ST CHI LDREN S

PARTI Cl PATED IN THI'S EVENT | N 2018.
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- METHODI ST ADDED TWO NEW EVENTS | N 2018: SUNSHI NE KI DS AND JACOB' S
LADDER FOUNDATI ON. SUNSHI NE KI DS TAKES TEENS ON FI SHI NG TRI PS. THERE WERE
NO TRIPS I N 2018. JACOB'S LADDER SPONSCRS MOVI E NI GHTS | N THE PARK. THERE

VWERE FOUR MOVI E NI GATS | N 2018.

COVMWMUNI TY HEALTH PRICRITY NO 2: HEALTH CH LD AND FAM LY DEVELOPMENT

- OFFER PRE- OP TOURS TO EDUCATE AND PREPARE PATI ENTS AND THEI R FAM LI ES
FOR UPCOM NG SURCERI ES. PATI ENTS COM NG FOR A PRE- OP TOUR RECEI VE A TOUR
OF THE HOSPI TAL, SEE WHERE THEY W LL BE STAYI NG MEET THE STAFF AS WELL
AS RECEI VE | NFORVATI ON ON HOSPI TAL SERVI CES AND WAYS TO COPE W TH BEI NG
IN THE HOSPI TAL. TOURS ALLEVI ATE SOVE COF THE ANXI ETY AND FEAR ASSOCI ATED
W TH PEDI ATRI C HCOSPI TALI ZATI ON. METHODI ST CHI LDREN S HOSPI TAL W LL
CONDUCT TOURS AS NEEDED. TOURS TO LAST 45 M NUTES TO ONE HOUR 2018 TOURS

SCHEDULED AS NEEDED. METHODI ST CHI LDREN S PROVI DED 8 TOURS | N 2018.

- PARTI Cl PATE | N CAREER DAY. CHI LD LI FE STAFF TALKS W TH CLASSES AND
SCHOOL FACULTY ABCUT BEING I N THE HOSPI TAL AND HOW CHI LD LI FE CAN HELP
MAKE THE STAY MORE ENJOYABLE. METHODI ST CHI LDREN S HOSPI TAL W LL

PARTI CI PATE ONE TI ME | N 2018. METHODI ST CHI LDREN S HOSPI TAL STAFF

PARTI Cl PATED | N THREE EVENTS | N 2018.

- CONTI NUE KEEP CANCER LAME/ I T'S A C THI NG SUPPORT CGROUP MEETI NGS AND

CONTI NUE MAI NTAI NI NG THE GROUP' S FACEBOOK PAGE. METHODI ST CHI LDREN S
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

HOSTED ONE EVENT I N 2018.

- IN CONJUNCTI ON W TH REAGAN HI GH SCHOOL' S GOT' HOPE CLUB, METHODI ST
CHI LDREN S SPONSORED | NPATI ENT ROOM DECORATI NG FOR PEDI ATRI C BONE MARROW

TRANSPLANT PATI ENTS. FI FTEEN ROOVS WERE DECORATED | N 2018.

- DI STRI BUTE CALL- A- NURSE MAGNETS. THE CALL- A-NURSE PROGRAM | S A
TELEPHONE SERVI CE OFFERI NG FREE MEDI CAL ADVI CE BY TRAI NED EMERGENCY CARE
PEDI ATRI C NURSES TO PARENTS OF SI CK/ I NJURED CHI LDREN. THE CALL- A- NURSE
FOR CHI LDREN SERVI CE | S AVAI LABLE FROM5 PPM TO 8 A M MONDAY THROUGH
FRI DAY AND AROUND THE CLOCK ON WEEKENDS AND HOLI DAYS. METHODI ST

CHI LDREN S HOSPI TAL ANTI Cl PATES DI STRI BUTI NG 200 MAGNETS | N 2018.

METHODI ST CHI LDREN S DI STRI BUTED 1, 150 MAGNETS I N 2017.

- SPONSOR 1 COMMUNI TY EVENT FOR FAM LI ES AND CHI LDREN AFFECTED BY CANCER
AND BLOOD DI SORDERS W TH THE JAXSON FROG FOUNDATI ON. FOUR EVENTS WERE

HELD I N 2018.

- IN CONJUNCTION W TH THE UNI VERSI TY OF THE | NCARNATE WORD, SPONSOR MJSI C

THERAPY SESSI ONS. METHODI ST HELD TWELVE SESSI ONS | N 2018.

- METHODI ST CHI LDREN S SPONSCRED SEVENTY FI VE OTHER SPECI AL EVENTS | N
2018. THESE I NCLUDED TRINITY UNI VERSI TY FOOTBALL TEAM VI SITS AND ROMAN

W NDHAM FOUNDATI ON CRAFT DAY.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

COMUNI TY HEALTH PRICRITY NO 3: SAFE COVMUNI TI ES

- PROVI DE | NFORVATI ON ON HELMET SAFETY AND PO SON CONTROL. 760 PI ECES OF

LI TERATURE WERE DI STRI BUTED | N 2018.

- PROVI DE TRANSPORTATI ON TO HOSPI TAL/ PHYSI Cl AN VI SI TS USI NG WELL WALDO S
VHEELS. 3, 730 TRANSPORTS WERE PROVI DED I N 2018 (12,074 TOTAL TRANSPORTS

FOR SYSTEM I N 2018).

COVWUNI TY HEALTH PRICRITY NO 4: BEHAVI ORAL HEALTH AND MENTAL WELL- BEI NG

- TH'S COWUNI TY HEALTH PRIORITY | S PART OF THE OVERALL METHODI ST

HEALTHCARE SYSTEM PLAN, AND | S ADDRESSED AT THE SYSTEM LEVEL.

COMUNI TY HEALTH PRICRITY NO 5: SEXUAL HEALTH

- WORK W TH BEXAR COUNTY RYAN WHI TE PROGRAM (HI'V) TO MAKE PRI NTED
MATERI AL AVAI LABLE AT HOSPI TAL. METHODI ST CH LDREN S HOSPI TAL ANTI Cl PATES
DI STRI BUTI NG LI TERATURE ON AN AS NEEDED BASI S. IN 2018, 165 PI ECES OF

LI TERATURE WERE DI STRI BUTED.

- PROVI DE LI TERATURE ON TEEN PREGNANCY AND PREGNANCY TESTI NG AT FAM LY
HEALTH CENTERS. METHODI ST CHI LDREN S HOSPI TAL EXPECTS TO PROVI DE 1, 000
Pl ECES OF LI TERATURE I N 2018. METHODI ST CHI LDREN S PROVI DED 855 PI ECES CF

LI TERATURE | N 2018.
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

RESULTS FROM METROPOLI TAN METHODI ST HOSPI TAL (" METROPCLI TAN') ARE AS

FOLLOWG:

COVWUNI TY HEALTH PRICRITY NO 1: HEALTHY EATI NG AND ACTI VE LI VI NG

- | MPROVE ACCESS TO PRI MARY CARE W TH A FREE- STANDI NG URCGENT CARE CENTER
I N EAST SAN ANTONI O, A COVWMUNITY AREA W TH AN UNDERSERVED AND | NDI GENT
POPULATI ON. THE URGENT CARE CENTER PROVI DED THE FOLLOW NG SERVI CES FREE
OF CHARGE: BLOCD PRESSURE MONI TORI NG, GLUCCSE TESTI NG AND PREGNANCY
TESTI NG ALONG W TH REFERRALS AND RESCOURCES FOR PRENATAL CARE, AS NEEDED.
SERVI CES W LL BE AVAI LABLE ON A WALK-I N BASI S (NO APPO NTMENTS NEEDED)
AND PATI ENTS W LL BE SERVED REGARDLESS OF THEI R ABILITY TO PAY. OVER THE
NEXT THREE YEARS, METROPCLI TAN METHCODI ST HOSPI TAL EXPECTED 3, 000 VI SI TS
TO THE URGENT CARE CENTER. 3,494 VISI TS WERE PROVI DED | N CALENDAR YEAR

2018.

- HOST DEMONSTRATI ONS FOR HEALTHY EATI NG AND PROPER NUTRI TI ON.

METROPOLI TAN METHODI ST HOSPI TAL HELD ONE EVENT I N 2018 (PART OF HEB SLI M

DO SHOWDOWW) .

- PARTNER WTH HEB FOR THE HEB SLI M DOAN SHONDOWN. EVENT WAS CANCELLED I N
2018, BUT METRO HOSTED A HEALTH FAI R FOR SPURS SPORTS AND ENTERTAI NMVENT

AND PROVI DED BI OVETRI C DATA TO PARTI Cl PANTS AT THE EVENT.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- PROMOTE BREAST CANCER AWARENESS, THROUGH EDUCATI ONAL NMATERI AL
DI STRI BUTI ON AND SPECI AL EVENTS. METROPOLI TAN METHODI ST HOSPI TAL

SPONSORED 29 EVENTS AND 428 ATTENDED I N 2018.

- PARTI Cl PATE | N THE AMERI CAN DI ABETES ASSCCI ATI ON TOUR DE CURE. THI S
EVENT WAS CANCELLED I N 2018, HOWEVER METRO STAFF PARTI Cl PATED | N ANOTHER
DI ABETES EVENT I N 2018. 164 ATTENDED THI S EVENT. METRO DI ABETES EDUCATORS

ALSO PROVI DED 1, 139 CONSULTS I N 2018.

- PARTI Cl PATE | N THE AMERI CAN HEART ASSCCI ATI ON WALK AND DI STRI BUTE HEART

AND STROKE LI TERATURE AT EVENT. THE WALK OCCURRED I N THE FALL OF 2018.

- PROVI DE LI TERATURE ON DI ABETES, CARDI AC DI SEASE AND OTHER HEALTHY

EATI NG AND ACTI VE LIVING I SSUES | N THE HOSPI TAL. METROPCLI TAN METHCDI ST
HOSPI TAL W LL STOCK LI TERATURE | N WAI TI NG ROOM5 AND LOBBI ES THROUGHOUT
THE HOSPI TAL. GOAL: DI STRIBUTE 700 PI ECES IN 2018. METROPOLI TAN METHODI ST

DI STRI BUTED 1, 350 PI ECES OF LI TERATURE | N 2018.

- PROVI DE SAN ANTONI O FOOD BANK COLLECTI ON AND SUPPCRT. METROPCLI TAN
ANTI CI PATED AT LEAST ONE MAJOR FOOD DRI VE FOR ALL EMPLOYEES TO SUPPORT
THE SAN ANTONI O FOOD BANK |'N 2018. METROPOLI TAN HELD ONE FOOD DRI VE TO

SUPPORT THE SAN ANTONI O FOOD BANK | N 2018.
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

COMWUNI TY HEALTH PRICRITY NO 2: HEALTHY CH LD AND FAM LY DEVELOPMENT

- OFFER THE COVMUNI TY PARENTI NG CLASSES | NCLUDI NG BUCKLE UP BABY, DADDY
BOOT CAMP, BREASTFEEDI NG GETTI NG READY FOR CHI LDBI RTH AND TOUR, PETS AND
YOUR BABY, CPR, N CU (NEONATAL | NTENSI VE CARE UNI T) CPR, BEYOND BABY
BLUES CLASS ( POSTPARTUM DEPRESSI ON) AND CHI LDBI RTH EDUCATI ON CLASSES
OFFERED | N SPANI SH. METROPOLI TAN METHODI ST HOSPI TAL OFFERED CLASSES AS
NEEDED | N 2018. I N 2018, METROPOLI TAN METHODI ST HELD 63 CLASSES W TH 655

ATTENDEES.

- CONTI NUE PROVI DI NG THE COMMUNI TY W TH FREE LACTATI ON CONSULTATI ONS (I'N
PERSON AND BY PHONE). METROPOLI TAN METHODI ST HOSPI TAL ANTI Cl PATED A
COMVBI NED TOTAL OF 17,625 CONSULTATI ONS (1 NCLUDI NG | N PERSON AND BY PHONE)

IN 2018. 37,023 CONSULTATI ONS WERE PROVI DED I N 2018 (ALL MHS LOCATI ONS) .

- DI STRI BUTE CALL- A- NURSE MAGNETS. THE CALL- A-NURSE PROGRAM | S A
TELEPHONE SERVI CE OFFERI NG FREE MEDI CAL ADVI CE BY TRAI NED EMERGENCY CARE
PEDI ATRI C NURSES TO PARENTS OF SICK/ | NJURED CHI LDREN. THE CALL- A- NURSE
FOR CHI LDREN SERVI CE | S AVAI LABLE FROM5 PPM TO 8 A M MONDAY THROUGH
FRI DAY AND AROUND THE CLOCK ON WEEKENDS AND HOLI DAYS. METROPCLI TAN
METHODI ST HOSPI TAL ANTI Cl PATED DI STRI BUTI NG MAGNETS AS NEEDED | N 2018.

METROPOLI TAN DI STRI BUTED 1, 175 MAGNETS | N 2018.

- CONTI NUE TO TEACH PROPER CAR SEAT | NSTALLATION TO THE COMMUNI TY THROUGH

COUR BUCKLE UP BABY CLASSES. METROPOLI TAN METHODI ST HOSPI TAL ANTI CI PATED
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

TEACHI NG THE | NSTALLATI ON OF 110 CAR SEATS I N 2018. METROPOLI TAN AND
OTHER MHS FACI LI TI ES PROVI DED TEACHI NG FOR 164 CAR SEAT | NSTALLATI ONS | N

2018.

- METROPOLI TAN METHODI ST ALSO DI STRI BUTED 825 YOUNG HEROES' CLUB ACTIVITY

SHEETS TO PEDI ATRI C PATI ENTS AND VI SI TORS | N 2018.

COMWUNI TY HEALTH PRICRITY NO 3: SAFE COVMUNI Tl ES

- PROMOTE AWARENESS OF HEALTHBUS FOR TRANSPORTATI ON TO AND FROM PHYSI Cl AN

OFFI CES. METROPOLI TAN METHODI ST HOSPI TAL PROVI DED 4, 570 TRANSPORTS | N

2018.

- METROPOLI TAN METHODI ST HOSTED A NATI ONAL NI GHT OQUT EVENT AT I TS QUARRY

EMERGENCY DEPARTMENT | N 2018.

- PROVI DE | NFORVATI ON ON HELMET SAFETY, PO SON CONTROL AND DOMVESTI C

VI OLENCE. 455 PI ECES OF LI TERATURE WERE DI STRI BUTED | N 2018.

COVWUNI TY HEALTH PRI CRITY NO 4: BEHAVI ORAL HEALTH AND MENTAL WELL- BEI NG

- TH'S COWUNI TY HEALTH PRIORITY | S PART OF THE OVERALL METHODI ST

HEALTHCARE SYSTEM PLAN, AND | S ADDRESSED AT THE SYSTEM LEVEL.

COMUNI TY HEALTH PRICRITY NO 5: SEXUAL HEALTH
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- DI STRI BUTE LI TERATURE AT FAM LY HEALTH CENTERS - 310 PI ECES OF

LI TERATURE WERE DI STRI BUTED | N 2018.

- DI STRI BUTI ON OF EDUCATI ONAL MATERI ALS ABOUT SEXUALLY TRANSM TTED
DI SEASES - SEM ANNUALLY. METROPOLI TAN METHODI ST HOSPI TAL DI STRI BUTED THE

4,596 BROCHURES AT THE FAM LY HEALTH CENTERS AND HEALTH FAI RS I N 2018.

RESULTS FROM METHODI ST SPECI ALTY AND TRANSPLANT HOSPI TAL ("MSTH') ARE AS

FOLLOWG:

COVWUNI TY HEALTH PRICRITY NO 1: HEALTHY EATI NG AND ACTI VE LI VI NG

- PROVI DE DI ABETES EDUCATI ON TO PATI ENTS. MSTH W LL MONI TOR AND REPCRT
THE NUMBER OF CLASSES AND | NDI VI DUAL | NSTRUCTI ON PROVI DED TO PATI ENTS. I N
2018, METHODI ST SPECI ALTY AND TRANSPLANT DI ABETES EDUCATCRS HAD 1, 792
VISITS. I N 2018, 15,974 | ND VI DUALS ATTENDED DI ABETES EDUCATI ON EVENTS

OFFERED BY METHODI ST HEALTHCARE SYSTEM

- PROVI DE SAN ANTONI O FOOD BANK COLLECTI ON AND SUPPORT. MSTH ANTI Cl PATED
AT LEAST ONE MAJOR FOOD DRI VE FOR ALL EMPLOYEES TO SUPPORT THE SAN
ANTONI O FOOD BANK I N 2018. METHODI ST SPECI ALTY AND TRANSPLANT HOSPI TAL

HELD ONE FOOD DRI VE TO SUPPCRT THE SAN ANTONI O FOCD BANK | N 2018.

COMWUNI TY HEALTH PRICRITY NO 2: HEALTHY CH LD AND FAM LY DEVELOPMENT
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- THROUGH PRI NTI NG OF COURSE MATERI ALS AND OFFERI NG CLASSROOM SPACE, MSTH
W LL CONTI NUE TO SUPPORT THE NATI ONAL ALLI ANCE ON MENTAL | LLNESS (NAM).
SEM NAR TOPI CS | NCLUDE BASI C CLASSES (54 SESSI ONS). THESE PROGRAMS ARE
FREE AND DESI GNED TO ALLOW FAM LI ES TO CONNECT W TH OTHERS WHI LE LEARNI NG
ABOUT MENTAL | LLNESS, PARENTI NG AND EMPONERI NG THEMSELVES AS THEY

NAVI GATE THROUGH THE HEALTH CARE ENVI RONMENT. FI FTY FOUR BASI CS CLASSES

VWERE HELD I N 2018, W TH 507 | N ATTENDANCE.

- DI STRI BUTE THE " YOUNG HEROES CLUB HERALD' PUBLI CATI ON. MSTH DI STRI BUTED

425 PUBLI CATI ONS.

COMMUNI TY HEALTH PRICRITY NO 3: SAFE COVMUNI TI ES

- CONTI NUE FUNDI NG THE SEXUAL ASSAULT RESPONSE TEAM ( SART) AT MSTH, WHI CH
PROVI DES A COVPASSI ONATE ENVI RONMENT FOR SEXUAL ASSAULT SURVI VORS AND AN
I NTEGRATED COMVUNI TY EFFORT TO TREAT SEXUAL ASSAULT SURVI VORS W TH

SPECI ALLY TRAI NED SEXUAL ASSAULT NURSE EXAM NERS ( SANE). MSTH ANTI Cl PATED
ASSI STI NG W TH MORE THAN 500 CASES I N 2018. THE TEAM ASSI STED W TH 970

CASES IN 2018.

- PROVI DE TWO COVMMUNI TY EDUCATI ON TRAI NI NG CLASSES ON THE PREVENTI ON OF
SEXUAL VI OLENCE TO DI FFERENT GROUPS AS REQUESTED. 12 EVENTS W TH 156

ATTENDEES WERE HELD I N 2018.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- DI STRI BUTE BROCHURES ON THE TOPI C OF DOVESTI C VI OLENCE. 155 BROCHURES

VWERE DI STRI BUTED | N 2018.

COVWUNI TY HEALTH PRICRITY NO 4: BEHAVI ORAL HEALTH AND MENTAL

VIEELL- BEI NG

- PARTI Cl PATE | N NATI ONAL ALLI ANCE ON MENTAL | LLNESS (NAM) EVENTS IN
2018. SEE | NFORVATI ON ABOVE REGARDI NG NAM BASI CS CLASSES. MSTH ALSO

PROVI DED THE FOLLOW NG SUPPORT | N 2018: SPONSORED NAM WALK FCOR $1, 000.

- HOST COVMUNI TY SUPPORT GROUPS AT MSTH. MSTH HOSTED NAM  CONNECTI ONS
MEETI NGS, AND SUPPORT CGROUP MEETI NGS FOR ALCCOHOLI CS ANONYMOUS, COCAI NE

ANONYMOUS, NARCOTI CS ANONYMOUS AND DEPRESSI VE Bl POLAR SUPPCORT GROUP.

- EDUCATE LAW ENFORCEMENT ON MENTAL HEALTH BY: PROVI DI NG ON A QUARTERLY
BASI S PRI NT MATERI ALS FOR CRI SIS | NTERVENTI ON TRAINING (CI T), AN

I NI TI ATI VE TO | MPROVE THE WAY LAW ENFORCEMENT AND THE COVMUNI TY RESPONDS
TO PECPLE EXPERI ENCI NG MENTAL HEALTH CRISES. IT IS A COLLABORATI VE CLASS
FOR EMS/ FI RE, SAPD AND BEXAR COUNTY MENTAL HEALTH CONSORTI UM MSTH

ANTI ClI PATED PRI NTI NG MATERI ALS FOUR TI MES PER YEAR. MSTH PROVI DED 6

TRAI NI NG SESSI ONS FOR 390 ATTENDEES | N 2018.

