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[Hospital Name]
Board of Trustees Policy
	Policy Title:  
	Board Education
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

Boards must govern in a dynamic and rapidly changing environment that demands well-informed and effective trustees.  Trustees are most effective when they are able to interpret and analyze information, challenge assumptions and conventional wisdom, and provide intelligent, knowledge-based leadership.  Continuous governance knowledge building can be the difference between a high-performance, high-impact board of trustees and a board that does not fully tap into its leadership potential nor fulfill its obligations.

The purpose of this policy is to outline the board’s requirements for governance education.
Policy

I. GOVERNING PRINCIPLES

A. Initial orientation and continuous education will be provided for new trustees and candidates for board membership, as well as to maintain and increase existing trustee skills and understanding.

B. Outside assistance will be utilized as necessary to build the board’s knowledge in the areas most critical to its governing effectiveness.
C. Costs will be prudently incurred.

II. EDUCATION REQUIREMENTS

A. Required Hours
Board members are expected to participate in at least [number] hours of continuing education programs relevant to his or her responsibilities as a trustee during each [number]  year term of office.
B. Eligible Programs
Formal conferences, onsite programs, publications, online programs and other education resources available through the hospital may be credited toward the required hours.  The governance development committee will designate selected board presentations for education credit.  
The number of hours credited will be those designated by the program or by actual sessions attended.
III. BOARD TRAVEL FOR EDUCATIONAL PURPOSES

A. Out-of-State Meetings
In addition to continuing education provided in-house, board members may attend up to [number] out-of-state meetings during each [number] year term of office.  Special consideration will be given for additional trips for specific needs subject to review and authorization by the board chair.  Since the role of board chair may require more travel, the chair is authorized to exercise discretion for additional out-of-state travel.

B. Eligible Expenses
The cost of registration, transportation, food and lodging will be paid for board members for in-state meetings and for out-of-state meetings subject to the above limitations.  Spouse expenses [will/will not] be paid for in-state meetings and [number] out-of-state meeting[s] per [number] year term.

Continuing education meetings attended by board members above the number authorized by this policy may have registration expenses paid for by the hospital.  Related travel expenses will be the responsibility of the board member.
Approval:
______________________________________________________________________________
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This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.
[Hospital Name]
Board of Trustees Policy
	Policy Title:  
	Board Meeting Conduct
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The purpose of this policy is to outline the board’s requirements for its conduct in carrying out its governance responsibilities.
Policy

I. Board principles

The Board will:
A. Focus on strategic leadership and policy, not on administrative and operational detail.  It will establish and respect distinctions between board and staff roles and will manage any overlap between the respective roles in a spirit of collegiality and partnership that supports the authority of staff and maintains the proper lines of accountability.
B. Assess, monitor and discuss board processes, progress and performance no less than annually.
C. Provide trustees with the training and resources necessary to effectively govern the organization.
D. Be accountable to the general public for competent, conscientious and effective accomplishment of its obligations.
E. Conduct business in accordance with the principles of just and due legal process.
F. Ensure that all business of the organization is conducted in a legal and ethical manner.
G. Enforce upon itself excellence in governance.  This will apply to matters such as attendance, policy-making principles, respect of roles, support of board decisions, confidentiality, conflict-of-interest and enforcing trustee adherence to these principles. The board will not permit an officer, individual or committee of the board to usurp this role or weaken this discipline.
II. MEETING CONDUCT

A. Annual Calendar of Board Meetings
1. The board will establish a calendar of board meetings for each year.
2. Governance education topics and presentations will be held at each board meeting throughout the year.
3. CEO Performance and Compensation Evaluation

a) CEO compensation and performance evaluation will be included as an agenda item not less than annually, in accordance with the CEO Expectations and Performance Policy.

b) CEO performance will also be included as an agenda item if monitoring reports show policy violations or if policy criteria are to be debated.
B. Consent Agendas
The board will utilize a consent agenda at each meeting, attending to routine reporting and information as expeditiously as possible.

C. Public Comment for Public Hospitals
1. Public comment will be included on agendas at the discretion of the board chair.
2. For comment on non-agenda items, the public must apply to be included on an agenda.  The chair has the authority to accept or defer to the board for a decision of this matter.
D. Board Decision-Making

Decisions of the board are made as a group at board meetings at which a quorum of the board [Define quorum:  percentage, number of trustees] is present.  A quorum is required for the transaction of any business of [Hospital Name].
Decisions will ideally be made through a consensus development process leading to a formal vote to record the decision.  This process is intended to encourage full discussion and development of options and alternatives prior to a board decision.  Where disagreement continues to exist, dissenting members may request that their objections be recorded in the minutes.  A favorable vote of a majority of the members present, regardless of abstentions, is required for approval.
Trustees will welcome and respect the diverse views of their colleagues, maintain confidentiality, and support board decisions.
III. Executive Sessions

[*Open meeting laws (also referred to as “sunshine” laws) vary from state to state.  These laws define when and how executive sessions must be handled.  Board leadership of district and other governmental hospitals must be familiar with the open meeting laws applicable to their organization and adapt this policy accordingly.]
A. Convening an Executive Session
At the discretion of the Chair or by majority vote, the board may meet in executive session if the subject matter deals with:
· Personnel issues;
· Performance evaluation;
· Compensation reviews;
· Audits;
· Acquisition or sale of land;
· Labor relations or employee negotiations;
· Litigation or potential litigation;
· Receiving advice that is subject to the attorney-client privilege;
· Matters of personal conflict between members of the board; or
· Any other matters that the board determines public discussion of would be prejudicial to the interests of the hospital or its patients.
B. CEO Notification
If the CEO is not present during an executive session, the board chair shall summarize the essence of the session and share it with the CEO.
IV. MEETING DOCUMENTATION

A. Regular Meeting Minutes
Contemporaneous minutes shall be taken of all regular meetings.  Meeting minutes should note if the board entered into an executive session, the reason or subject of the session, and any formal actions or decisions, if any, which resulted from the session.  The minutes should also note when the regular meeting resumed or when the executive session closed.  Minutes shall be completed within 60 days of the meeting or prior to the next board meeting, whichever is later.
B. Executive Session Minutes
Contemporaneous minutes shall be taken of all executive session meetings.  Minutes of an executive session shall be kept and marked as confidential.  They will not be attached with the regular board meeting minutes.  Executive session minutes will be maintained by the [specify board chair/CEO/legal counsel].
Approval:
______________________________________________________________________________
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This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.
[Hospital Name]
Board of Trustees Policy
	Policy Title:  
	Chief Executive Officer Expectations and Performance
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The purpose of this policy is to define the performance evaluation process for the Chief Executive Officer (CEO).  The process is designed to maximize the effectiveness of the CEO and promote an effective working relationship between the board of trustees and the CEO.  Additionally, the process is intended to enhance the professional development of the CEO so that he or she can maximize his or her contribution to the organization.  

Separate but related to this policy, the overall purpose of the “Compensation and Benefit Program” shall be to recognize and maximize the motivation and performance of the CEO (see “Executive Compensation Policy” for more information).
Policy
I. CEO Selection

The CEO is the board of trustees’ single official link to the organization.  As such, the board of trustees will select a qualified, competent CEO who has the knowledge and skills necessary to perform the duties outlined in the [Hospital Name] bylaws and contained in the board-approved CEO job description.  The CEO shall possess the relevant education, skills and experience necessary for leading the organization in a manner commensurate with the duties and responsibilities outlined by the board of trustees.
II. CEO Accountabilities

The CEO is accountable for all organizational performance, exercises all authority transmitted into the organization by the board of trustees and shall serve as the official representative of [Hospital Name].  The board of trustees governs through the mission statement, organizational policies, and high-level direction of strategic planning and corporate goals which address the highest level of organizational values.  The CEO’s accountabilities are stated as performance in four key areas:
a. The organization’s adherence to the provisions of the board’s governance and management policies.
b. The organization’s operation within the boundaries of prudence and ethics established in board’s executive management policies.
c. Performance in accordance with the board-approved CEO job description.
d. Meeting and exceeding the organization’s mission, financial, budgetary, operational and other performance goals.
III. PERFORMANCE EVALUATION

a. Performance Evaluation Period
The evaluation period shall be 12 months, commencing at the beginning of the fiscal year.  The formal annual performance review shall take place in [month (30-60 days following close of fiscal year)] of each year.  A mid-year informal evaluation may take place in [list month six months after formal review date] of each year.
b. Performance Evaluation Committee
The Executive Committee of the board shall perform the duties defined in this policy.
c. Committee Meetings
The committee shall meet as often as necessary.  At a minimum, the committee shall:
· Meet prior to the beginning of the evaluation period to establish, in conjunction with the board and CEO, mutually agreed-upon performance goals for the evaluation period;
· Meet informally at least three times during the evaluation period to review with the CEO his or her performance; and 
· Meet at the end of the evaluation period to administer the formal performance evaluation.
d. Performance Evaluation Criteria
There shall be three overall criteria on which the CEO’s performance evaluation is based.  These are:
1. Performance Goals: A reasonable number of overall goals that are mutually agreed upon by the Compensation Committee, the board, and the CEO.  These goals shall be broad in scope but shall be specific and have measurable outcomes within specified timeframes.
2. Position Responsibilities: An assessment of the CEO’s overall performance of position responsibilities as defined by the CEO’s board-approved position description.

