Form 990

(except black lung benefit trust or private foundation)

Department of the Treasury
Internal Revenue Service

Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code

> The organization may have to use a copy of this return to satisfy state reporting requirements.

OMB No. 1545-0047

2009

Open to Public Inspection

For the 2009 calendar year, or tax year beginning , 2009, and ending

’

B Cfckifapplicable: Pl C
Address change | 1RS label | SUMMIT HEALTHCARE ASSOCIATION
|| Name change oprint | (FKA NAVAPACHE HEALTH CARE ASSOC., INC.)
o e 12200 E SHOW LOW LAKE ROAD
— .t"t SHOW LOW, AZ 85901
ons.

Termination

Amended return

D Employer Identification Number

86-0320447

E Telephone number

928-537-4375

G Gross receipts $ 117, 095, 311.

F Name and address of principal officer: KURT LOVELESS
SAME AS C ABOVE
| Tax-exempt status |Y| 501(c) (3 )< (insert no.)

J  Website: » WWW.SUMMITHEALTHCARE.NET

Application pending

[ [4947@) 1) or [ ]527

H(c) Group exemption number

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

H(b) Are all affiliates included?
If 'No," attach a list. (see instructions)

>

Yes |X|No
Yes No

K Form of organization: |Y|Corporation |_| Trust |_| Association |_| Other ™

| L Year of Formation: 1 97 6

| M State of legal domicile: A7

[Partl | Summary
1 Briefly describe the organization's mission or most significant activites: =~ ACUTE CARE HOSPITAL
Q|
(4]
f=
6| | ————————— e
£
5| -
3| 2 Check this box » D if the organization discontinued its operations or disposed of more than 25% of its assets.
g 3 Number of voting members of the governing body (Part VI, line 1a) ............. ... ... . ... ........ 3 7
2 4 Number of independent voting members of the governing body (Part VI, line 1b). . ................ ... ... 4 7
€| 5 Total number of employees (Part V, line 2a) ... 5 829
£ | 6 Total number of volunteers (estimate if necessary) ... 6 197
< 7a Total gross unrelated business revenue from Part VIII, column (C), line 12............................. 7a 0.
b Net unrelated business taxable income from Form 990-T, line 34. ... .. ... ... . . . . . . .. . . . ... ............ 7b 0.
Prior Year Current Year
o | 8 Contributions and grants (Part VIII, line Th). ........................................ 281,7009. 183,970.
g 9 Program service revenue (Part VIII, line 2Q) .. .......... .. .. .. . ... .. 96,876,746.| 113,847,677.
2 | 10 Investment income (Part VIII, column (A), lines 3,4, and 7d)......................... 227,206. 1,796,412.
€ | 11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢, 10c, and 11e)................ 743,741. 1,015,583.
12 Total revenue — add lines 8 through 11 (must equal Part VIII, column (A), line 12). ... .. 98,129,402.| 116,843,642.
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3)......................
14 Benefits paid to or for members (Part IX, column (A), lined) .........................
» | 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10)... ... 41,339,116. 45,821,032.
é 16a Professional fundraising fees (Part IX, column (A), line 11e). ................ ... .....
[
&| b Total fundraising expenses (Part IX, column (D), line 25) » 62,096.
1]
17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24f) .. ....................... 48,320,083. 54,371,460.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25y . ............ 89,659,199. 100,192,492.
19 Revenue less expenses. Subtract line 18 from line 12 .. ... ... ... .. .......... 8,470,203. 16,651,150.
Eg Beginning of Year End of Year
g-‘-; 20 Total assets (Part X, line 16). ... ... ... . 114,969, 845. 130,719,529.
f% 21 Total liabilities (Part X, line 26). ... .. ... .. .. 45,559, 760. 44,717,789.
7]
22| 22 Net assets or fund balances. Subtract line 21 from line 20. .. ... ... ... . .. ... 69,410,085. 86,001, 740.
[Part Signature Block
Under penalties of perJur){, | 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 > |
Here Signature of officer Date
> KURT LOVELESS CFO
Type or print name and title.
_ Date Check R Sepying number
Pald Preparer's employed ™
Pre- si npature >
, 9 INGER SULLENGER, CPA
parers Fimis pame o TCA_PARTNERS, LLP
Only  |empoyed. » 1111 EAST HERNDON AVENUE, SUITE 211 en_> 20-2707086
Zpta " FRESNO, CA 93720 Phone no. > (559) 431-7708

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

|Y| Yes

|_|No

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

TEEAO0113L  12/29/09

Form 990 (2009)



Form 990 (2009) SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 2
[Partlll_| Statement of Program Service Accomplishments
1 Beriefly describe the organization's mission:

ACUTE CARE HOSPITAL

FOMM 990 OF 990-EZ7. ...\ttt et [] Yes No
If "Yes,' describe these new services on Schedule O.
3 Did the organization cease conducting, or make significant changes in how it conducts, any program services?........ D Yes No

If 'Yes,' describe these changes on Schedule O.

4 Describe the exempt purpose achievements for each of the organization's three largest program services by expenses. Section 501(c)(3)
and 501(c)(4) organizations and section 4947(a)(1) trusts are required to report the amount of grants and allocations to others, the total
expenses, and revenue, if any, for each program service reported.

4a (Code: ) (Expenses $ 78,084,396. including grants of $ ) (Revenue $ 113,847,677.)

SEE SCHEDULE O _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ o _____________
4b (Code: ) (Expenses $ including grants of ~ $ ) (Revenue $ )
4c (Code: ) (Expenses $ including grants of ~ $ ) (Revenue $ )

4d Other program services. (Describe in Schedule O.)
(Expenses $ including grants of ~ $ ) (Revenue $ )
4e Total program service expenses » 78,084,396.

BAA TEEAO0102L  07/20/09 Form 990 (2009)



Form 990 (2009) SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 3
[PartIV__ [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 . . .. 1 X
2 |Is the organization required to complete Schedule B, Schedule of Contributors? ............. .. ... . ... ... . ... ..... 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, Part |. ... ... .. . . . . . . . 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities? If 'Yes,' complete
Schedule C, Part 1L .. ... . . 4 X
5 Section 501(c)(4), 501(c)(5), and 501(c)(6) organizations.|s the organization subject to the section 6033(e) notice and
reporting requirement and proxy tax? If 'Yes,' complete Schedule C, Part Ill . ... ... .. ... . . . . . . . . .. . . ... . ... .. ... ... 5
6 Did the organization maintain any donor advised funds or any similar funds or accounts where donors have the right to
provide advice on the distribution or investment of amounts in such funds or accounts? If 'Yes,' complete Schedule D, : X
At |
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, Part Il........................... 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If 'Yes,'
complete Schedule D, Part lIl. .. ... . . . 8 X
9 Did the organization report an amount in Part X, line 21; serve as a custodian for amounts not listed in Part X;
or provide credit counseling, debt management, credit repair, or debt negotiation services? If 'Yes,' complete
Schedule D, Part V. ... . 9 X
10 Did the organization, directly or through a related organization, hold assets in term, permanent, or quasi-endowments? If
'Yes,' complete Schedule D, Part V. . .. . . 10 X
11 Is the organization's answer to any of the following questions 'Yes'? If so, complete Schedule D, Parts VI, VII, VI, IX, or
Xas applicable. . . .. . . 11 X
® Did the organization report an amount for land, buildings and equipment in Part X, line 10? If 'Yes,' complete Schedule
D, Part V.
® Did the organization report an amount for investments — other securities in Part X, line 12 that is 5% or more of its total
assets reported in Part X, line 16? If 'Yes,' complete Schedule D, Part VII. . ... ... .. .. . . . . . . . . . . . . . . . .. . . . ...
® Did the organization report an amount for investments— program related in Part X, line 13 that is 5% or more of its total
assets reported in Part X, line 16? If 'Yes,' complete Schedule D, Part VIl .. ... .. .. ... . . . . . . . . . . . . . . .. . . . .. .. ......
® 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 ... .. . . . . .
® Did the organization report an amount for other liabilities in Part X, line 25? If 'Yes,' complete Schedule D, Part X. ... .. ..
® Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organizaiton's liability for uncertain tax positions under FIN 487 If'Yes,' complete Schedule D, Part X .. ..............
12 Did the organization obtain separate, independent audited financial statement for the tax year? If 'Yes,' complete
Schedule D, Parts XI, XII, and XIII. . . . . .. 12 X
12A Was the organization included in consolidated, independent audited financial statement for the tax Yes | No
year? If 'Yes,' completing Schedule D, Parts X|, Xll, and X/l is optional.............................. 12 A 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 é;rantmaking, fundraising,
business, and program service activities outside the United States? If 'Yes,' complete Schedule F, Part|................ 14b X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any organization
or entity located outside the United States? If 'Yes,' complete Schedule F, Part Il ...... ... ... ... . ... .. . ... ........... 15 X
16 Did the organization report on Part X, column (A), line 3, more than $5,000 of aggregate grants or assistance to
individuals located outside the United States? /¥ 'Yes,' comp/ete Schedule F,PartIll. ... . . . . . 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 I......... . . . . . . . . . . . . 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 .. ... . . . . . . . 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 Ill. . .. . .. . . 19 X
20 Did the organization operate one or more hospitals? If 'Yes,' complete Schedule H. . ...... ... ... ... ... .. ... ......... 20 X
BAA TEEA0103L 02/12/10 Form 990 (2009)



Form 990 (2009) SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 4
[Part IV | Checklist of Required Schedules (continued)
Yes | No
21 Did the organization report more than $5,000 of grants and other assistance to governments and organizations in the
United States on Part X, column (A), line 1? If 'Yes,' complete Schedule I, Parts land Il ........... ... .............. 21 X
22 Did the organization report more than $5,000 of grants and other assistance to individuals in the United States on Part
IX, column (A), line 2? If 'Yes,' complete Schedule I, Parts [ and Ill. ... ... . . . . . . . . . . . . . . . . 22 X
23 Did the organization answer 'Yes' to Part VII, 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. . ... 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, and that was issued after December 31, 20027 If 'Yes,' answer lines 24b through 24d and
complete Schedule K. If 'No,'go to line 25. . . . . . 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? ................... 24b X
c Did the organization maintain an escrow account other than a refunding escrow at any time during the year to defease
any tax-exempt DONAS?. . ... . 24c X
d Did the organization act as an 'on behalf of' issuer for bonds outstanding at any time during the year?. .................. 24d X
25a Section 501(c)(3) and 501(c)(4) organizations.Did the organization engage in an excess benefit transaction with a
disqualified person during the year? If 'Yes,' complete Schedule L, Part I.......... .. . . . . . . . . . . . . . . . . . . . 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? [f 'Yes,' complete
Schedule L, Part | ... ... . 25b X
26 Was a loan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization's tax year? If 'Yes,' complete Schedule L, Part Il. ... .. .. 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor, or a grant selection comittee member, or to a person related to such an individual? /f 'Yes,' complete
Schedule L, Part 111 ... . 27 X
28 Was the organization a party to a business transation 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. ... . 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee of the organization (or a family member)
was an officer, director, trustee, or direct or indirect owner? If 'Yes," complete Schedule L, Part IV...................... 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If 'Yes,' complete Schedule M. ............... 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified conservation
contributions? If 'Yes,' complete Schedule M . . ... . . . . 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 1L . ... . 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, Part | ....... .. . . . . . . . . 33 X
34 Was the organization related to any tax-exempt or taxable entity? If 'Yes,' complete Schedule R, Parts I, Ill, IV, and V, X
€ 34
35 |Is any related organization a controlled entity within the meaning of section 512(b)(13)? If 'Yes,' complete Schedule R,
Part V, N 2 . . 35 X
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related
organization? If 'Yes,' complete Schedule R, Part V, line 2. .. ... . . . . . . . 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 11 and 197
Note. All Form 990 filers are required to complete Schedule O. ... ... .. . . . 38 X
BAA Form 990 (2009)