- HOST/ PARTI Cl PATE | N COWUNI TY EVENTS EMPHASI ZI NG BEHAVI ORAL HEALTH AND
MENTAL WELL- BEI NG MSTH PARTI Cl PATED I N 15 EVENTS I N 2018. 3, 345

I NDI VI DUALS ATTENDED THESE EVENTS.
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- M5TH PROVI DED BEHAVI ORAL HEALTH CLI NIl CAL STAFF EDUCATI ON AT 54 EVENTS,

W TH ATTENDANCE OF 1,295 I N 2018.

COMUNI TY HEALTH PRICRITY NO 5: SEXUAL HEALTH

- MSTH DI STRI BUTED 205 PI ECES OF LI TERATURE RELATED TO SEXUALLY

TRANSM TTED DI SEASES | N 2018.

- SPONSOR THE ZERO PROSTATE RUN. MSTH CONTRI BUTED $5, 000 TO THI S EVENT I N

2018.

- PROVI DE LI TERATURE ON TEEN PREGNANCY AND PREGNANCY TESTI NG AT FAM LY
HEALTH CENTERS. MSTH W LL PROVI DE LI TERATURE ON AN AS NEEDED BASIS. I N

2018, MSTH PROVI DED 180 PI ECES OF LI TERATURE.

RESULTS FROM METHODI ST STONE QAK HOSPI TAL ("MSOH') ARE AS FOLLOWE:

COMWUNI TY HEALTH PRICRITY NO 1: HEALTHY EATI NG AND ACTI VE LI VI NG

- PROVI DE DI ABETES EDUCATI ON TO PATI ENTS. MSOH W LL MONI TOR AND REPCRT

THE NUMBER OF CLASSES AND | NDI VI DUAL | NSTRUCTI ON PROVI DED TO PATI ENTS. I N

2018, METHODI ST HEALTHCARE SYSTEM HOSTED 83 DI ABETES EDUCATI ON EVENTS,

W TH 15, 974 ATTENDEES.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- CONTI NUE TO SUPPORT HEART DI SEASE EDUCATI ON AND PREVENTI ON. MSOH

ANTI CI PATED 1, 000 PARTI Cl PANTS FOR THESE EVENTS I N 2018: RED DRESS FUN
RUN, CARDI AC CONNECTI ONS, AND SUPPORT COF THE AMERI CAN HEART ASSCCI ATl ON
THROUGH THE HEART WALK ( MSOH RAI SED $16, 885 IN 2018). IN 2018, 1,000
ATTENDED THE RED DRESS FUN RUN, AND MSCH HELD TWO CARDI AC CONNECTI ONS

EVENTS W TH TOTAL ATTENDANCE OF 1, 111.

- PROVI DE SAN ANTONI O FOOD BANK COLLECTI ON AND SUPPORT. MSOH ANTI Cl PATED
AT LEAST ONE MAJOR FOOD DRI VE FOR ALL EMPLOYEES TO SUPPORT THE SAN
ANTONI O FOOD BANK I N 2018. MSOH HELD ONE FOOD DRI VE TO SUPPORT THE SAN

ANTONI O FOOD BANK | N 2018.

- POST NUTRI TI ONAL VALUE OF FOODS OFFERED | N MSOH CAFETERI A AND OFFER A
MENU OF OFFERI NGS OF UNDER 500 CALORIES AND WORK W TH FOOD & NUTRI TI ON
SERVI CES TO OFFER HEALTHI ER FOOD OPTI ONS. ENCOURAGE STAFF TO PROVI DE
HEALTHI ER OPTI ONS FOR CEREMONI ES FOR STAFF RECCOGNI TI ON, Bl RTHDAYS,
EMPLOYMENT ANNI VERSARI ES, AND OTHER M LESTONES. | N 2018, MSOH CONTI NUED
TO DESI GNATE HEALTHY FOOD OPTIONS I N THE CAFE, AND ALSO PROVI DED

NUTRI TI ONAL | NFORVATI ON FOR | TEMS SERVED.

- DI STRI BUTI ON OF PUBLI C AWARENESS MATERI ALS, | NCLUDI NG | NFORMATI ON ON
DI ABETES, CARDI AC DI SEASE AND OTHER HEALTHY EATI NG AND ACTI VE LI VI NG
| SSUES. MsSCH W LL DI STRI BUTE OVER 100 PI ECES PER MONTH I N 2018. MsSCH

DI STRI BUTED 2, 150 PI ECES OF HEALTH LI TERATURE | N 2018.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

COMWUNI TY HEALTH PRICRITY NO 2: HEALTHY CH LD AND FAM LY DEVELOPMENT

- PROVI DE THREE SCHOLARSHI PS ($1, 500 EACH) TO H GH SCHOOL STUDENTS
SEEKI NG HEALTH CARE DEGREES | N 2018. MSOH PROVI DED $6, 000 | N SCHOLARSHI PS

I N 2018.

- OFFER THE COVMUNI TY PARENTI NG CLASSES | NCLUDI NG BUCKLE UP BABY, DADDY
BOOT CAMP, BREASTFEEDI NG GETTI NG READY FOR CHI LDBI RTH AND TOUR, PETS AND
YOUR BABY, CPR, N CU (NEONATAL | NTENSI VE CARE UNI T) CPR, BEYOND BABY
BLUES CLASS ( POSTPARTUM DEPRESSI ON) AND CHI LDBI RTH EDUCATI ON CLASSES
OFFERED | N SPANI SH. MSCOH W LL HOLD CLASSES AS NEEDED. I N 2018, MSOH HELD

172 CLASSES W TH 1, 794 ATTENDEES.

- CONTI NUE PROVI DI NG THE COMMUNI TY W TH FREE LACTATI ON CONSULTATI ONS (I'N
PERSON AND BY PHONE). METHODI ST HEALTHCARE SYSTEM ANTI Cl PATED A COVBI NED
TOTAL OF 17,625 CONSULTATI ONS (| NCLUDI NG I N PERSON AND BY PHONE) | N 2018.

37,023 CONSULTATI ONS VERE PROVI DED | N 2018 ( SYSTEM TOTAL) .

- DI STRI BUTE CALL- A- NURSE MAGNETS. THE CALL- A-NURSE PROGRAM | S A
TELEPHONE SERVI CE OFFERI NG FREE MEDI CAL ADVI CE BY TRAI NED EMERGENCY CARE
PEDI ATRI C NURSES TO PARENTS OF SI CK/ I NJURED CHI LDREN. THE CALL- A- NURSE
FOR CHI LDREN SERVI CE | S AVAI LABLE FROM5 PPM TO 8 A M MONDAY THROUGH
FRI DAY AND AROCUND THE CLOCK ON WEEKENDS AND HOLI DAYS. MSOH ANTI CI PATED

DI STRI BUTI NG 500 MAGNETS I N 2018. MSOH DI STRI BUTED 505 MAGNETS | N 2018.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- CONTI NUE TO TEACH PROPER CAR SEAT | NSTALLATION TO THE COMMUNI TY THROUGH
QUR BUCKLE UP BABY CLASSES. MSOH ANTI Cl PATED TEACHI NG THE | NSTALLATI ON ON
AN AS NEEDED BASI S | N 2018. MSCH PROVI DED TEACHI NG FOR 195 CAR SEAT

I NSTALLATI ONS | N 2018.

COMWUNI TY HEALTH PRICRITY NO 3: SAFE COVMUNI Tl ES

- CONTROLLI NG STRAY ANI VALS - DI STRI BUTI NG RESPONSI BLE PET OANERSHI P

MATERI ALS TO PUBLI C. MSOH WLL DI STRIBUTE OVER 1, 000 COPI ES TO THE

COVMMUNI TY I'N 2018. METHODI ST STONE OAK DI STRI BUTED 1, 000 PI ECES OF

LI TERATURE ON THI S SUBJECT | N 2018.

- PROVI DE | NFORVATI ON ON HELMET SAFETY, PO SON CONTROL AND DOMVESTI C

VI OLENCE. 470 PI ECES OF LI TERATURE WERE DI STRI BUTED | N 2018.

COVWUNI TY HEALTH PRICRITY NO 4: BEHAVI ORAL HEALTH AND WELL- BEI NG

- TH'S COWUNI TY HEALTH PRIORITY | S PART OF THE OVERALL METHODI ST

HEALTHCARE SYSTEM PLAN, AND | S ADDRESSED AT THE SYSTEM LEVEL.

COMWUNI TY HEALTH PRIOCRITY NO 5: SEXUAL HEALTH

- PROVI DE | NFORMATI ON TO TEENS ON STDS. 180 BROCHURES WERE DI STRI BUTED I N

2018.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- PROMOTE TEEN PREGNANCY AWARENESS. PROVI DE LI TERATURE ON TEEN PREGNANCY.
METHODI ST STONE OAK HOSPI TAL W LL STOCK LI TERATURE I N WAI TI NG ROOMS AND
LOBBI ES THROUGHOUT THE HOSPI TAL. GOAL |S TO DI STRI BUTE AS NEEDED | N 2018.

M5OH DI STRI BUTED 155 PI ECES OF LI TERATURE | N 2018.

RESULTS FROM NORTHEAST METHODI ST HOSPI TAL (" NORTHEAST") ARE AS FOLLOWS:

COMWUNI TY HEALTH PRICRITY NO 1: HEALTHY EATI NG AND ACTI VE LI VI NG

- PROVI DE DI ABETES EDUCATI ON | NCLUDI NG COOKBOOK/ CLASSES TO THE COWMUNI TY.
NORTHEAST ANTI Cl PATED PROVI DI NG DI ABETES EDUCATI ON ON AN AS NEEDED BASI S

THROUGHOUT 2018. I N 2018, NEMH DI ABETES EDUCATORS HAD 572 VI SITS.

- SPONSOR ( THROUGH MHS) THE CARDI AC CONNECTI ONS SERI ES. NORTHEAST HOSTED
ONE EVENT WTH 67 ATTENDEES I N 2018. SEE SYSTEM | NFORVATI ON FOR OTHER

EVENTS.

- PROVI DE YOUNG HERCES' CLUB® HERO HERALD® ACTI VI TY SHEETS (W TH MESSAGES
RE: HEALTHY EATI NG EXERCI SE). NORTHEAST ANTI Cl PATED THESE W LL BE
DI STRI BUTED TO ELEMENTARY SCHOOLS AS NEEDED. NORTHEAST DI STRI BUTED 500

ACTIVITY SHEETS I N 2018.

- PROVI DE HEALTHY EATI NG AND ACTI VE LI VI NG MARKETI NG
COLLATERAL/ LI TERATURE AROUND HOSPI TAL. NORTHEAST W LL STOCK LI TERATURE I N

VWAI TI NG ROOMS AND LCOBBI ES THROUGHOUT THE HOSPI TAL. GOAL: DI STRI BUTE AS
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

NEEDED | N 2018. NORTHEAST DI STRI BUTED 425 PI ECES | N 2018.

- PROVI DE SAN ANTONI O FOOD BANK COLLECTI ON AND SUPPCRT. NORTHEAST
ANTI CI PATED AT LEAST ONE MAJOR FOOD DRI VE FOR ALL EMPLOYEES TO SUPPORT
THE SAN ANTONI O FOOD BANK | N 2018. NORTHEAST HELD ONE FOOD DRI VE TO

SUPPORT THE SAN ANTONI O FOOD BANK | N 2018.

COVMUNI TY HEALTH PRI CRITY NO 2: HEALTHY CH LD AND FAM LY DEVELOPMENT

- DI STRI BUTE CALL- A- NURSE MAGNETS. THE CALL- A-NURSE PROGRAM | S A
TELEPHONE SERVI CE OFFERI NG FREE MEDI CAL ADVI CE BY TRAI NED EMERGENCY CARE
PEDI ATRI C NURSES TO PARENTS OF SI CK/ I NJURED CHI LDREN. THE CALL- A- NURSE
FOR CHI LDREN SERVI CE | S AVAI LABLE FROM5 PPM TO 8 A M MONDAY THROUGH
FRI DAY AND AROUND THE CLOCK ON WEEKENDS AND HOLI DAYS. NORTHEAST

DI STRI BUTED MAGNETS AS NEEDED | N 2018. NORTHEAST DI STRI BUTED 315 MAGNETS

I N 2018.

- DI STRI BUTE THE " YOUNG HEROES CLUB HERALD' PUBLI CATI ON. NORTHEAST

DI STRI BUTED 350 PUBLI CATI ONS.

COMWUNI TY HEALTH PRICRITY NO 3: SAFE COVMUNI Tl ES

- HEAVI LY PROMOTE HEALTHBUS TRANSPORTATI ON | N APPROPRI ATE ZI P CODES.

NORTHEAST ANTI Cl PATED 4, 200 TRANSPORTS I N 2018. 3, 774 TRANSPORTS WERE

PROVI DED | N 2018.
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

- PROVI DE | NFORVATI ON ON HELMET SAFETY AND PO SON CONTROL. 255 PI ECES OF

LI TERATURE WERE DI STRI BUTED | N 2018.

COVWUNI TY HEALTH PRICRITY NO 4: BEHAVI ORAL HEALTH AND MENTAL

VIEELL- BEI NG

- TH'S COWUNI TY HEALTH PRIORITY | S PART OF THE OVERALL METHODI ST

HEALTHCARE SYSTEM PLAN, AND | S ADDRESSED AT THE SYSTEM LEVEL.

COMUNI TY HEALTH PRICRITY NO 5: SEXUAL HEALTH

- PROVI DE | NFORMATI ON TO TEENS ON STDS. 190 BROCHURES WERE DI STRI BUTED I N

2018.

- PROVI DE LI TERATURE ON TEEN PREGNANCY AND PREGNANCY TESTI NG AT FAM LY

HEALTH CENTERS. NORTHEAST W LL PROVI DE LI TERATURE AS NEEDED I N 2018. IN

2018, NORTHEAST PROVI DED 190 PI ECES OF LI TERATURE.

RESULTS FROM METHODI ST TEXSAN HOSPI TAL (" TEXSAN') ARE AS FOLLOWS:

COMWUNI TY HEALTH PRICRITY NO 1: HEALTHY EATI NG AND ACTI VE LI VI NG

- TEXSAN W LL STOCK DI ABETES LI TERATURE | N WAI TI NG ROOM AND LOBBI ES

THROUGHOUT THE HOSPI TAL FOR PATI ENTS AND THEI R FAM LI ES. GOAL: DI STRI BUTE
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

LI TERATURE AS NEEDED. TEXSAN DI STRI BUTED 510 PI ECES OF LI TERATURE | N

2018.

- CHEFS TO PROVI DE ONE HEALTHY COOKI NG DEMONSTRATI ON ANNUALLY. TEXSAN

ANTI Cl PATED 1 DEMONSTRATI ON IN 2018. ONE DEMONSTRATI ON WAS HELD | N 2018.

- PROVI DE HEALTHY EATI NG AND ACTI VE LI VI NG MARKETI NG
COLLATERAL/ LI TERATURE AROUND HOSPI TAL. TEXSAN W LL STOCK LI TERATURE I N
VWAI TI NG ROOMS AND LCOBBI ES THROUGHOUT THE HOSPI TAL. GOAL: DI STRI BUTE AS

NEEDED | N 2018. TEXSAN DI STRI BUTED 325 PI ECES | N 2018.

- PROVI DE SAN ANTONI O FOOD BANK COLLECTI ON AND SUPPORT. TEXSAN
ANTI CI PATED AT LEAST ONE MAJOR FOOD DRI VE FOR ALL EMPLOYEES TO SUPPORT
THE SAN ANTONI O FOOD BANK | N 2018. TEXSAN HELD ONE FOOD DRI VE TO SUPPORT

THE SAN ANTONI O FOOD BANK | N 2018.

- HAVE TEXSAN EMPLOYEES VOLUNTEER AT THE SAN ANTONI O FOOD BANK. TEXSAN
ANTI Cl PATED 25 VOLUNTEER HOURS ANNUALLY BEGQ NNI NG IN 2018. VOLUNTEER

HOURS WERE NOT TRACKED FOR 2018.

COVMUNI TY HEALTH PRI CRITY NO 2: HEALTHY CH LD AND FAM LY DEVELOPMENT

- DI STRI BUTE PRI NTED MATERI AL TO EDUCATE COVMUNI TY ABOUT BREASTFEEDI NG

AND PRENATAL CARE. TEXSAN ANTI Cl PATED DI STRI BUTI ON OF LI TERATURE AS

NEEDED | N WAI TI NG AREAS | N 2018. TEXSAN DI STRI BUTED 60 PI ECES OF
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

LI TERATURE I N 2018.

- DI STRI BUTE THE " YOUNG HEROES CLUB HERALD' PUBLI CATI ON. TEXSAN

DI STRI BUTED 190 PUBLI CATI ONS.

COMWUNI TY HEALTH PRICRITY NO 3: SAFE COVMUNI Tl ES

- PROVI DE | NFORVATI ON ON HELMET SAFETY, PO SON CONTROL AND DOMESTI C

VI OLENCE. 275 PI ECES OF LI TERATURE WERE DI STRI BUTED | N 2018.

COVWUNI TY HEALTH PRICRITY NO 4: BEHAVI ORAL HEALTH AND MENTAL WELL- BEI NG

- TH'S COWUNI TY HEALTH PRIORITY | S PART OF THE OVERALL METHODI ST

HEALTHCARE SYSTEM PLAN, AND | S ADDRESSED AT THE SYSTEM LEVEL.

COMUNI TY HEALTH PRICRITY NO 5: SEXUAL HEALTH

- PROVI DE | NFORMATI ON TO TEENS ON STDS. 60 BROCHURES WERE DI STRI BUTED | N

2018.

- PROVI DE LI TERATURE ON TEEN PREGNANCY AND PREGNANCY TESTI NG AT FAM LY
HEALTH CENTERS. TEXSAN W LL PROVI DE LI TERATURE AS NEEDED I N 2018. IN

2018, TEXSAN PROVI DED 75 PI ECES OF LI TERATURE.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

RESULTS FROM METHODI ST AMBULATORY SURGERY HOSPI TAL - NORTHWEST (" MASH')

ARE AS FOLLOWG:

COVWUNI TY HEALTH PRICRITY NO 1: HEALTHY EATI NG AND ACTI VE LI VI NG

- PROVI DE SAN ANTONI O FOOD BANK COLLECTI ON AND SUPPORT. MASH ANTI Cl PATED
AT LEAST ONE MAJOR FOOD DRI VE FOR ALL EMPLOYEES TO SUPPORT THE SAN
ANTONI O FOOD BANK I N 2018. MASH HELD ONE FOOD DRI VE TO SUPPORT THE SAN

ANTONI O FOOD BANK | N 2018.

COVMUNI TY HEALTH PRI CRITY NO 2: HEALTHY CH LD AND FAM LY DEVELOPMENT

- HOLD ONE BACK- TO- SCHOOL DRI VE PER YEAR FCOR CHI LDREN HELPED THROUGH THE
FORGOTTEN CHI LD. MANAGED BY VOLUNTEERS, THE FORGOTTEN CHI LD IS AN

ORGANI ZATI ON THAT WORKS W TH CHI LD PROTECTI VE SERVI CES TO PROVI DE

BACK- TO- SCHOOL CLOTHI NG AND SUPPLI ES TO CHI LDREN | N THE FOSTER CARE

SYSTEM MASH HELD ONE DRI VE | N 2018.

- MASH PARTI Cl PATED | N THE MARCH OF DI MES, "MARCH FCR BABI ES' EVENT I N

2018. THE MASH TEAM RAI SED APPROXI MATELY $5, 500.

COMWUNI TY HEALTH PRICRITY NO 3: SAFE COVMUNI Tl ES

- TH'S COWUNI TY HEALTH PRIORITY | S PART OF THE OVERALL METHODI ST

HEALTHCARE SYSTEM PLAN AND | S ADDRESSED AT THE SYSTEM LEVEL.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

COVWUNI TY HEALTH PRI CRITY NO 4: BEHAVI ORAL HEALTH AND MENTAL WELL- BEI NG

- TH'S COWUNI TY HEALTH PRIORITY | S PART OF THE OVERALL METHODI ST

HEALTHCARE SYSTEM PLAN, AND | S ADDRESSED AT THE SYSTEM LEVEL.

COMUNI TY HEALTH PRICRITY NO 5: SEXUAL HEALTH

- TH'S COWUNI TY HEALTH PRIORITY | S PART OF THE OVERALL METHODI ST

HEALTHCARE SYSTEM PLAN, AND | S ADDRESSED AT THE SYSTEM LEVEL.

SCHEDULE H, PART V, SEC B, LINES 13B, 13H AND 15E( REPORTI NG GROUPS A & B):

METHODI ST HEALTHCARE SYSTEM USES FEDERAL POVERTY GUI DELI NES TO DETERM NE

ELI G BI LITY.

THE FOLLON NG IS A SUMVARY OF THE FI NANCI AL ASSI STANCE POLI CY ADOPTED BY

METHODI ST HEALTHCARE SYSTEM AND METHODI ST HEALTHCARE M NI STRI ES:

FI NANCI AL ASSI STANCE ELI G BI LI TY SYSTEM

- METHODI ST REQUI RES THE COVPLETI ON OF AN APPLI CATI ON, WHI CH ALLOAS FOR

THE CCOLLECTI ON OF APPROPRI ATE | NFORMATI ON.