3. Summary:  A summary section that rates the overall performance of the CEO.  This summary section shall include the identification of significant accomplishments during the evaluation period and the identification of areas that need further development by the CEO.
e. Evaluation Procedure
The procedure to be used in evaluating the performance of the CEO is as follows:
1. Goal Establishment: In [month (30-60 days prior to start of fiscal/calendar year)], the CEO shall draft overall performance goals for the upcoming year.  The goals shall be broad in scope and definitive in nature, and shall be the overall priorities of the CEO during the evaluation period.  These goals will be reviewed and approved by the Performance Evaluation/Executive Committee and recommended to the full Board for approval in [month following start of fiscal/calendar year].
2. Informal Review: The committee shall meet informally with the CEO between [three mid-year months] to provide informal feedback.  Additionally, the chair shall regularly provide the CEO with informal/formal feedback concerning his or her performance during the year.
3. Formal Performance Evaluation: The formal performance evaluation shall take place in [month], following the end of the [Hospital Name] [fiscal/calendar] year; the chair of the committee may seek the input of other Trustees while formulating the CEO’s evaluation.
4. Preparation for Evaluation:  Prior to the evaluation meeting, the CEO shall prepare for the Performance Evaluation/Executive Committee a summary of progress on the performance goals and a summary of the significant accomplishments during the evaluation period.  
5. Committee Chair Role:  The chair of the committee shall meet personally with the CEO to discuss the formal performance review.  This review shall include evaluation of the accomplishment of performance goals, performance on job responsibilities, and a summary of performance in approved areas of CEO accountability, as determined by the committee.
6. Report to Board of Trustees: The chair will provide an oral and written summary report to the full board of trustees at the next regular board meeting following the performance evaluation session.
Approval:
______________________________________________________________________________
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This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.

[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Complaints Review
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

Ensuring that patient complaints are handled fairly and expeditiously is critical to ensuring the hospital’s mission, demonstrating its values, and achieving its vision.  Strong and effective patient relations are key to community trust and loyalty.
Policy

Complaints Review

Board members do not generally have direct contact with patients.  If a patient makes direct contact with a board member for assistance in the resolution of specific service issues, the board member should refer the patient to the Chief Executive Officer (CEO).  A board member may not interfere in the handling of a specific case by approaching individual staff members.  Concerns about the management of a case should be conveyed to the CEO.  The CEO may inform the concerned board member about the action taken in the case or authorize a manager to communicate the information directly to the board member.
The identity of patients is otherwise confidential to the staff involved in the provision of services.  Patient names and identifying personal information will be withheld when case information is presented to the board or a committee for orientation or illustrative purposes.  The board responsibility for hearing patient complaints on appeal from a decision of the CEO is an exception to these general principles.
Service providers and supervisory staff shall initially respond to patient complaints about the nature or quality of services provided by the organization.  Patients shall be provided with an opportunity to appeal their decisions to the CEO.  The executive committee shall review such appeals.  Members of the executive committee shall adhere to the confidentiality policy.  They may not overturn staff decisions but may make recommendations to the CEO on the matter and may recommend policy amendments to the board.
Approval:
______________________________________________________________________________
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This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.
[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Confidentiality
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The purpose of this policy is to acknowledge the importance of confidentiality with respect to the organization, the board of trustees and board-appointed entities.  Board members and those appointed to assist the board in its governance responsibilities are in a position of trust and have a fiduciary responsibility to keep certain information confidential.

Policy

All members of the board of trustees and board committees, task forces, advisory councils or other board-authorized entities shall make a commitment to confidentiality in recognition of the sensitivity of the information entrusted to them.  Individuals serving in these capacities are expected to adhere to the principles of the confidentiality policy which shall be applicable to, but not limited to the following:

· Financial information and data including financial statements, budgets, investments, facility development, capital acquisitions, and more
· Strategic plans, goals and initiatives

· Contractual information, details of affiliations and/or partnership relations

· Workforce information, including union relationships, employment benefits, compensation information, performance concerns, and succession plans

· Medical staff recruitment, agreements,  appointments, credentialing and privileging

· Quality and patient safety information, clinical information, adverse events, risk management, peer review information and malpractice

· Patient information

This policy cannot address all situations with respect to confidentiality, but shall extend to information not readily available to the public, information which would constitute a breach of trust, or which would create a liability for the organization.  This policy shall apply to all forms of information, written, verbal or electronic.  Individuals serving on the board of trustees, board committees, task forces, advisory councils or other board-authorized entities are expected to exercise sound judgment and appreciation for privacy with respect to the information with which they are entrusted.  

Procedures

The following procedures shall be observed:

· A copy of the Confidentiality Policy shall be provided to:

· All new trustees as part of their orientation and prior to attendance at their initial board meeting

· All non-board members serving on a board committee, task force, advisory council or other board-authorized entity
· The Confidentiality Policy shall be reviewed annually by the board

· Each board member and board committee, task force, advisory council or other board-authorized entity member shall annually sign a confidentiality statement 

· The [Executive/Ethics/Other] Committee shall address any violations of this policy and recommend any disciplinary actions, as well as actions to prevent reoccurrence

· Any board member or board committee, task force, advisory council or other board-authorized entity member in violation of this policy may be removed from the governing entity
It is further recommended that board members be familiar with the privacy provision of the Health Insurance Portability and Accountability Act (HIPAA)

Approval:
______________________________________________________________________________
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This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.
Confidentiality Policy - Statement of Agreement

By my signature below, I confirm that I have received a copy of [Hospital Name]’s Confidentiality Policy and have read and agree to all provisions of the policy.  I understand that as a trustee and/or board committee, task force, advisory council or other board-authorized entity member, I will come in contact with confidential information, and that the inappropriate disclosure of such information may be grounds for my removal from the governing entity.

______________________________________________________________________________
Signature
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[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Disruptive Behavior in the Workplace
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The purpose of this policy is to establish methods to identify, report, and correct disruptive behavior of any person and promote organization-wide enhancement of the hospital’s provision of a safe, friendly, and caring environment.  
Policy

I. INTENT
It is the policy of this hospital that all individuals within its facilities or on its grounds be treated with courtesy, respect and dignity.  To that end, the board requires that all trustees, employees, physicians, mid-level providers and other independent practitioners conduct themselves in a professional and cooperative manner in the hospital.  The hospital strives to provide a safe working environment and maintain high standards of care for its patients, which may be affected by the disruptive behavior of any person.  The hospital is committed to preventing the disruptive behavior of any person from compromising the safety or care of any person and will address disruptive behavior of any person pursuant to the terms of this policy.
II. DEFINITION OF “DISRUPTIVE BEHAVIOR”
For the purposes of this policy, “disruptive behavior” means any conduct or behavior including, without limitation, forms of inappropriate behavior which:
A. Disrupt the operation of the hospital;

B. Jeopardize or are inconsistent with quality patient care or with the ability of others to provide quality patient care at the hospital;

C. Are unethical; or

D. Constitute the physical, written or verbal abuse of others including written or verbal criticism in public places.

Examples of disruptive conduct include, but are not limited to the following:

· Repeated use of vile, loud, intemperate, offensive or abusive language;

· Repeatedly acting in a rude, insolent, demeaning or disrespectful manner;

· Verbal or physical threats, intimidation or coercion;

· Actual physical abuse, or unwanted touching;

· Illegal discrimination against persons, or refusal to provide patient care services based upon unlawful criteria;

· Lack of cooperation with or unavailability to other practitioners or employees for exchange of pertinent patient care information or resolution of patient care issues;

· Deliberate destruction or damage to property;

· Criminal conviction of an offense which impacts the employee’s qualifications for continued employment at the hospital;

· Sexual or other forms of harassment, including unwelcome sexual advances, requests for sexual favors, or other verbal or physical conduct of a sexual nature which has the purpose or effect of substantially interfering with the individual’s work performance or creating an intimidating, hostile or offensive work environment;

· Intentional disruption of the board of trustees, hospital, medical staff, department or committee meetings or activities;

· Breach of confidentiality; or
· Repeated, willful failure to abide by the board of trustees, hospital, medical staff, department or committee bylaws, policies and procedures, or directives, including refusal to comply with required duties or assignments.

