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of 1934 during the preceding 12 months (or for such shorter period that the registrant was required to file such reports), and (2) has been subject
to such filing requirements for the past 90 days.    YES  x        NO  ¨

Indicate by check mark whether the registrant has submitted electronically and posted on its corporate web site, if any, every Interactive Data
File required to be submitted and posted pursuant to Rule 405 of Regulation S-T (§ 232.405 of this chapter) during the preceding 12 months (or
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PART I

Item 1.    Business of Community Health Systems, Inc.

Overview of Our Company

We are one of the largest publicly-traded hospital companies in the United States and a leading operator of general acute care hospitals in
communities across the country. We were originally founded in 1986 and were reincorporated in 1996 as a Delaware corporation. We provide
healthcare services through the hospitals that we own and operate and affiliated businesses in non-urban and selected urban markets throughout
the United States. As of December 31, 2014, we owned or leased 197 hospitals included in continuing operations, comprised of 193 general
acute care hospitals and four stand-alone rehabilitation or psychiatric hospitals. These hospitals are geographically diversified across 28 states,
with an aggregate of 30,137 licensed beds. We generate revenues by providing a broad range of general and specialized hospital healthcare
services and other outpatient services to patients in the communities in which we are located. Services provided through our hospitals and
affiliated businesses include general acute care, emergency room, general and specialty surgery, critical care, internal medicine, obstetrics,
diagnostic, psychiatric and rehabilitation services. We also provide additional outpatient services at urgent care centers, occupational medicine
clinics, imaging centers, cancer centers, ambulatory surgery centers and home health and hospice agencies. An integral part of providing these
services is our relationship and network of affiliated physicians at our hospitals and affiliated businesses. As of December 31, 2014, we
employed approximately 3,300 physicians and an additional 900 licensed healthcare practitioners. Through our management and operation of
these businesses, we provide standardization and centralization of operations across key business areas; strategic assistance to expand and
improve services and facilities; implementation of patient safety and quality of care improvement programs and assistance in the recruitment of
additional physicians and licensed healthcare practitioners to the markets in which our hospitals are located. In a number of our markets, we
have partnered with local physicians or not-for-profit providers, or both, in the ownership of our facilities. In addition to our hospitals and
related businesses, we also owned and operated 64 licensed home care agencies and 21 licensed hospice agencies as of December 31, 2014,
located primarily in markets where we also operate a hospital. Also, through our wholly-owned subsidiary, Quorum Health Resources, LLC, or
QHR, we provide management and consulting services to non-affiliated general acute care hospitals located throughout the United States. For
the services we provide through hospitals and home care agencies that we own and operate, we are paid by governmental agencies, private
insurers and directly by the patients we serve. For our management and consulting services, we are paid by the non-affiliated hospitals utilizing
our services. The financial information for our reportable operating segments is presented in Note 14 of the Notes to our Consolidated Financial
Statements included under Item 8 of this Annual Report on Form 10-K, or Form 10-K.

Our strategy includes growth by acquisition. We generally target hospitals in growing, non-urban and selected urban healthcare markets for
acquisition because of their favorable demographic and economic trends and competitive conditions. Because non-urban and suburban service
areas have smaller populations, there are generally fewer hospitals and other healthcare service providers in these communities and generally a
lower level of managed care presence in these markets. We believe that communities with smaller populations generally view the local hospital
as an integral part of the community and support less direct competition for hospital-based services. We believe opportunities exist for skilled,
disciplined operators in selected urban markets to create networks between urban hospitals and non-urban hospitals while improving physician
alignment in both those markets and making it more attractive to managed care. In recent years, our acquisition strategy has also included
acquiring selective physician practices and physician-owned ancillary service providers. Such acquisitions are executed in markets where we
already have a hospital presence and provide an opportunity to increase the number of affiliated physicians or expand the range of specialized
healthcare services provided by our hospitals.

Throughout this Form 10-K, we refer to Community Health Systems, Inc., or the Parent Company, and its consolidated subsidiaries in a
simplified manner and on a collective basis, using words like �we,� �our,� �us� and the �Company.� This drafting style is suggested by the Securities and
Exchange Commission, or SEC, and is not meant to indicate that the publicly-traded Parent Company or any particular subsidiary of the Parent
Company
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owns or operates any asset, business or property. The hospitals, operations and businesses described in this filing are owned and operated, and
management services provided, by distinct and indirect subsidiaries of Community Health Systems, Inc.

On January 27, 2014, we completed the acquisition of Health Management Associates, Inc., or HMA, for approximately $7.3 billion, including
the assumption of approximately $3.8 billion of indebtedness, which is referred to in this report as the HMA merger. Additional details regarding
the HMA merger are set forth in the Executive Summary section of �Management�s Discussion and Analysis of Financial Condition and Results
of Operations.�

Available Information

Our website address is www.chs.net and the investor relations section of our website is located at www.chs.net/investor-relations. We make
available free of charge, through the investor relations section of our website, annual reports on Form 10-K, quarterly reports on Form 10-Q and
current reports on Form 8-K as well as amendments to those reports, as soon as reasonably practical after they are filed with, or furnished to, the
SEC. Our filings are also available to the public at the website maintained by the SEC, www.sec.gov.

We also make available free of charge, through the investor relations section of our website, our Governance Principles, our Code of Conduct
and the charters of our Audit and Compliance Committee, Compensation Committee and Governance and Nominating Committee.

We have included the Chief Executive Officer and the Chief Financial Officer certifications regarding the public disclosure required by
Sections 302 and 906 of the Sarbanes-Oxley Act of 2002 as Exhibits 31.1, 31.2, 32.1 and 32.2 to this Form 10-K.

Our Business Strategy

Our objective is to increase shareholder value by providing high-quality patient care using cost effective and efficient operations while pursuing
selective growth opportunities. The key elements of our business strategy to achieve this objective are to:

� increase revenue at our facilities,

� improve profitability,

� improve patient safety and quality of care and

� grow through selective acquisitions.
Increase Revenue at Our Facilities

Overview.    We seek to increase revenue at our facilities by providing a broader range of services in a more attractive care setting, as well as by
supporting, recruiting and employing physicians. We identify the healthcare needs of the community by analyzing demographic data and patient
referral trends. We also work with local hospital boards, management teams and medical staffs to determine the number and type of additional
physician specialties needed. In recent years, we have built through acquisitions and consolidation several major networks of affiliated hospitals
in key states in which we operate. We believe the use of these hospital networks allows us to provide more integrated services and maximizes
the usage of our strong physician base. Our initiatives to increase revenue include:

� recruiting and/or employing additional primary care physicians and specialists,

�
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expanding the breadth of services offered at our hospitals and our affiliated businesses, and in the communities in which we operate,
through targeted capital expenditures and physician alignment to support the addition of more convenient or complex services,
including orthopedics, cardiovascular services, urology and urgent care,
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� providing the capital to invest in technology and the physical plant at our facilities, particularly in our emergency rooms, surgery
departments, critical care departments and diagnostic services and

� executing select managed care contracts through a centrally managed review process.
Physician Recruiting.    The primary method of adding or expanding medical services is the recruitment of new physicians into the community.
A core group of primary care physicians is necessary as an initial contact point for all local healthcare. The addition of specialists who offer
services, including general surgery, obstetrics and gynecology, cardiovascular services, orthopedics and urology, completes the full range of
medical and surgical services required to meet a community�s core healthcare needs. At the time we acquire a hospital and from time to time
thereafter, we identify the healthcare needs of the community in which such hospital is located by analyzing demographic data and patient
referral trends. As a result of this analysis, we are able to determine what we believe to be the optimum mix of primary care physicians and
specialists. We employ recruiters at the corporate level to support the local hospital managers in their recruitment efforts. Additionally, in
response to the recent trend in physicians seeking employment, we have begun employing more physicians, including, in many instances,
acquiring physician practices. We have increased the number of physicians affiliated with us through our recruiting and employment efforts, net
of turnover, by approximately 1,777 in 2014, 1,030 in 2013, and 1,147 in 2012. The percentage of recruited or other physicians commencing
practice with us that were specialists was over 55% in 2014. However, most of the physicians in our communities remain in private practice and
are not our employees. We believe we have been successful in recruiting physicians because of the practice opportunities afforded physicians in
our markets, as well as lower managed care penetration as compared to larger urban areas.

Expansion of Services and Capital Investment.    In an effort to better meet the healthcare needs of the communities we serve and to capture a
greater portion of the healthcare spending in our markets, we have added a broad range of services to our facilities and, in certain markets,
acquired physician practices to broaden our service offerings. These services range from various types of diagnostic equipment capabilities to
additional and renovated emergency rooms, surgical and critical care suites and specialty services. We have concentrated our focus on
expanding our service lines to those service offerings that we believe have the greatest growth potential, including orthopedics, neuroscience,
cardiovascular care, women�s health and cancer care. The expansion of these service lines has also been enabled through providing additional
access points separate from the traditional hospital service location, through the maximization of physician practice utilization, partnerships with
third-party urgent care and retail service locations, expansion of outside diagnostic and surgery center locations, and advancing tele-health
strategies.