- VERI FI CATION OF FAM LY MEMBERS | N THE HOUSEHOLD - ADULTS: PATI ENT,

PATI ENT' S SPOUSE AND ANY DEPENDENTS. M NORS: PATI ENT, PATIENT'S MOTHER
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

AND FATHER, AND DEPENDENTS CF BOTH.

- INCOVE CALCULATION - ADULTS: SUM OF THE TOTAL YEARLY GROSS | NCOVE OF
THE PATI ENT AND THE PATI ENT' S SPOUSE. M NORS: TOTAL YEARLY GROSS | NCOVE

OF THE PATI ENT, AND THE PATI ENT' S MOTHER AND FATHER.

- DOCUMENTATI ON - VARI QUS OFFI Cl AL | NCOVE REPCORTI NG DOCUMENTATI ON | S
REQUI RED (E. G W2, WACGE AND TAX STATEMENT, PAY CHECK REM TTANCE AND
OTHERS) . DOCUMENTATI ON ASSOCI ATED W TH THE PARTI Cl PATION I N A PUBLIC
BENEFI T PROGRAM CAN BE PROVI DED I N LI EU OF | NCOVE DOCUMENTATI ON ( PROOF OF
PARTI Cl PATI ON | NDI CATES THE PATI ENT HAS BEEN DEEMED FI NANCI ALLY | NDI GENT
AND THEREFORE |'S NOT REQUI RED TO PROVI DE | NCOVE | NFORVATI ON). THERE | S
ALSO A VERI FI CATI ON PROCESS | N PLACE FOR PATI ENTS THAT DO NOT HAVE

APPROPRI ATE DOCUMENTATI ON.

- ZIP CODE WRI TE-COFF ELIG BILITY - METHODI ST W LL ACCEPT UN NSURED

RESI DENTI AL | NDI GENT PATI ENTS AS ELI G BLE FOR CHARI TY WRI TE- OFF UPON
EXHAUSTI ON OF | NSURANCE ELI @ BI LI TY DETERM NATION (1. E. MEDI CAI D) AND
EFFORTS TO OBTAIN A COVPLETED FI NANCI AL ASSI STANCE APPLI CATI ON W TH
SUPPORTI NG PROCF OF | NCOVE. THE WRI TE- OFF W LL APPLY TO ALL PATI ENT
TYPES. A RESI DENTI AL | NDI GENT PATI ENT IS AN UNI NSURED PERSON WHO | S
ACCEPTED FOR CARE W TH NO OBLI GATI ON OR W TH A DI SCOUNTED COBLI GATI ON TO
PAY FOR THE SERVI CES RENDERED, AND LI VES | N SPECI FI CALLY DEFI NED ZI P

CODES- - THOSE W TH HI GH POVERTY POPULATI ONS.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

FOR THE YEAR ENDED DECEMBER 31, 2018, THE CHARI TY CARE WRI TE OFF RELATED

TO THI'S ELI G BI LI TY PROCESS WAS $237.2 M LLION ($195.7 MLLION IN 2017).

CHARI TY ELI G BI LI TY CLASSI FI CATI ONS

- FI NANCI ALLY | NDI GENT - YEARLY INCOME | S LESS THAN OR EQUAL TO 200% OF

THE FEDERAL POVERTY GUI DELI NES.

- MEDI CALLY | NDI GENT - THE AMOUNT OWED BY THE PATI ENT AFTER PAYMENT BY
ALL THI RD- PARTY PAYCRS MUST EXCEED TEN PERCENT OF THE PATI ENT' S YEARLY

I NCOVE AND THE PATI ENT MUST BE UNABLE TO PAY THE REMAI NI NG BI LL.

ACCEPTANCE BY MHS IS BASED ON MEETI NG EI THER OF TWO CRI TERI A: YEARLY

I NCOMVE MUST BE GREATER THAN 200% BUT LESS THAN OR EQUAL TO 500% OF THE
FEDERAL POVERTY GUI DELI NES. ALTERNATI VELY, PATIENTS W TH ABNCORMALLY LARGE
ACCOUNTS MAY QUALI FY AS CATASTROPHI CALLY ELI G BLE WHEN THEI R REMAI NI NG
BALANCE EXCEEDS A SPECI FI C PERCENTAGE OF THEIR INCOVE. | T I'S | MPORTANT TO
NOTE THAT THE GUI DELI NES APPLI ED FOR CATASTROPHI C ELI G BI LI TY RANGE FROM
201% OF THE FEDERAL POVERTY GUI DELI NES TO OVER 1000% OF THE FEDERAL

POVERTY GUI DELI NES.

SCHEDULE H, PART V, SEC B, LINES 16A-C ( REPORTI NG GROUPS A & B):

HTTPS: / / SAHEALTH. COM ABOUT/ M SSI ON- VALUES/ CHARI TY- CARE. DOT
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Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable,
provide separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group
letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

SCHEDULE H, PART V, SEC B, LINES 16J AND 20E ( REPORTI NG GROUPS A & B):
MHS HAS TAKEN STEPS OVER THE PAST SEVERAL YEARS TO HEI GHTEN COVMUNI TY
AWARENESS REGARDI NG MHS' CHARI TABLE M SSI ON. SI GNS THAT PROM NENTLY
PRESENT | NFORVATI ON ABOUT THE CHARI TY M SSI ON AND GUI DELI NES ARE PRESENT
AT ALL PO NTS OF ADM SSI ON. MHS ALSO PUBLI SHES A NOTICE OF ITS CHARI TY
POLI CY ANNUALLY I N THE SAN ANTONI O EXPRESS NEWS. A PATI ENT BROCHURE,

ENTI TLED "A GUI DE TO YOUR HOSPI TAL BILL", EXPLAINS THE HOSPI TAL BI LLI NG
PROCESS AND | NFORMS PATI ENTS OF THE FI NANCI AL ASSI STANCE POLI CY I N THE
EVENT THEY NEED FI NANCI AL ASSI STANCE. | NFORMATI ON ABOUT THE FI NANCI AL
ASSI STANCE POLICY IS ALSO AVAI LABLE | N ENGLI SH AND SPANI SH ON MHS'

VEEBSI TE WAV SAHEALTH. COM

ALL SHARED SERVI CE CENTER PERSONNEL RECEI VE TRAI NI NG AND AN ANNUAL
REFRESHER COURSE ON THE POLI CY, AND UNDERSTAND THE CRUCI AL RCLE THEY PLAY
I N I NFORM NG PATI ENTS ABOUT THE POLI CY. FI NANCI AL COUNSELORS AND HOSPI TAL
CASE MANAGEMENT STAFF EDUCATE PATI ENTS AND ARE AVAI LABLE TO ASSI ST THEM
W TH THE FI NANCI AL ASSI STANCE APPLI CATI ON PROCESS. | N ADDI TION TO

PROVI DI NG | NFORVATI ON DURI NG THE ADM TTI NG PROCESS, MHS CONTI NUES TO
PROVI DE | NFORMATI ON ABOUT THE AVAI LABI LI TY OF FI NANCI AL ASSI STANCE DURI NG
THE COLLECTI ON PROCESS FOR THOSE PATI ENTS WHO HAVE BEEN BI LLED, BUT HAVE

NOT PAI D.
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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? 18

Name and address

Type of Facility (describe)

1 METHODI ST AMBULATORY SURGERY CENTER

FREESTANDI NG AMBULATORY

4411 MEDI CAL DRI VE, SU TE 200

SURGERY CENTER

SAN ANTONI O TX 78229

> CTR FOR SPECI AL SURGERY AT TEXAS CENTER

FREESTANDI NG AMBULATORY

21 SPURS LANE, SL-100

SURGERY CENTER

SAN ANTONI O TX 78240

3 METHODI ST AMBULATORY SURG CTR-N CENTRAL

FREESTANDI NG AMBULATORY

19010 STONE QAK PARKWAY

SURGERY CENTER

SAN ANTONI O TX 78258

4 METHODI ST BOERNE EMERGENCY CENTER

EMERGENCY DEPARTMENT

134 MENGER SPRI NGS

BCERNE TX 78006

s METROPOLI TAN METHODI ST EMERGENCY CENTER

EMERGENCY DEPARTMENT

250 EAST BASSE ROAD, #101

SAN ANTONI O TX 78209

¢ METHODI ST CARDI OLOGY PHYSI CI ANS

TX CERTI FI ED NONPROFI T

8109 FREDERI CKSBURG ROAD

HEATHCARE CORPORATI ON

SAN ANTONI O TX 78229

7 TEXAS | NSTI TUTE OF MEDI CI NE AND SURGERY

TX CERTI FI ED NONPROFI T

8109 FREDERI CKSBURG ROAD

HEATHCARE CORPORATI ON

SAN ANTONI O TX 78229

g METHODI ST PHYSI Cl AN PRACTI CE SVCS, LLC

MEDI CAL SERVI CES ORGANI ZATI ON

8109 FREDERI CKSBURG ROAD

SAN ANTONI O TX 78229

9 METHODI ST PHYSI Cl AN PRACTI CES, PLLC

PHYSI CI AN PRACTI CE

8109 FREDERI CKSBURG ROAD

SAN ANTONI O TX 78229

10 CARDI OLOGY CLINIC OF SAN ANTONIQ, PLLC

PHYSI Cl AN PRACTI CE

8109 FREDERI CKSBURG ROAD

SAN ANTONI O TX 78229
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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?

Name and address

Type of Facility (describe)

1 PEDI ATRI C ANESTHESI A CONSULTANTS OF SA

PHYSI Cl AN PRACTI CE

8109 FREDERI CKSBURG ROAD

SAN ANTONI O TX 78229

> METHODI ST CARENOW PHYSI Cl AN ASSCCI ATES

MEDI CAL SERVI CES ORGANI ZATI ON

8109 FREDERI CKSBURG ROAD

SAN ANTONI O TX 78229

3 CARENOW SAN ANTONI O - LEON VALLEY

URGENT CARE CLIN C

5755 NWLOCP 410, SUI TE 102

SAN ANTONI O TX 78238

4 CARENOW SAN ANTONI O - STONE OAK

URGENT CARE CLIN C

20780 H GHWAY US 281 N

SAN ANTONI O TX 78259

5 CARENOW SAN ANTONI O - DEZAVALA

URGENT CARE CLIN C

12840 IH 10 WEST, SU TE 101

SAN ANTONI O TX 78249

¢ METHODI ST FAM HEALTH CTR - E SOUTHCROSS

FAM LY HEALTH CENTER

2338 E. SOUTHCROSS

SAN ANTONI O TX 78223

7 METHODI ST FAM LY HEALTH CTR - LAS PALMAS

FAM LY HEALTH CENTER

803 CASTROVILLE RD, SU TE 131

SAN ANTONI O TX 78237

g METHODI ST COMMUNI TY HEALTH CENTER

PRI MARY CARE CLIN C

507 ST. JAMES

SAN ANTONI O TX 78202

10
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

SCHEDULE H, PART |, LINE 6A:

METHODI ST HEALTHCARE SYSTEM OF SAN ANTONI O, LTD., LLP ('MHS') FILES

ANNUAL STATEMENTS OF COVMUNI TY BENEFI TS AS REQUI RED BY THE TEXAS

DEPARTMENT OF STATE HEALTH SERVI CES, PER PROVI SI ONS OF THE TEXAS HEALTH
AND SAFETY CODE, CHAPTER 311, SUBCHAPTERS C AND D. METHODI ST HEALTHCARE
M NI STRIES OF SOUTH TEXAS, INC. (‘MM ) OMS A 50% | NTEREST OF MHS SO

ONLY 50% OF MHS' FI NANCI AL ASSI STANCE AND OTHER COMMUNI TY BENEFI TS ARE

REPORTED ON MHM S 990 SCHEDULE H.

SCHEDULE H, PART |, LINE 7:

COSTI NG METHODOLOGY - COST TO CHARGE RATI CS FROM WORKSHEET 2 USED.

PART |, LINE 7A EXPLANATI ON -

THE PARTNERSHI P IS A MEMBER OF THE BEXAR COUNTY CLI NI CAL SERVI CES ( BCCS),

AS PART COF AN | NDI GENT CARE AFFI LI ATI ON AGREEMENT ENTERED | NTO W TH OTHER

HEALTHCARE SYSTEMS | N SAN ANTONI O. THE AFFI LI ATED HOSPI TALS COLLABORATE

TO ENSURE THE AVAI LABI LI TY OF, AND TO MORE COST EFFECTI VELY PROVI DE,

JSA
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=EVg@YIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

QUALI TY HEALTHCARE SERVI CES TO LOW I NCOVE AND NEEDY RESI DENTS I N THE

BEXAR COUNTY COMMUNI TY. BCCS HAS CONTRACTED W TH VARI QUS PROVI DERS TO

DELI VER PHYSI CI AN AND OTHER HEALTHCARE SERVI CES TO THE COMMUNI TY' S LOW

I NCOVE AND NEEDY RESI DENTS. EACH HOSPI TAL CONTRI BUTES FUNDS TO BCCS,

VWH CH ARE THEN USED TO SUPPORT THE PROVI SI ON OF HOSPI TAL AND CLI NI CAL

PHYSI CI AN SERVI CES, PHYSI Cl AN | N- TRAI NI NG SERVI CES, PHYSI Cl AN

ASSI STANT/ NURSE PRACTI TI ONER SERVI CES, SPECI ALTY PHYSI Cl AN SERVI CES AND

OTHER HEALTHCARE SERVI CES THROUGH BCCS.

SCHEDULE H, PART II1, LINES 2 & 3:

COSTI NG METHODOLOGY - COST TO CHARGE RATI CS FROM WORKSHEET 2 USED.

MHM AND MHS JO NTLY ANALYZED ZI P CODES WHERE, BASED ON FI NANCI AL

DEMOGRAPHI CS, | T APPEARED THAT THE PATI ENTS I N THOSE ZI P CODES WOULD

LI KELY QUALI FY FOR CHARI TY CARE. AN ANALYSI S OF PAST COLLECTIONS I N THE
ZI P CODE AREAS AND SEVERAL FEDERAL POVERTY GUI DELI NE SURVEYS USI NG THE
ZI P CODES RESULTED IN MHM S CONCLUSI ON THAT ALL PATI ENTS I N THE

| DENTI FI ED ZI P CODES ARE PATI ENTS THAT, UNDER MHS FI NANCI AL ASSI STANCE
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=EVg@YIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

POLI CI ES, WOULD LI KELY QUALI FY FOR CHARI TY CARE. THE ESTI MATED AMOUNT OF
MHS' BAD DEBT EXPENSE ATTRI BUTABLE TO PATI ENTS ELEGQ BLE UNDER THE
ORGANI ZATI ON'S FI NANCI AL ASSI STANCE POLI CY WAS CALCULATED USI NG ZI P CODE

DATA.

SCHEDULE H, PART |11, LINE 4:

IN MAY 2014, THE FI NANCI AL ACCOUNTI NG STANDARDS BQARD (" FASB") | SSUED A
NEW STANDARD RELATED TO REVENUE RECCGNI TI ON. THE PARTNERSHI P ADOPTED THE
NEW STANDARD EFFECTI VE JANUARY 1, 2018, USING THE FULL RETROSPECTI VE
METHOD. THE ADOPTI ON OF THE NEW STANDARD DI D NOT' HAVE AN | MPACT ON THE
RECOGNI TI ON OF NET PATI ENT REVENUES FOR ANY PERI ODS PRI OR TO ADOPTI ON.
THE MOST SI GNI FI CANT | MPACT OF ADOPTI NG THE NEW STANDARD | S THAT THE
CONSOL| DATED STATEMENTS OF | NCOVE NO LONGER PRESENTS THE " PROVI SI ON FOR
DOUBTFUL ACCOUNTS" AS A SEPARATE LINE | TEM | NSTEAD NET PATI ENT REVENUE
I'S PRESENTED NET OF ESTI MATED | MPLICI' T PRI CE CONCESSI ON REVENUE

DEDUCTI ONS. | N ADDI TI ON, THE "ALLOMNCE FOR DOUBTFUL ACCOUNTS' |S NO
LONGER PRESENTED ON THE CONSOLI DATED BALANCE SHEETS AS A RESULT OF THE

ADOPTI ON OF THE NEW STANDARD.
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

NET PATI ENT REVENUES GENERALLY RELATE TO CONTRACTS W TH PATI ENTS | N WHI CH

THE PARTNERSHI P' S PERFORMANCE CBLI| GATI ONS ARE TO PROVI DE HEALTH CARE

SERVI CES TO THE PATI ENTS. REVENUES ARE RECCORDED DURI NG THE PERI OD THE

OBLI| GATI ONS TO PROVI DE HEALTH CARE SERVI CES ARE SATI SFI ED. PERFORVANCE

OBL| GATI ONS FOR | NPATI ENT SERVI CES ARE GENERALLY SATI SFI ED OVER PERI ODS

THAT AVERAGE APPROXI MATELY FI VE DAYS AND PERFORVANCE OBLI GATI ONS FOR

QUTPATI ENT SERVI CES ARE GENERALLY SATI SFI ED OVER A PERI OD OF LESS THAN

ONE DAY. THE CONTRACTUAL RELATI ONSHI P W TH PATI ENTS, | N MOST CASES, ALSO

| N\VOLVE A THI RD- PARTY PAYER ( MEDI CARE, MEDI CAI D, MANAGED HEALTH CARE

PLANS AND COMMERCI AL | NSURANCE COVMPANI ES) AND THE TRANSACTI ON PRI CES FOR

THE SERVI CES PROVI DED ARE DEPENDENT UPON THE TERMS PROVI DED BY ( MEDI CARE

AND MEDI CAI D) OR NEGOTI ATED W TH ( MANAGED CARE HEALTH PLANS AND

COMMVERCI AL | NSURANCE COVPANI ES) THE THI RD- PARTY PAYERS. THE PAYMENT

ARRANGEMENTS W TH THI RD- PARTY PAYERS FOR THE SERVI CES PROVI DED TO THE

RELATED PATI ENTS TYPI CALLY SPECI FY PAYMENTS AT AMOUNTS LESS THAN THE

PARTNERSHI P*' S STANDARD CHARCES. MEDI CARE GENERALLY PAYS FCR | NPATI ENT AND

QUTPATI ENT SERVI CES AT PRCSPECTI VELY DETERM NED RATES BASED ON CLI NI CAL,
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

DI AGNOSTI C AND OTHER FACTORS. SERVI CES PROVI DED TO PATI ENTS HAVI NG

MEDI CAl D COVERAGE ARE GENERALLY PAI D AT PROSPECTI VELY DETERM NED RATES

PER DI SCHARGE OR | DENTI FI ED SERVI CE. AGREEMENTS W TH COVMERCI AL | NSURANCE

CARRI ERS, MANAGED CARE AND PREFERRED PROVI DER ORGANI ZATI ONS GENERALLY

PROVI DE FOR PAYMENTS BASED UPON PREDETERM NED RATES PER DI AGNCSI S, PER

DI EM RATES OR DI SCOUNTED FEE- FOR- SERVI CE RATES. MANAGEMENT CONTI NUALLY

REVI EW5 THE CONTRACTUAL ESTI MATI ON PROCESS TO CONSI DER AND | NCORPORATE

UPDATES TO LAWS AND REGULATI ONS AND THE FREQUENT CHANGES | N MANAGED CARE

CONTRACTUAL TERMS RESULTI NG FROM CONTRACT RENEGOTI ATI ONS AND RENEWALS.

NET PATI ENT REVENUES ARE BASED UPON THE ESTI MATED AMOUNTS THE PARTNERSHI P

EXPECTS TO RECEI VE FROM PATI ENTS AND THI RD PARTY PAYERS. ESTI MATES OF

CONTRACTUAL ALLOWANCES UNDER MANAGED CARE AND COMMERCI AL | NSURANCE PLANS

ARE BASED UPON THE PAYMENT TERMS SPECI FI ED I N THE RELATED CONTRACTUAL

AGREEMENTS. REVENUES RELATED TO UNI NSURED PATI ENTS AND UNI NSURED

COPAYMENT AND DEDUCTI BLE AMOUNTS FOR PATI ENTS WHO HAVE HEALTH CARE

COVERACGE MAY HAVE DI SCOUNTS APPLI ED ( UNI NSURED DI SCOUNTS AND CONTRACTUAL

DI SCOUNTS) . AN ESTI MATED | MPLI CI' T PRI CE CONCESSI ON ( BASED PRI MARI LY UPON

PAYER HI STORI CAL COLLECTI ON EXPERI ENCE) |'S RECORDED W THI N NET REVENUE TO
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

RECORD SELF- PAY REVENUES AT THE ESTI MATED AMOUNTS TO BE COLLECTED.

AS OF DECEMBER 31, 2018, THE BAD DEBT | NCLUDED | N REVENUE DEDUCTI ONS WAS
$145,951,803. THI' S AMOUNT IS NOT REFLECTED ON MHM S 990 PART | X EXPENSES
DUE TO THE BAD DEBT AMOUNT BEI NG REPORTED I N THE METHODI ST HEALTHCARE

SYSTEM S FI NANCI ALS.