TEEAQ0104L 02/12/10



Form 990 (2009) SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 5
[PartV__ [Statements Regarding Other IRS Filings and Tax Compliance

Yes | No
1a Enter the number reported in Box 3 of form 1096, Annual Summary and Transmittal of U.S.
Information Returns. Enter -0- if not applicable .. ....... .. .. .. .. . . . . . .. .. . .. .. .. ... ... la 133
b Enter the number of Forms W-2G included in line Ta. Enter -0- if not applicable............ 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
(gambling) winnings to pPrize WINNErS? .. . . 1c| X
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 829
2b 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 this return. (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year covered by
thiS FBIUIN T L 3a X

b If 'Yes' has it filed a Form 990-T for this year? If ‘No,' provide an explanation in Schedule O............................ 3b

4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a
financial account in a foreign country (such as a bank account, securities account, or other financial account)?........... 4a X

b If 'Yes,' enter the name of the foreign country: »

See the instructions for exceptions and filing requirements for Form TD F 90-22.1, Report of Foreign Bank and
Financial Accounts.

5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year?..................... 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

Tax Shelter Transaction? . .. ... 5¢

solicit any contributions that were not tax deductible?. . ... ... .. 6a X

b If 'Yes,' did the organization include with every solicitation an express statement that such contributions or gifts were not
dedUCtible? Lo 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 t0 the payor? .. . ... . . 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

B oI 82827, 7c X
d If 'Yes,' indicate the number of Forms 8282 filed during the year. ................... ... ... | 7d|
e Did the organization, during the year, receive any funds, directly or indirectly, to pay premiums on a personal

benefit CONtract?. .. ... . . 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . .............. 7f X
g For all contributions of qualified intellectual property, did the organization file Form 8899 as required? .. ................. 79
h For contributions of cars, boats, airplanes, and other vehicles, did the organization file a Form 1098-C as required?. ... ... 7h

8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting organizationsDid the
supporting organization, or a donor advised fund maintained by a sponsoring organization, have excess business

holdings at any time during the year? . .. ... 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section 49667. ... ... ... .. . ... 9a
b Did the organization make any distribution to a donor, donor advisor, or related person? .............. .. ... ... ... ..., 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIII, line 12................... ... 10a
b Gross Receipts, included on Form 990, Part VI, line 12, for public use of club facilities. . . .. 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from other members or shareholders ........... ... ... ... ... ... .. ... 11a
b Gross income from other sources (Do not net amounts due or paid to other sources against
amounts due or received fromthem.). ... ... ... 11b
12a Section 4947(a)(1) nonexempt charitable trusts. Is the organization filing Form 990 in lieu of Form 104172 ............... 12a
b If 'Yes,' enter the amount of tax-exempt interest received or accrued during the year ....... | 12b|
BAA Form 990 (2009)

TEEAQ0105L 02/12/10



Form 990 (2009) SUMMIT HEALTHCARE ASSOCIATION 86-0320447 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.

Section A. Governing Body and Management

Yes | No
1a Enter the number of voting members of the governingbody .............................. 1a 7
b Enter the number of voting members that are independent................... ... ........ 1b 7
2 Did any officer, director, trustee, or key employee have a fam”ﬁ relationship or a business relationship with any other
officer, director, trustee or key employee?. . . .. SEE . SCHEDULE. O... .. . ... . . . . 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? .. SEE. .SCH..O......... 3 X
4 Did the organization make any significant changes to its organizational documents 4 X
since the prior Form 990 was filed?. . .. ...
5 Did the organization become aware during the year of a material diversion of the organization's assets? .. ............... 5 X
6 Does the organization have members or stockholders? ... ... . . . . . 6 X
7a Does the organlzation have members, stockholders, or other persons who may elect one or more members of the
QOVEINING DOy 2. . . 7a X
b Are any decisions of the governing body subject to approval by members, stockholders, or other persons? ............... 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by
the following:
aThe governing body 2. . .. .. 8a| X
b Each committee with authority to act on behalf of the governing body? ... ... ... . ... . . . . .. 8b| X
9 s there any officer, director or trustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization's mailing address? If 'Yes,' provide the names and addresses in Schedule O.............................. 9 X

Section B. Policies (This Section B requests information about policies not required by the Internal
Revenue Code.)

Yes | No
10a Does the organization have local chapters, branches, or affiliates?. ... ... .. ... ... . . 10a X
b If 'Yes,' does the organization have written policies and procedures governing the activities of such chapters, affiliates,
and branches to ensure their operations are consistent with those of the organization?............... ... ... .. ... ... .. 10b
11 Has the organization provided a copy of this Form 990 to all members of its governing body before filing the form? .. ... .. 11 X
11ADescribe in Schedule O the process, if any, used by the organization to review this Form 990. SEE SCHEDULE O
12a Does the organization have a written conflict of interest policy? If ‘No," goto line 13 ......... .. ... ... .. .. ... .. ......... 12a] X
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give rise
i 12b| X
c Does the organization regularly and consistently monitor and enforce compliance with the policy? If 'Yes,' describe in
Schedule O how this is done. ... ... SEE . SCHEDULE. .O. . ..ot 12¢| X
13 Does the organization have a written whistleblower policy?. ... .. ... . . 13 X
14 Does 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 management official . .............. .. ... . . .. . 15a] X
b Other officers of key employees of the organization. . .. SEE . SCHEDULE. O.. ... ... ... ... ... ... ... ... ... ......... 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 a taxable
entity dUring the year? ... .. . 16a] X
b If 'Yes,' has the organization adopted a written policy or procedure requiring the organization to evaluate its participation
in joint venture arrangements under applicable federal tax law, and taken steps to safeguard the organization's exempt
status with respect to such arrangements? ... ... ... 16b X

Section C. Disclosures

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

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

E Own website E Another's website Upon request

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

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

» CARTE L. POGUE, CONTROLLER 2200 E SHOW LOW LAKE ROAD SHOW LOW AZ 85901 928-537-6306

BAA Form 990 (2009)
TEEAOT06L 02/05/10



Form 990 (2009) SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 7

Part VIl | Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors

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

Ta Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organizations's tax year. Use Schedule J-2 if additional space is needed.

® | ist 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.

® |ist all of the organization's current key employees. See instructions for definition of 'key employees.'

® |ist 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.

® | ist 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.

® | st 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.

D Check this box if the organization did not compensate any current officer, director, or trustee.

A) (B) (©) (D) (E) (F)
Name and Title Aﬁg[ﬁge Position (check all that apply) Reportable Reportable Estimated
perweek [ 25 [ 219z [32[ 5] “Teosancaton romte orgamatians penaation,
sl 2|85 8% 3 (W-2/1099-MISC) (W-2/1099-MISC) from the
NN R veiated
) § % % § organizations
SEE SCHEDULE O E £
NEAL THOMPSON _ ________ |
CHATRMAN 4 X 8,550. 0. 876.
PAUL WATSON __ |
VICE CHAIRMAN 4 X 6,150. 0. 0.
ROMA LEE HIATT ________ |
SECRETARY 4 X 6,150. 0. 13,668.
JOHN CORDER |
BOARD MEMBER 4 X 6,150. 0. 0.
TRAVIS MERRILL |
BOARD MEMBER 4 X 6,150. 0. 0.
THOMAS PAXMAN, D.O. _ ___ |
BOARD MEMBER 4 X 5,900. 0. 14,976.
“TERRENCE JONES_CAVANAUGH _|
BOARD MEMBER 4 X 8,883. 0. 16,385.
STEPHEN HUEY |
CFO 40 X 170,003. 0. 22,381.
ROBIN CONKLIN _________ |
CNO 40 X 167,427. 0. 25,601.
SNEHAL G THAKKAR MD |
PHYSICIAN 40 X 505, 648. 0. 12,029.
VICTOR R HENDERSON MD _ |
PHYSICIAN 40 X 382, 695. 0. 35,634.
MITCHELL A MAJOR MD _ |
PHYSICIAN 40 X 291,818. 0. 15,621.
DAVID J FINDLAY MD |
PHYSICIAN 40 X 167,634. 0. 10,671,
ELLEN SKELTON _________ |
RN 40 X 155,284. 0. 21,144,
GREG BUTLER |
FORMER BOARD MEMBER 0 X 0. 0. 10,813.
NORRIS BALDWIN _ |
FORMER BOARD MEMBER 0 X 0. 0. 13,969.

BAA TEEAO0107L  11/10/09 Form 990 (2009)



Form 990 (2009) SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 8
| Part VIl | Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (cont.)
A) (B) (c) (D) (E) (F)
Name and Title Al\jlerage Position (check all that apply) Reportable Reportable Estimated
ours - F— T — o | = o =] = | compensation from compensation from amount of other
per week o 2l 2 Z2|a@ 2&| 8 the or%anization related or%anizations compensation
S22 |5 B3 3| W2T00mso (W-2/1099-MISC) from the
el ==~ |3 KA X organization
g8 3 T 8 a and related
T B & g organizations
o e @ k]
2 ¢ @ @
D & 3
of & z
¢ &
ThTotal. . ... > |1,888,442. 0. 213,768.

2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 in 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 such individual. . ....... ... . . . . . . . . . 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? /f 'Yes' complete Schedule J for such

INGIVIAUAL. . . . 4 X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization for services

rendered to the organization? If 'Yes,' complete Schedule J for such person........... ... ... ... ... .................. 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.

(B) ©)

(A)
Name and business address Description of Services

Compensation

HEART CENTER OF NORTHEASTERN ARIZONA PO BOX 1360 SHOW LOW, AZ 85902 |CATH LAB SVCS

1,133,743.

BRIM HEALTHCARE PO BOX 636426 CINCINNATI, OH 45263 MANGEMENT SVCS 761,792.
WHITE MOUNTAIN PHYSICAL THERAPY 201 S 1ST EAST SNOWFLAKE, AZ 85937 PHYS THERAPY SVCS 649, 383.
LOCUMTENENS.COM LLC PO BOX 405547 ATLANTA, GA 30384 ANESTHESIOLOGIST SVC 639,979.
CLIN-PATH ASSOCIATES PC 1255 W WASHINGTON ST TEMPE, AZ 85281 PATHOLOGY SVCS 593, 689.