We spent approximately $166 million on 58 major construction projects that were completed in 2014. The 2014 projects included new
emergency rooms, cardiac catheterization laboratories, hospital additions and surgical suites. These projects improved various diagnostic and
other inpatient and outpatient service capabilities. We believe that appropriate capital investments in our facilities, combined with the
development of our service capabilities, will reduce the migration of patients to competing providers while providing an attractive return on
investment. We also employ a small group of clinical consultants at our corporate headquarters to assist the hospitals in their development of
surgery, emergency, critical care, cardiovascular and hospitalist services. In addition to spending capital on expanding services at our existing
hospitals, we also build replacement facilities in certain markets to better meet the healthcare needs in those communities. In 2014 and 2013, we
spent $120 million and $61 million, respectively, on construction projects related to the York and Birmingham replacement hospitals discussed
below. In 2012, we spent $96 million on construction projects related to three replacement hospitals that we were required to build pursuant to
either a hospital purchase agreement or an amendment to a lease agreement. All three of these hospitals were completed and opened in 2012. As
part of an acquisition in 2012, we agreed to build a replacement hospital in York, Pennsylvania by July 2017. In addition, in September 2010, we
received approval of our request for a certificate of need, or CON, from the Alabama Certificate of Need Review Board. This CON was
challenged in the Alabama state circuit and appellate courts, but the CON was upheld by the Supreme Court of Alabama in May 2013,
eliminating any further appeals. We expect to complete the replacement hospital in Birmingham by the end of 2015. The total cost of these
remaining two replacement hospitals is estimated to be $410 million.
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Managed Care Strategy.    Managed care has seen growth across the U.S. as health plans expand service areas and membership in an attempt to
control rising medical costs. As we service primarily non-urban markets, we do not have significant relationships with individual managed care
organizations, including Medicare Advantage. We have responded with a proactive and carefully considered strategy developed specifically for
each of our facilities. Our experienced corporate managed care department reviews and approves all managed care contracts, which are
organized and monitored using a central database. The primary mission of this department is to select and evaluate appropriate managed care
opportunities, manage existing reimbursement arrangements and negotiate increases. Generally, we do not intend to enter into capitated or risk
sharing contracts. However, some purchased hospitals have risk sharing contracts at the time we acquire them. We seek to discontinue these
contracts to eliminate risk retention related to payment for patient care. We do not believe that we have, at the present time, any risk sharing
contracts that would have a material impact on our results of operations.

Improve Profitability

Overview.    To improve efficiencies and increase operating margins, we implement cost containment programs and adhere to operating
philosophies that include:

� standardizing and centralizing our methods of operation and management, including:

� monitoring and enhancing productivity of our human resources,

� capitalizing on purchasing efficiencies through the use of company-wide standardized purchasing contracts and terminating or
renegotiating specified vendor contracts and

� installing standardized management information systems, resulting in more streamlined clinical operations and more efficient
billing and collection procedures; and

� improving patient safety and optimizing resource allocation through our case and resource management program, which assists in
improving clinical care and containing costs.

In addition, each of our hospital management teams is supported by our centralized operational, reimbursement, regulatory and compliance
expertise, as well as by our senior management team, a seasoned group of executives with an average of over 25 years of experience in the
healthcare industry.

Standardization and Centralization.    Our standardization and centralization initiatives encompass nearly every aspect of our business, from
developing standard policies and procedures with respect to patient accounting and physician practice management to implementing standard
processes to initiate, evaluate and complete construction projects. Our standardization and centralization initiatives are a key element in
improving our operating results.

� Billing and Collections.    We have adopted standard policies and procedures with respect to billing and collections. We have also
automated and standardized various components of the collection cycle, including statement and collection letters and the movement of
accounts through the collection cycle. Upon completion of an acquisition, our management information systems team converts the
hospital�s existing information system to our standardized system. This enables us to quickly implement our business controls and cost
containment initiatives.

� Physician Support.    We support our newly recruited physicians to enhance their transition into our communities. All newly recruited
physicians who enter into contracts with us are required to attend a three-day introductory seminar that covers issues involved in
starting up a practice. We have also implemented physician practice management seminars, webinars and other training. We host these
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� Procurement and Materials Management.    We have standardized and centralized our operations with respect to medical supplies,
equipment and pharmaceuticals used in our hospitals. We have a participation
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agreement with HealthTrust Purchasing Group, L.P., or HealthTrust, a group purchasing organization, or GPO. HealthTrust contracts
with certain vendors who supply a substantial portion of our medical supplies, equipment and pharmaceuticals. Our agreement with
HealthTrust extends to January 2016, with automatic renewal terms of one year unless either party terminates by giving notice of
non-renewal.

� Facilities Management.    We have standardized interiors, lighting and furniture programs. We have also implemented a standard
process to initiate, evaluate and complete construction projects. Our corporate staff monitors all construction projects, and reviews and
pays all construction project invoices. Our initiatives in this area have reduced our construction costs and shortened our project
completion times while maintaining the same high level of quality.

� Other Initiatives.    We have also improved margins by implementing standard programs with respect to ancillary services in various
areas, including emergency rooms, pharmacy, laboratory, imaging, home care, skilled nursing, centralized outpatient scheduling and
health information management. We have enhanced quality and reduced costs associated with these services by improving contract
terms and standardizing information systems. We work to identify and communicate best practices and monitor these improvements
throughout the Company.

� Internal Controls Over Financial Reporting.    We have centralized many of our significant internal controls over financial reporting
and standardized those other controls that are performed at our hospital locations. We continuously monitor compliance with and
evaluate the effectiveness of our internal controls over financial reporting. As noted above under Part I, Item 9A, we are continuing the
process of analyzing the internal controls over financial reporting of the former HMA operations acquired in the merger and integrating
them within our broader framework of controls, and we have, consistent with the SEC�s rules, excluded these acquired hospitals and
operations from our internal controls assessment included in this Form 10-K.

Case and Resource Management.    The primary goal of our case management program is to ensure the delivery of safe, high quality care in an
efficient and cost effective manner. The program focuses on:

� appropriate management of length of stay consistent with national standards and benchmarks,

� reducing unnecessary utilization,

� developing and implementing operational best practices,

� discharge planning and

� compliance with all regulatory standards.
Our case management program integrates the functions of utilization review, discharge planning, assessment of medical necessity and resource
management. Patients are assessed upon presentation to the hospital and throughout their course of care with ongoing reviews. Industry standard
criteria are utilized in patient assessments, and discharge plans are adjusted according to patient needs. Cases are monitored to prevent delays in
service or unnecessary utilization of resources. When a patient is ready for discharge, a case manager works with the patient�s attending
physician to evaluate and coordinate the patient�s needs for continued care in the post-acute setting. Each hospital has the support of a physician
advisor to act as a liaison to the medical staff and assist with all the activities of the program.

Improve Patient Safety and Quality of Care

Each of our hospitals has a board of trustees, which includes members of the hospital�s medical staff. The board of trustees establishes policies
concerning the hospital�s medical, professional, and ethical practices, monitors these practices, and is responsible for ensuring that these practices
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Medicare and Medicaid accreditation and regulatory requirements. Patient care evaluations and other quality of care assessment activities are
reviewed and monitored continuously with comparison to regional and national benchmarks when available.

We have implemented various programs to support our hospitals in an effort to ensure continuous improvement in patient safety and the quality
of care provided. We have developed high reliability/safety and quality training programs for all senior hospital management, chief nursing
officers, quality directors, physicians and other clinical staff. We share information among our hospital management to implement best practices
and assist in complying with regulatory requirements. We have standardized many of our processes for documenting compliance with
accreditation requirements and clinical practices proven to lead to improved patient outcomes. All hospitals conduct patient, physician and staff
satisfaction surveys to help identify methods of improving patient safety and the quality of care.

To ensure the experience of our emergency room patients meets our service and quality expectations, we have implemented a program to contact
selected patients as a follow-up to the services they received. We verify that patients were able to obtain any prescriptions and outpatient
appointments recommended at discharge. We also ensure that their symptoms have abated and that they understood the discharge instructions
given at the hospital. Through this program, we placed over one million follow-up calls in 2014.

In 2011, we established a component patient safety organization, or PSO, which was listed by the U.S. Department of Health and Human
Services Agency for Healthcare Research and Quality on January 11, 2012. We believe our PSO has assisted, and will continue to assist, us in
improving patient safety at our hospitals. The PSO was recertified in 2014 through 2018.

Grow Through Selective Acquisitions

Acquisition Criteria.    Each year we intend to acquire, on a selective basis, approximately two to four hospitals that fit our acquisition criteria.
Generally, we pursue acquisition candidates that:

� are located in a market that has a stable or growing population base,

� are the sole or primary provider of acute care services in the community,

� are located in an area with the potential for service expansion,

� are not located in an area that is dependent upon a single employer or industry and

� have financial performance that we believe will benefit from our management�s operating skills.
Occasionally, we have pursued acquisition opportunities outside of our specified criteria when such opportunities have had uniquely favorable
characteristics. In addition, in recent years, we have been successful in acquiring multi-hospital systems in larger metropolitan areas. We believe
the acquisition of certain hospitals located in select urban or other geographic regions can provide additional opportunities for increased services
and leveraging of our existing presence in some regions as well as reduced costs through shared resources.