SCHEDULE H, PART |11, LINE 8:

THE AMOUNTS REPORTED ON PART 111, LINES 5-7 HAVE BEEN DETERM NED BY
AGGREGATI NG THE | NFORMATI ON FROM THE | NDI VI DUAL FACI LI TY COST REPORT(S)
FOR EACH OF THE HOSPI TALS OPERATED BY MHS. THE HOSPI TALS OPERATED BY MHS
MAY HAVE COST REPORT YEAR ENDS OTHER THAN DECEMBER 31, 2018. ACCORDI NGLY,
FOR A FACILITY WTH A NON- CALENDAR COST REPORT YEAR END, THE COST REPORT
THAT WAS FI LED FOR THE COST REPORT YEAR END THAT ENDED DURI NG 2018 WAS
UTILIZED. IT IS | MPORTANT TO NOTE THAT AMOUNTS | NCLUDED I N LI NES 5-7 DO
NOT | NCLUDE MEDI CARE REVENUE AND RELATED COST FOR FREESTANDI NG AMBULATORY

SURGERY SERVI CES AND FOR PHYSI Cl AN SERVI CES.
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

SCHEDULE H, PART 111, LINE 9B:

MHS HAS A POLICY TO PROVI DE DI SCOUNTS TO THOSE | NDI VI DUALS WHO DO NOT

HAVE | NSURANCE OR ARE NOT COVERED BY A GOVERNMENTAL RElI MBURSEMENT

PROGRAM | F A PATI ENT QUALI FIES FOR MEDI CAID, THEN HE OR SHE IS ONLY

RESPONS| BLE FOR ANY NON- COVERED CHARGES. | F THE PATI ENT DOES NOT QUALI FY

FOR MEDI CAI D, HE OR SHE MAY COVWPLETE THE MHS FI NANCI AL ASSI STANCE

APPLI CATI ON TO HAVE THE ENCOUNTER REVI EWVED FOR A POTENTI AL UNI NSURED

PATI ENT DI SCOUNT. | F THE PATI ENT' S YEARLY I NCOMVE | S LESS THAN OR EQUAL TO

200% OF THE POVERTY GUI DELI NES UPDATED ANNUALLY I N THE FEDERAL REQ STER

BY THE U. S. DEPARTMENT OF HEALTH AND HUVAN SERVI CES (' FEDERAL POVERTY

GUI DELI NES' ), THE PATI ENT W LL BE GRANTED CLASSI FI CATI ON AS FI NANCI ALLY

I NDI GENT, AND THE ACCOUNT WLL BE WRITTEN OFF TO CHARITY. LETTERS ARE

THEN SENT TO THE PATI ENT NOTI FYI NG THAT THE ACCOUNT HAS QUALI FI ED FOR

CHARI TY AND |'S CONSI DERED CLOSED. | N ADDI TI ON, A SLI DI NG SCALE DI SCOUNT

I'S APPLI ED TO ACCOUNTS FOR PATI ENTS WHOSE | NCOVE | S BETWEEN 200% AND 500%
OF THE FEDERAL POVERTY GUI DELI NES, AND WHOSE REMAI NI NG ACCOUNT BALANCE,
AFTER ANY THI RD- PARTY PAYMENTS, EXCEEDS A PERCENTAGE OF THEI R | NCOVE

(" MEDI CALLY I NDI GENT' ). | N ADDI TI ON, PATI ENTS W TH ABNORVALLY LARGE
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

ACCOUNTS MAY QUALI FY AS CATASTROPHI CALLY ELI G BLE WHEN THEI R REMAI NI NG

BALANCE EXCEEDS A SPECI FI C PERCENTAGE OF THEIR I NCOVE. | F A PATI ENT DCES

NOT QUALI FY FOR A CHARITY DI SCOUNT, AN UNI NSURED DI SCOUNT IS APPLI ED TO

TOTAL CHARGES. | F A PATIENT IS UNABLE TO PAY THE REMAI NI NG BALANCE | N

FULL, AFTER APPLYI NG ANY CHARI TY OR UNI NSURED DI SCOUNTS, MHS W LL WORK

W TH THE PATI ENT TO SET UP A MONTHLY PAYMENT ARRANGEMENT. THROUGHOUT THE

DEBT COLLECTI ON PROCESS, MHS CONTI NUES TO | NFORM PATI ENTS ABCOUT THE

AVAI LABI LI TY OF FI NANCI AL ASSI STANCE.

SCHEDULE H, PART VI, LINE 2:

I N ADDI TION TO THE | TEMS SPECI FI CALLY NOTED TO ADDRESS THE COVMUNI TY

HEALTH PRI ORI TI ES, OTHER HI GHLI GHTS FROM 2018 | NCLUDE THE FOLLOW NG

IN LATE 2011, THE TEXAS HEALTH AND HUMAN SERVI CES COWM SSI ON FI LED AN

APPLI CATI ON FOR A WAl VER OF CERTAI N FEDERAL MEDI CAI D REQUI REMENTS UNDER
SECTI ON 1115 OF THE SOCI AL SECURI TY ACT. AS A RESULT OF THE GRANTI NG OF
THI' S APPLI CATI ON THE TEXAS HEALTH CARE TRANSFORVATI ON AND QUALI TY

| MPROVEMENT PROGRAM WAS DEVELOPED TO PROVI DE PAYMENTS ( DELI VERY REFORM

JSA
8E1327 1.000

KL5721 1184 V 18-7. 1F 60010216

Schedule H (Form 990) 2018

PAGE 104



Public Inspection Copy
METHODI ST HEALTHCARE M NI STRI ES 74-1287016

Schedule H (Form 990) 2018 Page 10
=EVg@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

| NCENTI VE PAYMENTS, OR DSRI P) TO HOSPI TAL AND OTHER PROVI DERS UPON THEI R

ACHI EVI NG CERTAI N GOALS THAT ARE | NTENDED TO | MPROVE THE QUALI TY AND

LONER THE COST OF CARE. THI S I NI TI ATI VE DI VI DES THE STATE | NTO TWENTY

DI FFERENT REG ONS. EACH REG ON DEVELOPED A COVMMUNI TY NEEDS ASSESSMENT,

AND PROVI DERS IN THE REG ON WLL SUBM T PRQIECTS FOR FUNDI NG

CONSI DERATI ON TO ADDRESS THOSE NEEDS. METHCDI ST HEALTHCARE SYSTEM

RECEI VED APPROVAL FOR THE FOLLOW NG PRQIECTS:

| NTRODUCE, EXPAND OR ENHANCE TELEMEDI CI NE/ TELEHEALTH - METHODI ST W LL

| MPLEMENT A TELEHEALTH PROGRAM THAT W LL PROVI DE TELEHEALTH CONSULTATI ONS

W TH TRAI NED SPECI ALI STS | N SELECTED SERVI CES. BY THE END OF 2017, THE

TELE- STROKE PROGRAM EXPANDED TO | NCLUDE TWELVE LOCATI ONS. THROUGH THI S

PROGRAM PHYSI CI ANS CAN DRAMATI CALLY | NCREASE RESPONSE TI ME, TRANSFERS

CAN BE M NI M ZED, AND PATI ENTS CAN OFTEN RECEI VE LI FE SAVI NG CARE MORE

RAPI DLY, OFTEN TI MES AT THEI R HOVE HOSPI TAL. THE BEHAVI ORAL HEALTH

TELEMEDI CI NE PROGRAM S OPERATI ONS STARTED | N JANUARY, 2014. THE GOAL OF

TH S PROGRAM | S TO PROVI DE TI MELY CONSULTATI ONS, DI AGNOSI' S AND TREATMENT

RECOMVMVENDATI ONS FOR BEHAVI ORAL HEALTH SUBSTANCE ABUSE PATI ENTS I N EVERY

JSA

Schedule H (Form 990) 2018

8E1327 1.000

KL5721 1184 V 18-7. 1F 60010216 PAGE 105



Public Inspection Copy
METHODI ST HEALTHCARE M NI STRI ES
Schedule H (Form 990) 2018

74-1287016
Page 10

=EVg@YIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

METHODI ST EMERGENCY DEPARTMENT OR | N MEDI CAL ACUTE UNI TS THROUGHOUT
METHODI ST. 4, 050 BEHAVI ORAL HEALTH AND 360 TELE- STROKE CONSULTATI ONS VERE
PROVI DED FOR THE DSRI P REPORTI NG PERI OD ENDED SEPTEMBER 30, 2018. 53% OF
THE CONSULTATI ONS PROVI DED WERE TO MEDI CAI D OR LOW | NCOVE UNI NSURED

PATI ENTS.

ESTABLI SH MORE PRI MARY CARE CLINICS - METHODI ST OPENED THE METHCDI ST
COMMUNI TY HEALTH CENTER I N 2014. THE CENTER | S AN URGENT CARE CENTER
LOCATED I N EAST SAN ANTONI O THE METHODI ST COVMMUNI TY HEALTH CENTER

PROVI DES SERVI CES TO ALL PATI ENTS AT NO COST. THE CENTER PROVI DED 2, 845
ENCOUNTERS FOR THE DSRI P REPORTI NG PERI OD ENDI NG SETPEMBER 30, 2018. OF
THESE ENCOUNTERS, 86% WERE PROVI DED TO MEDI CAI D OR LOW | NCOVE UNI NSURED

PATI ENTS.

REDESI GN TO | MPROVE THE PATI ENT EXPERI ENCE - THE FOCUS FOR THI S PRQIJECT
I'S TO | MPROVE HOW PATI ENTS EXPERI ENCE CLI NI CAL AS WELL AS THE PATI ENT' S
SATI SFACTION WTH THEI R CARE. | N 2016, METHODI ST | MPLEMENTED STANDARDI ZED

GOAL ALI GNVENT BOARDS AT ALL LOCATIONS. THESE DI SPLAYS, LOCATED I N
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

PUBLI C AREAS, PROVI DE AN OVERVI EW OF Pl LLAR GOALS, AS WELL AS PROGRESS

TOMRDS MEETI NG THESE GOALS. METHODI ST CONTI NUES TO USE THESE BOARDS TO

TRACK PROGRESS, AND ALSO STANDARDI ZED REPORTI NG IN 2017, ADDI NG PATI ENT

SAFETY AS A KEY FOCUS. METHODI ST CONTI NUES W TH THE DI STRI BUTI ON OF THE

ELECTRONI C DASHBOARD, WHI CH SUMVARI ZES HCAHPS AND QUTPATI ENT SURGERY DATA

BY FACILITY AND BY NURSING UNI T. METHODI ST | MPLEMENTED ENCHANCEMENTS TO

THE DASHBOARD | N 2018.

APPLY PROCESS | MPROVEMENT METHODOLOGY TO | MPROVE QUALI TY/ EFFI Cl ENCI ES

SPECI FI C TO SEPSI S - | MPROVEMENT OF SEPSI'S MANAGEMENT IS A KEY | NI Tl ATI VE

IN METHODI ST' S CLI NI CAL EXCELLENCE PLAN. METHCDI ST HAS DEVELOPED AND

CONTI NUES TO REFI NE THE SEPSI S EARLY RECOGNI TI ON SCREENI NG TOOL WVHI CH

WLL ALLOW CLI Nl CAL STAFF TO BETTER | DENTI FY PATI ENTS I N EARLY SEPSI'S AND

TO PROVI DE RAPI D | NTERVENTI ON AND REDUCTI ON OF PATI ENTS DEVELOPI NG SEVERE

SEPSI S ANDY OR SEPTI C SHOCK. SEPSI S BUNDLE ELEMENTS ARE NOT | NCLUDED | N

THE ELECTRONI C TRI AGE SCREENI NG FCOR ED, 1CU, | N-HOSPI TAL NURSI NG AND

RAPI D RESPONSE TEAMS. EVI DENCE BASED ORDER SETS FOR CPCE CONTI NUE TO BE

REFI NED BASED UPON | NPUT FROM THE MEDI CAL AND NURSI NG STAFF. METHODI ST' S
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

CAMPUSES CONDUCT DAI LY LI NE NECESSI TY HUDDLES TO ENSURE TI MELY REMOVAL,

AND TEAMS HAVE STANDARDI ZED LI NE MAI NTENANCE PROTOCOLS. TWO METHODI ST

CAMPUSES HAVE RECEI VED EI THER SEPSI S CERTI FI CATI ON OR RE- CERTI FI CATI ON

w

TH THE JO NT COWM SSI ON.

IN 2018, NORTHEAST METHODI ST HOSPI TAL HI RED I TS FI RST DEDI CATED CHI EF

MEDI CAL OFFI CER, NATI ONALLY RECOGNI ZED TRAUMA SURGEON CARNELL COOPER,

M

D. A 9,000 SQUARE FOOT EXPANSI ON OF THE EMERGENCY DEPARTMENT ADDED AN

ADDI TI ONAL 17 TREATMENT AREAS.

METHODI ST STONE OAK HOSPI TAL COVPLETED I TS WOVEN' S UNI T RENOVATI ON I N

2018. ALSO IN 2018, CONSTRUCTI ON BEGAN ON THE OPERATI NG ROOM EXPANSI ON

w

TH A PRQIECTED COWVPLETI ON DATE EARLY 2ND QUARTER, 2019.

THE SLEEP CENTER AT METHODI ST TEXSAN HOSPI TAL MOVED | NTO A NEW SPACE ON

THE FI RST FLOOR OF THE MEDI CAL OFFI CE BUI LDI NG ADJACENT TO THE HOSPI TAL.

FOUR PRI VATE ROOMS OFFER SLEEP- BY- NUMBER QUEEN BEDS.
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

METHODI ST AMBULATORY SURCERY HOSPI TAL NORTHWEST OPENED | TS NEWY EXPANDED

EMERGENCY DEPARTMENT | N 2018. THE EMERGENCY DEPARTMENT EXPANDED FROM ONE

TO FI VE BAYS, WTH A NEW WAI TI NG AREA AND ADVANCED CT SCANNER.

IN 2018, METROPOLI TAN METHCDI ST HOSPI TAL, A CAVMPUS OF METHODI ST HOSPI TAL,

COVPLETED A REFRESH OF THE 6TH FLOCOR DI ALYSI S AREA. A NEW PFT LAB ROOM

WAS ADDED TO THE FI RST FLOOR OF THE PATI ENT TOANER ALLOW NG EASI ER ACCESS.

THE | NTERVENTI ONAL RADI OLOGY LAB ALSO WAS RENOVATED, ALONG W TH THE

EMERGENCY DEPARTMENT.

METHODI ST HOSPI TAL COMPLETED CONSTRUCTI ON AND OPENED THE NEW METHODI ST

WOMEN S HOSPI TAL IN 2018. THI' S 165, 000 SQUARE FOOT EXPANSI ON PRQIECT

I NCLUDED EXPANDED SURGERY WAI TI NG AREAS, A NEW CHAPEL, EXPANDED ADM TTI NG

ON THE FI RST FLOOR, TEN MOTHER BABY BEDS ON THE 2ND FLOOR AND 22

I NTENSI VE CARE BEDS ON THE 4TH FLOOR. METHODI ST HOSPTI AL |'S NOW LI CENSED

FOR 1,013 BEDS. ALSO COVPLETED AT METHCDI ST HOSPI TAL, 12 CVICU BEDS (TO

A TOTAL OF 34 BEDS) AND A RENOVATED G FT SHOP. A VALET WAS ADDED AT THE

CENTRAL TOWER ENTRANCE FCOR EASI ER ACCESS TO CARE. THE HOSPI TAL GREWI TS
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

CARDI OTHORACI CSURGERY PROGRAM BY RECRUI TI NG DEDI CATED HEART

TRANSPLANT/ VAD SURCGEON, DR MASAH RO ONO, AND DR BRENT NEW TRANSPLANT

CARDI OLOGE ST. METHODI DST HOSPI TAL MORE THAN DOUBLED THE SIZE OF I TS

EXTRACORPCREAL MEMBRANE OXYGENATI ON (ECMO) PROGRAM YEAR OVER YEAR. DURI NG

2018, METHODI ST HOSPI TAL OPENED THE FI RST | NTRAOPERATI VE MRl SUI TE FOR

BOTH PEDI ATRI C AND ADULT PATI ENTS I N SCUTH TEXAS, ALLOW NG PHYSI CI ANS TO

PERFORM MRI S DURI NG BRAI N SURGERY.

IN 2018, METHODI ST CHI LDREN S HOSPI TAL WAS ONE OF ONLY THREE HOSPI TALS I N

THE NATI ON TO ACQUI RE A PATI ENT TECHNOLOGY SPECI ALI ST, WHOSE ROLE IS TO

USE GAM NG AND VI RTUAL TECHNOLOGY AS A MEANS OF TREATMENT. METHODI ST

CHI LDREN S HOSPI TAL BROUGHT ON AN ADDI TI ONAL CERTI FI ED FACI LI TY DOG,

JAM E, TO SUPPCRT THE HOSPI TAL' S COWM TMENT TO PROVI DE A HEALI NG

ENVI RONMENT THAT FOCUSES ON BOTH A PATI ENT' S PHYSI CAL AND MENTAL

VEELL- BEI NG THE HOSPI TAL PERFORMED | TS FI RST HEART VALVE PROCEDURE

(HAART) ON A TEEN I N TEXAS. ONLY 300 OF THESE PROCEDURES HAVE BEEN

PERFORVED GLOBALLY.
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

LATE IN 2018, METHODI ST ALSO OPENED THE METHODI ST HOSPI TAL WOMEN AND TEEN

CENTER TO OFFER MATERNI TY RESOURCES SUCH AS FREE PREGNANCY TESTS,

EDUCATI ONAL CLASSES AND PHYSI Cl AL REFERRAL OPTI ONS TO THE COMMUNI TY.

METHODI ST CHI LDREN S HOSPI TAL EXPANDED THE PEDI ATRI CS PROGRAM BY

RECRUI TI NG PEDI ATRI C CRI TI CAL CARE PHYSI Cl AN DR. PUNKAJ GUPTA.

METHODI ST SPECI ALTY AND TRANSPLANT HOSPI TAL CONTI NUED | TS | NTERNATI ONAL
RENOWN | N ABDOM NAL TRANSPLANT SURGERY. | TS KI DNEY TRANSPLANT PROGRAM
PERFORMED MORE LI VI NG DONOR TRANSPLANTS THAN ANY OTHER PROGRAM | N TEXAS
AND I N THE UNI TED STATES: 198, A M LESTONE | T REACHED I N 2016 AS WELL.
SINCE 2009, THI S PROGRAM HAS LED ALL OTHER LI VE DONOR KI DNEY TRANSPLANT
PROGRAMS | N THE USA, PERFORM NG 1, 738 PROCEDURES (THI S IS 425 MORE THAN
THE NEXT FACILITY WTH THE H GHEST VOLUME: MAYO CLI NI C ROCHESTER) .
METHODI ST' S LI VE DONOR TRANSPLANT PROGRAM IS DRI VEN BY I TS

| NTERNATI ONALLY RECOGNI ZED DONOR EXCHANGE PROGRAM AND FI VE SATELLI TE
CLINICS I N SQUTH TEXAS. I N 2018, THE HOSPI TAL'S LI VER TRANSPLANT PROGRAM
WAS RANKED #1 | N TEXAS FOR ONE- YEAR SURVI VAL RATES. SINCE | TS | NCEPTI ON
IN 2001, THE LI VER DI SEASE PROGRAM HAS CONTI NUALLY RANKED I N THE TOP

DECILE IN THE U. S.. THE PROGRAM | S ONE OF FEVWER THAN 100 IN THE US TO
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

EARN CERTI FI CATI ON FROM BOTH MEDI CARE AND MEDI CAI D -- THE HI GHEST QUALITY

I NDI CATOR FOR A TRANSPLANT PROGRAM | TS OUTREACH IS THROUGH FI VE

SATELLI TE CLINICS I N ADDI TION TO THE SAN ANTONI O BASED CLI NI C.

METHODI ST HOSPI TAL SOUTH RENOVATED | TS PHARMACY | N 2018 AND ALSO

RENOVATED | TS SLEEP CENTER. THE HOSPI TAL ALSO OPENED A CARDI AC CLI NI C,

STAFFED BY A PSG CARDI OLOG ST, OFFERI NG ANOTHER SPECI ALI ST OPTI ON FOR

COVMUNI TY RESI DENTS. SEVERAL CONTI NU NG MEDI CAL EDUCATI ON PROGRAMS WERE

OFFERED FOR PHYSI CI ANS | N THE COVMUNI TY.

CLI NI CAL SERVI CE ENHANCEMENTS | NCLUDE METHCDI ST HEALTHCARE FURTHER

I NVESTI NG I N BU LDING I TS TEAM OF ONCOLOGY NURSE NAVI GATORS. METHCODI ST

HEALTHCARE HAS FOUR BREAST CANCER NAVI GATORS, TWO COWPLEX G NAVI GATORS,

ONE LI VER CANCER NAVI GATOR, ONE THORACI C CANCER NAVI GATCOR, AND ONE BLOOD

CANCER NAVI GATOR, FOR A TOTAL OF TEN ONCOLOGY NURSE NAVI GATCORS. TOGETHER,

THEY HAVE NAVI GATED 1, 248 CANCER PATI ENTS I N 2018, UP FROM 1, 145 CANCER

PATI ENTS I N 2017.