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 » 14

BAA TEEA0108L 01/30/10

Form 990 (2009)



Form 990 (2009)

SUMMIT HEALTHCARE ASSOCIATION

86-0320447

Page 9

[Part VIIl| Statement of Revenue

A)
Total revenue

(B)
Related or
exempt
function
revenue

©)
Unrelated
business
revenue

(D)
Revenue
excluded from tax
under sections
512, 513, or 514

CONTRIBUTIONS, GIFTS, GRANTS
AND OTHER SIMILAR AMOUNTS

1a Federated campaigns.......... LE]

b Membership dues............. 1b

¢ Fundraising events. ........... 1c

76,642,

d Related organizations 1d

e Government grants (contributions). . . . .

-

All other contributions, gifts, grants, and
similar amounts not included above. . . . 1f

107,328.

g Noncash contribns included in Ins 1a-1f; . ... $

h Total. Add lines Ta-1f ............ ...

183,970.

PROGRAM SERVICE REVENUE

Business Code

ALL OTHER PAYORS REVENUE

55,057,494.

55,057,494.

49,600,617.

49,600,617.

9,189, 566.

9,189, 566.

All other program service revenue . ..

Total. Add lines2a-2f . ................ ...

1138476717.

OTHER REVENUE

10a Gross sales of inventory, less returns

3 Investment income (including dividends, inte
other similar amounts). .. .................

4 Income from investment of tax-exempt bond
5 Royalties................ ... ... ..

rest and

proceeds. ™

1,831,393.

1,831,393.

(i) Real

(ii) Personal

6a Gross Rents. .........

67,145.

b Less: rental expenses .

¢ Rental income or (loss) . . .. 67,145.

d Net rental income or (loss). . ...........

\

67,145.

67,145.

i) Securities
7a Gross amount from sales of ®

(ii) Other

assets other than inventory. .

202,593.

b Less: cost or other hasis
and sales expenses . . ... ..

237,574.

c Gainor (loss).........

-34,981.

d Netgainor (loss)........................

-34,981.

-34,981.

8a Gross income from fundraising events
(not including. $ 76,642

of contributions reported on line 1c).
See Part IV, line18................ a

b Less: direct expenses . ............. b

¢ Net income or (loss) from fundraising events

9a Gross income from gaming activities.
See Part IV, line19................ a

b Less: direct expenses . ............. b

¢ Net income or (loss) from gaming activities.

and allowances. ................... a

b Less: cost of goods sold............ b

¢ Net income or (loss) from sales of inventory

Miscellaneous Revenue

Business Code

11a CAFETERIA

387,294.

387,294.

223,798.

223,798.

210,462.

210,462.

126,884.

126,884.

948,438.

116843642.

114408821.

2,250,851,

BAA

TEEAQ0109L 02/12/10

Form 990 (2009)



Form 990 (2009)

SUMMIT HEALTHCARE ASSOCIATION

86-0320447 Page 10

[Part IX | Statement of Functional Expenses

Section 501(c)(3) and 501(c)(4) organizations must complete all columns.

All other organizations must complete column (A) but are not required to complete columns (B), (C), and (D).

(B) ©) (D)
Do not include amounts reported on lines Total expenses Program service Management and Fundraising
6b, 7b, 8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to governments
and organizations in the U.S. See Part IV,
line 21. ...
2 Grants and other assistance to individuals in
the U.S. See Part IV, line22 ................
3 Grants and other assistance to governments,
organizations, and individuals outside the
U.S. See Part IV, lines15and 16............
4 Benefits paid to or for members. . ......... ...
5 Compensation of current officers, directors,
trustees, and key employees. . ............... 479,250. 0. 479,250. 0.
6 Compensation not included above, to
disqualified persons (as defined under
section 4958(f)(1) and persons described in
section 4958(C)B3)(B) . .. ..o 24,782. 0. 24,782. 0.
7 Other salariesand wages . .................. 33,855,579. 26,350,033. 7,453,919. 51,627.
Pension plan contributions (include section
401(k) and section 403(b) employer
contributions). . ........ ... 1,024,872. 797,637. 224,974, 2,261.
9 Other employee benefits. . .................. 7,960,485, 6,208,382. 1,752,103.
10 Payrolltaxes.............................. 2,476,064. 1,926,868. 543,475. 5,721.
11 Fees for services (non-employees) ...........
aManagement ............... ... ... 723,684. 723,684.
blegal..........ooii 697,468. 697,468.
c Accounting. . ...t 40,000. 40,000.
dlobbying.......... ... ... .
e Prof fundraising svcs. See Part IV, In 17.... . ..
f Investment management fees. ............... 73,759. 73,759.
gOther. .. ... ... ... ... 5,517,543. 4,301,744. 1,213,312. 2,487.
12 Advertising and promotion. .. ................ 509,527. 509,527.
13 Officeexpenses. . ..........................
14 Information technology. .....................
15 Royalties.......... ... ... ... ...
16 OCCUPANCY. . ..........cooiiii . 1,334,633. 1,041,014. 293,619.
17 Travel ... 94,157. 94,157.
18 Payments of travel or entertainment
expenses for any federal, state, or local
public officials . . ............ ... ... ... ... ...
19 Conferences, conventions, and meetings. . . . .. 245,360. 245,360.
20 Interest............. .. ... 1,807,728. 1,807,728.
21 Payments to affiliates. . ................ .. ...
22 Depreciation, depletion, and amortization. . . . .. 5,303,137. 4,136,447. 1,166,690.
23 INSUMANCE. .. ..o 1,784,171. 1,784,171.
24 Other expenses. Itemize expenses not
covered above. (Expenses grouped together
and labeled miscellaneous may not exceed
5% of total expenses shown on line 25
below.) ... ... ...
a SUPPLIES 19,151,531. 17,076,895. 2,074,636.
b BAD DEBT 8,424,039. 8,424,039.
c PROFESSIONAL FEES 3,282,282. 3,282,282.
d EQUIPMENT RENT & MAINTENANCE 3,045,033. 3,045,033.
e PHYSICIAN RECRUITMENT 1,494,022, 1,494,022,
f All other expenses . ........................ 843, 386. 843, 386.
25 Total functional expenses. Add lines 1 through 24f . . . . .. 100,192,492. 78,084,396. 22,046,000. 62,096.
26 Joint costs. Check here » D if following
SOP 98-2. Complete this line only if the
organization reported in column (B) joint
costs from a combined educational
campaign and fundraising solicitation. ... ... ..
BAA Form 990 (2009)

TEEAO0110L

02/05/10



Form 990 (2009) SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 11
|Part X | Balance Sheet
G (B)
Beginning of year End of year
1 Cash — non-interest-bearing . ................ ... . . ... 411,254.| 1 -285,734.
2 Savings and temporary cash investments. . ........... .. ... 8,811,412.| 2 24,839,338.
3 Pledges and grants receivable, net ........ ... 3
4 Accounts receivable, Net. .. ... .. 12,725,153.| 4 13,852,011.
5 Receivables from current and former officers, directors, trustees, key employees,
and highest compensated employees. Complete Part Il of Schedule L ............ 5
6 Receivables from other disqualified persons (as defined under section 4958(f)(1))
A and persons described in section 4958(c)(3)(B). Complete Part Il of Schedule L . .. 6
s 7 Notes and loans receivable, net . .......... ... . 224,329.] 7 90, 457.
E 8 Inventories for sale or USe . .. ..o 1,669,119.| 8 1,990,780.
s | 9 Prepaid expenses and deferred charges. . ...................... ... ........... 359,479.| 9 391, 848.
10a Land, buildings, and equipment: cost or other basis.. | 10a|] 102,852, 020.
Complete Part VI of Schedule D
b Less: accumulated depreciation.................... 10b 40,105,163. 63,737,317.| 10¢c 62,746,857.
11  Investments — publicly-traded securities. .. .............. .. ... ... .. ... ... ... 21,894,538.| 11 23,270,985.
12 Investments — other securities. See Part IV, line 11 .......... ... ... ... .. ... ... 12
13 Investments — program-related. See Part IV, line 11............................ 13
14 Intangible assets. ... ... .. 14
15 Other assets. See Part IV, line 11 .. .. oo 5,137,244.| 15 3,822,987.
16 Total assets. Add lines 1 through 15 (must equal line 34). ....... ... .. .. ... . ... 114,969,845.| 16 130,719,529.
17 Accounts payable and accrued eXpenses. . .................. . 7,454,883.| 17 7,091,995,
18 Grants payable . . ... ... . 18
19 Deferred revenue . ... .. 19
L1 20 Tax-exempt bond liabilities. ... ... ... 37,831,969.| 20 36,709,233.
é 21 Escrow or custodial account liability. Complete Part IV of Schedule D............ 21
,'_ 22 Payables to current and former officers, directors, trustees, key employees,
_:_ highest compensated employees, and disqualified persons. Complete Part |l
|!: of Schedule L . ... . 22
s | 23 Secured mortgages and notes payable to unrelated third parties ................. 23
24 Unsecured notes and loans payable to unrelated third parties. . ................ .. 24
25 Other liabilities. Complete Part X of Schedule D. . .............................. 272,908.| 25 916,561.
26 Total liabilities. Add lines 17 through 25. . ... ... ... ... .. .. ... ... .. .. ... 45,559,760.| 26 44,717,789.
N Organizations that follow SFAS 117, check here > and complete lines
T 27 through 29 and lines 33 and 34.
8127 Unrestricted net @ssets. . . ... ..o oo 68,818,791.| 27 85,411,115.
E 28 Temporarily restricted netassets ............... ... ... ... 591,294.| 28 590, 625.
S| 29 Permanently restricted net assets. . ........... . 29
R Organizations that do not follow SFAS 117, check here > D and complete
1 lines 30 through 34.
B30 Capital stock or trust principal, or current funds . ............. ... ... . ... .. 30
B 31 Paid-in or capital surplus, or land, building, and equipment fund ............... .. 31
',; 32 Retained earnings, endowment, accumulated income, or other funds ............. 32
c'é 33 Total net assets or fund balances. . ...... ... 69,410,085.]| 33 86,001, 740.
S| 34 Total liabilities and net assets/fund balances. .............. ... ... ... ... ... ..... 114,969,845.| 34 130,719,529.
BAA Form 990 (2009)

TEEAO111L 01/30/10



Form 990 (2009) SUMMIT HEALTHCARE ASSOCIATION 86-0320447

Page 12

|Part Xl | Financial Statements and Reporting

1 Accounting method used to prepare the Form 990: D Cash Accrual D Other

If the organization changed its method of accounting from a prior year or checked 'Other,"' explain
in Schedule O.

b Were the organization's financial statements audited by an independent accountant? .................. . ... ... ... ... ..
c If 'Yes' to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the audit,

If the organization changed either its oversight process or selection process during the tax year, explain
in Schedule O.

d If 'Yes' to line 2a or 2b, check a box below to indicate whether the financial statements for the year were issued on a

Separate basis D Consolidated basis D Both consolidated and separate basis
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the Single

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. ...................... ... ...

Yes | No

2a X

2b| X

2c| X

3a X

3b

BAA

TEEAO0112L  02/05/10

Form 990 (2009)



OMB No. 1545-0047

SR DL e Public Charity Status and Public Support 2009

Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1)

nonexempt charitable trust. Open to Public

Pn?S?n’;T“SZ‘Vé’LSZ%E’S?Se“ Y > Attach to Form 990 or Form 990-EZ. > See separate instructions. Inspection
Name of the organization SUMMIT HEALTHCARE ASSOC IATION Employer identification number
(FKA NAVAPACHE HEALTH CARE ASSOC., INC.) 86-0320447

[Part | |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 11, check only one box.)

