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Message from the CEO 

Community benefit is not a new concept for Samaritan Health Services and Samaritan Albany General Hospital.   

The SAGH Community Benefit Plan is a result of identified community health needs, goals and priorities in our 

county. The plan is designed to guide our efforts as we work to build healthier communities together.  

 

The Community Benefit Plan is reviewed and approved by the SAGH Board that is made up of hospital staff, 

physicians and community members. The committee will review and monitor the progress of the plan each year.  

 

As our communities grow, and as the health care profession continues to undergo transformation, our 

Community Benefit efforts will become increasingly important. This plan reflects a significant step towards 

positioning SHS and SAGH to successfully address the needs of our region and community moving forward.  

 

David Triebes 

CEO 

Samaritan Albany General Hospital 

 
 

 

 

 

 

 

 



 
 



 
 

Samaritan Albany General Hospital 
Community Benefit Plan, 2013 

Table of Contents           Page 

 

Introduction ................................................................................................................................. 1 

Mission, Vision and Values Statements 

SAGH Hospital Profile  ............................................................................................................... 2 

Linn County Profile ..................................................................................................................... 2 

Demographics  ............................................................................................................................. 3 

Existing Health Care Facilities/Data .......................................................................................... 4 

Needs and Assets  ......................................................................................................................... 5 

Primary and Chronic Disease Needs ........................................................................................... 7 

Priorities and Recommendations  ................................................................................................ 8 

Community Benefits  .................................................................................................................... 10 

Community Benefit Summary 2012 .............................................................................................. 11 

Community Benefit Activities Internal 2012 ................................................................................ 12 

Community Benefit Activities External 2012  .............................................................................. 17 

Summary ...................................................................................................................................... 19 

 

Appendices 

Financial Assistance .................................................................................................................... 20 

Oregon Administrative Rules  ...................................................................................................... 21 

Federal Regulations  .................................................................................................................... 23 

References  ................................................................................................................................... 30 

 

  



 
 

 



1 
 

Introduction 

Samaritan Health Services Inc., (SHS) is the not-for-profit parent organization for a network of Oregon 

hospitals, physicians, senior care and health plans serving 250,00 residents of Benton, Lincoln and Linn 

counties.   

 
Mission 
SHS was formed in the late 1990s with the mission to improve the health and well-being of the 

community by providing high quality, caring services, regardless of any individual’s ability to pay.  The 

current mission of SHS is: “We enhance community health and achieve high value through quality 

services across a continuum of care”.  

 
Vision 
The collective vision of the SHS system is as a “values-driven organization governed by community 

members, physicians and other health care providers. We seek to be the first choice of consumers in the 

region and to lead collaborative efforts among those who share similar goals”. 

 
Values   
The community-based hospitals and physicians that form Samaritan Health Services believe it is 

possible to create a successful regional health system based on collective organizational values. 

Decisions continue to be made by local community members, physicians and hospital leaders within the 

following values framework. 

 

 Excellence: Striving to achieve the highest standards of care and within our varied health 

professions 

 

 Respect: For ourselves, our co-workers and those we serve 

 

 Service: Recognizing the value of exemplary service in creating a positive experience for 

patients, visitors and co-workers  

 

 Integrity: Aligning our words with our deeds  

 

 Stewardship: Ensuring that we act responsibly with the resources that have been entrusted to our 

care 

 

 Compassion: Demonstrating on a daily basis the healing power of the human touch  

 

 Leadership: Modeling and sharing best practices in the midst of tremendous change in how 

health care is delivered and paid for   
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Hospital Profile 

Samaritan Albany General Hospital (SAGH) has been providing care to area residents since 1924. SAGH is 

a 79-bed acute care facility and health center providing medical services to the greater Albany area. There are 

132 health care providers, more than 700 employees and 253 clinic employees serving the health needs of the 

community.  

 

In 2011, Samaritan Albany General Hospital's Joint Replacement Program was recognized by Health Grades 

with the Joint Replacement Excellence Award, making their program among the top 10 percent in the nation 

and top five hospitals in Oregon. 

 

Albany has been coined the “All-American City” and is located just off Interstate 5 in the heart of the beautiful 

Willamette Valley. Albany offers direct access to all areas of the state to its more than 50,000 residents. The 

city of Portland, the Cascade Mountains and the Pacific Ocean are all within an hour and a half driving time, 

making Albany an excellent locale for economic and recreational opportunities. Within the city limits, 

historians have noted the collection of historic buildings and residences as one of the largest and most varied in 

Oregon. 

 

COUNTY PROFILE/COMMUNITY SERVED 

Linn County 

Linn County was created in 1847 from the southern portion of what is 

known today as Marion County. Linn County consists of 2,297 square 

miles with boundaries of Marion, Deschutes, Jefferson, Lane and 

Benton Counties. With the county seat located in Albany, Linn County 

is the most populous county in the Benton, Lincoln, Linn tri-county 

region.   

 

With the wide range of climate changes throughout the year, Linn County is considered a much diversified 

agriculture area in the state with strawberries as a major crop in June to cabbage in November. Linn County 

leads the United States in producing perennial ryegrass.  

 

The US Census Bureau lists the 2010 Linn County’s population at 116,672.  Although the majority of residents 

live in Albany, Linn County geographically reaches from the I-5 corridor to the Cascade mountain range. Rural 

areas include Gates, Millersburg, Halsey, Tangent, Scio, Shedd and Crabtree. 

 

Linn County continues to remain in the bottom section of county health rankings conducted each year by the 

University of Wisconsin and Robert Woods Johnson Foundation.  The 2012 County Health Rankings listed 

Linn County 28
th

 out of 33 counties measured for health outcomes and health factors.  This low ranking relates 

closely to mortality, premature death and risk behaviors.  Linn County also has high rates of tobacco use, 

substance abuse, chronic diseases and obesity as well as low rates of childhood immunizations and preventative 

screenings. 

 

http://www.facebook.com/photo.php?fbid=312456868817753&set=a.312456865484420.78642.167143183349123&type=1
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Demographics 

According to the 2010 U.S. Census Bureau, Linn County has a population of 116,672 including rural and urban 

communities.  The major cities in Linn counties are outlined below.  

 

Community Population 

Albany 50, 158 

Brownsville 1,668 

Lebanon 15,518 

Sweet Home 8,925 
Source: U.S. Census Bureau, 2010 Census, Public Law 94-171 Summary File 

 

Linn County racial and ethnic distribution reflects similar 

populations in counties across the state of Oregon. 

Race/Ethnicity Population 

White/Caucasian 87.1% 

Black/African American .4% 

American Indian/Alaska Native 1.1% 

Asian .9% 

Pacific Islander 0.1% 

Latino 7.8% 

Reporting two or more races 2.6% 
Source: U.S. Census Bureau, 2010 Census, Public Law 94-171 Summary File 

 

Health and social indicators are used to generalize the conditions of the tri-county region. 