TO ADDRESS A GROW NG NEED FOR PSYCHI ATRI C ASSESSMENTS, A ' TELE- PSYCH
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

PROGRAM WAS ESTABLI SHED TO EXPEDI TE THE EVALUATI ON AND TREATMENT OF

PATI ENTS | N THE EMERGENCY DEPARTMENTS OF METHODI ST HOSPI TALS. BY

UTI LI ZI NG VI DEO CONFERENCI NG TECHNOLOGY, BOARD- CERTI FI ED PSYCHI ATRI STS I N

OTHER PARTS OF TEXAS AND THE U. S. ARE AVAI LABLE AROUND THE CLOCK TO

PROVI DE EVALUATI ONS AND RECOVMENDED TREATMENT OPTI ONS FOR PATI ENTS. I N

2018, METHODI ST PROVI DED OVER 4, 500 TELE- PSYCH CONSULTS.

PATI ENTS REQUI RI NG PSYCHI ATRI C SERVI CES ARE OFTEN ONE OF THE MOST

UNDERSERVED POPULATI ONS IN THE COVMUNI TY, AND METHODI ST STRI VES TO ENSURE

THESE PATI ENTS HAVE ACCESS TO APPROPRI ATE CARE. UPWARDS OF 35% OF THE

BEHAVI ORAL HEALTH SERVI CES OFFERED BY METHODI ST SPECI ALTY AND TRANSPLANT

HOSPI TAL ARE PROVI DED TO CHARI TY AND SELF- PAY PATI ENTS. FURTHERMORE,

METHODI ST HEALTHCARE SUPPORTS A CLI NI CALLY ALI GNED NON- PROFI T HEALTHCARE

ORGANI ZATI ON (NPHO) WHI CH EMPLOYS A NUMBER OF HOSPI TALI STS TO SUPPORT

TH S PROGRAM AS SAN ANTONI O PSYCHI ATRI STS I N PRI VATE PRACTI CE TYPI CALLY

W LL NOT TREAT HOSPI TALI ZED PATI ENTS.

METHODI ST MANAGEMENT ALSO CONTI NUES TO MONI TOR AND VWORK W TH PARALLON, AN
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Provide the following information.
1 Required descriptions. Provide the descriptions required for Part |, 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.

HCA SUBSI DI ARY, TO | MPROVE THE PROCESSES FOR | DENTI FYI NG AND PROCESSI NG
CHARI TY CASES | N THE MOST EFFI Cl ENT AND TI MELY MANNER POSSI BLE. ALL
PARALLON PERSONNEL RECEI VE TRAI NI NG, | NCLUDI NG AN ANNUAL REFRESHER
COURSE, TO | NCLUDE | NSTRUCTI ON ON THE METHCDI ST FI NANCI AL ASSI STANCE
POLI CY AND OUR CHARI TABLE M SSI ON | N CONJUNCTI O N W TH METHODI ST
HEALTHCARE M NI STRIES. I N ADDI TI ON, THEY HAVE A FORMAL PROCESS FOR MHM S
PATI ENTS TO DI RECTLY ACCESS CHARI TABLE MEDI CAL SERVI CES AT METHCDI ST

FACI LI TI ES.

RELATED TO CONSUMER PERCEPTI ON OF EXCELLENCE, READERS OF THE SAN ANTONI O
EXPRESS NEWS SELECTED METHODI ST FOR THE TENTH YEAR I N A ROW AS THEI R

FI RST CHO CE AMONG SAN ANTONI O HOSPI TALS.

METHODI ST HOSPI TAL, METHODI ST CHI LDREN S HOSPI TAL, METROPOLI TAN METHODI ST
HOSPI TAL, METHODI ST SPECI ALTY AND TRANSPLANT HCSPI TAL, AND NORTHEAST

METHODI ST HOSPI TAL RECEI VED AN A: FROM LEAPFROG HOSPI TAL SAFETY GRADE. I N
ADDI TI ON, METROPCLI TAN METHODI ST HOSPI TAL WAS THE FI RST AND ONLY HOSPI TAL

I N SAN ANTONI O AND ONE OF THREE | N TEXAS TO BE NAMED A TOP GENERAL
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

HOSPI TAL BY THE LEAPFROG GROUP.

METHODI ST HOSPI TAL, THE LARCGEST PROVI DER OF STROKE CARE | N SOUTH TEXAS,

HAS EARNED COVPREHENSI VE STROKE CENTER CERTI FI CATI ON FROM DNV G-

HEALTHCARE, USA, INC., ONE OF THE LEADI NG ACCREDI TI NG AGENCI ES | N THE

UNI TED STATES. FACI LI TI ES CERTI FI ED AS COVPREHENSI VE STROKE CENTERS OFFER

THE MOST ADVANCED STROKE TREATMENT AVAI LABLE IN A G VEN CGEOGRAPHI C AREA.

METHODI ST AMBULATORY SURGERY HOSPI TAL | S PROUD AND HONORED TO BE ONE OF

ONLY 251 HOSPI TALS | N THE NATI ON TO RECEI VE A 5- STAR RANKI NG ON

MEDI CARE. GOV' S ' HOSPI TAL COVPARE' .

METHODI ST TEXSAN HOSPI TAL, A CAMPUS OF METHODI ST HOSPI TAL, 1S AMONG

MODERN HEALTHCARE MAGAZI NES BEST PLACES TO WORK | N HEALTHCARE | N 2016,

2017 AND 2018. METROPOLI TAN METHODI ST HOSPI TAL AND METHODI ST AMBULATORY

SURGERY HOSPI TAL VWERE ALSO NAMED TO THI'S LI ST IN 2017 AND 2018. METHODI ST

STONE QAK HOSPI TAL AND METHODI ST HEALTHCARE SYSTEM WERE | NCLUDED | N
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Provide the following information.
1 Required descriptions. Provide the descriptions required for Part |, 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.

2018' S LI ST.

METHODI ST TEXSAN HOSPI TAL WAS THE FI RST HOSPI TAL | N SAN ANTONI O TO EARN

THE JO NT COW SSI ON'S GOLD SEAL OF APPROVAL FOR CHEST PAI N.

THE NICU UNI T AT METHODI ST/ METHODI ST CHI LDREN S HOSPI TAL BECAME THE FI RST
NEONATAL |1 CU | N SAN ANTONI O TO EARN THE LEVEL |V DESI GNATI ON FROM THE
TEXAS DEPARTMENT OF STATE HEALTH SERVI CES, RECOGN ZI NG THE COVPREHENSI VE,
H GH QUALI TY CARE THE HOSPI TAL PROVI DES FOR THE MOST CRI Tl CALLY | LL AND

VULNERABLE | NFANTS.

METHODI ST CHI LDREN S HOSPI TAL ACQUI RED THE FI RST- EVER CERTI FI ED FACI LI TY
DOG | N CENTRAL AND SOUTH TEXAS, ONE OF ONLY 17 FULL-TI ME HOSPI TAL

EMPLOYED CANI NES | N THE NATI ON.

METHODI ST STONE OAK HOSPI TAL 1S THE ONLY HOSPI TAL | N SAN ANTONI O OFFERI NG
THREE ROBOTI C PLATFORMS FOR THOSE PATI ENTS I N NEED OF M NI MALLY | NVASI VE

ROBOTI C SURGERY.
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

METHODI ST STONE OAK HOSPI TAL WAS THE RECI PI ENT OF THE ACTI ON

REG STRY/ NCDR PLATI NUM PERFORMANCE ACHI EVEMENT AWARD FOR CARDI AC

EXCELLENCE I N 2018.

NOTHEAST METHCDI ST HOSPI TAL |'S ACCREDI TED AS A PRI MARY STROKE CENTER,

CHEST PAI N CENTER AND SEPSI S TREATMENT CENTER.

METROPOLI TAN METHODI ST HOSPI TAL HAS BEEN RECOGNI ZED AS A ' LEADER | N LGBT

HEALTHCARE EQUALI TY' BY THE HUVAN RI GHTS CAMPAI GN ( HRC) FOUNDATI ON, THE

EDUCATI ONAL ARM OF THE COUNTRY' S LARGEST LESBI AN, GAY, BI SEXUAL AND

TRANSCGENDER (LGBT) CIVIL RI GHTS ORGANI ZATI ON.

AS ANOTHER MEANS OF | NCREASI NG ACCESS, METHODI ST HAS TAKEN STEPS OVER THE

PAST SEVERAL YEARS TO HElI GHTEN COVMUNI TY AWARENESS REGARDI NG OUR

CHARI TABLE M SSI ON: SI GNS THAT PROM NENTLY PRESENT OUR CHARI TY M SSI ON

AND GUI DELI NES ARE PRESENT AT ALL PO NTS OF ADM SSI ONS. METHODI ST

PUBLI SHES AN ANNUAL NOTI CE OF OUR FI NANCI AL ASSI STANCE POLICY I N THE SAN
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

ANTONI O EXPRESS NEWS, DI STRI BUTI ON OF A PATI ENT BROCHURE ("A GUIDE TO

YOUR HOSPI TAL BI LL") THAT EXPLAI NS THE HOSPI TAL BI LLI NG PROCESS AND

I NFORMS PATI ENTS OF THE FI NANCI AL ASSI STANCE PCLI CY | N THE EVENT THEY

NEED FI NANCI AL ASSI STANCE, AND A FRONT PACE LI NK TO THE FI NANCI AL

ASSI STANCE POLI CY ON METHODI ST' S EXTERNAL HEALTH PORTAL ( SAHEALTH. COM) .

THE COMBI NED | MPACT OF THESE EFFORTS CONTI NUES TO REM ND AND | NCREASE

OVERALL COVMUNI TY AWARENESS OF METHODI ST HEALTHCARE' S CHARI TABLE M SSI ON.

SCHEDULE H, PART VI, LINE 3:

MHS HAS TAKEN STEPS OVER THE PAST SEVERAL YEARS TO HEI GHTEN COVMUNI TY

AWARENESS REGARDI NG MHS' S CHARI TABLE M SSI ON. SI GNS THAT PROM NENTLY

PRESENT | NFORVATI ON ABOUT THE CHARI TY M SSI ON AND GUI DELI NES ARE PRESENT

AT ALL PO NTS OF ADM SSI ON. MHS ALSO PUBLI SHES A NOTICE OF ITS CHARI TY

POLI CY ANNUALLY I N THE SAN ANTONI O EXPRESS- NEWS. A PATI ENT BROCHURE,

ENTI TLED ' A GUI DE TO YOUR HOSPI TAL BILL', EXPLAINS THE HOSPI TAL BI LLI NG

PROCESS AND | NFORMS PATI ENTS OF THE FI NANCI AL ASSI STANCE POLI CY I N THE

EVENT THEY NEED FI NANCI AL ASSI STANCE. | NFORMATI ON ABOUT THE FI NANCI AL

ASSI STANCE POLICY IS ALSO AVAI LABLE | N ENGLI SH AND SPANI SH ON MHS'
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

VEEBSI TE WAV SAHEALTH. COM

ALL SHARED SERVI CE CENTER PERSONNEL RECEI VE TRAI NI NG AND AN ANNUAL

REFRESHER COURSE ON THE POLI CY, AND UNDERSTAND THE CRUCI AL RCLE THEY PLAY

I N I NFORM NG PATI ENTS ABOUT THE POLI CY. FI NANCI AL COUNSELORS AND HOSPI TAL

CASE MANAGEMENT STAFF EDUCATE PATI ENTS AND ARE AVAI LABLE TO ASSI ST THEM

W TH THE FI NANCI AL ASSI STANCE APPLI CATI ON PROCESS. | N ADDI TION TO

PROVI DI NG | NFORMATI ON DURI NG THE ADM TTI NG PROCESS, MHS CONTI NUES TO

PROVI DE | NFORMATI ON ABOUT THE AVAI LABI LI TY OF FI NANCI AL ASSI STANCE DURI NG

THE COLLECTI ON PROCESS FOR THOSE PATI ENTS WHO HAVE BEEN BI LLED, BUT HAVE

NOT PAID. AS NOTED ABOVE, MHS USES MJULTI PLE METHCDS TO COVMUNI CATE AND

PUBLI Cl ZE FI NANCI AL ASSI STANCE POLI CI ES. | NFORVATI ON SYSTEMS PROGRAMM NG

CHANGES HAVE BEEN | MPLEMENTED. THESE CHANGES W LL ALLOW A MESSAGE ABOUT

THE PCLI CI ES TO PRI NT ON PATI ENT BI LLI NG STATEMENTS.

SCHEDULE H, PART VI, LINE 4:

THE SAN ANTONI O METROPCLI TAN STATI STI CAL AREA (MSA) OF 2.5 M LLI ON PEOPLE

I NCLUDES THE SEVENTH LARCGEST PERCENTAGE OF HI SPANICS I N THE UNI TED

JSA
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

STATES. 60% OF THE LOCAL POPULATION IS HISPANIC, 28% 1S WHI TE

NON- Hl SPANI C, 7% 1S BLACK, 3% 1S ASI AN AND 2% | S OTHER. TEXAS AND SAN

ANTONI O CONTI NUE TO LEAD THE NATION I N THE NUMBER OF UNI NSURED ADULTS AND

CHI LDREN (TEXAS IS RANKED NO. 1 WTH 17.3% UNINSURED AND THE U. S. 1S

119 . NEARLY SEVENTEEN PERCENT OF CHI LDREN I N TEXAS ARE W THOUT HEALTH

| NSURANCE COMPARED TO THE U. S. AT 8.6% IN SAN ANTONI O, ONE QUT OF FOUR

ADULTS AND CLCSE TO ONE QUT OF THREE CHI LDREN DO NOT HAVE HEALTH

I NSURANCE.

THE MEDI AN HOUSEHOLD | NCOMVE | N SAN ANTONI O | S $56, 774, COWPARED TO

$59, 206 FOR TEXAS AND $60, 336 FOR THE NATI ON. SAN ANTONI O HAS A LARGE

POPULATI ON LI VI NG | N POVERTY WHEN COMPARED TO OTHER PARTS OF TEXAS. 17.3%

OF SAN ANTONI O RESI DENTS LI VE AT OR BELOW THE POVERTY LEVEL, AND BEXAR

COUNTY IS AT 16% COVPARED TO 14. 7% FOR TEXAS, AND 12. 3% FOR THE U.S. SAN

ANTONI O S PERCENT OF HOUSEHCOLDS RECEI VI NG FOOD STAMPS | S 15% W TH TEXAS

AT 15% AND THE U. S. 12.4%

METHODI ST HEALTHCARE SERVES AN ESTI MATED POPULATI ON OF NEARLY 2.9 M LLION

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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 N BEXAR AND 26 SOUTH AND CENTRAL TEXAS COUNTI ES: ATASCOSA, BANDERA,

CALDWELL, COVAL, DEWTT, DIMM T, EDWARDS, FRI O, G LLESPIE, GONZALES,

GUADALUPE, KARNES, KENDALL, KERR, KINNEY, LA SALLE, LAVACA, NMNAVERI CK,

MCMULLEN, MEDI NA, REAL, UVALDE, VAL VERDE, WEBB, W LSON AND ZAVALA. SI NCE

TH S GEOGRAPHI C AREA | S MAJORITY HI SPANI C, MHS SEES THI S REFLECTED I N OUR

PATI ENT POPULATI ON.

SCHEDULE H, PART VI, LINE 5:

SEE RESPONSES FOR SCHEDULE H, PART VI, QUESTION 2.

SCHEDULE H, PART VI, LINE 6:

SEE RESPONSES FOR QUESTI ON 2 ABOVE REGARDI NG EXPANSI ON OF SERVI CES | N

2018.

ALL SHARED SERVI CE CENTER PERSONNEL RECEI VE TRAI NI NG AND AN ANNUAL

REFRESHER COURSE ON THE POLI CY, AND UNDERSTAND THE CRUCI AL ROLE THEY

PLAY | N I NFORM NG PATI ENTS ABOQUT THE PCLI CY. FI NANCI AL COUNSELORS AND

HOSPI TAL CASE MANAGEMENT STAFF EDUCATE PATI ENTS AND ARE AVAI LABLE TO

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

ASSI ST THEM W TH THE FI NANCI AL ASSI STANCE APPLI CATI ON PROCESS. | N

ADDI TI ON TO PROVI DI NG | NFORMATI ON DURI NG THE ADM TTI NG PROCESS, MHS

CONTI NUES TO PROVI DE | NFORVATI ON ABOUT THE AVAI LABI LI TY OF FI NANCI AL

ASSI STANCE DURI NG THE COLLECTI ON PROCESS FOR THOSE PATI ENTS WHO HAVE BEEN

Bl LLED, BUT HAVE NOT PAID. AS NOTED ABOVE, MHS USES MJLTI PLE METHODS TO

COVMUNI CATE AND PUBLI Cl ZE FI NANCI AL ASSI STANCE PCLI Cl ES. | NFORVATI ON

SYSTEMS PROGRAMM NG CHANGES HAVE BEEN | MPLEMENTED. THESE CHANGES W LL

ALLOW A MESSAGE ABOUT THE PCLI CI ES TO PRI NT ON PATI ENT BI LLI NG

STATEMENTS.

LATE IN 2009 METHODI ST CONSCLI DATED ALL BED PLACEMENT SERVI CES, | NCLUDI NG

RURAL ED TRANSFER ASSI STANCE, | NTO A SYSTEM W DE PATI ENT PLACEMENT

CENTER. RURAL TRANSFERS THROUGH THE CENTER CONTI NUE TO | NCREASE (12. 7%

OVER 2017). THE ACCEPTANCE RATE I N 2018 WAS 98. 2% COVPARED TO 96. 4% I N

2017. SELF- PAY PATI ENTS ACCOUNTED FOR 13. 9% OF ALL TRANSFERS AS COMPARED

TO 10. 3% I N 2017. PEDI ATRI C AND H GH Rl SK MATERNAL TRANSFERS ARE ALSO NOW

HANDLED THROUGH THESE CONSOLI DATED PLACEMENT SERVI CES. THE ACCEPTANCE

RATE FOR THESE TRANSFERS WAS 97.6% I N 2018 (99.2% I N 2017). MHIS SELF- PAY

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

AND CHARI TY PATI ENTS ACCOUNTED FOR 5. 6% OF ALL PEDI ATRI C (AGES 0-17) AND

MATERNAL TRANSFERS AS COMPARED TO 5. 4% I N 2017.

METHODI ST Al RCARE, | N PARTNERSH P W TH REACH Al R MEDI CAL SERVI CES HAS

THREE RURAL HELI COPTERS | N THE REG ON.

SPECI ALI ZED SERVI CES AVAI LABLE AT MHS FACI LI TI ES | NCLUDE THE FOLLOW NG

NEONATOLOGY SERVI CES, PEDI ATRI C SUBSPECI ALTY SERVI CES, BONE MARROW

TRANSPLANT, KI DNEY TRANSPLANTS, HEART TRANSPLANTS, LI VER TRANSPLANTS,

PANCREAS TRANSPLANTS, HYPERBARI C OXYGEN TREATMENT, STROKE CARE, MEDI CAL

Al R TRANSPORT, GAMVA KNI FE RADI OSURGERY, AND BARI ATRI C SURGERY.

THE MAJORI TY OF FI NANCI AL ASSI STANCE PROVI DED BY THE HOSPI TALS |'S FROM

PATI ENTS RECEI VI NG EMERGENCY SERVI CES. EMERGENCY DEPARTMENT (ED) VISITS

TO METHODI ST FACI LI TI ES TOTALED 330, 379 I N 2018 (326,963 I N 2017).

SEVENTEEN PERCENT OF TOTAL ED VI SI TS RESULTED I N | NPATI ENT ADM SSI ONS

WTH A 6.94% | NCREASE | N ED ADM SSI ONS OVER 2017. | N ADDI TI ON, 24. 2% OF

ALL VI SITS TO METHODI ST EMERGENCY DEPARTMENTS I N 2018 WERE MADE BY

JSA
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

CHARI TY OR SELF- PAY PATI ENTS.

METHODI ST CONTI NUES TO FOCUS ON | MPROVI NG ACCESS TO CARE FOR THE

COMMUNI TY BY | MPROVI NG EMERGENCY DEPARTMENT ACCESS. WHEN COVPARI NG 2018

TO 2017, METHODI ST SAW A 7.48% DECLI NE | N THE PATI ENT- ARRI VAL- TO- BED

(ATB) METRI C AND A 3.28% | MPROVEMENT | N ARRI VAL- TO- GREET (ATG METRIC.

THE AVERAGE LENGTH OF STAY FOR ALL PATI ENTS DECREASED FROM 222.2 M NUTES

TO 213.5 M NUTES.