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

2 . A school described in section 170(b)(1)(A)(ii). (Attach Schedule E.)

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

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

name, city, and state:

5 D An organization operated for the benefit of a college or university owned or operated by a governmental unit described in section
170(b)(1)(AXiv). (Complete Part Il.)

6 A federal, state, or local government or governmental unit described in section 170(b)(1)(A)V).
An organization that normally receives a substantial part of its support from a governmental unit or from the general public described
in section 170(b)(1)(A)vi). (Complete Part I1.)

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

9 D An organization that normally receives: (1) more than 33-1/3 % 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 33-1/3 % 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 I11.)

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

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

al |Typel b [ |Type I ¢ [ ] Type Il — Functionally integrated d[ | Type lii— Other
e By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified persons other
than foundation managers and other than one or more publicly supported organizations described in section 509(a)(1) or section
509(a)(2).
f If the organization received a written determination from the IRS that is a Type |, Type Il or Type Ill supporting organization, D
CheCK this DOX . . ..
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the following persons?
Yes | No
(i) a person who directly or indirectly controls, either alone or together with persons described in (ii) and (iii)
below, the governing body of the supported organization?. ... ... .. .. ... ... . . ... .. ... 11g (i)
(ii) a family member of a person described in (i) above?. ... ... . .. 11 g (ii)
(iii) a 35% controlled entity of a person described in (i) or (i) above? ... ... . ... .. ... 11 g (iii)
h Provide the following information about the supported organizations.
(i) Name of Supported (ii) EIN (i) Type of organization (iv) Is the (v) Did you notify (vi) Is the (vii) Amount of Support
Organization (described on lines 1-9 organization in col. | the organization in | organization in col.
above or IRC section (gl) listed in your col. (i) of (i) organized in the
(see instructions)) overning your support? u.s.?
ocument?
Yes No Yes No Yes No
Total
BAA For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990 or 990-EZ) 2009

TEEA0401L  02/05/10



Schedule A (Form 990 or 990-EZ) 2009

SUMMIT HEALTHCARE ASSOCIATION

86-0320447

Page 2

Part Il |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 |.)

Section A. Public Support

Calendar year (or fiscal year
beginning in) >

1

6

Gifts, grants, contributions and
membership fees received. (Do
not include 'unusual grants.'). ..

Tax revenues levied for the
organization's benefit and
either paid to it or expended
onitsbehalf .................

The value of services or
facilities furnished to the
organization by a governmental
unit without charge. Do not
include the value of services or
facilities generally furnished to
the public without charge. ... ..

Total. Add lines 1-through 3 . ..

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 (). ..

Public support. Subtract line 5
fromlined...................

(a) 2005 (b) 2006

() 2007

(d) 2008 (e) 2009

(H Total

Section B. Total Support

Calendar year (or fiscal year
beginning in) >

7
8

10

11

12
13

Amounts from line4..........

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

Net income from unrelated
business activities, whether or
not the business is regularly
carriedon. ...................

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

Part V).

Total support. Add lines 7
through 10...................

Gross receipts from related activities, etc. (see instructions)

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

(a) 2005 (b) 2006

() 2007

(d) 2008 (e) 2009

(H Total

-

Section C. Computation of Public Support Percentage

14 Public support percentage for 2009 (line 6, column (f) divided by line 11, column (f)
15 Public support percentage from 2008 Schedule A, Part Il, line 14

............................ 14

%

............................. 15

%

16a 33-1/3 support test — 2009. If the organization did not check the box on line 13, and the line 14 is 33-1/3 % or more, check this box

and stop here. The organization qualifies as a publicly supported organization

b 33-1/3 support test — 2008. If the organization did not check a box on line 13, or 16a, and line 15 is 33-1/3% or more, check this box

and stop here. The organization qualifies as a publicly supported organization

17 a 10%-facts-and-circumstances test— 2009 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 IV how

the organization meets the 'facts-and-circumstances' test. The organization qualifies as a publicly supported organization

b 10%-facts-and-circumstances test— 2008. 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 IV how the
organization meets the 'facts-and-circumstances' test. The organization qualifies as a publicly supported organization.. .

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

gl
gl

gl

=

BAA

TEEA0402L 10/08/09

Schedule A (Form 990 or 990-EZ) 2009



Schedule A (Form 990 or 990-E2) 2009  SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 3
Part lll_| Support Schedule for Organizations Described in Section 509(a)(2)

(Complete only if you checked the box on line 9 of Part I.)
Section A. Public Support
Calendar year (or fiscal yr beginning in)> (a) 2005 (b) 2006 (c) 2007 (d) 2008 (e) 2009 (f) Total

1 Gifts, grants, contributions and
membershlp fees received. (Do
not include 'unusual grants.’).

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

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

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

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

6 Total. Add lines 1 through 5. . ..

7a Amounts included on lines 1,
2, 3 received from disqualified
PErsonS ............ooii...

b Amounts included on lines 2
and 3 received from other than
disqualified persons that
exceed the greater of 1% of
the amount on line 13 for the

8 Public support (Subtract line
7cfromline6.)...............
Section B. Total Support
Calendar year (or fiscal yr beginning in) > (a) 2005 (b) 2006 (c) 2007 (d) 2008 (e) 2009 (f) Total
9 Amounts fromline6..........

10a Gross income from interest,
dividends, payments received
on securities loans, rents,
royalties and income form
similar sources. ..............

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

c Add lines 10aand 10b........

11 Net income from unrelated business
activities not included inline 10b,
whether or not the business is
regularly carriedon. . .............

12 Other income. Do not include

gain or loss from the sale of
capital assets (Explain in

PartIV.))........ . o
13 Total support. (add Ins 9, 10c, 11, and 12.)
14 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 . 7. . ... .. ... . > |_|
Section C. Computation of Public Support Percentage
15 Public support percentage for 2009 (line 8, column (f) divided by line 13, column (f)). ............... ... ........ 15 %
16 Public support percentage from 2008 Schedule A, Part lll, line 15.. . ... ... .. . ... . ... . . ... ... .. ... ........ 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2009 (line 10c, column (f) divided by line 13, column (f)) ..................... 17 %
18 Investment income percentage from 2008 Schedule A, Part lll, line 17 .. ... ... ... .. . . . 18 %
19a 33-1/3 support tests — 2009. If the organization did not check the box on line 14, and line 15 is more than 33-1/3%, and line 17 is not
more than 33-1/3%, check this box and stop here. The organization qualifies as a publicly supported organization.................. D
b 33-1/3 support tests — 2008. If the organization did not check a box on line 14 or 19a, and line 16 is more than 33-1/3%, and line 18
is not more than 33-1/3%, check this box and stop here. The organization qualifies as a publicly supported organization............. >
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions. ............. > H

BAA TEEA0403L 02/15/10 Schedule A (Form 990 or 990-EZ) 2009



Schedule A (Form 990 or 990-E2) 2009  SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 4

Part IV_| Supplemental Information. Complete this part to provide the explanations required by Part Il, line 10;
Part Il, line 17a or 17b; and Part Ill, line 12. Provide any other additional information. See instructions.

BAA TEEA0404L  02/05/10 Schedule A (Form 990 or 990-EZ) 2009



Schedule B PUBLIC DISCLOSURE COPY OMB No. 1545-0047

S,Fr°53(‘,_9pg,.-°)’ 990-E2, Schedule of Contributors 2009

lgepamlnsm of theSTreasury > Attach to Form 990, 990-EZ, or 990-PF

nternal Revenue Service

Name of the organization SUMMIT HEALTHCARE ASSOC IATION Employer identification number
(FKA NAVAPACHE HEALTH CARE ASSOC., INC.) 86-0320447

Organization type (check one):

Filers of: Siction:

Form 990 or 990-EZ X|501(c)( 3 ) (enter number) organization

a 4947 (a)(1) nonexempt charitable trust not treated as a private foundation
|_|527 political organization

Form 990-PF : 501(c)(3) exempt private foundation
a 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, $5,000 or more (in money or property) from any one
contributor. (Complete Parts | and Il.)

Special Rules —

D For a section 501(c)(3) organization filing Form 990 or 990-EZ, that met the 33-1/3% support test of the regulations under sections
509(a)(1)/170(b)(1)(A)(vi) and received from any one contributor, during the year, a contribution of the greater of (1) $5,000 or (2) 2% of the
amount on (i) Form 990, Part VIII, line 1h or (ii) Form 990-EZ, line 1. Complete Parts | and II.

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

D For a section 501(c)(7), (8), or (10) organization filing Form 990 or 990-EZ, that received from any one contributor, during the year,
contributions for use exclusively for religious, charitable, etc, purposes, but these contributions did not aggregate to 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. Do not complete any of the parts unless the General Rule applies to this organization because it received nonexclusively

religious, charitable, etc, contributions of $5,000 or more duringthe year. ............. ... ... ... ... ... .. .... >S

Caution: An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B (Form 990, 990-EZ, or
990-PF) but it must answer 'No' on Part IV, line 2 of their Form 990, or check the box on line H of its Form 990-EZ, or on line 2 of its Form
990-PF, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

BAA For Privacy Act and Paperwork Reduction Act Notice, see the Instructions Schedule B (Form 990, 990-EZ, or 990-PF) (2009)
for Form 990, 990EZ, or 990-PF.

TEEA0701L 01/30/10



Schedule B (Form 990, 990-EZ, or 990-PF) (2009)

Page 1

of 1 of Part |

Name of organization

Employer identification number

SUMMIT HEALTHCARE ASSOCIATION 86-0320447
Part| | Contributors (see instructions.)
@) (b) (©) (d)
Number Name, address, and ZIP + 4 Aggregate Type of contribution
contributions
D Person
Payroll
______________________________________ $_____J@L@m_ Noncash
(Complete Part Il if there
______________________________________ is a noncash contribution.)
@) (b) (©) (d)
Number Name, address, and ZIP + 4 Aggregate Type of contribution
contributions
2 Person
Payroll
______________________________________ $______§L@m_ Noncash
(Complete Part Il if there
______________________________________ is a noncash contribution.)
@) (b) (©) (d)
Number Name, address, and ZIP + 4 Aggregate Type of contribution
contributions
I Person
Payroll
______________________________________ $___________ Noncash
(Complete Part Il if there
______________________________________ is a noncash contribution.)
@) (b) (©) (d)
Number Name, address, and ZIP + 4 Aggregate Type of contribution
contributions
I Person
Payroll
______________________________________ $___________ Noncash
(Complete Part Il if there
______________________________________ is a noncash contribution.)
(a) (b) (©) (d)
Number Name, address, and ZIP + 4 Aggregate Type of contribution
contributions
I Person
Payroll
______________________________________ $___________ Noncash
(Complete Part Il if there
______________________________________ is a noncash contribution.)
@) (b) (©) (d)
Number Name, address, and ZIP + 4 Aggregate Type of contribution
contributions
I Person
Payroll
______________________________________ $___________ Noncash
(Complete Part Il if there
______________________________________ is a noncash contribution.)
BAA TEEAO0702L  06/23/09 Schedule B (Form 990, 990-EZ, or 990-PF) (2009)



Schedule B (Form 990, 990-EZ, or 990-PF) (2009)

Page 1 of 1 of Part Il

Name of organization

Employer identification number

SUMMIT HEALTHCARE ASSOCIATION 86-0320447
Partll | Noncash Property (see instructions.)
@ » (b) _ © @
No. from Description of noncash property given FMV (or estimate) Date received
Part| (see instructions)
N/A
@ » () _ © @
No. from Description of noncash property given FMV (or estimate) Date received
Part| (see instructions)
@ » (b) _ © @
No. from Description of noncash property given FMV (or estimate) Date received
Part | (see instructions)
(@) o (b) ) © )
No. from Description of noncash property given FMV (or estimate) Date received
Part | (see instructions)
(@) o (b) ) © )
No. from Description of noncash property given FMV (or estimate) Date received
Part| (see instructions)
@ » () _ © @
No. from Description of noncash property given FMV (or estimate) Date received
Part | (see instructions)
BAA Schedule B (Form 990, 990-EZ, or 990-PF) (2009)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2009)

Page 1 of 1 of Part lll

Name of organization

SUMMIT HEALTHCARE ASSOCIATION

Employer identification number

86-0320447

Part lll_| Exclusivelyreligious, charitable, etc, individual contributions to section 501(c)(7), (8), or (10)
organizations aggregating more than $1,000 for the year.(Complete cols (a) through (e) and the following line entry.)