In 2012, we acquired four hospitals located in Scranton, Pennsylvania; Peckville, Pennsylvania; Blue Island, Illinois and York, Pennsylvania and
a large physician practice located in Longview, Texas. While no hospital acquisitions closed during 2013, in July 2013 we announced that we,
one of our wholly-owned subsidiaries, and HMA had entered into an Agreement and Plan of Merger (which we subsequently amended on
September 24, 2013). On January 27, 2014, we completed the merger with HMA, which at the time of acquisition owned or leased 71 hospitals.
In addition to the HMA hospitals, during 2014 we acquired four other hospitals located in Ocala, Florida; Sharon, Pennsylvania; Natchez,
Mississippi; and Gaffney, South Carolina. On January 23, 2015, we entered into a definitive agreement for the purchase of an 80 percent equity
interest in Metro Health in Grand Rapids, Michigan. In 2015, we intend to complete this acquisition and at least one additional hospital
acquisition.
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Disciplined Acquisition Approach.    We believe that we have been disciplined in our approach to acquisitions. We have a dedicated team of
internal and external professionals who complete a thorough review of each hospital�s financial and operating performance, the demographics
and service needs of the market and the physical condition of the facilities. Based on our historical experience, we then build a pro forma
financial model that reflects what we believe can be accomplished under our ownership. Whether we buy or lease the existing facility or agree to
construct a replacement hospital, we believe we have been disciplined in our approach to pricing. We typically begin the acquisition process by
entering into a non-binding letter of intent with an acquisition candidate. After we complete business and financial due diligence and financial
modeling, we decide whether or not to enter into a definitive agreement. Once an acquisition is completed, we have an organized and systematic
approach to transitioning and integrating the new hospital into our system of hospitals.

Acquisition Efforts.    Most of our acquisition targets are municipal or other not-for-profit hospitals. We believe that our access to capital, ability
to recruit physicians and reputation for providing quality care make us an attractive partner for these communities. In addition, we have found
that communities located in states where we already operate a hospital are more receptive to our acquiring their hospitals, because they are
aware of our operating track record with respect to our other hospitals within the state.

At the time we acquire a hospital, we may commit to an amount of capital expenditures, such as a replacement facility, renovations, or
equipment over a specified period of time. Pursuant to a hospital purchase agreement in effect as of December 31, 2014, we are required to build
a replacement facility in York, Pennsylvania by July 2017. Estimated construction costs, including equipment costs, are approximately $130
million for this replacement facility, of which less than $1 million has been incurred to date. In addition, in October 2008, after the purchase of
the noncontrolling owner�s interest in our Birmingham, Alabama facility, we initiated the purchase of a site, which includes a partially
constructed hospital structure, for a potential replacement for our existing Birmingham facility. In September 2010, we received approval of our
request for a certificate of need from the Alabama Certificate of Need Review Board. This CON was challenged in the Alabama state circuit and
appellate courts, but the CON was upheld by the Supreme Court of Alabama in May 2013, eliminating any further appeals. Our estimated
construction costs, including the acquisition of the site and equipment costs, are approximately $280 million for the Birmingham replacement
facility, of which approximately $184 million has been incurred to date. Under other purchase agreements in effect as of December 31, 2014, we
have committed to spend $839 million, generally over a five to seven year period after acquisition, for costs such as capital improvements,
equipment, selected leases and physician recruiting. Through December 31, 2014, we have incurred approximately $384 million related to these
commitments.

Industry Overview

The Centers for Medicare and Medicaid Services, or CMS, reported that in 2013 total U.S. healthcare expenditures grew by 3.6% to
approximately $2.9 trillion. CMS also projected total U.S. healthcare spending to grow by 5.6% in 2014 and by an average of 5.7% annually
from 2013 through 2023, largely as a result of the continued implementation of the Affordable Care Act coverage expansions, faster projected
economic growth and the aging of the population. By these estimates, healthcare expenditures will account for approximately $5.2 trillion, or
19.3% of the total U.S. gross domestic product, by 2023. Expected growth for 2014 is 5.6%, as 9 million Americans are projected to gain health
insurance coverage, predominantly through either Medicaid or the health insurance marketplaces.

Hospital services, the market within the healthcare industry in which we operate, is the largest single category of healthcare expenditures at
32.1% of total healthcare spending in 2013, or approximately $937 billion, as reported by CMS. CMS projects the hospital services category to
increase 5.1% in 2015 due to the continued effects of the Affordable Care Act insurance expansion combined with the effect of faster economic
growth. For 2016 through 2023, continued population aging and the impact of improved economic conditions are expected to result in projected
average annual growth of 6.2%.
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U.S. Hospital Industry.    The U.S. hospital industry is broadly defined to include acute care, rehabilitation and psychiatric facilities that are
either public (government owned and operated), not-for-profit private (religious or secular), or for-profit institutions (investor owned).
According to the American Hospital Association, there are approximately 5,000 inpatient hospitals in the U.S. which are not-for-profit owned,
investor owned, or state or local government owned. Of these hospitals, approximately 40% are located in non-urban communities. We believe
that a majority of these hospitals are owned by not-for-profit or governmental entities. These facilities offer a broad range of healthcare services,
including internal medicine, general surgery, cardiology, oncology, orthopedics, OB/GYN and emergency services. In addition, hospitals also
offer other ancillary services, including psychiatric, diagnostic, rehabilitation, home care and outpatient surgery services.

Urban vs. Non-Urban Hospitals.    According to the U.S. Census Bureau, 19.3% of the U.S. population lives in communities designated as
non-urban. In these non-urban communities, hospitals are typically the primary source of healthcare. In many cases a single hospital is the only
provider of general healthcare services in these communities.

Factors Affecting Performance.    Among the many factors that can influence a hospital�s financial and operating performance are:

� facility size and location,

� facility ownership structure (i.e., tax-exempt or investor owned),

� a facility�s ability to participate in group purchasing organizations and

� facility payor mix.
Patients needing the most complex care are more often served by the larger and/or more specialized urban hospitals. We believe opportunities
exist in selected urban markets to create networks between urban hospitals and non-urban hospitals in order to expand the breadth of services
offered in the non-urban hospitals while improving physician alignment in those markets and making it more attractive to managed care.

Hospital Industry Trends

Demographic Trends.    According to the U.S. Census Bureau, in 2013, there were approximately 44.7 million Americans aged 65 or older in the
U.S. who comprise approximately 14.1% of the total U.S. population. By the year 2030, the number of Americans aged 65 or older is expected
to climb to 72.1 million, or 19.3% of the total population. Due to the increasing life expectancy of Americans, the number of people aged
85 years and older is also expected to increase from 6.0 million in 2013 to 8.7 million by the year 2030. This increase in life expectancy will
increase demand for healthcare services and, as importantly, the demand for innovative, more sophisticated means of delivering those services.
Hospitals, as the largest category of care in the healthcare market, will be among the main beneficiaries of this increase in demand. Based on
data compiled for us, the populations of the service areas where our hospitals are located grew by 3.2% from 2009 to 2014 and are expected to
grow by 3.5% from 2014 to 2019. The number of people aged 65 or older in these service areas grew by 13.7% from 2009 to 2014 and is
expected to grow by 15.8% from 2014 to 2019. People aged 65 or older comprised 16.1% of the total population in our service areas in 2014, yet
they could comprise 18.1% of the total population in our service areas by 2019.

Consolidation.    In addition to our own acquisitions in recent years, consolidation activity in the hospital industry, primarily through mergers
and acquisitions involving both for-profit and not-for-profit hospital systems, is continuing. Reasons for this activity include:

� ample supply of available capital,

� valuation levels,
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� financial performance issues, including challenges associated with changes in reimbursement and collectability of self-pay revenue,

� the desire to enhance the local availability of healthcare in the community,

� the need and ability to recruit primary care physicians and specialists,

� the need to achieve general economies of scale and to gain access to standardized and centralized functions, including favorable supply
agreements and access to malpractice coverage,

� changes to healthcare payment models that emphasize cost-effective delivery of service and quality of outcomes for the entire episode
of care and

� regulatory changes.
The healthcare industry is also undergoing consolidation in reaction to efforts to reform the payment system. Hospital systems are acquiring
physician practices and other outpatient and sub-acute providers to position themselves for readmission, bundling and other payment
restructuring. Similarly, payors are consolidating and acquiring disease management service providers in an effort to offer more competitive
programs.

Trends in Payment for Healthcare Services.    As discussed in more detail in the Government Regulation section of this Form 10-K, the impact
of healthcare reform legislation, combined with the growing financial and economic pressures on the healthcare industry, has resulted in
challenges to current and future reimbursement trends. Because of higher healthcare costs and expanded coverage for uninsured patients, the
healthcare industry must face the risk that higher deductibles and co-payment requirements for insured patients will increase, resulting in the
potential for greater write-offs of uncollectible amounts from those patients.

Shift to Outpatient Services.    Because of the growing availability of stand-alone outpatient healthcare facilities and the increase in the services
that are able to be provided at these locations, many individuals are seeking a broader range of services at outpatient facilities. This trend has
contributed to an increase in outpatient services while inhibiting the growth of inpatient admissions.

9
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Selected Operating Data

The following table sets forth operating statistics for our hospitals for each of the years presented, which are included in our continuing
operations. Statistics for 2014 include a full year of operations for 127 hospitals and partial periods for 70 hospitals acquired during the year
reflecting the operations of these hospitals following the completion of the acquisition. Statistics for 2013 include a full year of operations for
129 hospitals. Statistics for 2012 include a full year of operations for 125 hospitals and partial periods for four hospitals acquired during the year
reflecting the operations of these hospitals following the completion of the acquisition. Statistics for hospitals which have been sold are excluded
from all periods presented.