TEXAS TRANSPLANT | NSTI TUTE (TTl), AT METHODI ST SPECI ALTY & TRANSPLANT

HOSPI TAL, A CAVMPUS OF METHODI ST HOSPI TAL, CONTI NUES TO PROVI DE | NCREASED
ACCESS FCOR PATI ENTS REQUI RI NG KI DNEY TRANSPLANTS. TTl IS THE HOVE OF THE
BUSI EST PAI RED EXCHANGE KI DNEY TRANSPLANT PROGRAM I N THE NATI ON, AND THE

NATION'S NO 1 LIVI NG DONOR Kl DNEY TRANSPLANT PROGRAM

MHS ALSO OPERATES THREE HEALTH BUSES ON THE EAST, SOUTH AND WEST S| DE OF
SAN ANTONI O OFFERI NG COVPLI MENTARY TRANSPORTATI ON TO VARI OQUS HEALTH CARE

FACI LI TI ES. THERE WERE 12, 074 TRANSPORTS I N 2018, WHI CH I S ABOVE THE

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

MANDATED BENCHVARK.

METROPOLI TAN METHODI ST HOSPI TAL | N CONJUNCTI ON W TH METHODI ST HOSPI TAL

WOMEN S SERVI CES, OPERATES FOUR TWO FAM LY HEALTH CENTERS THAT PROVI DE

COVPLI MENTARY PREGNANCY TESTI NG (4,596 TESTS I N 2018), PHYSI Cl AN

REFERRALS, COUNSELI NG, HEALTH EDUCATI ON AND SCREENI NG PROGRAMS.

MHS ALSO OPERATES CALL- A- NURSE FOR CHI LDREN, A TELEPHONE SERVI CE OFFERI NG

FREE MEDI CAL ADVI CE BY TRAI NED EMERGENCY CARE PEDI ATRI C NURSES TO PARENTS

OF SI CK/ I NJURED CHI LDREN. THE SERVI CE OPERATES FROM 5: 00 P.M TO 8: 00

A.M MONDAY THROUGH FRI DAY AND AROUND THE CLOCK ON WEEKENDS AND

HOLI DAYS( WHEN PHYSI Cl ANS OFFI CES ARE CLOSED). CALL VOLUMES IN 2018 WERE

32, 989.

IN 2015, THE METHODI ST CONTACT CENTER WAS SOLD TO HCA W TH THE AGREEMENT

TO CONTI NUE OPERATI NG A COVMUNI TY PHONE-I N HEALTH RESOURCE CALLED

HEALTHLI NE DURI NG NORVAL BUSI NESS HOURS. HEALTHLI NE CALLERS SCHEDULE

ATTENDANCE TO HEALTH AND WELLNESS EVENTS, PARENTI NG CLASSES, AND RECEl VE

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

PHYSI Cl AN REFERRALS THROUGH THE METHODI ST DOCTORSOURCE PROGRAM | N 2018,

METHODI ST REFERRED PHYSI Cl ANS TO 11, 073 DOCTORSOURCE CALLERS (UP TO THREE

PHYSI Cl ANS MAY BE REFERRED TO EACH CALLER). I N ONE OTHER COVMUNI TY

BENEFI TS CATEGORY, METHODI ST PROVI DED OVER $396, 403 | N CHARI TABLE

CONTRI BUTI ONS TO NON- PROFI T HEALTH AND HUMAN SERVI CE AGENCI ES SERVI NG THE

COVMMUNI TY.

METHODI ST PLAYS A LEADI NG RCLE I N THE SUPPORT OF THE HEALTH

COLLABCRATI VE, | NCLUDI NG THE UTI LI ZATI ON OF THEI R COVMUNI TY HEALTH

ASSESSMENT TO ASSI ST | N THE DETERM NATI ON OF WHERE MHS SHOULD CONCENTRATE

COMMUNI TY ACTI VI TIES (SEE ADDI Tl ONAL | NFORMATI ON | N PART V, LINE 3).

MHS HAS AN OPEN ADM SSI ONS POLI CY WHI CH ALLOWS MEDI CAL STAFF TO ADM T

PATI ENTS DI RECTLY TO ANY MHS FACI LI TY REGARDLESS OF THE PATIENT' S ABI LI TY

TO PAY.

MHS FUNDS AND PROVI DES TRAI NI NG AND CONTI NUI NG EDUCATI ON TO PHYSI CI ANS,

NURSES, EMS PROFESS|I ONALS AND OTHER ALLI ED HEALTH PROFESSI ONALS. MHS

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

PARTI Cl PATES I N ALL QUALITY MEASURES (CMs, JCAHO, ETC). MHS USES THE CM5

CORE MEASURES AS THE PRI MARY QUALI TY | NDI CATORS FOR CLI NI CAL CARE.

SCHEDULE H, PART VI, LINE 7:

MHS FI LES AN ANNUAL STATEMENT OF COMMUNI TY BENEFI TS W TH THE STATE OF

TEXAS.

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 2018
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22. .

b » Attach to Form 990. Open to Public
epartment of the Treasury .
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization VETHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SOUTH TEXAS, | NC. 74-1287016

T4l General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants or assistance? . . . . . . . o i i i i 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.

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- ((fgo“gﬁtgﬁvog\é%'é?ggln (9) Description of (h) Purpose of grant
or government (if applicable) grant cash assistance g othér) ’ noncash assistance or assistance
(1) 911 PARK PLACE
911 PARK AVENUE CORPUS CHRI STI, TX 78401 74-2996340 |[501(C)(3) 38, 800. OPERATI ONAL SUPPORT
(2) ALAMO COLLEGES NURSI NG STUDENT
201 W SHERI DAN SAN ANTONI O, TX 78204 74-6002173 |[501(C)(3) 103, 726. TRAI NI NG
(3) ALZHEI MER' S ASSQOCI ATI ON
10223 MCALLI STER FWY SAN ANTONI O, TX 78216 13-3039601 |501(0Q)(3) 12, 500. DONATI ON
(4) AMERI CAN HEART ASSCCI ATI ON
8415 WURZBACH SAN ANTONI O, TX 78229 13-5613797 |501(0) (3) 50, 000. DONATI ON
(5) AM STAD COVMUNI TY HEALTH CENTER IVEDI CAL, DENTAL
1533 BROANLEE BLVD CORPUS CHRI STI, TX 78404 |20-3008507 |501(C)(3) 534, 430. & HEALTH PROGRAM
(6) THE ARC OF SAN ANTONI O I NC.
13430 VEST AVENUE SAN ANTONI O, TX 78216 74-1200110 ([501(C)(3) 63, 178. NURSI NG SERVI CES
(7) ARTHUR NAGEL COMMUNITY CLINIC PRI MARY CARE &
1116 12TH STREET, BANDERA, TX 78003 77-0697361 |[501(C)(3) 129, 864. BEHAVI ORAL HEALTH
(8) ATASCOSA HEALTH CENTER | NTEGRATED
310 W OAKLAWN RD. PLEASANTON, TX 78064 74-2089103 |[501(C)(3) 97, 773. HEALTHCARE PROGRAM
(9) BARRI O COVPREHENSI VE FAM LY HEALTH CARE CTR | NTEGRATED HEALTH &
3066 E. COMMERCE ST. SAN ANTONI O, TX 78220 74- 1724391 |[501(C)(3) 1, 984, 564. DENTAL PROGRAM
(10) BEHAVI ORAL HEALTH SOLUTI ONS OF SQUTH TEXAS | NTEGRATED HEALTH
5510 N. CAGE BLVD. SUITE C PHARR, TX 78577 74- 2648885 [501(C)(3) 572, 900. PROGRAM
(11) BEXAR COUNTY HEALTH COLLABORATI VE RAI SE AWARENESS FOR
1002 N. FLORES SAN ANTONI O, TX 78212 74-2953076 [501(C)(3) 30, 000. IVENTAL HEALTH
(12) BOYS AND G RLS CLUB OF PHARR 'YOUTH DEVELOPMENT
1026 S. FIR STREET PHARR, TX 78577 75- 2258513 [501(C)(3) 98, 778. SERVI CES
2 Enter total number of section 501(c)(3) and government organizations listed intheline 1table . . . . . ... ... ... ... | 2
3 Enter total number of other organizations listed inthe line 1table. . . . . . . . . . 0 i i i i 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) (2018)
JSA
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Public Inspection Copy

SCHEDULE | Grants and Other Assistance to Organizations, | OmB No. 1545-0047
(Form 990) Governments, and Individuals in the United States 2018
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22. .

b » Attach to Form 990. Open to Public
epartment of the Treasury .
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization VETHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SOUTH TEXAS, | NC. 74-1287016

T4l General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants or assistance? . . . . . . . o i i i i 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.

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- ((fgo“gﬁtgﬁvog\é%'é?ggln (9) Description of (h) Purpose of grant
or government (if applicable) grant cash assistance g othér) ’ noncash assistance or assistance
(1) CHLDREN S ASSCC. FOR MAX. POTENTI AL, | NC.
205 W OLMOS DRI VE SAN ANTONI O, TX 78212 74-2095766 [501(C)(3) 100, 950. FAM LY RETREATS
(2) CH LDREN S BEREAVEMENT CENTER OF SOUTH TX HEALI NG PROGRAMS FOR
205 W OLMOS DRI VE SAN ANTONI O, TX 78212 74-2828178 |[501(C)(3) 238, 771. GRI EVI NG YOUTH
(3) THE CHILDREN S SHELTER BEHAVI ORAL HEALTH
2939 W WOODLAWN AVE. SAN ANTONI O, TX 78228 |74-1109660 [501(C)(3) 379, 001. SVCS FOR CHI LDREN
(4) CH LDSAFE
7130 US HWY 90 SAN ANTONI O, TX 78227 74- 2633697 [501(C)(3) 79, 752. COUNSELI NG SERVI CES
(5) CLARITY CH LD GUI DANCE CENTER BEHAVI ORAL HEALTH
8535 TOM SLI CK DRI VE SAN ANTONI O, TX 78229 74- 1153067 [501(C)(3) 404, 250. SVCS FOR CHI LDREN
(6) COASTAL BEND WELLNESS FOUNDATI ON | NTEGRATED
5633 S STAPLES #700 CORPUS CHRI STI TX 78411 |74-2429518 |501(C)(3) 115, 660. HEALTHCARE PROGRAM
(7) COASTAL PLAINS COMMUNITY CENTER | NTEGRATED
200 MARRI OT PORTLAND, TX 78374 74-2919178 |[501(C)(3) 339, 579. HEALTHCARE PROGRAM
(8) COMMUNITIES I N SCHOOLS OF SAN ANTONI O | NC IVENTAL HEALTH SVCS
1616 E. COMMERCE ST. SAN ANTONI O, TX 78205 74-2393714 |[501(C)(3) 179, 984. FOR AT- Rl SK YQUTH
(9) COMMUNI TY HEALTH CTRS OF SOUTH CENTRAL TX | NTEGRATED
228 ST. GEORGE STREET GONZALEZ, TX 78629 74- 1548089 [501(C)(3) 260, 360. HEALTHCARE PROGRAM
(10) COMWUNI TY HEALTH DEVELCPMVENT
908 S. EVANS, BLDG A UWVALDE, TX 78801 74-2269739 |[501(C)(3) 260, 873. DENTAL PROGRAM
(11) COWUNITY HOPE PRQJECTS, | NC.
2332 JORDAN ROAD MCALLEN, TX 78503 74-2742024 |[501(C)(3) 550, 514. COUNSELI NG SERVI CES
(12) CONCHO VALLEY CENTER FOR HUVAN ADVANCEMENT
1501 WEST BEAUREGARD SAN ANGELO, TX 76901 75- 1251523 |[501(C) (3) 36, 126. OPERATI ONAL SUPPORT
2 Enter total number of section 501(c)(3) and government organizations listed intheline 1table . . . . . ... ... ... ... | 2
3 Enter total number of other organizations listed inthe line 1table. . . . . . . . . . 0 i i i i 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) (2018)
JSA

8E1288 1.000

KL5721 1184 V 18-7. 1F 60010216 PAGE 129



Public Inspection Copy

SCHEDULE | Grants and Other Assistance to Organizations, | OmB No. 1545-0047
(Form 990) Governments, and Individuals in the United States 2018
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22. .

b » Attach to Form 990. Open to Public
epartment of the Treasury .
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization VETHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SOUTH TEXAS, | NC. 74-1287016

T4l General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants or assistance? . . . . . . . o i i i i 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.

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 (a)pd address of organization (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- ({gggﬁ%ﬁf?@'ﬁg&? (9) Description of (h) Purpose of grant
government (if applicable) grant cash assistance other) noncash assistance or assistance
(1) CORPUS CHRI STI METRO M NI STRI ES IVEDI CAL SERVI CES AT
1919 LEOPARD ST. CORPUS CHRI STI, TX 78408 74-2247261 |[501(C)(3) 141, 613. HEALTH CLINI C
(2) DAUGHTERS OF CHARITY SERVI CES IVEDI CAL, DENTAL &
7607 SOVERSET ROAD SAN ANTONI O, TX 78211 74- 6106876 [501(C)(3) 491, 290. IVENTAL HEALTH SVCS
(3) DENTI STS VHO CARE MOBI LE DENTAL
3501 MORELAND DR, STE G WESLACO, TX 78596 74-2802622 [501(C)(3) 50, 000. SERVI CES
(4) ECUMENI CAL CENTER FOR RELI G ON AND HEALTH IVEDI CAL ETHI CS, PAS-
8310 EWNG HALSELL DR SAN ANTONI O, TX 78229 |74-1587388 [501(C)(3) 580, 313. TORAL CARE, SEM NARS
(5) EL CENTRO DEL BARRI O (DBA CENTROMED) CAPI TAL, MEDI CAL &
3750 COMMVERCI AL AVE. SAN ANTONI O, TX 78221 74-1787031 |[501(C)(3) 1, 828, 940. DENTAL SERVI CES
(6) FAM LY COUNSELI NG SERVI CE
3833 S. STAPLES CORPUS CHRI STI, TX 78411 74-1321308 [501(C)(3) 109, 846. COUNSELI NG SERVI CES
(7) FAM LY SERVICE ASSCC. OF SAN ANTONI O, I NC. CH LD ABUSE PREV. &
702 SAN PEDRO SAN ANTONI O, TX 78212 74- 1117341 |[501(C)(3) 713, 178. IVENTAL HEALTH SVCS
(8) FAM LY VI OLENCE PREVENTI ON SERVI CES, | NC.
7911 BROADWAY SAN ANTONI O, TX 78209 74-1994151 |[501(C)(3) 74, 039. COUNSELI NG SERVI CES
(9) FIRST UNI TED METHODI ST CHURCH
321 THOWPSON DRI VE KERVI LLE, TX 78028 74-1233799 |[501(C)(3) 10, 233. DONATI ON
(10) FIRST UNI TED METHCODI ST CHURCH
407 NORTH BRI DGE STREET VI CTORI A, TX 77901 74-1222281 |[501(C)(3) 6, 500. DONATI ON
(11) FRONTERA HEALTHCARE NETWORK DENTAL SERVI CES &
604 EAKER STREET EDEN, TX 76837 75- 2854259 [501(C)(3) 62, 830. EQUI PVENT
(12) GATEWAY COVMUNI TY HEALTH CENTER | NC. HEALTHCARE PROGRAM &
1515 PAPPAS ST. LAREDO, TX 78041 74- 2553409 |[501(C)(3) 1, 386, 204. DENTAL SALARY SUPP.
2 Enter total number of section 501(c)(3) and government organizations listed intheline 1table . . . . . ... ... ... ... | 2
3 Enter total number of other organizations listed inthe line 1table. . . . . . . . . . 0 i i i i 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) (2018)
JSA
8E1288 1.000
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Public Inspection Copy

SCHEDULE | Grants and Other Assistance to Organizations, | OmB No. 1545-0047
(Form 990) Governments, and Individuals in the United States 2018
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22. .

b » Attach to Form 990. Open to Public
epartment of the Treasury .
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization VETHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SOUTH TEXAS, | NC. 74-1287016

T4l General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants or assistance? . . . . . . . o i i i i 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.

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- ((fgo“gﬁtgﬁvog\é%'é?ggln (9) Description of (h) Purpose of grant
or government (if applicable) grant cash assistance g othér) ’ noncash assistance or assistance
(1) THE GOOD SAMARI TAN CENTER COVMUNI TY HEALTH
140 | NDUSTRI AL LOOP FREDRI CKSBURG, TX 78624 |91-2129853 |501(C)(3) 58, 459. IMORKER PROGRAM
(2) GULF BEND MENTAL HEALTH MENTAL RETARDATI ON | NTEGRATED
6502 NURSERY DRI VE, #100 VICTORIA, TX 77904 |74-1659064 |501(C)(3) 175, 946. HEALTHCARE PROGRAM
(3) HEALTHCARE ACCESS SAN ANTONI O
5535 FREDERI CKSBURG SAN ANTONI O, TX 78229 20- 3752122 |[501(C)(3) 425, 617. OPERATI ONAL SUPPORT
(4) HEALY- MURPHY CENTER BEHAVI ORAL HEALTH
618 LI VE OAK SAN ANTONI O, TX 78202 74- 1667875 |[501(C)(3) 64, 118. SERVI CES
(5) HILL COUNTRY CHRI STI AN COUNSELING CTR, | NC. | NTEGRATED
1127 EAST MAIN STREET KERVI LLE, TX 78028 74-2897680 [501(C)(3) 120, 000. BEHAVI ORAL HEALTH
(6) H LL COUNTRY DAILY BREAD M NI STRI ES
234 WEST BANDERA ROAD BCERNE, TX 78006 30- 0148195 |[501(C)(3) 82, 133. FAM LY MENTORI NG
(7) H'LL COUNTRY FAM LY SERVI CES DI ABETES PREVENTI ON
114 WEST ADVOGT BCERNE, TX 78006 74- 2425029 |[501(C)(3) 39, 832. PROGRAM
(8) HILL COUNTRY M SSI ON HEALTH PRI MARY CARE SVCS &
122 COMMERCE AVENUE BOERNE, TX 78006 48- 1262832 |[501(C)(3) 76, 536. BEHAVI ORAL HEALTH
(9) HOLDI NG I NSTI TUTE, | NC.
1102 SANTA MARI A AVENUE LAREDO, TX 78040 74- 0687050 [501(C)(3) 5,139. DONATI ON
(10) HORSES HELPI NG THE HANDI CAPPED | NC. CHI LDREN' S MENTAL
791 BACKHAUS ROAD PI PE CREEK, TX 78063 74-2746369 [501(C)(3) 202, 000. HEALTH PROGRAM
(11) | CARE SAN ANTONI O
1 HAVEN FOR HOPE WAY SAN ANTONI O, TX 78207 74-2690192 |[501(C)(3) 94, 500. VI SI ON CARE
(12) I NFANT & FAM LY NUTRI TI ON AGENCY
1225 BOCA CHI CA BLVD. BROWNSVI LLE, TX 78520 |74-3005860 |501(C)(3) 16, 934. OPERATI ONAL SUPPORT
2 Enter total number of section 501(c)(3) and government organizations listed intheline 1table . . . . . ... ... ... ... | 2
3 Enter total number of other organizations listed inthe line 1table. . . . . . . . . . 0 i i i i 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) (2018)
JSA
8E1288 1.000
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Public Inspection Copy

SCHEDULE |

OMB No. 1545-0047

Grants and Other Assistance to Organizations, I
Governments, and Individuals in the United States
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22.
» Attach to Form 990.

» Go to www.irs.gov/Form990 for the latest information.
Name of the organization METHODI ST HEALTHCARE M NI STRI ES
OF SQUTH TEXAS, | NC.

(Form 990)

Department of the Treasury
Internal Revenue Service

2018

Open to Public

Inspection

Employer identification number

74-1287016

Part | General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and
the selection criteria used to award the grants or assistance?
2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

Yes

|:|No

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- ((fgo“gﬁtgﬁvog\é%'é?ggln (9) Description of (h) Purpose of grant
or government (if applicable) grant cash assistance g othér) ’ noncash assistance or assistance
(1) JEWSH FAM LY SERVI CE OF SAN ANTONI O, I NC. BEHAVI ORAL HEALTH
12500 NW M LI TARY HAY SAN ANTONI O, TX 78231 74-1759254 [501(C)(3) 244, 086. SERVI CES
(2) LOVER RI O GRANDE VALLEY COVMUNITY HEALTH MG | NTEGRATED BEHAVI ORI
901 E. VERMONT AVE. MCALLEN, TX 78503 74-2784427 [501(C)(3) 467, 338. HEALTHCARE PROGRAM
(3) LA UNION DEL PUEBLO ENTERO HEALTHCARE SVCS AND
1601 US 83 BUSI NESS SAN JUAN, TX 78589 93-1029197 |[501(C)(3) 266, 942. PATI ENT EDUCATI ON
(4) LAUREL HEI GHTS UNI TED METHODI ST CHURCH
227 W WOODLAWN AVE. SAN ANTONI O, TX 78212 74-1272395 [501(C)(3) 10, 000. DONATI ON
(5) LIFE CHO CES MEDICAL CLINIC
3234 NORTHVWESTERN DR. SAN ANTONI O, TX 78238 74-2809910 (501(C)(3) 100, 000. MOVEN S HEALTHCARE
(6) MAGDELENA HOUSE FAM LY WELLNESS
6257 BABCOCK ROAD SAN ANTONI O, TX 78240 80- 0251526 [501(C)(3) 49, 050. PROGRAM
(7) VATAGORDA EPI SCOPAL HEALTH OUTREACH PROGRAM | NTEGRATED
101 AVE F NORTH BAY CITY, TX 77414 20- 0537948 [501(C)(3) 53, 469. HEALTHCARE PROGRAM
(8) MERCY M NI STRIES OF LAREDO | NTEGRATED
2500 ZACATECAS STREET LAREDO, TX 78046 20- 0198462 [501(C)(3) 633, 360. HEALTHCARE PROGRAM
(9) NAM AUSTI N
4110 GUADALUPE AUSTIN, TX 78751 74-2380175 [501(C)(3) 12, 500. DONATI ON
(10) NAM SAN ANTONI O
510 BELKNAP ROOM 242 SAN ANTONI O, TX 78212 74-2361886 [501(C)(3) 7, 300. DONATI ON
(11) NATIONAL CTR FOR BH SOLUTI ONS BEHAVI ORAL HEALTH
3130 IH 10 VEST SAN ANTONI O, TX 78201 47-0857847 [501(C)(3) 399, 480. SERVI CES
(12) NEW BRAUNFELS CHRI STI AN M NI STRI ES IVEDI CAL, DENTAL AND
1659 STATE HWY 46W NEW BRAUNFELS, TX 78132 26-2221231 [501(C)(3) 172, 000. EQUI PMENT

2 Enter total number of section 501(c)(3) and government organizations listed in the line 1 table
3 Enter total number of other organizations listed inthe line 1table. . . . . . . . . . 0 i i i i 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.