Health and Social Indicators Totals 

Median Income $45,832 

Unemployment  11.1% 

Poverty  18.1% 

Homelessness 182* 

Early Prenatal Care 79.9% 

Immunizations 58.5% 

Uninsured Children 10.8% 

Child Care Slots 14/100 

Child Abuse  12.3/1000 

Early Childhood Obesity  27.8% 

Children on Free and Reduced Lunch 46.8% 

Children Enrolled with a Dental Care Organization 93.3% 

Homeless Students 874 

Teen Pregnancy  20.6/1000 

High School Drop Out 3.0% 

Juvenile Arrests 14.8/1000 

8
th
 Grade Alcohol Use 21.5% 

8
th
 Grade Drug Use 10.4% 

*There is no accurate way to count the number of homeless people in a county. Homeless data is based on point in time shelter counts.  
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Existing Health Care Facilities 

Linn County has many public, private and non-profit health care facilities and resources within the 

community that are available to respond to health needs.  Facilities include Albany Internal Medicine, 

Aspen Dental Clinic, Calapooia Family Medicine, Corvallis Clinic at Waverly, Corvallis Clinic at North 

Albany Village, InReach Clinic, Linn County Department of Health, Linn County Mental Health Services, 

Mid-Valley Children’s Clinic, Smile Keepers Dentistry and Willamette Dental Clinic.  Additionally there are 

approximately 30 Psychiatrists, Psychologist and Counselors/Therapists serving the Linn County area.   

 

Data  

The Linn County community health needs assessment obtained primary and secondary data to complete 

the document.  Primary data was collected from a locally developed Quality of Life survey that was 

administered by face-to-face, on-line and surveys delivered by the postal service.  Close to 900 surveys 

were completed by residents representing all of Linn County.  Additional primary data was collected 

through key informant interviews.  Thirty key individuals were identified in the county who are 

connected by either providing direct services, working in education or a high-level executive in an 

organization.  The surveys and interviews were conducted by representatives serving on the Linn County 

Community Health Needs Assessment Committee.  Membership included staff of SHS and SAGH. 

Secondary data was obtained from various state and federal databases including the Centers for Disease 

Control and Prevention’s National Health and Nutrition Examination Survey, the Behavioral Risk Factor 

Surveillance System, Oregon Health Authority’s Oregon State Cancer Registry, State of Oregon Division of 

Medical Assistance Programs, Oregon Health Authority Teen Pregnancy Registry, State of Oregon 

Immunization Registry, Oregon Department of Education and the Oregon Youth Authority Juvenile Justice 

Data System.  

Additional secondary data was Department of University of Wisconsin Robert Woods Johnson 

Foundation 2013 County Health Rankings, 2012 County Data Books Children First for Oregon and the 

Linn, Benton, Lincoln, 2011/2012 Regional Homeless Plan. 
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Needs and Assets 

Needs 

Samaritan Albany General Hospital (SAGH) actively 

participates in assessing the health care needs of the 

community.  In conjunction with the Linn County Health 

and Human Services Department, Linn County Federally 

Qualified Health Center, Linn County School Districts, 

Linn-Benton Community College, United Way of Linn 

County, the Linn County Commission on Children and 

Families and other community partners, the SHS 

Community Health Promotion Director and SAGH staff 

served on the Linn County Community Health Assessment 

Committee.  This process included examining primary data 

collected through surveys, forums and personal interviews with several community members from throughout 

Linn County.  Secondary data was gathered from state and local agencies that address health needs of children, 

youth and families. As a result of the community health assessment, SAGH is able to update the annual 

community benefit plan that outlines goals, priorities and services that expand across the Samaritan Health 

Services system and respond to community needs.   

The following needs were identified for Linn County: 

 Reduce drug abuse 

 Employment opportunities 

 Improve the cost of health care 

 Reduce crime 

 Reduce obesity 

 Reduce child abuse and/or neglect 

 Reduce alcohol abuse 

 Reduce the cost of healthy food 

 Increase mental health services 

 Reduce tobacco use 

 Reduce the incidents of domestic violence 

 Reduce the cost of dental care 

 Reduce teen pregnancy 
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Assets  
 
Assets and resources are available throughout Linn County to address many health needs.  The following list is 

a sample of assets in the community and does not include every asset or resource that is currently available. 

 

 Boys & Girls Club of Albany 

 Commission on Children and Families 

 Community Health Improvement Programs 

 Family Tree Relief Nursery 

 Federally Qualified Health Clinics 

 Fish of Albany 

 Food Banks 

 Foster Grandparents Program 

 Free/Reduced Lunch 

 Head Start 

 Health Departments 

 Healthy Start 

 InReach Clinic 

 Linn-Benton Community College 

 Living Well with Chronic Conditions 

 Local Clinics 

 Meals on Wheels 

 Oral Health Councils 

 Parks & Recreation Departments 

 Samaritan Albany General Hospital 

 Samaritan Lebanon Community Hospital 

 Senior Programs 

 Service Organizations 

 Strong Faith Community 

 Summer Lunch Program 
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Primary & Chronic Disease Needs 

Linn County exceeds the state rate for primary and chronic diseases.  The most recent report from the Oregon 

Behavioral Risk Factor Surveillance System shows that Linn County residents experience high rates of high 

blood pressure at 27.7% and diabetes at 7.9% compared to the state rate of 25.8% for high blood pressure and 

6.8% for diabetes.  Approximately 10.5% of the residents have asthma, 29.5% suffer with arthritis which is also 

above the state average.  Heart attack (4.5%), angina (4.2%) 

and stroke (3.7%) rates are higher than the state average of 

3.3%, 3.4% and 2.3% respectively.  Linn County cancer 

rates are slightly below the overall rate in Oregon, however 

the rates of prostate, breast and lung cancer are either close 

to or exceed the state rate.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The need for preventative care is essential in reducing the rates of primary and chronic diseases in Linn County.  

Physical activity, nutrition and tobacco use contribute to these conditions in Linn County residents.  With only 

51% of adults involved in daily physical activity, 15% reporting eating five servings of fresh fruit and 

vegetables a day and over 21% of adult smokers, it is key these behavior factors are addressed in order to 

impact primary and chronic disease in Linn County. 
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Priorities and Recommendations 

The Community Health Assessment highlights the following priority areas for Linn County.  

 

Priority 1.  Chronic Diseases, addressing the burden of chronic diseases means addressing the lifestyle choices 

and risk behaviors. 

 

Priority 2.  Access to Health Care, transportation, 

language, health care coverage and geographic location 

impacts patients ability to receive health care when 

needed. 

 

Priority 3.  Tobacco Use, because it is the leading cause 

to preventable death in the nation. 