Merely expressing contrary opinions is not disruptive conduct, nor is expressing concern or constructive criticism of inappropriate policies or procedures or unacceptable performance or conditions, if it is done in good faith, in an appropriate time, place and manner, and with the aim of improving the environment of care rather than personally attacking any individual.  Except as otherwise required by their legal or ethical duties, employees are requested to first express their concerns or constructive criticism through appropriate medical staff or administrative channels, and seek an internal resolution prior to publicly expressing their concerns or constructive criticism.

III. PROCEDURES
A. Reporting Disruptive Behavior
Hospital employees who observe, or are subjected to any disruptive behavior should immediately report the activity to their supervisor.  If their supervisor’s behavior is at issue, they shall notify Human Resources directly.
Any person who makes a report of a physician’s disruptive behavior should do so to Human Resources, who will convey that report to the Chief Executive Officer (CEO) for possible referral to the Chief of Staff for investigation and/or handling.
Any person other than an employee of the hospital who observes, or is the subject of, disruptive behavior should report the activity to a hospital employee.  The employee should contact his or her immediate supervisor about the activity, who should notify Human Resources of all such reports.  If the employee’s supervisor is not available, the employee should report the activity directly to Human Resources.  If Human Resources is unavailable to immediately respond to the report, the employee should contact the hospital’s Security Department.
B. Documentation of Disruptive Behavior
Hospital employees who observe, or are subject to, disruptive behavior shall create a written report documenting the disruptive behavior.  The written documentation shall include the following information:
1. The date(s) and time(s) of the questionable behavior;
2. The circumstances that precipitated the situation;
3. A factual description of the questionable behavior;
4. The name of any employee, patient or patient’s family member who was involved in the incident, including any employee, patient, or family member who witnessed the incident;
5. The consequences, if any, of the disruptive behavior as it relates to patient care, personnel or hospital operations; and
6. A record or any action taken to remedy the situation, including the date, time, place, action and name(s) of those intervening.
The completed report shall be submitted to the employee’s supervisor, who shall forward the document to Human Resources, the CEO or the Chief of Staff.  Unfounded reports may be dismissed by Human Resources and the individual initiating such report will be notified.
C. Investigating and Responding to Reports of Disruptive Behavior
Reports of disruptive behavior validated by Human Resources will be addressed as follows:
1. First Offense
a. A designee shall meet with the employee.
b. The initial meeting shall be collegial in nature and designed to help the employee understand that certain conduct is inappropriate and unacceptable.
c. The employee shall be advised of the nature of the incident that was reported and shall be requested to provide his/her response and/or perspective concerning the incident.
d. The employee shall be advised that, if the incident occurred as reported, his/her conduct was inappropriate and inconsistent with the hospital’s standards.  
e. The identity of the individual reporting disruptive behavior or inappropriate conduct will not be disclosed.  The employee shall be advised that any retaliation against any person suspected of reporting the incident shall be grounds for immediate dismissal.
f. The meeting will be used to educate the employee about administrative channels that are available for registering complaints or concerns about quality or services.
g. Other sources of support or counseling will be identified for the employee with a strong recommendation made to pursue assistance, if appropriate.
The employee shall be advised that a summary of the meeting will be prepared and a copy provided to him/her.  The employee may prepare a written response to the summary.  The summary and any response received shall be kept in the confidential portion of the employee’s file.  The employee shall be made aware that a corrective action plan will be developed and reviewed with the employee.  The plan should clearly state that a second event may result in immediate dismissal.
2. Second Offense
a. A second meeting shall be held if another report of disruptive behavior involving the employee is received.  It is advisable that at least three people be present to meet with the employee.  The employee may be allowed an advocate, such as a co-worker, to attend as support.
b. The employee shall be informed of the nature of the incident and be advised that such conduct is unacceptable.  Based on the seriousness of the issue, termination may be considered.
c. If not immediately terminated, the employee shall be advised that if there is a future complaint about inappropriate conduct, there may be a recommendation for termination of training/employment.
d. A letter shall be sent to the employee confirming the substance of the meeting.  A copy shall be kept in the confidential portion of the employee’s file (along with any response he/she may submit).
e. The employee shall be required to sign and return a copy of the letter acknowledging its receipt.
3. Third Offense
In the event there is a third reported incident of disruptive behavior, a formal action for termination shall be initiated.  Any further action, including any hearing or appeal, shall then be conducted under the direction of the board of trustees.
IV. ZERO TOLERANCE REGARDING VIOLENCE
Through this policy, the hospital will have zero tolerance for any violence which occurs on the hospital property.  Accordingly, the hospital will pursue any and all measures, including contacting the hospital’s Security Department and/or law enforcement, if appropriate, to prevent and respond to violence on hospital property.
V. NON-DISCRIMINATION 
The hospital expects employees to report any disruptive behavior in order to provide a safe working environment and to promote patient care.  The hospital will not discriminate or retaliate against any person who accurately reports disruptive behavior to the hospital.

Approval:
______________________________________________________________________________
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This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.
[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Donor Recognition
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose


It is the philosophy of [Hospital Name] that direct gifts, whether large or small, express an important level of support, commitment to excellence, and belief in the ongoing integrity of the institution.  We pledge to acknowledge donations and recognize donors according to the policy set forth below.

Policy

I. RESPONSIBILITY

The responsibility to develop and oversee the Donor Recognition policy is delegated to the Finance Committee.  This responsibility includes:

A. Establishing the most appropriate ways and means for implementing the hospital’s donor recognition philosophy;

B. Adoption of policies and procedures for recognizing donors related to levels of giving, sources of funds and maintenance of donor records;

C. Periodic reports, at least annually, of donors and recognition will be provided to the hospital’s board of trustees.

II. Recognition Space

[Hospital Name] will reserve space in the main lobby areas or other space as approved from time to time for appropriate donor recognition.  The board of trustees may give special recognition for large gifts or estates as appropriate under the circumstances.
Modifications or additions to approved donor recognition space shall be approved by the hospital’s Executive Committee.
Approval:
______________________________________________________________________________
Signature
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This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.

[Hospital Name]
Board of Trustees Policy
	Policy Title: 
	Investment - Master Investment
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The Master Investment Policy and Procedures (herein referred to as “Policy”) of [Hospital Name] provides management with policy guidance for investing the hospital’s and its beneficiaries’ financial resources.  This policy provides the framework for the hospital’s execution of its fiduciary responsibility regarding hospital assets and its beneficiaries.

Policy

I. POLICY REVIEW

This Policy will be reviewed and reaffirmed or modified as needed by the [finance] committee.  The [finance] committee will recommend this Policy to the hospital’s board of trustees for approval.  The Policy requires approval by the hospital’s board.  There will be a sub-committee of the [finance] committee (herein referred to as investment committee).    

II. SCOPE

The scope of the Policy applies to all investable assets of [Hospital Name], including short, intermediate and long-term, managed internally or externally.

Accounts are classified into Funds pursuant to specified activities and objectives.  The Funds are as follows:

A. Hospital Assets

a. Long-Term Investments

b. Foundation Fund

c. Self-Insurance Trust

d. Daily Cash Investments

e. State Escrow (Labor and Industries)

B. Fiduciary Assets

a. Pension Funds: Retirement Plan for Employees of [Hospital Name]
It is the responsibility of the Investment Committee to oversee the investment policy and managers for both the fiduciary assets and the hospital’s assets.