JSA
8E1288 1.000
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SCHEDULE | Grants and Other Assistance to Organizations, | OmB No. 1545-0047
(Form 990) Governments, and Individuals in the United States 2018
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22. .

b » Attach to Form 990. Open to Public
epartment of the Treasury .
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization VETHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SOUTH TEXAS, | NC. 74-1287016

T4l General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants or assistance? . . . . . . . o i i i i 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.

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- ((fgo“gﬁtgﬁvog\é%'é?ggln (9) Description of (h) Purpose of grant
or government (if applicable) grant cash assistance g othér) ’ noncash assistance or assistance
(1) NUESTRA CLI NI CA DEL VALLE DENTAL SALARY SUPP.
801 W 1ST STREET SAN JUAN, TX 78589 74- 1721807 |[501(C)(3) 617, 945. & BEHAVI RAL HEALTH
(2) PECPLE'S COMMUNITY CLINIC | NTEGRATED BEHAVI O
1101 CAM NO LA COSTA AUSTIN, TX 78752 23-7087608 [501(C)(3) 183, 733. RAL HEALTH PROGRAM
(3) PILLAR
1403 NORTH SEYMOUR AVENUE LAREDO, TX 78040 27- 3656127 |[501(C)(3) 50, 000. COUNSELI NG SERVI CES
(4) PLANNED LI VING ASSI STANCE NETWORK OF CTR TX BEHAVI ORAL HEALTH
4110 GUADALUPE BLVD., #410 AUSTIN, TX 78751 |74-2861614 |501(C)(3) 36, 303. SERVI CES
(5) PLANNED PARENTHOOD OF SAN ANTONI O MWOMVEN S HEALTHCARE
2140 BABCOCK ROAD SAN ANTONI O, TX 78229 74-1297211 |[501(C)(3) 440, 650. SERVI CES
(6) THE PROSTHETI C FOUNDATI ON
5047 SHERRL ANN SAN ANTONI O, TX 78233 01- 0949598 [501(C)(3) 150, 000. DONATI ON
(7) PROYECTO DESARROLLO HUMANO I NC.
17617 SABAL PALM DRI VE PENI TAS, TX 78576 20- 5709276 |[501(C)(3) 38, 809. MELLNESS PROGRAM
(8) PROYECTO JUAN DI EGO, I NC. DI ABETES PROGRAMS &
2216 EDUARDO AVENUE BROWNSVI LLE, TX 78526 81- 0606967 [501(C)(3) 149, 617. COLLECTI VE | MPACT
(9) RAPHAEL COVMUNITY FREE CLINIC, | NC. | NTEGRATED BEHAVI O
1807 WATER STREET KERRVI LLE, TX 78028 74-2819628 |[501(C)(3) 206, 011. RAL HEALTH SERVI CES
(10) RESPITE CARE OF SAN ANTONI O
605 BELKNAP PLACE SAN ANTONI O, TX 78212 74-2467770 |[501(C)(3) 202, 500. IVEDI CAL SERVI CES
(11) RGVH E
1816 E. HARRI SON AVE. HARLI NGEN, TX 78550 36-4697880 [501(C)(3) 300, 000. OPERATI ONAL SUPPORT
(12) RO TX CONF OF THE UNI TED METHODI ST CHURCH PASTORAL HEALTH AND
16400 HUEBNER ROAD SAN ANTONI O, TX 78248 74- 1326672 |[501(C)(3) 587, 362. MELLNESS EDUCATI ON
2 Enter total number of section 501(c)(3) and government organizations listed intheline 1table . . . . . ... ... ... ... | 2
3 Enter total number of other organizations listed inthe line 1table. . . . . . . . . . 0 i i i i 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) (2018)
JSA
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Public Inspection Copy

SCHEDULE | Grants and Other Assistance to Organizations, | OmB No. 1545-0047
(Form 990) Governments, and Individuals in the United States 2018
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22. .

b » Attach to Form 990. Open to Public
epartment of the Treasury .
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization VETHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SOUTH TEXAS, | NC. 74-1287016

T4l General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants or assistance? . . . . . . . o i i i i 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.

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 (a)pd address of organization (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- ({gggﬁ%ﬁf?@'ﬁg&? (9) Description of (h) Purpose of grant
government (if applicable) grant cash assistance other) noncash assistance or assistance
(1) ROY MAAS YOUTH ALTERNATI VES | NC EVMERGENCY SHELTER &
3103 WEST AVENUE SAN ANTONI O, TX 78213 74-1914638 |[501(C)(3) 105, 199. PHYSI ATRI C SERVI CES
(2) RURAL ECONOM C ASSI STANCE LEAGUE | NC.
301 LUCERO ST. ALICE, TX 78332 74- 1784537 |[501(C)(3) 797, 740. OPERATI ONAL SUPPORT
(3) SAN ANTONI O CHRI STI AN DENTAL CLINIC DENTAL SERVI CES FOR
1 HAVEN FOR HOPE WAY SAN ANTONI O, TX 78207 74-2428161 |[501(C)(3) 400, 882. HOVELESS
(4) SAN ANTONI O CLUBHQOUSE, | NC.
6851 CI TI ZENS PARKWAY SAN ANTONI O, TX 78229 |82-0559940 (501(C)(3) 248, 317. OPERATI ONAL SUPPORT
(5) SAN ANTONI O FOOD BANK SOCI AL SVCS QUTREACH
5200 ENRI QUE BARRERA SAN ANTONI O, TX 78227 74-2122979 |[501(C)(3) 313, 494. & FOOD PANTRY
(6) SAN ANTONI O LI FETI ME RECOVERY
10290 SOUTHTON ROAD SAN ANTONI O, TX 78223 74- 1540097 |[501(C)(3) 77, 500. COUNSELI NG SERVI CES
(7) SAN ANTONI O METROPCOLI TAN M NI STRY | NTEGRATED HEALTH &
5254 BLANCO ROAD SAN ANTONI O, TX 78216 74-2285793 |[501(C)(3) 120, 856. MELLNESS PROGRAM
(8) SLEW I NC. IVENTAL HEALTH SVCS
12521 NACOGDOCHES RD. SAN ANTONI O, TX 78217 |42-1580967 |501(C)(3) 62, 500. FOR WOMVEN W CANCER
(9) SM THVILLE COWUNITY CLINIC
300 LYNCH STREET SM THVI LLE, TX 78957 20- 4515999 ([501(C) (3) 62, 356. IVEDI CAL SERVI CES
(10) SOUTH TEXAS RURAL HEALTH SERVI CE DENTAL SALARY &
611 THORNTON COTULLA, TX 78014 74-1905196 |[501(C)(3) 715, 608. BEHAVI ORAL HEALTH
(11) SU CLINICA FAM LI AR
1706 TREASURE HI LLS HARLI NGEN, TX 78550 74- 2357970 |[501(C)(3) 126, 020. OPERATI ONAL SUPPORT
(12) TEJAS HEALTH CARE | NTEGRATED HEALTH
753 EAST TRAVI S STREET LA GRANGE, TX 78945 75- 3260266 [501(C)(3) 279, 983. PROG. & DENTAL SVCS
2 Enter total number of section 501(c)(3) and government organizations listed intheline 1table . . . . . ... ... ... ... | 2
3 Enter total number of other organizations listed inthe line 1table. . . . . . . . . . 0 i i i i 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) (2018)
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SCHEDULE | Grants and Other Assistance to Organizations, | OmB No. 1545-0047
(Form 990) Governments, and Individuals in the United States 2018
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22. .

b » Attach to Form 990. Open to Public
epartment of the Treasury .
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization VETHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SOUTH TEXAS, | NC. 74-1287016

T4l General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants or assistance? . . . . . . . o i i i i 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.

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 (a)pd address of organization (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- ({gggﬁ%ﬁf?@'ﬁg&? (9) Description of (h) Purpose of grant
government (if applicable) grant cash assistance other) noncash assistance or assistance
(1) TEXAS A&M HEALTH SCI ENCE CENTER DI ABETES PREVENTI ON
209 N. WATER ST., CORPUS CHRI STI, TX 78401 74-2907553 [SCHOOL 301, 666. PROGRAM
(2) TEXAS A&M | NTERNATI ONAL UNI VERSI TY
5201 UNIVERSI TY BOULEVARD LAREDO, TX 78041 74-1761398 [SCHOOL 2,639, 769. NURSI NG PROGRAM
(3) TEXAS A&M UNI VERSI TY COVMUNI TY HEALTH
400 HARVEY M TCHELL COLLEGE STAT., TX 77845 |74-6000531 |SCHOCL 78, 437. IMORKER PROGRAM
(4) TEXAS DI APER BANK ASSI STANCE FOR LOW
5415 BANDERA ROAD SAN ANTONI O, TX 78238 74-2886380 [501(C)(3) 249, 275. | NCOVE FAM LI ES
(5) TEXAS KI DNEY FOUNDATI ON DI ABETES SCREENI NG
45 NORTHEAST LOOP 410, SUITE 255, TX 78216 27- 4237653 |[501(C)(3) 31, 008. PROGRAMS
(6) TEXAS LUTHERAN UNI VERSI TY
1000 WEST COURT STREET SEGUIN, TX 78155 74-1109748 |[501(C)(3) 345, 622. NURSI NG PROGRAM
(7) THRIVEVELL CANCER FOUNDATI ON CANCER PATI ENT
4383 MEDI CAL DR SAN ANTONI O, TX 78229 26- 0371270 |[501(C)(3) 41, 704. TRANSPORT PROG
(8) THRU PROJECT
8103 BROADWAY SAN ANTONI O, TX 78209 46- 3961089 [501(C)(3) 10, 000. DONATI ON
(9) TIMONS M NI STRI ES
10501 S PADRE | SL. CORPUS CHRI STI, TX 78418 |31-1638327 |501(C)(3) 83, 733. IVEDI CAL/ DENTAL SVCS
(10) TRAVIS PARK UNI TED METHODI ST CHURCH
230 E. TRAVIS ST SAN ANTONI O, TX 78205 74- 1152600 |[501(C)(3) 11, 500. DONATI ON
(11) TROPI CAL TEXAS BEHAVI ORAL HEALTH
1901 SOUTH 24TH AVENUE EDI NBURG, TX 78539 74-1565510 |GOVERNMENT ENTI 742, 149. OPERATI ONAL SUPPORT
(12) UM ARMY, INC.
421 CANYON GAP ROAD W MBERLY, TX 78676 76- 0523343 [501(C)(3) 10, 000. DONATI ON
2 Enter total number of section 501(c)(3) and government organizations listed intheline 1table . . . . . ... ... ... ... | 2
3 Enter total number of other organizations listed inthe line 1table. . . . . . . . . . 0 i i i i 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) (2018)
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 2018
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22. .

b » Attach to Form 990. Open to Public
epartment of the Treasury .
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization VETHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SOUTH TEXAS, | NC. 74-1287016

T4l General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants or assistance? . . . . . . . o i i i i 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.

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- ((fgo“gﬁtgﬁvog\é%'é?ggln (9) Description of (h) Purpose of grant
or government (if applicable) grant cash assistance g othér) ’ noncash assistance or assistance

(1) UNI TED MEDI CAL CENTERS | NTEG HEALTHCARE &

2525 N. VETERANS BLVD. EAGLE PASS, TX 78852 |74-1993570 |501(C)(3) 263, 393. PROV. RECRUI TMENT
(2) UNIVERSI TY OF TEXAS RI O GRANDE VALLEY COLLABORATI VE
1201 W UNI VERSITY DR EDI NBURG, TX 78539 46-5292740 [SCHOOL 677, 874. IVEDI CAL CARE PROGRAM
(3) UNLV. OF TX HEALTH SCI. CTR AT HOUSTON DI ABETES PREV. PROG
7000 FANNI N STREET HOUSTON, TX 77030 74-1761309 [SCHOOL 1, 552, 596. CARE PROGRAM
(4) UNIV. OF TX HEALTH SCI ENCE CTR SAN ANTONI O IVEDI CAL/ DENTAL SVCS
7703 FLOYD CURL DRI VE SAN ANTONI O, TX 78229 |74-1586031 |SCHOCOL 1,715, 001. IVED STUDENT TRAI NI NG
(5) VIDA Y SALUD HEALTH SYSTEMS | NC. | NTEGRATED HEALTH
308 CESAR CHAVEZ AVE CRYSTAL CITY, TX 78839 |74-1715419 |501(C)(3) 161, 211. PROG. & DENTAL SVCS
(6) WESLEY COVMUNI TY CENTER HOVELESS CHI LDREN S
4015 MACARTHUR CORPUS CHRI STI, TX 78416 74- 1185657 [501(C)(3) 164, 214. PROGRAM
(7) VEST TEXAS COUNSELI NG & GUI DANCE | NC
242 NORTH MAGDALEN SAN ANGELO, TX 76903 75- 1561599 [501(C)(3) 577, 731. COUNSELI NG SERVI CES
(8) WOMEN I NVOL. | N NURTURING G VING SHARI NG BREAST CANCER
7500 US HWY 90 W SAN ANTONI O, TX 78227 74-2920912 |[501(C)(3) 217, 376. TREATMENT SUPPORT
(9) SOUTHWEST TEXAS REG ONAL ADVI SORY COUNCI L
7500 US HWY 90 W SAN ANTONI O, TX 78227 74-2896432 |[501(C)(3) 2,549, 022. OPERATI ONAL SUPPORT
(10)
(11)
(12)

2 Enter total number of section 501(c)(3) and government organizations listed intheline1table . . . . . . . .. . .. .. i i i i i i v i v | 2 99.

3 Enter total number of other organizations listed inthe line 1table. . . . . . . . . . 0 i i i i e e e e e e e e e e e e e e » 6.
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) (2018)
JSA
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METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Schedule | (Form 990) (2018) Page 2
eIl 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 (c) Amount of (d) Amount of (e) Method of valuation (book, (f) Description of non-cash assistance
recipients cash grant non-cash assistance FMV, appraisal, other)
1 ELECTRICI TY ASSI STANCE 377. 89, 013.
2 WATER ASSI TANCE 70. 14, 427.
3 RENT/ MORTGAGE ASS| STANCE 263. 113, 242.
4 HEALTHCARE PROGRAM ASS| STANCE 11. 2, 850.
5
6
7
e\ Supplemental Information. Provide the information required in Part |, line 2, Part Ill, column (b); and any other additional
information.

SCHEDULE |, PART |, LINE 2:

DESCRI PTI ON OF ORGANI ZATI ON' S PROCEDURE FOR MONI TORI NG THE USE OF GRANTS

THE GRANTEE IS G VEN A DI SBURSEMENT REQUEST FORM AT THE BEG NNI NG OF THE
FI SCAL YEAR TO USE I N REQUESTI NG FUNDS. WHEN A REQUEST | S SUBM TTED FOR
PAYMENT ( MONTHLY, QUARTERLY OR ANNUALLY) THE ACCOUNTANT REVI EWS AND

VERI FI ES EXPENSES BASED ON ACTUAL | NVO CES AND/ OR THE ORGANI ZATION S
GENERAL LEDGER. THE ORGANI ZATI ON S EXPENSES ARE VERI FI ED TO THE APPROVED
BUDCGET SUBM TTED W TH THE GRANT APPLI CATI ON. THE PAYMENT | NFORMATION | S

THEN ENTERED | NTO THE GRANT TRACKI NG SOFTWARE (d FTS).

Schedule | (Form 990) (2018)

JSA
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METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Schedule | (Form 990) (2018) Page 2
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 (c) Amount of (d) Amount of (e) Method of valuation (book, (f) Description of non-cash assistance
recipients cash grant non-cash assistance FMV, appraisal, other)

7

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

THE PROGRAM OFFI CER REVI EM6 REPCORTED GOALS AND OQUTCOVES FOR GRANT

COWVPLI ANCE. AFTER THE EXPENSES HAVE BEEN VERI FI ED AND DOCUMENTED, IT IS
SUBM TTED TO THE GRANTS ACCOUNTI NG MANAGER AND VP OF ACCOUNTI NG &
CONTROLLER FOR REVI EW AND APPROVAL. | F THE PAYMENT REQUEST | S GREATER
THAN OR EQUAL TO $10, 000, THE REQUEST REQUI RES CFO APPROVAL. THE PAYMENT
REQUEST IS THEN FORWARDED TO THE ACCOUNTS PAYABLE DEPARTMENT FOR PAYMENT.
A CHECK | S PROCESSED AND MAI LED TO THE GRANTEE. THE CHECK REQUEST | S
RETURNED TO THE ACCOUNTANT TO FILE IN A GRANT FOLDER. | N ADDI TION TO

THESE PROCEDURES, THE ACCOUNTANTS PERFORM SI TE VI SITS TO REVI EW PATI ENT

Schedule | (Form 990) (2018)

JSA
8E1504 1.000
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METHODI ST HEALTHCARE M NI STRI ES
Schedule | (Form 990) (2018)

Public Inspection Copy

74-1287016
Page 2

eIl 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.

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

FI LES OR EXPENSE BACKUP TO ENSURE THAT FUNDS ARE BEI NG USED

APPROPRI ATELY. EACH GRANTEE |'S AUDI TED EVERY YEAR OR EVERY OTHER YEAR

BASED ON THE TYPE OF GRANT TO ENSURE COWPLI ANCE W TH GRANT REQUI REMENTS.

JSA

8E1504 1.000
KL5721 1184 V 18-7.1F

60010216

Schedule | (Form 990) (2018)
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SCHEDULE J Compensatlon Information OMB No. 1545-0047
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees 2@1 8

» Complete if the organization answered "Yes" on Form 990, Part IV, line 23. o) bli
Department of the Treasury . P> Attach to Form 990. pen to Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization VETHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SQUTH TEXAS, | NC. 74-1287016

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 1a are checked, did the organization follow a written policy regarding payment
(e); Iraeiirr1‘r1bursement or provision of all of the expenses described above? If "No," complete Part Ill to
0=

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 filing organization used to establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part Ill.

- 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 IIl.

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 VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:

The organization? . . . . . i v i i i it 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
Any related organization? . . . . . . .. L L L 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 Ill.

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

The organization? . . . . . i v i i i it 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
Any related organization? . . . . . . .. L L L 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 Ill.