 

Priority 4.  Substance Abuse as drug abuse is a top 

concern in the community. 

 

In collaboration with community partners, organizations 

and local agencies, several recommendations to improve community health have been identified. The 

recommendations are from the Linn County Community Health Assessment that was conducted in 2011/2012 

 

Chronic Diseases 

Goal 1: Reduce the rate of childhood obesity by 5%  by August 2016. 

Goal 2: Increase usage, awareness and advertisement of tobacco cessation options. 

Goal 3: Improve preventative screening rates for everyone by 10% by August 2016 

Goal 4: Improve Chronic Disease program use by 25% by August 2016. 

 Collaborate with Samaritan Health Services Coordinated Approach to Child Health (CATCH) to expand to 

all Linn County schools. 

 Work with SHS to establish policy for clinicians to display tobacco cessation information. 

 Work with area clinicians to offer training in evidence-based tobacco cessation. 

 Engage with the Coast to Cascades Community Wellness Network to discuss health communication 

strategies and policies. 

 Promote the use of health fairs and events with opportunities for free screenings and education. 

 Work with area urgent care, emergency departments, In-Reach clinic, and East Linn Health Center to 

strengthen policy on communicating about screenings and promoting their use. 

 Work with the CCO to house programs for sustainability and consistent programming. 

 Promote the use of online training programs with individuals in rural locations. 

 

Access to Health Care 

Goal 1: Reduce the number of individuals that cannot access health care by 5% by August 2016. 

Goal 2: Improve communication of available services 

Goal 3: Coordinate with CCO and regional partners for data distribution and planning. 

 Continue to build strong partnerships with OSU, COMP Northwest, and SHS to identify and promote 

potential reduced costs services or population-level health programs and interventions. 

 Actively pursue federal grants that promote improving the health status of vulnerable populations. 

 Continue to promote the 2-1-1 Information line. 
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 Increase utilization of local newspapers and media to celebrate program successes and advertise available 

programs. 

 Establish clear communication pathways for data sharing. 

 Ensure that the policies, systems and practices associated with the development and implementation of the 

CCO reflect the input and involvement of key health disparity communities. 

 Continue to work to building internal and partnership capacity. 

 

Tobacco Use 

Goal 1: Reduce use and initiation of tobacco among children, adolescents and young adults by 5% by 

August 2016. 

Goal 2: Increase health care provider involvement in tobacco cessation by 25% by August 2016. 

Goal 3: Increase the number of tobacco-free parks and outdoor areas. 

 Develop a referral pathways for patient-centered medical homes. 

 Train medical professionals in the 5 A’s and motivational interviewing (5 A’s – Ask, Assess, Advise, 

Assist/Agree and Arrange). 

 Regularly counsel patients about the harm of tobacco use and exposure during all routine office visits. 

 

Substance Abuse 

Goal 1: Continue to work to delay initial onset of youth alcohol use by 5% by August 2016. 

Goal 2: Maintain and enhance, with reduced funds, transportation options for access to treatment 

services. 

Goal 3: Complete a community health improvement plan for substance abuse prevention and treatment 

by March 2013. 

Goal 4: Expand options for drug free housing for recovering addicts in treatment. 

 Investigate better interagency sharing of vans to better serve clients among the agencies. 

 Expand services for clients transitioning out of treatment to ensure they have the ability to gain 

employment, afford rent and have the necessary support to prevent relapse. 

 Work with Community Services Consortium to help identify replacement funds to restore vocational 

training services that were lost in budget cuts. 

 

 

COMMUNITY INVOLVMENT 

The Linn County Community Health Assessment (CHA) and Community Health Improvement Plan (CHIP) 

process was led by the Linn County Health Department in 2012. The staff from SAGH actively participated on 

the planning committee and sub-committees for the CHA and the CHIP. SAGH has adopted the CHA and CHIP 

documents and worked with additional community partners to complete the Community Health Needs 

Assessment (CHNA) specifically for SAGH.  The outlined recommendations are priorities identified by the 

Linn County Community.  SAGH is not financially able to address all of the recommendations from the CHNA 

but is actively addressing the recommendations that address access to health care. 
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Community Benefits 

Community benefits are programs or activities that provide treatment and/or promote health and healing as a 

response to identified community needs. They are not provided for 

marketing purposes.  

 

 

 

 

 

 

 

 

A community benefit must meet at least one of the following criteria: 

 Generates a low or negative margin 

 Responds to needs of special populations, such as minorities, older persons, and persons with disabilities 

who are living in poverty, persons with chronic mental illness and other disenfranchised persons 

 Supplies services or programs that would likely be discontinued – or would need to be provided by 

another not-for-profit or government provider – if the decision was made on a purely financial basis 

 Responds to public health needs 

 Involves education or research that improves overall community health 

 

Community benefits programs must also meet at least one of these objectives: 

 Improves access to health care services: 

Available to the public 

Participants include vulnerable or underserved populations 

Reduce or eliminate access barriers 

The community would lose access to a needed service 

 Enhances health of the community: 

Designed around public health goals 

Measurable improvements in health status 

Community health status would decline 

A public health agency provides comparable services 

Operates in collaboration with public health partners 

 Advances medical or health care knowledge: 

Train health professionals/students 

Does not require trainee to join the staff 

Open to other professionals in the community 

Involves research with findings available to the community 

 Relieves or reduces the burden of government or other community efforts: 

Relieves a government financial or programmatic burden 

Government provides the same or similar services 

Government provides support of the activity 

If the program closed would increase government costs 

Supported through community volunteers 
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Community Benefit Summary 2012 

Samaritan Albany General Hospital (SAGH) community benefit activities include both internal and external 

services.  Internal activities are services or programs provided by hospital personnel to improve the health of the 

community.  Internal activities include Cardiac support groups, Diabetes Education, Childbirth Education, 

Tobacco Cessation, Parish Nurses, Community Health Fairs, Maternity Care Coordination, Palliative Care 

Services, Continuing Medical Education, Scholarship programs and Disaster Preparedness. The external 

activities are those services or programs supported by SAGH through either cash contributions or in-kind 

donations.  Some of the external activities include the Family Tree Relief Nursery, ABC House and 

representation on local health related committees and coalitions.   