Year Ended December 31,
2014 2013 2012

(Dollars in millions)

Consolidated Data
Number of hospitals (at end of period) 197 129 129
Licensed beds (at end of period)(1) 30,137 19,632 19,786
Beds in service (at end of period)(2) 27,000 16,850 16,795
Admissions(3) 924,951 643,497 689,089
Adjusted admissions(4) 1,970,610 1,337,683 1,391,456
Patient days(5) 4,091,183 2,845,281 3,000,864
Average length of stay (days)(6) 4.4 4.4 4.4
Occupancy rate (beds in service)(7) 43.8% 46.4% 49.1% 
Net operating revenues $ 18,639 $ 12,819 $ 12,833
Net inpatient revenues as a % of net patient revenues before provision
for bad debt 43.9% 44.0% 45.6% 
Net outpatient revenues as a % of net patient revenues before provision
for bad debt 56.1% 56.0% 54.4% 
Net income attributable to Community Health Systems, Inc. $ 92 $ 141 $ 266
Net income attributable to Community Health Systems, Inc. as a % of
net operating revenues 0.5% 1.1% 2.1% 

Liquidity Data
Adjusted EBITDA(8) $ 2,777 $ 1,860 $ 1,982
Adjusted EBITDA as a % of net operating revenues(8) 14.9% 14.5% 15.4% 
Net cash flows provided by operating activities $ 1,615 $ 1,089 $ 1,280
Net cash flows provided by operating activities as a % of net operating
revenues 8.7% 8.5% 10.0% 
Net cash flows used in investing activities $ (4,351) $ (991) $ (1,383) 
Net cash flows provided by (used in) financing activities $ 2,872 $ (113) $ 361
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Year Ended December 31, (Decrease)
Increase2014 2013

(Dollars in millions)

Same-Store Data(9)
Admissions(3) 892,536 931,511 (4.2)% 
Adjusted admissions(4) 1,908,074 1,926,045 (0.9)% 
Patient days(5) 3,941,245 4,107,903
Average length of stay (days)(6) 4.4 4.4
Occupancy rate (beds in service)(7) 43.2% 43.6% 
Net operating revenues $ 18,138 $ 17,929 1.2% 
Income from operations $ 1,532 $ 1,362 12.5% 
Income from operations as a % of net operating revenues 8.4% 7.6% 
Depreciation and amortization $ 1,063 $ 1,114
Equity in earnings of unconsolidated affiliates $ 48 $ 43

(1) Licensed beds are the number of beds for which the appropriate state agency licenses a facility regardless of whether the beds are actually
available for patient use.

(2) Beds in service are the number of beds that are readily available for patient use.

(3) Admissions represent the number of patients admitted for inpatient treatment.

(4) Adjusted admissions is a general measure of combined inpatient and outpatient volume. We computed adjusted admissions by multiplying
admissions by gross patient revenues and then dividing that number by gross inpatient revenues.

(5) Patient days represent the total number of days of care provided to inpatients.

(6) Average length of stay (days) represents the average number of days inpatients stay in our hospitals.

(7) We calculated occupancy rate percentages by dividing the average daily number of inpatients by the weighted-average number of beds in
service.

(8) EBITDA consists of net income attributable to Community Health Systems, Inc. before interest, income taxes, depreciation and
amortization. Adjusted EBITDA is EBITDA adjusted to exclude discontinued operations, loss from early extinguishment of debt,
impairment of long-lived assets, net income attributable to noncontrolling interests, acquisition and integration expenses from the
acquisition of HMA, expenses related to government legal settlements and related costs (other than HMA legal proceedings underlying the
CVR agreement), and income from fair value adjustments, net of legal expenses, related to the HMA legal proceedings underlying the
CVR agreement. We have from time to time sold noncontrolling interests in certain of our subsidiaries or acquired subsidiaries with
existing noncontrolling interest ownership positions. We believe that it is useful to present adjusted EBITDA because it excludes the
portion of EBITDA attributable to these third-party interests and clarifies for investors our portion of EBITDA generated by continuing
operations. We use adjusted EBITDA as a measure of liquidity. We have also presented this measure because we believe it provides
investors with additional information about our ability to incur and service debt and make capital expenditures. Adjusted EBITDA is the
basis for a key component in the determination of our compliance with some of the covenants under our senior secured credit facility, as
well as to determine the interest rate and commitment fee payable under the senior secured credit facility (although adjusted EBITDA does
not include all of the adjustments described in the senior secured credit facility).
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Adjusted EBITDA is not a measurement of financial performance or liquidity under generally accepted accounting principles. It should not
be considered in isolation or as a substitute for net income, operating income, cash flows from operating, investing or financing activities,
or any other measure calculated in accordance with generally accepted accounting principles. The items excluded from adjusted EBITDA
are significant components in understanding and evaluating financial performance and liquidity. Our calculation of adjusted EBITDA may
not be comparable to similarly titled measures reported by other companies.
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The following table reconciles adjusted EBITDA, as defined, to our net cash provided by operating activities as derived directly from our
Consolidated Financial Statements for the years ended December 31, 2014, 2013 and 2012 (in millions):

Year Ended December 31,
2014 2013 2012

Adjusted EBITDA $ 2,777 $ 1,860 $ 1,982
Interest expense, net (972) (613) (621) 
Provision for income taxes (82) (104) (164) 
Deferred income taxes 107 69 53
Loss from operations of entities sold or held for sale (7) (21) (12) 
Depreciation and amortization of discontinued operations 7 12 12
Stock-based compensation expense 54 38 41
Excess tax benefit relating to stock-based compensation � (7) (4) 
Other non-cash expenses, net 40 61 33
Changes in operating assets and liabilities, net of effects of acquisitions and divestitures:
Patient accounts receivable (306) (285) (204) 
Supplies, prepaid expenses and other current assets 28 (8) (99) 
Accounts payable, accrued liabilities and income taxes 147 76 246
Other (178) 11 17

Net cash provided by operating activities $ 1,615 $ 1,089 $ 1,280

(9) Includes former HMA hospitals for the months of February through December 2014 and 2013 as if they were owned during both
comparable periods. For all hospitals owned throughout both periods, the same-store operating results and statistical data reflects the
indicated periods. In addition, same-store comparisons exclude our hospitals that have previously been classified as discontinued
operations for accounting purposes.

Sources of Revenue

We receive payment for healthcare services provided by our hospitals from:

� the federal Medicare program,

� state Medicaid or similar programs,

� healthcare insurance carriers, health maintenance organizations or �HMOs,� preferred provider organizations or �PPOs,� and other managed
care programs and

� patients directly.
The following table presents the approximate percentages of operating revenues, net of contractual allowances and discounts (but before
provision for bad debts), by payor source for the periods indicated. The data for the years presented are not strictly comparable due to the effect
that hospital acquisitions have had on these statistics.

Year Ended December 31,
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2014 2013 2012
Medicare 24.7% 24.8% 25.9%(1)
Medicaid 10.8 9.7 9.7
Managed Care and other third-party payors 51.5 51.9 51.4
Self-pay 13.0 13.6 13.0

Total 100.0% 100.0% 100.0% 

(1) Excludes the $84 million reimbursement settlement and payment update as discussed below.
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As shown above, we receive a substantial portion of our revenues from the Medicare and Medicaid programs. Included in Managed Care and
other third-party payors is operating revenues from insurance companies with which we have insurance provider contracts, Medicare managed
care, insurance companies for which we do not have insurance provider contracts, workers� compensation carriers and non-patient service
revenue, such as rental income and cafeteria sales. The Patient Protection and Affordable Care Act of 2010 and the Health Care and Education
Reconciliation Act of 2010, collectively, the Reform Legislation, have increased and should continue to increase the number of insured patients,
which, in turn, have reduced and should continue to reduce revenues from self-pay patients and reduce our provision for bad debts. However,
other aspects of the Reform Legislation, including payment reductions and uncertainty regarding implementation and potential changes to the
law, create uncertainty regarding the law�s ultimate impact.

Medicare is a federal program that provides medical insurance benefits to persons age 65 and over, some disabled persons, and persons with
end-stage renal disease. Medicaid is a federal-state funded program, administered by the states, which provides medical benefits to individuals
who are unable to afford healthcare. All of our hospitals are certified as providers of Medicare and Medicaid services. In the future, we generally
expect revenues received from the Medicare and Medicaid programs to increase due to the general aging of the population. However, amounts
received under the Medicare and Medicaid programs are generally significantly less than a hospital�s customary charges for the services
provided. Further, the Reform Legislation imposes significant reductions in amounts the government pays healthcare providers and Medicare
managed care plans. The trend toward increased enrollment in Medicare managed care may adversely affect our operating revenue growth.
Since a substantial portion of our revenue comes from patients under Medicare and Medicaid programs, our ability to operate our business
successfully in the future will depend in large measure on our ability to adapt to changes in these programs.

In addition to government programs, we are paid by private payors, which include insurance companies, HMOs, PPOs, other managed care
companies and employers, and by patients directly. Blue Cross payors are included in the �Managed Care and other third-party payors� line in the
above table. Patients are generally not responsible for any difference between customary hospital charges and amounts paid for hospital services
by Medicare and Medicaid programs, insurance companies, HMOs, PPOs and other managed care companies, but are responsible for services
not covered by these programs or plans, as well as for deductibles and co-insurance obligations of their coverage. The amount of these
deductibles and co-insurance obligations has increased in recent years. Collection of amounts due from individuals is typically more difficult
than collection of amounts due from government or business payors. To further reduce their healthcare costs, an increasing number of insurance
companies, HMOs, PPOs and other managed care companies are negotiating discounted fee structures or fixed amounts for hospital services
performed, rather than paying healthcare providers the amounts billed, and are utilizing structures such as narrow networks that restrict the
providers that enrollees may utilize. We negotiate discounts with managed care companies, which are typically smaller than discounts under
government programs. If an increased number of insurance companies, HMOs, PPOs and other managed care companies succeed in negotiating
discounted fee structures or fixed amounts or if we are unable to participate in managed care networks serving our markets, our results of
operations may be negatively affected. There can be no assurance that we will retain our existing reimbursement arrangements or that these
third-party payors will not attempt to further reduce the rates they pay for our services. For more information on the payment programs on which
our revenues depend, see �Payment� on page 21.