III. GENERAL OBJECTIVES

A. Investment Objectives and Priorities
Funds shall be invested subject to the following objectives and priorities:

1. Safety of principal.  Investments shall be undertaken in a manner that seeks to protect principal while earning a rate of return that will meet or exceed the rate of inflation to preserve Fund assets and ensure that sufficient reserves will be available to cover future cash requirements.

2. Asset allocation.  Investments shall be made within the asset allocation guidelines established in the Funds’ policies and will be reflective of the risk and return tolerance and needs of each Fund as determined by the Investment Committee.

3. Liquidity requirements of anticipated and unanticipated expenditures.

4. Yield.

5. Conformance to applicable laws and pertinent legal restrictions.

6. Maximization of the total rate of return on investment consistent with the foregoing objectives.

B. Daily Cash Investments
Daily Cash Investments will embody safety, liquidity and yield, and include:

1. Safety.  Safety of principal is the foremost objective of the investment portfolio.  Investments shall be undertaken in a manner that seeks to ensure the preservation of capital in the overall investment portfolio.  The objective will be to mitigate credit risk and interest rate risk.

a. Credit risk – [Hospital Name] will minimize credit risk, (i.e., the risk of loss due to failure of the security issuer or backer) by:

i. Limiting investments to the safest types of securities;

ii. Proper due diligence of investment managers; and

iii. Diversifying the investment portfolio so that potential losses on individual securities will be minimized.

b. Interest rate risk – [Hospital Name] will minimize the risk that the market value of securities in the portfolio will fall due to changes in general interest rates by structuring the investment portfolio so that securities mature to meet cash requirements for ongoing operations.  Operating funds will be invested primarily in shorter-term securities, money market mutual funds, or similar investment pools.

2. Liquidity.  The investment portfolio shall remain sufficiently liquid to meet all operating requirements.  This may be accomplished by structuring the portfolio so that securities mature concurrent with cash needs to meet anticipated demands (static liquidity).  Since all possible cash demands cannot be anticipated, the portfolio should consist largely of securities with active secondary markets (dynamic liquidity).

3. Yield.  The investment portfolio shall be designed with the objective of attaining a market rate of return, taking into account the investment risk constraints and liquidity needs.  

C. Retirement Plan, Long-Term Investments, Foundation Fund, Self-Insurance Trust, and State Escrow
Retirement Plan, Long-Term Investments, Foundation Fund, Self-Insurance Trust, and State Escrow will focus on capital growth.  The investment portfolio shall be designed with the objective of protecting principal while earning a rate of return that will meet or exceed the rate of inflation to preserve Fund assets and ensure that sufficient reserves will be available to cover future cash requirements.  Capital growth is achieved by investing prudently in a wide range of asset classes in order to achieve proper diversification.  Since these Funds will focus on long-term capital appreciation some short-term volatility including loss of principal may be experienced.

IV. STANDARDS OF CARE

A. Prudence
All participants in the investment process shall act responsibly. The standard of prudence to be applied to [Hospital Name] and external service providers shall be the “prudent investor” rule, which states: Investments shall be made with judgment and care that a prudent investor would, in light of the purposes, terms, distribution requirements and all other circumstances regarding [Hospital Name] Funds, including risk and return objectives established by the Investment Committee which are reasonably suitable to the purpose of the investment and management of [Hospital Name]’s Funds.   The Investment Committee’s investment and management decisions respecting individual assets shall be evaluated not in isolation but in the context of the portfolio as a whole and as a part of an overall investment strategy having risk and return objectives reasonably suited to the portfolio.

The [finance]committee may delegate investment and management functions that a prudent [finance] committee of comparable skills could properly delegate under the circumstances.  The [finance] committee shall exercise reasonable care, skill and caution in:

1. Selecting an agent;

2. Establishing the scope and terms of the delegation, consistent with the purposes and terms of the portfolio; and

3. Periodically reviewing the agent’s actions in order to monitor the agent’s performance and compliance with the terms of the delegation.

B. Code of Ethics
Members of the hospital’s [finance] committee and staff members responsible for investment decisions or who are involved in the management of the Funds’ assets (referred hereafter as “Individual”) shall be governed by the hospital’s Code of Conduct and Conflict of Interest Policy.  All external service providers shall be governed by the Standards of Professional Conduct established by the Chartered Financial Analysts (CFA) Institute contained in this section, and applicable state statutes.  The CFA Institute Standards of Professional Conduct are as follows:

1. Standard I: Fundamental Responsibilities

a. Individuals shall maintain knowledge of and comply with all applicable laws, rules, and regulations (including CFA Institute’s Code of Ethics and Standards of Professional Conduct) of any government, governmental agency, regulatory organization, licensing agency, or professional association governing the members’ professional activities.

b. Individuals shall not knowingly participate or assist in any violation of such laws, rules or regulations.

2. Standard II: Relationships with and Responsibilities to the Profession 

a. Professional Misconduct - Individuals shall not engage in any professional conduct involving dishonesty, fraud, deceit, or misrepresentation or commit any act that reflects adversely on their honesty, trustworthiness, or professional competence.

b. Prohibition Against Plagiarism - Individuals shall not copy or use, in substantially the same form as the original, material prepared by another without acknowledging and identifying the name of the author, publisher, or source of such material.  

3. Standard III: Relationships with and Responsibilities to the Employer

a. Duty to Employer - Individuals shall not undertake any independent practice that could result in compensation or other benefit in competition with their employer unless they obtain written consent from both their employer and the persons or entities for which they undertake independent practice.

b. Disclosure of Conflicts to Employer - Individuals shall disclose to their employer all matters, including beneficial ownership of securities or other investments that reasonably could be expected to interfere with their duty to their employer or their ability to make unbiased and objective recommendations. Individuals shall comply with any prohibitions on activities imposed by their employer if a conflict of interest exists.

c. Disclosure of Additional Compensation Arrangements - Individuals shall disclose to their employer in writing all monetary compensation or other benefits that they receive for their services that are in addition to compensation or benefits conferred by the service provider’s employer.

d. Responsibilities of Supervisors - Individuals with supervisory responsibilities, authority, or the ability to influence the conduct of others shall exercise reasonable supervision over those subject to their supervision or authority to prevent any violation of applicable statutes, regulation, or provisions of the Code of Standards.  In doing so, service providers are entitled to rely on reasonable procedures designed to detect and prevent such violations. 

C. Gifts, Benefits, or Favors
No Individual shall solicit, accept, or agree to accept any gifts, benefits, or favors from vendors with a known or apparent value in excess of the amount stated in the hospital’s Code of Conduct offered to him/her because of his/her role in investment management without reporting that gift, benefit, or favor.  Business meals and receptions at which the host is present are acceptable and all invitations to educational seminars relevant to the operations of the hospital’s investment program for which all or part of the cost is to be paid by someone other than the hospital will be considered as invitations to the hospital and not subject to these requirements.  

Vendors are defined as all existing and prospective providers of investment-related services to the hospital including, but not limited to, brokers, investment managers, custodian bank representatives, and consultants.

V. DELEGATION OF AUTHORITY

A. Investment Committee Membership
The Investment Committee shall consist of the Chairperson of the finance Committee, two members of the [Finance Committee] as appointed by the Chairperson of the Board, and the Chief Financial Officer.  Additionally, not less than [two], nor more than [three] members of the Foundation Board, collectively having one vote, shall be members of the [Investment Committee].  The vote of these Foundation members is limited to issues before the [Investment Committee] affecting all funds only, and does not apply to decision-making authority with regard to hospital funds.  

B. [Investment Committee] Responsibilities
The [Investment Committee] will generally meet on a quarterly basis.  The [Investment Committee’s] responsibilities shall include, but are not limited to:

1. Recommend approval of the Policy as initially adopted and recommend approval of all modifications to these Policies.  The board of trustees of the hospital shall approve the Policy upon recommendation by the [Finance Committee]; only the [Finance Committee] shall approve the Sub-Policies for each Fund; the [Investment Committee] shall recommend to the [Finance Committee] investment managers and target asset allocations as incorporated in each Sub-Policy.

2. Determining strategies and monitoring results, in conjunction with the investment consultant, for all funds listed in Section II – Scope.  The [Investment Committee] shall include in its deliberations such topics as: economic outlook, portfolio diversification and maturity structure, potential risks to the hospital’s Funds, authorized depositories, brokers and dealers, and the target rate of return on the investment portfolio.