2012 Community Benefit Activities 

 

SAGH partners with local agencies to provide and support external community benefit activities.  A brief list of 

the key partners working with SAGH is: 

 Linn County Commission on Children and 

Families  

 Linn County Health Department 

 In-Reach Clinic 

 Boys & Girls Club of Albany 

 Cascades West Council of Governments 

 Greater Albany Public Schools 

 Kidco Head Start 

 Linn- Benton Community College 

 Oregon State University 

 Oregon State University Extension Services 

Community 

Health 

Improvement 

Services, 

$271,558.00 

Health 

Professions 

Education, 

$711,771.00 

Financial and In-

Kind 

Contributions, 

$716,081.00 

Community 

Building 

Activities, 

$10,444.00 

Community 

Benefit 

Operations, 

$600.00 

Total: $1,710,454.00 



1 
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Community Benefit Services Inventory 2012 

Facility: Samaritan  Albany General Hospital 

 

Activities: Support groups and trainings 

Category: A1 – Community Health Education  

 

Strategy: Conduct education, support groups and trainings 

Goal: Promote Healthy Behaviors: 1) Goal 1 – Increase physical activity, fitness and access to healthy, nutritious foods for children, youth and families 2) 

Goal 2 – Increase access to medical, dental and mental health support and services in the community 3) Goal 4 – Increase social supports for children and 

families 

Objective: Provide education, support groups and training to patients, family members and caregivers. 

 

Baseline/Target Population: Number of participants attended support groups in 2012: 2,907 

 

Inputs Activities Outputs 

Staff 

  Facilitator 

 

Meeting 

  Space 

 

Materials 

Supplies 

Food 

Organize and advertise group meetings 

 

Identify meeting locations 

 

Facilitate groups 

 

Conduct education services 

Conducted the following support groups: 

*Ataxia Support Group 

*Better Breathers 

*Breast Cancer Awareness 

*Clinical Pastoral Education 

*Diabetes Education  

*Grief Education 

*Health Fairs 

*Hoop Jam 

*Library Information 

*Look Good, Feel Better 

*Nutrition Education 

*Palliative Care 

*Parish Nurse 

*Powerful Tools for Caregivers 

*Walk for The Cause 
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Facility: Samaritan Albany General Hospital 

 

Activities: Health Clinics and Screenings 

Category: A2 – Community Based Clinical Services 

 

Strategy: Conduct health clinics and screenings services 

Goal: Promote Healthy Behaviors: 1) Goal 2 – Increase access to medical, dental and mental health support and services in the community 2) 

Goal 5 – Increase social supports for seniors residing in the community 3) Goal 6 – Increase services and supports for high-risk teens 

 

Objective: Provide screenings and clinical services to patients, family members and caregivers with chronic illnesses and diseases. 

 

Baseline/Target Population: Number of participants attended screenings and clinics in 2012: 2,138 

 

Inputs Activities Outputs 

Medical  

  Staff 

 

Materials 

Supplies 

Food 

Organize and advertise health 

screenings 

 

Arrange health screenings 

 

Conduct health screenings 

 

 

 

 

Conducted the following health screenings: 

 

*Homeless Shelter Services 
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Facility: Samaritan Albany General Hospital 

 

Activities: Health Profession Education, Externships, Internships and 

Scholarships 

Category: B – Health Professions Education 

 

Strategy: Provide education and training to current and future health 

professionals. 

Goal: Improve Systems for Public Health: 1) Goal 2 – Increase access to medical, dental and mental health support and services in the 

community  

Objective: Provide education and training to current and future healthcare professionals. 

 

Baseline/Target Population: Number of participants in 2012: 1,470 

 

Inputs Activities Outputs 

Medical  

  Staff 

 

Materials 

Supplies 

Organize and advertise health 

education classes 

 

Advertise and promote health related 

education internships and scholarships 

 

Arrange continuing medical education 

opportunities, internships and 

scholarships 

 

 

 

 

Conducted the following health education opportunities: 

 

Medical Clerkships 

 

Medical Internships 

 

Medical Student Training 

 

Nursing Education 

 

Pharmacy Student  

 

Externship/Internships 

 

Scholarships 

 

Student Training 
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Facility: Samaritan Albany General Hospital Activities: In-Kind Donations 

Category: E –  Financial and In-Kind Donations Strategy: Provide support to local agencies to promote health 

Goal: Promote Safe and Healthy Communities: 1) Goal 2 – Increase access to medical, dental and mental health support and services in the 

community 2) Goal 4 – Increase social supports for children and families 3) Goal 5 – Increase social supports for seniors residing in the 

community 

Objective: Provide support to agencies and organizations that promote health in the community. 

Baseline/Target Population: Number of participants in 2012: 12,691 

Inputs Activities Outputs 

Staff 

Meeting  

  Space 

 

Supplies 

Materials 

Food 

Identify community service projects 

and programs 

 

 

 

 

 

 

 

 

 

Participated in the following projects and programs: 

*Cancer Resource Center 

*Community Meetings 

*Community Outreach 

*Facials for Patients 

*Food Donations 

*Gift Baskets 

*Grantwriting 

*In-Kind Donations 

*InReach Assistance 

*Massages for Cancer Patients 

*Springhill Caring Partnership 
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Facility: Samaritan Albany General Hospital 

 

Activities: Community Building and Supports 

Category: F – Community Building & Support 

 

Strategy: Provide services that support the community 

Goal: Promote Safe and Healthy Communities: 1) Goal 3 – Reduce the number of children who are abused and/or neglected 2) Goal 4 – Increase 

social supports for children and families 

 

Objective: Provide services that promote health in the community. 

 

Baseline/Target Population: Number of participants in 2012: 400 

 

Inputs Activities Services/Agencies 

Staff 

Facilities 

Materials 

Supplies 

 

Identify services, projects and 

programs 

 

Organize services 

 

 

 

 

 

 

 

 

Participated in the following projects and programs: 

 

*Albany Chamber Retreat 

 

*American Red Cross 

 

*Cancer Resource Center 

 

*Soroptimist International 

 

*Workforce Development 
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Community Benefit Activities  
External 2012 
 

Goal: Promote Healthy Behaviors 

Goal Area#1: Increase physical activity, fitness and access to healthy, nutritious foods for children, youth 

and families. 

No agencies were funded under this goal area. 

Community Need:   

 Percentage of children on Free and Reduced Lunch:, 46.8%  

 Percentage of children who are overweight/obese: 27.8 %  

   Percentage of families receiving food stamps : 30%  

Target Population: Low-income, uninsured, and underinsured families 

 

Focus Issue:  Access     Community Health Improvement   

Community Benefit Reporting Category: Financial and In-Kind Contributions 

 

Goal Area#2: Increase access to medical, dental and mental health support and services in the 

community. 

 

Community Need:   

 Percentage of children who are uninsured – 13.2% 

 Percentage of children living in poverty -29.1%  

    

Target Population: Low-income, uninsured, and underinsured families 

 

Focus Issue:  Access     Community Health Improvement   

Community Benefit Reporting Category: Financial and In-Kind Contributions 

Agency/Area Activity Outputs 

United Way of Linn County Dental Care Coordinated dental care for 492 children and 

350 adults. 

 
Goal Area#3: Reduce the number of children who are abused and/or neglected. 