As of December 31, 2014, Florida, Texas, Pennsylvania and Indiana represented our only areas of significant geographic concentration. As a
result of the HMA merger, Florida became an area of geographic concentration in 2014 with 13.0% of consolidated operating revenues, net of
contractual allowances and discounts (but before the provision for bad debts) generated in that state. Operating revenues, net of contractual
allowances and discounts (but before the provision for bad debts), generated in Texas, as a percentage of consolidated operating revenues, were
10.9% in 2014, 15.0% in 2013 and 14.7% in 2012. Operating revenues, net of contractual allowances and discounts (but before the provision for
bad debts), generated in Pennsylvania, as a percentage of consolidated operating revenues, were 11.1% in 2014, 13.1% in 2013 and 12.7% in
2012.
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Operating revenues, net of contractual allowances and discounts (but before the provision for bad debts), generated in Indiana, as a percentage of
consolidated operating revenues, were 7.6% in 2014, 10.6% in 2013 and 10.7% in 2012.

Hospital revenues depend upon inpatient occupancy levels, the volume of outpatient procedures and the charges or negotiated payment rates for
hospital services provided. Charges and payment rates for routine inpatient services vary significantly depending on the type of service
performed and the geographic location of the hospital. In recent years, we have experienced a significant increase in revenue received from
outpatient services. We attribute this increase to:

� advances in technology, which have permitted us to provide more services on an outpatient basis and

� pressure from Medicare or Medicaid programs, insurance companies and managed care plans to reduce hospital stays and to reduce
costs by having services provided on an outpatient rather than on an inpatient basis.

Government Regulation

Overview.     The healthcare industry is required to comply with extensive government regulation at the federal, state and local levels. Under
these regulations, hospitals must meet requirements to be certified as hospitals and qualified to participate in government programs, including
the Medicare and Medicaid programs. These requirements include those relating to the adequacy of medical care, equipment, personnel,
operating policies and procedures; billing and coding for services; properly handling overpayments; classifications of levels of care provided;
preparing and filing of cost reports; relationships with referral sources and referral recipients; maintenance of adequate records; hospital use;
rate-setting; compliance with building codes; environmental protection; and privacy and security. There are also extensive laws and regulations
governing a hospital�s participation in these government programs. If we fail to comply with applicable laws and regulations, we may be subject
to criminal penalties and civil sanctions, our hospitals could lose their licenses and we could lose our ability to participate in these government
programs. Further, government regulations may change. If that happens, we may have to make changes in our facilities, equipment, personnel
and services so that our hospitals remain certified as hospitals and qualified to participate in these programs. We believe that our hospitals are
currently in substantial compliance with current federal, state and local regulations and standards. We cannot make assertions that governmental
officials responsible for enforcing these laws or whistleblowers will not assert that we are in violation of them or that such statutes or regulations
will be interpreted by the courts in a manner consistent with our interpretation.

Hospitals are subject to periodic inspection by federal, state and local authorities to determine their compliance with applicable regulations and
requirements necessary for licensing and certification. All of our hospitals are licensed under appropriate state laws and are qualified to
participate in Medicare and Medicaid programs. In addition, most of our hospitals are accredited by the Joint Commission on Accreditation of
Healthcare Organizations. This accreditation indicates that a hospital satisfies the applicable health and administrative standards to participate in
Medicare and Medicaid programs.

Healthcare Reform.     The U.S. Congress and certain state legislatures have introduced and passed a large number of proposals and legislation
designed to make major changes in the healthcare system, including changes that have increased access to health insurance. The Reform
Legislation, mandates that substantially all U.S. citizens maintain medical insurance coverage and expands health insurance coverage through a
combination of public program expansion and private sector health insurance reforms. Based on projections issued by the Congressional Budget
Office, or CBO, in January 2015, the incremental insurance coverage due to the Reform Legislation could result in 27 million formerly
uninsured Americans gaining coverage by the end of 2025.

As the number of persons with access to health insurance in the U.S. increases, there may be a resulting increase in the number of patients using
our facilities who have health insurance coverage. We operate hospitals
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in nine of the 10 states that, prior to enactment of the Reform Legislation, had the highest percentage of nonelderly uninsured people from
among the state�s nonelderly population. More broadly, the 28 states in which we operate hospitals that are included in continuing operations
include 25 of the 30 states with the highest percentage of nonelderly uninsured people from among the state�s nonelderly population.

States may opt out of the Medicaid coverage expansion provisions of the Reform Legislation without losing existing federal Medicaid funding.
A number of states have opted out of the Medicaid coverage expansion provisions, but could ultimately decide to expand their programs at a
later date. At our hospitals in these states, the number of uninsured patients will likely decline by a smaller margin than we initially expected
when the Reform Legislation was first adopted. Of the 28 states in which we operate hospitals that are included in continuing operations, 13
states are expanding their Medicaid programs. At this time, the other 15 states are not, including Florida, Tennessee and Texas, where we
operated a significant number of hospitals as of December 31, 2014. Some states that have opted out are evaluating options such as waiver plans
to operate an alternative Medicaid expansion plan.

We believe our hospitals are well positioned to participate in the provider networks of various Qualified Health Plans, or QHPs, offering plan
options on the health insurance exchanges created pursuant to the Reform Legislation. For the 2015 plan year, all of our hospitals in continuing
operations have arrangements to participate in at least one health insurance exchange agreement, approximately 90% of our hospitals participate
in two or more contracts, approximately 90% of our hospitals participate in the first or second lowest cost bronze plan networks (QHPs with a
60% actuarial value) and approximately 90% of our hospitals participate in the first or second lowest cost silver plan networks (QHPs with a
70% actuarial value).

We have conducted significant healthcare reform outreach efforts across all of our markets. Such efforts included the expanded use of eligibility
screening services, select facility designations as Certified Application Counselor Organizations, and approximately 800 volunteers and staff
members trained and designated as Certified Application Counselors, or CACs. These CACs assisted people in understanding and, if
appropriate, enrolling in new coverage options, including, but not limited to QHPs on the health insurance exchange or Marketplace, Medicaid
and the Children�s Health Insurance Program.

The Reform Legislation also makes a number of changes to Medicare and Medicaid, such as reductions to the Medicare annual market basket
update for federal fiscal years 2010 through 2019, a productivity offset to the Medicare market basket update, and a reduction to the Medicare
and Medicaid disproportionate share payments, each of which could adversely impact the reimbursement received under these programs.

Also included in the Reform Legislation are provisions aimed at reducing fraud, waste and abuse in the healthcare industry. These provisions
allocate significant additional resources to federal enforcement agencies and expand the use of private contractors to recover potentially
inappropriate Medicare and Medicaid payments. The Reform Legislation amends several existing federal laws, including the federal
anti-kickback statute and the False Claims Act, or FCA, making it easier for government agencies and private plaintiffs to prevail in lawsuits
brought against healthcare providers. These amendments also make it easier for potentially severe fines and penalties to be imposed on
healthcare providers that violate applicable laws and regulations.

We believe the expansion of private sector health insurance and Medicaid coverage will, over time, increase our reimbursement related to
providing services to individuals who were previously uninsured, which should reduce our expense from uncollectible accounts receivable. The
various provisions in the Reform Legislation that directly or indirectly affect reimbursement take effect over a number of years. In addition, we
believe that the Reform Legislation has had a positive impact on net operating revenues during 2014 as the result of the expansion of private
sector and Medicaid coverage that has already occurred from the Reform Legislation. Other provisions of the Reform Legislation, such as
requirements related to employee health insurance coverage, have increased and will continue to increase our operating costs.
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Over time, we believe the net impact of the overall changes as a result of the Reform Legislation will have a positive effect on our net operating
revenues. However, the Reform Legislation remains subject to legislative efforts to repeal or modify the law and a number of court challenges to
its constitutionality and interpretation. For example, the U.S. Supreme Court will hear King v. Burwell during the 2015 session, which challenges
the extension of premium subsidies to health insurance policies purchased through federally-operated health insurance exchanges. If decided in
favor of the plaintiffs, who contend that subsidies must be limited to state-operated health insurance exchanges, the case could make it more
difficult for uninsured individuals in states that do not operate an exchange to purchase coverage and otherwise significantly affect
implementation of the Reform Legislation, in a manner that results in less than projected numbers of newly insured individuals. Because of the
many variables involved, including clarifications and modifications resulting from the rule-making process, legislative efforts to repeal or
modify the law, court challenges, the development of agency guidance and future judicial interpretations, whether and how many states
ultimately decide to expand Medicaid coverage, the number of uninsured who elect to purchase health insurance coverage, budgetary issues at
federal and state levels, and the potential for delays in the implementation of the Reform Legislation, we may not be able to fully realize the
positive impact the Reform Legislation may otherwise have on our business, results of operations, cash flow, capital resources and liquidity.
Furthermore, we cannot predict whether we will be able to modify certain aspects of our operations to offset any potential adverse consequences
from the Reform Legislation.