For persons listed on Form 990, Part VI, Section A, line 1a, did the organization provide any nonfixed
payments not described on lines 5 and 67 If "Yes," describeinPartlll. . . . ... ... ... ...........
Were any amounts reported on Form 990, Part VI, 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
N Part Il . . 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 e e

Yes No
1b
2
4a X
4b 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
8E1290 1.000
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METHODI ST HEALTHCARE M NI STRI ES 74-1287016

Schedule J (Form 990) 2018 Page 2
sElaql] 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 VII, 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 (ii) Bonus & incentive (iii) Other other deferred benefits B)I-DO) in column (B) reported
compensation compensation reportable compensation as difsrrrf%gg prior
compensation

MARK HOLI DAY 0) 139, 489. 0. 0. 10, 171. 21, 922. 171, 582. 0.
lDI RECTOR OF I T & SERVI CES (i) 0. 0. 0. 0. 0. 0. 0.
ANTHONY LOBASSO 0) 240, 830. 0. 14, 525. 17, 976. 20, 823. 294, 154. 0.
2CI-II EF FI NANCI AL OFFI CER (i) 0. 0. 0. 0. 0. 0. 0.
KEVI N MORI ARTY @) 299, 441. 25, 000. 7, 800. 12, 073. 16, 866. 361, 180. 0.
3PRESI DENT & CEO ( TERM 6/ 30) (i) 0. 0. 0. 0. 0. 0. 0.
GEORGE THOVAS 0) 249, 627. 0. 3, 235. 17, 980. 27,904. 298, 746. 0.
4CI-II EF OPERATI NG OFFI CER (i) 0. 0. 0. 0. 0. 0. 0.
CANH MARONEY- OM TADE @) 182, 750. 10, 000. 0. 17, 600. 38, 098. 248, 448. 0.
5VP OF CLI NI CAL OPERATI ONS (i) 0. 0. 0. 0. 0. 0. 0.
JENNI FER KNOULTON 0) 171, 253. 0. 0. 16, 214. 26, 891. 214, 358. 0.
QVP OF REGI ONAL CPERATI ONS (i) 0. 0. 0. 0. 0. 0. 0.
CYNTHI A MCCLOY [0) 175, 722. 0. 0. 16, 324. 21, 105. 213, 151. 0.
7VP OF ACCOUNTI NG & CONTROLLER (i) 0. 0. 0. 0. 0. 0. 0.
BRI DGET LAMVE- KERR 0) 154, 500. 0. 0. 10, 910. 11, 472. 176, 882. 0.
gD RECTOR CF HUVAN RESOURCES (i) 0. 0. 0. 0. 0. 0. 0.
MARCUS C. RANEY 0) 275, 964. 0. 19, 090. 13, 625. 21, 902. 330, 581. 0.
9PRES. & | NTERI M CEO ( 7/ 1- 9/ 30) (i) 0. 0. 0. 0. 0. 0. 0.

0]

10 (iv)

0]

11 (iv)

0]

12 (iv)

0]

13 (iv)

0]

14 (iv)

0]

15 (iv)

0]

16 (i)
Schedule J (Form 990) 2018
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METHODI ST HEALTHCARE M NI STRI ES 74-1287016

Schedule J (Form 990) 2018 Page 3

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.

Schedule J (Form 990) 2018

JSA
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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@1 8
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 ) .
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 VETHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SQUTH TEXAS, | NC. 74-1287016
FORM 990, PART I11, LINE 4D:

DESCRI PTI ON OF OTHER PROGRAM SERVI CES
OTHER PROGRAM SERVI CES OMNED AND OPERATED BY MHM FOR LOW | NCOVE AND

UNI NSURED PATI ENTS/ CLI ENTS | NCLUDE:

COVMUNI TY COUNSELI NG SERVI CES: COVMUNI TY COUNSELORS HELP PECPLE VWHO ARE
UNI NSURED, WHOSE EXI STI NG COVERAGE DOES NOT PROVI DE MENTAL HEALTH

SERVI CES BENEFI TS, ARE LOW | NCOVE AND LACK THE MONEY TO PAY FOR
COUNSELI NG SERVI CES, OR WHO WOULD NOT RECEI VE TREATMENT ANY OTHER WAY.
COUNSELI NG SERVI CES ARE PROVI DED BY TRAI NED, LI CENSED, PROFESSI ONAL,
COUNSELORS AND SOCI AL WORKERS | N LOCAL CHURCHES ACROSS THE RI O GRANDE

VALLEY, LAREDO, KERRVILLE AND THE COASTAL BEND.

COVMUNI TY HEALTH WORKERS OR PROMOTORES DE SALUD: COMMUNI TY HEALTH WORKERS
HAVE THE DI STI NCT ABILITY TO REACH VULNERABLE, LOW | NCOVE AND UNDERSERVED
MEMBERS OF THE COVMUNI TY THROUGH THEI R SPECI ALI ZED KNOW.EDGE OF THE
COVMUNI TI ES MHM SERVES AND THI ER UNI QUE ABI LI TY TO ENGAGE COVMUNI TY
MEMBERS AT A HANDS- ON LEVEL. COVMUNI TY HEALTH WORKERS SUPPORT HEALTH
EDUCATI ON AND PREVENTI ON EFFORTS AND BRI DGE ACCESS TO COVMUNI TY- BASED

HEALTH PROGRAMS AND ADVOCATES.

THE GET FIT (FAMLIES I N TRAINING PROGRAM | S A PREVENTI ON PROGRAM Al MED
AT AVERTI NG TYPE || DI ABETES, OBESI TY AND SEDENTARY LI FESTYLES, FOCUSI NG

ON CH LDREN AND FAM LI ES I N RURAL COVMUNI TI ES.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2018)
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Schedule O (Form 990 or 990-EZ) 2018 Page 2
Name of the organization METHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SQUTH TEXAS, | NC. 74-1287016

PARENTI NG PROCRAMS: DESI GNED TO HELP PARENTS AND GUARDI ANS LEARN
PARENTI NG SKI LLS SO THEY W LL BE MORE CONFI DENT AND MORE COVPETENT
LEADERS W THIN THI ER FAM LI ES. PROGRAMS | NCLUDE: MELD; PARENTS HELPI NG

PARENTS; PARENTS AS TEACHERS; AND THE NURTURI NG PARENTI NG PROGRANG®.

I N ADDI TION TO THE MEDI CAL, DENTAL, AND BEHAVI CRAL HEALTH SERVI CES
| DENTI FI ED UNDER PROGRAM SERVI CE ACTIVITY #2, THE FOLLON NG PROGRAMS ARE

PARENTI NG PROCGRAMS:

DESI GNED TO HELP PARENTS AND GUARDI ANS LEARN PARENTI NG SKI LLS SO THEY
W LL BE MORE CONFI DENT AND MORE COMPETENT LEADERS W THI N THEI R FAM LI ES.
PROGRAMS | NCLUDE: MELD; PARENTS HELPI NG PARENTS; PARENTS AS TEACHERS; AND

THE NURTURI NG PARENTI NG PROGRAMS®.

RECREATI ON & ENRI CHVENT PROGRAMS: AVAI LABLE AT MHM S WESLEY HEALTH &
VELLNESS CENTER OFFERS YOUTH, ADULTS AND SENI ORS FREE, SAFE AND FUN
ACTIVI TI ES THAT PROMOTE HEALTH, WELLNESS AND LEARNI NG SKI LLS. PROGRAVS
CONSI ST OF YOUTH DEVELOPMENT PROGRAMS SUCH AS CAMP WESLEY, A FREE 8- VWEEK
SUMMVER CAMP FOR YOUTH AGES 6-18 AND ' LOS MARI ACH TOS DE WESLEY,' A FREE
CULTURAL ARTS PROGRAM FOR YOUTH AGES 6-18. THE YOUTH DEVELOPMENT PROGRAM
AT WESLEY HEALTH & WELLNESS CENTER IS A NEI GHBORHOOD RECREATI ON PROGRAM
AND IS NOT REGULATED BY STATE CHI LDCARE LI CENSI NG, AND | S NOT A DAY CARE
FACI LITY. ADULT PROGRAMM NG | NCLUDES EXERCI SE CLASSES, PARENT AND FAM LY

TRAI NI NGS AND COVMUNI TY- BASED SUPPORT GROUPS SUCH AS ALCOHCLI CS ANONYMOUS
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Name of the organization METHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SQUTH TEXAS, | NC. 74-1287016

AND THE COMMUNI TY JUSTI CE PROGRAM

HEALTH EDUCATI ON & NUTRI TI ON: OFFERED AT THE WESLEY HEALTH & WELLNESS
CENTER (WHWC) AND THE BI SHOP ERNEST T. DI XON, JR. CLINI C ARE DESI GNED TO
TEACH AND MODEL HEALTH AND WELLNESS THROUGH HEALTHY COOKI NG DI RECT
HEALTH EDUCATI ON W TH CLI ENTS AND THROUGH THE PROVI SI ON OF HEALTHY AND
NUTRI TI QUS MEALS PREPARED BY PROFESSI ONAL CULI NARY ARTI STS AT MHM S
WESLEY CAFE LOCATED AT WHWC. HEALTH EDUCATI ON | S OFFERED UNDER THE

DI RECTI ON OF REG STERED NURSES AND DI ETI Cl ANS AND |'S PRI MARI LY DESI GNED
FOR DI ABETI C CLI ENTS | N ONE- ON- ONE AND GROUP SETTI NGS, AND | NCLUDES

DI STRI BUTI ON OF GLUCOMETER STRIPS TO HELP MANAGE THEI R DI SEASE. THE
WESLEY CAFE PREPARES HEALTHY AND NUTRI TI OUS MEALS FOR THE CHI LDREN AND
GQUESTS OF THE WHWWC, AND SERVES AS AN EMERGENCY FOOD PANTRY AND BREAD LI NE

TO THOSE | N NEED.

FORM 990, PART VI, LINE 2:
FAM LY OR BUSI NESS RELATI ONSHI PS

JCE JOHNSTON (10% OANERSHI P) AND PENDLETON W CKERSHAM (51% OANERSHI P) ARE

PARTNERS I N A MEDI CAL DEVI CE COVPANY.

FORM 990, PART VI, LINE 11B:

PROCESS TO REVI EW THE FORM 990
THE FI NANCE COW TTEE REVI EW6 A DRAFT OF THE FORM 990 TAX RETURN AND
MAKES RECOMVENDATI ON TO THE FULL BOARD. AFTER THI S REVIEW THE TAX RETURN

I'S FORWARDED TO THE FULL BOARD FOR REVI EW AND ACCEPTANCE PRI CR TO FI LI NG

JSA Schedule O (Form 990 or 990-EZ) 2018
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Name of the organization METHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SQUTH TEXAS, | NC. 74-1287016

FORM 990, PART VI, LINE 12C
MONI TORI NG AND ENFORCEMENT OF COWVPLI ANCE W TH CONFLI CT OF | NTEREST POLI CY

ARTI CLE 7 OF THE BOARD S BYLAWS REQUI RE A CONFLI CTS OF | NTEREST POLI CY.
THE BOARD ADOPTED A POLI CY ON DECEMBER 10, 1997, ARTICLE VI OF WHI CH
REQUI RES ANNUAL STATEMENTS. THE POLICY | S ENFORCED AND THE RESULTS ARE
REPORTED ANNUALLY TO THE FI NANCE COVMM TTEE AND TO THE FULL BOARD OF

DI RECTORS.

FORM 990, PART VI, LINES 15A AND 15B:

PROCESS FOR DETERM NI NG COMPENSATI ON
LI NE 15A: PRESI DENT & CEO - PEARL MEYER & PARTNERS, LLC WAS RETAI NED TO
CONDUCT A TOTAL COWVPENSATI ON STUDY I N OCTOBER 2016. THE COVPLETE STUDY

WAS RECEI VED BY THE PERSONNEL COWM TTEE OF THE MHM BQOARD.

LI NE 15B: OFFI CERS AND KEY EMPLOYEES - PEARL MEYER & PARTNERS, LLC WAS
RETAI NED TO CONDUCT A TOTAL COVPENSATI ON STUDY I N OCTOBER 2016. THE

COVPLETE STUDY WAS RECEI VED BY THE PERSONNEL COWMM TTEE OF THE MHM BQARD.

FORM 990, PART VI, LINE 19:
PROCESS FOR MAKI NG DOCUMENTS AVAI LABLE TO THE PUBLI C

DOCUMENTS ARE CURRENTLY PROVI DED UPON REQUEST. THE FI NANCI AL STATEMENTS
AND TAX RETURNS ARE ALSO AVAI LABLE THROUGHOUT METHODI ST HEALTHCARE
M N TRIES WEBSI TE AT: MAM ORG>LI BRARY>FI NANCI AL STATEMENTS AND TAX

RETURNS.

FORM 990, PART X, LINE 9:

PARTNERSHI P EARNI NGS OF THE BOCKS $133, 041, 281
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Name of the organization METHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SQUTH TEXAS, | NC. 74-1287016
TAX PARTNERSHI P OF FORM 1065 ($129, 788, 785)
WPCC REVENUE $130, 427
WPCC EXPENSES ($4, 505, 554)
OTHER ($80, 527)
TOTAL ($1, 042, 104)
ATTACHVENT 1
FORM 990, PART 111, LINE 1 - ORGANI ZATION S M SSI ON

I N FURTHERANCE OF THE FOUNDERS' VI SI ON OF "SERVI NG HUMANI TY TO HONCR
GOD, " METHODI ST HEALTHCARE M NI STRI ES OF SOQUTH TEXAS, |INC. (MAM HAS
A TWO- FOLD M SSI ON, BOTH EQUALLY | MPORTANT: TO | MPROVE THE PHYSI CAL,
MENTAL, AND SPI RI TUAL HEALTH OF THOSE LEAST SERVED I N THE RI O TEXAS
CONFERENCE AREA OF THE UNI TED METHODI ST CHURCH, WHI CH CONSI STS OF 74
COUNTI ES ACROSS SCQUTH TEXAS; AND AS THE LOCAL HALF- OANER OF METHODI ST
HEALTHCARE SYSTEM (MHS) - THE LARGEST HEALTHCARE SYSTEM I N SOUTH
TEXAS - MMM IS COW TTED TO ENSURI NG MHS CONTI NUES TO BE A BENEFIT TO
THE COVMUNI TY BY PROVI DI NG QUALI TY CARE TO ALL AND CHARI TABLE CARE

VWHEN NEEDED.

ATTACHVENT 2

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

SINCE 1996, MHM HAS PROVI DED COMMUNI TY GRANTS TO PARTNERS THAT
SHARE IN I TS M SSI ON OF SERVI NG THE LEAST SERVED: LOW | NCOVE
FAM LI ES AND THE UNI NSURED, AND THAT ARE SUCCESSFULLY DELI VERI NG
HEALTHCARE AND SOCI AL SERVI CES TO THI' S POPULATI ON I N THEI R
RESPECTI VE COMVUNI TI ES THROUGHOUT SCOUTH TEXAS. SHORT- TERM GRANTS

I NCLUDE DI RECT SERVI CES TO PATI ENTS AS WELL AS CAPI TAL FUNDI NG FOR

JSA Schedule O (Form 990 or 990-EZ) 2018
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Name of the organization METHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SQUTH TEXAS, | NC. 74-1287016

ATTACHVENT 2 ( CONT' D)

CONSTRUCTI ON OF NEW ANDY OR RENOVATI ONS TO EXI STI NG FACI LI TI ES USED

FOR THE DELI VERY OF SERVI CES.

I N ADDI TI ON TO PROVI DI NG GRANTS, MHM WAS AWARDED A FEDERAL GRANT
BY THE SOCI AL | NNOVATI ON FUND (SIF), A PROGRAM OF THE CORPORATI ON
FOR NATI ONAL AND COVMUNI TY SERVI CE (CNCS) THAT COMBI NES PUBLI C AND
PRI VATE RESOURCES TO GROW THE | MPACT OF | NNOVATI VE,

COVMMUNI TY- BASED SCLUTI ONS THAT HAVE COWPELLI NG EVI DENCE OF

I MPROVI NG THE LI VES OF PEOCPLE | N LOW | NCOVE COMMUNI TI ES THROUGHOUT
THE UNI TED STATES. THROUGH THI' S GRANT MHM DEVELOPED THE Si TEXAS:
SOCI AL | NNOVATI ON FOR A HEALTH SOUTH TEXAS PRQIECT, FOCUSI NG ON

| NTEGRATED BEHAVI ORAL HEALTH MODELS THAT ARE EFFECTI VELY | MPROVI NG
HEALTH OUTCOMES | N SOUTH TEXAS COMMUNI TI ES W TH HI GH RATES OF
POVERTY, DEPRESSI ON, DI ABETES, OBESI TY, AND ASSOCI ATED RI SK

FACTORS.

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

SENDERO WEALTH MANAGEMENT I NVESTMENT MANAGER 645, 269.
250 W NOTTI NGHAM SUl TE 300
SAN ANTONI O, TX 78209

BALYASNY ASSET MANAGEMENT I NVESTMENT MANAGER 516, 182.
444 W LAKE STREET, 50TH FLOOR
CH CAGO, IL 60606

CARLSON CAPI TAL MANAGEMENT I NVESTMENT MANAGER 491, 288.
2100 MCKI NNEY AVE, STE 1800
DALLAS, TX 75201
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Name of the organization METHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SQUTH TEXAS, | NC. 74-1287016

ATTACHVENT 3 (CONT' D)

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

CHATHAM ASSET MANAGEMENT I N\VESTMENT MANAGER 412, 126.
26 MAIN ST., STE 204
CHATHAM NJ 07928

AFFI NI TI HEALTH, LLC I T CONSULTANT 381, 442.
5145 BRAVWNER PLACE
ALEXANDRI A, VA 22304
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METHODI ST HEALTHCARE M NI STRI ES 74-1287016
H H H OMB No. 1545-0047
(S%'E]DggLoE) R Related Organizations and Unrelated Partnerships | 2
» Complete if the organization answered "Yes" on Form 990, Part 1V, line 33, 34, 35b, 36, or 37. 2@1 8
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 VETHODI ST HEALTHCARE M NI STRI ES Employer identification number
OF SOUTH TEXAS, | NC. 74-1287016
Identification of Disregarded Entities. Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
@ (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) ® i
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:]‘trigl”?ed
Yes No
(1) RO TEXAS CONFERENCE OF THE URC 74- 1326672
CHURCH X 501(C) (3) |1 N A X
(2) VESLEY PRIWRRY CARE TLTNIC 74- 2784284
MEDI CAL SVCS | TX 501(C) (3) |12A-TYPE 1 |MHM X
3
4
(5
(6)
@)
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2018
JSA
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METHODI ST HEALTHCARE M NI STRI ES 74-1287016
Schedule R (Form 990) 2018 Page 2
Part Il 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) (e). ® ¢ (h) 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 Incgrrl]'lrzlgteelgted, income year assets alocatiors? | @amount in box 20 | managing | ownership
(state or excluded from of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512 - 514)
Yes| No Yes| No
(1) METHODI ST HEALTHCARE SYSTEM SA
SEE PART VI'| HOSPI TAL SYSTEM T N A RELATED 132, 311, 860. 823, 226, 740. X 0.] X 50. 0000
(2)
(3)
(4)
(5
(6)
(1)
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) (e) ® @ (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 ili(ttrjgl(ll?i)
country) entity?
Yes|No
1
(2)
(3)
(4)
©)]
(6)
(N
Schedule R (Form 990) 2018
JSA
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METHCODI ST HEALTHCARE M NI STRI ES 74-1287016
Schedule R (Form 990) 2018 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, lll, 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. . . . . . . . . . i i i i it i s 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) . . . . . . . . . . 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 e e ib| X
¢ Gift, grant, or capital contribution from related organization(s). . . . . . . . . . L L L 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 1lc X
d Loans or loan guarantees to or forrelated organization(s) . . . . . . . . L L L L L i 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 e e e e e 1d X
e Loans or loan guarantees by related organization(s) . . . . . . . . . i i i e e e e e e e e e e e e e le X
f Dividends from related organization(S) . . . . . . . .ttt e e e e e e e e e e e if X
g Sale of assetstorelated organization(s) . . . . . . . . L 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 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 i ittt ottt 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). . . . . . . . . . L 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 e e e e e e e e e e 1i X
j Lease of facilities, equipment, or other assets to related organization(s). . . . . . . . . o o i i i L e e e e e e e e e e e e e e e e e e e e 1| X
k Lease of facilities, equipment, or other assets from related organization(s) . . . . . . v v v v i v i i it e s 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 i it i i i i e e e e e e e e e e e e e 1l X
m Performance of services or membership or fundraising solicitations by related organization(s). . . . . . . . . v v i i i i it e e e e e e e e e e e e e 1m X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . . . . . . . . .t v i i i i i it i i e e e e s e e e e e e 1n X
o Sharing of paid employees with related organization(s) . . . . . . . . . i o 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 lo X
p Reimbursement paid to related organization(s) for expenses. . . . . .« . o L L L e e e e e e e e e e e e e e e e e e e 1p X
g Reimbursement paid by related organization(s) for expenses . . . . . . . o L L L e e e e e e e e e e e e e e e e e e e s 1q X
r Other transfer of cash or property to related organization(s) . . . . . . . . . . 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 e e ir | X
s Other transfer of cash or property from related organization(s). . . . . . . v i v i i i i i i i e e e e e e e e e e e e e ee 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) VESLEY PRI MARY CARE CLIN C R 4,294, 599. CASH

(2) R O TEXAS CONFERENCE OF THE UMC B 587, 362. CASH

(3) METHODI ST HEALTHCARE SYSTEM OF SA S 57, 500, 000. CASH

(4 METHODI ST HEALTHCARE SYSTEM OF SA J 84, 125. CASH

(5

(6)
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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 512514) [ yas | No Yes | No Yes | No

1)

(2)

(3

4)

(5)

(6)

@)

(8)

9

(10)

(11)

(12)

(13)

(14)

(15)

(16)

Schedule R (Form 990) 2018
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Schedule R (Form 990) 2018
@Ml Supplemental Information
Provide additional information for responses to questions on Schedule R. See instructions.

Page 5

SCHEDULE R, PART |11, LINE 1:
NAME: METHODI ST HEALTHCARE SYSTEM OF SAN ANTONI O
El N: 74-2730328

ADDRESS: 8109 FREDERI CKSBURG ROAD

SAN ANTONI O, TX 78229

Schedule R (Form 990) 2018
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