For organizations completing Part I, enter total of exclusively religious, charitable, etc,

contributions of $1,000 or less for the year. (Enter this information once — see instructions.). ............ >3 N/A
(a) (b) (c) (d)
N% fl‘l;°|m Purpose of gift Use of gift Description of how gift is held
a
N/A
(e)
Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) (b) (c) (d)
Ng- frl;olm Purpose of gift Use of gift Description of how gift is held
a
(e)
Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) (b) (c) (d)
Ng- frl;olm Purpose of gift Use of gift Description of how gift is held
a
(e)
Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) (b) (c) (d)
Ng- frl;olm Purpose of gift Use of gift Description of how gift is held
a
(e)
Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
BAA Schedule B (Form 990, 990-EZ, or 990-PF) (2009)
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SCHEDULE D OMB No. 1545-0047
(Form 990) Supplemental Financial Statements 2009
> Complete if the organization answered 'Yes,' to Form 990,

Department of the Treasury Part 1V, lines 6,7, 8,9, 10, 11, or 12. Open to Public
Internal Revenue Service > Attach to Form 990. > See separate instructions Inspection
Name of the organization Employer Identification number
SUMMIT HEALTHCARE ASSOCIATION

(FKA NAVAPACHE HEALTH CARE ASSOC., INC.) 86-0320447

[Part| | Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts Complete if
the organization answered 'Yes' to Form 990, Part IV, line 6.

(a) Donor advised funds (b) Funds and other accounts
1 Total number atend of year................. 590, 625 184,398
2 Aggregate contributions to (during year). . .. .. 98,9009. 1,063.
3 Aggregate grants from (during year).........
4 Aggregate value at end of year. . ............ 590, 625. 184,398.
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legal control? ...................... Yes D No

6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds may be
used only for charitable purposes and not for the benefit of the donor or donor advisor or for any other

............................................................ DYes No

|Part Il | Conservation Easements Complete if the organization answered 'Yes' to Form 990, Part IV, line 7.

1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or pleasure) Preservation of an historically important land area
Protection of natural habitat Preservation of certified historic structure
Preservation of open space

2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation easement on the
last day of the tax year.

Held at the End of the Year
a Total number of conservation easements. ... ... . . 2a
b Total acreage restricted by conservation easements. ........ ... ... ... L. 2b
¢ Number of conservation easements on a certified historic structure includedin @).............. 2c
d Number of conservation easements included in (c) acquired after 8/17/06...................... 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the 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 easement it holds?. ... ... . . . D Yes D No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements
during the year »
7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements

during the year » $

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section

170() @ B)(H) and 170(YAYBYD?. - - oot e e e [JYes [ ] No

9 In Part XIV, describe how the organization reports conservation easements in its revenue and expense statement, and balance sheet, and

include, if applicable, the text of the footnote to the organization's financial statements that describes the organization's accounting for
conservation easements.

Part lll | Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets
Complete if the organization answered 'Yes' to Form 990, Part 1V, line 8.

1a If the organization elected, as permitted under SFAS 116, not to report in its revenue statement and balance sheet works of art, historical
treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide, in Part XIV,
the text of the footnote to its financial statements that describes these items.

b If the organization elected, as permitted under SFAS 116, 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) Revenues included in Form 990, Part VIII, line 1. ... >3

(i) Assets included in Form 990, Part X

2 If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the following
amounts required to be reported under SFAS 116 relating to these items:

a Revenues included in Form 990, Part VI, line 1 ... . >3
b Assets included in Form 990, Part X. .. ... .. >3
BAA For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2009

TEEA3301L 02/02/10



Schedule D (Form 990) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 2
[Part lll | Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

d
Scholarly research e

Loan or exchange programs
Other

3 Using the organization's acquisition accession and other records, check any of the following that are a significant use of its collection
a Public exhibition
b
Provide a description of the organization's collections and explain how they further the organization's exempt purpose in
Part XIV.

items (check all that apply):
c Preservation for future generations
4
During the year, did the organization solicit or receive donations of art, historical treasures, or other similar

5

|_| Yes |_| No

Part IV |Escrow and Custodial Arrangements Complete if organization answered 'Yes' to Form 990, Part IV, line
9, or reported an amount on Form 990, Part X, line 21.

1a Is the organization an agent, trustee, custodian, or other intermediary for contributions or other assets not D
No

b If 'Yes,' explain the arrangement in Part XIV and complete the following table:

Amount
c Beginning balance. . .. ... 1c
d Additions during the year. .. ... . 1d
e Distributions during the year . . ... .. 1le
f Ending balance. . . ... 1f

b If 'Yes,' explain the arrangement in Part XIV.
|Part V | Endowment Funds Complete if organization answered 'Yes' to Form 990, Part 1V, line 10.
(a) Current year (h) Prior year (c) Two years hack (d) Three years back

(e) Four years bhack

1a Beginning of year balance
b Contributions. . ................

¢ Net Investment earnings, gains,
and losses

d Grants or scholarships

e Other expenditures for facilities
and programs

f Administrative expenses. .. ... ..

g End of year balance............
2 Provide the estimated percentage of the year end balance held as:

o

a Board designated or quasi-endowment > %

b Permanent endowment » %
¢ Term endowment » %

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. . .. ... 3a(i)
(i) related organizations . ... ... .. 3a(ii)

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

4 Describe in Part XIV the intended uses of the organization's endowment funds.

| Part VI [ Investments—Land, Buildings, and Equipment. See Form 990, Part X, line 10.

Description of investment (a) Cost or other basis (b) Cost or other (c) Accumulated (d) Book Value
(investment) basis (other) Depreciation

Taland . ... 1,112,850. 1,112,850.
bBuildings . ... 67,661,004. 19,576,982. 48,084,022.

c Leasehold improvements . ..................
dEquipment. ... 32,772,650. 20,528,181. 12,244,469.
eOther ... ... ... ... ... 1,305, 516. 1,305,516.
Total. Add lines 1a through Te (Column (d) must equal Form 990, Part X, column (B), line 10(c).). .................... > 62,746,857.
BAA Schedule D (Form 990) 2009

TEEA3302L 02/02/10



Schedule D (Form 990) 2009 SUMMIT HEALTHCARE

ASSOCIATION

86-0320447 Page 3

| Part VIl | Investments—Other Securities See Form 990, Part X, line 12.

N/A

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

(b) Book value

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

Financial derivatives . .......... ... .. .. ... ... ... ... ... ...

Closely-held equity interests
Other

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

| Part VIl Investments—Program Related (See Form 990, Part X, line 13)

N/A

(a) Description of investment type

(b) Book value

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

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

[Part IX | Other Assets (See Form 990, Part X, line 15) N/A

(a) Description

(b) Book value

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

[Part X | Other Liabilities (See Form 990, Part X, line 25)

(a) Description of Liability (b) Amount
Federal Income Taxes
PHYSICIAN LIABILITY 61,955.
THIRD PARTY SETTLEMENTS 854, 606.
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25) > 916, 561.

2. FIN 48 Footnote. In Part X1V, 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.

BAA

TEEA3303L 02/02/10

Schedule D (Form 990) 2009



Schedule D (Form 990) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 4
|Part XI | Reconciliation of Change in Net Assets from Form 990 to Financial Statements
1 Total revenue (Form 990, Part VIil,column (A), line 12). ... ... . 116,843, 642.
2 Total expenses (Form 990, Part IX, column (A), liN€ 25) . . ... ... 100,192,492.
3 Excess or (deficit) for the year. Subtract line 2 from line 1.... ... .. .. .. . . . . 16,651,150.
4 Net unrealized gains (losses) on investments. . ... ...
5 Donated services and use of facilities. . ... ... . .
6 INVEStMENt EXPENSES. . . . o o
7 Prior period adjustments . ...
8 Other (Describe in Part XIV) ... SEE . PART. XTIV . . .. . . . -59,4095.
9 Total adjustments (net). Add lines 4 through 8. ... ... .. . . -59,4095.
10 Excess or (deficit) for the year per audited financial statements. Combine lines3and9.................... ... ... 16,591, 655.

| Part Xl | Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

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

1 116,891, 081.

a Net unrealized gains on investments. .......... ... ... .. ... ... 2a
b Donated services and use of facilities. . ................. .. ... 2b
c Recoveries of prior year grants. ... ... ... 2c
d Other (Describe in Part XIV).. .SEE. .PART XIV........................... 2d 47,439.

e Add lines 2a through 2d. .. .. ...
3 Subtract line 2e from line 1. ...
4 Amounts included on Form 990, Part VI, line 12, but not on line 1:

a Investments expenses not included on Form 990, Part VIII, line 7b. .. ......... .. 4a

2e 47,439,
3 116,843,642.

b Other (Describe in Part XIV) . ... ... 4b

cAdd lines da and db. . ... ...
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line 12.) ............................

4c
5 116,843,642.

| Part Xl | Reconciliation of Expenses per Audited Financial Statements With Expenses per Ret

urn

1 Total expenses and losses per audited financial statements........ ... .. ... . .. . . ...
2 Amounts included on line 1 but not on Form 990, Part 1X, line 25:

1 100,299, 426.

a Donated services and use of facilities. . .......... ... . 2a
b Prior year adjustments . ... 2b
C Other 10SSesS . .. oo 2c
d Other (Describe in Part XIV).. .SEE. .PART XIV........................... 2d 106,934.

e Add lines 2a through 2d. . . ... ..
3 Subtract line 2e from line 1. ...
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investments expenses not included on Form 990, Part VIII, line 7b. .. ......... .. 4a

2e 106,934.
3 100,192,492,

b Other (Describe in Part XIV) . ... ... 4b

cAdd lines da and b, . .. ...
5 Total expenses. Add lines 3 and 4c (This must equal Form 990, Part |, line 18.). ...........................