 

Community Need: Percentage of children who are victims of abuse and/or neglect: 13.7%  (per 1000 

children) 

Target Population: Children 

 

Focus Issue:  Access     Community Health Improvement   

 

Community Benefit Reporting Category: Financial and In-Kind Contribution 

Agency/Area Activity Outputs 

ABC House 

 

Family Advocate Provided advocacy, counseling and support to 

486 children. 

Family Tree Relief Nursery Support and Education Provided assessments, prevention education 

and support to 371 families. 

 

Goal Area #4: Increase social supports for children and families. 
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No agencies were funded under this goal area. 

 

Goals Area #5: Increase social supports for seniors residing in the community. 

No agencies were funded under this goal area. 

 

Goal Area#6: Increase services and supports for high-risk teens. 

 

Community Need: Percentage of teen pregnancies: 20.6% (per 1000 females ages 15-17)  

 

Target Population: Low-income, uninsured, underinsured teens 

 

Focus Issue:  Access    Community Health Improvement   

Community Benefit Reporting Category: Financial and In-Kind Contributions 

 

Agency/Area Activity Outputs 

Fish of Albany Support services for 

high-risk teens. 

Provided  1,517 guest house nights  to  teens. 
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Summary 
 

Samaritan Health Services (SHS) has been supporting the communities of Benton, Lincoln and 

Linn counties for several years. As a regional health care system, SHS implements community 

benefit services and activities through a strategic comprehensive approach. Support groups, 

community education and support services are available to residents throughout the five 

hospitals. Each hospital also provides financial support through grants and donations to local 

non-profit agencies in each community. SHS is a key partner in many local coalitions and a 

strong collaborator in initiatives that address the mission, vision and values of the organization. 

Partnering with local government agencies and non-profit organizations, SHS participates in 

conducting a needs assessment in each county to determine health priorities. SHS also relies on 

community involvement to identify priorities and to help direct the type of services to be offered 

in each service area. During 2012 SHS provided over $125 million in community benefit, charity 

care and other services. In light of the current economic climate, SHS estimates an increase in 

community benefit services and support during 2013.  
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Financial Assistance 

It is our mission to provide exemplary health care services to all, regardless of ability to pay. If 

you qualify, your care may be provided free or at a reduced cost. The determination is based in 

part on poverty income guidelines issued by the U.S. Department of Health and Human Services. 

Once a completed financial questionnaire has been submitted, families at or below 200 percent 

of the established Federal Poverty Level (FPL) could be eligible to receive free or discounted 

care.  

 

To apply for assistance, you must complete a financial questionnaire and submit proof of 

income. Download the questionnaire (English | Spanish) or request one by calling  

(541) 768-4392 or (800) 640-5339. 

 

Persons in 

Family Unit 
Annual Income 150% FPL Annual Income 200% FPL 

1 $15,600 $20,800 

2 $21,000 $28,000 

3 $26,400 $35,200 

4 $31,800 $42,400 

5 $37,200 $49,600 

6 $42,600 $56,800 

7 $48,000 $64,000 

8 $53,400 $71,200 

For each additional 

person, add: 
$5,100 $6,800 

 

Uninsured discount program 

With the growing number of uninsured patients seeking care, we recognize the strain of paying 

medical bills without insurance coverage. Therefore, we have developed a discount program for 

our patients who do not have health insurance. Regardless of economic status, self-paying 

uninsured patients will receive a 10 percent discount. This discount will appear on your SHS 

billing statement. 

 

 

http://www.samhealth.org/SiteCollectionDocuments/Patients_Visitors/Billing/PFSFinancialQuestionaire.pdf
http://www.samhealth.org/SiteCollectionDocuments/Patients_Visitors/Billing/PFSFinancialQuestionaireSp.pdf
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CHAPTER 409 

DEPARTMENT OF HUMAN SERVICES,  

OFFICE FOR OREGON HEALTH POLICY AND RESEARCH  

DIVISION 23  

HOSPITAL REPORTING  

Community Benefit Reporting Program  

409-023-0100  

Definitions  
The following definitions apply to OAR 409-023-0100 to 409-023-0105:  

(1) “Charity care” means free or discounted health services provided to persons who cannot 

afford to pay and from whom a hospital has no expectation of payment. Charity care does not 

include bad debt, contractual allowances, or discounts for quick payment. Charity care is 

reported on the basis of cost, not gross charges by adjusting charges by a ratio of cost to charges 

(RCC).  

(2) “Community” means the geographic service area and patient population that the health care 

institution serves as defined by the hospital.  

(3) “Community benefits” mean programs or activities that provide treatment or promote health 

and healing as a response to identified community needs. They are not provided primarily for 

marketing purposes or to increase market share.  

(a) Community benefit must meet at least one of the following criteria:  

(A) Generate negative margin;  

(B) Improve access to health services;  

(C) Enhance population health;  

(D) Advance knowledge;  

(E) Demonstrate charitable purpose.  

(b) Community benefit activities must be counted in only one of the following categories:  

(A) Charity care;  

(B) Losses related to Medicaid, Medicare, State Children’s Health Insurance Program, or other 

publicly funded health care program shortfalls;  

(C) Community health improvement services;  

(D) Health professionals’ education;  

(E) Subsidized health services;  

(F) Research;  

(G) Financial and in-kind contributions to the community;  

(H) Community building activities;  

(I) Community benefit operations.  

(4) “Cost” means the total expense incurred by the hospital minus any offsetting revenue (e.g. 

grants, payments).  

(5) “Hospital” has the meaning provided in ORS 442.015.  

(6) “Office” means the Office for Oregon Health Policy and Research.  

Stat. Auth.: ORS 442.205  

Stats. Implemented: ORS 442.205, 442.011, 442.200, 442.425, 442.445  
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409-023-0105  

Reporting  
(1) Hospital reporting required pursuant to this rule shall begin with hospital fiscal years 

beginning on or after January 1, 2008 and must be consistent with generally accepted accounting 

principles.  

(2) The hospital must submit a community benefit report to the Office within 240 days from the 

close of the hospital’s fiscal year. The report will be deemed submitted as of the date the report is 

postmarked or electronically delivered to the Office, whichever is first.  

(3) Hospitals may submit an amended report after submission of original report to the Office 

within 30 days of the report submittal deadline. The amended report must include a written 

explanation for the reason for the amendment.  

(4) Hospitals that are part of a multi-hospital system may submit reports for all system hospitals 

in one submission, but each hospital must be separately reported and clearly identified in any 

submission. Nothing in this section removes the requirement that hospitals report their individual 

community benefit report  

 (5) If the ownership of the hospital changes during the reporting year, each hospital owner shall 

be required to submit a community benefit report for the hospital for the portion of the year 

owned.  

(6) Each hospital must submit, on an annual basis, a community benefit report on form CBR-1 as 

defined by the Office. The report must be completed in accordance with instructions published in 

the Community Benefit Reporting Guidelines (CBR-2). The Office shall inform each hospital 

subject to reporting of any changes for the subsequent year by July 1.  