3. Recommending the investment consultant (herein referred to as “consultant”).

4. Recommending the retention and termination of service providers, which includes, but is not limited to, investment managers and custodians.

5. Receiving quarterly reports from the consultant regarding the performance of investment managers and receiving reports from individual investment managers periodically.

C. Chief Financial Officer’s Responsibility
The Chief Financial Officer or designee shall be responsible for all transactions undertaken and shall establish a system of controls to regulate the activities of subordinate officials.  

D. Duties of the Investment Managers
Duties of the Investment Managers shall include, but are not limited to, the following:

1. In the case of a separately managed account, provide [Hospital Name] with a written agreement to invest within the guidelines established by this policy.

2. Provide the hospital with proof of liability and fiduciary insurance coverage.

3. Be a SEC-Registered Investment Advisor under the 1940 Act, and recognized as providing demonstrated expertise over a number of years in the management of institutional assets.

4. In the case of a separately managed account, adhere to the investment management style concepts and principles for which they were hired by the hospital.

5. In the case of a separately managed account, execute all transactions for the benefit of the hospital with brokers and dealers qualified to execute institutional orders on an ongoing basis at the best net cost to the hospital, and where appropriate, facilitate the recapture of commissions on behalf of the hospital.

6. In the case of a separately managed account, reconcile monthly accounting, transaction and asset summary data with custodian valuations and communicate and resolve any significant discrepancies with the hospital’s consultant and custodian.

7. Report in writing to the Chief Financial Officer and consultant on all significant matters pertaining to their firm’s ownership, investment style and philosophy, changes in personnel, significant client departures and periods of underperformance.

8. Vote the proxies of invested companies, as they deem appropriate.  

9. Be responsible for strict compliance with the provisions of ERISA as it relates their duties and responsibilities as fiduciaries.  This is mandatory for managers investing Fiduciary Assets.

10. Annual Performance Review for each manager will be made using the CFA Institute Performance Presentation Standards (CFA Institute-PPS).

E. Duties of Custodians
Custodians will be subject to termination for unethical business conduct, poor client service, inadequate reporting, tardiness of statements and insufficient investment in technology and personnel.  Duties of the Custodian shall include, but are not limited to the following:

1. Provide complete global custody and depository services for the designated hospital accounts.

2. Provide audited monthly reports of the investment activities conducted by the investment managers.

3. Provide monthly and year-end, fully-accrued accounting statements for all funds, including all transactions.

4. In the case of a separately managed account, collect all interest income and dividends and principal realization and properly report it in monthly statements.

5. In the case of a separately managed account, reconcile monthly accounting, transaction and asset summary data and communicate and resolve any significant discrepancies with [Hospital Name]’s CFO, consultant and managers.

F. Duties of Investment Consultant
The consultant must be independent of all managers and custodians, and with no conflicts of interest with any current or prospective service provider to the hospital.  Duties of the investment consultant shall include, but are not limited to the following:

1. Make recommendations to the Chief Financial Officer and the Investment Committee regarding investment policy and strategic asset allocation.  The recommendations regarding reaffirmation and modification of this Policy shall be at least on an annual basis.

2. Assist the hospital in the selection of qualified investment managers, and assist in the oversight of existing managers, including monitoring changes in personnel, ownership and the investment process.

3. Assist in the selection of a qualified custodian(s) and a securities lending agent.

4. Assist the hospital in negotiating fee arrangements and other contract terms with the investment managers on behalf of the hospital.

5. Assist the hospital in negotiating and arranging for brokerage and custodial services.

6. Prepare a quarterly performance report including performance attribution on all of the hospital’s managers, funds and total assets, including a check on guideline compliance and adherence to investment style and discipline.

7. Render special projects at the request of the Investment Committee.

8. Handle certain other matters, primarily reporting, as described elsewhere in this Policy.

9. Report proxy votes as needed to the Investment Committee.

VI. ASSET ALLOCATION GUIDELINES AND REBLANCING POLICY

The target asset allocation guidelines are outlined in the Hospital Sub-Policies and the Retirement Plan Policy, as well as the time parameters for achieving target allocations.

VII. CASH HOLDINGS

In the case of a separately managed account, it is the policy of the hospital for equity managers to be fully invested at all times, except in anticipation of large withdrawals.  Equity managers should maintain less than [#]% of their portfolios in cash equivalents.  Fixed income managers can maintain higher cash balances. This does not apply to cash managers.0

VIII. POOLED/COMMINGLED INVESTMENTS

A. Definition of Commingled Investments
Investment instruments are where there is a pooling of securities owned by multiple clients for diversification and cost benefits.  Therefore, investment managers cannot tailor the portfolio to suit client specific guidelines.

B. Mutual Fund Investments/Commingled Funds

1. With the approval of the [Investment Committee], the hospital may invest in a diversified mutual fund or commingled fund as long as it is registered under the Securities Act of 1933 and Investment Company Act of 1940, as amended, and has qualified under state registration requirements, if any, to sell shares in this state.
2. The diversified mutual fund must be purchased at the current net asset value.
IX. INVESTMENT OBJECTIVES, PERMISSIBLE INVESTMENTS AND GUIDELINES

[This entire section should be carefully reviewed by your CFO, the Finance Committee, and any other relevant financial experts to ensure relevancy and accuracy for your organization.]

Investments must be made in accordance with accepted institutional investment practices and CFA Institute.  Investments must be well diversified.  Managers must exercise prudence in all matters and, in the case of a separately managed account, invest solely for the benefit of the hospital.

For all asset categories the performance measurement period for complete evaluation will be trailing twelve quarter periods and complete market cycles.  Market cycles are defined to include both a rising and declining leg.  Generally, a rising leg will be defined as a period of at least two consecutive quarters of rising prices for a particular asset class.  A declining leg shall usually be defined as a period of two consecutive quarters of declining prices for a particular asset class.  Therefore, a minimum period of evaluation shall be one year and more typically three to five years.

X. PROHIBITED INVESTMENTS

The following investments are prohibited in separate account situations (not mutual or commingled funds). Should a prohibited transaction occur it should be reported immediately to the Chief Financial Officer, who will report it at the next [Investment Committee] meeting where it will be decided how to proceed. 

A. Self-Dealing Transactions.  Investment managers cannot purchase or hold any security that is issued by a corporation where the money management firm may have any type of ownership relationship.

B. Floating Rate Securities.  Floating rate securities, the interest rate of which does not reset as a result of changes in one or more reference interest rates.  Examples of prohibited floating rate securities are those whose interest rate reset are based on an index of commodities or equity securities.

C. Individual CDs and Time Deposits.  Individual CDs and Time Deposits may not exceed $100,000 unless they are 100% collateralized by eligible securities or fully covered by a surety bond.

D. Letter Stock.  Letter stock and other unregistered equity securities are prohibited unless utilized in alternative asset investment portfolios.

E. Commodities.  Commodities or commodity contracts are prohibited unless utilized in alternative asset investment manager portfolios.

F. Other.  Short sales, warrants or margin transactions are prohibited unless utilized in alternative asset investment manager portfolios.

G. Natural Resources.  Natural resource properties such as oil, gas or timber are prohibited unless utilized in alternative asset investment manger portfolios.

XI. CONCENTRATION AND DIVERSIFICATION GUIDELINES

Pertaining to the overall investment program:

A. No more than ten percent of the assets under management of any manager may be invested in a single issue, property, or security.

B. No more than ten percent of any issue, security, or property may be owned in the portfolio.  

XII. SAFEKEEPING/CUSTODY

The Chief Financial Officer shall contract with an authorized safekeeping agent(s) for safekeeping securities owned by [Hospital Name] as part of its investment portfolio or held as collateral to secure certificates of deposits or repurchase agreements.  [All securities transactions shall be conducted on a delivery versus a payment basis to the Chief Financial Officer’s safekeeping bank or to the Chief Financial Officer’s office.  The Chief Financial Officer's office, custodian or safekeeping agency(s) shall have custody of all securities purchased or held and all evidence of deposits and investments.]

The externally managed assets of the hospital shall be secured through third-party custody and safekeeping procedures.  Bearer instruments shall be held only through third-party institutions.  Collateralized securities such as repurchase agreements shall be purchased using the delivery versus payment procedure.  Unless prevailing practices or economic circumstances dictate otherwise, ownership shall be protected through third-party custodial safekeeping.  