4c
5 100,192,492.

| Part XIV_| Supplemental Information

Complete this part to provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, li
line 4; Part X, line 2; Part XI, line 8; Part Xll, lines 2d and 4b; and Part XIll, lines 2d and 4b. Also complete this part
information.

nes 1b and 2b; Part V,
to provide any additional

BAA TEEA3304L  02/02/10

Schedule D (Form 990) 2009



Schedule D (Form 990) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 5
| Part XIV | Supplemental Information (continued)

BAA TEEA3305L 07/10/09 Schedule D (Form 990) 2009



2009 SCHEDULE D, PART XIV - SUPPLEMENTAL INFORMATION PAGE 6

SUMMIT HEALTHCARE ASSOCIATION
(FKA NAVAPACHE HEALTH CARE ASSOC., INC.) 86-0320447

SCHEDULE D, PART XI, LINE 8
OTHER CHANGES IN NET ASSETS OR FUND BALANCES

NET ASSETS RELEASED FROM RESTRICTION...............c.oiiiiiiiiiiiiiiiin, $ -106,934.
NET ASSETS RELEASED FROM RESTRICTION..............ocooiiiiiiiiiiiiiiiii., 47,439.
TOTAL $ -59,4095.

SCHEDULE D, PART XIl, LINE 2D
OTHER REVENUE INCLUDED IN F/S BUT NOT INCLUDED ON FORM 990

ASSETS RELEASED FROM RESTRICTIONS...... ... ... oo s 47,439.
TOTAL $§ 47,439.

SCHEDULE D, PART Xlil, LINE 2D
OTHER EXPENSES AND LOSSES PER AUDITED F/S

ASSETS RELEASED FROM RESTRICTIONS ... . ..o ittt $ 106,934.
TOTAL $ 106,934.




OMB No. 1545-0047
SCHEDULE G Supplemental Information Regarding
(Form 930 or 990-E2) Fundraising or Gaming Activities 2009
Complete if the organization answered'Yes' to Form 990, Part IV, lines 17, 18,

Department of the Treasur or 19, or if the organization entered more than $15,000 on Form 990-EZ, line 6a. Open to P_ublic
Imoal Ravenue Servea™ > Attach to Form990 or Form 990-EZ. > See separate instructions. Inspection
Name of the organization SUMMIT HEALTHCARE ASSOC IATION Employer identification number

(FKA NAVAPACHE HEALTH CARE ASSOC., INC.) 86-0320447

Fundraising Activities. Complete if the organization answered 'Yes' to Form 990, Part IV, line 17.
Part | | Form 990EZ filers are not required to complete this part.

1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.

Mail solicitations . Solicitation of non-government grants
Internet and email solicitations . Solicitation of government grants
Phone solicitations Special fundraising events

In-person solicitations
2a Did the organization have written or oral agreement with any individual (including officers, directors, trustees or key
employees listed in Form 990, Part VII) or entity in connection with professional fundraising services?................... DYes No

b If 'Yes,' list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.

o _ (v) Amount paid to )
(i) Name of individual (ii) Activity (iii) Did fundraiser (iv) Gross receipts (or retained by) (vi) Amount paid to
or entity (fundraiser) have custody or control from activity fundraiser listed in (or retained by)
of contributions? col.() organization
Yes No
Total. .. ... ... > 0
3 List all states in which the organization is registered or licensed to solicit funds or has been notified it is exempt from registration
or licensing.
Az
BAA For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule G (Form 990 or 990-EZ) 2009

TEEA3701L  02/05/10



Schedule G (Form 990 or 990-E2) 2009 SUMMIT HEALTHCARE ASSOCIATION

86-0320447

Page 2

Part Il | Fundraising Events. Complete if the organization answered 'Yes' to Form 990, Part IV, line 18, or
reported more than $15,000 on Form 990-EZ, line 6a. List events with gross receipts greater than $5,000.

(a) Event #1 (b) Event #2 (c) Other Events (d) Total Events
DENIM AND DIAM (Add C‘C’(')'I(?g)t)hrough
E (event type) (event type) (total number) '
v
E
N 1 Grossreceipts........................ 90, 737. 90, 737.
E
2 Less: Charitable contributions . ......... 76,642. 76,642.
3 Gross income (line 1 minus line 2)...... 14,0095. 14,0095.
4 Cashoprizes..........................
5 Noncashprizes.......................
D
I
R 6 Rent/facility costs..................... 10,560. 10,560.
c
T 7 Food and beverages. ..................
E
X 8 Entertainment........................ 3,535. 3,535.
E
N
E 9 Other direct expenses.................
S
10 Direct expense summary. Add lines 4- through 9 incolumn (d). . ... ... .. .. .. .. . . . .. .. .. ... ... > 14,095.
11 Net income summary. Combine lines 3, column (d) and line 1Q.......... ... .. ... ... ... ............ >
Part lll] Gaming. Complete if the organization answered 'Yes' to Form 990, Part IV, line 19, or reported more than
$15,000 on Form 990-EZ, line 6a.
R (a) Bingo (b) Pull tabs/Instant (c) Other gaming (d) Total gaming
E bingo/progressive (Add col. (a) through
‘é bingo col. (c))
N
]
E
1 Grossrevenue........................
b 5| 2 Cashprizes..........................
I P
R E
ENl 3 Non-cashoprizes......................
TE
S
4 Rent/facility costs................ ... ..
5 Other directexpenses................. _ _ _
| |Yes % ||| Yes % || _|Yes %
6 Volunteerlabor....................... No No No
7 Direct expense summary. Add lines 2 through 5incolumn (d) ....... ... . .. . . . . . ... >
8 Net gaming income summary. Combine lines 1, column (d) and line 7. ............ ... .................. >
YES | NO
9 Enter the state(s) in which the organization operates gaming activities:
a Is the organization licensed to operate gaming activities in each of these states?.......... ... .. ... ... ... ... 9a
b If 'No," explain:
10a Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year? .................| 10a
b If 'Yes,' explain:
11 Does the organization operate gaming activities with nonmembers?. ... ........._........................._.|1
12 s the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity formed to
administer charitable gaming? . ... ... . . 12
BAA TEEA3702L  02/05/10 Schedule G (Form 990 or 990-EZ) 2009



Schedule G (Form 990 or 990-E2) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 3

YES| NO
13 Indicate the percentage of gaming activity operated in:
a The organization's facility. . . ... ... 13a %
b Anoutside facility. . . ... ... 13b %

14 Enter the name and address of the person who prepares the organization's gaming/special events books and records:

Name: >
Address: »
15a Does the organization have a contact with a third party from whom the organization receives gaming revenue? .. ......... 15a
b If 'Yes,' enter the amount of gaming revenue received by the organization $ and the amount

of gaming revenue retained by the third party $
c If 'Yes,' enter name and address of the third party:

16 Gaming manager information

Gaming manager compensation > $

Description of services provided: »

D Director/officer D Employee D Independent contractor

17 Mandatory distributions

a Is the organization required under state law to make charitable distributions from the gaming proceeds to retain the
state gaming lICeNSe 7. . 17a

b Enter the amount of distributions required under state law to be distributed to other exempt organizations or spent in the
organization's own exempt activities during the tax year: » $

BAA TEEA3703L 02/05/10 Schedule G (Form 990 or 990-E2Z) 2009




SCHEDULE H Hospitals
(Form 990)
> Complete if the organization answered 'Yes' to Form 990, Part IV, question 20.
> Attach to Form 990

> See separate instructions
Department of the Treasury
Internal Revenue Service

OMB No. 1545-0047

2009

Open to Public
Inspection

Name of the organization

SUMMIT HEALTHCARE ASSOCIATION

Employer identification number

86-0320447

[Part| | Charity Care and Certain Other Community Benefits at Cost

Yes | No
1a Does the organization have a charity care policy? If 'No,' skip to question 6a........... ... .. .. . ... .. ... ... ... ... 1a| X
b If 'Yes, is it @ written policy 2. . .. 1b| X
2 If the organization has multiple hospitals, indicate which of the following best describes application of the
charity care policy to the various hospitals.
Applied uniformly to all hospitals D Applied uniformly to most hospitals
. Generally tailored to individual hospital
3 Answer the following based on the charity care eligibility criteria that applies to the largest number of the
organization's patients.
a Does the organization use Federal Poverty Guidelines (FPG) to determine eligibility for providing free care to low
income individuals? If 'Yes,' indicate which of the following is the family income limit for eligibility for free care: .......... 3a| X
[ ] 100% [ ] 150% 200% [ ] other %
b Does the organization use FPG to determine eligibility for providing discounted care to low income individuals?
If 'Yes," indicate which of the following is the family income limit for eligibility for discounted care:. ................... ... 3b| X
[ ] 200% [ ] 250% 300% [ ] 350% [ ] 400% [ ] other %
c If the organization does not use FPG to determine eligibility, describe in Part VI the income based criteria for
determining eligibility for free or discounted care. Include in the description whether the organization uses an
asset test or other threshold, regardless of income, to determine eligibility for free or discounted care.
4 Does the organization's policy provide free or discounted care to the 'medically indigent'? .................. ... ........ 4 | X
5a Does the organization budget amounts for free or discounted care provided under its charity care policy? ................ 5a] X
b If 'Yes,' did the organization's charity care expenses exceed the budgeted amount? ........... ... ... ... ... ... ... ..., 5b| X
c If 'Yes' to 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?. .. ... ... . . . 5¢ X
6a Does the organization prepare an annual community benefit report? ... ... . . 6a| X
b If 'Yes,' does the organization make it available to the public?. ... .. ... . . . . 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 Charity Care and Certain Other Community Benefits at Cost
Charity Care and (a) lt\!u_rtnber of (b) Persgns (c{]Tot?}tcommun\ty (d) Direct offsetting (eb) Ne}vtcommumty ® 'f:‘tertcelm
MeanS'TeSted Government a;rl{;/glrlaersnsof (Ospet%?]ab enerit expense revenue enerit expense e(;peonze
Programs (optional)
a Charity care at cost
(from Worksheets 1 and 2) .. ... 1,435,504. 923, 305. 512,199. 0.51
b Unreimbursed Medicaid
(from Worksheet 3, column a) . . 61,876,997. 39,798,821. 22,078,176.| 22.04
¢ Unreimbursed costs — other
means-tested government programs
(from Worksheet 3, columnb) .. ... ...
d Total Charity Care and Means-Tested
Government Programs. . .. .......... 0 0 63,312,501. 40,722,126. 22,590,375.| 22.55
Other Benefits
e Community health improvement
services and community benefit
operations (from Worksheet 4). . ... . .. 53,045. 53,045. 0.05
f Health professions education
(from Worksheet 5). .. ............. 28,782. 28,782. 0.03
g Subsidized health services
(from Worksheet 6). . . ............. 29,570,812. 11,837,876. 17,732,936.| 17.70
h Research (from Worksheet 7). . . ... ...
i Cash and in-kind contributions
to community groups (from Worksheet 8)
j Total Other Benefits........... 0 0 29,652,639. 11,837,876. 17,814,763.| 17.78
k Total (line 7dand 7j) .......... 0 0 92,965, 140. 52,560,002. 40,405,138.| 40.33

BAA For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990.
TEEA3801L  01/30/10
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Schedule H (Form 990) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 2

Partll | Community Building Activities Complete this table if the organization conducted any community
building activities.