The federal government has implemented a number of regulations and programs designed to promote the use of electronic health records, or
EHR, technology and pursuant to the Health Information Technology for Economic and Clinical Health Act, or HITECH, established
requirements for a Medicare and Medicaid incentive payments program for eligible hospitals and professionals that adopt and meaningfully use
certified EHR technology. These payments are intended to incentivize the meaningful use of EHR. Our hospital facilities have been
implementing EHR technology on a facility-by-facility basis since 2011. We recognize incentive reimbursement related to the Medicare or
Medicaid incentives as we are able to implement the certified EHR technology and meet the defined �meaningful use criteria,� and information
from completed cost report periods is available from which to calculate the incentive reimbursement. The timing of recognizing incentive
reimbursement will not correlate with the timing of recognizing operating expenses and incurring capital costs in connection with the
implementation of EHR technology which may result in material period-to-period changes in our future results of operations. Beginning in 2015,
eligible hospitals and professionals that have not demonstrated meaningful use of certified EHR technology and have not applied and qualified
for a hardship exception are subject to penalties in the form of a reduced market basket update to the inpatient prospective payment system
standardized amount in 2015 and each subsequent fiscal year. Eligible professionals are subject to a 1% per year cumulative reduction applied to
the Medicare physician fee schedule amount for covered professional services, subject to a cap of 5%. Although we believe that our hospital
facilities will be in compliance with the meaningful use standards in 2015, there can be no assurance that all of our facilities will remain in
compliance and therefore not subject to the HITECH penalty provisions.

Fraud and Abuse Laws.     Participation in the Medicare program is heavily regulated by federal statute and regulation. If a hospital fails to
comply substantially with the requirements for participating in the Medicare program, the hospital�s participation may be terminated and/or civil
or criminal penalties may be imposed. For example, a hospital may lose its ability to participate in the Medicare program if it performs any of
the following acts:

� making claims to Medicare for services not provided or misrepresenting actual services provided in order to obtain higher payments,

� paying money to induce the referral of patients where services are reimbursable under a federal health program or

� paying money to limit or reduce the services provided to Medicare beneficiaries.
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Any person or entity that knowingly and willfully defrauds or attempts to defraud a healthcare benefit program, including private healthcare
plans, may be subject to fines, imprisonment or both. Additionally, any person or entity that knowingly and willfully falsifies or conceals a
material fact or makes any material false or fraudulent statements in connection with the delivery or payment of healthcare services by a
healthcare benefit plan is subject to a fine, imprisonment or both.

Another law regulating the healthcare industry is a section of the Social Security Act, known as the �anti-kickback� statute. This law prohibits
some business practices and relationships under Medicare, Medicaid and other federal healthcare programs. These practices include the
payment, receipt, offer, or solicitation of remuneration of any kind in exchange for items or services that are reimbursed under most federal or
state healthcare programs. Violations of the anti-kickback statute may be punished by criminal and civil fines, exclusion from federal healthcare
programs and damages up to three times the total dollar amount involved.

The Office of Inspector General of the Department of Health and Human Services, or OIG, is responsible for identifying and investigating fraud
and abuse activities in federal healthcare programs. As part of its duties, the OIG provides guidance to healthcare providers by identifying types
of activities that could violate the anti-kickback statute. The OIG also publishes regulations outlining activities and business relationships that
would be deemed not to violate the anti-kickback statute. These regulations are known as �safe harbor� regulations. However, the failure of a
particular activity to comply with the safe harbor regulations does not necessarily mean that the activity violates the anti-kickback statute;
however, such failure may lead to increased scrutiny by government enforcement authorities.

The OIG has identified the following incentive arrangements as potential violations of the anti-kickback statute:

� payment of any incentive by the hospital when a physician refers a patient to the hospital,

� use of free or significantly discounted office space or equipment for physicians in facilities usually located close to the hospital,

� provision of free or significantly discounted billing, nursing, or other staff services,

� free training for a physician�s office staff, including management and laboratory techniques (but excluding compliance training),

� guarantees which provide that if the physician�s income fails to reach a predetermined level, the hospital will pay any portion of the
remainder,

� low-interest or interest-free loans, or loans which may be forgiven if a physician refers patients to the hospital,

� payment of the costs of a physician�s travel and expenses for conferences,

� payment of services which require few, if any, substantive duties by the physician, or payment for services in excess of the fair market
value of the services rendered,

� coverage on the hospital�s group health insurance plans at an inappropriately low cost to the physician,

� purchasing goods or services from physicians at prices in excess of their fair market value,
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� rental of space in physician offices, at other than fair market value or

� physician-owned entities (often referred to as physician-owned distributorships, or PODS) that derive revenue from selling, or arranging
for the sale of, implantable medical devices ordered by their physician-owners for use on procedures that physician-owners perform on
their own patients at hospitals or ASCs.

We have a variety of financial relationships with physicians who refer patients to our hospitals. Physicians own interests in a number of our
facilities. Physicians may also own our stock. We also have contracts with
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physicians providing for a variety of financial arrangements, including employment contracts, leases, management agreements and professional
service agreements. We provide financial incentives to recruit physicians to relocate to communities served by our hospitals. These incentives
include relocation, reimbursement for certain direct expenses, income guarantees and, in some cases, loans. Although we strive to comply with
the anti-kickback statute, taking into account available guidance including the �safe harbor� regulations, we cannot assure you that regulatory
authorities will not determine otherwise. If that happens, we could be subject to criminal and civil penalties and/or exclusion from participating
in Medicare, Medicaid, or other government healthcare programs.

The Social Security Act also includes a provision commonly known as the �Stark Law.� This law prohibits physicians from referring Medicare and
Medicaid patients to healthcare entities in which they or any of their immediate family members have ownership interests or other financial
arrangements. These types of referrals are commonly known as �self referrals.� There are ownership and compensation arrangement exceptions to
the self-referral prohibition. One exception, known as the �whole hospital� exception, allows a physician to make a referral to a hospital if the
physician owns an interest in the entire hospital, as opposed to an ownership interest in a department of the hospital. Another exception allows a
physician to refer patients to a healthcare entity in which the physician has an ownership interest if the entity is located in a rural area, as defined
in the statute. There are also exceptions for many of the customary financial arrangements between physicians and providers, including
employment contracts, leases and recruitment agreements. From time to time, the federal government has issued regulations which interpret the
provisions included in the Stark Law.

The Reform Legislation narrowed the �whole hospital� exception to the Stark Law. The Reform Legislation permitted existing physician
investments in a whole hospital to continue under a �grandfather� clause if the arrangement satisfies certain requirements and restrictions, but
physicians are prohibited, from the time the Reform Legislation became effective, from increasing the aggregate percentage of their ownership
in the hospital. The Reform Legislation also restricts the ability of existing physician-owned hospitals to expand the capacity of their aggregate
licensed beds, operating rooms and procedure rooms. The whole hospital exception also contains additional public disclosure requirements.

Sanctions for violating the Stark Law include denial of payment, civil monetary penalties of up to $15,000 per claim submitted and exclusion
from federal healthcare programs. The statute also provides for a penalty of up to $100,000 for a scheme intended to circumvent the Stark Law
prohibitions.

In addition to the restrictions and disclosure requirements applicable to physician-owned hospitals under the Stark Law, CMS regulations require
physician-owned hospitals and their physician owners to disclose certain ownership information to patients. Physician-owned hospitals must
disclose their physician ownership in writing to patients and must make a list of their physician owners available upon request. Additionally,
each physician owner who is a member of a physician-owned hospital�s medical staff must agree, as a condition of continued medical staff
membership or admitting privileges, to disclose in writing to all patients whom they refer to the hospital their (or an immediate family member�s)
ownership interest in the hospital. A hospital is considered to be physician-owned if any physician, or an immediate family member of a
physician, holds debt, stock or other types of investment in the hospital or in any owner of the hospital, excluding physician ownership through
publicly-traded securities that meet certain conditions. If a hospital fails to comply with these regulations, the hospital could lose its Medicare
provider agreement and be unable to participate in Medicare.

Evolving interpretations of current, or the adoption of new, federal or state laws or regulations could affect many of the arrangements entered
into by each of our hospitals. In addition, law enforcement authorities, including the OIG, the courts and Congress are increasing scrutiny of
arrangements between healthcare providers and potential referral sources to ensure that the arrangements are not designed as a mechanism to
improperly pay for patient referrals and/or other business. Investigators also have demonstrated a willingness to look behind the formalities of a
business transaction to determine the underlying purpose of payments between healthcare providers and potential referral sources.
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Many states in which we operate have also adopted laws that prohibit payments to physicians in exchange for referrals similar to the federal
anti-kickback statute or that otherwise prohibit fraud and abuse activities. Many states have also passed self-referral legislation similar to the
Stark Law, prohibiting the referral of patients to entities with which the physician has a financial relationship. Often these state laws are broad in
scope and may apply regardless of the source of payment for care. These statutes typically provide criminal and civil penalties, as well as loss of
licensure. Little precedent exists for the interpretation or enforcement of these state laws.

Our operations could be adversely affected by the failure of our arrangements to comply with the anti-kickback statute, the Stark Law, billing
laws and regulations, current state laws or other legislation or regulations in these areas adopted in the future. We are unable to predict whether
other legislation or regulations at the federal or state level in any of these areas will be adopted, what form such legislation or regulations may
take or how they may affect our operations. We are continuing to enter into new financial arrangements with physicians and other providers in a
manner structured to comply in all material respects with these laws. We strive to comply with applicable fraud and abuse laws. We cannot
assure you, however, that governmental officials responsible for enforcing these laws or whistleblowers will not assert that we are in violation of
them or that such statutes or regulations ultimately will be interpreted by the courts in a manner consistent with our interpretation.