(a) Reporting only includes activities under the direct control and management of hospital 

management and occurring during the fiscal year of the report.  

(b) Hospitals must not include a community benefit cost in more than one category as defined by 

the Community Benefit Reporting Guidelines (CBR-2). These guidelines shall be posted on the 

Office web site. The Office must inform each hospital subject to this reporting of any changes in 

guidelines for the subsequent year by July 1.  

(7) A hospital may submit, in addition to the reporting required in section (6), its financial 

assistance policy or any additional qualitative documents it deems appropriate. Any submission 

should be clearly identified for explanation of one of the community benefit categories defined in 

CBR-1.  

(8) A parent company or academic health center may submit quantitative and qualitative 

information about the community benefit provided by the parent company or academic health 

center and should comply with the definition of community benefit as defined in this rule. Any 

information provided should clearly identify the hospitals included.  

(9) Any information provided to the Office pursuant to this reporting will be publicly available 

and may be included in the annual report produced by the Office.  

(10) The Office shall produce and publicly report, by hospital, an annual report of the 

community benefit information submitted to the Office.  

(11) A hospital that fails to report as required in these rules may be subject to a civil penalty not 

to exceed $500 per day.  

Stat. Auth.: ORS 442.205  

Stats. Implemented: ORS 442.205, 442.011, 442.200, 442.425, 442.445 
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Federal Regulations 

Revenue Ruling 69-545, 1969-2 C.B. 117 

 

Rev. Rul. 69-545, 1969-2 C.B. 117  

Examples illustrate whether a nonprofit hospital claiming exemption under section 501(c)(3) of 

the Code is operated to serve a public rather than a private interest; Revenue Ruling 56-185 

modified.  

Advice has been requested whether the two nonprofit hospitals described below qualify for 

exemption from Federal income tax under section 501(c)(3) of the Internal Revenue Code of 

1954. The articles of organization of both hospitals meet the organizational requirements of 

section 1.501(c)(3)-1(b) of the Income Tax Regulations, including the limitation of the 

organizations' purposes to those described in section 501(c)(3) of the Code and the dedication of 

their assets to such purposes.  

Situation 1. Hospital A is a 250-bed community hospital. Its board of trustees is composed of 

prominent citizens in the community. Medical staff privileges in the hospital are available to all 

qualified physicians in the area, consistent with the size and nature of its facilities. The hospital 

has 150 doctors on its active staff and 200 doctors on its courtesy staff. It also owns a medical 

office building on its premises with space for 60 doctors. Any member of its active medical staff 

has the privilege of leasing available office space. Rents are set at rates comparable to those of 

other commercial buildings in the area.  

 

The hospital operates a full time emergency room and no one requiring emergency care is denied 

treatment. The hospital otherwise ordinarily limits admissions to those who can pay the cost of 

their hospitalization, either themselves, or through private health insurance, or with the aid of 

public programs such as Medicare. Patients who cannot meet the financial requirements for 

admission are ordinarily referred to another hospital in the community that does serve indigent 

patients.  

 

The hospital usually ends each year with an excess of operating receipts over operating 

disbursements from its hospital operations. Excess funds are generally applied to expansion and 

replacement of existing facilities and equipment, amortization of indebtedness, improvement in 

patient care, and medical training, education, and research.  

 

Situation 2. Hospital B is a 60-bed general hospital which was originally owned by five doctors. 

The owners formed a nonprofit organization and sold their interests in the hospital to the 

organization at fair market value. The board of trustees of the organization consists of the five 

doctors, their accountant, and their lawyer. The five doctors also comprise the hospital's medical 

committee and thereby control the selection and the admission of other doctors to the medical 

staff. During its first five years of operations, only four other doctors have been granted staff 

privileges at the hospital. The applications of a number of qualified doctors in the community 

have been rejected. Hospital admission is restricted to patients of doctors holding staff privileges. 

Patients of the five original physicians have accounted for a large majority of all hospital 

admissions over the years. The hospital maintains an emergency room, but on a relatively 

inactive basis, and primarily for the convenience of the patients of the staff doctors. The local 

ambulance services have been instructed by the hospital to take emergency cases to other 

hospitals in the area. The hospital follows the policy of ordinarily limiting admissions to those 

who can pay the cost of the services rendered. The five doctors comprising the original medical 

staff have continued to maintain their offices in the hospital since its sale to the nonprofit 

organization. The rental paid is less than that of comparable office space in the vicinity. No 

office space is available for any of the other staff members.  
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Section 501(c)(3) of the Code provides for exemption from Federal income tax or organizations 

organized and operated exclusively for charitable, scientific, or educational purposes, no part of 

the net earnings of which inures to the benefit of any private shareholder or individual.  

Section 1.501(c)(3)-1(d)(1)(ii) of the regulations provides that an organization is not organized 

or operated exclusively for any purpose set forth in section 501(c)(3) of the Code unless it serves 

a public rather than a private interest.  

 

Section 1.501(c)(3)-1(d)(2) of the regulations states that the term 'charitable' is used in section 

501(c)(3) of the Code in its generally accepted legal sense.  

 

To qualify for exemption from Federal income tax under section 501(c)(3) of the Code, a 

nonprofit hospital must be organized and operated exclusively in furtherance of some purpose 

considered 'charitable' in the generally accepted legal sense of that term, and the hospital may not 

be operated, directly or indirectly, for the benefit of private interests.  

 

In the general law of charity, the promotion of health is considered to be a charitable purpose. 

Restatement (Second), Trusts, sec. 368 and sec. 372; IV Scott on Trusts (3rd ed. 1967), sec. 368 

and sec. 372. A nonprofit organization whose purpose and activity are providing hospital care is 

promoting health and may, therefore, qualify as organized and operated in furtherance of a 

charitable purpose. If it meets the other requirements of section 501(c)(3) of the Code, it will 

qualify for exemption from Federal income tax under section 501(a).  

 

Since the purpose and activity of Hospital Z, apart from its related educational and research 

activities and purposes, are providing hospital care on a nonprofit basis for members of its 

community, it is organized and operated in furtherance of a purpose considered 'charitable' in the 

generally accepted legal sense of that term. The promotion of health, like the relief of poverty 

and the advancement of education and religion, is one of the purposes in the general law of 

charity that is deemed beneficial to the community as a whole even though the class of 

beneficiaries eligible to receive a direct benefit from its activities does not include all members 

of the community, such as indigent members of the community, provided that the class is not so 

small that its relief is not of benefit to the community. Restatement (Second), Trusts, sec. 368, 

comment (b) and sec. 372, comments (b) and (c); IV Scott on Trusts (3rd ed. 1967), sec. 368 and 

sec. 372.2. By operating an emergency room open to all persons and by providing hospital care 

for all those persons in the community able to pay the cost thereof either directly or through third 

party reimbursement, Hospital A is promoting the health of a class of persons that is broad 

enough to benefit the community.  