(a) Number of (b) Persons (c{)Tota\ community (d) Direct offsetting (e) Net community (f) Percent
activities or served enefit expense revenue benefit expense of total
programs (optional) expense
(optional)
1 Physical improvements and housing . .
2 Economic development ...........
3 Community support. . ............
4 Environmental improvements . . ... ..
5 Leadership development and training
for community members . ...... ...
6 Coalition building .. .......... ...
7 Community health
improvement advocacy. . ..........
8 Workforce development. ... .... ...
9 Other........................
10 Total.................. .. ... 0 0 0. 0. 0. 0.
[Partlll_| Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Does the organization report bad debt expense in accordance with Healthcare Financial Management
Association Statement NO. 157, 1 X
2 Enter the amount of the organization's bad debt expense (atcost)......................... 2 23,755,790.
Enter the estimated amount of the organization's bad debt expense (at cost) attributable
to patients eligible under the organization's charity care policy. ............................ 3 5,122,530.

4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense. In addition, describe the costing methodology used in determining the amounts reported on lines 2
and 3, and rationale for including other bad debt amounts in community benefit. SEE PART VI

Section B. Medicare

5 Enter total revenue received from Medicare (including DSHand IME). . ..................... 5 33,396,461.
6 Enter Medicare allowable costs of care relating to paymentson line5...................... 6 39,017,040.
7 Subtract line 6 from line 5. This is the surplus or (shortfall). ............. ... ... .. ....... 7 -5,620,579.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit.
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6. Check the
box that describes the method used: SEE PART VI
D Cost accounting system Cost to charge ratio D Other
Section C. Collection Practices
9a Does the organization have a written debt collection policy?. ... ... . . 9a| X
b If 'Yes,' does the organization's collection policy contain provisions on the collection practices to be followed
for patients who are known to qualify for charity care or financial assistance? Describe in Part VI ... ... SEE. PART. .VI. 9b| X
|Part IV_| Management Companies and Joint Ventures
(a) Name of entity (b) Description of primary (c) Organization's | (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13
14

BAA TEEA3802L 01/30/10 Schedule H (Form 990) 2009
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|[PartV_|Facility Information

Name and address

Licensed
Hospital

General
medical
and
surgical

Chil-
dren's
hospital

Teachin

g
hospital

Critical
access
hospital

Re-
search
facility

ER-
24 hours

ER-
other

Other (describe)

SUMMIT HEALTHCARE ASSOCIATION

X
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Schedule H (Form 990) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 4
|Part VI | Supplemental Information
Complete this part to provide the following information.

1 Provide the description required for Part |, line 3c; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part lll, line 4;
Part lll, line 8; Part I, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote the health of
the communities the organization serves.

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

7 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.

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

__ CHARITY CARE: _THE HOSPITAL ACCEPTS ALL PATIENTS REGARDLESS OF THETR ABILITY TO PAY.

POLICIES OF THE HOSPITAL. ESSENTIALLY, THESE POLICIES DEFINE CHARITY SERVICES AS

__ THOSE SERVICES FOR WHICH NO PAYMENT IS ANTICIPATED. BECAUSE THE HOSPITAL DOES NOT
__ REPORTED AS NET PATIENT SERVICE REVENUES. SERVICES PROVIDED ARE RECORDED AS GROSS

BAA TEEA3804L  06/24/09 Schedule H (Form 990) 2009



Schedule H (Form 990) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 4
|Part VI | Supplemental Information
Complete this part to provide the following information.

1 Provide the description required for Part |, line 3c; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part lll, line 4;
Part lll, line 8; Part I, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote the health of
the communities the organization serves.

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

7 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.

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

BAA TEEA3804L  06/24/09 Schedule H (Form 990) 2009



Schedule H (Form 990) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 4

|Part VI | Supplemental Information

Complete this part to provide the following information.

1

2

3

Provide the description required for Part |, line 3c; Part |, line 6a; Part |, line 7g; Part I, line 7, column (f); Part |, line 7; Part llI, line 4;
Part lll, line 8; Part I, line 9b, and Part V. See Instructions.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote the health of
the communities the organization serves.

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

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.

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

VISION; "...TO BE A MODEL OF SUCCESS AS A RURAL HEALTHCARE PROVIDER BY

TEEA3804L 06/24/09 Schedule H (Form 990) 2009



Schedule H (Form 990) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 4

|Part VI | Supplemental Information

Complete this part to provide the following information.

1

2

3

Provide the description required for Part |, line 3c; Part |, line 6a; Part |, line 7g; Part I, line 7, column (f); Part |, line 7; Part llI, line 4;
Part lll, line 8; Part I, line 9b, and Part V. See Instructions.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote the health of
the communities the organization serves.

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

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.

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

TEEA3804L 06/24/09 Schedule H (Form 990) 2009



Schedule H (Form 990) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 4

|Part VI | Supplemental Information

Complete this part to provide the following information.

1

2

3

Provide the description required for Part |, line 3c; Part |, line 6a; Part |, line 7g; Part I, line 7, column (f); Part |, line 7; Part llI, line 4;
Part lll, line 8; Part I, line 9b, and Part V. See Instructions.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote the health of
the communities the organization serves.

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

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.

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

BAA TEEA3804L  06/24/09 Schedule H (Form 990) 2009



Schedule H (Form 990) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 4

|Part VI | Supplemental Information

Complete this part to provide the following information.

1

2

3

Provide the description required for Part |, line 3c; Part |, line 6a; Part |, line 7g; Part I, line 7, column (f); Part |, line 7; Part llI, line 4;
Part lll, line 8; Part I, line 9b, and Part V. See Instructions.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote the health of
the communities the organization serves.

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

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.

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

CHARITY CARE: THE HOSPITAL ACCEPTS ALL PATIENTS REGARDLESS OF THEIR ABILITY TO PAY.

TEEA3804L 06/24/09 Schedule H (Form 990) 2009



Schedule H (Form 990) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 4
|Part VI | Supplemental Information
Complete this part to provide the following information.

1 Provide the description required for Part |, line 3c; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part lll, line 4;
Part lll, line 8; Part I, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote the health of
the communities the organization serves.

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

7 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.

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

POLICIES OF THE HOSPITAL. ESSENTIALLY, THESE POLICIES DEFINE CHARITY SERVICES AS

___THOSE SERVICES FOR WHICH NO PAYMENT IS ANTICIPATED. BECAUSE THE HOSPITAL DOES NOT
___REPORTED AS NET PATIENT SERVICE REVENUES. SERVICES PROVIDED ARE RECORDED AS GROSS

COMMUNITY SERVICE IT PROVIDES. THESE RECORDS INCLUDE: THE AMOUNT OF CHARGES

_ _ FOREGONE, (BASED ON ESTABLISHED RATES), FOR SERVICES AND SUPPLIES FURNISHED UNDER _ __
_ _ PERCENTAGE OF EXPENSES OF THE HOSPITAL AS A WHOLE. THE FOLLOWING IS A SUMMARY OF _ _ _
_ _ DECEMBER 31, 2009 AND 2008, IN TERMS OF SERVICES TO THE POOR AND BENEFITS TO THE ___ _

BAA TEEA3804L  06/24/09 Schedule H (Form 990) 2009



Schedule H (Form 990) 2009 SUMMIT HEALTHCARE ASSOCIATION 86-0320447 Page 4

|Part VI | Supplemental Information

Complete this part to provide the following information.

1

2

Provide the description required for Part |, line 3c; Part |, line 6a; Part |, line 7g; Part I, line 7, column (f); Part |, line 7; Part llI, line 4;
Part lll, line 8; Part I, line 9b, and Part V. See Instructions.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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

4 Community information. Describe the community the organization serves, taking into account the geographic area and demographic
constituents it serves.
5 Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote the health of
the communities the organization serves.
6 Provide any other information important to describing how the organization's hospitals or other health care facilities further its exempt
purpose by promoting the health of the community (e.g., open medical staff, community board, use of surplus funds, etc.).
7 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.
8 If applicable, identify all states with which the organization, or a related organization, files a community benefit report.
__ _ADDITIONAL INFORMATION (CONTINVED) . __
__ BENEFITS FOR THE POOR: TRADITIONAL CHARITY CARE - $1,338,024 (2009), AND $790,680__ __
___(2008; UNPAID MEDICAID PROGRAM CHARGES - $45,159,609 (2009), AND_$33,284,307_(2008); _
__ _TOTAL BENEFITS FOR THE POOR - $46,497,633 (2009), AND $34,074,987 (2008). _ ________
__ BENEFITS FOR THE BROADER COMMUNITY: UNPAID MEDICARE PROGRAM CHARGES - $75,967,896 _ _ _
___(2009), AND $59,076,389 (2008)._ ____ __ ___________________________________
BAA TEEA3804L  06/24/09 Schedule H (Form 990) 2009



SCHEDULE J Compensation Information OMS No. 1545-0047

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 2009
Compensated Employees

> Complete if the organization answered 'Yes' to Form 990, Part IV, line 23. Open to Public
Department of the Treasury > Attach to Form 990. ™ See separate instructions. Inspection
Name of the organization Employer identification number
SUMMIT HEALTHCARE ASSOCIATION 86-0320447
|Part] | Questions Regarding Compensation
Yes | No
1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form 990, Part
VII, Section A, line Ta. Complete Part IIl 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 (e.g., maid, chauffeur, chef)
b If any of the boxes on line T1a are checked, did the organization follow a written policy regarding payment or
reimbursement or provision of all of the expenses described above? If 'No," complete Part Il to explain.................. 1b
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all officers, directors,
trustees, and the CEO/Executive Director, regarding the items checked inline 1a? ....... ... ... ... . ... .. ... ... ... 2
3 Indicate which, if any, of the following the organization uses to establish the compensation of the organization's
CEO/Executive Director. Check all that apply.
. Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
. Form 990 of other organizations Approval by the board or compensation committee
4 During the year, did any person listed in Form 990, Part VII, Section A, line 1a with respect to the filing organization
or a related organization:
a Receive a severance payment or change-of-control payment? ... ... ... .. 4a X
b Participate in, or receive payment from, a supplemental nonqualified retirement plan? .............. ... ... ... ... ..., 4b X
c Participate in, or receive payment from, an equity-based compensation arrangement? ......... ... L 4c X
If 'Yes' to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part Ill.
Only section 501(c)(3) and 501(c)(4) organizations must complete lines 5-9.
5 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any compensation
contingent on the revenues of:
aThe organization?. . ... . ... . 5a X
b Any related organization . . . ... . 5b X
If 'Yes' to line 5a or 5b, describe in Part Ill.
6 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any compensation
contingent on the net earnings of:
aThe organization?. . ... . ... . 6a X
b Any related organization . . . ... 6b X
If "Yes' to line 6a or 6b, describe in Part Ill.
7 For person listed in Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed payments not
described in lines 5 and 67 If 'Yes,' describe in Part 11l ... ... 7 X
8 Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was subject to the initial
contract exception described in Regs. section 53.4958-4(a)(3)? If 'Yes,' describe in Part Ill................ . ... ... ... 8 X
If 'Yes' to line 8, did the organization also follow the rebuttable presumption procedure described in Regulations
9 SeCtion 53.4958-6(C)7 . . . . . 9 X
BAA For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2009
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SCHEDULE L
(Form 990 or 990-EZ)

'Yes' on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 28b, or 28c,

Department of the Treasury
Internal Revenue Service

Transactions with Interested Persons

> Complete if the organization answered

or Form 990-EZ, Part V, line 38a or 40b.