Federal False Claims Act and Similar State Laws.     Another trend affecting the healthcare industry is the increased use of the FCA, which can
be used to prosecute Medicare and other government program fraud involving issues such as coding errors, billing for service not provided and
submitting false cost reports. Further, the FCA covers payments involving federal funds in connection with the health insurance exchanges
created under the Reform Legislation, if those payments involve any federal funds. Liability under the FCA often arises when an entity
knowingly submits a false claim for reimbursement to the federal government. Among the many other potential bases for liability under the FCA
are knowingly and improperly avoiding repayment of an overpayment received from the government, and knowingly failing to report and return
an overpayment within 60 days of identifying the overpayment or by the date a corresponding cost report is due, whichever is later. The FCA
broadly defines the term �knowingly.� Although simple negligence will not give rise to liability under the FCA, submitting a claim with reckless
disregard to its truth or falsity may constitute �knowingly� submitting a false claim and result in liability. Submission of a claim for an item or
service generated in violation of the anti-kickback statute constitutes a false or fraudulent claim under the FCA. In some cases, whistleblowers,
the federal government and courts have taken the position that providers who allegedly have violated other statutes, such as the Stark Law, have
thereby submitted false claims under the FCA.

When a defendant is determined by a court of law to be liable under the FCA, the defendant must pay three times the actual damages sustained
by the government, plus mandatory civil penalties of between $5,500 and $11,000 for each separate false claim. Settlements entered into prior to
litigation usually involve a less severe calculation of damages. The FCA also contains �qui tam� or whistleblower provisions, which allow private
individuals to bring actions on behalf of the government alleging that the defendant has defrauded the federal government. If the government
intervenes in the action and prevails, the party filing the initial complaint may share in any settlement or judgment. If the government does not
intervene in the action, the whistleblower plaintiff may pursue the action independently and may receive a larger share of any settlement or
judgment. When a private party brings a qui tam action under the FCA, the defendant generally will not be made aware of the lawsuit until the
government commences its own investigation or determines whether it will intervene. Every entity that receives at least $5 million annually in
Medicaid payments must have written policies for all employees, contractors and agents providing detailed information about false claims, false
statements and whistleblower protections under certain federal laws, including the FCA, and similar state laws.

A number of states, including states in which we operate, have adopted their own false claims provisions as well as their own whistleblower
provisions whereby a private party may file a civil lawsuit in state court. Federal law provides an incentive to states to enact false claims laws
that are comparable to the FCA. From time to time, companies in the healthcare industry, including ours, may be subject to actions under the
FCA or similar state laws.
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Corporate Practice of Medicine; Fee-Splitting.     Some states have laws that prohibit unlicensed persons or business entities, including
corporations, from employing physicians. Some states also have adopted laws that prohibit direct or indirect payments to, or entering into
fee-splitting arrangements with, physicians and unlicensed persons or business entities. Possible sanctions for violations of these restrictions
include loss of a physician�s license, civil and criminal penalties and rescission of business arrangements. These laws vary from state to state, are
often vague and have seldom been interpreted by the courts or regulatory agencies. We structure our arrangements with healthcare providers to
comply with the relevant state law. However, we cannot be assured that governmental officials responsible for enforcing these laws will not
assert that we, or transactions in which we are involved, are in violation of these laws. These laws may also be interpreted by the courts in a
manner inconsistent with our interpretations.

Emergency Medical Treatment and Active Labor Act.     The Emergency Medical Treatment and Active Labor Act imposes requirements as to
the care that must be provided to anyone who comes to facilities providing emergency medical services seeking care before they may be
transferred to another facility or otherwise denied care. Sanctions for failing to fulfill these requirements include exclusion from participation in
Medicare and Medicaid programs and civil money penalties. In addition, the law creates private civil remedies which enable an individual who
suffers personal harm as a direct result of a violation of the law to sue the offending hospital for damages and equitable relief. A medical facility
that suffers a financial loss as a direct result of another participating hospital�s violation of the law also has a similar right. Although we believe
that our practices are in compliance with the law, we can give no assurance that governmental officials responsible for enforcing the law or
others will not assert we are in violation of these laws.

Conversion Legislation.     Many states, including some where we have hospitals and others where we may in the future acquire hospitals, have
adopted legislation regarding the sale or other disposition of hospitals operated by not-for-profit entities. In other states that do not have specific
legislation, the attorneys general have demonstrated an interest in these transactions under their general obligations to protect charitable assets
from waste. These legislative and administrative efforts primarily focus on the appropriate valuation of the assets divested and the use of the
proceeds of the sale by the not-for-profit seller. While these reviews and, in some instances, approval processes can add additional time to the
closing of a hospital acquisition, we have not had any significant difficulties or delays in completing the process. There can be no assurance,
however, that future actions on the state level will not seriously delay or even prevent our ability to acquire hospitals. If these activities are
widespread, they could limit our ability to acquire hospitals.

Certificates of Need.     The construction of new facilities, the acquisition of existing facilities and the addition of new services at our facilities
may be subject to state laws that require prior approval by state regulatory agencies. These CON laws generally require that a state agency
determine the public need and give approval prior to the construction or acquisition of facilities or the addition of new services. As of
December 31, 2014, we operated 112 hospitals in 15 states that have adopted CON laws for acute care facilities. If we fail to obtain necessary
state approval, we will not be able to expand our facilities, complete acquisitions or add new services in these states. Violation of these state
laws may result in the imposition of civil sanctions or the revocation of a hospital�s licenses.

HIPAA Administrative Simplification and Privacy and Security Requirements.     HIPAA requires the use of uniform electronic data transmission
standards for healthcare claims and payment transactions submitted or received electronically. These provisions are intended to encourage
electronic commerce in the healthcare industry. The U.S. Department of Health and Human Services, or HHS, has established electronic data
transmission standards that all healthcare providers must use when submitting or receiving certain healthcare transactions electronically. In
addition, HIPAA requires that each provider use a National Provider Identifier. CMS has also published a final rule requiring the use of updated
standard code sets for certain diagnoses and procedures known as ICD-10 code sets. Use of the ICD-10 code sets is mandatory on October 1,
2015, so we are modifying our payment systems and processes to prepare for their implementation. Use of the ICD-10 code sets will require
significant changes; however, we believe that the cost of compliance with these regulations has not had and is not expected to have a
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material adverse effect on our business, financial position or results of operations. The Reform Legislation requires the HHS to adopt standards
for additional electronic transactions and to establish operating rules to promote uniformity in the implementation of each standardized
electronic transaction.

As required by HIPAA, HHS has issued privacy and security regulations that extensively regulate the use and disclosure of individually
identifiable health-related information and require covered entities, including health plans and most healthcare providers, to implement
administrative, physical and technical practices to protect the security of individually identifiable health information that is electronically
maintained or transmitted. Certain provisions of the security and privacy regulations apply to business associates (entities that handle identifiable
health-related information on behalf of covered entities), and business associates are subject to direct liability for violation of the regulations. In
addition, a covered entity may be subject to penalties as a result of a business associate violating HIPAA, if the business associate is found to be
an agent of the covered entity. We have developed and utilize a HIPAA compliance plan as part of our effort to comply with HIPAA privacy and
security requirements. The privacy regulations and security regulations have and will continue to impose significant costs on our facilities in
order to comply with these standards.

Covered entities must report breaches of unsecured protected health information to affected individuals without unreasonable delay, but not to
exceed 60 days of discovery of the breach by the covered entity or its agents. Notification must also be made to HHS and, in certain situations
involving large breaches, to the media. HHS is required to publish on its website a list of all covered entities that report a breach involving more
than 500 individuals. All non-permitted uses or disclosures of unsecured protected health information are presumed to be breaches unless the
covered entity or business associate establishes that there is a low probability the information has been compromised. Various state laws and
regulations may also require us to notify affected individuals in the event of a data breach involving individually identifiable information.

Violations of the HIPAA privacy and security regulations may result in criminal penalties and in civil penalties of up to $50,000 per violation for
a maximum of $1,500,000 in a calendar year for violations of the same requirement. HHS is required to perform compliance audits and has
announced its intent to perform audits in 2015. In addition to enforcement by HHS, state attorneys general are authorized to bring civil actions
seeking either injunction or damages in response to violations of HIPAA privacy and security regulations that threaten the privacy of state
residents. HHS may resolve HIPAA violations through informal means, such as allowing a covered entity to implement a corrective action plan,
but HHS has the discretion to move directly to impose monetary penalties and is required to impose penalties for violations resulting from
willful neglect. Our facilities also are subject to any federal or state privacy-related laws that are more restrictive than the privacy regulations
issued under HIPAA. These laws vary and could impose additional penalties. For example, the Federal Trade Commission uses its consumer
protection authority to initiate enforcement actions in response to data breaches.

Payment

Medicare.     Under the Medicare program, we are paid for inpatient and outpatient services performed by our hospitals.