 

The fact that Hospital A operates at an annual surplus of receipts over disbursements does not 

preclude its exemption. By using its surplus funds to improve the quality of patient care, expand 

its facilities, and advance its medical training, education, and research programs, the hospital is 

operating in furtherance of its exempt purposes.  

 

Furthermore, Hospital A is operated to serve a public rather than a private interest. Control of the 

hospital rests with its board of trustees, which is composed of independent civic leaders. The 

hospital maintains an open medical staff, with privileges available to all qualified physicians. 

Members of its active medical staff have the privilege of leasing available space in its medical 

building. (See Rev. Rul. 69-464, page 132, this Bulletin.) It operates an active and generally 

accessible emergency room. These factors indicate that the use and control of Hospital A are for 

the benefit of the public and that no part of the income of the organization is inuring to the 

benefit of any private individual nor is any private interest being served.  
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Accordingly, it is held that Hospital A is exempt from Federal income tax under section 

501(c)(3) of the Code.  

 
Hospital B is also providing hospital care. However, in order to qualify under section 501(c)(3) 

of the Code, an organization must be organized and operated exclusively for one or more of the 

purposes set forth in that section. Hospital B was initially established as a proprietary institution 

operated for the benefit of its owners. Although its ownership has been transferred to a nonprofit 

organization, the hospital has continued to operate for the private benefit of its original owners 

who exercise control over the hospital through the board of trustees and the medical committee. 

They have used their control to restrict the number of doctors admitted to the medical staff, to 

enter into favorable rental agreements with the hospital, and to limit emergency room care and 

hospital admission substantially to their own patients. These facts indicate that the hospital is 

operated for the private benefit of its original owners, rather than for the exclusive benefit of the 

public. See Sonora Community Hospital v. Commissioner, 46 T.C. 519 (1966), aff'd. 397 F.2d 

814 (1968).  

 

Accordingly, it is held that Hospital B does not qualify for exemption from Federal income tax 

under section 501(c)(3) of the Code. In considering whether a nonprofit hospital claiming such 

exemption is operated to serve a private benefit, the Service will weigh all of the relevant facts 

and circumstances in each case. The absence of particular factors set forth above or the presence 

of other factors will not necessary be determinative.  

 

Even though an organization considers itself within the scope of Situation 1 of this Revenue 

Ruling, it must file an application on Form 1023, Exemption Application, in order to be 

recognized by the Service as exempt under section 501(c)(3) of the Code. The application should 

be filed with the District Director of Internal Revenue for the district in which is located the 

principal place of business or principal office of the organization. See section 1.501(a)-1 of the 

regulations.  

 

Revenue Ruling 56-185, C.B. 1956-1, 202, sets forth requirements for exemption of hospitals 

under section 501 (c) (3) more restrictive than those contained in this Revenue Ruling with 

respect to caring for patients without charge or at rates below cost. In addition the fourth 

requirement of Revenue Ruling 5-185 is ambiguous in that it can be read as implying that the 

possibility of ‘shareholders’ or ‘members’ sharing in the assets of a hospital upon its dissolution 

will not preclude exemption of the hospital as a charity described in section 501 (c) (3) of the 

Code. Section 1.501 (c) (3)-1 (b) (4) of the regulations promulgated subsequent to Revenue 

Ruling 56-185 makes it clear, however, that an absolute dedication of assets to charity is a 

precondition to exemption under section 501 (c) (3) of the Code. 

 

Revenue Ruling 56-185 is hereby modified to remove there from the requirements relating to 

caring for patients without charge or at rates below cost. Furthermore, requirement four has been 

modified by section 1.501 (c) (3)-1 (b) (4) of the regulations. 
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HOUSE RESOLUTION 3590 

SEC. 9007. ADDITIONAL REQUIREMENTS FOR CHARITABLE HOSPITALS. 

 

(a) REQUIREMENTS TO QUALIFY AS SECTION 501(C)(3) CHARITABLE HOSPITAL 

ORGANIZATION.—Section 501 of the Internal Revenue Code of 1986 (relating to exemption 

from tax on corporations, certain trusts, etc.) is amended by redesignating subsection (r) 

as subsection (s) and by inserting after subsection (q) the following 

new subsection: 

 

‘‘(r) ADDITIONAL REQUIREMENTS FOR CERTAIN HOSPITALS.— 

‘‘(1) IN GENERAL.—A hospital organization to which this subsection applies shall not 

        be treated as described in subsection (c)(3) unless the organization— 

‘‘(A) meets the community health needs assessment requirements described in paragraph 

   (3), 

‘‘(B) meets the financial assistance policy requirements described in paragraph (4), 

‘‘(C) meets the requirements on charges described in paragraph (5), and 

‘‘(D) meets the billing and collection requirement described in paragraph (6). 

 

‘‘(2) HOSPITAL ORGANIZATIONS TO WHICH SUBSECTION APPLIES.— 

            ‘‘(A) IN GENERAL.—This subsection shall apply to— 

‘‘(i) an organization which operates a facility which is required by a State to be licensed, 

        registered, or similarly recognized as a hospital, and 

‘‘(ii) any other organization which the Secretary determines has the provision of hospital 

        care as its principal function or purpose constituting the basis for its exemption 

        under subsection (c)(3) (determined without regard to this subsection). 

 

‘‘(B) ORGANIZATIONS WITH MORE THAN 1 HOSPITAL FACILITY.— 

            If a hospital organization operates more than 1 hospital facility— 

‘‘(i) the organization shall meet the requirements of this subsection separately with 

        respect to each such facility, and 

‘‘(ii) the organization shall not be treated as described in subsection (c)(3) with respect to 

        any such facility for which such requirements are not separately met. 

 

‘‘(3) COMMUNITY HEALTH NEEDS ASSESSMENTS.— 

‘‘(A) IN GENERAL.—An organization meets the requirements of this paragraph with respect to 

any taxable year only if the organization— 

‘‘(i) has conducted a community health needs assessment which meets the requirements 

       of subparagraph (B) in such taxable year or in either of the 2 taxable years 

       immediately preceding such taxable year, and 

‘‘(ii) has adopted an implementation strategy to meet the community health needs 

        identified through such assessment. 