> Attach to Form 990 or Form 990-EZ. > See separate instructions.

OMB No. 1545-0047

2009

Open to Public
Inspection

Name of the organization SUMMIT HEALTHCARE

(FKA NAVAPACHE HEALTH CARE ASSOC.,

ASSOCIATION

INC.)

Employer identification number

86-0320447

Part| | Excess Benefit Transactions (section 501(c)(3) and section 501(c)(4) organizations only).
Complete if the organization answered 'Yes' on Form 990, Part IV, line 25a or 25h, or Form 990-EZ, Part V, line 40b.

) - . (c) Corrected?
1 (a) Name of disqualified person (b) Description of transaction
Yes No
2 Enter the amount of tax imposed on the organization managers or disqualified persons during the year under
SECHON 4958 . . o o > S
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization........................... > 3
Partll |Loans to and/or From Interested Persons.
Complete if the organization answered 'Yes' on Form 990, Part IV, line 26 or Form 990-EZ, Part V, line 38a.
(a) Name of interested person and purpose (b) Loan to or from (c) Original (d) Balance due (e) In default? | (f) Approved (g) Written
the organization? principal amount by board or | agreement?
committee?
To From Yes No Yes No Yes No

[Partlll_| Grants or Assistance Benefitting Interested Persons.

Complete if the organization

answered 'Yes' on Form 990, Part IV, line 27.

(a) Name of interested person

(b) Relationship between interested person and
the organization

(c) Amount and type of assistance

Part IV |Business Transactions Invo
Complete if the organization

Ilving Interested Persons.
answered'Yes' on Form 990, Part IV,

ine 28a, 28b, or 28c.

(a) Name of interested person

(b) Relationship between
interested person and the

(c) Amount of
transaction $

(e) Sharing of

(d) Description of transaction
organization's

organization revenues?

Yes No

TERRENCE JONES CAVANAUGH, MD BOARD MEMBER/MD 10,245. |CONTRACTED SVCS PROVIDED X
JOHN CORDER BOARD MBR/SECURITY 6,680.|SECURITY SERVICES PROVIDED X

BAA For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990

Schedule L (Form 990 or 990-EZ) 2009

or 990-EZ.

TEEA4501L 01/30/10
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SCHEDULE O i
phpler i Supplemental Information to Form 990

Complete to provide information for responses to specific questions on

Form 990 or to provide any additional information.

Department of the Treasury
Internal Revenue Service > Attach to Form 990.

OMB No. 1545-0047

2009

Open to Public
Inspection

Name of the organization SUMMIT HEALTHCARE ASSOCIATION
(FKA NAVAPACHE HEALTH CARE ASSOC., INC.)

Employer identification number

86-0320447

BAA For Privacy Act and paperwork Reduction Act Notice, see the instructions for Form 990. TEEA4901L  07/17/09 Schedule O (Form 990) 2009



Schedule O (Form 990) 2009 Page 2

Name of the organization SUMMIT HEALTHCARE ASSOC IATION Employer identification number
(FKA NAVAPACHE HEALTH CARE ASSOC., INC.) 86-0320447

FORM 990, PART VI, LINE 2 - BUSINESS OR FAMILY RELATIONSHIP OF OFFICERS, DIRECT

__51% INTEREST IN. HE ALSO PROVIDES CONTRACTED SERVICES TO SUMMIT HEALTHCARE. (SEE __
__ LIMITED SECURTTY SERVICES TO SUMMIT HEALTHCARE. (SEE SCHEDULE L) ________________

BAA Schedule O (Form 990) 2009
TEEA4902L  07/17/09



Schedule O (Form 990) 2009 Page 2

Name of the organization SUMMIT HEALTHCARE ASSOC IATION Employer identification number
(FKA NAVAPACHE HEALTH CARE ASSOC., INC.) 86-0320447

FORM 990, PART VI, LINE 12C - EXPLANATION OF MONITORING AND ENFORCEMENT OF CONFLICTS

BAA Schedule O (Form 990) 2009
TEEA4902L  07/17/09



Schedule O (Form 990) 2009 Page 2

Name of the organization SUMMIT HEALTHCARE ASSOC IATION Employer identification number
(FKA NAVAPACHE HEALTH CARE ASSOC., INC.) 86-0320447

BAA Schedule O (Form 990) 2009
TEEA4902L  07/17/09



Fform 3868 Application for Extension of Time To File an

(Rev April 2009) Exempt Organlzatlon Return OMB No. 1545-1709
Pn?an’;TSZ‘Vé’QS';esEﬁ?SS Y > File a separate application for each return.
® |f you are filing for an Automatic 3-Month Extension, complete only Part land check this box . ........... .. ... ... ... ... ... .. ... .. >

® |f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part ll(on page 2 of this form).
Do not complete Part Il unlessyou have already been granted an automatic 3-month extension on a previously filed Form 8868.

Part | Automatic 3-Month Extension of Time. Only submit original (no copies needed).

A corporation required to file Form 990-T and requesting an automatic 6-month extension — check this box and complete Part I only ... ... > D

All other corporations (including 1120-C filers), partnerships, REMICS, and trusts must use Form 7004 to request an extension of time to file
income tax returns.

Electronic Filing (e-file). Generally, you can electronically file Form 8868 if you want a 3-month automatic extension of time to file one of the
returns noted below (6 months for a corporation required to file Form 990-T). However, you cannot file Form 8868 electronically if (1) you want
the additional (not automatic) 3-month extension or (2) you file Forms 990-BL, 6069, or 8870, group returns, or a composite or consolidated
Form 990-T. Instead, you must submit the fully completed and signed page 2 (Part Il) of Form 8868. For more details on the electronic filing of
this form, visit www.irs.gov/efile and click on e-file for Charities & Nonprofits.

Name of Exempt Organization

,T,i’i‘r’,‘i or SUMMIT HEALTHCARE ASSOCIATION

Employer identification number

(FKA NAVAPACHE HEALTH CARE ASSOC., INC.) 86-0320447
ZHZ zétteh?or Number, street, and room or suite number. If a P.O. box, see instructions.
fingyorr 12200 E SHOW LOW LAKE ROAD
instructions. City, town or post office, state, and ZIP code. For a foreign address, see instructions.

SHOW LOW, AZ 85901

Check type of return to be filed (file a separate application for each return):

Form 990 Form 990-T (corporation) Form 4720
. Form 990-BL Form 990-T (section 401(a) or 408(a) trust) Form 5227
. Form 990-EZ Form 990-T (trust other than above) Form 6069

| Form 990-PF || Form 1041-A || Form 8870

® The books are in the care of ™ CARIE L. POGUE, CONTROLLER

Telephone No. ™ 928-537-6306 FAX No. ™ 928-532-0602
® |f the organization does not have an office or place of business in the United States, check thisbox................ ... .. ... ... ... .. > D
® |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . If this is for the whole group,

check this box . ™ D . If it is for part of the group, check this box.. ™ D and attach a list with the names and EINs of all members
the extension will cover.
1 | request an automatic 3-month (6 months for a corporation required to file Form 990-T) extension of time
until _ 8/15 ,20 10 , to file the exempt organization return for the organization named above.

The extension is for the organization's return for:
> calendar year 20 09 or
> . tax year beginning ,20 _ _ _, and ending , 20

2 |If this tax year is for less than 12 months, check reason: D Initial return D Final return D Change in accounting period

3a If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions . ... ... . 3al$ 0.

b If this application is for Form 990-PF or 990-T, enter any refundable credits and estimated tax payments
made. Include any prior year overpayment allowed as acredit. . ... .. ... . .. 3b|S 0.

c Balance Due. Subtract line 3b from line 3a. Include your payment with this form, or, if required,
deposit with FTD coupon or, if required, by using EFTPS (Electronic Federal Tax Payment System).
S INSHUCHONS . . oottt 3¢l$ 0.

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

BAA For Privacy Act and Paperwork Reduction Act Notice, see instructions. Form 8868 (Rev. 4-2009)

FIFZ0501L 03/11/09



Form 8868 (Rev 4-2009) Page 2
® |f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part lland check this box................... .. .. >
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868.
® |f you are filing for an Automatic 3-Month Extension, complete only Part I(on page 1).

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

Name of Exempt Organization Employer identification number
Typeor |SUMMIT HEALTHCARE ASSOCIATION
print (FKA NAVAPACHE HEALTH CARE ASSOC., INC.) 86-0320447
Number, street, and room or suite number. If a P.O. box, see instructions. For IRS use only
File by the
edended | TCA PARTNERS, LLP
filing the 1111 EAST HERNDON AVENUE, SUITE 211
,rne;l{mchsoenes City, town or post office, state, and ZIP code. For a foreign address, see instructions.
FRESNO, CA 93720

Check type of return to be filed (File a separate application for each return):

Form 990 Form 990-PF Form 1041-A Form 6069
. Form 990-BL Form 990-T (section 401(a) or 408(a) trust) Form 4720 Form 8870
|Form 990-EZ |__|Form 990-T (trust other than above) |__|Form 5227

STOP! Do not complete Part Il if you were not already granted an automatic 3-month extension on a previously filed Form 8868.

® The books are in care of ®» CARIE L. POGUE, CONTROLLER

Telephone No. > 928-537-6306 FAX No. » 928-532-0602
® |f the organization does not have an office or place of business in the United States, check thisbox............... ... ... ... ...... > D
® |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . . .. . If this is for the

whole group, check this box.... ™ D . If it is for part of the group, check this box ™ D and attach a list with the names and EINs of all
members the extension is for.

4 | request an additional 3-month extension of time until  11/15 ,20 10.
5 For calendar year 2009 , or other tax year beginning ,20  ,andending ,20 .
6 If this tax year is for less than 12 months, check reason: D Initial return DFinaI return DChange in accounting period

7 State in detail why you need the extension... ADDITIONAL TIME IS NECESSARY TO GATHER THE INFORMATION

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

b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and estimated tax
payments made. Include any prior year overpayment allowed as a credit and any amount paid previously

with Form 8868. ... .. ... . . 8b|S
c Balance Due. Subtract line 8b from line 8a. Include your payment with this form, or, if required, deposit
with FTD coupon or, if required, by using EFTPS (Electronic Federal Tax Payment System). See instrs . .. .. 8cl$

Signature and Verification

Under penalties of perjury, | declare that | have examined this form, including accompanying schedules and statements, and to the best of my knowledge and belief, it is true,
correct, and complete, and that | am authorized to prepare this form.

Signature > Title » CFO Date ™
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