Payments for inpatient acute services are generally made pursuant to a prospective payment system, commonly known as �PPS.� Under PPS, our
hospitals are paid a predetermined amount for each hospital discharge based on the patient�s diagnosis. Specifically, each discharge is assigned to
a diagnosis-related group, commonly known as a �DRG,� based upon the patient�s condition and treatment during the relevant inpatient stay. Each
DRG is assigned a payment rate using 100% of the national average cost per case and 100% of the severity adjusted DRG weights. DRG
payments are based on national averages and not on charges or costs specific to a hospital. Severity adjusted DRGs more accurately reflect the
costs a hospital incurs for caring for a patient and account more fully for the severity of each patient�s condition. However, DRG payments are
adjusted by a predetermined geographic adjustment factor assigned to the geographic area in which the hospital is located. While a hospital
generally does not receive payment in addition to a DRG payment, hospitals may qualify for an �outlier� payment when the relevant patient�s
treatment costs are extraordinarily high and exceed a specified regulatory threshold.
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The DRG payment rates are adjusted by an update factor on October 1 of each year, the beginning of the federal fiscal year. The index used to
adjust the DRG payment rates, known as the �market basket index,� gives consideration to the inflation experienced by hospitals in purchasing
goods and services. DRG payment rates were increased by the full �market basket index,� for the federal fiscal years 2015 and 2014 by 2.9% and
2.5% respectively, subject to certain reductions. For federal fiscal year 2014, the DRG payment rates were reduced by 0.8% for documentation
and coding; reduced by 0.5% for the multi-factor productivity adjustment; reduced by 0.3% in accordance with the Reform Legislation; reduced
0.4% for changes in the DSH payment methodology; and reduced 0.2% for the admissions and medical review criteria for inpatient services
commonly known as the �two midnight rule.� Under the rule, Medicare beneficiaries are only to be admitted as inpatients when there is a
reasonable expectation that the hospital care is medically necessary and will be required across two midnights, absent unusual circumstances.
Compliance with the two midnight rule was required beginning October 1, 2013 and will become subject to Recovery Audit Contractor audits
for admissions on or after April 1, 2015. For federal fiscal year 2015, the DRG payment rates were reduced by 0.8% for documentation and
coding; reduced by 0.5% for the multi-factor productivity adjustment; and reduced by 0.2% in accordance with the Reform Legislation. A two
percentage point reduction to the market basket index occurs if patient quality data is not submitted. We are complying with this data submission
requirement. Future legislation may decrease the rate of increase for DRG payments or even decrease such payment rates, but we are not able to
predict the amount of any reduction or the effect that any reduction will have on us.

The DRG payment rates are also adjusted pursuant to provisions of the Reform Legislation that promote value-based purchasing, linking
payments to quality and efficiency. First, hospitals that meet or exceed certain quality performance standards will receive greater reimbursement
under CMS�s value-based purchasing program, while hospitals that do not satisfy certain quality performance standards will receive reduced
Medicare inpatient hospital payments. The amount collected from the reductions is pooled and used to fund the payments that reward hospitals
based on a set of quality measures that have been linked to improved clinical processes of care and patient satisfaction. CMS scores each
hospital on its achievement relative to other hospitals and improvement relative to that hospital�s own past performance. Second, hospitals
experiencing �excess readmissions� for conditions designated by CMS within 30 days from the patient�s date of discharge will receive inpatient
payments reduced by an amount determined by comparing that hospital�s readmission performance to a risk-adjusted national average. Third,
reimbursement could be reduced according to rates of hospital-acquired conditions, or HACs. In federal fiscal year 2015, the 25% of hospitals
with the worst national risk-adjusted HAC rates in the previous year will have their total inpatient operating Medicare payments reduced by 1%.
In addition, HHS has indicated that it will increase its efforts to promote, develop and use alternative payment models such as Accountable Care
Organizations, or ACOs, and bundled payment arrangements.

In addition, hospitals may qualify for Medicare disproportionate share payments when their percentage of low income patients exceeds specified
regulatory thresholds. A majority of our hospitals qualify to receive Medicare disproportionate share payments. Medicare disproportionate share
payments are reduced by 75% in accordance with the Reform Legislation. The funds remaining after the 75% Medicare disproportionate share
reduction are further reduced each year by a formula that reflects reductions in the U.S. uninsured population that is under 65 years of age. Thus,
the greater the level of coverage for the uninsured, the more the Medicare disproportionate share payment pool will be reduced. Each eligible
hospital is then paid, out of the reduced disproportionate share payment pool, an amount based upon its estimated cost of providing
uncompensated care. At this time, we cannot predict an impact for this change. These Medicare disproportionate share and uncompensated care
payments as a percentage of operating revenues, net of contractual allowances and discounts (but before the provision for bad debts), were 1.5%
and 1.3% for the years ended December 31, 2014 and 2013, respectively. Hospitals may also qualify for Medicaid disproportionate share
payments when they qualify under the state established guidelines. These Medicaid disproportionate share payments as a percentage of operating
revenues, net of contractual allowances and discounts (but before the provision for bad debts), were 0.3% and 0.4% for the years ended
December 31, 2014 and 2013, respectively.
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We also receive Medicare reimbursement for outpatient services through a PPS. The outpatient conversion factor was increased 2.5% effective
January 1, 2014; however, coupled with adjustments to other variables with outpatient PPS, an approximate 0.8% to 1.1% net increase in
outpatient payments is expected to occur. The outpatient conversion factor was increased 2.9% effective January 1, 2015; however, there is a
negative 0.2% in accordance with the Reform Legislation and a negative 0.5% productivity adjustment, resulting in a 2.2% increase. A two
percentage point reduction to the market basket index occurs if patient quality data is not submitted. We are complying with this data submission
requirement.

The HHS also uses a PPS to reimburse providers of home health services (i.e., home care). The home health agency PPS per episodic payment
rate increased by 2.3% on January 1, 2014; however, coupled with adjustments to other variables with home health agency PPS, an approximate
1.05% net decrease in home health agency payments is expected to occur. The home health agency PPS per episodic payment rate increased by
2.6% on January 1, 2015; however, coupled with adjustments to other variables with home health agency PPS, an approximate 0.3% net
decrease in home health agency payments is expected to occur. The Reform Legislation increases the home health agency PPS per episodic
payment rate by 3.0% for home health services provided to patients in rural areas on or after April 1, 2010 through December 31, 2015. A two
percentage point reduction to the market basket occurs if patient quality data is not submitted. We are complying with this data submission
requirement.

The Medicare reimbursement discussed above was reduced in 2013 due to the Budget Control Act of 2011 that required across-the-board
spending cuts to the federal budget, also known as sequestration. These sequestration cuts included reductions in payments for Medicare and
other federally funded healthcare programs, including TRICARE. The cuts began on March 1, 2013, with the sequester-related Medicare
reimbursement cuts beginning April 1, 2013. These reductions have been extended through 2024.

The Pathway for Sustainable Growth Rate Reform Act of 2013 delayed the effective date of a scheduled payment reduction for physicians and
other practitioners who treat Medicare patients from January 1, 2014 to April 1, 2014, and subsequent legislation has delayed the payment
reduction of approximately 24%. Additionally, provisions in the law extended the Medicare Inpatient Low Volume payment and Medicare
Dependent Hospital program to qualifying hospitals through March 31, 2014 and both payment programs have been further extended to
March 31, 2015. If additional legislation is not passed to further delay or eliminate the scheduled payment reduction for physicians and other
practitioners or extend the Medicare hospital payment programs, we could experience a reduction in future reimbursement.

Medicaid.     Most state Medicaid payments are made under a PPS or under programs which negotiate payment levels with individual hospitals.
Medicaid is funded jointly by state and federal government. The federal government and many states are currently considering significantly
reducing Medicaid funding, while at the same time expanding Medicaid benefits. Currently, several states utilize supplemental reimbursement
programs for the purpose of providing reimbursement to providers to offset a portion of the cost of providing care to Medicaid and indigent
patients. These programs are designed with input from CMS and are funded with a combination of state and federal resources, including, in
certain instances, fees or taxes levied on the providers. Similar programs are also being considered by other states. We can provide no assurance
that reductions to Medicaid fundings will not have a material adverse effect on our consolidated results of operations. Further, the Reform
Legislation prohibits the use of federal funds under the Medicaid program to reimburse providers for medical services provided to treat HACs.

TRICARE.     TRICARE is the Department of Defense�s healthcare program for members of the armed forces. For inpatient services, TRICARE
generally reimburses hospitals based on a DRG system modeled on the Medicare inpatient PPS. For outpatient services, TRICARE reimburses
hospitals based on a PPS that is similar to that utilized for services furnished to Medicare beneficiaries.

Annual Cost Reports.     Hospitals participating in the Medicare and some Medicaid programs, whether paid on a reasonable cost basis or under
a PPS, are required to meet specified financial reporting requirements.
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Federal and, where applicable, state regulations require submission of annual cost reports identifying medical costs and expenses associated with
the services provided by each hospital to Medicare beneficiaries and Medicaid recipients.

Annual cost reports required under the Medicare and some Medicaid programs are subject to routine governmental audits. These audits may
result in adjustments to the amounts ultimately determined to be due to us under these reimbursement programs. Finalization of these audits
often takes several years. Providers can appeal any final determination made in connection with an audit. DRG outlier payments have been and
continue to be the subject of CMS audit and adjustment. The OIG is also actively engaged in audits and investigations into alleged abuses of the
DRG outlier payment system.

Commercial Insurance and Managed Care Companies.     Our hospitals provide services to individuals covered by private healthcare insurance
or by health plans administered by managed care companies. These payors pay our hospitals or in some cases reimburse their policyholders
based upon the hospital�s established charges and the coverage provided in the insurance policy. They try to limit the costs of hospital services by
negotiating discounts, including PPS, which would reduce payments by commercial insurers or health plans to our hospitals. Commercial
insurers and Managed Care companies also seek to reduce payments to hospitals by establishing payment rules that in effect re-characterize the
services ordered by physicians. For example, some payors vigorously review each patient�s length of stay in the hospital and recharacterize as
outpatient all in-patient stays of less than a particular duration (e.g. 24 hours). Reductions in payments for services provided by our hospitals to
individuals covered by these payors could adversely affect us.

Medicare Administrative Contractors.     CMS competitively bids the Medicare fiscal intermediary and
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