 

‘‘(B) COMMUNITY HEALTH NEEDS ASSESSMENT.—A community health needs 

assessment meets the requirements of this paragraph if such community health needs 

assessment— 

‘‘(i) takes into account input from persons who represent the broad interests of the 

       community served by the hospital facility, including those with special knowledge of  

       or expertise in public health, and 

‘‘(ii) is made widely available to the public. 
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‘‘(4) FINANCIAL ASSISTANCE POLICY.—An organization meets the requirements of this 

paragraph if the organization establishes the following policies: 

 

‘‘(A) FINANCIAL ASSISTANCE POLICY.—A written financial assistance policy which 

includes— 

‘‘(i) eligibility criteria for financial assistance, and whether such assistance includes free 

        or discounted care, 

‘‘(ii) the basis for calculating amounts charged to patients, 

‘‘(iii) the method for applying for financial assistance, 

‘‘(iv) in the case of an organization which does not have a separate billing and collections 

                     policy, the actions the organization may take in the event of nonpayment, including 

                     collections action and reporting to credit agencies, and 

 ‘‘(v) measures to widely publicize the policy within the community to be served by the 

         organization. 

 

‘‘(B) POLICY RELATING TO EMERGENCY MEDICAL CARE.— A written policy requiring 

the organization to provide, without discrimination, care for emergency medical conditions 

(within the meaning of section 1867 of the Social Security Act (42 U.S.C. 1395dd)) to 

individuals regardless of their eligibility under the financial assistance policy described 

in subparagraph (A). 

 

‘‘(5) LIMITATION ON CHARGES.—An organization meets the requirements of this paragraph 

if the organization— 

‘‘(A) limits amounts charged for emergency or other medically necessary care provided 

to individuals eligible for assistance under the financial assistance policy described in paragraph 

(4)(A) to not more than the lowest amounts charged to individuals who have insurance covering 

such care, and 

‘‘(B) prohibits the use of gross charges. 

 

‘‘(6) BILLING AND COLLECTION REQUIREMENTS.—An organization meets the 

requirement of this paragraph only if the organization does not engage in extraordinary 

collection actions before the organization has made reasonable efforts to determine whether the 

individual is eligible for assistance under the financial assistance policy described in paragraph 

(4)(A). 

 

‘‘(7) REGULATORY AUTHORITY.—The Secretary shall issue such regulations and guidance 

as may be necessary to carry out the provisions of this subsection, including guidance relating 

to what constitutes reasonable efforts to determine the eligibility of a patient under a financial 

assistance policy for purposes of paragraph (6).’’. 

 

(b) EXCISE TAX FOR FAILURES TO MEET HOSPITAL EXEMPTION 

REQUIREMENTS.— 

 

(1) IN GENERAL.—Subchapter D of chapter 42 of the Internal Revenue Code of 1986 (relating 

to failure by certain charitable organizations to meet certain qualification requirements) 

is amended by adding at the end the following new section: 
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 ‘‘SEC. 4959. TAXES ON FAILURES BY HOSPITAL ORGANIZATIONS. 

‘‘If a hospital organization to which section 501(r) applies fails to meet the requirement of 

section 501(r)(3) for any taxable year, there is imposed on the organization a tax equal to 

$50,000.’’. 

 
(2) CONFORMING AMENDMENT.—The table of sections for subchapter D of chapter 42 of 

such Code is amended by adding at the end the following new item: 

‘‘Sec. 4959. Taxes on failures by hospital organizations.’’. 

 

(c) MANDATORY REVIEW OF TAX EXEMPTION FOR HOSPITALS.— 

The Secretary of the Treasury or the Secretary’s delegate shall review at least once every 3 years 

the community benefit activities of each hospital organization to which section 501(r) of the 

Internal Revenue Code of 1986 (as added by this section) applies. 

 

(d) ADDITIONAL REPORTING REQUIREMENTS.— 

 

(1) COMMUNITY HEALTH NEEDS ASSESSMENTS AND AUDITED FINANCIAL 

STATEMENTS.—Section 6033(b) of the Internal Revenue Code of 1986 (relating to certain 

organizations described in section 501(c)(3)) is amended by striking ‘‘and’’ at the end of 

paragraph (14), by redesignating paragraph (15) as paragraph (16), and by inserting after 

paragraph (14) the following new paragraph: 

‘‘(15) in the case of an organization to which the requirements of section 501(r) apply for 

          the taxable year— 

‘‘(A) a description of how the organization is addressing the needs identified in each 

         community health needs assessment conducted under section 501(r)(3) and a 

         description of any such needs that are not being addressed together with the reasons 

         why such needs are not being addressed, and 

‘‘(B) the audited financial statements of such organization (or, in the case of an 

         organization the financial statements of which are included in a consolidated 

         financial statement with other organizations, such consolidated financial 

         statement).’’. 

 

(2) TAXES.—Section 6033(b)(10) of such Code is amended by striking ‘‘and’’ at the end of 

subparagraph (B), by inserting ‘‘and’’ at the end of subparagraph (C), and by adding at the 

end the following new subparagraph: 

‘‘(D) section 4959 (relating to taxes on failures by hospital organizations),’’. 

 

(e) REPORTS.— 

 

(1) REPORT ON LEVELS OF CHARITY CARE.—The Secretary of the Treasury, in 

consultation with the Secretary of Health and Human Services, shall submit to the Committees 

on Ways and Means, Education and Labor, and Energy and Commerce of the House of 

Representatives and to the Committees on Finance and Health, Education, Labor, and Pensions 

of the Senate an annual report on the following: 

(A) Information with respect to private tax-exempt, taxable, and government-owned  

       hospitals regarding— 

(i) levels of charity care provided, 

(ii) bad debt expenses, 

(iii) unreimbursed costs for services provided with respect to means-tested government  

      programs, and 

(iv) unreimbursed costs for services provided with respect to non-means tested  
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      government programs. 

(B) Information with respect to private tax-exempt hospitals regarding costs incurred for 

      community benefit activities. 

 
(2) REPORT ON TRENDS.— 

 (A) STUDY.—The Secretary of the Treasury, in consultation with the Secretary of  

                  Health and Human Services, shall conduct a study on trends in the information  

                  required to be reported under paragraph (1). 

 

(B) REPORT.—Not later than 5 years after the date of the enactment of this Act, the 

      Secretary of the Treasury, in consultation with the Secretary of Health and Human 

                  Services, shall submit a report on the study conducted under subparagraph (A) to the 

                  Committees on Ways and Means, Education and Labor, and Energy and Commerce 

                  of the House of Representatives and to the Committees on Finance and Health, 

                  Education, Labor, and Pensions of the Senate. 

 

(f) EFFECTIVE DATES.— 

 

(1) IN GENERAL.—Except as provided in paragraphs (2) and (3), the amendments made by this 

section shall apply to taxable years beginning after the date of the enactment 

of this Act. 

 

(2) COMMUNITY HEALTH NEEDS ASSESSMENT.—The requirements of section 501(r)(3) 

of the Internal Revenue Code of 1986, as added by subsection (a), shall apply to taxable years 

beginning after the date which is 2 years after the date of the enactment of this Act. 

 

(3) EXCISE TAX.—The amendments made by subsection (b) shall apply to failures occurring 

after the date of the enactment of this Act. 
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