XIII. PROCEDURES FOR SELECTING AND REVIEWING INVESTMENT MANAGERS

A. Review Process
Professional investment managers will manage the hospital’s investments except to the extent the [Investment Committee] specifically delegates investment authority to the Chief Financial Officer. When it is decided that an investment manager is to be hired, the Chief Financial Officer and consultant will select finalists to make an oral presentation to the [Investment Committee].  The [Investment Committee] will make all investment manager decisions for asset Funds greater than $[amount].  The CFO and CEO may make investment decisions for asset Funds $[amount]or less.  Evaluation factors will include one-year, five-year and ten-year performance records and the associated risks taken to achieve the returns, the quality and stability of the investment personnel of each company, size of assets under management, adherence to philosophy/style and the fees charged by each company.  

A contract will be executed pursuant to hospital procedures.

B. Selection Criteria for Investment Managers
Criteria will be established for each manager search undertaken by the hospital and will be tailored to the hospital’s needs.  Selection criteria for alternative investment managers will generally follow the items below to the extent feasible within the relevant asset class.  In general, eligible managers will possess attributes including, but are not limited to, the following:

1. The firm must be experienced in managing money for institutional clients in the asset class/product category/investment style specified by the hospital and its consultant.

2. The firm must be CFA Institute compliant.

3. The firm must have a minimum five-year history (three year for small-mid cap stocks and alternative investments) with the desired investment style, demonstrate continuity of key personnel, and offer a reasonable fee schedule; shorter-term histories will be considered for entire portfolio management teams that have portable track records from predecessor firms.

4. The firm must display a record of stability in retaining and attracting qualified investment professionals, as well as a record of managing asset growth effectively, both in gaining and retaining clients.

5. The firm must have an asset base sufficient to accommodate the hospital’s portfolio.  In general, managers should have a least $[#] of discretionary institutional assets under management, and the hospital’s portfolio should make up no more than [10%] of the firm’s total asset base.

6. The firm must demonstrate adherence to the investment style sought by the hospital, and adherence to the firm’s stated investment discipline.

7. The firm’s fees should be competitive with industry standards for the product category.

8. The firm must comply with the “Duties of the Investment Managers” outlined herein and conform to CFA Institute standards for performance reporting.

D. Criteria for Investment Manager Termination
The hospital reserves the right to terminate a manager.  Grounds for termination may include, but are not limited to the following:

1. Failure to comply with the guidelines agreed upon for the management of the hospital’s Funds, including conducting prohibited transactions.

2. Failure to achieve performance objectives specified in the manager’s guidelines.  

3. Significant deviation from the manager’s stated investment philosophy/style and/or process.

4. Loss of key personnel or significant ownership changes that create instability in an organization.

5. Evidence of illegal or unethical behavior by the investment management firm.

6. Lack of willingness to cooperate with reasonable requests by the hospital and/or the hospital’s consultant for information, meetings or other material.

7. Loss of confidence by the [Investment Committee], Chief Financial Officer and hospital’s consultant.

8. A change in hospital’s asset allocation program which necessitates a shift of assets to another asset class or style.

9. Significant increase in fees.

The presence of any one or a combination of these factors will be carefully reviewed by the Chief Financial Officer, the [Investment Committee] and hospital’s consultant, but will not necessarily result in an automatic termination.

E. Performance Monitoring
The Chief Financial Officer shall monitor monthly statements and receive quarterly, independently calculated performance reports from the consultant.  The consultant shall monitor at least quarterly the track record of each manager under contract to determine whether or not that manager is performing up to the standard required by the benchmark of performance specified in the manager’s contract and report to the [Investment Committee].  If at any time the standard required is not being met, the Chief Financial Officer with the assistance of the investment consultant shall make a report of that fact to the [Investment Committee] and give a recommendation to the [Investment Committee].  The [Investment Committee] will then determine what action the Chief Financial Officer will take.

F. Manager Alerts
Investment managers are expected to keep the [Investment Committee] and its consultant informed of any material changes in their respective firms (i.e., change in personnel, ownership and policy, etc.).

G. Termination
The decision to terminate an investment manager shall be by majority vote of the [Investment Committee] present at the meeting, and approved by the [finance] committee.

XIV. SUB-POLICIES

The [finance] committee, along with the investment consultant, shall develop specific investment policies (Sub-Policies) for each Fund which will include any unique or specific investment objectives for the particular Fund, its asset allocation to cash, bonds and stocks, any specific investment restrictions, spending policy and the investment expectations.

The investment objectives, asset allocation guidelines and other specific investment information will be covered for each Fund within the hospital’s investment program under the Sub-Policies and approved by the [finance] committee.
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	Policy #:  000
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	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose
This policy is set forth in order that the [Hospital Name] Board of Trustees, the [Finance Committee and/or the Investment Committee], hospital staff, the hospital investment advisor and investment managers and others entitled to such information may be made aware of the Board’s policy with regard to the investment of the hospital’s assets and the expectations and requirements of the [Finance] Committee with respect to the ongoing management of the investments.  The purpose of this document is to establish the investment policies, standards of prudence and performance expectations for the Fund.  The [Finance] Committee is responsible for the fiduciary oversight of the investments and has established this document as its policy of intent for achieving the investment objectives described below.
Policy

I. General
This Policy governs the investment of the Daily Cash Investments (Fund) as a sub-policy of the [Hospital Name] Master Investment Policy.  
II. The Fund
The Fund’s purpose is to satisfy short-term liabilities associated with the operations of [Hospital Name]. The assets are to be invested with a short-term time horizon.  
All amounts of money deposited in the Fund shall be invested as soon as practical in accordance with Investment Objectives and Investment Policies of [Hospital Name] as formally adopted by the Finance Committee.
It is important to follow coordinated Investment Policies regarding investment decisions, which will protect the principal and produce reasonable returns.
III. Investment Objectives

A. Objectives
The primary objectives of the Fund shall be:
· Preservation of capital in real terms; and
· Obtaining maximum returns within reasonable and acceptable levels of risk.
While there cannot be complete assurance that the defined objectives will be realized, it is believed that the likelihood of their realization is reasonably high, based on the investment policy of the Fund.

B. Review of Achievements
The achievement of the investment objectives of the Fund will be reviewed on an annual basis.  This review will focus on the continued feasibility of achieving the objectives and the continued appropriateness of the investment policy.  It is not expected that the policy will change frequently; in particular, short-term changes in the financial markets should generally not require an adjustment in the policy.

IV. The [INVESTMENT] Committee Responsibilities
The [Investment] Committee is a sub-committee to the [Finance] Committee and will have the responsibility and authority to oversee the investments of the Fund. The [Investment] Committee and its designated investment advisor will recommend to the [Finance] Committee the target asset allocation for the Fund reflecting judgments as to the investment environment, as well as recommend to the [Finance] Committee the investment managers for the Fund.  The [Investment] Committee will discharge their duties with prudence and ethics as stated in Section 3 of the [Hospital Name] Master Investment Policy.
V. Investment Policy Guidelines
The [Finance] Committee recognizes that investment competence must be measured normally over a meaningful period of time. While the quantitative assessment of managerial competence will be measured normally over a complete market cycle, the [Finance] Committee anticipates that the [Investment] Committee will make interim qualitative judgments.  Specific qualitative factors which the [Investment] Committee will review on an ongoing basis include:
A. Asset Allocation
The most important component of an investment strategy is the asset mix, or the resource allocation among the various classes of securities available to the Fund investments. The [Investment] Committee shall be responsible for target and actual asset allocation for the investments that will best meet the needs of the Fund, taking into consideration the appropriate level of portfolio volatility.  The [Investment] Committee shall then submit to the [Finance] Committee the asset allocation ranges.
B. Short-Term
The risk/return profile shall be maintained by describing a short-term “target” asset allocation and is set forth below.
C. Investment Time Horizon
In making investment strategy decisions for the Fund, the focus shall be on a short-term investment time horizon that will be less than a complete business cycle. Interim evaluation will be required if a significant change in fees, manager personnel, strategy or manager ownership occurs.
D. Asset Allocations
It shall be the policy of the Fund to be invested in accordance with the maximum and minimum range for each asset class as stated below:

	Asset Class
	Minimum
	Target
	Maximum

	Cash Equivalents
	[#]
	[#]
	[#]

	Low Duration Fixed Income
	[#]
	[#]
	[#]


The asset allocation ranges established by this investment policy represent the short-term perspective.  Unanticipated market shifts or distributions from the Fund may cause the asset mix to fall outside the policy ranges.  Any divergence should be of a short-term nature.  Staff will review the asset allocation of the Fund on a quarterly basis and rebalance to within policy ranges as necessary.  

VI. Performance Expectations 

The measurement period for complete evaluation will be trailing eight-quarter periods; therefore, a minimum period of evaluation shall be typically two years.

The most important performance expectation is the achievement of investment results that are consistent with the Fund’s investment objective policy.  Performance shall be monitored against the appropriate indices corresponding to the asset classes within the target allocation.
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[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Investment - Retirement Plan for Employees of [Hospital Name]
	Responsibility:  Name

	Policy #:  000
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	Revised:  00/00/00


Purpose

This policy governs the investment of the Retirement Plan for Employees of [Hospital Name] (plan) as a sub-policy of the [Hospital Name] Master Investment Policy.  

This policy is set forth in order that the hospital’s board of trustees, the [finance committee and/or the investment committee], hospital staff, the hospital investment advisor and investment managers and others entitled to such information may be made aware of the board’s policy with regard to the investment of its assets and the expectations and requirements of the [finance committee] with respect to the ongoing management of the investments.  The purpose of this document is to establish the investment policies, standards of prudence and performance expectations for the plan.
Policy
I. The Plan

The plan includes the activities of the Retirement Plan for Employees of [Hospital Name].

All amounts of money deposited in the plan shall be invested as soon as practical in accordance with Investment Objectives and Investment Policies of [Hospital Name] as formally adopted by the [finance] committee.

The plan is expected to be available in perpetuity so it will be invested with a long-term perspective.  It is important to follow coordinated Investment Policies regarding investment decisions, which will protect the principal and produce reasonable total returns.

II.  Investment Objectives

The primary objectives of the plan shall be:

· Preservation of capital in real terms; and
· Obtaining maximum returns within reasonable and acceptable levels of risk.

While there cannot be complete assurance that the defined objectives will be realized, it is believed that the likelihood of their realization is reasonably high, based on the investment policy of the plan.

The achievement of the investment objectives of the plan will be reviewed on an annual basis.  This review will focus on the continued feasibility of achieving the objectives and the continued appropriateness of the investment policy.  It is not expected that the policy will change frequently; in particular, short-term changes in the financial markets should generally not require an adjustment in the policy.

III. The [INVESTMENT] Committee Responsibilities

The [investment] committee is a sub-committee to the [finance] committee and will have the responsibility and authority to oversee the investments of the plan. The [investment] committee and its designated investment advisor shall recommend to the [finance] committee the target asset allocation for the plan reflecting judgments as to the investment environment, as well as recommend to the [finance] committee the investment managers for the plan.  The [investment] committee shall discharge their duties with prudence and ethics as stated in Section 3 of the [Hospital Name] Master Investment Policy.

IV. Investment Policy Guidelines

The [finance] committee does not expect the [investment] committee to be reactive to short-term investment developments, recognizing that the needs for payout are long-term and that investment competence must be measured normally over a meaningful period of time. While the quantitative assessment of managerial competence will be measured normally over a complete market cycle, the [finance] committee anticipates that the [investment] committee will make interim qualitative judgments.  Specific qualitative factors which the [investment] committee on an ongoing basis will review:

A. Asset Allocation

The most important component of an investment strategy is the asset mix, or the resource allocation among the various classes of securities available to the plan investments. The [investment] committee shall be responsible for target and actual asset allocation for the investments that will best meet the needs of the plan, taking into consideration the appropriate level of portfolio volatility.  The [investment] committee shall then submit to the [finance] committee the long-term asset allocation ranges.
B. Long-Term

The risk/return profile shall be maintained by describing a long-term “target” strategic asset allocation and is set forth below.
C. Investment Time Horizon  

In making investment strategy decisions for the plan, the focus shall be on a long-term investment time horizon that encompasses a complete business cycle (usually three to five years). Interim evaluation will be required if a significant change in fees, manager personnel, strategy or manager ownership occurs.
D. Allocation of Assets
It shall be the policy of the plan to be invested in accordance with the maximum and minimum range for each asset class as stated below:
	Asset Class
	Minimum
	Target
	Maximum

	Cash Equivalents
	[#]%
	[#]%
	[#]%

	Fixed Income
	[#]%
	[#]%
	[#]%

	Large Cap US Equity
	[#]%
	[#]%
	[#]%

	Small/Mid Cap US Equity
	[#]%
	[#]%
	[#]%

	Real Estate – Core
	[#]%
	[#]%
	[#]%

	Real Estate – Value Added
	[#]%
	[#]%
	[#]%

	Non-US Equity
	[#]%
	[#]%
	[#]%


The asset allocation ranges established by this investment policy represent the long-term perspective.  As such, rapid unanticipated market shifts may cause the asset mix to fall outside the policy ranges.  Any divergence should be of a short-term nature.  Staff shall review the asset allocation of the plan on a quarterly basis and rebalance to within policy ranges as necessary.  

V. Performance Expectations

The measurement period for complete evaluation shall be trailing twelve-quarter periods and complete market cycles.  Market cycles are defined to include both a rising and a declining leg. Therefore, a minimum period of evaluation shall be typically three to five years.
The most important performance expectation is the achievement of investment results that are consistent with the plan’s investment objective statement.

Approval:
______________________________________________________________________________
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[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Investment - Sale of Securities for Recognition 
of Gain
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The purpose of this policy is to establish a clear understanding regarding the sale of assets invested in mutual funds.

Policy

Under current accounting practices, an investment loss is recorded either when an asset is sold, or when the associated asset experiences an other than temporary investment loss.  However, no gain recognition is recorded until assets are sold.

A portion of investable assets of the hospital may be invested through mutual funds. Unlike separately managed assets, where individual securities may be sold from time to time with resultant realized gains/losses, mutual funds are typically held for longer periods and differ in the timing of gain recognition. Gains within the mutual fund may be distributed as infrequently as once a year, but increases in the value of the mutual fund will not be recognized until the mutual fund is sold.

Therefore, a sale/immediate repurchase of a portion or all of the assets invested in mutual funds may occur for the purpose of recording realized gains/losses of securities.

The board finance committee shall be advised of such a sale/repurchase with the next financial report immediately following the sale/repurchase.

Approval:
______________________________________________________________________________
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[Hospital Name]
Board of Trustees Policy
	Policy Title:  
	Organizational Communication
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

Interdisciplinary and interdepartmental coordination and communication between medical and hospital staff members should be maximized to optimize the quality of patient services.
Due to the complexity of the hospital organization and the need for continuous and effective communication between the board of trustees, administration, and medical staff, including subsidiary organizations related to the hospital, the following communication mechanisms shall be established.

Policy
I. Joint Conference Committee
There shall be a provision for a joint conference committee consisting of members of the board of trustees, administration, and medical staff executive committee which may be convened in accordance with appropriate provisions of the medical staff/organization bylaws.
II. Board and Committee Liaisons
A. The president of the medical staff shall serve as a non-voting liaison to the board of trustees during his or her term of office.  The president-elect shall be invited to attend board meetings.

B. The medical staff Chief of Surgery and Chief of Medicine shall serve as liaisons to the board Quality Improvement Committee.

C. Appropriate and interested members of the medical staff may be appointed to any committee of the board.

D. Appropriate members of the hospital staff may be appointed to any standing board committees by the Chief Executive Officer with the concurrence of the board chair.
E. Appropriate members of the hospital staff shall serve on designated committees of the medical staff.

III. Governing Document development and review
Because most key policies and procedures and operating directives address interdisciplinary activities involving both the medical staff and hospital staff, the collaborative development and periodic review of such directives, key policies and procedures, bylaws, rules and regulations, nursing care standards and plans or other directives by the board of trustees, medical staff and organizational leadership is essential.
· All such directives will be maintained in writing and those affected by them will be aware of their content.  

· Modification to governance directives will be made when warranted, and the period between reviews shall not exceed three years.
Approval:
______________________________________________________________________________
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[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Role of Committees and Task Forces
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The purpose of this policy is to establish board committees and task forces, their responsibilities and working relationships with the board of trustees and staff.

Policy
I. SCOPE OF AUTHORITY

All major decisions shall be considered by the board as a whole; board committees and task forces shall have an advisory function to the board.  Committees shall not speak or act for the board unless such authority is formally delegated, is time-limited, and is for specific purposes.  They do not have any authority to direct staff although they may, through the board, ask the Chief Executive Officer (CEO) to allocate resources in support of committee activities.  The board may eliminate, maintain or establish committees and task forces as it determines necessary.
II. COMMITTEE/TASK FORCE TERM

The board appoints committee and task force members annually for [number]-year terms, or as needed on an ad hoc basis.
III. Composition
A member of the board shall chair all committees except that a past president, who need not be an incumbent trustee, may chair the Nominating Committee.  Chairs of task forces are not required to be board members.  The composition of the committees and task forces may include staff and members of the community at large.  This is an effective way to add expertise, involve more of the community in the work of the hospital and bring to the hospital a reflection of public opinion.  It shall serve as a means of recruiting, orienting and screening prospective candidates for the board.  The board chair and CEO may serve as ex-officio members of all committees and task forces.
IV. Function
A committee or task force’s function is to bring the experience, expertise and judgment of a group of interested and informed persons to bear on a specific area of the organization’s responsibility.  Its job is to assist the board by considering matters referred to it in greater depth than would be possible by the whole board.  Committees and task forces isolate the key issues requiring board consideration, propose alternative actions, present the implications and make recommendations to the board for decision.
The board will not review the matter in the same detail as the committee or task force but must be satisfied that all pertinent information was considered or refer the issue back to the committee or task force for further study.  The board will consider the recommendations of the committee or task force and adopt or amend the recommendations or make such other disposition as it deems advisable.
V. Relationship to the Staff
Board and staff work cooperatively to carry out the objectives of the organization.  The board relies upon the ability, training, expertise and experience of staff to plan for and provide services within the organization’s mandate.  Committee, task force and board meetings are generally-recognized avenues for board and staff to think and plan together.
The attendance of the CEO, or designee, at committee and task force meetings as a resource and staff support is essential to the effective work of the groups.  Committees and task forces may advise the board or the CEO but do not exercise authority over staff, and will ordinarily have no direct dealing with staff operations.  Members must know and respect the distinction between board and staff responsibilities.
Communications between board and staff, outside of committee and task force meetings, shall be through the CEO or the CEO’s designee.  This includes:
A. Any assignments or directives;
B. Requests for organizational resources or staff time;
C. Staff performance concerns or policy infractions; or
D. Concerns regarding any aspect of programs or administration.
VI. Documentation

Contemporaneous minutes shall be taken of all committee and task force meetings, and shall be completed within 60 days or prior to the next committee or task force meeting, whichever is later.
VII. Executive Committee

The board chair chairs the Executive Committee, which is comprised of the board officers and includes the CEO as a non-voting member.  This committee possesses specific powers under the by-laws to make decisions between board meetings if necessitated by unusual circumstances.  Such decisions are subject to ratification by the board at its next meeting.  The Executive Committee also has responsibility for the annual performance evaluation of the CEO and for making recommendations to the board with respect to his or her performance, continuing tenure and compensation.
VIII. Nominating Committee

The past chair of the board chairs the Nominating Committee, which includes the CEO as a non-voting member.  All members of the Nominating Committee must be independent and free from conflict of interest.  The board annually names board members to the committee.  The committee is responsible for:
A. Developing and recommending to the board the skills, experience and diversity criteria for trustees necessary to ensure balanced community representation and effective governance.
B. Identifying, interviewing and checking references of prospective candidates for vacant positions on the board of trustees.
C. Recommending suitable candidates to the board, according to the approved criteria, to fill trustee vacancies.
D. Ensuring that trustees receive proper orientation to their responsibilities.
E. Monitoring trustee attendance at board and committee meetings.
IX. Finance Committee

The board treasurer chairs the Finance Committee, which includes the Chief Financial Officer (CFO) and/or the CEO, as ex officio, non-voting members.  The board appoints two other trustees to the committee annually.  All trustees serving on the Finance Committee must be independent and free from conflict of interest.  The Finance Committee is responsible for development, approval and general oversight of the annual budget including:
A. Reviewing revenue forecasts and expenditure plans presented by management;
B. Making recommendations to the board for approval of an annual budget;
C. Monitoring actual revenues and expenditures against the budgeted forecast and recommending to the board any adjustments that it deems necessary; and
D. Reviewing the annual audited financial statements with the auditor.
The Finance Committee is also responsible for generally overseeing external audit processes and for evaluating and recommending an external auditor to the board on an annual basis.

X. QUALITY COMMITTEE

The board chair (or another trustee) shall chair the Quality Committee, which includes the Chief of Staff as an ex officio, non-voting member.  The board shall appoint two (or more) additional trustees, physicians and/or staff members to the committee annually.  The Quality Committee is responsible for recommending and monitoring strategic goals for quality improvement, tracking the hospital’s performance through use of quality dashboards, and monitoring corrective actions related to adverse events.  

XI. Human Resources Committee

The board secretary (or another trustee) chairs the Human Resources Committee, which includes the CEO as an ex officio, non-voting member.  The board shall appoint two (or more) additional trustees to the committee annually.  The Human Resources Committee is responsible for overseeing the establishment of general policies for the management of the organization’s staff and volunteer resources, and monitoring compliance with those policies.
Approval:
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[Hospital Name]
Board of Trustees Policy
	Policy Title:  
	Safe Hospital Environment
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

To ensure a safe physical environment for hospital employees, patients, medical staff, volunteers and guests, the Chief Executive Officer (CEO) may not cause, or allow conditions which are unsafe, or unduly risk the well being of individuals.  A safety management program shall be maintained to ensure the provision of a physical environment which minimizes hazards and directs staff activities toward the reduction of risk and/or human injury.

Policy
I. Safety Management Program
The safety management program shall be directed toward the attainment of the highest level of safety possible through ongoing efforts of problem identification, evaluation, action, and monitoring.  All reasonable efforts will be made to identify, control, and/or eliminate causes of accidents, fire exposure, and occupational hazards by providing systematic problem identification, training, monitoring, and applying safe work practices.

II. Safety Monitoring
The hospital staff and medical staff shall, as part of their quality improvement activities, and within quality improvement programs, concurrently monitor and evaluate safety as it pertains to the quality of patient care and the opportunity to improve patient care and safety.  The Hospital Quality Improvement/Risk Management program shall encompass the monitoring of safety issues, identifying and resolving problems, and identifying opportunities to improve the hospital’s physical environment.

III. Safety Officer
The CEO shall appoint an administrative representative who shall serve as Safety Officer, coordinating all safety management activities.  The designated Safety Officer shall have the authority to correct hazardous conditions that could result in personal injury to individuals, or significant damage to equipment or facilities.

IV. Reporting
Significant incidents, important policy revisions, and accidents and/or trends that may compromise the safety of patients, visitors, or staff shall be routinely reported as part of the hospital Safety and Quality Improvement/Risk Management Programs to the board of trustees [or the board’s Quality Committee].  The reports will include problem identification, corrective actions taken, and analysis of the effectiveness of solutions.
Approval:
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[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Selection of External Auditors
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The purpose of this policy is to establish board protocols for selection of external auditors.

Policy

I. RESPONSIBILITY

The board of trustees shall hold the final authority, responsibility and accountability for the selection of external auditors to audit the hospital’s financial records and practices and the external audit of the retirement plan(s).  

II. FINANCE AND AUDIT COMMITTEE

The board’s Finance Committee shall evaluate external auditors and make a recommendation for selection to the board.  Consideration will be given to rotating the engagement manager at least every five years.  The Finance Committee shall also discuss, agree to and recommend the scope of the annual audit or any subsequent follow-up audits.

III. REPORTING  

The reports of the external auditors shall be made directly to the Finance Committee and the full board of trustees.  

The Finance Committee and the board of trustees will provide the opportunity to meet in executive session with the external auditors without management present.

The Finance Committee shall evaluate the reports and make recommendations to the board in response to the audit findings.

IV. CERTIFICATION  

The Chief Executive Officer (CEO) and the Chief Financial Officer (CFO) shall certify the accuracy of financial statements and other information pertinent to the audits.

V. Limitations
The external auditors shall not be engaged for other consulting engagements with the hospital unless specifically approved by the full board upon recommendation of the Finance Committee.
Approval:
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